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BASIC DATA 
Third Health Project (Loan 850-PAK[SF]) 

 
Project Preparation/Institution Building 
TA No. TA Name Type Person- 

Months 
Amount1 

($) 
Approval 

Date 
766 Third Health and Population PPTA 13 236,000 15 May 1986
913 Health Manpower and Training ADTA 16 383,000 29 Oct 1987
       
 As per ADB  
Key Project Data ($ million) Loan Documents Actual 
Total Project Cost 37.18   26.75 
Foreign Exchange Cost 13.12     9.60 
Local Currency Cost 24.06 17.15 
ADB Loan  Amount/Utilization 30.40   21.00 
ADB Loan Amount/Cancellation —    13.11 
  
Key Dates Expected Actual 
Fact-Finding  6-28 Apr 1987 
Appraisal  28 Jun-16 Jul 1987 
Loan Negotiations  28-30 Sep 1987 
Board Approval IV Sep 1987 29 Oct 1987 
Loan Agreement 31 Dec 1987 28 Jan 1988 
Loan Effectiveness 27 Apr 1988 5 Jan 1989 
First Disbursement    5 Jan 19892

Project Completion 30 Jun 1993 31 Dec 19953

Loan Closing 30 Sep 1993 8 Aug 1996 
Months (effectiveness to completion)         62             84 
 
Borrower   Government of the Islamic Republic of Pakistan 
 
Executing Agencies  Ministry of Health; Department of Health, Balochistan; and 

Department of Health, North-West Frontier Province 
 
Mission Data 
Type of Mission No. of Missions No. of Person-Days 
Fact-Finding 1 92 
Appraisal 1 95 
Project Administration   
   Inception 1 9 
   Review 11 286 
   Special Loan Administration 2 60 
   Project Completion 2 28 
Operations Evaluation4 1 51 

                                                           
— = not available, ADB = Asian Development Bank, ADTA = advisory technical assistance, PPTA = project 
preparatory technical assistance, TA = technical assistance. 
1 Represents approved amount of TA. 
2 First disbursement under the loan was related to the recovery of prior TA cost as provided under Schedule 3, para. 

8 of the Loan Agreement. 
3 Commissioning of equipment and completion of fellowship activities were carried out by the Government until 

September 1997 from its own funds and from the Overseas Development Administration (United Kingdom) grant. 
4 The Operations Evaluation Mission comprised Paul Chang, Senior Evaluation Specialist (Mission Leader); 

Flordeliza Asistin, Evaluation Analyst; Naeem Uddin Mian, Health and Institutional Expert (Staff Consultant); and 
Semiotics Consultants (Pvt.) Limited, Pakistan (Survey Consultant). 



EXECUTIVE SUMMARY 

 The Project was the third in a series of seven Asian Development Bank (ADB) lending 
operations in the health and population sector in Pakistan, and the first major externally funded 
intervention in this sector for Balochistan and the North-West Frontier Province (NWFP). The 
Project supported the goals of the Sixth and Seventh Five-Year Development plans, which 
covered the period FY1984-FY1993. The overall objective was to improve health care delivery 
in Balochistan and NWFP, while addressing the need for better planning at the Ministry of 
Health (MOH). The Project focused on (i) physical infrastructure improvement, (ii) health 
personnel development, (iii) maintenance and repair of medical equipment, and (iv) planning 
and management of health services. 

 The ADB loan of $30.4 million was approved in October 1987 and the Project was 
completed in December 1995, 2.5 years behind schedule. The main causes of the 
implementation delay were the lack of project management experience of staff of the executing 
agencies, delays in land acquisition and civil works, and severe weather conditions. The actual 
project cost was $26.7 million, or 28 percent below the appraisal estimate of $37.2 million. ADB 
financed $21.0 million and cancelled the balance of its loan, the Government contributed 
$2.7 million equivalent of the local currency cost, and the Department for International 
Development (DFID) of the United Kingdom provided a grant amounting to $3.0 million. The net 
amount disbursed from the ADB loan was distributed as follows: $11.1 million for NWFP, 
$9.3 million for Balochistan, and $0.6 million for MOH.  

The physical infrastructure component was largely attained. Civil works and equipment 
were provided for (i) health care delivery, i.e., 118 rural health centers (RHCs) and 3 basic 
health units (BHUs); (ii) 109 housing units for medical staff in remote places; (iii) training of 
medical personnel in 4 nursing schools and 2 public health schools; and (iv) 9 workshops for the 
maintenance and repair of hospital equipment. This resulted in an increased use of the health 
facilities in about 22 percent of the total 542 RHCs and BHUs in the two provinces at that time. 
The Project accomplished its aim of improving health care delivery benefiting around 2.6 million 
people in the rural areas, especially women and children.  

The Project contributed significantly to building up the provincial capacity in education 
and training in the female nursing and paramedic profession through the expansion of 
preservice basic and postbasic training for nurses and lady health visitors. The enhanced quality 
of education in the nursing and public health schools increased the number of female medical 
personnel available for posting in government health facilities with the schools graduating 
around 180 nurses and 70 lady health visitors annually. A very significant contribution of the 
Project is the empowerment of women in the context of the traditions and culture of rural 
Pakistan. There are today considerably more girls from the rural areas of Balochistan and 
NWFP enrolled in the nursing and public health schools than there were only five years ago. 
There has also been a positive impact on poverty reduction in the catchment areas of project 
facilities, especially among women and children. 

