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Recommendations for change

Primary health care is defined as

"essential health care based on
practical, scientifically sound and
socially acceptable methods and
technology made universally
accessible to individuals and
families in the community through
their full participation and at a cost
that the community and the country
can afford to maintain at every
stage of their development in the
spirit of self-determination"!

Primary Health Care delivery is
considered the most effective and
cost efficient method of improving
health for its citizens. In this
article, we examine the multi-
factorial reasons for its failure in
Pakistan.

1 WHO, Alma Ata 1978
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Looking at Primary Health Care in
isolation from other services that
impact the standard of living in a
given community is a mistake.

However, this is a vast subject and
beyond the scope of this article. By
necessity, we will keep our focus on
Basic Health Unit (BHU) which is
one of the programs that is
considered vital in providing
primary health care in rural areas.

In order to understand the
complexity of the problem, we will
first summari ze
overarching Federal Health Policy &
Planning impacts the delivery of
Primary Health Care at the BHU
level.

We will then review the flaw in
conceptualizing, managing and
running BHU as health care
delivery system, with special
emphasis on the difficulties faced
by the doctors in rural settings.

Then we will review three models of
rural health delivery systems, two
in Pakistan and one in India that
have tackled this vexing problem by
emphasizing novel ways of
conceptualizing and implementing
health delivery in rural settings.

Finally, the recommendations for
rectification both at Federal and at
the level of the BHU are discussed.

It is emphasized that this article is
not discussing Government of

how Paki
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Pakistan0 siumerous health
initiatives that were promised but
never adequately delivered.

Similarly the Lady Health Worker
program which is considered vital
in rural health delivery is a subject
of another review and beyond the
scope of this article.

In 2008, WHO director-General Dr.
Margaret Chan described the
sociopolitical and economic impact
of public health as follows:

0A world that is greatly out of
balance in matters of health is
neither stabl Bublictor
health lies in powerful health
systems. When countries at the
same level of economic development
are compared, those where health
care is organized around the tenets
of primary health care produce a
higher level of heath for the same

i nvest ment . oVi ewed

current trends, primary health care
looks more and more like a smart
way to get health development back
on track, 6 said Dr
estimates that better use of existing
preventive measures could reduce
the global burden of disease by as
much as 70%. Above all, health care
is failing to respond to rising social
expectations for health care that is
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people-centered, fair, affordable and
efficient.

A primary health care approach,
when properly implemented,
protects against many of these
problems. It promotes a holistic
approach to health that makes
prevention equally important as cure
in a continuum of care that extends
throughout the lifespan. As part of
this holistic approach, it works to
influence fundamental determinants
of health that arise in multiple non-
health sectors, offering an upstream
attack on threats to health. Primary
health care brings balance back to
health care, and puts families and
communities at the hub of the health
system. With an emphasis on local
ownership, it honors the resilience
erfd Ungehuitdy of the human spirit
and makes space for solutions
created by communities, owned by
them, and sustained by them.

The core strategy for tackling
inequalities is to move towards
universal coverage in a spirit of
qui&;aqoqilaé Jystice, and solidarity.
Fairness and efficiency in service
delivery are overarching goals.
Health systems will not naturally

C grayitate toiwqesls greater fairness

and efficiency. Deliberate policy
decisions are needed.?

Health delivery is not an isolated
process. It is fundamentally bound

> WHO Almaty, Kazakhstan, 2008
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to economic progress (poverty),
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a strong force of 100,000 Lady

education ( especi al |l y wo mHealdhsWorkers (primary health

education), justice & security and
emotional and spiritual well being
of a person and community at
large.

Pakistan's health indicators, health
funding, and health and sanitation
infrastructure are generally poor,
particularly in rural areas. About
19 percent of the population is
malnourishedfi a higher rate than
the 17 percent average for
developing countriesii and 30
percent of children under age five
are malnourished. Leading causes
of sickness and death include
gastroenteritis, respiratory
infections, congenital
abnormalities, tuberculosis,
malaria, and typhoid fever.
Hepatitis B and C are also
rampant, with approximately 3
million cases of each in the
country. The cost of curing or
treating these illnesses is many
times more than preventing them.

In 2007 there were 85 physicians
for every 100,000 persons in
Pakistan. There are only 62,651
nurses all over the nation, which
highlights the problem of nurse-to-
doctor ratio. Delivery of health in
rural areas is designed to be met by
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care providers).

According to the World Health
Organization, Pakistan's total
health expenditures amounted to
2.0 percent of gross domestic
product (GDP) in 2006, (but
according to Economic survey of
2005-6, Pakistan spent 0.75% of
GDP on health sector). Per capita
health expenditures were US$51
(2006). The government provided
24.4 percent of total health
expenditure, with the remainder
75% being entirely private, out-of-
pocket expenses.

Health Services Delivery (2006 -07)
PAKISTAN MINISTRY OF HEALTH 3

Total Health Facilities 13,937
Hospitals 965
Dispensaries 4,916
Basic Health Units 4,872
Rural Health Centers 595
MCH Centers 1,138
TB Centers 371
First Aid Points: 1,080

Beds in hospitals & 105,005

® Government of Pakistan Ministry of Health :
http://www.health.gov.pk/


http://en.wikipedia.org/wiki/Gastroenteritis
http://en.wikipedia.org/wiki/Respiratory_infections
http://en.wikipedia.org/wiki/Respiratory_infections
http://en.wikipedia.org/wiki/Congenital_abnormalities
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dispensaries Total health facilities includes 7 hospitals,
39dispensaries, 1 TB clinic, 4 MCH Centers,

Population per bed 1,515 3 RHCs. 14 BHUs

Population to health 11,413

facility ratio

Human Resources (Registered -2007)

Doctors 107,835 Pakistan has a centralized health
care system. The Government takes

Doctors registered as 19,623 responsibility to provide free

specialists medical treatment to all citizens in

Dentists 2846 need for health care services.

Dental specialists 433 The governmental institutions

involved in the health policy
Nurses 43,646 process include the Federal
Ministry of Health and several
planning and approval institutions.
Lady Health Visitors 3,864 The Federal Ministry of Health
consists of one division and
eighteen departments. These
Lady Health Supervisors 3,385 departments are situated in
different cities but work under the

Midwives 2,788

Lady Health Workers 95,000

Population per doctor 1475 supervision of the Health Division
Population per dentist 21,362 in Islamabad.
Population per nurse 3,644 The Federal Ministry of Health is

responsible for health legislation,

quality of health care, health

planning and coordination of health

related activities. The Ministry is

also responsible for educational

Dental colleges 9 standards in the field of medicine
as well as nursing, dental,

Academic Institutions (2007) -

Public sector: Medical 23
colleges

Private sector Medical 24 pharmaceutical, and paramedical
colleges: professions. In addition, the
Dental colleges: 12 Ministry takes care of the provision

of educational facilities for
backward areas and admissions in

Federally Administered Medical Facilities all the state-owned medical

Insaf Research Wing Page 6
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colleges. The Ministry is involved in
the collection of health statistics.

Although the Federal Ministry of
health is formally responsible for all
these interventions, the realization
of these tasks is strongly dependent
upon other governmental bodies
such as Planning and Development
Division (P&D Division), the
National Economic Council (NEC),
the Executive Committee of the
National Economic Council
(ECNEC), the Economic
Coordination Committee of the
Cabinet (ECC), and Provincial
Developmental Working Party
(PDWP).

