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Findings, Conclusions and Recommendations

Summary of key findings, conclusions and recommendations

This Volume of the Third Farty Evaluation [(TPE) of the People’s Primary Health Care
Initiative (FPHI) provides the main findings and recommendations from the study
undertaken in the provinces of Sindh, Balochistan and Khyber Pakhtunkhwa (KP), and in 4
health facilities fram Gilgit-Baltistan during 2010, Under the PPHI “madel” District
Governments contract the provineial Rural Support Programmes (RSP) to manage First
Level Health Care Facilities (FLCF) in their district. PPHI has beaen implemented in owver
60% of districts in Pakistan.

The main objectives of the Third Farty Evaluation were to study and assess the changes
Caused by the PPHI as compared to the conventicnal management by the District
Departments of Health {DDOH) with special reference to:

ar

Utilization of first level care facilities, especially by the poor;
b. The range, volume and quality of services at FLCF:
o. "Community Participation” in delivery of services at and fram FLCF;

d. Efficiency and effectiveness of managemeant structures at all levels, from National
ta Provincial to District to Community level.

The TPE study measured results at three levels;

* in 76 Basic Health Units (BHU - the main and most comman type of FLCF in
Pakistan} and in 2,280 households located in the catchment areas of those BHU=
(30 households per BHUY:

+ in 12 districts i.e. 4 districts in each province, combining PPHI and noh-PPHI
districts, using HMIS and PPHI data sOuUrces;

- in 32 PPHI districts, that is in all the PPHI districts that received the first transfer of
funds from the District Government before 31% Decem ber 2007,

Impact Assessment

PPHI was |launched to overcome the Failure of many First Level Care Facilities in Pakistan ]
deliver PHC services through health facilities that were understaffed, poorly resourced
and/or inaffectively managed, It is quite clear that in the districts whare PPHI has been
aperating for the longest time {approximately 2 vears since mid ar end 2007 until January
2010} PPHI has achieved significant improvements in staffing, availzbility of drugs and
equipment znd physical condition of facilities, including rehabilitation ang
repassession of hitherto dysfunctional BHUs. Improvements have also been measured by
this TPE in terms of services delivered from those facilities -summarisad in Table farm in
Annex 2- such as:

«  Qutpatient attendance increased by 20% on average in PPHI districts and fell by
about same in DDOH districts between 2007 and 2010 {with unexplained ups and
downs in certain months).  Significant increases in outpatient attendance were
confirmed in the 32 oldest PPHI districts: in KF Outpatient attendance increased
threefold, it doubled in Balochistan and increased by at least 25% in Sindh, The

_—;
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when compared to the starting point, vet attendznce figures for both PPHI and
DDOH districts were found to be quite low when population estimates were ysad,
For example, 80% PPHI and 86% DDOH BHUs reported fewer than 2 AnNeC users
per day between January and March 2010, 71T vaccinations to pregnant WOoImen
were higher in DDOH BHUs, where 50% DpoH BHU reported &0+ vaccinations
VErsus 10% in PPHI BHUs, Un postnatal care 289, FPHI and 95% DDOH BHUs
reported less than 1 postnatal case per day in the same period,

deliverias Performed by BHU staff in PPHI districts {(37%) than in DDOH
districts {18%), although mest of these deliveries took Place at home rather than
in BHUs. This was matched by an accompanying reduction of births attended
by unskilled birth attendants in PpHT areas (59%) when compared to DOOH
areas (71%:), Quality of defivery care was given as main reasan for using BHU
staff in 60% of households from PPHI districts against 209 of households in DDOH
districts,

* Awvailability of certain diagnostics tests {e.g. Malaria) and trestment for snake
and dog bite was found higher in PPHI BHUs, which alsg conducted a larger
number of school and community health sessions than DDOH managed ones,

*  PPHI BHUs hadg slightly better referral record keeping practices, although much
mare can be done in hoth FPHI and oDOH districts ta better follow up reforred
patients, Particularly women in complicated delivery.

* Availability of telephone communications and transport arrangements was better
in PPHI districts.

* Consumer satisfaction measured through 760 BHU exit polls revealed that users
had selected the BHU because it offered better quality of service than ather
Providers at a rate of 47% in PPHI and 36% in DDOH BHUS, They also perceived
better drug availability in ppHI BHUs (31%) than in DOOH ones (19%), In
addition, 819, of users in PPHI BHUs stated that they hag recejived all the
Prescribed drugs, versys 51% in DDOH BHUS, This was confirmed by household
sUrvey resylks,

All these improvements are VEIY encouraging but are nowhere near enough, particulary
when population denominators are Used to assess servica COVErage, a practice that was
seldom used by either PPHI o COOH district managers.  ‘When catchrment Population
estimates were usad by the TPE it became apparent that utilisation of 2ssential MNCH
services remains low and that for reproductive health services s simply abysmal, in both
DDOH and PPHI BHUs, so the room for improvemeant js huge if MDGs 4 and 5 are to he
achiaved.

The impact assessment gxercise undertaken by this TP revealed substantial limitations in
the reliability of HMIS data, slggesting that a simple Lomparison between PPHI and CDOH
BHUs was not always possible, Particularly in the absence of baseling datal or simply

lBaseline data for some districts of KPK was indead available but the TPE team could not use it as
learnt tog late aboyt its existence,

P
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because 2 wvears of implementation® iz probably not long enough to demonstrate
unequivocal results at service delivery laval, Therefore, information on impact should be
interpreted carefully: data collected tells a story, but jt may not always tell the full story.
For example, our regression analysis suggests that the PPHI BHUs are serving a higher
proportion of poorer consumers than DDOH BHUs, and while this reflects positively an
the PPHI model it should be interpreted with caution given the modest sample size and
quite a few confounding variables (location of BHU, distance to BHU, variations in poverty
mappings within districts, etcetera),

PPHI funding and expenditure

The following issues have been highlighted in the section looking at the financing of the
PPHI scheme:

*«  Funding for the PPHI programme comes from a number of sources — practice
varies from province to province, Some provinces have demaonstrated significant
commitment to PPHI by devoting discretionary resources to the programme.

* FPHI funding only represents a share of total BHU spending. BHUs receive inputs
fram other sources including "in kind” flows. Individual BHUs do not keep separate
accounts where all these inputs are included and therefore it was not possible for
the TPE to get a comprehensive picture of funding at BHU level,

*  There is a wide variation in resource allocations between districts irrespective of
whether they are PPHI districts ar not. In many cases funding appears way below
what is required to deliver an essential health care package., Thus, much of the
difference in performance betwean districts and facilities may reflect differences in
FEr capita resource allocation rather than the impact of PPHI itself,

* PPHI districts have been accarded more  flexibility in the use of district
programmatic budgets, including the passibility to vire funds between salary and
non-salary budgets.  PPHI districts are also allowed te keep unspent yearly
balances which DDOH districts are not authotised to do. As a result of the latter,
same FPHI districts have been accumulzting significant balances by carrying over
unspent allocations from the previous vear(s), in some cases over a year's
allocation, It is not clear whethar this represents a rational response to the
additional flexibility provided to PPHI.

*  Given the inability to get a comprehensive picture of inputs (staffing salaries,
budget and national Programme  allocations and other allocations by external
sources) and conclusive results in terms of improved outputs, a Value For Money
assessment was not feasible as part of this TPE.

Though private out of pocket spending is extremealy high in Pakistan there is |itte
evidence that finandal cost - through official fees - is a significant barrier to
access. Charges tend to be low - revenyue raised is negligible. Only around 59 of
patients cite financial cost as a major driver in their choice of facility.

2A55uming an average of a year for PPHI to assess the neads, rehabilitate, staff and equip a BHU
following the transfer of funds from the District Government, the first BHUs taker over by FPHI in
2007 only became fully cperational in mid to late 2008, This means that Fmpact on services measyred
evan in the “ocldest” PPHI BHUSs and districts is often less than 2 years old by March 2010, the |asgt
measurement made for impact assessment,
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The PPHI model and its implementation

The data collection methodology adopted by the TPE necessitated casting a wide net and
applying a process of triangulation to arrive at best estimates. Even so, there are limits to
what the empirical data can demaonstrate, and much of this TPE has been concerned with
evaluafling the structure and process of the PRPHI programme against what is being learned
elsewhere about delivering primary care, institutional change and contracting. It is here,
in fact, where action-oriented lessons are to be learnaed and hopefully applied to improve
the delivery of services,

The most salient features relating to the PPHI model and the way it has been applied are
the Following:

= In its original design PPHI was conceived as a.trigger for management reforms Lo
improve PHC management by district and provincial departments of health.
However, these reforms were neither defined nor implementead by either provincial
ar district governments and, as a result, the changes that were introduced by PPHI
hawve not permeated into the relevant government structures,

. Key elemants of a contracting
arrangement (see figura) have PP Defing scope of
not been ocperationally defined conlrer v
for PPHI in relation ko, for
example, the service package
ta be deliverad, the
imstitutional relations  between
contractor and contractee or
the means to aversee contract

implementation or 3 e el Dsfine financing & how
performance monitoring  of 1.\hu,'.uhat,\uhe¢_1,_[p,|f|. B ".l‘ ; :;;Mﬂmfﬂﬂm
service providers. Deficiencies : TS

have been also observed in the Y

technical Competences of

district and BHU managers

affecting both PPHI and DDOH districts that would require 8 maore robust
approach to induction training and continued professional development of these
cadres,

+  The absence of performance monitoring arrangements {a framewaork) in the public
sector is currently the main impediment for the GoP to assess the performance and
the value obtained for the money spent thraough BOTH private and public service
providers. The HMIS and DHIZ should be the main instruments to monitor
performance of service providers, Using the HMIS/DHSI would provide powerful
incentives far improving the quality of its data.

Mast shartcomings such of the ones above relate to the institutional context in which FRHI
has been operating —one often characterised by suspicion and opposition by those who as
per the MOUs and contracts should have been supporting it. The PPHI madel has made
impartant contributions to PHC delivery in Pakistan, demonstrating that it is possible to
increase staffing levels and delivery of essential services within a relatively short period of
3 years. These improvements have alse paved the way for introducing more accountability
for service provision {subject ta improved oversight and performance monitoring) and for
bringing in additional service providers to the PHC network in Pakistan. At this point it s
no longer a question of whether contracting can work for PHC, but sbout how to make it
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work for improved PHC delivery using a well tested model covering mare than 60% of
districts in Pakistan,

Main recommendations

On the basis of our analysis we would like to make the following broad recommendations
(mare detailed, specific recommendations can be found within each section of Yolume 13;

a. The institutional framework under which the PPHI and DDOH models operate
should be reformed and strengthened along the lines suggested in Chapter 5. 1In
essence, provincial and district health administrations should focus on oversesing
the performance of service providers, whether these be public or private, and seek
incremental improvements,

b, In PPHI districts the DDOH should be assisted to change its role to one of
contractor {purchaser) focusing on performance monitoring of service providers,
DDROH staff should acquire further competence in performance monitoring and
provided with technical support to become infaormed purchasers [contractors).
They should be rewarded for their success, first in completing their managament
training and subsequently for performance in public health indicators, thus
encadraging them to get good results from service providers (the DSU in PPHI
districts).

. In PPHI districts, provincial governments and  district administrations  should
consider the merits of allowing PPHI to take responsibility for the management of
HHCs (on an incremental basis and linked to performance) so as to enhance the
management of referrals and thus deliver a more integrated service package in the
district.

d. Disease-speciflic programme staff integrated in the national programmes should
plan and report monthly plans and activities at BHU level ta achieve more effective
integration of outreach and facility based services in BHU catchment areas. This
would enable MOs in charge te become accountzble for coverage with essential
health care in entire catchment areas, not just at BHU level. There is nao
contradiction between being part of a national programme and reparting to the
local BHL, &5 many preventive programme staff actually do in many countries.

2, The PPHI model relies on competent management and public health skills - skills
different from those learned by the civil servants who have typically taken an the
DSM roles and also different from the clinical skills of the doctors who are taking
the MO or EDOH roles,  MNeither has received sufficient appropriate training to
perform the functiens expected of them and neither receives sufficient ongoing
training and technical support. AL national and provincial level, PRHI should now
develop basic training and continued support packages for its district and facility
level staff, and ensure that these are rolled out across the PPHI network,
Delvering public health is a complex business and the medium term vision should
be to develop a cadre of competent PHC managers in Pakistan (there are various
examples and options for doing this from around the world).  This will reguire
investments in training and incentives for staff interested in becoming professional
health care managers,

f.  Experience from Batagram district, from other parts of Pakistan (the Aga Khan
Health Services network] and from the rest of the world (Cambadia, MNepzl, India
and many more) suggests that as the contracting capabilities of the DDOH are
improved the door should be opened to contracting other potential health care
providers using similar arrangements ta the PPHI scheme. The country is too

LA
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diverse and the delivery of PHC too complex to expect a single contractee to dao it
all. Under tight contracting arrangements, other NGOs could help reach those
currently badly served.

d. Experimentation is needed in reward for performance and in DSUs networking with
private sector providers (including TBAs) in their districts to improve their quality
and the access to services by consumers. This might be achieved by emploving a
franchise-type model to supplemeant the work of its owhn staff - the RSPs do not
have to employ all health care providers but might "piggy back’ on the investment
that private skilled and unskilled workers have made and the credibility they hawve
in their communities. Pakistan has the experience of working with PSI/Greenstar
and Marie Stopes International in reproductive health services to build on,

h. The financing of PPHI is of great cancern to the TPE (as are the very low levels of
funding for PHC that were observed in many PPHI and DDOH districts during our
study). Our concern related to the impact that resource shartages in PPHI districts
would have on access to health care, particularly among poor women and children
in rural Pakistan.

i.  Funding from the federal government for PPHI was intended as a temporary
measure and may now be directed to or shared by the provincial governments,
following the 18th Constitutional Amendment, in which the funding of the entire
PHC network is being revised. In order to avoid disruption to service delivery we
recommend that’ the Federal Government should ensure that the management
costs of PPHI are covered until such time as a definitive arrangement or formula
can be put in place. More rather than less financial and technical support is
needed now to embed the contracting arrangements and te develop management
capacitias.

J.  The external development partners whe support health care in Pakistan might
prove key partners in these efforts to support and sustain PHC in the provinces.
They are likely to be attracted by schemes such as PPHI where strengthened
contracting could lead to varicus forms of performance based financing to deliver
an essential health care package through the PHC network. In other words, the
greater the performance orientation af the PHC network the more attractve it will
be for donors, particularly large donors supporting the principles of Results-based
Aid (RBA),

In its criginal cenception PPHI was nat only a contractual grrangement but a programme of
public service change and reformn that did naot receive the support required for achieving
that aim. PPHI must now be supported with change management and technical health
skills, and become much more performance oriented to help Pakistan meet its health care
needs including its MDGs 4 and 5.

This is a medium term and substantial programme of change that requires leadership but
will be achieved and sustained if the right incentive structure is built for key participants.
I is time for a change of gear, a restatement of the aims of the programme at the higheast
level, and a commitment to the basic model and its improvement,

al|
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Findings, Conclusions and Recommendalions

1. Introduction

1.1 Report structure
This evaluatiaon is submitted in three Volumes:

Volume 1 (this volume) is the main report containing all the main findings,
canclusions and recammendatiaons.

Volume 2 contains the programme and organisational research that supports
Volume 1, specifically:

=  The Approach and Methodology Section;

* The Provincial and District Assessments exploring programmatic issues
linked to the implementation of the PPHI maodel;

* The Financial Management Assessments conducted at provincial and
district levels to document resource flows for PPHI and discussing value for
meney and efficiency issues;

*  The annexes containing the main data collection tocls utilised by the
avaluators,

Wolume 3 contains the Survey results from 76 BHUs and 2,280 househalds from
their catchment area (30 in each BHU) undertaken by SoSec Consulting Services,

1.2 Context

In the past two decades, Pakistan has made efforts in developing its Primary Health Care
(PHC) in terms of access, coverage, and availability of services. However, this has not
been matched by improvements in key health indicators which remain poor as compared
to ather South Asian countries,

Also the recently increasing national and international pressure on achievement of
Millennium Development Goals (MDGs) has pushed governments to search for ways and
means ta address the existing inefficiencies and poor responsiveness of health care
systems, especially of PHC service delivery and management, through the development
and testing of innovative models.

The administrative set up of the health system in Pakistan comprises the federal, provincial
and district levels, At the federal level the Ministry of Health (MOH)} is responsible for
policy, planning and coordination with bi-laterals, multi-laterals and  international
organizations. A number of vertical programmes such as: National Programme for Family
Planning and Primary Health Care, Mutrition, TB Control and others are also under the
overall management of MOH.  Although the Mational Health Policy is formulated at the
federal level, provinces and districts are responsible for its implementation.  After
devolution in 2001, provincial health department’s roles and responsibilities include
province specific policy formulation, standard setting and technical support in the areas of
M&E, management and training of staff. The district level is responsible for management
and provision of health care facilities through District Head Quarter Hospitals (DHQ), Tehsil
Head Quarter Hospitals (THQ), Rural Health Centres (RHC} Basic Health Units (BHLU);
Mother and child Health Centres (MCH) and Dispensaries; the BHUs, MCH Centres and
Dispensaries are commonly known as the First Level Care Facilities (FLCF). The districts
are also responsible for prevention and control of infectious and contagious diseases, data
collection, manitaring, supervision and planning.
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1.3 Background to the evaluation

As part of the National Health Policy of 2001 and considering the inadequate functioning of
the primary health care facilities, the policy suggested testing different models and
building public private partnership for provision of health care services through the existing
public health facilities. One such model was tried out in Punjab, under the Chief Minister's
Initiative an Primary Healthcare starting in Rahim Yar Khan District in 2003, This model
was evaluated in 2005 by the World Bank which showed positive results in terms of
interalia, increasing the utilization rates of the facilities,

In 200%, the Federal Government launched a country-wide Prograrmme, known as the
People’s Primary Health care Initiative PPHI (formerly known as President’s Primary
Healthcare Initiative) for improving the service delivery at first level care facilities (FLCFs),
The purpose of this initiative was ko strengthen the curative and preventive services
provided in FLCFs, by handing over the management and finances of running the BHUs to
the Rural Support Programmes (RSPs) in their respective provinces, The abjective of the
initiative was to re-grganize and re-structure the management of all the BHUs in the
district with a central role for community-based support groups.

Cabinet Division and the Ministry of Health, Government of Pakistan have commissioned
this independent evaluation of the PPHI so as to assess its impact on the delivery of
primary healthcare and to ascertain whether PPHI is a successful model for replication,
The evaluation was expected to highlight successes and failures as the case may be,

identify gaps and issues and formulate recarmmendations for consideration of various
stakeholders,

1.4 Evaluation objectives

The main objectives of the Third Party Evaluation (TPE) are to study and assess the
changes caused by the PPHI as comparad to similar other innovations and the conventional
management with special reference to the following broad areas.

k. Utilization of first level care facilities, especially by the poor and marginalized;
I. The range, volume and guality of services at FLCF;
m. “Community Participation” in delivery of services at and fram FLCF;

n. Efficiency and effectiveness of management structures at all level from National to
Frovincial to District to Community level.

Recommendations will be farmulated in light of the above, on improvements in the existing
model and its future.

The specific objectives of the TPE ara:

a. to assess the PPHI "model” in terms of its conceptualisation, design, organisation,
governance, financing, implementation and monitoring arrangements at federal,
provincial, district and facility levels;

b. to assess the impact of the PPHI &t service delivery level by comparing resuits
between PPHI and non-PPHI BHUs, with special reference to the following broad
areas.

a) Utilization of preventive and curative services;

b} Increases in the range, volume and quality of services delivered, and in the
numbers of staff awvailable to manage the facilities from which those
services are delivered;

4]
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c) Access to those services by the poor and marginalized;
d)  Invelvement of the community in the delivery of services;

e) Efficiency and effectiveness of management structures at all levels from
Mational to Provincial to District to Community lavel.

A follow up to the evaluation to be undertaken by the Government of Pakistan on the basis
of this Third Party Evaluation should be;

a. development of consensus on the clarity of roles of all the stakeholders;

b. development of the strategy for the future.

1.5 Management and reporting

The Third-Party Evaluation {TPE) was commissioned by the Government of Pakistan (GaoP)
through the Technical Resource Facility (TRF), an entity funded by UK Aid and AusAID that
orovides technical support to the Ministry of Health s Maternal, Neonatal and Child Health
{MMNCH] programme. The TREF, in close ceordination with the Health Systems
Strengthening and Policy Unit (HSSPU) of the MOH, identified most of the national
consultants, TRF/HLSP contracted national and international consultants, including the
International Team Leader who directed and owversaw the entire evaluation study.
TRF/HLSFP also contracted SoSec, a survey firm based in Islamabad to undertake the BHU
and Household {HH) surveys., UK Aid and AusAID provided the financial support to fund
the evaluation,

The work of the ewvaluation team was overseen by an Advisory Forum acting as a
steering committee and comprising the following members;

+  Secretary Ministry of Health / nominee by the secretary
+  Secretary Cabinet Division / nominee by the secretary
- Mational Program Director PPHI

+  Chief HSSPU

< CEQ RSPM

- Representatives from AusAlD and DFID

The evaluation team weare supervised on technical matters by a Technical Review Panel
appaintad by the TRF and comprising 3 members. The TRP helpad review the study design,
the first draft evaluation report and was kept informed of the implementation of the
evaluation study.

1.6 Study Approach and Methodology

In arder to keep this Volume 1 to the peoint we have included a complete methadology
section in Volume 2. The following paragraphs are just an outline of the methodology
Lsed,

In terrns of the scape of woark, the TPE was primarily a Programme Evaluation, which
combined a variety of research methods to assess the following two main areas;

a. An assessment of the PPHI “model” and its implementation in terms of its
conceptualisation, design, arganisation, governance, financing, implementation and
monitaring arrangements at federal, provincial, district and facility levels: and

b. &n assessment of the impact of the PPHI at service delivery and staffing
levels by measuring and comparing service delivery and staffing results between
PPHI and non-PPHI BHUs and districts.

The TPE has assessed different types of variables (some qualitative and some quantitative)
at different levels of the system (federal, provincial, district, BHU and community), each of
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them requiring different sample sizes and sampling frames. Tables 1 and 2 describe the
main "companents” of the TPE, the methods and sample sizes that were used, as well as
the main deliverables from the evaluation. The components below are expanded further in

the data collection toals (see Annexes 3-5 in Volurme 23,

Table 1: Programme and financial

provincial and federal levels

Issues to be covered Sources, methods & sample

Programme
assessment of
PPHI from a
federal
perspective

Programme
assessment of
PPHI from
provincial
perspective

Programme
Assessments of
PPHI in the
districts

The PPHI model: origins,
launch and implementation
country wide. Discussion
of: policy objectives,
governance, contractual
arrangements,
performance management,
M&E, financial
management, costs and
financial flows, WM,
accountability and
sustainability.

The FPHI model as
implemented in each
province, Discussion of:
origing, launch and
implementation, including
discussion of policy
objectives (MOU),
governance, contractual
arrangements,
performance management,
M&E, financial
management, costs and
financial flows, value for
money (VM)
accountability and
sustainability.

The FPHI model as
implemented in each
district: origins, launch
and implementation,
including discussion of
governance, contractual
arrangements,
performance management,
M&E, financial
management, costs and
financial flows, WM,
accountability and
sustainability.

management assessments at

» Results from Provincial and District
assessments

« Internal PPHI documents &
presentations

= Complemented by selective Interviews

=+ Situated in an international and
national context through a literature
review

Outputs:

» One study in each province using case
study methodology, and one inter-
provincial consolidated report,

+ One financial management assessment
in each province, and one inter-
provincial, cross-cutting consolidated
financial management repart.

= Qualitative and quantitative factual
information complemented by
interviews

+ Guidelines for data collection in Annex
1C and 1E

Outputs:

* One study in each of 14 surveyed
districts (2 PPHI and 2 NON-PPHI
districts in each province + 2 in G.B)
using case study methodology.

* One inter-district consolidated report
per province

+ Two district financial management
assessments per province, ane in a
PPHI district and another in a non PPHI
district.

* One inter-district financial
management repart

= Note sampling issue in Balochistan
where all districts are PPHI managed.
Hence we divided the sample into 2
new and 2 old PPHI districts, in an
attempt to maximise differences
before and after PPHI

= Qualitative and guantitative factual
information complemented by

district,
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interviews

Guidelines for data collection in Annex
1D and 1E.