 The Project established nine medical equipment maintenance and repair workshops to 
reduce the time needed to service medical equipment and the costs of repair. Today, there is a 
large amount of medical equipment in almost 1,500 health facilities in the two provinces that 
requires periodic maintenance and repair. While the output of central workshops in Quetta and 
Peshawar is high, the utilization of divisional level workshops remains low. The workshops in 
Loralai and Sibi still have no equipment (originally planned to be supplied under the DFID 
grant). Since their establishment more than 10 years ago, there have been no improvements to 
the workshops’ equipment, tools, and testing instruments. Workshop staff need to upgrade their 
skills to cope with the wide variety of old and modern equipment from a host of countries. In 
places where workshops operate, substantial savings on the repair of equipment have been 
realized. 



 The Project contributed greatly to improving the planning capacity at the provincial 
department level through the establishment of planning units. While the operations and 
performance of the planning units in the Department of Health (DOH) Balochistan and DOH 
NWFP are very satisfactory, those of the MOH planning cell need further support. The MOH 
planning cell needs to intensify linkages with the Planning and Development Division, the health 
management information system, and the provincial health departments. The rationalization of 
the distribution of health centers and doctors, taking into account the demand for health 
services, population density, and urbanization in NWFP and the Federally Administered Tribal 
Area, is a step in the right direction, especially in view of the ongoing decentralization process.  

 In summary, the Project has improved health care delivery among the rural communities 
in Balochistan and NWFP, especially for women and children. It has also improved planning at 
the national, provincial, and district levels. The project objectives were consistent with the 
Government’s and ADB’s development strategies, health policies, and strategic objectives at the 
time of project preparation, implementation, and evaluation. Better diagnosis and treatment 
capability, and more qualified medical personnel have resulted in improved health in the 
catchment areas. The Project has contributed to improvements in the enabling sector 
environment at the central level and in the two provinces, and has impacted positively on 
poverty reduction and the empowerment of women. The cumulative effect of all these 
interventions is the improvement of the health status of the people and their socioeconomic 
conditions.  

 However, the gains in the improvement of efficiency and sustainability of health services 
are adversely affected by government budgetary constraints. In spite of them, and considering 
that the Project was the first assisted by ADB in primary health care in the two provinces, the 
Project has performed satisfactorily. Its benefits are now fully apparent compared with the time 
of the project completion review when many of the facilities were just being equipped, staffed, 
and operationalized. Overall, the Project is rated successful. 

 Key issues for the future include the urgent need for policy reforms in three areas: (i) a 
shift from separate maternal and child health and family planning services to an integrated 
reproductive health approach as part of a more comprehensive primary health care service 
delivery; (ii) staff rationalizing and deployment, and management strengthening; and 
(iii) promoting private sector participation through appropriate improvements in the regulatory 
framework. Another issue is the operationalization and optimal utilization of the health services, 
and the long-term sustainability of benefits accruing from project investment. The risks to 
sustainability are largely due to ineffective management and inadequate budgetary support 
resulting in the inability to post qualified health personnel, particularly female health workers, in 
the more difficult rural areas, and in the irregular and inadequate supply of medicines to the 
health centers.  

 Lessons identified include (i) the need for innovative schemes to retain project staff and 
improve project implementation; (ii) the need for beneficiary and stakeholder participation to be 
integrated into early stages of project preparation and implementation planning in order to 
ensure ownership by the targeted beneficiaries; (iii) providing essential medicines for each 
facility based on demand and decentralizing procurement to the district level to improve the 
supply situation; (iv) providing incentives for women medical officers and other female workers 
to be posted in remote places, and retaining their services through increased mobility of women, 
provision of basic facilities, and ensuring security; and (v) exploring ways to improve resource 
mobilization and allocation for the health sector, particularly through increased participation of 
the private sector and the community. 

 



I. BACKGROUND 

A. Rationale  

1. The Project5 was the Asian Development Bank’s (ADB’s) third in a series of seven 
lending operations in the health sector in Pakistan over the last 20 years. It was the first major 
externally funded intervention in this sector for Balochistan and the North-West Frontier 
Province (NWFP).6 ADB’s first loan to the health sector in Pakistan was for the province of 
Punjab,7 and the second was for the province of Sindh.8 The Project was supportive of the 
Government’s sector policy and operational objectives to accelerate the development of a more 
effective health care delivery system in the two provinces—addressing access to health care 
facilities particularly in rural areas and the quality of health services—and improving planning in 
the sector nationwide. It was also consistent with ADB’s country operational strategy at the time 
to provide substantial support to the health sector in Pakistan. 