The government is attempting to
rectify some of the problems with
Paki stands health
Programs such as Social Action
Program (SAP), National Strategy to
revamp Primary Health Care
through Government of Punjab
Health Reform Initiative, NWFPs
WISHpad legislation to make
hospitals autonomous, PAIMAN#
(Pakistan initiative for mothers and
newborns) and the introduction of
Continuing Medical Education by
College of Physicians and Surgeons
have begun. The new vision for
health, nutrition, and population

* http://www.paiman.org.pk/index.php
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outlined in the government's
National Health Policy Guidelines
2006- 2010, which includes
institutionalizing Public Health
Surveillance and involving multi-
donor-supported social protection
programs, are a welcome
intervention. Another example of a
promising recent initiative is the
lady health worker (LHW)
community-based program, which
is bringing health information,
some basic health care, and family
planning services to women's
doorsteps. But while these
programs are being implemented,
there are many institutional and
systemic flaws that are not being
high-lighted.

Any Health Policy process includes:

! ggeendg Sulilc'lir\{ge ry.
Policy making

Planning

Implementation
Monitoring and evaluation.

rv

—

gk

The content of National Health
Policy 1990, 1997 and 2001 clearly
show that the main focus in
formulating health policies was
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based on BIOMEDICAL MODEL
(Khan & Van den Heuvel, 2005). In
the new health policy we are seeing
a shift away from Biomedical model
(e.g., Health Millennium
Development goals (2015) &
Medium Term Development
Framework (2005-10) which
emphasize preventive care), but the
Biomedical Model still remains the
predominant model.

According to Biomedical model,
health constitutes the freedom from
disease, pain, or defect, thus
making the normal human
condition health. But there are
many shortcomings in the
biomedical model as noted below.

Biomedical model emphasizes
curative care. That is, an increase
in hospital beds, outpatient
departments, medical equipment
and an increase in the number of
specialist doctors, nurses and
technicians. Prevention of disease
is more or less omitted (Mushtaq
Khan, 2006). In other words, it
attaches less importance to the

value of preventive care. 0 He al t h 0

a much broader concept.
Biomedical model fails to grapple
the intricate web of socio-economic
problems like poverty, poor
nutritional status, environmental
problems like toxic contamination
of water, ground and air, societal
problems like cigarette smoking
and drug addiction etc., on the
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health of the community and
country at large.

In addition it fails to address the
increased cost of health care and
difficulty in accessing health care
for the poor.

For decades, the Health Policy of
Pakistan has focused on program-
based service delivery and
infrastructure with the inadvertent
neglect of the over-arching Health
Delivery System itself. Analyses of
failures of programs show problems
at every level of the Delivery system
(S. Nishtar 2006). No program can
run efficiently or meet its goals and
objectives, if the system is rife with
corruption, nepotism, incompetent
people, and lack of transparency,
interdepartmental communication
and feedback. Program success lies
in robust, sustainable and
responsive Health Care Systems.

i s

Under the Federal and Provincial
levels, no planning is taking place
at the district level, where it
actually counts. Districts are
responsible only for the
implementation of plans, policies
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and recommendations of the federal Agencies do not follow

and provincial government. Health implementation schedules in
planning is hardly flexible, accordance with specified time
participative and integrated with frames, resulting in delays in the
other decision-making processes in completion of projects and wastage
Pakistan. (Mushtaq Khan, 2006) of resources, either because of

carelessness or lack of coordination

Many studies have stated that with other authorities.

health planning in Pakistan has
largely consisted of the production
of planning documents, and the
preparation of formal
documentation for short-term
measure. It is observed that
Pakistan set ambitious targets in
the absence of a concern about
distributional aspects of health
services and providing enough
details about how objectives are
translated into practice or how
realistic the objectives are
(Mushtaq Khan, 2006).

Monitoring and evaluation has
never been given priority by the
Government of Pakistan. There are
numerous cases of successful and
unsuccessful projects which were
never analyzed and no lessons
learned which critically weakens
our data pool and our future
direction. There is a dearth of

If planning and decisions are being public health professionals and
made at Federal and Provincial |l ack of will on Gover nme
levels, but the implementation is employ them so they can analyze a
taking place at District or Union project and give critical feedback.
Council level, there is bound to be One of the critical reasons for the

a communication gap no matter lack of investment by the

how comprehensive the plan may government in hiring professional
be. The inability to problem-solve monitors is that unbiased and
complex issues at the local level ethical evaluators will uncover the
and the lack of provision for corruption and misappropriation of
flexibility in implementation is funds by the government officials
bound to lead to frustration and and their cronies.

failures.

Implementation is also riddled with
the lack of use of proven models
with systematic approaches and
project evaluation techniques.

Insaf Research Wing Page 9
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The executive body of Provincial
Health Department is headed by
Secretary Health who reports to
Minister of Health. The Health
Department has two broad
functions. One component is
primarily policy-making &
regulatory function. The Additional
Secretary and Deputy Secretaries
assist the Secretary Health in this
section. The other component is
responsible for supervising the
operations and management of
various health services and
programs. These operations come
under the command of Director
General-Health (DG-H). His/her
role is paramount in NWFP,
Baluchistan and Sindh Provinces,
while Punjab has experimented
with abolishing the position. But
now it appears the position has
been resurrected once again.

Insaf Research Wing
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A diagram of the Provincial Health
Services structure is shown on the
following page.

Disclaimer:

This diagram is intended to provide a
general overview of the Health
Secretariat structure of the four
provinces. There are individual
variations in the power structure of the
Health Secretariat in each province. In
addition, successive Provincial
Governments have made and continue
to make changes to the structure &
hierarchy of the Health Secretariat. So
it is impossible to create one particular
diagram that reflects the changing
ground reality accurately

Key:

Yellow box = Officials of the
government elected through public vote

EDHO=Executive District Health officer
MS= Medical Superintendent
DHQ=District Headquarter Hospital
THQ=Tehsil Headquarter Hospital
RHC=Rural Health Center

BHU=Basic Health Unit
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Structure of District Health Facilities
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Health Facility

District

Headquarter
Hospital (DHQ)

Tehsil Headquarters One in each Tehsil

Hospital (THQ)

Rural Health Center Markaz(serving a
(RHC) cluster of 4-6 Union

Councils)

Basic Health Unit
(BHU) Council

Onein each Union

Location | perations

Located at District
Headquarters

Medical
Superintendent
(MS) who reports
to Director General
Health, Provincial
Government

MS-Tehsil who
reports to
Executive District
Health officer
(EDHO)

Senior Medical
officer (SMO) who
reports to EDHO

Medical Officer
who reports to
EDHO
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The Basic Health Unit (BHU) is a
medical facility situated in a rural
Union Council. It is considered a
peripheral Health facility which
serves 5000-10,000 people over an
area of 15-25 square miles.

Pakistan has 4872 BHUs (5301&
5308 according to other sources).

A BHU is comprised of land
donated by the locals, on which
there is an office building,
residence for the doctor and
residences for the staff.

The Basic Health Unit is designed
for primary health-care, which is
comprised of the following
functions:

a) Treatment & medication of rural
population;

b) Health education;

c) Running of vaccination
programs;

d) Provision of basic health &
antenatal care for women and
children;

e) Implementation of national

programs related to disease
eradication such as polio, etc.

The sanctioned staff of a BHU is
comprised of

i) Medical Officer (Doctor);

ii) Medical Assistant or
Medical Technician;

iii) Lady Health Worker;

iv) Support staff

The BHUs fall under the
administrative control of the
Executive District Officer (Health)
or EDHO. The provision of salaries,
medicine and equipment to the
BHUs is managed by the EDHO,
from the budget provided by the
District Government. The overall
administrative control and financial
management of the BHUs is the
responsibility of the EDHO.
Monitoring and supervision of the
BHUs is also his/her responsibility.

The requirement for the doctor
includes 1 year of House Job after
finishing medical school and
permanent registration with PMDC.
The majority of the doctors who
work in the BHUs are not regular
government employees; instead,
they are contractual appointees.
Their contracts allow them a salary
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of Rs 12,000 to Rs 20,000 per
month (approximate) depending on
hardship area, which makes it
mandatory for them to reside at a
BHU. Supervision of the BHU is
their responsibility (without any
real authority to effect a change).
Experi ence doesbtdst ¢
much easier to fire the doctor
under contract versus one who is
awarded the post under Public
service commission.