Table 2: Impact Assessment measured at BHU, household, district and provincial

levels

Impact of PPHI at

Service Delivery &

staffing levels
measured at
district level in
14 districts

Impact of PPHI
measured in 78
Basic Health
Units

Impact
assessment of
user percepkions
measurid in 30
households in
the BHU
catchment area

-

Changes in staffing and
in a group of selected
services measured in the
14 surveyed districts
{50% PPHI and 50% no
PPHI) since August 2007.

Cut-point measurements
to be made in: August
07; January & August
2008; January & August
2009; January 2010,

Fhysical condition of
Facility

Staffing, equipment and
stock of drugs

Volumes of selected
services in last 3 months

Indirect measurement of
guality of services
(service protocols in use?
Citizen charter? Etc).

Perceptions of quality of
services through exit
interviews

Perceptions of quality of
care offered at BHUs and
of improvement in
quality

Health seeking behaviour

Health and hygiene
practices

Impact of community
work undertaken from
EHUs

-

-

Sample: the 14 surveyed districts
(50% PPHI and 50% no PPHI)

Source of data will be the district
HMIS/DHIS

In PPHI districts data will be cross-
checked with data kept by PPHI in
their monthly consolidated reports,

Types of services to be coverad
included in Annex 1G

Systematic survey using health
facility questionnaires that combine
direct observation, checking facility
data and interviewing key personnel.

Average stay of survey team in
facility: 3 days

Exit interviews of 10 patients
(purpose sampling to women and
children) to be interviewed in each
facility over 3 days

= BHUs in each district to be selected

-

randomly but those located at less 3
km from a tehsil or district hospital will
be excluded and an alternative BHU
will be chosen.”

Sample size is 78 BHUs: 12 districts x
&6 BHUs per district = 72 + & districts
in G-B = 78 BHUs

Calculation of sample size in Annex 1F

Questionnaires for BHU survey and
exit interviews in Annex 1H

Systematic household survey using
standard guestionnaire

Sample: 30 HH per BHU - stratified in
2 groups as per distance of HH from
BHU:15 closer & 15 far.

All 2,520 households to be covered (14
districts x 30 HH =2520,

HH Questionnaire included as Annex 11

* The intention is to focus on those BHUs that the population are more likely to use rather than k-

pass in fevour of higher level hospitals.

introduced for comparison purposes,

Since this is dong for all BHUs (PPHI/non PPHDY ng bias is
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2. Introduction to the PPHI model

This section introduces the PPHI maodel, It draws upon the assessments that were
undertaken by evaluators at federal, provincial and district levels and contained in WVolume
2 of this report. For reasons of brevity, the description of the PPHI initiative, its
organisation and management is kept to a bare minimum. The objective is to intraduce the
PPHI to those less familiar with it. A critical analysis of the PPHI will be undertaken later in
this report, in section 5.

2.1 Coverage by the PPHI model

In 2005, the Federal Government launched a country-wide Programme, known as the
People’s Primary Health Care Initiative PPHI (formerly known as President’s Primary
Healthcare Initiative) for improving the service delivery at first level care facilities (FLCFs),
The purpose of this initiative was to strengthen the curative and preventive services
provided in FLCFs, by handing over the management and finances of the Basic Health Units
{BHL - the main type of FLCF in Fakistan) to the Rural Support programmes (RSPs - see
below) in their respective provinces, The abjective of the initiative was to re-organize and
re-structure the management of all the BHUs in the district with & central role for
community-based support groups.

Currently (by March 2010) the PPHI model covers 2,392 BHUs out of a total of 5,310 BHUS
{Economic Survey 2008-09) in the country,

Table 3: Coverage of PPHI at the Provincial & District Level at March 2010

Province/Area Districts Districts with | BHUs in PPHI Other HFs
{BHUs) PPHI Districts with PPHI

Sindh 23 (788) 1 RHC, 381
MNWFP/FATA, 31 (956) 14 424 =
Balochistan 30 (559} 30 554 _ 4

Gilgit Baltistan 7 (17) e b 17 aiip?t':;ls =
Punjab - CMI 36 (2455) 12 844 200

AJK 8 (203) Mot yet started - =

Total 135 (4978) 82 2392 710

Sourca: FSU of FPHI - Cahinet Division in March 2010

Rapid expansion: PRHI underwent a very rapid expansion between 2007-2010 to the
extent that, today, PPHI manages FLCFs in 60% (82 out of 135) of districts in Pakistan,
which is equivalent to PPHI managing 48% (2,392 out of 4,978) of all first level PHC
facilities in Pakistan.

Rural Support Programmes - RSP: The PFHI model is being implemented by the Rural
Support Programmes (RSPs) in respective provinces and  districts. Rural Support
Programmes are provincial organisations to deliver development services in several
sectors. In terms of legal status an RSP is a Guarantee Limited company. All RSPs were
created by Provincial Governments from whom they received initial {(seed) funding through
endowment grants. Typically an RSP is managed by a Board of Directors comprising about
10-12 board members, of whom anly 2-3 are government servants while the rest are
private professionals.  The overwhelming majority of funding for RSPs comes from
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government, with a small proportion coming from donors or from other dewvelopment
organisations for specific purposes,

Contractual agreements ocutlining the terms of conditions and services to be provided by
the BHUs (preventive and curative) have been signed between the respective RSPs and
District Governments in Sindh, Khyber Pakhtunkhwa (KP) and Balochistan, A similar
agreeament was executed in Gilgit Baltistan, Before district contracts were launched &
Memarandum of Understanding was signed between the Provincial Government and the
RSP, as a general framework for the PPHI in that province., A discussion of these
contractual instruments will be provided later in this report (section 5,

For RSPs the PPHI is one among several programmes and initiatives that they implement
with government funding. In order to make the PPHI operational RSFs have established
Program Support Units {PSW) and District Support Units (DSU) at provincial and district
levels respectively for oversight and management of PPHI inputs and processes.  Until
2010 the running costs of the PSUs and DSUs has been borne by the Federal Government.

2.2 How was the PPHI Model Launched?

PPHI was formally launched on 6 October 2005, by a decision taken by the then President
and Prime Minister of Pakistan. This initiative intended to replicate, in all provincas, bwao
successful "experimeants” or pilots that had been launched in the Lodhran and Rahim Yar
Khan districts of Punjab in 199% and 2003 respectively, and which had then been rolled out
to 12 additional districts in Punjab {covering 1,049 FLCFs) under the auspices of the Chief
Minister’s (of Punjab) Initiative far Primary Health Care (CMIPHC),

Three main decisions were taken by the Government of Pakistan (GoP) about FPHI in order
to launch and scale up this initiative:

a. A phased roll out was planned: FPHI was to be extended to all other provinces,
and to all districts, of the country in a2 phased manner;

b. Responsibility for managing costs: The cost of the provincial and district
support units required to manage the PPHI were to be borne by the Federal
Government  which  would  alse  provide funds for a one-time upgrading
Jfrehabilitation of BHUs in PPHI areas;

c. District Health Management Reform & Long Term Vision: District health
managemant structures were to be re-engineered in the light of the experience of
the initiative under implementation, with a view to BHUs run vig the PPHI being
evantually returned to a reformed district health management structure,

The initiative was launched in the provinces of Balochistan, Morth West Frontier Province
{now known as Khyber Pakhtunkwa - KPY & Sindh during 2006, while contracts between
PPHI and District Governments were only signed and transfers of funds only made from
rid 2007.

With regard to PPHI's fit within the structure of the federal level of the GaoP, the initiative
was initially housed in what was then known as the Ministry of Industries, Production and
Special Initiatives, to be later transferred to Cabinet Division, where the PPHI is afficially
housed to this date. The modus operandi far the PPHI implementation followed & similar
pattern in the three provinces under study. In essence:

13
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*  Memorandum of Understanding (MoU) Signed: Ar Mol was signed between the
respective Provincial Departments of Health (DoH) and the Rural Support Programmes
(RSP) cperating in each province.

+  District Department of Health Decide about First Level Care Facilities: Fallowing
the signing of the MOU, District Governments could also chose whether to continue
with the traditional management of their First Level Care Facilities {FLCF) by the
District Department of Health (DDOH), or opt for these to be also included and caverad
by the PPHI model.! Irrespective of the decision taken by District Governments at that
time, they retained this choice going forward.

2.3 Organisation & Management of PPHI

FPHI is guided by its Manual of Operaticns (MoQ), a decument that is regularly updated
and defines the main tasks and functions to be performed by the arganisation, its staff, as
well as its main governance, support committees and structures. The January 2010
version of the MoO provides what the evaluation team considers sufficient and clear
information and detail on the following:

+ Mision, mission and abjectives of the PPHI;

= A definition of Primary Health Care with an outline of the curative, preventive and
pramation services usually included (3 fields and & components are mentionad)
under such a definition:

The role of principal governance structures, including: the Mational and the
Provincial Steering Committees; The Federal, Program {(Provincial), Regicnal (sub-
provincial) and District Suppart Units:

+ FRoles and responsibilities of key PPHI cadres, including: The National Program
Director; the (provincial) Program Directar; the Regional Program Director and the
District Support manager;

*  Roles of the Resource Group, a group of “distinguished health professionals” to be
appainted at both national and provincial levels to "provide guidance to the FPHI
operations appropriate to their specialties” Mo 2010 p.16).

Figures 1 - 2 show the management and crganisational structure of PPHI at the provincial
and district levals,

* It is not clear to the evaluators the extent to which District Governments were always given a
choice.  During our district and provincial interviews in Balochiskan and Sindh, some interviewees
referred to pressure on the distiict governments from sections of the provincial government to adopt
the PPHI.
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Figure 1: PPHI Organisation at the Provincial level

Program Support Unit

Source FSU of PRHI, March 2010

Figure 2: PPHI Organisation at the District Level

District Support Unit

BHUs & Other FLHEs

(il

Source FSU of PPHI, March 2010
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3 Impact of PPHI: staffing, services and client
satisfaction

J

The Third Party Evaluation (TPE) tearn begins the evaluation by presenting, in this section,
the impact of the PPHI model. Following a brief description of our approach to impack
assessment and of the limitations of this part of the evaluation we begin by looking at
changes brought about by PPHI, first at the level of inputs (staffing, drugs, equipment,
physical condition of BHUs, etcetera) and then at output level (Out-patient, preventive and
ather types of health services offered in the BHUs. This section concludes with a look at
perceived quality standards and other issues brought by the exit interviews conducted in
BHUs and by the housshold survey.

3.1 Approach to impact assessment

The chart below maps out the causal pathway through which PPHI is expected to improve
the availability of key inputs, which are then expacted to contribute to the delivery of mare
and better quality services.

Figure 3: Expected causal chain in PPHI implementation

Expected Causal Chain

INTERMEDIATE
INPUTS OUTPUTS
Upfront capital | a  Mare and
investrent betler inputs
— | €.0). staff, drugs
Provision of

single ling item
“Grant in Aid™

e

SERVICE QUTPUTS

=

Batter health cutcomes

Ability to retain
funds at year end |

Better aversight,
management, supervision
and technical suppaort

'Grﬂater autonomy to |____,__...- rmp i
hire and fire | / :
| Community |

Mobilisation

Source: TPE

The TPE team attempted to measure the impact of the PPHI by combining three
approaches to impact assessment:
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a. BHU Survey. Firstly, we attempted a comparisan of PPHI facilities with nan PPHI
facilities in 78 BHUs from 14 districts.* For this we measured service data available
at the BHU for the months of January, February and March 2010, We also
measurad the same service data from the BHU records for the 3 days during which
the survey teams wera in sach BHU,

Ds:.'—.:‘rr:';zzt b, District level H.MES dai_:a. Sacondly, wg measurad the same services as in (a)

i and the staffing informatien that were available in the HMIS aor DHIS records from

uiprn::'nt, cach of the 12 target districts in Sindh, KP and Balochistan. This measurement

tive and was made at 6 cut-points: August 2007, January and August of 2008 and 2009,

: and January 2010.

1 loak at

ucted in . PPHI provincial and district data. Finally, we measured the same services as in
(a2) and {b) abowve in the PPHI monthly consolidated reports for the same manths
and years as in (b) L.e. August 2007 to January 2010, We coverad all 32 PPHI
districts that had raceived the first transfer of funds from the district level before

Mirove 31 December 2007, This way of selecting the districts aimed to maximise the time

Gl under PPHI management for impact -positive or the lack of it- to be more

prominent. This measurement was nat included in our original study design: we
decided to do it rather late during the analysis of data in order to get a hetter
complementary picture of services delivered in the aldest districts in each of the
provinces, haping that a larger sample size of PPHI districts would offer 2 better
picture of outputs that our modest sample size in the BHU survey permitted.

Table 4: Summary approach to PPHI impact Assessment

Methods
Components

Sample size Type of Information

{who responsible)

BHU = Interviews & 1 : How BHU work is
Organisational Documentation ?fogmié:l(?;g'} organised
Assessment - (So5ec) P

HMIS/DHIS in Jan, i « Services & staffing

; Feb, Mar 2010 & in 3 28 BHUS* data
B nvice days of visit by survey + » User perceptions of
Delivery teams (SoSec) quality
Assessment
10 Exit Interviews per 260 Exit Int.-

BHU {SoSec)

Household survey Perceptions of service

I,Il-:g{i:gpumty 30 HH per BHU - 15 2,280 households - pattern of use
Bt closer & 15 far were surveyed

i {SoSec)
D| Strick Level HMIS/DSU records on 17 Districts: 8 PPHI -4 Services & staffing

B services in selected
e e B months: (SoSec) Doek

data

:r'**:-?ﬁ were covered, 4 instead of 6 in G-B, because of floods
| three

> In the end, because of the Augqust raing and flocds we could only cover 4 out of 6 targeted BHUs in
the anly 2 districts of Gilgit-Baltistan where PPHI s operating,  Therefore, the total number of
surveyed BHUs was 76 instead of the 78 originally targeted BHUs,

S : i7
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The impact assessment has to be carefully interpreted, for none of the three approachas
above taken in jsolation offers & full picture, and zlso because 2ach of them has its own
limitations linked to the quality and scope of the data. Therefare, we have presented the
main findings by theme, and included under each theme the combined result of the three
impact assessments undertaken. For clarity of readers each impact assessment will be
caded differantly, as follows.

3.2 Limitations of the Impact Assessment

The fellowing is a summary of limitations of the Third Party Evaluation study that pertain
specifically to the impact assessment:

Absence of baseline data to compare PPHI and DDOH models. To assess differences
between the PPHI and DDOH medels baseline data should have been collected at arigin for
both models,  In the absence of baseline data we used cross sectional measures for
services and staffing at selected “cut point” manths, but this appreach has limitations as it
cannat show improvements but simply increases or reductions in frequencies measured.

Reliability of data, particularly HMIS data. We observed different HMIS data
compilation and storage practices in provinces & districts, and a general absence of data
guality assessments affecting both PPHI and HMIS data. We think that these factors are
responsible for a number of unexplained fluctuations in recorded services,

Difficulty to establish population denominators, We observed that catchment
populations to calculate service coverage were neither used nor known in either DDOH or
FPHI BHUs, Without population denominztors it is hard to assess if services delivered were
high or low in relation to each BHU, since their catchment populations are known to Vary
considerably. In some cases we tried te mitigate this fact by estimating average
population sizes, but such information should be taken only as indicative.

Implementation time in some districts. While we triad to use the older PPHI districts
for the BHU survey (to maximize the chance of impact) this was not always possible as
other sampling characteristics were to be met as well. Less implementation time by BPHI
would reduce the chance of measuring changes, particularly among BHUs taken aver by
PPHI less than 2 years ago.

No “non-PPHI” (control) districts in Balochistan. In difference with Sindh and KP
there are no “Non-PPHI” districts (also called DDOH in this study) in the case of
Balochistan, because all districts in that province have been transferred to PEHIL In the
absence of DDOH districts the evaluation team selected 2 “new”, recently taken over PPHI
districts in Balochistan (Lasbela and Qilla-Saifullah) as a pseudo-control groug. The
intention was to assess if significant differences in terms of impact could be noticed
between the old and the new PPHI districts.® This point should be born in mind when
interpreting the BHU survey and district data.

Self-exclusion of Punjab PRSP from the study. The Punjab PRSP decided to exclude
itself from the TPE and communicated this decision ta the TPE in May. Efforts were made
by the Advisory Forum during the month of June to bring the PRSP back into the study, but
these did not change the PRSP decision. At this point it was too late for the TPE team to
adapt the design to the new circumstances. Exclusion of the PRSP implies that the results

* Therefors "PPHI OLD” or simply *PPHI” in the tables refers to all the PPHI districts in Sindh and KPK,
and to the 2 "old” districts in Balochistan.
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of the TPE may nat be generalized to the entire country or to the Funjab. The TPE regrets
the auto-exclusion of the Punjab PRSP as Punjab has the longest data series {beginning in
2005) which would have enabled the team to look at changes over 4-5 years, instead of 7-
3 wears as in the remaining provinces.

3.3 Impact on staffing ievels

Approach to attraction and retention of BHU staff by PPHI

One of the reasons why the PPHI was launched was the difficulty experienced in
government BHUs® to attract and retain the right type of human resources, particularly
Medical Officers (MO) and Lady Health Visitors (LHV). In Pakistan there is usually one MO
and one LHV position sanctioned for each BHU, When in past and available, the MO is the
person in-charge of the BHU. 5/He supervises the rest of the staff based at ar opearating
from the BHU (e.g vaccinators) and runs the Out-Patient (OP) duty. If the MO happens Lo
be a woman (WMOQ in the gavernment denomination and FMO if contracted by PPHI) she
will also deliver most mother and child health services together with the LHY. In the
absence of a female doctor in the BHU the LHY deals with all the maternal and female
health matters. In the absence of a MO in the BHU it is the LHY who may run the CP
services, even though her primary responsibility is to deliver MMCH services and ta
oversee their delivery by village-based staff such as Lady Health Waorkers {LHW) and their
supervisors (LHS).

FPHI can hire any staff on contract including medical officers, LHVs, paramedics
{technicians) and ancillary staff. FPHI's approach to increasing staffing levels has focused
primarily on MOs and LHVs. In the case of Medical Officers, PPHI is allowed to contract
Medical Officers, while it alse manages government MOs based in PPHI BHUs that chose to
stay when the BHU becomes managed by PPHI. MOs operating in PPHI facilities get
salaries similar to those of their counterparts in non PPHI districts {see section 4 later in
this report) but they also receive attractive salary complements if they manage rmore than
ane BHU P&, a "cluster” of BHUs. Thus, MOs working across a cluster of two or three
health facilities would earn around twice as much as a government doctor managing just
one facility. The cluster model is exclusive to PPHI BHUs.. In the case of Medical Officers
(MO} the principle of higher pay when covering a cluster of BHUs applies regardless of
whether MOs are contracted by PPHI or are existing government doctors operating in a
PPHI facility.

PPHI has alsa been able to appoint Female Medical Officers (FMO) for a cluster of up to five
facilities with a salary range of Rs. 35,000 to 50,000 (which is much higher than the
standard salary of a female MO in the government system).

Additionally, all staff -whether employed by PPHI or By the government are entitled ta
Hard Area Allowance in a PPHI district. Hard areas in each province have been categorized
as Category-1 and Categorny-lL Medical officers posted in Category-T BHU get
Rs.10,000/month and paramedics get Rs. 5,000/month. In Category-11 BHUs a medical
officer gets Rs. 5,000/month and paramedic Bs, 2,000/manth. In non-PPHI districts such
allowance or its replacement is not available,

Arnang the various types of first level PHO facilities in Pakistan only Basic Health Upits (BHU) and
Rural Health Centres {RHC - a primary level referral facility) are expected to he staffed by medical
officers. It must be noted that as =z generzl approach PPHI hes only been handed over the
management of BHUs, and net RHCs, The impact of this decision is further discussed in section 5 of
this report when reviewing referral practices.
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Availability of Medical officers in PPHI BHUs

Qur key findings suggest that PPHI has had considerable success in attracting additional
Medical Officers to BHUs. Far examplea;

MO= are found in many BHUs that were not operational when PPHI took over that
district (see tables in section 3.5 showing numbers of BHUs that were nat
operational when PPHI took over).

The number of MOs in PPHI BHUs increased by more than half betwesn August
2007 and January 2010 in the sample districts whilst the number in non PPHI
districts declined by around 10% (Source: HMIS/DHIS data in 12 sample districts],

The proportion of sanctioned MO pasts filled in PPHI BHU increased from just aver
60% to around 80% over the period 2007-2010; in DDOH districts it fel| from 80%
te arcund 70% (Source: HMIS/DHIS data in 12 sample districts),

Figure 4; Proportion of Sanctioned MO posts filled
(including WMOs)
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d. PPHI has led to considerable increases in the number of FMOs (we cannot compare
to non PPHI because FMO is 3 PPHI specific cadre].
Figure 7: Number of FMOs in PPHI Districts
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Qverall, there is little detectahle difference in staffing levels between PPHI and DDOH
managed BHUs when camparing numbers of allocated posts with numbers actually filled
(Table 5 below). However, this finding should be interpreted with care given the point
made earlier (see point a) that when PPHI took over the districts a significant number of
BHLUs were not operational. Therefore, the fact that staffing numbers became similar by
2010 w

ould reflect positively on PPHI efforts to staff previcusly dysfunctional BHUs with an
MO,

2. Staffing levels are still inadequate across the board. In Sindh province the

diffarences in staffing ratios are less noticeable and still quite low,

Table 5: Average numbers of key staff per BHU

Balochistan Singdh 44 GE Tertal
Qg e EPH! LROH PRHI OooH PPHI PE O H
12 1> Yi 2 17 17 4 af ik
numeers of staff
MO WD 10 12 1 ¥ T 4 i 33 33
Fhi 3 0 12 [} 1 (] 13
LHY 1 11 ¥ 9 12 o 4 a5 i}
Paramedicy Tach 2 15 16 1 23 23 11 1 5%
ichwited Do 12 11 13 L] ) 10 & 410 E{u]
AvErage staff per BHL
MAC WD 08 Lo ) 1.4 06 0.3 10 03 0.3
Frac 0.3 1.0 - 0.1 = 0.5 0k -
ity (4] 049 Lk 1.7 1.0 08 1.0 0.5 &
Paramedicy lech 2.4 18 1.3 0.8 1.9 1.4 e a0 1.4
Micdwsife, Dai 1.0 0.0 1.1 0.3 Q.8 0a 15 1.0 0.2
Fatrene. ‘el [lalechistan counted i PRHI ane rew iunled 25 SE0M equivaiorts as thiy A had lesa fime 1o chinge b PPHE earagerent pracnee
Source: BHU Survey, measurement &5 in January 2010
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number

f. The chart below shows the composition of Medical Officers in PPHI districts by
emplayer, It illustrates once again the diversity of patterns that can be observed
within the PPHI model in each of the thres provinces. For example:

In KP the pnumber of government doctors working in PPHI BHUs has
decreased since 2007 while the numbers of PPHI contracted doctars
increased;

In Sindh there has besen a marked increase in the numbers of both
government paid and PPHI contracted doctors. This can be explained by
the large number of Female Medical Officers who have been contracted out
by the PPHI in Sindh,

In Balochistan numbers of both government doctors and PPHI contracted
dactars have increased, but much mare slowly than in Sindh, suggesting -
perhaps- more difficulty to recruit from the medical profession in that
F.IFU‘-.-'LF'I{;E.

We should interpret all these figures with care as they correspond o
absolute numbers of MOs without adjusting by the numbers of BHUs
managed by PPHI at each cut-point in our cross sectional analysis. In
surm, PPHI iz attracting more contracted doctors, and while the numbers of
government paid doctors s decreasing they still represent a substantial
part af the workforce in all provinces.