2. The Project was designed to support the Government's health investment programs as 
contained in the Sixth Five-Year Plan (FY1984-FY1988) and the Seventh Five-Year Plan 
(FY1989-FY1993). At the time, the level of morbidity and mortality was high, with young children 
and women of reproductive age being the most vulnerable groups. The Government’s overall 
goal was to improve the health status of the population by making available health services to 
the maximum number of people. Physical targets included the establishment of a basic health 
unit (BHU)9 or a rural health center (RHC)10 in every union council11 of the country. It was during 
the implementation of the Project that the Government, assisted by aid agencies, formulated a 
comprehensive Social Action Program (SAP), which covered, among others, primary health 
care. The basic approach of SAP was to significantly increase the level of public funding for 
priority sectors. ADB supported SAP jointly with a number of aid agencies including the World 
Bank through the Social Action Program (Sector) Project (SAPP I).12 SAPP I and the Project 
complemented each other, and their implementation overlapped in 1994-1995. 

3. Recognizing the need to have up-to-date information on the staffing pattern of health 
facilities, health personnel requirements, and training needs both in the public and private 
sector, a national health human resources census was planned to be undertaken in 1988 by the 
National Bureau of Statistics. As a logical follow-up to this data gathering, the Government 
requested ADB for advisory technical assistance (TA) to help formulate a national health 
personnel and training plan for the next 20 years.13 This was to address the shortages and lack 
of quality in health and medical personnel. The Planning Commission and the Ministry of Health 
(MOH) considered the preparation of this plan to be a key input to ADB’s physical and 
                                                           
5 Loan 850-PAK(SF): Third Health Project, for $30.4 million, approved on 29 October 1987 and completed in 

December 1995. 
6  The World Bank’s first Family Health Project covering NWFP was approved in May 1991 and completed in April 

2000, and their Second Family Health Project covering Balochistan was approved in February 1993 and completed 
in December 1999. 

7  Loan 562-PAK(SF): Health and Population Project, for $15 million, approved on 15 December 1981 and 
postevaluated in August 1992 (rated partly successful). 

8  Loan 710-PAK(SF): Second Health and Population Project, for $16 million, approved on 29 November 1984 and 
postevaluated in December 1998 (rated partly successful). 

9  BHU provides outpatient services to a population of 5,000-15,000 people. It is staffed by one doctor and four to six 
paramedics. 

10  RHC provides both outpatient and inpatient services (20-25 beds) to a population of 30,000-100,000 people. 
Facilities include a small operating theater for minor surgical cases and emergencies, a dental unit, x-ray 
equipment, and a laboratory. An RHC is staffed by three doctors, one dentist, nine paramedical and nursing staff, 
and one lady health visitor. 

11  The smallest administrative unit in Pakistan comprising 10-12 villages with a total population ranging in size from 
10,000 to 20,000. 

12  Loan 1301-PAK(SF): Social Action Program (Sector) Project, for $100 million, approved on 23 June 1994. 
Following through on SAPP I was Loan 1493-PAK(SF): Social Action Program (Sector) Project II, for $200 million, 
approved on 28 November 1996. 

13 TA 913-PAK: Health Manpower and Training, for $383,000, approved on 29 October 1987. 



institutional development assistance as contained in the Project. The successful implementation 
of the advisory TA enabled the Government to forecast specific health personnel 
requirements.14 

B. Formulation  

4. A TA was provided during September 1986-January 1987 to prepare the Project.15 Loan 
fact-finding was conducted in April 1987 in close consultation with the Government and aid 
agencies active in the sector. The Project was appraised in June-July 1987, jointly with the 
former Overseas Development Administration of the United Kingdom,16 which cofinanced 
equipment, consulting services, and fellowships for the establishment of medical equipment 
maintenance and repair workshops, provincial planning units, and MOH planning cell.  

C. Purpose and Outputs   

5. The Project aimed to improve health care delivery in Balochistan (part A) and NWFP 
(part B), while addressing the need for improved planning at the national level, i.e., MOH 
(part C). It focused on (i) physical infrastructure improvement, (ii) health personnel development, 
(iii) maintenance and repair of medical equipment, and (iv) planning and management of health 
services at the provincial departments of health (DOHs) and MOH.  

6. Parts A and B of the Project were designed to improve the coverage and quality of 
health care services for the rural population in the two provinces through (i) improvement of 
107 existing RHCs by the establishment of 14- and 24-bed wards, maternal and child health 
(MCH) clinics and maternity wards, laboratory and x-ray facilities, and dental clinics; 
(ii) upgrading of 4 existing civil dispensaries and 14 small rural health facilities to RHCs; 
(iii) construction of 6 new BHUs; (iv) construction of 120 housing units for medical officers and 
female paramedical staff; (v) improvements to 6 selected nursing and public health schools 
through construction of hostels, and provision of teaching aids, equipment, furniture, and 
vehicles; (vi) construction of 9 medical equipment maintenance and repair workshops; 
(vii) provision of consulting services, staff training, and fellowships for 87 medical and 7 planning 
staff; and (viii) establishment of a planning unit at DOH Balochistan and DOH NWFP, and a 
planning cell at MOH to help improve the planning and management of health care services. 