The Provincial Public Service
Commission also posts jobs for
BHUs depending upon vacancies
and budget allocation. The salaries
are variable depending upon the
province and hardship area. It is
approximately around Rs.20,000.
Doctors are no longer eligible for
pension but are eligible for annual
raises. Experience of the doctor is
taken into consideration. If a doctor
doesndt conduct
further allowance of Rs. 2000 is
added. Doctors sometimes abuse
their positions under the Public
Service Commission because it is
very hard to terminate their job for
corruption or incompetence. EDHO
can write an ACR (Annual
Confidential Report) which goes to
Director General Health Services,
who in turn forwards it to Secretary
Health and finally, Chief Secretary
who makes the final decision. This
allows a lot of room for political
influence to come into play. Many

Insaf Research Wing
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terminations, which are justified,
turn into long drawn-out affairs.

The distance of a BHU from the
residences of the rural population
is an important indicator for
utilization of health services. In
many cases, BHUs are located at a
distance from the center of the
village in a deserted place, such as
close to a graveyard. Since the
majority of the poor have no means
of transportation, walking to and

AP thePBHY $slaiffieft; espcially

in harsh weather conditions.

Most of the BHUs are dilapidated
and run-down. Routine
maintenance of these facilities is
not carried out. A significant
number of BHUs are without
electricity, clean drinking water,
working toilets, and other basic
amenities. Boundary walls and
doors may be found missing.
Furnishings (light bulbs, chairs,
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desks, etc.) of the BHU are often
stolen by staff and/or locals.

At times, villagers use the BHUs for
their convenience, such as tying
their animals inside the BHU
perimeter. This is more likely to
happen in those clinics which are
remote and infrequently inspected
by health officials.

The majority of the staff and
doctors working in BHUs are from
distant cities and towns. The lack
of transportation to these often
inhospitable and poorly accessible
BHUs makes the journey a
nightmare, especially in difficult
weather conditions. At times, the
need for a 4-wheel drive vehicle
becomes necessary, when the dirt
roads are muddy and slick. For
those who use a personal
transport, there is no realistic
reimbursement for wear-and-tear
on their vehicle.

Security for doctors and staff
members remains a major concern.
Abductions, threats, rape and
general indignities are reported.
Unfortunately because of the
Thana/Kacheri system of law and
order, many security concerns go
unreported. Doctors have been

Insaf Research Wing
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coerced by police to write
medicolegal reports in their favor or

falsify documents. Localo b ad ma s h 0

(thugs) may show up at the doctor®
door at odd hours and expect to
have injuries taken care without
any official report made. Doctors
have no backing or support if they
do not comply. Many doctors chose
to quit the job instead.

For many doctors with school aged
children, the thought of sending
their children to local schools is
unthinkable because of the poor
education system in place in
villages. They want their children to
go to the best schools that they can
afford, and these can only be found
in big cities. This highlights the
tragedy of not having a uniform
educational system for the whole
country. Due to the poor schools
and lack of an educated community
for the doctor, the BHU is not a
place for a family. Asking the
doctor to live in a BHU away from
his/her family for 5 days a week,
and on such a low income, is a
recipe for failure.

This problem of reluctance of
doctors to work in rural health
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facilities is an international
phenomenon, and has been
observed in countries like Brazil,
India, Indonesia, and Zambia,
according to the World Bank 2000
report. In a survey it was found
that only 17% of medical students
interviewed were ready to practice
in rural areas after their
graduation. (Farooq, 2001)

Absenteeism of doctors and staff is
rampant, with doctors, staff and
the EDHO frequently in collusion.
Doctor or a staff member who does
not want to come to BHU simply
shares a portion of his/her salary
with EDHOs.

Many times the hiring of support
staff is not based on merit but
rather on local political favoritism.
The presence of local Nazim has
complicated the picture. Due to this
hiring method, termination for
absenteeism or poor performance is
very difficult. Often staff is getting
paid without showing up for work
regularly, unlessa oOvi si t o
declared a day or two in advance.

In a small survey®, the staff
reported the following reason for
not continuing with their jobs:

1. Not receiving appointment
despite several visits to the
DDHS and/or DHO offices;

2. Place of posting being far
away, with no facility at the

> (Faisal, Khan, & Noreen, 1995)
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site for lodging and schooling
for children;

3. Decision to improve their
qualifications by gaining
admission to higher level
courses;

4. Prohibition by the family
from joining the service

5. Increased responsibilities of
managing the home after the
death of a family member,
usually a parent

6. Employment by other
organizations with better
service terms and conditions.

In districts where visits have
become regular and absenteeism is
monitored closely, doctors feel
humiliation at the hands of
EDHOs/ DCOs and Nazim who
treat the doctors like their servants
with an overt or covert threat of

@O (Abhraudl ACR
Confidential Report).

Due to low pay and, in most cases,
living apart from their families,
doctors avoid working in BHUs. In
addition, paltry travel
reimbursements, food expenses,
and housing allowances reduce an
already low salary. There is also no
yearly increase in their salaries if
they are under contract basis.
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However, simply explaining the
Doctor shortage on poor salaries
will be missing many other
important aspects of this problem.
The psychological aspect of the
issue has never been addressed.
Very few doctors want to live in
small towns and villages, even
though it might be their own
ancestral village. By nature,
doctors want to excel, compete and
be in the midst of exciting new
information, technologies and
learned colleagues. After medical
school, most of the knowledge
gained comes through discussions
and consultations with other
doctors, in addition to hands-on
learning. Doctors feel seriously
handicapped in BHUs where there
is no way to learn from others.

The majority of those who go to
Medical Schools are urban
dwellers. Adjusting to a rural
lifestyle is a challenge for them. In
addition, of those who come from
villages, spending 5-6 years in an
urban setting while attending
medical school and becoming used
to the amenities and opportunities
available in larger cities makes it
extremely hard for them to return
to a rural setting.

Doctors desire to move UP THE
LADDER, so to speak, and BHUs

are career dead ends. For many
doctors,t i me i n BHUs i s
tt meo (as if i mghaak | )
to big city hospitals is a reward.

Insaf Research Wing

Most of the doctors want to apply
for post-graduate training as soon
as they complete medical school.
Working in a BHU makes it
impossible for them to get in higher
specialized training.

Doctor training in Pakistan comes
exclusively from books, manuals
and training techniques that were
developed in affluent nations of the
West. Though this training is
effective in well equipped centers in
urban cities, it fails to deliver in
impoverished rural settings.

Practice in a village requires not
only competence in a variety of
fields of medicine (particular
pediatrics, OB-GYN, emergency
medicine, and psychiatry) but also
in understanding the
socioeconomic demographics and
local traditions of that culture.
Primary health care is given lip
service during 4th year of medical
school.

The job of the doctor in a BHU
encompasses far more than seeing
pat1ents Iclleall a doctor becomes a
Health E(aucator Pnf the community
(gomg to v111age organizations, in



Recommendations for change

schools) promoting hygiene and
preventive care. In addition he joins
forces with all other health
programs designed to improve
health status of the community.
Unfortunately doctors are neither
equipped nor aware of their roles in
village communities. | f he i s
the |l oop6 when it
implementation of health
initiatives, then the whole concept
of primary health care is
meaningless. The frustrated doctor
in reaction develops a
condescending attitude towards the
rural poor which worsens the trust
and mutual respect.