Figure 8: Medical Officers by type of contract by Province

Selected PPHI districts

800 E July,07
g B Cctober, 07
=40 e ; L January, 08
3 L Aprl,0a
400 W luly, 08
- " B October,08
B January, 09
200 |— CHanuary, 10
100 e =
0

Gavt FPHI Govt

Sindh Balochistan kP

g. How widely is clustering used by PPHI? In terms of how staff are used, the chart
below shows the mumber of facilities covered by a medical officer. It shows that,
whilst in most cases a medical officer covers a single facility in some cases they
cover a cluster of facilities - sometimes up to 5. (5 HF = a medical officer covering
5 BHUs). The chart shows that Balocchistan has generally made more use of a
cluster approach (one MO covering more than one BHUY with MOs covering 3 BHUs
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In Sindh, in over 90% of cases one MO covered a

in around 15-20% of cases,
single BHL by January 2010

Figure 9: Cluster Staffing Patterns

Patterns:
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h. Use of contracting also varies considerably by district but has generally been

increasing — especially in 2009, The chart shows the proportion of medical officers
who have been contracted through PPHI {rather than being Gowvernment

employees) over time in a range of facilities in Sindh province,

Proportion of MOs who are contacted

Figure 10

f MOs who are Contracted
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re is rather different than for MOs since non PPHI districts seem to have
ess in filling sanctioned LHY posts. There may be several explanations for
'f ;hern being that LHVs may be more attracted by & government position

emporary) contract offered by PPHI, but we are unsure of the precise reason
ce. (Source: 12 sample districts)

Figure 11: Proportion of Sanctioned LHV Posts Filled
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Mo FEHI )
_ﬂ T e Fok

ability of all staff in the older PPHI BHUSs

own in the chart below there appears to have been some improvement for some
(though not others) in the proportion of posts filled in the 32 alder PPHI districts,
iere is significant variation between types of staff and between provinces,  In
'for example, the number of MOs in post has consistently been above 80% of
oned posts and had increased to above 100% by January 2009, In Balochistan less
1 half MO posts have been filled. In KP the number of government funded doctors in
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3.4 Availability of essential drugs and vaccines

Data from the period January-March 2010 collected at BHUs suggests that availability of
essential drugs was better in the PPHI BHUS, with 42.5% assessed as “highly satisfactory
or satisfactory” against 13.9% in DDOH BHUs. Mo significant differences were repartad in
vaccines stocks, with PPHI BHUs recording 60% “highly satisfactory or satisfactory” against
66,7% in DDOH BHUS.

Table 6: Availability of essential drugs and vaccines - percentage composite
score January-March 2010

Balachistan Sindh KP GO Total
il M PEHL DOOH PEHI DOaH PPHI FFHI CRCH
12 12 12 12 12 12 4 4k 36
Lo essential drugs
Highly Satisfactary £3 ] 58.3 5.0 0.0 0.0 25.0 225 k3
Satisfastory A0 16,7 16.7 n.o 0.0 0.0 0.4 200 5.6
Unsatisfactary 5.0 750 50 5.0 L 16.7 500 75 385
Highty Unsatisfactony 157 B3 n.o 500 91.7 233 5.0 350 472
5 Vaozines
Highly Satisfastory 5000 433 BE.T 500 33.3 11.7 0.0 50.0 1.7
Satislactory .0 25.0 [ERY] 33.3 25.0 16.7 25.0 0.0 5.0
Unsatisfactory i} 0.0 Q.0 Q.0 250 a3 0.0 7.5 2.8
Highly Unsamsfaciory S0.0 a1.3 333 16.7 16.7 333 250 32.5 306

Footrene: ‘ald’ Balachetan counted s PPHI and rev’ comunted ot BROH cosalonts o3 they havs e ke bme S0 ChanRe 16 FRHL Managiiens prahios

Source: BHU Survey

Data from the survey day of visit confirm better drug availability in PPHI BHUs in all
selected drugs except Ampicillin,

Table 7: Number of sample BHUs with essential drugs available on day of visit

Balochistan Sindh KF Gb Total

did esar PPHI DDOH FPHI DDoH PP HI FPHI GDOH

12 12 12 12 12 12 o 40 L

Arroicillin capsule f syrup 17 12 12 B 1o 5 4 ET k]
Contrimagazole Tab'syrup 12 11 12 12 ? G 3 34 208
Wetronidazole Tab  syrugp 12 12 11 12 12 10 3 35 34
Inj. Arnpicillin 1 ) b 11 1 1. 3 14 20
Tablet Diclalenic 11 11 12 10 10 ki 3 36 25
Chioroquin tablet / syrup 12 11 12 11 i1 a 3 33 30
Cral pills 10 7 3 1] 3 1 4 8 149
Intravennus mfasinns 12 12 12 12 10 0 4 Bt 4
Inj. Dexarnetazone i 12 12 11 12 [ E] in 29
Tablet Iran-felic acid 12 12 11 9 E] ] 3 15 an

% of sample BHUs with essential drugs available on day of visit

Amaxicillin capsule f syrup 1000 10000 1000 G667 313 417 100.0 250 B4
Contrimaxazcle Tab/syrup 100.0 917 100.0 1000 583 50,0 75.0 B5.0 E0.G
Metronidazola Tab [/ syrup 100 100.0 91.F 1000 1C0.0 B33 750 S50 .4
Inj. Arnpicillin 8.3 -] 750 a1.7 B3 B3 5.0 a5 556
Tablet Diclofenic a1y 917 100,80 B33 B33 ta3 75.0 SO0 ira
Chigroguin tatilel /syrup 100.0 917 100.0 417 817 BT 75.0 850 833
Dral pills B33 583 750 0.0 417 E.3 Lo0.n 10.0 s
Intrawengss infusions 100.0 100.0 1003 100.0 B33 B 100.0 95.0 94.4
Inj, Dexametazone 25.0 1300 100.0 a7 1000 0.0 50 750 806
Tablet Iron-folic acid 100.0 1000 1.7 150 5.0 5.0 75.0 E?.S B33

Foctnote! "l Bakshidtan tounbed 25 PPHI ang ‘new' tewated a3 GROH equivalents 2 they have had lesi bme o change ta PPHI imaragerient practics

Source: BHU Survey
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3.5 Physical condition of BHU facilities

When PPHI took over the management of districts a certain number of BHUs were not
functional, i.e. being used as health facilities because of either pocr physical condition or
because they had been occupied without authorisation for purposes other than health care
delivery (Table 8). Many Health facilities did nal have water or electricity. FPHI usad the
Federal subsidy of Rs 100,000 to deal with these matters. Table 9 shows several examples
of physical rehahilitation that PPHI undertock as part of their taking over a new district,
Therefare, the comparison of the physical condition between PPHI-DDOH managed BHUs
should take account of the fact that in many places facilities had to be repossessed,
rehabilitated and staffed before they could become operational.

Table 8: EHUs that were not delivering services when PPHI took over their
management

BHU= retrieved

‘BHU= i
L ;
Province BHUSs in u“a“::::_ izeq | d¥sfunctional | BHUS Repaired
(Total Mo. of Unauthorized because of by PPHI and
: possession and f
BHU= managed Possession R extreme dis- made
by PPHI) Before PPHI : repair before functional: -
3 functional by PPHI
PPHI* ;
‘Sindh (610) 40 40 24 24
_KF‘ (467) 20 15 1 21
‘Balochistan {5 53) 24 24 79 79
EGI|Q[E-'BEI|tISta!‘I . ;
a7 1 1 mil il
Total (1647) 85 80 124 124

= EH!JS partially or Whﬁ“'y’ ﬂ-:::upled without authonsanon In the case of Bai;a;hnstan these include.
BHUs abandonad owing to pn:ru:rr 56CﬂT!t'y‘ snl;uatlnn B case of KB, fnre BHUs, are sl:lll |n the
‘possession of the army due to army action in the area.

Source: PPHI PSUSFSU

Table 9: Improvements to FLCF physical condition, water and electricity by PPHI

MNumber of FLCF in Availéhiritr of Availability of Water
need of Repair & Electricity when when PPHI took
Repaired PPHI took over aver

Health

Facilities HES

HFs with . HFF’.. HEs with sup[:llir:d
(3]3] Electrified i Watar with
Electricity by PRHI Water by

PPHI

Befors PPHI
PPHI Renovated

418

370

555 551 409 357 136 460 240
1,029 as2 532 333 208 473 315
2,002 1813 1,279 794 442 1,076 694

Source: F‘PHI FSLU/FSL

Motwithstanding the issues raised above the physical condition of PPHI BHUs was found fo
be generally better than DDCH ones in the BHU survey, particularly in having telephone
communications, water supply within the premises, functional toilets, patient examination
room, labour room, and storeroom, and in roof repairs, DROH BHUs tend to have more
staflf accommodation, but in fact little of this appears to be used in either model, with less
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that 5% of MO accommodation being used by the MOs and less than 20% of LHV
accommodation being used by the LHYS, in both PPHI and DDOH modeals,

ware not
ndition ar
salth care l Table 10: Condition of BHU facilities by numbers of facilities
used the Balochistan Sineh KE GE Tozal
I 2 Mew PEHI nOoH PEHI DOCH PRHI PEHI DEOH
exa_mp 25 12 13 13 13 iz 12 4 40 1
¢ disueL, Clectricity connactian £) 10 12 12 i i} 4 EL EF)
jed BHUs Functioming electric fans in rooms 9 10 1 12 il ] E] 34 31
155255ed, Funchanal telephone 8 3 12 - 10 - 2 2 f
Water supphy within pramises i1 12 12 10 10 7 4 37 25
Orinking water for patients 12 12 a 10 8 r] 4 EE] 4
Functional toilat for patients E [ d - 1 k5 4
Furnishod weait arca For pationts 1F 12 14 12 12 10 4 a0 14
Patient axamination reamn  place 12 12 12 ic 12 11 ] A0 13
Functinsing labour room 5 5 10 5 1 1 [ 0 13
Separate store room 11 12 i 12 11 ¥ i EH 11
Leakage from building reof 1 2 ) 2 2 4 4q
Boctor residence within premises & 4a G 10 11 11 2 27 30
WO resides in BHELU 1 1 1 - 3 1
HW residenoe within prosmises K k1) 5 10 11 11 ) 23 31
LHY resides in BHL 2 4 - 1 3 2 F) 7 7

Footrate. od Banckistan counted as PP and aee’ coneted ay OO0 cquisalerns as thiy hwee had iess e 0 (harge ta PERE managemen | attice

Table 11: Condition of BHU facilities (percentages)

Balochistan sindh KP GRB Texkal
Cild Mew FPHI LDk PRHI DD PEHI EpHI DDOH
13 12 12 12 12 12 4 40 38
Elactricity connection 75 3 140 100 B3 83 100 E? B9
Functicning electric fans in rooms 75 a3 100 130 B3 75 75 RS 56
Functional telephone 67 50 100 - 83 - 50 80 17
Water supply within premises a2 100 100 3 83 58 100 33 A0
Drinking waler for palients 100 100 L] &3 BT 58 106 a3 A0
Functional wailer lar patiants 58 - 50 33 a - 5 3 11
Furmisked wait area for patients 100 100 Lon 100 100 a3 100 100 54
Patient examination room [ place 100 100 1o0 |33 100 93 100 1060 g2
Functioning labour room 43 a4z 83 3 8 25 10 50 38
Separabe stare raam 93 100 1400 1040 a2 53 100 a5 26
Leakage fram Building roof a2 17 TN 17 17 10 25
Bectes residence within peemises 67 15 50 £3 93 47 S0 &R B3
MO resides in BHU - - 3 £ b4 5 - & 3
HW residence within priemises az 23 4% 53 - Az az i} 28 2R
LHW resides in BHU 17 33 - & 5 17 50 18 14

Footnate. ‘ald” Balgthiskas counmed as PRHE 9 new' courded as D00H eaLivakears a4 tkey have bad less Tins BG che ARS 10 FREI managentes] pracioo

3.6 Impact on MNCH services and consumer satisfaction

Reliability of HMIS data

The TPE measured the impact of PPHI management and inputs on service utilisation at
FLCFs by collecting and analyzing three main saurces of data: the BHU survey results; the
district level HMIS/DSU data; and the PPHI provincial and district data. The sUmMMmaries
presented below are based on the best trizngulation we have been able to achieve,
Howewer, there are yet unexplained features that made the TPE query the wvalidity of
HMIS/DHIS data.  For example, if we look at the BHU data in relation to AMNC services
contrasts are stark between data reported by BHUs in the quarter January-March 2010 and
that recorded during the three days of the TPE survey.
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Figure 14: Average ANC attendance reported in BHU survey using the Jan-March
2010 period or the 3 days of survey
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Saurce: BHU Survey

[nterestingly, these discrepancies suggest that BHUs are not cxaggerating their utilisation
and warkload, but are underestimating it. We are unsure as to why would this happen,
but the implication is that data on service utilisation should be interpreted with care, and
that the combination of sources is likely to provide a maore accurate picture than when any
source is taken in isolation from the rest. In any case, this prablem simply points to poor
data management practices that seriously hinder the potential of the HMIS tg be used for
performance maonitoring purposes,

Also, the absence of convincing BHU catchment population data prevents estimation of
service needs and real coverage against which to assess the adequacy of services actually
provided, or indeed to compare BHU performance,  The TPE has been surprised and
concerned by the lack of use of population denominators across the PHC network, in both
FPHI and non-PPHI BHUs and districts. How can targets be set and monitared if
denominators are never used? In fact, it is only when the TPE used some notional
dencminatars that the very limited impact of the PHC network an key areas like SRH,
MNCH or disease cantral became painfully apparent, Thus, when numbers of paticnts seen
were divided by either the number of days in a month or the notional catchment
Population per BHU the service utilisation patterns were often abysmal. This is a key area
for improvement by both BHU and district managers to assess the impact of the services
they deliver to the population.

Provision of MNCH & reproductive health services

Neither PPHI nor DDOH BHUs are attracting large numbers of antenatal, delivaries or
pastnatal consumers, although these services are offered.

Antenatal visits:50.8% of pPPHI BHUs and 86.99% of DDOH BHUs receive fewer than 2
consumers per day. 25% of PPHI BHUs and 26% of DDOH BHUs record providing no
antenatal services during the pericd January-March 2010, altheugh sorme BHU recorded
some ANC services during the three days of the survey,
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Table 12: Average daily antenatal attendance at BHUs during Jan-March 2010

PPHI Model Dist. Govt. Model

Mo. BHU % BHU MNo. BHU % BHU
none 13 250 B 26.1
<1/day 17 327 7 30.4
1-22 fday 12 231 7 30,4
2-=3/day 4 7.7 1 4.3
3-<4/day 2 38 1 4.4
=4/ day 4 7.7 1 4.4
Total BH s 52 100 23 100

Source: BHU Survey

Infarmatiaon on ANC collected from the HMIS in the 12 sample districts shows an upward
trend in delivery of ANC services, yel confirming the point made earlier about very low
attendance across both medels. Unexplained ups (January 20020 and downs in recorded
numbers continue to emphasise unreliability of data.

Figure 15: Ante Natal Care at BHU or by BHU staff
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Source: HMIS data in 12 sample districts

TT Vaccinations: TT vaccinations are higher in DDOH BHUs with 50% reporting providing
more than &0 TT vaccinations a manth {(January-March 2010) against 10% for PPHI BHUs
(Table 13 below). Higher numbers of TT vaccinations was confirmed by HMIS data from
the 12 sample districts which also show a marked upward trend in PPHI districts {see
Figure 16 balaw).
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Table 13: Average monthly TT vaccinations at BHUs during Jan-March 2010

PPHI Maodel Dist. Govt. Model

Mo. BHU 4% BHU Mo, BHU % BHU

none 15 28.8 4 i6.7

<15 13 25 2 8.3

=15-30 10 15.2 P 5.3

=30-45 7 13.5 s 8.3

=45-60 2 iR 2 8.3

=60 L 9.6 12 2Q

Total BHUs 52 100 24 100
Source: BHU Survey

Figure 16: TT Vaccinations by PPHI/DDOH districts
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Source: HMIS data from 12 Sample districts

Postnatal: gg co, of PPHI BHUs and 95.7% of DDOH BHUs are attracting less than one

cansumer per day.

Table 14: Average daily postnatal attendance at BHUs during Jan-March 2010

PPHI Model Dist, Govt. Model
Mo, BHU % BHU Mo, BHU %% BHU
none 20 385 12 52.2
<1/day 26 50 10 435
1-<2 fday 4 i o 9]
2-<3/day 2 38 1 4.3
Total BHUS 52 100 13 100

Source: BHU Survey

DEIW‘E"'ES:. Almaost half of all BHUs (PPHI and DDOH) receive no deliveries, and 61.6% af
PPHI and £2.5% of DDOH BHUs receive fewer than 3 deliveries per month. On the other
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hand, the household survey suggests that PPHI BHUs may he achieving a reduction in the
use of unskilled birth attendants (for example a TBA, with 59% in PPHI areas against 71%
in DDOH using TBA).

In PPHI areas, 37.4% of women who delivered in the last 24 months said they were
attended by BHU staff®, compared with 18% in DDOH areas. Of those in PPHI areas who
did nat use BHU services only 20% gave guality as their reason but 53% gawve "timing not
good” as their reason (meaning the time in the day or night when delivery took place did
not allow them to use the BHU). In DDOH areas, 60% gave guality and 17% timing as
their reasons. These figures suggest that perceptions of quality of delivery services are
higher among women in FPHI districts.

Table 15: Average monthly deliveries supervised at BHUs during Jan-March 2010

PPHI Model Dist, Govt. Model

Mo. BHU % BHU MNo. BHU % BHU
none 25 48.1 11 45,4
<3 & 13.5 4 16.7
=3-6 7 13.5 4 16.7
=50 4 7.7 2 8.3
=4 o 172 3 125
Total BHUs 52 100 24 100

Source: BHU Survey

The TPE team tried to triangulate the BHU survey information with HMIS/DHSI data
collected in the 12 sample districks, This is shawn in the table below,. As can be seen the
number of deliveries recorded in BHU facilities increases for both DDOH and PPHI models
over time, but there remain unexplained (implausible) peaks in January 2009 affecting,
this time, data for DDOH facilities,

2 Community people covered in the household survey could not be specific about what type of worker
attended their delivery because communities are not generally aware of distinctions between a LHY ar
g LHW, or sbout whether the "BHU" staff operate from the facility {as in the case of LHV and
FMO/MMOY or from the community (2s in the case of LHW, who many pecple associate with the SHU
ever if she is community based),
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Figure 17: Deliveries conducted at BHUs '
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Source: HMIS data from 12 sample districts

Meonatal services: 34.6% of FPHI BHU= and 45 8% of DDOH BHUs reported noe demand
for necnatal care,

Table 16: Average monthly neonates served at BHUs during Jan-March 2010

FPHI Model Dist. Govt. Model

MNo. BHU %% BHU MNo. BHU % BHU
none 24 46.2 12 50
<3 & 11.5 2 23
=3-6 9 17.3 3 12.5
=f-9 4 77 1 4.2
=9.12 3 5.2 a 4]
=12-15 1 1.9 1 4.2
=15.18 0 0 a a
=18-24 1 1.9 1 4,2 |
=24 4 7.7 4 16.7 !
Total BHUs 52 100 24 100

Source; BHU Survey.

Family planning: 34.6% of PPHI BHUs and 45.8% of DDOH BHUs attract no consumers |
for FP; 84.5% of PPHI and 79.2% of DDOH serve fewer than 24 consumers per month.
The household survey indicates that contraceptive prevalence rates are a bit higher in
DDOH areas (47%) mainly provided by LHWs, than PPHI areas (40%) where BHUs provide
19% of services compared with 10% in DDOH areas.!” These extremely low figures

1 Contraceplive prevalence rates should be interpreted with caution because of relatively small

sample size of the HH survey and sampling method used, Attention is also drawn to likelihood of
under-reporting of FP services delivered by LHWs in both PPHI and DDOH BHUs. For example, we
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probably reflect the traditional separation in supply of FP services between MOH and
MOPW, with the latter focusing FP services through Family Welfare Centres, which results
of course in huge missed opportunities to capture clients for FP through the FHC network,

Table 17: Average monthly FP clients served at BHUs, Jan-March 2010

PPHI Maodel Dist. Govt. Model

MNo. BHU ¥ BHU Mo. BHU ¥ BHU
Mone 18 34.6 11 45.8
=6 10 19.2 2 8.3
=0-12 10 15,2 4 16.7
>12-18 4 7.7 1 4.2
>18-24 2 3.8 1 4.2
=24 8 15.4 5 20.8
Tatal BHUs 52 100 24 100

Source: BHU Survey

HMIS data from the 12 sample districts eppears to show a slightly better picture than the
BHU survey in terms of numbers of family planning visits for the whole district in a given
month.  However, if these figures were adjusted by district population the armerging
picture would continue to emphasise very low utilisation figures, et again unexplained
highs (January 2009) cast doubts on reliability of HMIS data.

Figure 18: Family Planning Visits or clients
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Source: HMIS data from 12 sample districts

Children immunisation: On the whole, DDOH BHUs are delivering mare vaccinations
than PPHI BHUs (see table 18). It should be noted though that immunisations delivered
from the BHUs appear to be quite low across the board. About 40% of PFHI BHUSs
provided no DPT or measles immunisations in the period January-March 2010 comparead
with about 21% of DDOH BEHUs, but there is much variation across provinces and diskricts.

On the other hand HMIS data from the 12 sample districts confirm that BHUs under DDOH
management deliver more DPT vaccinations and also more measles immunisations,

abserved different routing of LHW reports across districts, some passing through the BHU LHY while
some went straight to the district DDOH, so there are risks of both under-reporting and double
counking.,
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although in the case of measles vaccination PPHI BHUs show a marked upward trend and
are quickly closing the gap (see figures 19 and 20 below).

Table 18: Average monthly DPT & measles vaccinations at BHUs, Jan-March 2010

PPHI Madel Dist. Govt. Model PPHI Model Dist. Govt. Model
DPT DPT Measles Measles
No.BHU %BHU  No.BHU % BHU No. %BHU No.BHU % BHU
BHU
nong 21 dan4d LS 208 22 42.3 G. 208
<15 10 19.2 8] a 15 28.8 3 12.5
=15-30 4 1.7 H: 4.2 9 17.3 7] 25
=30-45 3 5.7 0] 0 4 ¥ 4 16.7
=560 4 7.7 3 12.5 0 ] 1 4.2
=60 10 19.2 15 0.5 2 £ 5 s

Tatal BHUs a2 100 24 100 52 100 24 100
Source: BHU Survey 3

Figure 19: Measles Vaccinations in sample districts
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Source; HMIS data from 12 sample districts
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nd and
Figure 20: DPT Vaccination in 12 sample districts
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alochistan School and community health sessions: ppHI BHUs appear to deliver considerably
mere school and community health sessions than DDOH BHUs, with 88% having provided
1-3 school sessions, and 92% having provided 1-3 community sessions. These findings
were confirmed by the household survey, where 40% of women in PPHI areas reported
undertaking health education by BHU staff, compared with 5.4% in DDOH areas,

Table 19 - Average monthly school and community health sessions by BHUs
during Jan-Mar 2010

PPHI Model Dist. Govt. Madel  PPHI Model Dist. Govt. Model
school health school health community community
Mo. BHU % BHLU Mo, BHU % BHU Mo, % BHU Mo. BHU % BHLU
BHU

Mo Service 4 T 0 o 2 3.8 0 i
Up toone 27 51.9 4] [#] 26 50 4] Q
SEsEion
1= 3 sesgions 19 365 0 1] 22 423 (b] 0
>3 sessions 2 32 (1] a 2 3.8 0 (1]
Tortal BHLIG L2 10 4 4] 52 100 24 W]

Source: BHLU Survey

3.7 Impact on out-patient attendance

The first issue to note in this section is the meaning of cut-patient attendance, which in
this case reflects patients registered in the BHU records. Unfortunately such records do
not permit to know whether registered patients came seeking preventive or curative
services. Therefore, out-patient attendance in this study sheould not be equated with
curative care. Since the same issues affect PPHI and DDOH BHUs we can at least say that
the comparison need not introduce additional bias for comparison purposes,
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Outpatient attendance as per BHU survey

The BHU survey serves mare to highlight the unreliability of data reporting than it does to
reveal any improvements or otherwise of services utilisation following FPHI management
of BHUs. A combination of infeasible reported attendance rates and large differences
betweean the daily attendances recorded during the thres days of the survey and those
reported for the January-March 2010 period render available data unreliable.

Far what it is worth, it indicates little difference hetween the BHU management models,
with average daily attendances of 29 for DDOH and 27 for PPHI BHUs. During the
observed three days of the survey, attendance rates were significantly higher at PPHI
BHUs than at DDOH BHUs. Given these limitations it is worth to look at this information in
canjunction with the household survey data that identifies some differences in consumer
preferences across provinces {(see section on Household Survey later in this chapter),

Table 20: Average daily outpatient attendance at BHUs during Jan-March 2010

Average Daily PPHI Model Dist, Govt. Mode|

Patients Mo, BHU ¥ BHU Mo, BHL % BHU
<20 Patients 24.0 46.2 2.0 34.8
20-49 Patients 230 44.1 11.0 478
=50 5.0 9.6 4.0 17.3
Total BHUS Sl 100.0 23 1000

Source: BHU Survey

Reported TB-DOTS services are higher at DDOH BHUs with 42% providing this service
during January-March 2010 against 14% at PPHI BHUs (Table not provided here - please
refer to Volume 3 containing the complete BHU survey results),

Outpatient attendance in 12 sample districts

The data collected from the District HMIS/DHIS records suggests that autpatient attendees
rose by around 20% in PPHI districts but fell by slightly maore in DDOH districts (Figure
21}, There was a significant increase in outpatient services provided by FMOs in PPHI
districts (Figure 221, The picture for preventive services is more mixed. What is notable is
the extremely low coverage rates the figures imply if catchment population figures were
included,
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Outpatient attendance & services from 32 older PPHI districts

Using data from the 322 districts for the three provinces where PPHI has operated since
2007 the number of curative services delivered by PPHI facilities has increased rapidly
(Figure 23). However, the number of BHUs has also expanded over time (except KP where
it has remained broadly the same). The figures on OF contacts per BHU set oub below

suagest, at best, modest prograss,
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Figure 23: OP Services per BHU
PPHI districts by Province ~#-Balochistan
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Source: PPHI data from 32 “older” PPHI districts in 3 provinces

There is also wide varizgtion between districts. For example, assuming a constant 30 day
rmonth in a range of districts in Balochistan, there is a general upward trend and wide
variation between those districts where BHUs see, on average 5 to 10 patients a day - a
mid range of facilities seeing around 20 patients a pay and an cutlier - Quetta - which has

been seeing over 30 patients a day

Figure 24 below shows the increase in laboratery and diagnostic services provided by PPHI

BHUs.