D. Cost, Financing, and Executing Arrangements 

7. The total project cost at appraisal was estimated at $37.2 million equivalent, with a 
foreign exchange component of $13.1 million and a local currency component of $24.1 million 
equivalent. ADB made a loan of $30.4 million (SDR23.6 million) from its Special Funds 
resources to cover 82 percent of the total project cost. The Department for International 
Development (DFID) of the United Kingdom provided a grant of $3.7 million and the 
Government agreed to finance $3.1 million equivalent of local currency costs. The Borrower was 
the Government of the Islamic Republic of Pakistan. The executing agencies (EAs) were MOH, 
and the DOHs in Balochistan and NWFP. Project coordinating committees were established in 
Balochistan headed by the additional chief secretary and in NWFP by the secretary of health. 

                                                           
14 This led to TA 1314-PAK: Fourth Health and Population (Manpower Development), for $100,000, approved on 

1 June 1990, which helped prepare Loan 1200-PAK(SF): Health Care Development Project, for $60 million, 
approved on 1 December 1992 and completed in December 2000. 

15 TA 766-PAK: Third Health and Population, for $236,000, approved on 15 May 1986. 
16 In 1997, the name was changed to Department for International Development (DFID).  



E. Completion and Self-Evaluation  

8. The project completion report (PCR) that was prepared nine months after loan closing 
reported that implementation of the Project was generally in accordance with the arrangements 
agreed at appraisal. There were initial delays in establishing the appropriate project 
implementation units (PIUs) and implementation took 2.5 years longer than anticipated. Based 
on a review of the PCR, it seems that the consultants’ performance under the Project was 
generally satisfactory, having successfully established the planning cell at MOH and the 
planning units in the provincial health departments. In addition, the training provided to various 
staff under the DFID grant seems to have contributed to the functioning of the medical 
equipment maintenance and repair workshops, nursing and public health schools, and planning 
cell and units.  

9. The PCR also reported that the planning cell and units played a crucial role in the 
preparation of the annual operational plans and the annual development and recurrent budgets 
for MOH and the DOHs of Balochistan and NWFP, a clear indication that the Project had 
contributed to institutional capacity building in all three organizations. 

10. The PCR rated the Project as partly successful.17 Loan covenants were generally 
complied with. Partial compliance was noted on covenants relating to project benefit monitoring 
and evaluation (BME).18 The PCR estimated that the new and upgraded facilities under the 
Project allowed for increased access to primary health care services by around 7.5 million 
people living in the rural areas of Balochistan and NWFP. At the time of the PCR, many of the 
facilities were just being equipped, staffed, and operationalized. Thus, as the benefits were not 
yet fully apparent, the partly successful rating was justified at the time. The PCR recommended 
the following: (i) strengthen performance monitoring and evaluation activities and integrate 
project BME with the overall health management information system (HMIS) of the provincial 
departments and MOH, (ii) assure adequate budget provision for the proper operation of 
facilities, and (iii) increase the  number of staff. There were no lessons identified.  

F. Operations Evaluation  

11. It is recognized that the Project has long been completed, that other interventions 
affecting the same areas have come into play, and that the Project’s benefits and impacts 
cannot be isolated from these. Thus, the evaluation has been conducted in the context of the 
overall effort provided in the health sector—both of the federal and provincial governments and 
that of the aid agencies—with emphasis on lessons for the future. The contribution of the 
Project in this overall effort is reflected in the trends in health indicators in the two provinces. In 
this respect, the evaluation has looked beyond the physical achievements of the Project that 
had already been discussed in the PCR, and adopted a more forward-looking approach that 
assesses outcomes in the light of their overall significance to the health sector in the country.  

12. This project performance audit report (PPAR) presents an assessment of the Project's 
effectiveness in terms of achieving its objectives and generating benefits, and the sustainability 
of the Project's operations. It discusses issues of current relevance to the sector, identifies 
lessons, and presents follow-up actions that need to be taken by the Government. The 
discussion and results are based on the findings of the Operations Evaluation Mission that was 
fielded from 30 July to 16 August 2001; a review of the appraisal report, PCR, and project files; 
and discussions with ADB staff and government officials. The PPAR draws data from a 
beneficiary and infrastructure survey that was conducted using the following instruments: (i) exit 
                                                           
17 Based on the former three-category rating system (generally successful, partly successful, and unsuccessful). 
18 BME has now been subsumed within the ADB’s project performance management system that comprises the 

project logical framework, project performance report (monitoring of indicators to provide feedback on project 
performance and managing project implementation), and the project management information system. However, 
this report will continue to refer to BME as this was the system used during project implementation. 



interview questionnaire, (ii) structured group discussion questionnaire, (iii) key informants 
interview questionnaire, and (iv) facilities checklist. The HMIS and the Pakistan Integrated 
Household Surveys were also used as references for province-wide health indicators and data 
on human resources and social infrastructure. 

13. The survey of project beneficiaries was conducted in Balochistan and NWFP under the 
supervision of a consulting firm. The methodology, sampling of project sites and beneficiaries, 
and analysis plan are presented in Appendix 1. Secondary research on reports of other aid 
agencies, government-published statistics as contained in the HMIS, and other related studies 
was also undertaken. The primary and secondary data resulting from the research activities 
were used as a cross-check for consistency and reliability between the quantitative and 
qualitative analyses. The PPAR aims to provide the EAs and ADB staff with lessons and best 
practices in terms of geographic priorities, sector requirements, focus of services, and targeting 
of beneficiaries. 