There have been many attempts
since 1980s to educate paramedics
on and off-site. Because of lack of
concerted effort and sound policy
on the part of the government,
nothing fruitful has come out of
this. Currently there is no practical
and easy provision for on-job
training for the staff. There is no
structure in place for them to apply
for more advanced training that
gives them better future job
opportunities and is also
emotionally rewarding.
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Human resource in health delivery
is the pivotal component for
delivery of services. Non-
implementation or absence of
appropriate human resource
policies that address appropriate
numbers of staff, their

oqualificatdohs, deployment, working
c o0 noaditiohsp and gender distribution

are associated with many problems
in the health care delivery. Poor
human resource management and
frequent changes in senior
management has been associated
with low levels of performance in
the health sector. Very little is
known about compositions of
health managers, their skills, and
training, and specifically the policy
for deployment. Frequency of
turnover of key managerial staff is
rampant in Pakistan. This has lead
to poor system performance. (Jokhio,
Pappas, & Lancashire, 2008).
Appointments are primarily based
on OCONTACTglhitical/i t h
influence dictating the terms. The
appointments lack transparency.
There is no value attached to
experience in different fields of
public health.

Deputation of technical officers
from other non-health departments
is a big problem.

EDHOs:

Executive District Health Office r 0 s
(formerly the District Health Officer)
appointment is often made on the
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basis of political, social and
personal contacts. No dynamic
procedure other than seniority is
employed for their appointments.
The majority are devoid of skills,
experience, vision, and progressive
approach in the area of primary
health.

LHWSs:

Lady health workers face daunting
tasks. Many are recruited from
distant cities and towns. Given that
majority of them are not from the
village, the inadequate
understanding of the complex
socio-political dynamics of the
community, safety concerns and
lack of secure transport makes it
impossible for them to make a
significant contribution to the
village community. If they are
recruited from the same village,
many are family members of the
powerful locals who are most often
envied or despised among the poor.
LHWs in turn are unwilling to work
with the destitute of the
community. Hence the program
suffers. The on-going training of
LHW remains disjointed and
cumbersome at best.

Other appointments:

Non-health related staff is most

often from the same village. Firing
them for incompetency becomes a
major hurdle as they usually have
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contact with the dbig-wigso of the
community.

In remote areas social life is run by
local traditions rather than
principles of law and order of urban
cities, so it is often suffocating for
the doctors, LHWs and staff
members who have trained and
lived in cities previously, to stay
and work in this atmosphere. Local
taboos, rituals and orthodox
religious influences are
intimidating for culturally unaware
professional. Examples include
propaganda from th e
pulpit against iodized salt, polio
vaccination and family planning.

Many patients who come to the
BHU are looking for a quick fix
rather than proper care. The
tragedy of poverty makes it harder
for them to ask for proper care.
Instead the focus is on a "quick fix"
even if it is detrimental in the long
run.

People prefer a doctor to be

OHel er 6 and his sci
knowledge is given less value. They
expect him to heal them quickly
(perform miracles) rather than
educate them on preventive care.
For example, a villager who has
diabetes will be less inclined to
folowadoct or 6s advi
diet or measuring his glucose;

ce
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instead he will be more eager to get
[Vdripsandi nj ect abl es
disease which is, technically

Failure Analysis of Primary Health Care in Pakistan &

government facilities because of the

t ogreatertavadability of female staff

and a perception that the quality of

speaking, incurable. treatment was better. Consulting

faith healers and going to shrines
rather than getting medical advice
was found to be culturally

acceptable.

Hakims and Homeopaths still
attract a vast majority of village
poor and fill a massive gap left by
inadequate Health services
provided by the government. The
traditions and myths of the local
culture prefer them over their
scientific counterparts. Their care village organizations, the majority

is usually cheap and perceived as of communities in Pakistan do not

0l ess harmful 6. Thei havestheoopganizatioral capacity to
conveniently located and are oowno Primary fidmal t h Car

Except in places where
NGOs/NPOs specifically train

independently run. They have local
ties which makes them more
acceptable to the village
community.

Since the majority of health
recipients are women and children,
a study was conducted (Shaikh,
Hatcher, & Haran, 2008) to gain
insight into women's health-seeking
behaviors and to explore the
various determinants of health
service utilization. Results from the
household survey showed that
more than one third of women did
not know the cause of their illness,
due to low levels of education and
lack of exposure to the world
outside the home. Women used, for
example, the Aga Khan Health
Services of Pakistan more than
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conceptual point of view. If a new
initiative is not understood as
valuable and then welcomed by the
community, it will always be an
outside invasion of their tradition.
And hence it will never be owned by
the community.

A distinction must be made
between those who are trying their
best to fill the service delivery gap
in their community and those who
are coning the poor and milking
them of their meager resources
under the guise of being doctors.
Most of the villages have quacks
and pharmacists acting as doctors.
Their livelihoods are threatened by
d o ct preserdce. Many quacks
and pharmacists write for

medi cations that ar
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that makes village people happy.
For example, steroid injections for
immediate boost of energy and
feeling of well being, and use of
benzodiazepines like Lexotonil,
Xanax, Valium for stress is
rampant.

Even if a doctor is diligent and
follows the standard of care, he will
be considered ineffective and
useless by the community who are
hooked on the addictive meds
prescribed by the quacks.

In many cases, the BHU dispenser
or Medical assistant is running his
own shop in the community and
has all the incentive to see the BHU
fail. Or he is getting kick backs
from the local quack when he refers
the patients to him.

Most EDHOs and other higher
directorate staff members are
course mates or classmates, so

there is a strong traditiono f 0 mi

bhagat 0 ( cwhizhvwill lsrimg
no culprit to justice even when
worst crimes are committed or
blunders made.
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Who holds doctor accountable if he
commits a crime or does
malpractice? If male doctor is being
inappropriate with a female staff or
patient, who reports him and what
is done about it? Pakistan Medical
& Dent al gPMDCability s
to exercise its power to punish the
doctor is non-existent.

If a staff is reported to EDHO for
criminal activity and no action is
taken, what are the other options
for doctor or patient?

If a Nazim comes and forces a
doctor to write for a spurious
diagnosis and free medication for
his relative, who can the doctor go
to for help?

Primary health care delivery under

iBHU model in Pakistan has failed

to deliver.

Three models of Primary Health
Care are reviewed here.
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1. Rahim Yar Khan Model,
Pakistan

2. Agha Khan Primary Health
care program, Pakistan

3. CRHP Jamkhed Model, India

In 2003, the district government of
Rahim Yar Khan contracted out
management of 104 BHUs in its 4
Tehsils to Punjab Rural Support
Program (PRSP). Personal backing
of Chief Minister of Punjab helped
launch the pilot project. The
Memorandum of understanding
was issued for S years.

The model was envisaged by Mr.
Jahangir Khan Tareen, Advisor to
the Chief Minister, Government of
Punjab who adopted three Basic
Health Units in collaboration with
NRPS (National Rural Support

Program) in the vicinity of Lodhran.

The highlight of the project
included transfer of control,
management, use and repair of
BHU building, furniture,
equipment, medicine procurement,
office supplies and doctor salary
and hiring to PRSP. The financial
provision was in the form of aid-in-

grant rather than itemized budgets.

A Project Management Unit (PMU)
was established by PRSHP in the
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district led by a Project Director
and support staff. The PMU was
responsible for the maintenance of
stock and budget, which have been
handed over by the District
Government. Under no
circumstances was it permissible to
use the funds from the District
Government for the PMU. The PMU
expenditure remained within a limit
of 5 percent of total BHUs budget
in Rahim Yar Khan, which was
incurred from the funds provided
by the PRSP. The PMU had taken
over the overall administration of
the BHUs from the district
government. The PMU was also
responsible for support as well as
guidance to the doctors.

PRSP divided 104 BHUs in clusters
of 3 (35 clusters in total) and one
doctor was appointed for each
cluster. The distance between the
individual BHUS in a cluster was
kept to no more than 15-20 kms.
Given that fewer doctors were
employed under the cluster
approach, their salary was
increased from Rs.12000 to
Rs.30,000. They were also given
Rs.100,000 interest free car loan,
installments of which were to be
deducted from their salaries.
Private practice was strictly
forbidden.