Figure 24: Laboratory and Diagnostic Tests per BHU in older PPHI districts
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Mew services introduced by PPHI. In terms of new services introduced, PPHI BHUs
appear to be offering more laboratory tests than DDOH BHUs including malaria diagnasis
(microscopic and rapid test), hapatitis-B tests, and treatment for dog and snakebite. Few
FPHL or DDOH managed BHUs are offering TB testing. FPHI BHUs appear to be offering
more antenatal tests than DDOH BHUs, but this has to be assessed against the apparent
very low numbers of antenatal visits provided - see above,

Table 21: Percentage of BHUs where new services were added in PHC package

Balochistan Sirddh kP B Total
aid e L=Ten PPE | [Elalc] HEHI DEOH #PHI PPH! DDoH
12 iz 12 12 12 12 4 4 3&
ne service introdeced
Rabiees vagcine f anti-snake vanom 100 8.3 q1.7 333 18,7 0 o0 Fik0 13.9
Apubum smear microscopy for T 0 4] 23 ] B3 a 1] 5.0 o0
Bleod srmear micrascapy for malaria Laa KR 1G.7 333 Fii] a n 25.40 )
Rapig diagnestic el for malaria 100 41.7 333 16.7 a3 0.0 n 42.5 19.4
Hepanns-G testing 6.7 16,7 0o 8.3 833 0.0 0 ing 83
Lests provided in AN servics
Pragnrancy test 6567 @57 17 16.7 91.¢ G 100 L7n 7R
Hacmoglobin test for anacerg 167 Q 1.3 83 417 o 1060 5.5 1H
Lirinz for sugar 25.0 25.0 58.3 B3 16,7 i} a0 as L1}
Blood grouping [ 167 1&8.7 16.7 83 o S0 12.5 1.1
Uring for prodeinuria 3 83 i aQ ; 8.3 ] 18 T8 2.4

Feetote ol Balochizsan counced a5 FRHEand e’ soanted ay DEOH equvalenrs 25 ey have fad s pme 1o change 1 PRHI

Source: BHU Survey

AMAZEMENT OF3CCel

3.8 Planning, management and referral practices

Referral system: Whilst high percentages of BHUs claim to have established a referral
system (95% of PPHI and 86% of DDOH BHUSY, the standard referral form was observed
in B0% and 53% respectively, and actual referral records seen in only 43% and 22%
respectively.  88% of PPHI BHUs claim that local transpart of some sort can be made

available for emergency referral, against 67% of DDOH BHUs. This includes taxi, private
vehiclefambulance and public transpaort,

Table 22: Percent BHUs with referral system performing the following functions
. Ralnchistan Sinrdh KPR GE

Total
Lid MNiver PEHI [e[eiall FPHI DOOH . FREI FEHI OToOH

1 1i 12 12 1 1z 4 A0 EL)
Iﬂef{'l-’al swslerm estatlished 100 100 100 65T a3 a1 Tom T E
Wse standard referral form 100 74 100 SR 2] 50 100 aL a1
Srandard referral form sean a3 &7 100 4] A2 31 100 A0 53
feferral recard sasn a3 a2 17 - 25 % 30 43 22
Returned filled referral form seen - 17 - - # a - 2 A
Talephone workong 57 42 100 - 13 75 %4 14
Local transpart ysterm availabla plis] 5 a3z 5K &7 &7 104 3B Gy
Faatrode 'ofd Be'ockisman counted as FRHELand aev cairned as BOOH squivalents s they haee had laas time 1o changr: 1o "PHI facagesient gractice

Scurce: BHU Survey

28% of PPHI BHUs have records showing referral of complicated deliveries {January-March

2010) against 22% for DDOH BHUs, but 58% of PPHI BHUs claim to have referred but
nave not maintained a record !

"' Referral practices have not been assessed in the TPE evaluation with the depth that would be
reguired to draw conclusions.  Why so many BHU managers claimed to have referred women in
complicated pregrancy vet no records were kept? How many wornen were actually referred? Where
did those women go, and did they reach a lacility with a fully functioning ENMOC unit? What was the
outcome of that referral? Etcetera,
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Planning and management at BHUs: FPHI BHUs appear to be performing better than
DDOH BHUs in terms of some simple planning and management indicators, but rmore
investigation would be required to assess whether this is actually the case in practice
rather than just intention,

Table 23: Percentage of BHUs with planning and management systems in place

for target setting for preventive programmes

Balgshistan Sindh KP GE Total
Qlel Mew PRHI DOH FPHI DooH FPHI FFHI DRGH
12 1 12 I} 12 12 L] 41 B
MO sets monthhy targets £33 83.3 a0 25.0 0.0 5.3 0.0 57.5 TS
hasis for target ~,|_-l:l:il'ugl
Using HMIS/DHIS puidelines 750 o0 50,0 0. oo (R} 0.0 42.5 25.0
Lising PPHI Manual of Cperations 53 83 2540 oo 0.a 0.0 oo L0 2.8
Using EDOH alfice guidelines oo oo [ERH] 53 0. 2.3 o a0 R
Lising team appraach at BHU leael on w0 (e} 167 A 0.0 5.0 25 LYY
Others on 0na o [ulli] 0.0 a0 50 25 .0
MO approves duty roster of staff
Far BHLI staff only &0, 7 B3 583 5.3 16.7 167 =00 47.5 361
Fior BHU and gutrcach staff 167 o0 41.7 BB, 7 5.0 0.a 500 0.0 22.2

bebnabe: “akl” Ralachistan courted a5 P20 20d "new’ courtiond s DOGH ecumalents on thay have had 1653 ome to tharge t9 FEME Mmanagement prodtion

! far thane sotfing tiegers

Source: BHU Survey

PPHI BHUs also appear to be praviding mare maonitoring and supervision of their attached
MCH Centres and Dispensaries than DDOH BHUs - or at least to be more aware of the
need for it (Table 24 below). Whereas the DDOH does not authorize medical officers of
BHUs to supervise dispensaries and MCH centras, the FPHI Manual of Operations actively
encourages this,  Again, more investigation would be required to assess whether
supervision and monitoring by BHUs is actually practised.

Table 24: Percent of BHUs with planning and management systems for

maonitoring and supervision

Balochistan Sinh KFP GH Tatal
Qld ey PPHI LDCH PRI DOOH ERHE PRHI DO
12 12 12 12 12 1% 4 i) G
attached MCH CentrefDispensarny
MO monitoring fsuparvising 41.7 23 313 0.0 0.0 0.a S0.0 275 1E
Rouline superyision 333 8.3 25,0 0.0 a0 Rl 0.4 155 1.8
Atlend patiants listed for advice 41.7 . 823 1] eRi] nn 25.0 175 an
Jrganize contioming education 417 B3 25.0 na [#i] o0 0.0 200 .
Eszanbal drugs stocks 41.r 83 16.7 0.0 0 o0 250 20,0 25
Heznolving challenges facoed 41.7 0.0 83 0.0 n0q [HX1] 50 ite 0.0
EH W
BHL staff monitors LHWS 167 11.7 1&8.7 55,7 500 16,7 S0.0 0.0 11.7
Periodically supervise LHWS 16.7 417 &N 58.3 133 5.3 5.0 17.5 36.1
Feedback on refarrals from LHWS 16.7 1.7 i 523 500 16.7 L0.0 275 EER
Give technical seppartpuidance 16.7 41.7 a3 G 7 41.7 [4Rn} 0.0 2050 A1
ImMMnLU nizatie s progaramme
BHU staff manitors EP 5.0 &6, T 833 Bl 7 41.7 25.0 S0.0 G50 ]
Sugervise EP| vaccinators R0 58.3 EE3 0.0 16.7 16.7 5.0 475 41.7
Invesligate EPI -:-.':-'utr.'ur_-::: 41,7 0.0 B5.7 50.0 167 2.3 25.0 A0 3G, 1
Monthiy performance review 583 ELES 417 BT 25.0 o 25.0 a0 353
Rlaniter vaccine store temperaturs B! 66,7 150 5.3 333 250 s0.0 575 SO0
Fdonber vaccines stack BE.7 G, 7 ElH 58.3 %0 16.7 no S0.0 ai?
Fanitor syringe stocks Bl 7 BG.7 66,7 583 250 25.0 .0 47.5 50,0

Feabaabe: old” Sakachatan coonted a5 PPHIL and "cew’ counted a2 DOOH equivaients az they Azwe hao less time ta change 1o Frsfl enanagement pracnoe

! where azase of whadpicg cough, meases o telanus is ek ey repsinled

Source: BHU Survey
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Use of service protocols: We measured availability and use of service protocols as a
proxy for guality of care. There are 12 protocols available to BHUs to guide services
provision. Only 17 of the 52 PPHI BHUs and only 1 of the 24 DDOH BHUs had all of these
available. Moreover, there is little evidence that service prefocols are used, that training
has been conducted in their use or that there is any systematic manitoring of use of
service protocels in either DDOH or PPHI districts. Those in most use appear to be for
immunisation scheduling, TB-DOTS, and malaria management. Complete data an these
aspects is available in the BHU Survey Report, in Volume 3,

3.9 Consumer satisfaction in BHU exit interviews

The exit poll of consumers suggests the follawing.

At PPHI BHUs, 47.1% of consumers choosing BHUs for services rather tham other service
options identified “good guality service” as one of their reasons for daing so, against
36.3% at DDOH BHUs, Consumers also expect better drugs availability (31.6% against
19.3% for availability of all or mest drugs). Good quality service expectations are
considerably improved in Sindh and KP, but less so in Balachistan,

Table 25: Reasons consumers choose the BHU over other options: percent of
respondents

Balachistan Sindh P GB Total
Cid Miw FRHI LoCH FPHI DD FRHI PPHI BRoH
1:0 120 120 120 140 130 40 SO0 EL]
Owen choice ann 84,0 ar.n HE.Q A5 830 Q5.0 #3.G a0
Easy Arress 0.0 500 540 a5.0 41.0 1000 43.0 718 u1.3
Good Quality Service S7.0 0 B3.0 9.0 22.0 1] 5.0 47.1 36.3
Kind/ Helglul S1af 3.0 42.0 1.0 6.0 8.0 2.4 2.0 421 133
All medicing given k=R 18.0 8.0 0 4.0 1.0 0.Q 12.3 )
Moat medicine given 1£:84] i 3.0 a.n A0 11.0 10,0 15.3 120
Recommended by lriend 4.0 1.4 16.0 8.0 12.0 1.0} Lo inl 9.7
Suggested by LW [X1] 1.0 0. 30 1.0 5.0 o0 a3 30
Suggested by community arganizor 0.0 5.0 0 n'a 20 n's vEi] L6 n'z

Footnote; ‘old’ Balochistan counted 23 PPHIand ‘new’ counted as DOOH equivalents as they have had less cme to

Source: Exit Interviews at surveyed BHUs surveyed

change to FPi|

The great majority of patients have to queue for less than 30 minutes to be seen at BHUs:
82.5% of PPHI BHU patients and #8.3% of DDOH patients are seen within this time, and
almost all patients queue for less than one hour, This may be a reflection of the small
workloads of many BHUs, and is discussed later.

Table 26: Waiting time in queue by percentage of respondents

Balachistan Sindh We GB Tatal
oid Maw PEHI DRoH PPHI DROH FPHI PPHI ODOH
120 1z 1200 120 Ly 1H) ad LN ER0
=30 minres i a0 a1 97 B5 TR L3 815 EE.2
AR minutes 2 8 ¥ E 3D 22 a5 15.2 110
=B rinutes ] 2 z ] 5 a 3 i3 0.7

Footnnte: 'old” Balochistan counted a5 PPHI and "new!’ counted as BDOH eguivalents as thisy hawe had lass ime 1o change te PAHI

Source: Exit Interviews at surveyed BHUs

Most visits to BHUs are for curative care (85.6 - 83.7%) PPHI and DDOH managed BHUs
respectively. More patients are seen by doctors in PPHI BHUs (72.0%) than by doctors in
DDOH BHUs (61.3%),
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Table 27: Purpose of visit to BHU by percentage of respondents

Balachistan Sindh KP GE Tatal
Qid Ty FPHI DooH FRHE LOCH PRHI EEHI DLCH
120 1:0 Lz0 120 120 120 40 Al 3&0
Slcanpsg a0.0 Lo 3560 93.0 920 g2.0 R0 f5.6 HR.7
Trnunisation X 5.0 30 14 20 1310 5.0 34 &.7
Farmily zlarning 10 1.0 24 ER1 20 30 8.0 2.4 23
Antenatal care 110 2.0 a0 34 2.0 2.0 5.0 &.a 2.
Fostnatal care 2.0 Q.0 10 0.0 2.0 pils} .o .4 o

Source: Exit Interviews at surveyed BHUs surveyed

Table 28: Staff providing service at BHU by percentage of respondents

Balochistan Sindh KF 58 Tatal
Oild M PEHI DOOH PPHI [ulazal ] EPH! PPHI DOaOH
120 120 120 120 Lz0 120 &3 A0 L
Doctor 740 &30 4.0 FEO a3.0 a0 57.0 730 1.3
Faramed:c 25.0 EERS 6.0 220 aF.0 G610 130 280 gy

Foamnone ‘el Balcchistan dounted as PRMI ard rosw’ couneed o5 DIAH eqesalants 25 ey have bed oss Bme b3 change oo PRI management pracios

Source: Exit Interviews at surveyed BHUs surveyved

81.1% of exit poll respondents at PPHI BHUs reported receiving all the drugs prescribed
compared with 51.7% at DDOH BHUs, a differentizl that was supported by the household

survey in which 88,5% of patients reported that they received all their drugs at PPHI BHUs
compared with 62.8% at DDOH BHUs,

Table 29: Drugs prescription by percentage of respondents

Bialechistan Sindh kP GE Total
il MNew FEHI DDOH PEHI whoH PPHI FPHI DDhoH
120 120 120 130 120 120 40 S0 ELF]
Recevad all medicines an.0 70.a 354 280 &30 370 R0 E11 &17
Recawad some medicings 1040 0.0 .0 2.0 3.0 GE0 350 $7.5 403
Recawad no medicing : " . - a0 30 in 1.4 1.0
Inatructed hove to take medicing 100.0 S0.0 9.0 |80 1.0 ag.0 1000 27.0 981
Understocd nstructions 100.0 280 0.0 4740 0.0 480 1000 07 a7 7
Instructed for rapear visiz 1.0 870 450 210 S6.0 430 7.0 Jog T

Facerene ‘olel Edlachiatie caunted ay PPe ard mew’ counted a8 DODH eodialeats i :Ix-\_.-l-,;'-:-'u,- wad less Hime kz chpnge to PPHI maragerient oractee

Source: Exit Interviews at surveyed BHUs surveyed

Table 30: Consumer rating of overall services in percent

- Balochistan ingh 4 GE Total
Ol N PPHI DOOH BRH: [0 PRHI PRHI DDOH
120 120 1:0 1z0 1240 120 40 A0 160
Highly satisfied) satistied 99,0 LR 84,0 Bi0 FrRi| .0 Y50 w5 EO.3
Partially satisticd not satisficd ] 10 6.0 330 230 5.0 5.0 a3 i9.7

tootaote: old’ Balochistzn cownted a4 #RHI ang ‘new’ cowabed 38 DOOH equivalens as they faee Bad leds tme o charge b PPH mzasgemens prachce

Source: Exit Interviews at surveyed BHUs surveyed

In terms of subjective satisfaction with the services received;
«  the majority of patients had used the BHU previously (over 85%);

= 590.5% of patients at PPHI BHUs rated services as “highly satisfactory ar
satisfactory” against 80.3% of DDOH BHU patients;

+  BG.5% of PPHI BHU patients said they would “always” revisit, against 64.3% of
DOOH BHU patients;

= 78.5% of PPHI BHU patients cited an improvement in quality since their last visit,
against &61% of DROH BHU patients. Views on improvement are particularky
striking for Sindh Province,
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Table 31: Client views on quality of services for those who have visited before by

percentage of respondents

Balochistan sindh KP et ] Tatal
il ey PPHI DDOH FPHI DOOH PEHI FPH! DDOH
120 120 120 130 120 120 40 A G0
Quitlity of care has imjproed a21.0 SE.Q a0.0 330 55,0 520 ar.o Tho Gl
Quelity of care remained the same 12.0 10 10.0 64.0 400 A8.0 130 22.0 380
Cuiahity of care has deteriorated 0 oo 0.0 30 5.0 0.0 oo 15 10

Fradrals: e Baachetan counted as PO and new’ coumted as CO0OH sruivaents 35 thesy hawe b less, fimee: 10 change 1o PRI MANAgeTE L practics

Source: Exit Interviews at surveyed BHUs surveyed

There were little or no differences in fime travel ar travel costs hetwean consumers at PRHI
or DDOH managed BHUs,

3.10 Results from the Household survey

The household survey covered 2,280 houscholds where an estimated 16,097 people lived
{estimate based on 7.1 persons per household). Distributing by main location and age
group is shown below,

Table 32: Distribution of sample population of Household Survey by age and sex

FRHI DLH Total
BHU Villages  Far Villages Total  BEL Vilages  Far Villages fatal  BHL Vilages  Far Villages Takal
Toral Pogalanon 5,541 5,604 11,145 1,563 2,389 4952 E.104 1093 16097
Total Howseholds FE0 JED 1,550 360 360 720 L.140 L.LA0 2,280
Averape Famiy Size 7.1 1.2 7.1 721 6.6 6.9 7.1 7.0 ik B
05 Mnnthe 1831 114 n7 €. G4 185 274 274 BT
b 13 1.3 A3 a4 LR N .4 15 34
& 23 Monthe 639 Ba5 1,284 11 a7 540 450 934 1,574
% 11.5 11.5 11.5 i1 117 1% LT 16 116
2-5 Years ar o2 1,763 406 131 a7 1,277 1,283 2,560
) 15.7 15.9 158 158 164 i1 15.8 16l 159
E-10 Years a60 1008 1968 351 39 120 1311 1377 2,688
1 17.3 18.0 i 137 154 14.5 16.2 17.2 187
ERTHR EH B I ERR 1ETS 5,763 1404 1,256 2,660 4,292 4,131 Bar3
% g2l 51.3 517 S48 526 53.7 530 8% 7 523
e 2,836 2,857 5,593 1173 1,173 2,445 4,108 4028 8138
% 51.2 510 511 a0y an.] LER ] A0.7 S04 SOLG
Fermale 2,705 LY 5452 1,290 1.7 2,507 3,595 3,564 7958
o 4.8 490 429 a0.3 S0.8 0.6 49.3 406 494

Source: Household survey

24.2% of this population reported an illness within the previcus 30 days,  Around bwo
thirds of the tatal illness burden occurs in children < 10 years, and cne third in adolescents
and adults above that age. Age specific illness rates decrease with age group from 57.2%
in the 0-5 month age group {i.e. more than half of infants under six manths reported an
illness in the previous 30 days), to 16.5% in the =10 years age group.
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Table 33: Distribution of sample population who suffered from Illness in last 30

days
PIFHE [R[hall] Fatal
EHLI Millages  Far vilkages Total  BHU Willages  Far Villages Total  BHU Willages  Far Villages Tostal
Total sick parsans 1,248 1,135 2383 75 715 1,511 2044 1,850 S,HF
Hoof population wrveyed 255 .3 414 i g 5 252 PN ] iz
0-5 Months 95 106 204 55 57 112 153 163 316
Foof total sick persons 149 43 HE 5.5 E.O 74 5 3.8 21
¥ ol persons inage group FER] r 55E God BILE 50.5 5.8 586 57.1
B-23 Months 344 309 G453 20a 178 b6 552 AGY 1,039
of voral sick persons 274 282 274 261 4.9 255 270 3 267
¥af persons in age groug 238 4749 54 6.9 63.E 654 531 52.7 Sh4
2-5 Yemars Pl 17 A78 142 129 Firl EVE] A6 639
% of Lokl sick persons 185 17.4 1.0 178 180 re 182 17.5 15.0
% of persans in age group 5 221 4% 350 kR Mo i e 254 273
G=10 Years 155 139 204 51 7z 153 236 211 a7
Hoof tetal sick persand 124 12.2 123 .z 10.1 101 115 11.4 115
% of porsons in oge group 161 138 149 FEN | 155 21.3 180 15.3 166
>10 Years 230 384 204 310 2748 SED 730 663 1393
% of tatal sick persons 33.7 EER:} a7 iaa o 350 35.7 356 5.8
% of persons in age group 14.5 134 14.a 22.1 122 221 17.0 164 165

Source: Household survey

Use of BHUs by level of income: The use of PPHI BHUs by income level appears to be
distinctly different from that using the DDOH BHUs. Use of PPHI BHUs s higher amang the
lower income groups, whilst in DDOH BHUs the pattern seems to be the opposite.

Figure 25: Utilisation of BHUs by income/wealth quintile

BHU utilisation by income/wealth guintile

inag
= Y
S 25.0
=
? J0.G
-
v
E 150 & PRH|
E & ODOH
-
E
=

LOwiEsl 2 ) 1 Mg liest

Source: Household survey

The absence of catchment population data and insufficient controls within the household
survey prevent further analysis of whether this utilisation pattern has been affectad by the
distribution of income groups in the populations served, the location of the BHUs within the
catchments areas, or other factors. In sum, while the finding is interesting it should be
interpreted with caution.
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Table 34: BHU consumers by income/wealth quintile

PPHI BHU consumers DDOH BHU consumers
Quintile Mo, % Mo. H
Lowest 518 276 114 12.4
2 441 235 174 189
3 376 20.0 183 19.9
4 298 159 220 239
Highest 246 13.1 230 25.0
Total 1,879 100 921 100

Source: Household survey

Different patterns of BHU utilization by province

The data identify some differences in consumer preferences across provinces. In Sindh,
99.1% of households in PPHI districts reported to use the BHU almaost always and made
negligible use of private providers (0.7%). This contrasts with househalds in DDoH
districts where only 63.6% used the BHU whilst 30.3% used private providers,

In kP Province, however, anly 40.3% of those using a facility accessed the BHU in PPHI
districts compared to 63.9% where BHUs are managed by DDOH, whilst 54.1% and 22.1%
respectively used private providers.

Qverall, across the data available, BHUs in Balochistan and Sindh are more likely to be
used in districts where they are PPHI managed, while in KP the opposite is the case, It
should be noted that these preferences  will depend dreatly on the availability of
alternatives and the relative costs and affordability by consumers, sa these results should
nat be generalised in terms of people preference for one or another model.

Table 35: Care seeking by service type and by respondent location in percentages

Location of respondent

PPHI DODOH Overall
district district

Sindh EHL 4.1 £3.6 83.2
Other gowvt 0.2 6.1 2.9

Frivate practitioner 0.7 30.3 13.9

Balochistan BHLU 90.4 902.3
Other pavt ik | 11

Private practitioner 8.2 8.2

kP BHU 40.3 63.9 651
Other govt 5.6 14 109

Private practitioner 541 22.1 34

Gilgit - Baltistan BHU 23,8 BE.H
Cther gowt 6.4 G4

Private practiticner 4.8 4.8

Source: Household survey

Table 36 below shows the results from an exploratory regression analysis, It should be
sezn as a somewhat simplistic attempt Lo overcome the small sample size by assuming a
basic linear model in which facility utilisation is determined by the management model
(PHPHI or non-PPHI) conditioned by factors relating to differences between provinces and
the distance of communities from the relevant BHU facility. The dependent wvariable is
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allocated the value 1 for facility users who access a BHU and O for those who access an
alternative facility {other gavernment facility or private practitioner).