14. The views of the concerned ADB departments and offices are reflected in the report. 
Copies of the draft PPAR were sent to the Borrower and the EAs for comments in November 
2001. Although the request was subsequently followed up, no comments were received. 



II. PLANNING AND IMPLEMENTATION PERFORMANCE 

A. Formulation and Design 

15. The project design was supportive of the Government’s overall objectives of improving 
the health status of the population in the two underserved provinces by making available health 
services to the maximum number of people, as embodied in successive five-year plans up to 
the Sixth Five-Year Plan. The design was also in support of (i) the Government’s Accelerated 
Health Program,19 and (ii) the Prime Minister’s Five-Point Program,20 which were implemented 
during the Sixth Plan. Other than the general concerns in health services of access, equity, 
quality, and efficiency, project formulation took into consideration issues such as MCH, 
preventive and promotive health care, and nurse and lady health visitor (LHV) training. The 
project design was highly relevant to the country’s development objectives at the time of 
formulation.  

16. ADB’s early articulation of its policy in the health sector21 specified the following 
principles for its assistance program: (i) flexibility and responsiveness to the specific needs of 
the developing member country (DMC) assisted; (ii) promotion of a primary health care strategy; 
(iii) targeting of assistance to high-risk groups, i.e., the poor, children, and women of 
reproductive age; and (iv) encouragement of DMCs to allocate sector resources more equitably 
and efficiently. While the Project was designed before the approval of this policy paper, it 
satisfied most of these principles. Over the last 10 years, the nature of ADB lending has shifted 
to primary health care and women’s reproductive health in rural areas. The revised policy puts 
less emphasis on hardware (physical infrastructure, equipment) and more on software (medical 
personnel training, health education and family planning programs, planning and management, 
and disease surveillance), and favors flexibility rather than prescriptive policies and blueprint 
project designs.22 

17. ADB’s current country and strategy program for Pakistan23 supports the Government’s 
reform program as presented at the Pakistan Development Forum (March 2001) and the High 
Level Forum on Poverty Reduction (April 2001). Among the priorities that emerged from these 
forums are social sector programs for health and social safety nets with targeted programs for 
excluded groups. The design (objectives and scope) of the Project is, therefore, very much 
relevant to today’s priorities in basic health care in Pakistan. Findings of the beneficiary survey 
conducted as part of evaluation show that the Project has also been in line with ADB's strategy 
to combat poverty in the region,24 and has addressed several thematic priorities of ADB, namely 
human development, poverty reduction, gender and development, and economic growth 
(through productivity effects of improved health). 

B. Achievement of Outputs  

18. The Project has enhanced the accessibility, equity, delivery, and quality of primary 
health care services in rural communities, especially for women and children. It has improved 
health care delivery at the union council level. Better quality medical staff and improved 
                                                           
19  The program gave priority to (i) expanded program of immunization, (ii) production and distribution of oral 

rehydration salts, and (iii) training of traditional birth attendants.  
20 This program covered investments and activities in rural and urban development (education, health, water supply, 

sewerage, roads, housing, electrification), among others. 
21  ADB. 1991. Health, Population and Development in Asia and the Pacific. Manila. 
22  ADB. 1999. Policy for the Health Sector. Manila. 
23 Sec. M53-01. Pakistan Country Strategy and Program Update (2002-2004), 17 July. In recognition of the need to 

continue ADB's support to the sector, the update includes three health projects, viz., Reproductive Health for 2001, 
Sindh Early Childhood Development Project for 2003, and NWFP Health Sector Reform for 2004. 

24 R179-99: Fighting Poverty in Asia and the Pacific: The Poverty Reduction Strategy of the Asian Development 
Bank, 19 October.  



programs and facilities have increased the number of clients in health centers. The enhanced 
quality of education and increased security have improved morale among teachers, staff, and 
students. Education and training of nurses and LHVs are now firmly established and an 
adequate supply of graduates has been achieved. Repair and servicing of medical equipment 
have been given a start. The institutional capacity of the provincial DOHs has been 
strengthened. The Project has laid a foundation for efforts on which other initiatives can build 
upon in the future. 

19. Some health facilities, especially in Balochistan, are underutilized due mainly to (i) non-
posting of medical officers (particularly women medical officers [WMOs]), and in some places 
high levels of absenteeism; (ii) lack of security; and (iii) lack of medicines and medical supplies. 
Still, there are many examples of RHCs and BHUs that are providing health care services well 
beyond their rated capacity. The contributions of the Project complemented those of other aid 
agencies, as well as efforts of the provincial and federal governments. The budgetary and 
human resources constraints, as well as constraints in the distribution of supplies, are 
attributable to ineffective and inefficient management at the local level. The district health officer 
and the medical officer-in-charge play a key role in providing effective management to RHCs 
and BHUs. 

C. Cost and Scheduling  

20. The actual project cost at completion amounted to $26.7 million or 72 percent of 
appraisal estimate (Appendix 2). The Government financed $2.7 million equivalent of the local 
currency cost (10 percent of the total), while ADB contributed $21.0 million (79 percent), and 
DFID $3.0 million (11 percent). The net amount disbursed from the ADB loan was distributed as 
follows: $11.1 million for NWFP, $9.3 million for Balochistan, and $0.6 million for MOH. Reasons 
for the low loan utilization (69 percent of the approved loan amount) were the depreciation of the 
Pakistan rupee versus the dollar and the appreciation of special drawing rights against the 
dollar. Another reason was that most expenditures were much lower than the appraisal 
estimates. The unutilized amount of $13.1 million was cancelled.  