Under PRSP, BHU doctor (Medical
Officer or MO) is responsible for the
entire cluster. He/she spends
alternate days at the 3 BHUs. The
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MO is responsible for the overall
discipline, records and betterment
of his cluster. The MO resides at
the focal BHU and is also
responsible for looking after
emergencies even after office
timings. The focal point BHU is
chosen on the basis of better
residential facilities for the doctor
along with availability of electricity
and water. OPD at any one
particular BHU is managed by
senior most paramedic when the
MO is visiting the other two BHUs
in the cluster.

It is also the responsibility of the
MO to provide monthly
performance reports reflecting all
activities at the BHU, a monthly
medical expense report and the
Health Management Information
System report required from BHUs
by the provincial health
department. MO0 seports to PRSP
specifically include information on
the total numbers of OPDs, MO
external visits, support group
community activities, number of TB
patients, immunization at static
posts; birth records, antenatal and
postnatal visits for BHUs where
LHVs are available at the DSU and
attendance records of staff.

A monitoring system independent
of the district health office is the
essence of the project. The PMU is
responsible for monitoring,
supervision as well as the collection
of data. The Project Director visits
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at least 60 or more BHUs in a
month. The Assistant Project
Director also makes a similar
number of visits to BHUs. During a
visit the doctor and the staff are
motivated, the patients asked about
the working of the BHU and all
records and stocks are inspected.

Community mobilization and
health education is an integral
component of the project. To
provide health education, all
doctors focus on this activity on the
second Monday, Tuesday and
Wednesday of each month. They
talk to groups of patients, women &
children giving them health tips.
They visit schools to talk to
children on the 3rd Thursday,
Friday and Saturday of every
month.

The success of the model is that the
d o c t prreserice increased to 90%
and so did the availability of
essential medicines at each BHU.
Outpatient visits increased 3 folds,
and there was a visible
improvement in staff discipline and
attitude towards patients.

Even though there was substantial
increase in the salary of doctors, all
other staff personnel continued to
be paid by the Ministry of Health at
the previous rate. Incentives were
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not available, which led to a lack of
motivation on part of staff. This
translated into substantial amount
of unfilled jobs.

BHU doctor living facilities were
upgraded but no provisions were
made to improve the dismal state of
paramedical staff residences.

The coordination between PRSP
and
care programs like family planning
and immunization drives was poor.
Provision for joint monitoring and
mechanism for conflict resolution
was not in place. Monitoring of
overall health indicators was not
given much thought.

Detailed financial reporting was not
available which is requirement if
the project has to be expanded.
Financial reporting was treated in a
cursory manner.

Purchase of medicines remained a
challenge. First, quality of
medicines supplied to BHU could
not be ensured because it had to
follow the same purchasing process
as the government. Secondly, there
is still no essential drugs list for
BHUs. Thirdly, the essential
medications were still not being
delivered in a timely fashion
(although it was far better when
compared to other BHUs).

The project became a turf battle
and implementation challenges due
to Health Systems failure. The
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reason is lack of clarity of roles and
direction, no clear and easy way to
problem-solve issues as they come
along. There is lack of consensus
between stakeholders because of
lack of communication and because
many of them were not taken into
confidence in the first place.

The model is being scaled up to
other districts rather qﬁlickly when
Babid }r)]rgblerhnse ¢t Isytstems failure
have not been fully addressed. The
issue of decreasing funds for Health
Care is not considered in this
model that will require substantial
increase in funding.

Since the essence of this model still
remains Biomedical, one can
clearly see the gaps in its ability to
provide comprehensive health care
to the people.

In Northern Pakistan, AKHS-P
(Agha Khan Health Service of
Pakistan)6 has been implementing
the Northern Pakistan Primary
Health Care Program since 1987.
Working in partnership with local
communities, the government, and

® Aga Khan Health Services (AKHS) is one of
the most comprehensive private not-for-profit
health care systems in the developing world. It
is one of the agencies working under Agha
Khan Development Network



Recommendations for change

other AKDN (Agha Khan
Development Network) institutions,
like the Aga Khan Rural Support
Program, the goal has been to find
sustainable ways of financing and
delivering primary health care in
the high-mountain valleys. They
have done this by forming village
based Community Organizations
(COs) or Village Organizations (VOs)
for men, and Women Organizations
(WOs) for women. Through these
COs/VOs/WOs, RSPs have
provided assistance to the rural
poor in the form of training and
upgrading of human skills, credit,
technical advice or linkages to
private and public sector agencies.

Studies conducted for AKRS-P, the
oldest of the RSPs (Rural Support
Program), show that within the first
10 years of operation, AKRSP was
able to double the incomes, in real
terms, of the people in the Northern
Areas and Chitral. Similar studies
conducted at the newer RSPs
provide evidence of increased
incomes, higher farm and off-farm
productivity, greater awareness,
female empowerment and reduction
in poverty levels in their areas of
operation. Achievements of RSPs
can be known from the fact that
RSP network in Pakistan has
formed 16,295 COs with a total
memberships of 446,820 having
total savings of Rs.650.2 million.
Total number of activists trained by
RSP network is 107,024 and total
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credit disbursed by them is Rs.2,
850 million. RSP network has also
completed 5,114 physical
infrastructure schemes.

Through this and related programs,
AKHS-P has been working to
promote a new orientation of health
services in Pakistan towards
primary health care. Close
collaboration with Agha Khan
Foundation and Agha Khan
University has been the
cornerstone of this endeavor. The
three institutions are also
collaborating in a drive to build
health systems linking preventive

and curative care efforts , as well
as t he different levels in the

AKHS -P system , from the village
health center  to the Aga Khan
University Hospital in Karachi.

In the rural areas of Pakistan
where AKHS-P operates, reaching
people in remote areas with
primary health care services,
especially the high-risk groups
such as mothers and young
children, continues to be a high
priority, as is the provision of
adequate diagnostic services,
curative care, and referral services
for the general population. AKHS-
Pakistan operates 47 health centers
in Karachi, 27 in Sindh, 14 in
Punjab and Frontier, 33 in
Northern Areas and 31 in Chitral.
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Comprised of eleven separate
agencies within the Agha Khan
Devel opment
agency pursues 1its
a n dall of them work together
within the overarching framework
of the Aga Khan Development
Network so that their different
pursuits can interact and reinforce
one ano t h € rAs mentioned
before, health delivery cannot be
divorced from other development
projects. It is paramount that all
development projects work in sync
to reduce wastage of time, money,
and effort.

The Agha Khan Development
Network is not at the mercy of the
changing political landscape of
Pakistan. Hence, the long term
continuity of the programs allows
the impact of the program to be felt
at a deeper level in the community,
making the projects more
sustainable.

Last, the Agha Khan Foundation
has continued its commitment to
Pakistan over decades and has
earned the trust of the people of
Pakistan.

7 http://www.akdn.org/agencies.asp

Insaf Research Wing

Failure Analysis of Primary Health Care in Pakistan &

Net wor k, TH: €RHPProject was founded in
0 Yhe villAgebUarhkheddn the state

of Maharashtra, India in 1970 by
husband and wife team Dr. Raj and
Mabelle Arole.

The lessons learnt from Jamkhed
project are valuable because the
socio-economic, educational and
health service demographics of

Il ndiads rural wvill
to Pakistanos.