The analysis indicates that there are minor differences in terms of choice of facility
between the provinces of Sindh, Balochistan and GBE. However, the odds-ratio for KP is
0.22, implying that a sick individual in KP is around one-fifth as likely to use a BHU as a
similar individual in GBE. This conforms to the findings in table 5. Similarly, the further
away a household from the BHU, the less likely it is to be accessed. The odds-ratio is
0.78, implying that the likelihood of using a BHLU decreases by around 22% for each mile
of distance.

At least in this simplistic model, there is a clear implication that individuals are mare likely
te use a BHU if it is under FPHI management, even allowing for the effect of provincial and
distance factors. The odds-ration is 1.75, which implies that the probability of using a BHU
is some Y5% higher in PPHI districts, This seems a potentially interesting finding, but it
must be treated with considerable caution.

Table 36: Logistic regression to explore choice of facility (BHU versus other)

“explanstory varisbie | & | se. | ar | sip. | oddsratio]

PFHI 0.562 0.09z2 1 0.000 1.75
Province (GB reference) 3 0.000

Sindh =0.193 0.247 1 0.435 0.83
Balochistan : 0.223 0.264 1 0.397 1.25
Khyber Pakhtoonkhwa -1.502 0.246 1 0.000 0.22
Distance to BAU =0.247 0.083 1 0.003 0.78
Constant 1.874 0.278 1 0.000 6.51

Source: Househald survey

Reasons for using BHUs

Reazons for using BHUs given by respondents wha had used them show two clear
differences between those using PPHI BHLUs and those using DDOH BHUs,

44.5% of FPHI BEHY users gave "good quality service” as a reason comparad with
7.8% in DDOH BHUSs,

+  BG6.0% of users in DDOH BHU districts gave “easy access" as a reason comparad
with 483.2% in PPHI BHU districts, and there is little difference  hetwesn
respondents from BHU villages or from more distance villages,

Table 37: Reasons for using BHU given by those who received services by
numbers and percentages

PPHI BHU consumers DDOH BHU consumers
Quintile Mo. % No. %
basy access 906 432 jaz 860
Ouality service 836 445 72 7.8
Reasonable price 96 5.1 51 55
Cancerned staff 31 1.7 3 0.3
Suitable howrs 10 0.5 3 0.2
Total 1,879 100 921 100

Source: Housahold survey
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Access to reproductive health services

In PPHI districts, 71.4% of pregnant women sgught and received some antenatal care
during their last pregnancy compared to 62.5% of those in DDOH districts,  In PPHI
districts, 53.6% of pregnant women received some ANC at a BHU, compared to 22,6% of
those in DDOH districts.  Of those women seeking and receiving some ANC, 75.0%
received it from a BHU in PPHI districts, compared with 36.2% in DDOH districts, the latter
making much more use of private doctors.

Table 38: Women receiving antenatal services

PPHI BHU consumers DDOH GHU consumers

BHUvillage  Distant village Total BHU willage  Distant village Tokal

Eligible womean TEQ 796G 1,585 384 60D F44
AN N last pregnancy 579 o453 1132 245 220 4465
% T34 695 714 638 BL.1 G253

location of ANC in %

BHU staff =10 513 3G 8.4 1G4 2d.G
Private doctor 1 103 0.2 242 11 8.5
Unskillad BA T2 Tt TE 11.2 116 11.4
Heoof ANC at BHU 2 B3 738 7H0 445 2B.8 asz2

"% ool eligible wornent receiving care by lacanon of service
' % of woman raceiving ANE recanving it at BHU
Source: Household survey

Cf women delivering in the previous 24 months, 58.8% were attended by unskilled birth
attendants in PPHI BHU districts, compared with 70.7% in DDOH BHU districts. FPHI BHLU
staff attended 37.4% of deliveries comparad with 18,0% for DDOH BHU staff,

Reasons for not using BHU staff were different. 53.15 of thase nat using PPHI BHUs gave
"timing didn't suit” as a reason against 14.9% for not using DDOH BHUs. Only 20.3%

gave “guality as a reason in PPFHI BHU districts compared with 65.2% in DDOH BHU
diskricts.

Table 39: Attendance during delivery

FEHI BHU consumers DDOH BHU consumers

BAU willage  Distant village Tt THL willage Listant villags Total

Elpiliie e, TR TG 1,585 584 ELS0] a4
ansisted by

LHW ol BHL 16.% 133 15.1 a4 =53 7

FRACHWIAD of BHU 39 A 16 18 04 13

St BHU 20.8 166 1872 112 Gh a.0

Frivite haspital a0 711 125 M3 HLE 753

Unskilicd BA 55.3 623 RE2 63.5 T4 TG
not using BHL

Mumoer nat using G225 Ghd 1,284 3] 36 G
TN

Terning digdn't suit 550 G114 531 1455 14,49 L¥.4

Tuality nea good 234 175 #0.3 5.5 65.2 60.0

Too kar away 1.4 8.0 q.48 0.6 189 2.2

Stal aliturley 16 35 5 103 6B 3.4

Dthers 186 s 191 1.4 5.3 170

Source: Household survey

Community Involvement in health activities

FPPHI has established community support groups, which are affiliated with each BHU
under its management in all provinces. The support groups have representations from
hoth male and fermale members of the sociely as two separate groups,
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In addition the male and female medical officers in PPHI facilities have been assigned the
responsibility to deliver community health education and promotion sessions in the
schools and communities from their catchment areas. The following is a sample of
community activities measured in our BHU survey:

In Balochistan 661 support groups have been organized with 537 male and 124
female suppert groups. Till June 2010, over the last three vears, 12,503 suppart
group meetings have been held, 12,989 community health sessions have been
held.

* In Khyber Pakhtunkhwa province 418 support groups have been organized with
414 male and 4 female support groups. Such a gender disparity was attributed to
a conservative societal setup, From July 2009 to June 2010, 1316 support group
meetings have been held, along with 1435 community health sessions, Among the
1453 school health session, 45,258 children were exarmined and 27,335 children
were treated.

+ In Sindh 938 community support groups have been constituted at the level of each
BHU. Ower 15,000 health education sessions have been held in communities and
schools covering 124 health topics,

The household survey conducted in the third party evaluation appreciates the immediate
effect of health education sessions. In PPHI households 73-77% of ANC clients reported to
have been educated by BHU staff about the complications of pregnancy while in the DDOH
model 46-54% ANC clients reported the same. The TPE however, cannot ascertain that
this was due to a direct effect of community based health education or to facility based
interaction. Meither could the TPE assess the effect of community activities or COMIMmunity
support groups on utilization of health facilities: this would have required a different
methodology and additional resources that were not available to the TPE team.

3.11 Summary: the impact assessment in brief

It s guite easy to get "lost in the data” so the TPE has attermpted to summarise the results
from the three approaches used to measure impact of the PPHI model. In addition to the
shert summary a table has been included as Annex 2 comprising results from the various
approaches to impact assessment.

Background findings

Regardless of the precise accuracy of reports, however, one unavoidable finding fram the
TPE survey is that most BHUs are serving very few consumers, and this is the case for
both PPHI and DDOH managed BHUs. Crudely, on a national basis, 4,872 BHUs serve a
rural population of 110.46 million giving a national average BHU catchment population of
22,672, We would expect this catchment population to generate between 75-150
outpatient visits per day (at 1-2 visits per person per year and with BHUs offering services
& days a week). In practice, BHUs are reporting less than 50 outpatients a day, with
46.2% of PPHI and 34.8% DDOH serving less than 20 outpatients a day. Whilst it is
possible patients are attending other providers rather than BHUs, the TPE household
survey suggests that 72% of those seeking care did so at their lacal BHU,

In antenatal services, again on a crude national basis, Pakistan generates 5,337,000
deliveries per annum (30.9 deliveries per 1000 population), At three antenatal visits per
pregnancy this should give rise to 6.7 antenatal attendances per day in the average BHU
cafchment population. In practice, 80.8% PPHI BHUs and 86.9% DDOH BHUs reported
fewer than 2 attendances per day. This low ANC attendance rate is confirmed by the
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household survey which suggests that PPHI BHUs are providing 1.2 attendances per day
and DROH BHUs 0.5 attendances per day.

Table 40: Antenatal care services needed and received

Mational population 172,800,000

Mational births f annum 5237000 LIMICEF

Births pa/1000 pop ane

Rural population 110,460,000

Number of BHLIs 4,872

Average 8HU catchment pop 22,672

Births pafaverage BHU catch pog F00

ANC vitits needed pa 2,141 i3 3 wisits per pregancy
PEHI DOOH

% pregnancies receiving ANC at BHU 53.5 22,6 from househaold survey

wisits pa to BHUs 375 158

AMET wisits per day

visits needed a7 .7 if services available & daysweek
wisits Lo BHLUs stated in household sureoy 1.2 0.5
visits recorded at BHils 0 20 maximum

Source: TPE estimates combining household survey with estimated populations

Far deliveries, the average BHU catchment population should generate some 58 births a
manth {using the national birth rate) wheareas over 60% of BHUs are recording fewer than
3 deliveries a month, and half are recording none at all. It is ot clear whether these
records include deliveries attended by BHU staff in homes but if must be assumed that
they do not because the household survey found that 37.4% of wormen who deliverad in
the last 24 months in PPHI BHU areas said they were attended by BHU staff (LHY, FMO, or
SBA) compared to 18% in DDOH areas. Moreowver, the 2006 Demographic and Health
Survey found that 39% of all deliveries are attended by a health professional and 59% by
TBAs or relatives {but with deliveries for lowest income guintile women falling to 16%
attended by a health professional and 81.5% by a TBA or relative).

Table 41: Attended deliveries needed and received

Mational pogulation 172,800,000
Mational births /f annum 5,337,000 UMICET
Births pa/1003 pop 3049
Fural population 130,460,000
MNumber of BHUs 4872
fverage BHU catchment pop Fr RT3
Births pafaverage BHU catch pon 700
PPHI DDOH
dirths pafaveraps BHU catch pop JM) oD
% delivered by BHL staff 74 180 from household survey

[eliveries per manth

defiveries noeded 38 58 population and birth rate
BHU staff deliveries Fird 11 from household survey
deliveries recarded a1 GlIUs 3 3 maximum

Source: TPE estimates combining household survey with estimated populations

In summary, utilisation of general and RH services remains low.  Whilst PFHI BHUs do
seemn to be improving wtilisation figures, they have not made a dramatic impact on an




Third Party Evaluation of the PPHI in Pakistan

already dismal situation in RH, an area of major concern,

Relative performance in utilisation and consumer satisfaction

Within the limits of the reliability of the data awvailalle, PPHI BHUs do appear to have
brought some improvements in increasing services utilisation and consumer satisfaction,
These include:

+  More births attended by BHU staff (althouoh maost of these deliveries are taking
place in the home rather than in BHUs) and an accompanying lower number of
births attended by unskilled birth attendants, with 59% using TBAs in PPHI areas
against 71% in DDOH areas reported by women in the household survey;

+  Mare antenatal attendances, albeit still well below needed levels;

= More school and community health preventive work (despite the fact that there
appears to be little affective communication between PPHI and the relavant district
authorities);

«  More availability of some diagnostic tests {malaria);

»  DBetter referral record keeping, telephone  communications and  transport
arrangemeants;

= More consumer satisfaction with services provided, with PPHI BHUs achieving
higher scores in perceived quality;

*  Higher number of patients seen by a doctor and better availability of prescribed
drugs.

Against this, PPHI BHUSs seemed to feature worse than DDOH BHUs in a few areas such as
imrmunisation coverage -including recorded TT wvaccinations in pregnancy, ar in TE-DOTS,
in bath of which DDOH BHUs provide more services. MOs in DDOH areas also seemed to
more productive than PPHI doctors, but in the absence of information on quality of services
this finding should be interpreted with care.

What the impact assessments reveal on health planning & management

Cne key finding across the BHU survey is the little if any use of local planning and local
health service management practices, in the BHUs as in the district health offices in both
PPHT and non-PPHI models. Where is the drive to look at BHU performance and to set
improvernent targets? Why is available data used so little?’®  Why are population
denominators never used to verify coverage and to target efforts to under-served areas?
Even though the PPHI model seems to have a tighter oversight of facilities and has made
measurable improvements there is a long way to go to make BHUs truly, fully functional
PHC facilities,

The TPE attributes these facts to a combination of factors: lack of competence of BHU and
district managers to oversee service delivery, closely linked to insufficient public health
managemsant skills; insufficient focus on performance maonitoring and  accountability
(district to BHLU, within the BHU and between the BHU and staff in the catchment area);
and little pressure and clarity from the top of the organisation and from the Provincial
Departments of health to build up a perfarmance and accountability culture more strongly
rocted in effective management of public health facilities, In sum, efforts should help build
a district health management team with @ much stronger sense of drive and purpose,

Y We would argue that if available datz is used the justification for and chances of improving
reliahility of data would increase.
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4. Expenditure and Cost effectiveness

4.1 Introduction
The ToR requested the study Lo

+ analyse the cost of PPHI package and compare it with cost of other routine health
outlet services including (i) BHU cost, (ii) RHC cost, (iii) per patient cost, (iv)
management cost,{v) per capita cost of service package and

* analyse the out of pocket expenditure and impact of PPHI on OOF expanditures
(expenditure on medicines, fee, transportation ctc.)

= assess financial discipline and transparency in application of resources

© carry out the efficiency enalysis andfor cost effectiveness analysis, and make a
general assessment of Value for Money of the PPHI scheme,

Given the inability to fully assess costs at the BHU level it was not passible to carry out an
efficiency or cost effectiveness analysis, or a Value far Money (VM) analysis. The reasons
are explained in greater detail later in this section,

4.2 Flow of Funds for PPHI

Background

FPHI was established as a time-specific initiative that would introduce reforms to the
district PHC rmanagement model following which PHC facilities would be devalved to the
DDOH two and half years later (see chapters 2 and 5). The implications for the financing
of the initiative are that no specific policy arrangements or program design have been
formulated for the development of PPHI™Y and for its future funding. This has led to a
range of approaches being adopted in different settings without a longer term vision being
vet in place suggesting what the future of the PPHI madel will bhe.

PPHI is now campleting fourth year of its implementation but no progress has been made
towards agreeing the "New District Health Management Madel’ or a PPHI exit strategy.

Funding of PPHI

PPHI is a fully government-funded initiative. The management at federal and
provincial level is funded by the federal level. In districts it has been funded from
thres public scurces i.e. Tederal, provincial and district,

The Federal Government funds:

«  the managemeant structure i.e., the District Support Units,

- one time capital expenditure (Vehicles, computers, furniture etc) of PPHI and a one
time grant for BHUs repair and renowvation (Rs. 100,000 per BHL).

2 Although significant decisions with reference to tenure, coverage, managemant and financing of
FPHI wers contained in the order from Prime Minister's Secretariat (Fublic), Public Affairs Wing;
Islamabad W, Q. Mo, 2-2/Health /DSG/PAW 2005 Dated 08 October 2005,
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Districts are expected to take on the programme costs with funds transferrad Lo
PPHI as & single line grant in aid. Ongoing development needs were expected to be met
by the provinces.

Programme costs cover:

Salaries and allowances (MO=s, LHVs, Paramedic and support staff of BHUs, but it
does neot include National Programs’ staff cost as they are not paid from district
health budget. Mational Programs have their own budget provided by the federal
governmeant. BHU in charge is not authorized to use Mational Program fund).

= Meadicines,

+  Other operating expenses (ufilities, stationery/printing, small  repair and
maintenance ko).

Such costs are mainly covered by the district government through transfer of BHUs Budget
to PPHI as set aut above, Howewver, on occasion support for medicines etc is provided by
the provincial government. The same principle applies for "One time Allocations by the
Federal Government for Repair/Renovation and Provision of Eqguipments to BHUs under the
PPHI scheme

Total cost of the initiative for Federal financing was Rs. 2.0 billion which is not to exceed
even if the initiative slips from its proposed time line. Rs. 1,781 million have been
made up to the year 2009-10. FPHI has requested for additional funds but revised
allocation has not yet been approved.

At the provincial level only the Gawvernment of Sindh has provided evidence to the TPE of
demonstrated significant support to the initiative by providing:

«  Rs. 500,000 for major repairs and renovation of BHUs that were in dilapidated
condition and funds provided by federal government were insufficient to bring
therm hack to working conditian;

» approved SNE {Schedule of Mew Expenditure) for the facilities that had completed
their developmental phase and were waiting for transfer fo recurrent budget for
becoming operational;

. funds Tor salary and other related expenditure of Female Medical Officers (FMOs)
out of MMCH funds and

« an amount of Rs, 500 million to establish an endowment fund to promote financial
sustainability.

In ather provinces, funding by provincial government has been restricted to aperational
cost such as emergency medicines and vacant posts salary. In Sindh province a PC-1
costing Rs. 35 million was prepared for allecation of funds under the Annual Development
Programme of the Provincial Government.

When PPHI enters a district, it takes owver all First Level Care Facilities [FLCFs) in the
district so PPHI and non-PPHI BHUs are not working simultaneously in the same district.
Accounting is done for all BHUs in the district as one unit. Separate accounts of each
BHU are not maintained so it is not possible to disaggregate costs by facility
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Salary of staff appointed by the district government prior to take over by the PPHI is an
additional resource available to the district and is not accounted for in PPHI books af
accounts.  If services of such staff are terminated or they are transferred, the post
becomes vacant and PPHI is autherized to claim salary of the post

Medicine procurament is mainly done by District Support Units, The cost of medicines
procurad is expensed out on payment of suppliers inveice. Medicine supplied to DSUs and
individual BHU is recorded in terms of quantity only. Individual BHU doss not have cost
information in its stock registers.

Medicing and equipment are also received free of cost from certain international NGOs are
recorded only in terms of quantity in the District Support Unit record.  When these items
are issued to a BHU, entries are made in stock registers in terms of gquantity.

4.3 Overall Funding Flows for BHUs

Owvergll funding flows are shown in the schematic figure below. This highlights the various
funding flows from the various levels to BHUs and the EDOH. Key points to note include:

+ The majarity of funding - even at district level ultimately comes from federal
sources through MNational and Provincial Commission awards.

In PPHI districts BHUs receive some of their income as single line item “grant in
aid” in lieu of operational costs including sanctioned posts. BHUs are free to spand
this maney as they see fit,

«  PPHI BHUs are not required to surrender any end of year unspant balances to the
Provincial Treasury. Any balances can be retained and helping a “Reserve for
Improvemsant” which can be used to generate incoma. The balances are held in
commercial bank sccounts and earn interest far long term investment. At the
same time this may create incentives nat to spend.

*  BHUs receive suppart from other sources including financial and in kind support for
salary costs and drugs and equipment - most notably to cover national pragramme
staff and activities but also others., Essentially the PPHI “grant in aid” anly forms
part of the resources available to BHUSs,

*  BHUs receive additional resources to the degree that non PPHI districts do naot
receive support for maintenance and repair. Qperational allocations between BHUs
in the same district are supposed to be equal. Funding for DSUs is additional but
does not directly benefit BHU.

+  Decisions on allocation of resources to districts invaolves the District Health
Cepartment, District Planning & Finance Department and alsa the District
Coordination Officer who is the Principal Accounting Officer for the district,  The
final approval of the District Budget is granted by the District Council in its duly
convenad meeting.

« There are wide variations in the amounts BHUs receive. Far example a BHU in a
non PPHI district might receive a much higher allocation than a BHU in a PRFHI
district in the same province. Average allocations - whether PPHI or not - also
vary widely by province - with allocations in Balochistan being particularly low {see
table 42 two pages below],

= PPHI BHUs can retain and use internally any revenues raised internally through
user fees for any additional services the deliver. For some services and all services
in nan PPHI districts any such revenue has to be returned to the Treasury.
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«  Materials relating to Mational Programmes are transferred in kind, and salary of
natinnal programme staff is transferred from Federal to Provincial Coordination
Offices and from there to district through their own channels. Thay do not use the
district government fund transfer mechanism.

It should be noted that the date presented here reflects reported expenditure and does not
allow far the possibility of assessing potential leakage of funds.

Resource Allocation Processes — Variation by Province

In Sindh, district governments inform PPHI about the overall allocation figure for the
BHUs in the approaching financial year. The figure is based upon policy of the district
government adopted for financing of Health Sector. It may please be noted that district
Health Department proposes the budget based on policy of the district government and
rationale provided by the district Finance Department. The FPHI is informed about the
proposed owverall budget figure for BHUs and asked to prepare detailed budget
according to their foresight, howewver, PPHI has to respect overall policy directions of
the District Government.

In the districts located in KP provinee, the BHLUs budget is prepared as a parl of district
Health Budget and after approval BHUs portion of the budget is allocated to PPHL. The
PPHI remains invalved in budget preparation process with the district government,

In Balochistan two districts were visitad i.e. Killa Saifullah and Zhob. In Killa Saifullah,
a system similar to the one used in Sindh was being followed while in Zhob, PPHI
management, at the time of taking over district’s BHUs agreed on some percentages of

differant line items of nan-salary budget of the district Health Department. Mow ewvery &
year District Health Department prepares its own budget and transfers agreed A
percentages of different line items in non-salary budget to the PPHL p
a
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Figure 26: Schematic of Funding Flows

InEC] [PPHI ] underspens | | Non PPHI| undsmspsnd | NFC |
] ofrite | Retainad | Diatr | Surrendared e
i Districts Districls !

; .
Management Costs Management Costs |,
i EDOH EDOH )
1 Management Cosls :
FrC PPHI PFC
e g ‘|’
District i i - e s
Fs ric L BHU Repair Costs EHU Repair Costs 44 District
| BHU I
) BHU
Singhe b grant o ine ilem
wegers | Programme Costs Programme Costs highn
I Kind I Mational Programmes Mational Frogrammes I In ind
= Fuoe Callections "—I I— Fes Collactions
User Fees

All FLCFs working in the KF districts are required to charge an amaunt of Bs. 2/ from every
patient wvisiting the facility for consultation or treatment. This is & government levy, its
accounts are separately kept and collected amount is promptly deposited in the
Gavernment Treasury both in PPH] and non-PPHI districts. Some funds are generated by
the PRHI managed health facilities from the services introduced by PFHI. Details of the
services and their charges are given below:

Ultrasound 3 Rs. 50
HBC 25
Pregnancy Test . 10
Sugar Test 25

An enguiry into disposal of these funds revealed that 40% of the fee earned is given to the
rmedical technicians and 60% is
retained by the BHU. The
amount earned is sl Iying
with the BHUs but a system for
recarding, use and investment
of  the funds  is  under
preparation, which will suggest
the ultimate disposal of the
income.

Rescurce Allocations

The chart below attempts to make comparison of funds released for FLCFs” operational cost
by the district government and concerned provincial governments.  The information is
provided for both types of facilities working under the PPHI management and under the
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District Health Departments. In order to provide a rational base for comparison,
allocations per BHU have been calculated (as shown in the table below)

Table 42: Programmatic Allocations in Reviewed Districts {Rs. In million)

I I By A
T e ] e S R S T

Sindh-Mirpurkhas 43.692 80.253 80.253
EEHT No. of BHUs (Equivalent) 68 68 68
Average Allocation per BHU 0.643 1,180 i.180
Sindh-Benazirabad (Mon-PPHI} M.A, 2G.017 49.391
B No. of BHUs N.A. 35 35
Average Allocation per BHU M.A 0.855 1.411
Cr T N [
Baloch-Zhob 4.673 4,194 6.84
PFHI MNo. of BHUs : 15 15 15
A\rerage Allocation per BHU 0.312 0.280 0.456
Baloch-Killa Saifullah 3.718 4.2
PPHT Mew!t
(control) MNo. of BHUs 15 15
Average Allocation per BHU 0.248 0.280
voen pactTunwA province |
KP-Swabi 18.763 20,281 19,127
PPHI No. of BHUs 40 a0 40
Average Allocation per BHU 0.469 0.507 0.478
KP-Mansehra 49.918 59.99 65.509
DDOH Mo. of BHUs 58 58 58
Average Allocation per BHU 0.861 1.034 1.129

Saurce: PPHI TPE - Financial Management Assessments

The information indicates that in KP throughout the period under review, non-FPHI BHUs
were allocated higher resources par BHU than those under PPHI management. [n Sindh
non-PPHI financial data was available anly for the financial yvears 2008-09 and 2009-10. A
comparison of these years revealed that in the financial vear 2008-09 allocation was
higher in PPHI managed facilities by about 38% but in the financial vear 2009-10, non-
PPHI facilities obtained 20% more funding than the FPHI managsed facilities.