21. The ADB loan became effective in January 1989, about eight months later than 
envisaged, due to delays in (i) completing the cofinancing arrangements with DFID, (ii) approval 
of the Project by the Executive Committee of the National Economic Council, and 
(iii) establishment of the PIUs and project coordinating committees. After two extensions, the 
loan was closed in August 1996. The Project was physically completed in December 1995, 2.5 
years behind the original schedule. The implementation delay was attributed to (i) lack of 
adequate project management experience of the EAs; (ii) unfamiliarity of the PIU staff with ADB 
procedures on recruitment of consultants and procurement; and (iii) delays in civil works due to 
slow approval process, delays in acquisition of land for the construction of new facilities 
particularly in tribal areas, and the effect of unusually cold weather during some winter months. 

D. Procurement and Construction  

22. The physical infrastructure component was largely attained. Civil works accounted for 
about two thirds of the total project cost. They were on the critical path of project implementation 
and determined the timing of other activities such as equipment procurement, staff development 
and training, staff recruitment, and consulting services. All civil works contracts were awarded 
on the basis of local competitive bidding and were supervised by the communications and works 
departments. Procedures for inviting and accepting bids, prequalification of contractors, and 
other requirements such as performance and security bonds, were unwieldy and complicated. 
The inefficiencies at the start-up of the Project were mainly due to the unfamiliarity of the PIU 
staff with ADB’s procurement procedures, as well as the unfamiliarity of ADB staff with 
government procedures—not unexpected as this was the first ADB-supported project in the 



health sector in the two provinces. Delays in the provision of government counterpart funds also 
contributed to implementation delays. Nonetheless, the physical facilities were implemented as 
envisaged and the quality of construction was generally satisfactory. While there were delays in 
the civil works, they did not impact adversely on the outcome of the Project. The pace of work 
gained momentum in the second half of project implementation. 

23. The procurement of small packages of equipment and furniture for the RHCs, BHUs, 
and nursing and public health schools that was carried out through local competitive bidding, 
international shopping, or direct purchase, was carried out satisfactorily, albeit with a front-end 
delay of seven months. The procedures prescribed during appraisal were appropriate and the 
overall quality of the medical equipment, teaching aids and materials, vehicles, and furniture 
was satisfactory. The procurement of equipment and vehicles, for the medical equipment repair 
and maintenance workshops under the DFID grant, was only partially completed due to delay in 
staff recruitment and training, and thus resulted in delay in operationalization as well. While 
construction of the workshops in Loralai and Sibi in Balochistan was completed satisfactorily, 
staff could not be recruited in time because of the protracted approval procedures of the 
Government. Thus, DFID did not provide equipment for these workshops. Nor was any 
equipment provided to the three BHUs in the Federally Administered Tribal Area (FATA)25 due 
to security problems. These BHUs remain inoperative to date. 

E. Organization and Management  

24. PIUs were established under each of the three EAs, i.e., DOH Balochistan, DOH NWFP, 
and MOH. There was a six-month delay in the establishment of the PIU in NWFP. There were 
also delays in the opening of imprest accounts in the two provinces. Civil works were under the 
responsibility of the communications and works departments of the provinces, and added to the 
coordination problems in managing the Project. Project coordinating committees were 
established as agreed at appraisal. Loan covenants were generally complied with (Appendix 3). 
Partial compliance was noted on covenants relating to BME. There was a high turnover of 
project directors both in Balochistan (five directors in five years) and NWFP (three directors in 
five years). However, in Balochistan, the deputy project director remained throughout the 
implementation period and provided the corporate memory of the Project. In NWFP, the last 
project director succeeded in accelerating the implementation activities that helped achieve 
satisfactory completion. This highlights the importance of dynamic leadership in project 
implementation. 

25. ADB supervision of the Project was adequate. Thirteen review missions were fielded, 
averaging almost two missions per year. While the supervision was generally adequate, more 
time could have been provided for field visits.  

                                                           
25 FATA is the region in Balochistan and NWFP bordering Afghanistan which comes under the administration of 

Pakistan's federal government.  



 

III. ACHIEVEMENT OF PROJECT PURPOSE 

A. Operational Performance 

26. It is difficult to isolate the benefits and impact of the Project from those of other ADB-
financed projects in the sector, and from interventions of other aid agencies26 and the efforts of 
the federal and provincial governments. Such complementary projects have contributed to the 
overall objective of improving the quality of health service delivery. The benefits have been 
reinforced by the gains under the ADB-assisted Health Care Development Project (footnote 10), 
SAPP I and II (footnote 8), as well as the family health projects of the World Bank (footnote 2). 
While attempting to assess the Project's effectiveness in achieving its objectives, the following 
discussions, therefore, need to be viewed in the context of the overall efforts of aid agencies 
working in the sector during the period under review. Furthermore, the operational performance 
and impact of investments in the sector have been subject to adverse weather conditions in the 
two provinces, such as unusually severe winters and droughts, as well as the adverse effects of 
the perennial refugee problems in the districts bordering Afghanistan. Lessons learned from the 
Project have influenced the design and scope of ADB's subsequent health and population 
interventions in Pakistan.27  