"Doctors promote medical care
because that's where the money

is," says Dr. Raj Arole. "We
promote health." 9 The distinction
is crucial to Arole. The premise of
this model is that health problems
in the rural areas stem primarily
from inadequate food intake, lack
of protected and constant water
supply, chronic infections, and the
aftermath of debilitating chronic
diseases. (80% of these health
problems are preventable through
simple methods and interventions).
The model is designed in such a
way that it bypasses the need for

a doctor delivering health care at
the village level . Normally doctors
who do treat villagers, rarely teach

® http://www.jamkhed.org
® National Geographic, Dec 2008

age

ar
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them about hygiene, nutrition,
breast-feeding, and using home
remedies such as oral rehydration
solutions. They don't help villages
acquire clean water and sanitation
systems or improve their farming
practicesfi ways to eliminate the
root causes of disease. They don't
work to dispel myths that keep
people sick. They don't combat the
discrimination against women and
low-caste people that is toxic to
good health. Doctors also present

a powerful institutional lobby

that can block the real solution S
to problems of the poor . Instead,
the model relies on people of the
community getting trained as
health workers and delivering the
service at a fraction of the cost. The
job of health professionals is to
become the teacher and guide to
people who learn to stand on their
own feet.

CRHP is a three tier modell®. The
firsttier is community. When a
community chooses to partner with
CRHP, a village health worker
(VHW) is selected who gets trained
at CRHP headquarters (preferably a
middle aged woman with
experience in child birth & raising
families). Parallel to that, CRHP
facilitates the formation of
community groups such as
Womenods
Adolescent Girls Groups, and Self-

10http://www.jamkhed.org/JamkhedModel.shtm
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Help Groups. These groups may be
organized at different stages

depending on a communi
needs and interests.
The secondtier i s t he CRHPO®Ss

Mobile Health Team (MHT), which
acts as a liaison between each
project village and CRHP
headquarter. The MHT provides
periodic support for all health and
development activities when needed
and conducts extensive project
monitoring. The MHT also serves as

a |link in CRHPO&s heal
network.

The third tier is the hospital and
trainingcent re | ocated o

Jamkhed compound. It is here
where local, national and
international training in
community-based health and
development takes place and
trainees, including VHWs, are
housed. The non-profit hospital
provides many medical and
surgical referral care services for
the target populations. The concept
is known as low-cost secondary
care, which aims to provide quality
care at a minimum cost to patients.

CRHP also provides short electives
(4-6 weeks) to medical students,
social workers, Masters of Public
Health students, doctors and

CdtHeR $0'gain experience in health

care delivery in village settings.

n
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keeping in view their status as the
mothers of future generation and
equal if not more important
participants in the uplift of the
whole community.

CRHP looks at overall development
of the community and self
reliability. Health care delivery
under CRHP is part of a whole
package which includes projects
like community education on social
and legal rights, hygiene, health
etc. Village community group
development (primary focus on
women), local job creation (e.g.
shops to manufacture prosthetic
limbs) and micro-credit lending,
local use and promotion of
technology (solar panels, bio-gas
plants etc) through demonstration
and workshops, sanitation projects
like sewage disposal, soak pits,
toilets, clean water and water
storage provision (tube wells and
check dams etc). Sustainable
farming techniques, creation of
plant nurseries and reforestation
are part of the project too.

The single biggest hurdle facing
Pakistan is the political instability
and bureaucratic resistance to
change.

But while acknowledging the
enormity of this problem, certain
measures are recommended.

It can work independently of
doctors in remote village and only
need them in case of emergencies
and complicated cases.

It is noteworthy that CRHP has
specifically targeted adolescent girls
under their Adolescent Girls
Program (AGP) which covers the
area of health & hygiene education

and addressing the issue of gender Poor health is wedded to general
inequity. Girls who attend the poverty, lack of education, poor
program receive high protein infrastructure development (e.g.,
supplements and vitamins in order sanitation), lack of economic

to improve their nutritional status, opportunity and undemocratic
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governance. The Federal Health
Department needs to move away
from the biomedical model. The
Primary Health Care model
holistically approaches the
problem, as it considers itself a
spoke in the wheel of other social
uplift programs. The model of
preventive health care
acknowledges that health of
individuals will not improve if other
ills are not addressed
simultaneously.

In addition, any public health
intervention that does not
simultaneously address the
ongoing degradation of the
environment (e.g., pollution, toxic
waste, untreated sewage) is bound
to fail. The Agha Khan Foundation
provides a good working model,
which has been successfully
implemented in a number of
developing countries.

Pakistan must address the dearth
of public health professionals as
our health force is currently heavily
leaning towards increasing the
number of professionals in the
clinical services.

There is a general lack of
knowledge and awareness
regarding modern health paradigms
geared towards the impoverished
poor among the government
officials & administrators involved
in the policy process at federal,
provincial and local level.
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Consequently, the causes of many
health problems are neither
recognized nor properly addressed
in the health policy process.

Pakistan is one of the few countries
in the world where the ministries of
Health and Population exist as two
separate institutional entities;
health and population have shared
agendas, which makes their
policies redundant. Despite several
attempts in the past, efforts to
integrate the two ministries have
not been fruitful. Health Sector
think tank Heartfile!! is currently
analyzing whether merger is a
viable option and is exploring a way
to bridge the current disconnect
between the population department
and health department.

Below the province, at District
(local) level no planning activity
takes place. Districts are
responsible ONLY for the
implementation of plans, policies
and recommendations of the federal
and provincial government. Health
planning is hardly flexible,

! Heartfile is a non-profit health sector NGO
think tank, which focuses on catalyzing change
within health systems in order to improve
health and social outcomes; the organization is
recognized as a powerful and respected health
policy voice within Pakistan and a unique
model for replication in other developing
countries. http://heartfile.org/
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participative and integrated with
other decision-making processes in
Pakistan (Mushtaq Khan, 2000).
Planning is not a one-way process.
If there is no method and venue for
feedback based on changing
ground realities, no plan will ever
be effectively implemented. The
direct care
t he gr onust Hedistened to
and their recommendations
incorporated in the plan as it
continues to modify.

A welcome step in that direction is
the Devolution in Pakistan
Initiative which is the product of an
agreement between the ADB, World
Bank, and DfID (United Kingdom
Department for International
Development), in response to a
request from the Government of
Pakistan that the agencies review
progress toward improving service
delivery through decentralization.

Decentralization is not new. It is
popular but problematic.
Government of Punjab has been
attempting to decentralize since
early 1990s (Sheikhupura pilot
project 1993-94, District Health
Authority projects in Jhelum &
Multan 1997-98 and more recently
Rahim Yar Khan project to
highlight a few). The results have
been mixed. The major hurdle has
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been lack of robust systems of
policy formulation &
implementation. Any
decentralization based on weak
formulation and implementation
can and will have a negative effect
on health system. Then there is
concern for political manipulation
of decdénoraliaatien, Buoeaucratic
resistance to let go of the powers,
and the possibility of generating
fragmentation and increased costs
within the decentralized system.
(Collins, Omar, & Tarin, 2002)

History gives us valuable lessons.
The failure of Dr. Akhtar Hameed
Khanos CRraojectl (1989- East
Pakistan) was an attempt towards
decentralization and devolution.
The main features of Comilla
project were village run
administration, development of
village youth and women leaders,
managers and accountants,
involvement of public and private
sectors, and economic and
educational development.

In Dr. Akhtar H. K h a ndescribed
in his own words

0 é in.actual practice, the four
programs suffered from distortion,
mismanagement, corruption and
subversion. After Independence of
Bangladesh, while the First Five
Year Plan gave general
endorsement, both theoretical
criticisms and practical difficulties
became mor e

sever e.
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Dr. Khan reported that influential
local people had secured
management positions in the
cooperatives.0 They ar e
and well informed. They know that
the old sanctions (certificates,
notices, pressure by officers) are
now dead, and they can repudiate

their obligations with impuni t y . 0

The failure of Comilla Project was
attributed to four factors:
fraud/lack of internal controls,
stagnation, diversion of funds, and
ineffective external supervision

Another valuable lesson comes
from Grameen Bank initiative in
rural cooperatives in Bangladesh.
Mohammad Younus (founder of
Grameen Bank and Nobel Laureate)
also attempted to catalyze collective
enterprises that were locally owned
and controlled. However, problems
with internal control and elite
manipulation continued, and by
the 1990s Grameen, along with all
the main microfinance NGOs in
Bangladesh, had abandoned
cooperative approaches and
developed highly centralized control
and service delivery structures.