If @ comparisan is made between the provinces, districts in the Province of Sindh stand out
in allocating higher resources per BHU, whereas lowest resources were allocated in the
districts of Balochistan. This indicates poor resource position in the districts of Balochistan,
insufficient to deliver a standard health package, It seems fairly clear from the abowve that
there are significant differences in the allocation of resources to lower level
health facilities and that this may have a far greater effect on performance than
whether BHUs belong to PPHI or DDOH models.

Y Reference is made to the fact that there are mo non=-PPHL districts in Balochistan and therefore a
“new FEHI® district is used as control, as explained in 3.2,
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Figure 27: Average Expenditure per BHU by district PPHI/DDOH
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Sindh Ealochistan Khyber Pakhtunkhwa

Source: Financial Management Assessments by TRE

Figure 28 below shows the extent to which districts are actually spending their allocation,
In KP it is not surprising ta note that the BDOH district has fully spent its allacation {as the
funds are lost otherwise) whilst the PPHI district has net. The picture is less clear in Sindh
where the non PPHI spent a larger share of its allocation in 2008/09 but & lower share in
200%9/10. It would be useful to investigate the reasans

Figure 28: Expenditure as % of Allocation by district PPHI/DDOH
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Wirpurkhas | Benazirabad /| Zhob ! PEHIL  Killa Saifullan ! Swakbn ¢ PPHI Maschra /
FEHI DO PEHI Mew DRoH

Sindh Balochistan Khyber Pakhiunkhws

Source: Financial Management Assessments by TPE
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The importance of the freedom to carry over under spends is shown in the chart below. In
principle, this freedarm allows a district ta plan more rationally - it does not have to spend
money within a financial year or try and spend “paper transfers” received in the last month
af the financial year in a rushed and unplanned manner.

Experience in other countries has raised the ocpposite concern that institutions given this
type of freedom have powerful incentives not to spend. Firstly, they may not be totally
comfortable with the new fresdoms they are given and given fears about perceived
mismanagement may be reluctant to spend. This is compounded by the fact that any
carry cvers can be invested to earn income. Progress will have to be monitored closely to
ensure that a sensible balance betwesn spending and saving is achieved. There is no
reason bto assume this balance will be the same in every setting., The current picture is
that PPHI districts have been accurnulating financial balances varying bebtween less than
10% and over 100% of their annual allocation. The further implication of this - in terms of
the value for money assessment — is that any benefits achieved in terms of additional
services provided - result from a less than full utilisation of the budget.

Figure 29: Balances as % of Allocation by district PPHIL/DDOH
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Source: Financial Management Assessments by TPE

4.5 Assessing Value for Money

A wvalue for money assessment requires a comparison between the additional inputs
involved in any intervention and any additional cutputs and a judgment as to whether the
extra outputs justify the extra expenditure. Rather than necessarily compare the
intervention to the status quo the intervention should really be compared against the next
best investment. For the purposes of this analysis we assume the counterfactual is that
services would otherwise have continued to be managed by Government,
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In Figure 30;: Elements of a value for money assessment
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In the case of PPHI many of the “inputs” are actually reforms and are, therefore, cost free.
These include giving BHUs the ability to retain end year under spends, to allocate
resources more freely and to exercise greater autharity in terms of resource management
2.9. for example by being able to contract staff, pay them market wages and fire them if
they under perform. The only true additional costs - at the district level - associated with
the PPHI model are the upfront investment costs and the costs af running the District
suppart Unit. In theary the "Grant in Aid” does nat invalve additional resources - rather it
transfers what a BHU would have had - a line item budget - into a single line item of the
same value,

In terms of a value for money analysis the problem is that BHUs receive funds from other
sources — both in financial terms and through in kind flows. As it was not possible to
quantify such costs in this study it was not possible to carry cut a value for IMOnEY
analysis. A further problem as noted above was that allacations for BHUs varied widely
hetween districts within provinces as well as within provinces. With relatively small sample
sizes this makes it impossible to disentarngle the impact of EPHI which atternpts to achieve
better results with similar levels of funding to the impact resulting from the larger amaounts
of funding received by same districts,

4.6 Out of Pocket Expenditure and Access to Services

The Pakistan Mational Health Accounts 2005/6 study shows that private axpenditure
accounted for just under two thirds of health spending (with out of pocket spending
accounting for maore than 99.5% of this). There were significant variations betwean
orovinces with private spending accounting for more than three quarters of total health
spend in Punjab and KP, around two thirds in Sindh but less than 40% in Balochistan
{which received significant donor contributions at the time).

er OF Ar i o

DCata fram the household survey and from exit interviews conducted far this evaluation
{see Tables 43 and 44 below) suggests that patients paid vary little to use BHU services
beyvond the registration fee at either PPHI or DDOH BHUS,
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Table 43 If visited BHU for Treatment, How Much was Paid to BHU Staff

m o Moo | >reRioe | nething

73 I K I

PPHI Model

Balochistan 0.3 1 0.7 2 0.0 0 0.0 0 4949.0 287 290

eariier district

Belenbian pio (o ot W farpel SRS B B DE el (g (kg

later district

=han g1 el el Sl Wl n ] Baip Woo [moia Koanail igas

province

KP province 5.5 10 1:1 2 0.6 1 0.0 0 928 168 i81

GB region 0.0 4] 0.0 0 0.0 0 0.6 1 Q9.4 165 166
1,87

Chierel! o R S R T

Districk Health Department model

Sindh 0.0 4] 0.0 0 0.0 0 0.0 0 100 437 437

province -

KP province 0.0 0 0.6 3 0.0 1] 0.0 4] 55.4 481 484

Owverall 0.0 0 0.3 3 0.0 8] 0.0 0 1 918 921

sample :

Source: Household survey TPE

Table 44: If visited BHU for Treatment, How Much was Spent on Medicines

= PKR 20 PKR 20 - PI«R 51 - = PKR 100 MNothing Tatal
Perso
n

m-mmm-m

PPHI Model

Balochistan 0.3 1 0.3 i 0.0 0 0.3 1 Q9.0 287 290
earlier district

Balochistan 0.0 0 0.5 2 1.8 7 14.8 29 83.0 331 3499
later district

Sindh 0.4 3 0.0 o] 0.0 4] 0.0 0 99,6 840 543
province

KF province 315 57 6.1 11 6:1 11 18.2 33 38.1 89 181
GB region 1. 2 0.6 1 3.6 =] 12.0 20 B2.5 137 166
Overall 3.4 63 0.8 15 1.3 24 &.0 113 88.5 1,664 1,879
District Health Department model

Sindh 0.0 Q 0.5 2 0.0 0 0.0 0 Q9.5 435 437
province

KP province 7.0 34 8.5 41 10.1 49 42.8 207 31.6 153 434
Owerall £ 7 ; 24 4.7 43 5:3 49 22.5 207 63.8 588 21
sample

Source: Househaold survey TRE

Mot surprisingly, in the light of this, the data tends to suggest that cost of services is not a
major factor in determining where people seek health care. In the surveyed BHUs anly 3-
Buq of people cited this as the reason behind their choice,
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;I::E:E 45: Reason for Selecting BHUs From Those Who Received Treatment from
s

Reasons for B PPHT Mode! District Govt. Model

Selecting BHU

Origin Mo, of N Mo, of o Mo. of ‘
e Traatrrant Percent Patient Parcent Patient Percent
=10] 792

Total 48.2 56.0 1,698 0.6
Easy Access BHLU Villages 482 43.1 455 88.7 937 61.8
Far Villages 424 48.3 FIE 82.6 761 Loy e
Good quality Total : 836 44.5 72 7.8 a0 32.4
e BHLI Villages 445 44.4 39 J.G 484 31.9
Far Villages 391 44.6 33 &1 424 33.0
Total =1 5.1 51 5.5 147 5.3
Reasonable
orice BHU Villages 51 5.1 16 3.1 &7 4.4
Far \illages 45 R 35 8.6 &0 6.2
Total 31 1.7 3 0.3 34 1.2
Passionate staff  BHU Villages 20 2.0 1 0.2 21 1.4
Far Villages 11 155 2 0.5 13 1.0
WordRG B Total 1o 0.5 3 0.3 13 0.5
i BHU Villages 4 0.4 2 0.4 5] 0.4
Far Villages 6 0.7 i 0.2 R 0.5
Total Patient 1,879 100.0 921 100.0 2,800 100.0

Source

4.7

: Household survey TPE

Key Messages

Funding far the PPHI comes from a number of sources - practices in different
provinces vary. Some provinces have demonstrated significant commitment to
PPHI by devoting discretionary resources to the initiative,

PPHI funding only represents a share of total BHU spending. BHUs and district
receive inputs form other sources including "in kind” flows and individuzgl BHUs dao
not have separate accounts, As such it is not possible to get a comprehensive
picture of funding at BHU level, :

There is a wide variation in allocation bebtween districts irrespective of whether
they are PPHI districts or not.  Thus, much of the difference in performance
batwesan districts and facilities may reflect the decentralisation process rather than
the impact of PPHT itself,

Some PPHI districts have been accumulating significant balances by carry-owver
unspent allocations from the previous year(s), in some cases aver a year s
allocation. It is not clear whether this represents a rational response to the
additional flexibility pravided by PPHI.

Given the inability to get a comprehensive picture of inputs and canclusive results
in terms of improved outputs a value for money assessment is nat feasible.

Though private cut of pocket spending is extremely high in Pakistan there is little
evidence financial cost - through official fees - is a significant barrier to access,
Charges tend to be low — revenue raised is negligible. Only around 5% of patients
cite financial cost as a major driver in their choice of facility.
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5. The PPHI Model and its Implementation

The purpose of this chapter is to describe the principles and characteristics underpinning
the PPHI model in Pakistan, and hew it has been implemented. It responds to the
requirement in the evaluation objectives “to assess the PPHI model in terms of its
conceptualisation, design, organisation, gowvernance, financing, implementation &
monitering arrangements”. To this end, the TPE has reviewed the PPHI contracting model
taking into account good practice for contracting in the health sector, and EXPEMNENces
from other countries where such approaches have bean employed.

A brief discussion of the principles of good contracting will cover issues of:

*  The design, objectives and dynamics that ariginated the PPHI model in Pakistan:

* The extent to which contractor (DG) and contractee (RSP) are discrete legal
entities, and the degree of contractor autonomy;

*  The nature and type of incentives built into the contract for both parties, and the
extent of competition or contestability established by the contractual framework;

*  Whether the scope of the contracting arrangement and of the service package
have been clearly defined;

If relations and accountability lines betwean contractor and contractee have been
established and implemented;

* How the financial flows and contracting oversight will be performed;
= Whether a performance monitoring system has been defined and is in place:

+ Whether current arrangements foster a regular review of lessans to improve the
model.

These aspects are summarized in the figure below:

Figure 31; Key elements of a contracting arrangement

- Defing scope of
contracting/
service package

Review
Learn lessons
Improve rnmiel

—
Cevelop Parformance
Monitaring Systam:

who, what, whan, how contract oversight

. will be done
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5.1 Design of the PPHI Model

A review of the available documents from the time the PPHI was launched!® clearly suggest
that the original PPHI model envisaged a temporary outsourcing (contracting in) of the
management of health fadilities to a private entity (the RSP}, in aorder to introduce
management reforms, that were to be adopted by and within District Governments, and,
more specifically, within a reformed District Department of Health.'® The assumption
being that once these reforms were in place, the management of FLCFs would be returned
to the district health administrations. The following observations are made by the TRE:

3. Was there a reform agenda? The TPE team did not find any evidence of a
reform agenda for the District or Provincial DOH that would underpin or sustain the
changes that the PPHI model would bring about.' In any case, such refarms were
neither defined nor introduced, in any of the districts or provinces visited. From
what we have seen and recorded in our interviews, the Provincial and District DOH
post-PPHI continued to go about their business, in much the same way, as they did
before the PPHI took over the management of the FLCFs, except for the fact that
PFHI managers began supplying information to the DDOH (for the HMIS), and
wera invalved in {monthly) coordination meetings with the DDOH authorities.

b. What was the long term vision and plan? None of our interviews with either
PPHI representatives or government health managers, in the districts, provinces,
ar at federal lavel, suggested that the management of FLCFs contracted through
PPHI would be eventually returned back to the DDOH. On the other hand, the
temporary nature of the management transfer from government to FPHI, and then
back to the government after a certain period of time, is clearly stated in several
oravincial government documents . ®

. Weak change management arrangements and their impact on working
relations between PPHI and the Departments of Health. Outsourcing the
management of district FLCFs to R5Ps was indeed a major change or reform that
might have triggered the expected broader systemic change had other reforms
taken place simultaneously. However, as previously mentioned, the PPHI scheme
was not transferred the management of the antiré PHC netwaork in the district, or
assigned any responsibility for bringing about reforms within the DDOH (how could
it?)., PPHI was merely contracted cut the management of some FLCFs, whilst
overall district management remained in the hands of the DDOH. ¥ DDOH neither

Y% These include; Instructions from the Prime Minister's Secrelariat (Public) U0 Mumber 2-

2fHealth/DSGRAW 2005 of 08/x2005; Power-point presentation to the then Prime Minister of
Pakistan on the contracting experience in Punjab; Memorandums of Understanding signed hebween
R5Fs in Sindh, Balochistan and EPK {then NWFF); Federal Government “Rules of Business” with
regard to health; among others

* To emphasise this point, bath the original instructions frem the Prime Minister's Office as well as
several memorandums of understanding signed a2t the time between Provincial Governments and the
RSP in that province refer to the FPHI model as "Health Sector Reforms®. Likewise, when the PPHI
programme was launched in Sindh, it was referred ta ininternal government documents as the Sindh
Health reforms. {Report: Summary for health Minister Sindh, 2007)

* The TPE saw documents dating back 2006 {from the Mational Reconstruction Bureau, for instance)
showing discussions about some possible reforms, but for some rezson these ideas did not see the
light to become policy at the federal MOH or anywhere else.

“* For example, @ summary note prepared for the Chiel Minister of Sindh in 2007 clearly stated that
PEHI was expectad to transfer its management of FLCFs back to the Provincizl DOH within 20 months,
starting from January 2007. For NWFP (KPK), the position seems to be different, and according to
MO, PEHT was o be allowed to continue managing the FLCFs subject to the results of an evaluation,
to be conducted 2 years from the l[aunch of FRHT in that province,

¥ The only “experiment” in Pakistan that we are aware of where an external entity was handed over
BOTH the management of FLCF: (including RHCs)Y ARND the managerment of the entire PHC network in
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5.2

had instructions from higher authorities to  reform  its managemeant and
arganisation structures and approaches, nor were there incentives for such self
refarm.  So, the reality has been one of both arganisations -PPHI and DDOH -
operating in parallel, with PPHI being expected to report to the DDOH. This model
could not possibly deliver changes within the DDOH. Furthermore, implementation
in the absence of government reforms has generated considerable animasity in
many districts between the two organisations, with the DDOH perceiving a loss of
contral over its FLCFs to the PPHI, whilst the PPHI has perceived that the actions,
the passivity or even the antagonism of parts of the DDOH have not helped PPHI

to fulfil its mission of developing a better managed and organised district health
system.

The importance of the regulatory framework: Our view as evaluators is that
the PPHI has been, primarily, a cantracting out scheme, which represents a
tremendous opportunity for introducing innovation inta the health care system by
clearly separating the roles of the government on the ane hand, as a policy maker,
regulator and financier/guarantor of public funding for essential health care, and
the role of potential service providers —contractees- on the other. The model can
and should pave the way for other potential service providers, similar to RSPs but
not necessarily limited to RSPs to be attracted through the right incentives,
However, for thase opportunities to materialise, a much more robust government
framewaork for regulating, oversesing and monitoring contracting cut arrangements
is required, which is alse discussed later in this papear.

Was competion built in the PPHI model? To date anly RSPs can opt for the
FPHI scheme. Therefore we should conclude that there is na competition built in
the model so far. While absence of competition might be taken as a “failure” of
the original PPHI model it should be noted that this is 3 fairly common situation
when the first health contracting experiments have been launched in other parts of
the world {Cambodia, Gujarat (India), Balivia, etcetera). The main justification for
a restricted approach is, usually, lack of confidence in tha availability of alternative
service providers or lack of confidence on their competence.  In Pakistan, the
existence of Rural Support Programmes with experience in delivery of social
services was probably perceived as a safer choice for delivering health care by the
Federal Government of the time. On the other hand, absence of competition does
not either invalidate the contracting model or preclude the future involvement of
alternative service providers should the government adopt such a decision, In
fact, such decision would be easier now than it was in 2005 thanks to the
experience gained with the PPHI, as the Batagram district model in KPK {(where
district FLCFs have been contracted out to SCF - see Annex 3) has shown.

What is being contracted under PPHI?

While PPHI focuses on the PHC level there are slight differences in the types of facilities it
manages from province ta province. Thus, in Balochistan and Ehyber Pakhtunkbwa PPHI
services are focused on Basic Health Units, while the scope of managemsnt in Sindh is
broader and covers BHUs, MCH Centers, Dispensaries, Unani Shafa Khanas and a faw
(very few} Rural Health Centers.

The PPHI Manual of Operations as well as the provincial MOU {signed between provincial
government and RSP) and the district contracts for PPHI all specify that PPHI FLCFs will
deliver the whale range of PHC which are preventive, curative and promotional in nature.

that district was in Batagram District (KPK), where Save the Children Fund (US) were handed owver
those responsibilities by the KP DOH following the 2005 carthguake.
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In this section we review whether PPHI can realistically be responsible for delivering the
whole range of PHC these services in view of certain implementation arrangements.

The PPHI Service Package

In a contracting arrangement it is the responsibility of the financing or oversight entity, in
this case the provincial or district DOH, to specify what services should be delivered by the
contractor. Often, specifications are also included about the volume and guality of services
expected to be delivered. In fact, such definition is important even in the absence of a
contracting arrangement, since it is otherwise not possible to hold service providers -
public or private accountable for their performance. Without a clearly defined service
package, it is also impossible to develop a costed service package to be used for resource
allocation purposes, across districts and facilities.

Our provincial and district assessments, in addition to a review of provincial MOUs and
district contracts, suggest wide variations in terms of defining the services to be deliverad
through the PHC network.”” In Sindh and Balochistan we could not find a service delivery
package being implemented througheout the whele province. Only in KP did we observe a
policy document containing a "Minimum Health Services Delivery Package for Primary
Health Care”, but this was still a draft document, yet to be implemented. In sum, there is
either no established service package across all FLCFs in all provinces or it has bean anly
vaguely defined in most cases.

In the absence of an accepted service package PPHI has defined its own list of services to
be delivered in the BHUs. This is quite a conventional, generally acceptable list of services,
to which PPHI has added new services, such as blood sugar and haemoglobin tests. anti-
snake venom (ASV), anti-rabies vaccine, among other services, to be available across the
PPHL FLCFs. However, controversy has emerged at fimes, with the provincial or district
OOH, when PPHI introduced certain new services, such as ultrasound machines for
pregnant wormen, or diagnostic facilities for Hepatitis B & C, which some authorities saw as
outside the service delivery remit of FLCFs,  This matier would not have arisen if a
prescribed service package for implementation had been defined at the outset. The
evaluators suggest that the minimum health services delivery package nesds to be
discussed among partners including DOH, PPHI and other institutions including academics,
far a uniform set of services and standards.

Are there clear arrangements for PPHI to deliver preventive services?

While PPHI is expected to deliver the whole range of PHC services from its BHUs it is less
clear whether it can be held accountable for preventive and health promotion services in
the catchment area of the BHU. This is because the line management of staff respansible
for preventive and health promotion programmes remain ling managed by the DDOH. As a
result the MO in charge of the BHU in a PPHI district has no line management authority
over national programme staff.  This might not be an issue IF the working arrangements
between PPHI managers (D5U) and District DOH had been clearly defined and allowed for
affective coordination of service delivery. Howewver, not only were those arrangements
never clearly defined but the working relationships between DDOH and DSU reviewed by
this TPE were Tound to be ineffective and often characterised by mutual distrust.

In theory, when PPHI takes over the management of FLCFs, all the staff operating from
that FLCF should report to the Medical Officer (MQ) in charge of the facility. In theory also,
when PPHI manages a FLCF, it should take responsibility for all the PHC services being

N g service package should define what services should be delivered to 2 specified target population
using a set of predefined static and outreach services.,
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delivered within the catchment area of that FLCF. In practice, neither of these generally serv
accepted principles apply te most PPHI managed BHUs covered in our BHU survey, and in netw
our district assessments. The prevailing situation is; the
child
. : i ; _ and
a. PFHI appoints mainly MOs, LHVs, technicians (i.e. for lab tests) and ancillary staff Mani
in its BHUs. If the MO and LHY were already in place when PPHI took owver ot
managemeant they become ling managed by and accountable to the District e
Suppart Manager ({D5M) appointed by PPHI in that district, of i
b, Other staff working for the national Vertical Programmes®! whether operating from
the BHU or providing outreach services or based at community level {such as the RH
Lady health workers - LHW - and their supervisors, the Lady Health Supervisors - Enr
LHS} all continue to be line managed and accountable to their respective hety
programme managers operating and coordinated from the DDOH office. “eta
C. The situation described above applied in all 3 provinces coverad by this study. In mat
KPK and Balochistan, this was viewed as normal practice, even thaugh the MOLU BHL
between PPHI and the Provincizl Government clearly specifies that FPHI is dé&*:g
responsible for the delivery of all types of services in that district. In Sindh, the quﬁ
situation was detected as early as 2006 as an anomaly and, as a result, Yhe s
Provincial Government (through its Chief Secretary) issued several orders o
instructing the provincial DOH to “immediately transfer all their programme staff fo
and their assets (vehicles, kits, etc.) to PPHI managers in PPHI districts”. However di
these instructions were not implemeanted. 2k
al
This matter is central to understanding what the TPE tearn consider an important T
incongruence in the way the PPHL model has been implemented. The situation described is 2
well documented and discussed not only in government documents but also in previous b
evaluations of CMIPHC in Rahim Yar Khan (2005, the Warld Bank), and in recent =
evaluations of PPHI conducted in 2010 in KP {DHW/USAID 2010), and Punjab {UNICEF, D
2010). Specifically, the Rahim Yar Khan evaluation that was used to justify the scaling up d
of the PPHI model in 2005 made specific recommendations on the need to expand the A
scope of the services by “not simply improving BHU performance ... community services
such as those provided by LHWs, vaccinators and other outreach staff will be essential for Po
people living in remote rural areas .. so future agreements should cover the support, oy

supervision, and management of LHWs, vaccinators .. and could invalve ather parts of the
PHC infrastructure, such as family welfare centers and rural heaith centers” {(page 30).

The implications of assigning the respansibilicy for the delivery of all services to
without transferring the management of staff and VWPs has already had imp
consequences. Some prablems have affected this evaluation, as we regularly strug
gather reliable data about the delivery of preventive services beyond BHU facilit
example, The TPE has constantly faced the attribution issue: who is ultimately respon
for low immunisation coverage in one particular district when responsibilities a
between DDOH and PPHI in such an unciear mannear?