27. The Project aimed to improve the coverage and quality of health care services for the 
rural population of Balochistan and NWFP, but no baseline and process indicators to measure 
the achievement were specified at the time of appraisal. Nevertheless, viewed in the context of 
infrastructure development for the rural population, the Project contributed toward the expansion 
of MCH services, and diagnostic and dental care facilities, established medical equipment 
maintenance/repair systems, increased training opportunities for nurses and LHVs, and 
enhanced planning capacity at the federal and provincial levels. DOH Balochistan and DOH 
NWFP both acknowledge that the Project represented a significant landmark in health sector 
development. 

1. Physical Infrastructure Improvement for Health Care Delivery 

a. Improving the Quality of Services at Referral Facilities 

28. The Project has contributed to the improvement of the quality of health care services. 
The improved RHCs, upgraded civil dispensaries and small rural health facilities, and new 
BHUs are more effective and serve more clients. The survey shows that the majority of patients 
live within five kilometers of these facilities. Due to this proximity, more than half of the 
beneficiaries visit the RHCs on foot. Others use various means of transport. Travel time for the 
majority of the people is not more than 20 minutes. 

29. There were 378 union councils in NWFP and 164 in Balochistan, which had either an 
RHC or a BHU in 1987.28 As shown on map, the Project provided improvements to 103 existing 
RHCs (against the target of 107), upgraded to the RHC level 4 civil dispensaries in Balochistan 
                                                           
26  Among these are the Canadian International Development Agency, Deutsche Gesellschaft für Technische 

Zusammenarbeit, DFID, Japan International Cooperation Agency, Kreditanstalt für Wiederaufbau, United States 
Agency for International Development, World Bank, United Nations agencies, and the governments of Finland, 
France, Germany, Netherlands, and Switzerland. Other entities active in the sector are the European Union, Islamic 
Development Bank, and Organization of Petroleum Exporting Countries Fund. 

27 Including Loan 1277-PAK(SF): Population Project, for $25 million, approved on 2 December 1993; and Loan 1671-
PAK(SF): Women’s Health Project, for $47 million, approved on 16 March 1999.  

28 Planning and Development Division. 1988. Rural Health Program of Pakistan. Government of Pakistan. 



(as targeted) and 11 small rural health facilities in NWFP (against the target of 14), and 
constructed 3 new BHUs in NWFP (the 3 in FATA could not be operationalized; para. 23). In 
total, 22 percent of the then existing 542 health facilities were upgraded under the Project. 
Overall, the Project provided the right kind of facilities. Their number continued to grow in the 
subsequent years: 

Number of Health Facilities in 1999 

Province RHC BHU Total Union Councils 
(with BHU/RHC) 

Dispensaries 

North-West Frontier Province 79 914 993 531 

Balochistan 47 454 501 648 

Total 126 1,368 1,494 1,179 

BHU = basic health unit, RHC = rural health center. 
Source: Ministry of Health. National Feedback Report (1999). Government of Pakistan.  

30. Indoor Facilities. All 118 RHCs improved under the Project have separate male and 
female wards with the majority of them (65 percent) in satisfactory to good condition. However, 
a number of facilities require minor repairs. The wards are generally underutilized. Hospital 
admissions tend to be low because of the nonavailability of medical staff and the lack of 
medicines and medical supplies. Only a third of the RHCs surveyed reported indoor patient 
admissions. The frequency of obstetric/gynecology-related admissions was even lower. The 
monthly average number and type of visits to RHCs for Balochistan are shown in Appendix 4, 
and those for NWFP in Appendix 5. 

31. Kitchens have been provided in more than half of the facilities. However, they are not 
being used as families usually bring food for the patients. Furniture has been kept in good 
condition in most of the facilities. Generators are available in most facilities and have been kept 
in good condition. Air compressors are available in about half the facilities. Only 13 percent of 
facilities have an infant incubator. 

32. Operating Theater. Operating theaters were the major additions under the Project in 
almost all the RHCs. The activities, however, are generally limited to minor surgeries, and very 
few facilities perform any major operations, e.g., caesarean section. This lack of use for major 
operations is due to (i) nonavailability of medical officers specially trained in surgery, 
(ii) absence of a blood bank, and (iii) lack of anesthesia equipment. In facilities where a surgeon 
is available, major and minor surgeries are performed. 

33. Dental Services. The establishment of dental clinics at the RHCs has been a long-
standing requirement in rural areas. The services rendered are much appreciated by the 
majority of the patients. However, only 65 percent of health facilities have dental surgeons. 
Many facilities also lack minor instruments and supplies. Thus, their effectiveness has been 
limited.  

34. Basic Utilities. While electricity is available in most health facilities, water and telephone 
are available in only about half the facilities. Toilets are available in all the facilities, although 
their general condition and level of cleanliness greatly vary. Drainage facilities are available in 
around 90 percent of the RHCs and staff houses. Gas is not available in most of the facilities, 
rendering many facilities in the colder areas unlivable during the winter months.  