When it comes to implementation,
rural development needs an
implementing agency with
substantial independence and
flexibility. Experience over the past
50 years (e.g., Brazil; Kenya; Korea;
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Malawi; India; Malaysia; Taiwan;
China) suggests that the most
successful government-sponsored
riiral L(lzlelvelopment programs have
been run by autonomous yet
accountable parastatal bodies with
carefully crafted institutional
development strategies (Mushtaq
Khan, 2006).

One size doesnodot f
parts of Pakistan have different
problems and requirements. In
some places, there will be a surplus
of NGOs/NPOs and other
independent contractors whose
expertise can be easily harnessed.
Some places like Chitral and
Northern areas have a working
model like the Agha Khan Health
care program that may need more
collaboration and support from the
Government. Places like remote
areas of Balochistan and FATA
areas will require government
working with village Jirga systems
to implement a novel system like
the village community. As
developing the organizational
capacity of a village community
takes time, devolution of control to
lower levels of governmental
departments can be implemented
in the interim period.

Mushtaq Khan, in his paper, Health
Policy Process and Health Outcome:
The Case of Pakistan, discusses the
ramifications of not taking into
account local cultural sensitivities

al
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when implementing large-scale
health programs:

Health authorities do not consider
political desirability, cultural
sensitivities, socio-cultural
blockades and early warning
signals on expected implementation
failures. For example, religious
groups opposed population-planning
programs by mobilizing the people.
They persuaded the people not to
use birth control methods by
labeling such methods as anti-
religion and immoral. The
professionals working at grass roots
level informed their higher
authorities of the influence of
religious groups on the
implementation of population
programs (Khan, 1996; Lee et al.,
1998). However, the authorities
ignored these warnings and kept on
increasing the supplies of
contraceptives rather than creating
awareness among the people and
religious groups. As a result
population-planning programs
suffered from implementation. In
India family planning program
particularly forced sterilization
campaigns also suffered by ignoring
political desirability (Kambo et al.,
1994; Rajaretnam & Deshpande,
1994). Whereas, Bangladesh
experienced effective
implementation of its family
planning program with a better
outcome by creating mass
awareness, increasing community
participation and involving religious
leaders into family planning
campaigns . (Mushtaq Khan, 2006)

In summary, once a government
decides to support health programs
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at the rural level, models like Agha
Khan Health, CRHP-Jamkhed and
Punjab Rural Support program
initiative can provide workable
models. However, it will be critical
to invest in and sustain a research
department which continues to
review and analyze the problems in
the model that is chosen.

In order for these programs to
succeed, the Federal government
should allow the Provincial
governments or District level
Governments to choose and
implement a program according to
the needs of the local community.
Furthermore the Federal
government must be willing to
provide them with necessary
expertise and guidance if they are
opting to contract out.

A valuable source of information
regarding this issue is the Heartfile
Gateway Paper by Dr.Sania
Nishtar.12

Independent data analysis,
monitoring, evaluation of progress
and measurement of goals must be
institutionalized in the Health
Policy. It is the one of the most vital
aspects of a health initiative.
Tapping into the expertise provided

2 http://www.heartfile.org/pdf/phpf-GWP.pdf
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by models working in other
countries, NGOs and NPOs,
professional groups, people
representatives and communities
with proven records in monitoring
and evaluation in Pakistan (e.g.,
NRSP, Agha Khan Development
foundation, Pakistan Health Policy
Forum, etc.) must be harnessed.
This will provide independent and
unbiased reporting of the success
or failure of the program and give
valuable feedback to the
government. It will also save the
government from wasting enormous
financial resources on projects that
are flawed or malfunctioning and
repeating similar mistakes over and
over again. Many foundations have
vast resources of knowledge and
skills that can be shared at little
cost.

Matching the right human resource
to the task is critical. Selection
criteria based on skills, training,
qualifications and deployment of
the managers, when linked to data
on health system performance, can
improve the functioning of
bureaucracy. Human resource
criteria can be established through
policy or established as law.
Codifying these procedures would
stabilize the bureaucracy in the
face of political uncertainties
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(Jokhio, Pappas, & Lancashire,
2008).

Pakistani population still relies
heavily on Hakeems and traditional
medicine. We have largely ignored
and let the traditional healing
practices wither away as we try to
emulate the western medical
model. Western nations have also
come to realize the value of Eastern
traditional medicines. We can learn
a lot from India and China in their
ability to bring traditional
treatment methods like Ayurvedic
Medicine and acupuncture and
herbal treatments at par with
modern scientific methods, by
standardizing the knowledge of
traditional treatment methods and
creating bridges between the
eastern and western models of
treatment.

DOCTOR:
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. Appointments should be for a
period of 2 years only and
then this period should be
followed by a transfer to the

d o c t donte ity. This time-
limited appointment will help
ensure compliance and there
will be much less resistance
on the doctorsOpart.

. Yearly stipends should be

provided specifically for
doctors to attend medical
conferences to enhance their
knowledge and skills and
network with their
colleagues.

. Every few months, seminars

should be provided by

. The option of loan forgiveness experts from NGOOG6s an
(education, medical school university faculty at different
tuition fees) should be made BHUs in a given district, with
available if the doctor signs a special emphasis on public
contract to work for 3-4 years health services.
in the rural area.

3. DoctorsOpay in underserved
or hardship areas should
take into account their
transportation costs, vehicle o
wear-and-tear cost and the 1. Medications: Management must
difficulty of living in remote ensure that essential life-saving
and frequently dangerous medicatior.ls are stockec.:‘l in each
areas. Depending upon the BHU. Refrigerator requ1rerrle.nts
area, salaries ranging from can be addressed by examining
1 % to 2 times the national solar energy as a source of
average should be independent electrical supply. The
considered. delay in stocking of essential

4. A good retirement or benefit medications .should be promptly
package, as an added addressed with manufacturers,
incentive /bonus, should be distribut.ors and the government
made available if they stay purchasing departme'nt. The
longer than 2 years. For docto.r sk.lould haye direct access to
example, if they stay for 4 the distributor without the geed for |

a omiddleman, 6 as ti me i s of

years, the government
contribution to their
retirement package can be
considered fully vested.

5. Children's school fees could
be reimbursed fully or
partially.

€SSence.

2. A doctor, who may have an
interest or inclination in a certain
medical field, should have the
discretionary power to request
equipment and instruments in his
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specialty. In this way, he can
provide a higher level of care in his
own specialty. That will also
provide emotional satisfaction to
the doctor and a higher level of care
in that particular area.

3. Maintenance and improvement
of both doctor and staff residences
must be implemented. Specific
facility standards must be
incorporated in the policy.
Providing a gated community with
security staff will make BHU
service more attractive and safer for
staff. In addition, tending of a
vegetable garden, tree planting,
etc., could be considered as part of
an overall improvement package.

In order to prevent misuse of the
facility, a deposit must be kept,
from both doctor and staff, so that
upon leaving, any damage or lack
of care is considered their
responsibility and is taken out of
their deposit or returned fully if
they have kept the place in good
working condition.

4. Opportunities for recreational
activities should be provided for
doctors and staff at the BHU, so
that they can pursue a healthy
lifestyle. For example, exercise
equipment could be provided for
the enjoyment of all clinic staff.

5. The reality of modern world is
that without basic lab and X-Ray,
good medical care is not possible.
In case there are no labs in the
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BHU, courier service to the nearest
lab facility should be provided. A
poor patient in a village should not
pay his monthly income to go out of
town for lab work. A local X-Ray
lab can contract with the
government provided that the
government can reimburse them at
a fixed rate. The quality of lab and
concern for kick backs for the
doctor/staff would have to be
addressed through ongoing
monitoring.