The most important consequence of the current state of affairs is for the perfnrm'ﬁ_ :
the natiocnal health system and, more specifically, for the delivery of prever
programmes. Our impact assessments suggest that the delivery of preventive sery
BOTH PEHI and DDOH BHLUs is extremely low, and we think that one of the reason
are surely other reasons- is because the ultimate responsibility for delivering pre

L These programmes include: EPT, MNCHP, LHWP, T8 Contral programme, amang others.
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services included in national wvertical programmes are not clearly linked to the BHU
network., This results in a huge waste of resources and in many rmissed opportunities at
the peint of service, As a result, many rural Pakistanis, particularly poor women and
children continue to experience among the highest maternal, neonatal and child mortality
and morbidity rates, as well as the lowest contraceptive use rates (CPR) in the world.
Many die unnecessarily, even if they have a health facility nearby, because these facilities
are unable to meet their needs as a result of programme boundaries, resistance and turf
wars in service delivery. This is why action to resolve this incangruence in the application
af the PPHI model is urgent and long overdue,

RHCs and referral issues in PPHI implementation

For & comprehensive PHC service delivery operational linkages should be established
between first line service providers and first line referral facilities, as well as between
“static” health workers based in the facilities and other health workers that are aither
maobile or cormmunity based., In Pakistan, the PHC scenario entails static facilities like
BHUs and RHCs and essential cutreach workers of national programmes, including the
Mational Program for Family Planning and Primary Health Care {also called the Lady Health
Workers Program), the TB contrel program, Malaria Control Program and the Expanded
Fragram of Immunization. The need for links between various levels of facilities (BHUs
and RHCs) and staff are apparent when one considers that, in the TB control programme
for example, whereas the laboratory facilities are based in the RHCs, and the Anti TB drug
distribution takes place alse at the BHU level, the compliance of TB patients (TE DOTS) is
oversecn by LHWs, who are also responsible for TE case identification and referral to BHUs
and RHCs for diagnesis and clinical management,

The TPE team did not perceive that many of these necessary links were always in place in
gither PFHI or DDOH districts, although in the PPHI districts the issues were mare serious
because the MO in charge did not have authority (orm agiven delegated authority by the
EROH) over national prograrmme staff.  Similarly, the links between BHUs and RHCs were
perceived to be generally weak in both PPHI and DDOH districts, but in the case of PPHI
districts referrals between BHUs and RHCs were complicated by the fact that while BHUs
ware managead by PPHI the RHCs continued under DDOH management,

Foor referral practices had many causes and manifestations, ranging from poor upkeep of
referral records to insufficient follow up of complicated cases referred (including women in
complicated delivery). However, an additional issue linked to the role of BHUs was that
many BHL staff interviewed dic not have confidence in referring patients to RHCs because
these were often understaffed or poorly resourced, and could not paossibly deliver a 24/7
service,

Understaffing and under-resourcing of RHCs was often mentioned by DDOH staff as well as
by BHU MOs in both PPHI and non-PPHI districts. The situation was peculiar in several
PPHI districts where staffing levels had improved markedly at BHU level yet remained too
low in the associated RHCs. The implication of the situation is that in bath PPHI and non
PPHI districts, RHCs were often perceived as failing to fulfil their role as refarral facilities,
which compromised the effectiveness and efficiency of the entire district health system.??
This situation has important implications in terms of health outcomes, particularly those
linked to neonates and pregnant women whose lives depend on effective referral whean
camplications occur around delivery time,

%2 The TP did not undertake assessments of RHCs — most of the information presented here originates
in interviews held in the districts and BHUs, both PPHI and DDOH.
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From the viewpoint of delivering an integrated service package in the districts it would
make sense if all PHC facilities included the RHCs were managed by the same entity, The
experience from other countries {as well as that emerging from Batagram district - see
Annex 3) is that handling both the FLCFs and the RHCs would enable district managers
much more flexibility to attempt the delivery of services at RHCs on a 24/7 basis. This is
because a single management structure is better suited to look at and implement staff
mixes, staff shifts*® and other economies of scale amang BHUs and BHCs, particularly in
rural areas where attraction and retention of MOs competent to deliver EmONC ar CeMOMNC
is known to be difficult,  Without a well performing RHC many life saving interventions
delivered from BHUs are simply not possible,

It is therefore our recommendations that where FLCF are already outsourced the provincial
governments should consider the possibility of also outsourcing RHCs, as long as the
support systems and monitaring arrangements that we discuss later have been sufficiently
strengthened.

5.3 Oversight & Performance Monitoring of PPHI

In contracting terms it is not always possible to neatly separate the contractual oversight
from the performance monitoring arrangements — bath should be closely interrelated,
Without oversight it is not possible to establish whether public money spent is delivering
expected services, ar take remedial action when performance falls below standards. This
is even maore compelling when services are contracted out to private providers, as in the
PPHI. The aversight of a contracting arrangement should cover three important areas:

a. Technical aversight, to oversee what health services are offered, under what
quality specifications and wusing which service delivery strategies by service
providers - this has been earlier discussed in relation to the service package;

b. Performance monitoring, to periodically meassure the wvolume and quality of
services delivered, and the impact that these are having on public health {on the
health of the public);

. Contractual oversight that reviews the performance of purchasers (those who
provide the funding) and providers (who deliver the services) against the clauses
and obligations established in the contracts.

Technical oversight and performance monitoring

When the PPHI was launched, first the Ministry of Industries, Production and Special
Initiatives {MIPSI) and then Cabinet Division [CD) were assigned by the GoP specific tasks
"in planning, implementing, monitoring, quiding, faciiftating and for the regulation of the
PPHI pperations”. (Memorandum September 2007) A Naticnal Steering Committes (N5C)
and a Federal Support Unit {FU) were established. While this approach might have been
appropriate from a government perspective, it fell short of defining how several essential
tasks would be performed, for example:

i Technical Oversight: In most countries the MOH is the one tasked with the
technical oversight of service providers. In the case of PPHI there was not a clear
role assigned to the MOH, or the provincial, or district Departments of Health, in
terms of technical oversight. The MOUs and contracts seem to take for granted

23 1y many countries providers use the doctors who are already delivering health care in primary level
facilities (FLCFs in Pakistan) to strengthen the medical teams who manage the first referral facilities
{RHC in Pakistan). This is what is meant by economies of scale in this contaxt,
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that that the provincial or district DOH would perform this task, but neither of
them has developed such capabilities, or put in place the institutional
arrangements (a department, a unit, and external agency, etcetera) for them to
implement this task.

Performance Monitoring: As for technical oversight, MOUs and contracts signed
with RSPs assian responsibility for performance mionitoring af PPHI districts to the
provincial and district DOH respectively. However, it is obvious that performance
monitering has never been defined operationally (i.e. how this would be dane, how
aften and by whom) in the PPHI context. As & result, performance monitaring -a
key function in any contractual arrangement- has never been performad in relation
to the PPHI scheme, Performance monitoring could have been easily performed by
the DOH since PPHI has besn regularly feeding data from its facilities through the
standard HMIS form but, unfortunately, such information was never used to
monitor performance of PPHI in service delivery. In fact, there is little evidence to
suggest that DDOH offices in Pakistan understand how to do performance
rmonitoring of their own fadilities, so how could they do it convincingly, and Fairly,
in relation to PRHI?

One indication that MOH/DOH were not given a central rele in monitaring the PPHI
scheme is that the three provincial MOUs reviewed by this TPE conditioned the
renewal of the PPHI scheme to the performance of external evaluations to be
conducted 2-3 years after the launch of the initiative, The only such evaluation
that the TPE team are aware is the one conducted in KPK in 2009/10. However,
while external evaluations can play a role in assessing some aspacts of PPHI
implementation theay are not the best or the most cost-effective means for
manitoring performance by either purchaser or provider of services. In contracting
arrangemants  performance monitoring s wswally a regular, pericdic feature
enabling purchaser and provider to look at the service results af the contracting
arrangements, and to act on it

It is important to note that, throughout the process of launching and implementing the
PPHI the MOH/DOH were passive plavers who found themselves in an uncomfortable
position because:

a. PPHI was perceived as a response to MOH/DOH failure to manage
the PHC system effactivaly and;

b. MOH/DOH were in fact the targets, not the implementers of
management reform, a reform that never happened, as mentioned
earlier.

The issues described above seem to be the main cause of the tensions and distrust
between PPHI and MOH/DOH managers observed by our study, and witnessed in all
provinces, and in mast districts [with some, but few notable exceptions). These jssues are
also responsible for the fact that today, five years since it PPHI was started, it is still
extremely challenging to compare performance in either DOH-managed or PPHI managed
districts because too little effart has been put on using the HMIS for perfarmance
monitering purposes. This dynamic and tension has also resulted in other adverse effects
on PPHL PHC providers, such as an isolation in terms of integration into the PHC national
health systern, and a lack of technical support being provided to PPHI for its district and
facility managers to do a better job in terms of public health practice, as discussed later,
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Contractual oversight in the districts

While contracts are the basis for regulating relationships between PFPHIL and District
Governments, the evaluators struggled to find examples of institutional arrangements put
in situ by either party, for contracts Lo be periodically reviewed, or for such a contract
review process to be used as a tool for performance monitoring purposes. In other words,
the contracts seemed to be more a formal requirement but not @ management tool. Same
of the reasons for this were identified by our district assessment:

a. Lack of contract management experience in government: There is no
practical experience in the government systerm about how to follow up contract
arrangements.  With regard to the PPHI, its district managers are senior civil
servants themselves, so they too lack expertise in contract monitaring.

b. Lack of clarity and understanding of the contractual penalty system: The
purpose for oversesing contract implementation was never very clear to either
CDOH or PPHI district managers, since it was unclear what actions would fallow a
breach of contract on either side.

¢. Conflict resolution & Contract Weaknesses: Many conflicts did occur in
relationships between PPHI and DDOH in the districts, but contracts did nat seem
to play a role in their resolution. For example, if a DDOH did not agree with some
of the services being delivered by PPHI in the FLCF (such as the use of ultrasound
machines}, the contracts could not be used to settle the jssue because no service
package was ever specified. This resulted in the service provider being the one
deciding what services to deliver.

d. Lack of the use of arbitration: The use of an arhitrator to resolve conflicts that
could not be settled amicably did not seerm to have been used in any of the
districts we wisited, neither was it clear who that arbitrator might be. In terms of
contract design and centent, this matter should have been covered at the time
contracts were being drawn up,

In our apinien, and based on international experience, contracts can and should hecome
useful tools to regulate the relationships between contractor and contractee, but for this to
happen they should be much more specific about the following issues:

* Content of service package: The service package to be offered by the
cantractee (service provider) needs to be clearly specified, along with a
quantification about fow much service uptake should improve for perfarmance to
be considered acceptable.®!

* Clarity about breach of contact: It is impartant that contracts contain clauses
that set out what action will be raken in relation to poor performance.  For
example, some national health systems where performance is measured annually,
or every two years, act following two consecutive assessments demonstrating poar
performance, at which time an independent review is undertaken and a plan of
action is drawn up. A third negative report may trigaer the contract being put out
to re-tender.

sl ) many countries this is done after the first or second year of contract implementation, when a
“haseling” service urilisation has been established. This is standard practice in all health systems
where, similar to Pakistan, there is nob a clear baseline from which to messure contractes
performance.
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* Performance Incentives: The incentives that the provider may be entitled to if
performance is above a certain level. Incentives can be in cash or kind, in person
ar for @ group, and could target both service providers and the Districe Health
Management team.

Conclusions and implications

FFHI and D3OH PHC services cannot, and should not, continue to operate in the absence aof
any performance maonitoring, and PPHI should operate within a stronger framewark
providing technical or contractual oversight, This has always been impeortant but is now
mare crucial, in the context of the 18" Constitutional Amendment (devolution}, and the
resclutions of the Mational Finance Commission award that apportion mare rescurces to
the provincial level. PHC has been traditionally under funded, and there is a risk that it
could become even more under-funded, unless provincial governments are helped to
increase and betber target resources far health,

If the recommendations of this evaluation are accepted, there will be a need to further
analyse and appraise options to ensure that key principles of good practice in public health
and health systems strengthening receive due attention in the immediate future. For
example:

a. A publicly funded national health systermn should be able to measure and manitar
the performance of health service providers at all levels - public or private it does
not matter- in erder to ensure efficient and transparent use of public money, and
to be able to tell apart, good from poor performers.  Attempting to answer these
guestions via a third party evaluation is costly, and not necessarily effective, when
time adds pressure to the interpretation of information, and when information is of
unknown quality because it has sither not been systematically validated or because
danominators are unknown.

b, The HMIZ, and the more recent DHIS, should be able to provide reguired
information for performance monitoring over time, if necessary adjustments are
made to more systematically report on indicators, validate information on a regular
basis, and adjust denominators {in this case by districts) to ensure comparability
with ather districts, and to better link service outputs with health outcomes, when
MICS, DHS and other surveys are conducted. For performance monitoring of
service providers we would recommend a simple framework consisting of between
10-15 indicators combining service input and output indicators,

c.  Using health information for performance maonitoring of service providers has the
added advantage of paving the way for other more sophisticated means of
targeting resources to the PHC level, to reward innovation and good performance,
and better support and deal with poor performers. This approach is likely to be
interesting to Prowvincial Governments, and to the external donors, who provide
financial suppart for health, since it would enable aid to be better linked to results
(more services, better outcomes), and to performance (reward good performers
and support, deal with poor performers).

d. In order to improve performance menitoring and technical owversight, there is a
need to create or modify existing structures, within the federal and provincial
health administrations, and to assign them a clear mandate. There are several
options for doing this, from an internal department within the MOH/DOH to an

%5 Thig comment relates to an emphasis on programme evaluation studies to measure the effective-

ness of the PPHI in detriment of rigorous menitoring.
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externally contracted agency tasked with these responsibilities. The appraisal of
these options should be made once the GoP and the provincizl governments define
their position, in relation to the future of contracting out of health care in Pakistan.

e, The current legal vacuum following the expiry of the Local Government law relating
to the status of District Governmeants is of concern, in our apinion, Districts remain
the best option for integrating health and other services, while taking sufficient
account of local realities. In any case, District Health Administraticns remain in
place, and could play a key role in terms of technical oversight and performance
monitoring, but for this to cccur, they should decrease their invalvement in service
delivery, and micro-managing VPs, and concentrate on new functions. This is
easier said than done, so an incremental approach to piloting various options might
be necessary. In any case, the mistake made at the launch of the PPHI should not
be repeated again, and district health administrations should nat be left to reform
themselves,

5.4 PPHI - Technical Support & Staff Competence

Similar issues to those recorded above were observed in relation to the technical support
that PFHI, and its facility-based staff, received to ensure they delivered services in line
with required technical and service specifications. In most contractual arrangements in the
public sector, it is a government agency (often the MOH or DOH), wha exercise such
respansibility, but in the case of PPHI technical oversight is weak, partly because such
function has not been clearly operationalised, and partly because the relationships betwesan
the PPHI managers and the DOH tend to be difficult,

The contractee - PPHI in this case- shares responsibility in terms of technical oversight of
the services it provides, as any provider organisation should be able to assess the quality
of the services it is expected to deliver. OQur is that the internal technical oversight
provided by PPHI to its provincial, district and BHU managers in terms of public health and
health service management is weak and highly insufficient. Often aversight seems to be
driven, at most, by increases in the delivery of some services (OP) but not others
(Preventive, FF, etc). Many important aspects, such as, ensuring services are delivered
according to correct service protocols and guality standards, and that staff are trained and
supported to deliver these services, or that referrals are properly followed up, currently
receive limited attention in the FPHI scheme,

FPHI has developed several steps to increase and improve its capacity for internal
technical oversight. The most clear example has been the establishment at provincial and
federal levels of the so called Resource Group, a group of “distinguished health
professionals” to be appointed at both national and provincial levels to “provide guidance
fto the PPHI operations appropriate to their speciaities” [Manual of Operations, January
2010 p.16). The TRE discussed the role of the Resource Group with Provincial and Federal
PPHI managers, and even met with a member of the Federal Resource Group, These are
our cbservations:

3. The Resource Group (RG) is a worthy initiative of the FPHI to improve its own
internal technical oversight. Howewver, the RG is too small, and its mandate too
broad, for it to perform such technical aversight given the size of the PPHI scheme,
to date,

b. Our impression is that the provincial RGs have not been able to play their
expected role. For example, their members do not meet regularly (in Sindh they
have been named but had never met at the time of our visit}, and their role is not
clearly linked to the planning and review mechanisms set by PPHI in each province.
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It was also our impression that the membership and composition of the RG fat
least the one in Sindh) has significant skill gaps. For instance, it included
several medical and surgical specialties but not & single public health professional,

epidemialogist, PHC professional, or health economist, to mention four arcas that
we consider impartant for an organisation delivering PHC.

c. Given the weak institutional relationships between the MOH/DGH and the PRHI,
and between program managers of vertical programmes and PPHI, the initiative
nas tended o operate in relative isalation from the MOH/DOH and its defined
policies and priorities. In this context there is a danger of using the RG as some
sart of internal "policy maker,” a role that the RG was not designed to play.

nosum, PPHL needs to develop much stronger internal tednnical oversignt that is mudh
more integrated with its planning and managament systermns and that is proportionate o
the needs of an organisation attempting to deliver PHC to tens of millions of Pakistanis.

Competence of PPHI staff on health care management

The composition of professional staff covers areas including: management, MEAE,
procurement, finance and engineering. Each staff member has a job description which is
specified in the Manual of Operations. Based an our district and provincial ASEESsMEnts, it
is our understanding that hardly any staff, at any province or district support units, had
previous experience of managing health care, and had minimal understanding of public
health issues, OQur understanding is also that there has been no induction training for
provincial or district managers of the PPHI about the organisation and management of
health services, health facility managament, or public health and disease control matters,

Because of the reasons above rmost PPHI provincial and district managers are not
technically qualified in either health service delivery or public health. For example, while
supervision visits do take place these tend to focus on “housekeeping” matters, like
ensuring that staff and supplies are in place, while we found much less emphasis being
placed on technical and service delivery matters such as whether each BHU has a clear
plan for improving specific services tailored to its own performance, ¢

FPHIL has its own monitoring systern to oversee the delivery of key services in the BHUSs.
Information from BHUs is compiled at the district level, then consalidated at the provincial
level, and then compiled into & monthly report. Our impression is that PPHI managers are
quite diligent in ensuring that this information is produced and maintained. However, we
failed to sce, or identify examples of, how this information is used operaticnally in terms af
setting targets at BHU level, or at district level, for example. In addition, we failed to see

haw such information infarms and drives the annual planning process within BHUs,
districts, or PPHI more generally.

PPHI were found te comply diligently with filling in the HMIS/DHIS menthly returns, and to
sending these to the DoH, However, HMIS/DHIS data generated does not seem to be Usad
much by gevernment health authorities, at least not for the purposes of monitaring service
delivery, and ensuring service praviders - government ar non government - use such

information to adjust their own performance, and set targets for improvement, This is a
real missed opportunity,

e We have locked at Monitoring/Insnection reporting formats used by PPHI district managears - an
excellent initiztive, These are quite thorough yet do not envision ANALYSIS of service delivery data or
service coverage figures using population denominators,
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In general, there is a need to strengthen the health service planning elements at districts
and BHUs, not just in PPHI districts but also in the DOH managed districts, where the
situation was generally worse. In our district assessments we failed to find examples of
meaningful local planning that resulted in annuwal plans for districts or provinces or that set
performance targets for specific services.  Whilst Provinces told us they develop PPHI
strategic health plans these did not seem to be based on thorough assessment of service
coverage targets by BHUs using, say, service mapping technigues that point to the areas
where upltakes of services is lower. In sum, we got the impression that most health plans
wera, if at all, being prepared and implemented by well intentioned public servants with
little understanding of public health planning.

Given the issues that have been raised earlier (absence of health service background
amang mast provincial or district PPHI managers, shortcomings of the technical oversight
function, etcetera), we were interested to document whether PPHI has a systematic
approach to managerial, service or public health related capacity development.  Dur
overwhelming conclusion was that, PPHI does not have a explicit capacity Luilding plan
involving induction and refresher training, for either its managerial staff at district, or
provincial levels, Some activities relating to capacity building do take place {particularly as
rﬁart of monthly meetings in districts) but are wvery ad hoc, and insufficient given the
complexities involved in managing a district health system,

Competence of service delivery staff

Similar issues to those raised for district and provincial managers might be raised in
relation to the MOs responsible for managing the BHUs. PFPHI draws its service delivery
staff fraom the open market and, as such, it does not always have much of a choice in
terms of who is selected for specific positions like MO or LHY because these professionals
are either scarce, or hard to attract/retain to work in rural areas. However, given the
emphasis of the PPHI model on improved management, it came as a surprise to the
evaluators that the MOs {or any other staff appointed by FPHI) did not undergo a process
of induction, or additional training on matters relating to the management of a health
facility like a BHU, or on public health/disease control strategies needed for them to
effectively manage their health facilities.
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6. Conclusions and recommendations from the TPE

The main objectives of the Third Party Evaluation have been are to study and assess the
changes caused by the PPHI as compared to the conventional management by the District
Departments of Health (DDOH) with special reference to;

d. Utilization of first level care facilities, especially by the poor;
e. The range, volume and guality of services at FLCF;
f. "Community Participation” in delivery of services at and from FLCF;

q. Efficiency and effectiveness of management structures at all levels, from Mational
to Provincial to District to Community level

6.1 Impact Assessment

PPHI was launched to overcome the failure of many First Level Healthcare Facilities in
Pakistan to deliver PHC services through health facilities that were understaffed, poorly
resourced and/or ineffectively managed. It is quite clear that in the districts where PPHI
has been operating for the longest time (approximately 2 years since mid or end 2007
until January 2010) PPHI has achieved significant improvements in staffing, svailability
of drugs and equipment and physical condition of facilities. Improvements have also
been measured by this TPE in terms of services delivered from those facilities -
summarised in Table form in Annex 2- such as:

Outpatient attendance increased by 20% on average in PPHI districts and fell by
about same in DDOH districts between 2007 and 2010 {with unexplained ups and
downs at certain cut points). Significant increases in outpatient attendance wera
confirmed in the 32 oldest PPHI districts from KPK (three times as many),
Balochistan (twice as many) and Sindh (25% more) using PPHI datz?’. The
number of women seen by Female Medical Officers in PPHI BHUs increased five-
fald in the same period.

« Attendance for antenatal and postnatal care services increased in PPHI districts
when compared to the starting peint, yet attendance figures for both PPHI and
DOOH districts were found to be guite low when population estimates were used,
For example, 80% PPHI and 86% DDOH BHUs reported fewer than 2 users per day
between January and March 2010. TT wvaccinations ta pregnant women were
higher in GDOH BHUSs, where 50% DDOH BHU reported 60+ vaccinations versus
10% in PPHI BHUs. On postnatal care 88% PPHI and 95% DDOH BHUs reported
less than 1 postnatal case per day in the same period,

+ In terms of safe delivery the household surveys report higher percentage of
deliveries performed by BHU staff in PPHI districts (37%) than in DDOH
districks {18%), althcugh most of these deliveries are taking place in the home
rather than in BHUs. This was matched by an accompanying reduction of births
attended by unskilled birth attendants in PPHI areas (59%) when compared to
DDOH areas (71%). Quality of delivery care was given as main reason for using
BHU stafl in &0% of households from PRHI districts against 20% of househeolds in
LDOH districts,

byailability of certain diagnostics tests {eg. Malaria) and treatment for snake and
dog bite was found higher in PPHI BHUs, which also conducted a larger number of
school and community health sessions than DDOH managed anes.

7 ppHl data is shared with DDOH an a monthly basis so it is verifiable,
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= PPHI BHUs had slightly better referral record keeping practices, although here
too much mare can be done to better follow up referred patients, particularly
women in complicated delivery,

= Availability of telephone communications and transport arrangements was better
in FPAIL districts.

= Improvement were detected in consumer satisfaction measured in the 760 BHU
exit polls, where users stated that they had selected the BHU because it offered
better quality than other providers (47% in PPHI and 36% in DDOH BHUs) and
better drug availability (31% in PPHI and 19% in DDCOHY. In addition, 81% of
users in PPHI BHUs stated that they had received all the prescribed drugs,
versus 51% in DDOH BHUs, This was confirmed by household survey results.

All these improvements are very encouraging but are nowhere near enough, particularly
when population denominators are used to assess service coverage, a practice that was
seldom used at either PPHI or DOOH districts. When catchment population estimates were
used by the TPE it became apparent that utilisation of essential MNCH services is
extremely low and that for reproductive health services is simply abysmal, in both DDOH
and PPHI BHUs, so the chances of making a substantial impact on MDGs 4 and 5 through
the PHC netwark in Pakistan remain, at this point, improbable without substantial reform.

The impact assessment exercise undertaken by this TPE revealed substantial limitations in
the reliability of HMIS data, suggesting that a simple comparison between PPHI and DDOH
BHUs was not always possible, particularly in the absence of baseline data’® or simply
because 2 years of implementation®™ is probably not long enough ta demonstrate
unequivocal results at service delivery level. Therefore, information on impact shauld be
interpreted carefully: data collected tells a stary, but it may not always tell the full story,
For example, our regression analysis suggests that the PPHI BHUs are serving a higher
propoertion of poorer consumers than DDOH BHUs, and while this reflects positively on the
PFHI model it should be interpreted with caution given the modest sample size and quite a
few confounding variables that could not be isolated in the time and resources availahble.

6.2 PPHI funding and expenditure

The following issues have been highlighted in the section looking at the financing or the
PPHI scheme:

=« Funding for the PPHI programme comes from & number of sources - practices in
different  pravinces wvary., Some  provinces have demonstrated  significant
commitment to PPHI by devoting discretionary resources to the programme.