6. Providing the doctor with patient
emergency evacuation services will
bring the medical services up to a
basic standard of care. It will also

i ncrease the
for the BHU as effective service
provider.

There is a major need for enhanced
training of Mid-Wives, Medical
Technicians, Dispensers, etc.
Minimum standards of Continuing
Medical Education Units should be
mandatory, and their end-of-year
evaluation and continuation of
employment should be based on
completing these units. NGOs and
NPOs who have the expertise in the
area of job skills training can be
integrated in the ongoing education
of staff members. The staff will reap
major benefits while keeping the
government cost down.

communi tyaos



Recommendations for change

The concept of involving
communities in the co-management
of BHUs or local programs is
possible, as noted in Agha Khan
Health Project Village organizations
(VOs) or committees (COs). Review
and collaboration with CHRP-
Jamkhed project will be helpful
indeed. This can be mandated in
the policy as part of the devolution
of the system. Garnering the
assistance of NGOs already working
in that area can greatly expedite
the skills and capacities of the
VOs/COs. Helping various
organizations, groups and
individuals to organize and assess
their level of organizational capacity
through consultative support,
customized short courses targeted
at the community (e.g., dispensary
management skills, financial
management, proposal writing)
should be provided. This way, the
community members can become
part of health care delivery and will
have a stake in their own uplift.

The District Health Government
must make their programs more
transparent by prominently
displaying and distributing the
yearly budget, the goals of their
programs, and the administrative
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structure of Health System (with
names of key players in the
Delivery system) to the VOs/COs of
each community. In this way, the
VOs/COs can question, monitor
and demand the provisions that
were not supplied. Hence,
VOs/COs can become the owatch
dogso0 for health care delivery.

Use of mobile phones is
increasingly common in villages.
Public health programs can in turn
use mobile technology to benefit
the poor. There are many examples
of technology leapfrogging the cost
hurdle. In South Africa, an
outreach program has
experimented with providing
SMS/Text messages to local people
on health education, and making
them aware of clinical services
available nearby, all through mobile
phones. A study in Thailand in
2007 showed that compliance with
a drug regimen to tackle TB jumped
to over 90% when patients were
sent daily text reminders to take
their pills on time.

Pakistan has developed a
substantial infrastructure in mobile
phone technology which has
reached villages. The country is on
the cusp of providing internet
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services to rural areas as well.
Doctors will greatly benefit from
communicating with their
colleagues through the internet for
what we refer to as curbside
consults. Listserv/internet medical
forums which include BHU doctors,
their colleagues in cities, and
experts in Teaching Hospitals and
Universities can be formed to
specifically address the needs,
questions and concerns of BHU
doctors who are managing complex
diseases and disorders.

All other public health providers
can benefit from this service.

Mobile technology is increasingly
being used by health workers in
remote villages across the globe.
One initiative in a Rwandan village
allows the local health workers to
enter and transmit health data
back to their base so they can
access information on potential
outbreaks, shortages of medicines
etc in real time. They also use
mobiles to order medicines, send
public-health alerts and download
medical guidelines.

Another e-technology called 0 d o ¢
a b oix Ibeing experiment with in
Africa. It is a standard cargo
container fitted up to serve as a
basic rural health clinic. The box,
which costs a few thousand dollars
to make, allows trained villagers to
offer many services, such as
vaccinations and basic malaria
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treatment that would otherwise
require a trip to a faraway clinic.
The units are linked by mobile
phone to fully trained professionals
in the cities.

New mobile health technologies are
coming up every day, mostly geared
towards preventive health in third
world countries. Collaborating with
NGOs, NPOs using these
technologies can teach us valuable
lessons in modern technology to
benefit the poor.

In the modern scientific age,
parameters like infant & maternal
mortality, communicable diseases,
immunizations etc have become the
yardstick of measuring the Health
Standard of a country. However,
something vital gets lost in these
statistics.

The spiritual dignity of man and
freedom from fear of pursuing our
dreams constitute one of the bases
of good health. There is no measure
for that. The statistics though
important, also ignore the critical
impact of socio-economic and legal
injustice on primary health of a
community. Hence the focus
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remains largely on targeting Primary Health care through
specific statistics. Foreign decentralization. Furthermore,
investment and aid also supports devolution can generate the
targeted intervention in one or impetus to bring back our well-
more parameters. No wonder educated and experienced
sustained improvement remains professionals who are living abroad
elusive. through creation of more jobs and

satisfactory pay scales. The dearth
of professional human resources
that plagues our country can thus

It is ultimately the responsibility of
the State to improve the health
status of its people. Healthy people

] ] be solved.
are the foundation of economic,
social and educational success of a But decentralization alone will not
nation. be sufficient as long as we pursue

health initiatives as vertical
interventions in a particular area.
Immunization without demystifying
origins of disease in a primitive
culture through village health
education, improvingw o me n 0 s
Devolution and decentralization health without breaking the taboos
that hold women below the status

Until now the State of Pakistan has
been the regulator, financier and
provider of service. It has failed to
provide effective health care to the
masses.

helps ensure wider participation of

and collaboration with NGOs, of man, are examples of

NPOs, Universities, and other social interrelatedness of these problems
welfare sectors. A great example of which if not addressed

that collaboration is PAIMAN simultaneously, will lead to failure
(Pakistan initiative for mothers and in the short and long run.

Newborns) which includes
governmental organizations, NGOs,
Universities and other agencies. It
also has the advantage of sharing

When itcomestoPaki st ands
professional education, two
fundamental flaws are noted:

the burden and enormity of the 1. Medical training, primarily of
task, making it more cost-effective. doctors and nurses draw
Many success stories are available. heavily from models
Examples include Agha Khan developed in affluent Western
Primary Health Program, nations. This training works
Bangladesh® sollaborative effort in well in equipped urban
controlling tuberculosis, Jamkhed health centers and for people
CRHP of Maharashtra and the who can afford it and have
Kerala State implementation of some education, but is
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inadequate and ill-designed
to meet the health needs of
the rural majority who live in
areas that have no facilities,
are uneducated and have no
means to pay for their health
care.

2. The other flaw which applies
to all professional education
in Pakistan is the
underutilization of human
resource in Universities and
Colleges, which has largely
been kept out of our own
State and Foreign and/or
Non- Governmental
organization initiatives.
Participation by academia in
projects will enhance the
standing and prestige of our
institutions, increase the
knowledge and data pool,
and dramatically cut cost.
Involvement of academia will
expose students to rich
collaborative experiences
with national and
international health agencies
and increase their practical
knowledge skills. In this way
we can assure the education
of our future leaders and
thinkers. Participation by
diverse groups provides fresh
ideas, encourages healthy
debate and discussions,
generates novel solutions and
thus broadly impacts society
as a whole.
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Cost of health care for a population
that is increasing at a tremendous
rate is a challenge for any nation,
be it rich or poor. In addition, a
country faced with endless internal
and external political and military
conflicts, enormous budget
earmarked for military, massive
debt servicing, flight of capital and
breakdown of economy, one can
expect investment in health care
will take a back seat. In this
scenario, a dynamic process of
implementation is suggested. A
model which is least dependent on
State bureaucratic stranglehold,
like Jamkhed CRHP can be
initiated first. If and when our
broad political, educational and
economic parameters improve, a
variation that takes lessons learnt
from all three models can be
implemented in a stepwise fashion.

Keeping up to date with
technological advances which
might give us breakthroughs in
providing cost effective care in
remote villages is something we
must not ignore.

To implement a flexible and
dynamic model requires vision and
courage. Sustained effort by a
dedicated and honest leadership is
paramount. A re-configuration of
the state bureaucratic structure,
which is parochial and firmly
entrenched in old ways of thinking,
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is necessary. Improving
management at all levels is the first
step towards improving health
outcomes.
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