+  PPHI funding enly represents a share of total BHU spending. BHUs and district
receive inputs form other sources including “in kind” flows and individual BHUs do
not hawve separate accounts. As such it is not possible to get & comprehensive
picture of funding at BHU level

*  There is a wide variation in resource allocations betwesn districts irrespective of
whether they are PPHI districts or not. In many cases funding appears way below

* Baseline data for some districts of KP was indeed availahle but the TPE team could not use it as it
lzarnt too late about its existencs,

* Assuming an average Funding for the PRHI programme comes from a number of sources — practices
in differege of a year for PPHI to assess the needs, rehabilitate, staff and equip a BHU following the
transfer of funds from the District Government, the first BHUs taken over by PPHI in 2007 anly
became fully operational in mid to late 2008, This means that impact an services measured even in
the "oldest” PPHI BHUs and districts is often less than 2 wears cold by March 2010, the last
measurement made for impact assessment,
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6.3

what is required to deliver an essential health care package. Thus, much of the
difference in performance between districts and facilities may reflect differences in
per capita resource allocation rather than the impact of PPHI itself,

PPHI have been accorded more flexibility in the use of district programmatic
budgets, including the possibility to vire betwesn salary and non-salary budgets.
PPHI districts are also allowed to keep unspent vearly balances which DDOH
districts are not authorised to do.  As a result of the latter, some PPHI districts
have been accumulating significant balances by carry-over unspent allocations
from the previous year(s), in some cases gver a year s allocation. It is not clear
whether this represents a rational response to the additional flexibility provided ta
PPHI,

Given the inability to get a comprehensive picture of inputs (staffing salaries,
budget and national programme allocations and other gllocations by external
sources) and conclusive results in terms of improved outputs a value for money
assessment was not feasible as part of this TPE.

Though private out of pocket spending is extramely high in Pakistan there s litte
evidence that financial cost - through official fees - is significant barrier to
access, Charges tend to be low - revenue raised is negligible, Only around 5% of
patients cite financial cost as a majer driver in their chaice of facility

The PPHI model and its implementation

The data collection methadology adopted by the TPE necessitated casting & wide net and
applying a process of triangulation to arrive at best estimates. Even so, there are limits to
what the empirical data can demanstrate, and much of this TPE has been concerned with
evaluating the structure and process of the PPHI pragramme against what is being learned
elsewhere about delivering primary care, institutional change and contracting, It is here,
in fact, whera action-oriented lessons are to be learned and hopefully applied to improve
the delivery of services,

The most salient features relating to the PPHI maodel and to the way it has been applied
are the following:

In its original design PPHI was conceived as a trigger for management reforms to
improve PHC management by district and provincial departments of health,
Howewver, these reforms were neither defined nor implemented by either provincial
or district governments and, as a result, the changes that were introduced by PPHI
have not perrmeated into the relevant government structures,

Key elements of a contracting arrangement have not been operationally defined for
PPHI in relation to, for example, the service package to be delivered, the
institutional relations between contractor and contractee or the means to overses
contract  implementation ar  performance monitering  of  service providers,
Deficiencies have been also observed in the technical compeatence of district and
BHU managers affecting both PPHI and DDOH districts that would require a more
robust approach to induction training and continued praofessional development of
these cadres,

The absence of performance monitoring arrangements (a framework) in the public
sector is currently the main impediment for the GoP to assess the performance and
the value obtained for the money spent through BOTH private and public service
providers. The HMIS and DHIS should be the main instruments to monitor
performance of service providers., Using the HMIS/DHSI would provide powerful
incentives for improving the quality of the data.
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Most shartcomings such of the ones abave relate to the institutional context in which PPHI
has been operating and do not reflect poorly on the performance of PPHI as such. In fact,
the FPHI model has made important contributions to PHC delivery in Pakistan,
demonstrating that it is possible to increase staffing levels and delivery of essential
services within a relatively short period of 3 years. These improvements have also paved
the way for introducing more accountability for service provision {subject to improved
oversight and performance menitering) and for bringing in additional service providers to
the PHC network in Pakistan. AL this paint it is no longer a guestion of whether contracting
can work for PHC, but about how to make it work for improved PHC delivery using a
well tested model covering more than 60% of districts in Pakistan,

6.4 Main recommendations

On the basis of our analysis we would like to make the following broad recommendations
{mare detailed, specific recommendations can be found within each section of Volume 1):

@. The institutional framework under which the FPHI and DDOH models operate
should be reformed and strengthened zlong the lines suggested in the previous
section. In essence, the provincial and district health administrations shauld
incrementally focus on overseeing the performance aof service providers, whether
these be public or private,

b. In PPHI districts the DDOH should be assisted to change its role to one of
contractor (purchaser) focusing on performance manitaring of service providers.
DDOH staff should acquire further competence in performance monitoring and
provided with technical suppart to become informed purchasers (contractors).
They should be rewarded for their success, first in completing their management
training and subsequenty for performance in public health indicators, thus
encouraging them to get good results from service providers ({the DS in PPHI
districts].

c. In PPHI districts, provincial governments and district administrations should
consider the merits of allowing PPHI take responsibility for the managemeant af
RHCs {on an incremental basis and linked to performance) so as to enhance the
management of referrals and thus deliver a mare integrated service package in the
district.

d. Disease-specific programme staff integrated in the national programmes should
report plans and activities at BHU level to achieve more effective integration of
outreach and facility based services in the BHU catchment arez. This would enzable
that MOs in charge become accountable for coverage with essential health care in
the entire catchment area, not just at BHU level. There is no contradiction
between being part of a national programme and reporting to the local BHU, as
many preventive programme staff actually do in many countries.

e, The PPHI model relies on competent management and public health skills - skills
different from those learned by the civil servants who have typically taken on the
DEM roles and alse different from the clinical skills of the doctors wha are taking
the MO roles. MNeither has received sufficient appropriate training to perform the
functions expected of them and neither receives sufficient ongoing training and
technical support. At national and provincial level, PPHI should now develop basic
training and continued support packages for its district and facility level staff, and
ensure that these are rolled out across the PPHI network. Delivering public health
is a complex business and the medium term vision should be to develop a cadre of
competent PHC managers in Pakistan (there are various examples and options for
deing this from around the werld)., This will require investments in training and
incentives for staff interested in becaming professional health care managers.
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f. Experience from Batagram district, from other parts of Pakistan (the Agda Khan
Health Services network) and from the rest of the world {Cambodia, Mepal, India
and many more) suggests that as the contracting capabilities of the DDOH are
improved the door should be opened to contracting other potential health care
providers using similar arrangements to the PPHI scheme.  The country is too
diverse and the delivery of PHC too complex to expect a single contractes to do it

all.  Under tight contracting arrangemeants, other NGOs could help reach those
currantly badly served,

g. Experimentation is needed in reward for performance, and in DSUs netweorking
with private sector providers (including TBAs) in their districts ta improve their
quality and the access to services by consumers. This might be achieved by
employing 2 franchise-type model to supplement the work of its awn staff - the
RSPs do nat have to employ all health care providers but might piggy back on the
investment that private skilled and unskilled warkers have made and the credibility
they have in their communities. Pakistan has the experience of working with
F>l/Greenstar and Marie Stopes International in reproductive health services to
build an.

h. The financing of PPHI is of great concern to the TPE (as is the very low levels of
funding for PHC that were observed in many PPHI and DDOH districts during our
study). Cur concern related to the impact that resource shortages in PPHI districts
would have an access to health care, particularly among poor women and children
in rural Pakistan.

i Funding from the federal government for PPHI was intended as a temporary
measure and may now be directed or shared by the pravincial governments under
the scenario post 18th Constitutional Amendment, in which the funding of the
entire PHC network is being revised. In order to aveid disruption to service
delivery we recommend that the Federal Government should ensure that the
management costs of PPHI are covered until such time as a definitive arrangement
or formula can be put in place. More rather than less financial and technical
support is needed now to embed the contracting arrangements and to develop
management capacities.

j. The external development partners who support health care in Pakistan might
prove key partners in these efforts to support and sustain PHC in the provinces.
They are likely to be attracted by schemes such as PPHI where strengthened
cantracting could lead to various forms of performance based financing to deliver
an essential health care package through the PHC network. In ather words, the
greater the performance erientation of the PHC netwark the more attractive it will
be for doneors, particularly large donors supporting the principles of Results-based
Aid (RBA).

In its criginal conception PPHT was not only a contractual arrangement but & programme aof
public service change and reform that did not receive the support required for achieving
that aim. PPHI must now be supported with change management and techinical health
skills, and become much more performance oriented to help Pakistan meet its health care
needs including its MDGs 4 and 5,

This is a medium term and substantial programme of change that requires leadership but
will be achieved and sustained if the right incentive structure is built for key participants.
It is time for a change of gear, a restatement of the aims of the programme at the highest
level, and a commitment to the basic model and its impravement.
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Annex 1 Terms of Reference

People’s Primary Health Care Initiative {PPHI) Third Party Evaluation

Terms of Reference

(revised in April 2010 following review of study design with the Advisory
Forum)

Introduction and Background

In the past two decades, Pakistan has made efforts in developing its Primary Health Care
(PHC) in terms of access, coverage, and availability of services, However, this has not

been matched by improvements in key health indicators which remain peor as compared
to other South Asian countries,

Also the recently increasing national and internationzl pressure on achievement of
Millennium Development Goals (MDGs) has pushed governments to search for ways and
means to address the existing inefficiencies and poor responsivensss of health care
systems, especially of PHC service delivery and management, through the development
and testing of innovative models.,

A number of PHC reforms have been introduced in developing countries which vary from
country to country and sometimes within a single country. These reforms or innavations
have adopted approaches such as outsourcing the management of PHC services or
alternate  management arrangements; adopting public  private  partnerships  (PPP)
modalities and introducing innovations within components of the existing PHC system,
Lessons are to be l2arnt from these experiences,

The administrative set up of the health system in Pakistan comprises the federal, provincial
and district levels. At the federal level the Ministry of Health (MOH) is responsible for
palicy, planning and coordination  with  bi-laterals, multi-laterals and  international
arganizations. A number of vertical programmes such as; MNational Programme for Family
Flanning and Primary Health Care, Nutrition, TE Control and others are also under the
overall management of MOH.  Although the MNational Health Policy is formulated at the
federal level but provinces and districts are responsible for itz implementation.  After
devolution in 2001, provincial health department’s roles and responsibilities  include
province specific policy formulation, standard setting and technical support in the areas of
M&E, management and training of staff. The district level is responsible for management
and provision of health care facilities through District Head Quarter Hospitals (DHQ), Tehsil
Head Quarter Hospitals (THQ), Rural Health Centres (RHC) Basic Health Units [(BHU);
Mather and child Health Centres (MCH) and Dispensaries; the BHUs, MCH Centres and
Dispensaries are commanly known as the First Level Care Facilities (FLCF). The districts
are also responsible for prevention and control of infectious and contagious diseases, data
collection, monitaring, supervision and planning.

As part of the National Health Policy of 2001 and considering the inadequate functioning of
the primary health care facilities, the policy suggested testing different models and
building public private partnership for provision of health care services through the existing
public health facilities. One such model was tried out in Punjab, under the Chief Ministar's
Initiative on Primary Healthcare starting in Rahim Yar Khan District in 2003, This model
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was evaluated in 2005 by the World Bank which showed positive results in terms of
interalia, increasing the utilizations rates of the facilities.

In 2005, the Federal Government launched a country-wide Programme, known as the
People’s Primary Health care Initiative PPHI (formerly known as President’s Primary
Healthcare Initiative) for improving the service delivery at first level care facilities (FLCFs).
The purpocse of this initiative was to strengthen the curative and preventive services
pravided in FLCFs, by handing over the management and finances of running the BHUs to
the Rural Support programmes (RSPs) in their respective provinces. The objective of the
initiative was to re-organize and re-structure the management of all the BHUs in the
district with a central role for community-based support groups. Currently the PPHI model
is being implemented in 2,390 BHUs out of a total of 5310 BHUs (Ecanomic Survey 2008-
09} through-out the country.

The PPHI madel is being implemented by the R5Ps in respective provinces and districts.,
Contractual agreements which outline the terms of conditions and services pravided by the
BHUs (preventive and curative) have been signed between the respective PPHI/ RSPs and
District Governments in Punjab, Sindh, NWFFP and Bzlochistan. Similar agreement was
executed in Gilgit Baltistan.

The Program Support Units (PSUY and District Support Units (DSUY have been established
for oversight and management of FLCF. The cost of the PSUs and DSUs is barne by the
gqovernment.  While the management of the BHUs is sclely under the control of PRHI/
RSPs, government personnel are engaged by PPHI far leadership roles in the management
of the initiative,

Cabinet Division and The Ministry of Health, Government of Pakistan plan to arrange an
independent evaluation of the PPHI so as to assess its impact on the delivery of primary
healthcare and to ascertain whether PPHL is a2 successful model for replication.  The
evaluation is expected to highlight successes and failures as the case may be, identify gaps
and issues and formulate recommendations for consideration of various stakeholders,

Objectives

The main objectives of the Third Party Ewvaluation {TPE} are to study and assess the
changes caused by the PPHI as compared to similar other innovations and the conventional
management with special reference ta the following broad areas.

h. Utilization of first level care facilities, especially by the poor and marginalized

i.  The range, volume and guality of services at FLCF

i "Community Participation” in delivery of services at and from FLCF

k. Efficiency and effectiveness of management structures at all level from Mational to
Frovincial to District to Community level,

Recommendations will be formulated in light of the above, on improvements in the existing
maodel and its future,

Specific Objectives

The specific objectives of the TPE are:

<. to assess the PPHI "model” in terms of its conceptualisation, design, organisation,
governance, financing, implementation and monitoring arrangements at federal,
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provincial, district and facility levels;

d. to assess the impact of the PPHI at service delivery level by comparing results
between PPHL and non-PPHI BHUs, with special reference to the following broad
areas.

c.  UWilization of preventive and curative services;

Increases in the range, velume and quality of services delivered, and in the
numbers of staff available to manage the facilitiews from which those services are
delivered;

Access to those services by the paor and marginalized;

f. Involverment of the community in the delivery of services;

g. Efficiency and effectiveness of management structures at all levels from National to
Provincial to District to Community level.

A follow up to the evaluation to be undertaken by the Government of Pakistan on the basis
of this Third Party Evaluation should be:

a) development of consensus an the clarity of roles of all the stakeholders
B development of the strategy for the future

Scope of Work

The: evaluation will be based on guantitative and qualitative data / informeation collected for
PPHI districts. The analyses would be done for pre and post PPHI time pericd and
comparison of PPHI districts and other district where PPHI is not being cperating would be
done in each province and FATA & FANA (Gilgit-Baltistan) specifically focusing on the
follawing points;

1) Contract and Service Package
a) ldentify the differences in service packages and terms and conditions among
all four provinces
b) Collect and analyse/ compare the service packages offered by PPHI and other
rautine health facilities
2) Analysis of gowvernance, management (including contractual arrangement) and
organizational structure for pre and past PPHI intervention and comparison of PEHI
and non PPHI districts
a) Review how effectively the respective ohligations have been discharged by the
partners to the arrangement i.e. the PPHI, the district and provincial and
federal Governments with reference to the contractual arrangements in place
and their roles and responsibilities.
3 Impact on Preventive Services Delivery
a) Analyse/ assess that how effectively PPHI is addressing the preventive health
care services and programs like immunization, TG, Malaria and HIV/AIDS etc.
in comparison with routine MoH facilities

4 Impact on Curative Services Delivery
ay Analyse the impact on curative service delivery after PPHI being in place
5) Health Facility Assessment

a) Analyse and compare the physical condition of BHUs
L) Analyse the fadilities for patients
58 Patient Satisfaction Assessment
a) Compare the utilization rate in PPHI and other public health facilities as well as
in PPHI districts before and after starting the program
b) Access to health facility by poor people
c}  Assess the satisfaction of clients from the facilities and services
7} Expenditure and Cost Analysis
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a) Explain in detail the financing mechanism of PPHI

b) Analyse the cost of PPHI package and compare it with cost of other routine
health outlet services including (i) BHU cost, (i) RHC cost, (iii] per patient
cast, (iv) management cost,(v) per capita cost of service package and

<) Analyse the out of pocket expenditure and impact of PPHI on Q0P expenditures
rexpenditure on med, fee, transportation etc. )

d1 Financial discipline and transparency in application of resources

a) Carry out the efficiency analysis and/or cost effectiveness analysis

a3 Quality of Care
a) Assess the quality of care at PPHI and other similar facilities
9 Staff
a) Assess the knowledge and expertise of staff and behaviour analysis
by Compare the salary structure with other public health facilities and assess its
impact on service delivery
) Assess the availability of female staff
d) Assess the programs for training and capacity building of staff
10} Medicine and Supplies
a4y Assess the availability of drugs / stock outs and expiry dates etc,
By Assess availability of other supplies and assess whether all eguipments is in
working condition and being handled in proper manner
113 Referral system
a) Assess the referral system and no. of referral cases
12) Data Management
a) Assess the data management and reporting to HMIS and data sharing with
other crganizations for research purposes
13) Assess the community invalvement programs and health promotion activities by
FPPHI and routine facilities
14) Assess whether there is some innovation in service provision and new services
added in the packaoge including emergent needs of catchment
15 Assess and compare the linkages with LHW, vaccinator and other cutreach staff
and impact of FPHI on outreach services
1G] Assess if there are any internal M&E systerm fresult based management at PPHI
and routing PHC administration
17] Identify the issues and obstacles in  implementing the FPFPHI and give
recommendations to improve the services and implementation of PPHI
18) Discuss and analyse the issues for sustainability
19} Lessons learnt from international/regional experiences and their applicability to the
Pakistan contaxt.
207 Lessons  learnt for MOH, DOH, DQistricts, PPHI/Cabinet Division and recom-
mendations
21) Conduct a dissemination workshop
Time lines

Time span for conducting the evaluation will be six months starting from 1% March 2010,

Management and reporting

The evaluation will be managed by TRF in coordination with HSSPLU

An Advisory Forum will be set up for overseeing this assignment. The forum shall
comprise;

Secretary Ministry of Health / nominee by the secretary
Secretary Cabinet Division J/ nominge by the secretary
Mational Program Director PPHI
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+  Chief H55PU

«  CEQ RSPM

«  Representatives from AusAlD and DFID
The Advisory Forum shall be responsible for the:

+  Selection of team of consultants

«  Overseeing the TPE as per ToRs

+  Review the progress of TPE

+  Final Approval of the report

Expertise requirement

An international firm will be responsible for conducting the evaluation. The firm selected
will bring in expertise in conducting such types of evaluations at internaticnal and regional
levels. In addition the international firm will contribute by using state of the art
assessment and evaluation technigques to ensure guality assurance. It is suggested that a
combination of international and national consultants be engaged to carry out the
evaluation. The team should have the following expertise:

+  Experience of internatiocnal / regional level evaluations, for public health
interventions/ programmes and experiences of evaluating PPP initiatives.

+  Experience in  public health and change management and a thorough
understanding of the primary health care system [/ issues in Pakistan and public
private partnership in health.

+  Experience in financial systems and analysis including cost effective and cost
efficiency analysis.

Expertise in fiegld surveys using qualitative and guantitative methodologiaes.

Sampling Methodology

Considering the duration of the evaluation, it is proposed that a ftotal of 26 districts will be
evaluated (6 per province; 3 PPHI and 3 non PPHI districts and 2 fram Gilgit Baltistan).
The selection of the districts will be based on the Multiple Indicator Cluster Survey (MICS)
methodology of composite ranking of districts which is based on a set of key indicators:
adult literacy and primary school enrolment, under five mortality rates, under-nutrition
prevalence, adequate water and sanitation, % with skilled birth attendant at birth and
modern contraceptive. This will provide district variations in terms of economic and socio
cultural considerations and & representative sample will be ensured,

The PPHI model will be assessed on governance, management, financial and service
utilization components, to assess client satisfaction and community participation, Exit
interviews of clients from facilities and household survey will be conducted.

The detailed sampling methodology including the districts, sample size for number of
facilities/per district; number of exit interviews with clients and number of households for
the community survey will be determined by the international firm. The firm will ensure
that representative sample is ensured with statistical precision.

Follow-up

Based on the above, the internaticnal firm will be requested to submit a technical and
financial proposal; detailing their understanding of the TORs and the scope of work,
including the methodology, a costed work plan and detailed budget no later thani0™
December, 2009,
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Third Party Evaluation _Df the PPHI in Fakistan

Annex 3 Lessons from the Batagram model

Nate: this summary has been prepared by the TPE team to highlight important
differences in design and implementation between two PPP models: the PPHI and
the Batagram model, While information on Batagram was provided by SCF US the
text is the sole respansibility of the TPE Feam, not SCF,

Background

Fallowing on the 2005 earthgquake Save the Children - S and the Department of Health
{DoH), Government of Khyber Pakhtunkhwa (KP) initiated a public private partnership with
Save the Children Fund (SCF) US to revitalize and strengthen PHC facilities in the district,
In 2008 and following positive initial results, the DoH of KFP requested SCF to expand its
scope of services to cover all primary health care facilities including BHUs and RHCs.

Key design features
The following designand implementation features are worth noting:

Two piflars.  The Batagram model was built on two pillars: (a) Hub approach for
management of health facilities; and (b) performance based incentives, which was
linked to capacity building and delivery of services by health care providers,

All PHC facilities and programmes were handed over to SCF. The Batagram model
covered the entire PHC spectrum of community based lady health workers f
community midwives, static health facilities including the basic health units (BHUs) and
rural health centers {RHCs).

Clear division of labour between SCF and EDOH, and mutual callaboration. At the time
the program was launched, the EDO Health was hired as a SCF program manager in
the district and a new EDO Health was appointed by the DoH who would look after the
referral facilities (Tehsil, District and civil Hospitals). This separation of tasks enabled
the SCF program manager and the DDOH to each have different responsibilities and to
cover a different range of services, staff and health facilities.

Increased focus on capacity buidding.  Through its needs assessment exercise SCF
cantinued to build capacity of the staff. The capacity building process was carried out
in systematic manner and was evaluated to show an enhanced knowledge and better
practices,

Baseling and clear manitoring arrangements. A baseline was undertaken and
performance indicators were set.  SCF prepared & monitoring guideline with the
involvernent of the district health department. The initial teething problems were
addressed by joint planning sessions between the SCF district management team and
the team of the EDO Health. SCF and EDO Health management teams performed joint
monitoring, in addition to the individual monitoring by the District Gowvernment
including Districk Nazim (District Mayor), DCO, EDO Planning and Finance. All of the
above used the same monitoring guidelines through an agreed monthly monitoring
plan, :

Evaluation arrangements were defined and implemented. SCF got the project
evaluated through a third party during the mid term and also at the end term. The
pravincial department of health through the Health Sector Reforrm Unit oversaw the
whaole process. SCF initially procured the supplies and medicine through its own
procurement mechanisms and later shifted to the Government of KP's procurement
systems.
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Service package. In addition to the services to be delivered throuah the BHUs Save
the Children introduced the round the clock basic EMONC at the RHC level where lady
doctors and LHVs were paosted for round the clock service. Normal and assisted
deliveries were conducted at RHCs. In addition SC introduced the nutrition program
after conducting the nutritional baseline. Where there were no Lady Health Workers,
community-based women were trained and agiven a stipend for early identification of
malnourished {(Severe Acute Malnourished children) and pregnant and lactating
wamen. BHUs were zlso operationalized to provide nutrition supplements and
caomplicated cases were referred to the RHCs where an additional post of Pediatrician
was created and filled,

Financing.  The Batagram project worked with eore financing from DoH and
supplementary finacing from Japan Social Development Fund through the World Bank,
Systems related to health planning, logistics, and service delivery were strengthened
gnd the stakeholders from the provincial health department to district health
cepartment were invalved in decision making,

Clear £xit Strategy. SCF has a clearly laid down exit strategy with a three tier
approach, on which & decision has to be taken by the Provincial Cepartment of Health,
The exit strategy offered three options, summarized below and each including a linked
set of conditions for transfer:

1. SC moves out of Batagram on 31% December 2010 and Government takes aver the
management;

5C moves out of Batagram on 31% December 2010 & 2 local NGO (SRSP) takes
over the management;

3. 5Cis granted 3-5 years extension by Government of KE.

ot

Results from the 2010 evaluation

In 2010 & third party evaluated the project for its performance based on the miutually
agreed performance indicators. The evaluation has demonstrated improvement in several
areas, as follows;

= utilization of health services increased across the hoard to almest five-fold in many
facilities;

* essential staff increased in all facilties filling almaost all the sanctioned posts:

* reporting on the HMIS increased from 12% to 100%:;

* nutrition interventions were quite successful and included community management of
severe acute malnutrition along with provision of nutrition supplements for pregnant
and lactating maothers,

Lessons learnt included the following:

* Keeping district government including the District Department of Health on board
helped to overcome teething problems and potential resistance from Government
staff;

- Performance based incentives coupled with clarity around job descriptions, focus on
capacity building and improved supervision brought staff absenteeism to zero and
HMIS reporting to 100%;

« Providing conducive working & living conditions ensured deployment of female staff;

« Improvement in availability and quality lead to enhanced utilization of PHC services:
and

+ Delegating more powers to accountable managers at HUB level paved the way for
improved supervision.
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