35. Residential Facilities for Medical Staff. Out of the 120 housing units targeted in the 
Project, 109 were built, and 78 of these were provided with furniture. The provision of staff 
housing for medical officers and other medical staff in the rural health facilities has greatly 
contributed to the willingness of these staff to be assigned to remote places, and improved the 
retention of medical personnel. All the residences are occupied and properly maintained. 



Availability of doctors has increased with 80 percent of facility patients surveyed expressing 
their satisfaction in this regard. 

b. Health Services Provision 

36. Maternal and Child Health. A facility survey,29 which was conducted in 1999 to 
compare the situation in 1993 (with the Project close to completion) with that of 1998 (after the 
Project was completed), showed an increase in MCH service utilization. The survey also 
showed an increase of 120 percent in antenatal clients in Balochistan during the same period. 
The number of female health workers increased by 164 percent, from 243 in 1993 to 641 in 
1998, in Balochistan alone.30 

37. Family planning services, initially provided only by the population welfare centers, are 
now provided also at the RHCs. Family planning clients in Balochistan increased by 126 percent 
in 1998 compared with 1993. Currently, 75 percent of primary health care facilities in NWFP are 
providing contraceptives to their clients. RHCs are the main source of family planning services 
to the rural population. The contraceptive prevalence rate among the rural population increased 
from 9 percent in 1990 to 23 percent in 1999 in NWFP, and from 2 to 10 percent during the 
same period in Balochistan (Appendix 6). The Project contributed to this improvement. 

38. Immunization Coverage. The addition of immunization rooms in the upgraded RHCs 
under the Project contributed toward the increased immunization coverage in both provinces. 
The expanded program on immunization has a strong presence in the majority of the facilities 
as vaccinators are available in 87 percent of the RHCs. Refrigerators for storing drugs are 
available in 83 percent of the facilities. Of these, 95 percent are in good/satisfactory condition. 
The survey conducted in 199031 reported that the proportion of fully immunized children in the 
age group 12-23 months was only 18 percent in Balochistan. The overall coverage reported in 
1997 was 59 percent, and for the rural population 57 percent (Appendix 6). This was the result 
of concerted efforts of all the aid agencies working on the expanded program on immunization.  

39. Medical Staff. Medical officers, being the core staff of an RHC, are available in almost 
all the RHCs (96 percent). However, some specialists, e.g., surgeons and particularly WMOs, 
are in short supply, especially in remote areas. Forty percent of RHCs do not have a posted 
WMO. Constraints related to cultural and traditional practices, security problems, and lack of 
basic amenities are the main reasons why WMOs prefer urban center rather than rural health 
facility postings. Regular attendance of doctors has also been a problem in certain places. LHVs 
are available in 87 percent of the health facilities and are playing an important role in prenatal 
care. At times, they are the only trained health workers available to pregnant women in remote 
areas. The supply of medical staff, such as vaccinators, laboratory technicians, and 
drug/medicine dispensers, is adequate, whereas there is a lack of x-ray technicians. The result 
is the low utilization of x-ray machines in the health facilities. Ward attendants/helpers, 
traditional birth attendants, and ambulance drivers are available in every facility. 

c. Health Impact  

40. Improved Diagnosis. Basic apparatus/equipment used in the medical officer’s 
examination room includes an examination table, blood pressure apparatus, stethoscope, 
eye/ear/nose/throat box, laryngoscope, and instruments table. These are available in all the 
facilities and in good/satisfactory condition in more than 90 percent of the facilities surveyed. 

                                                           
29 Ministry of Health. 1999. Health Facility Survey of 128 Primary Health Care Facilities. Government of Pakistan. 
30 Figures provided by DOH Balochistan. 
31 Federal Bureau of Statistics. 1990. Pakistan Demographic and Health Survey 1990/91. Government of Pakistan.  



41. The addition of laboratory and x-ray rooms in the RHCs greatly enhanced the diagnostic 
capabilities of these facilities. They are reported to be in good condition. X-ray machines, 
provided under the Project, are generally in good condition, and in places where there is an x-
ray technician, heavily utilized. Similarly, laboratory equipment is generally well maintained, 
though deficient in some places. All health facilities have a microscope, and many have a 
centrifuge, spectrophotometer, and water bath. However, these items of equipment are not 
being properly utilized in many places due to nonavailability of consumables. The absence or 
shortage of equipment and/or chemicals appears to be a general problem. 

d. Health Indicators 

42. Due to the complex nature of health and disease, the impact of health interventions are 
difficult to assess. Each health intervention has a supplementary effect on others. A number of 
health indicators need to be used to measure health impacts. Health impacts can generally be 
assessed from (i) vital health and demographic indicators, (ii) morbidity and mortality indicators, 
(iii) service provision indicators, and (iv) perceptions of beneficiaries. While the first two sets of 
indicators measure direct impact on health, the latter two indicate indirect impact. The health 
indicators in Appendix 6 show the improvement in the health conditions in both provinces over 
time. While the picture is not an outcome of the Project alone, the Project did contribute to the 
improving health of the rural population.  

43. The available vital health and demographic indicators show a progressive improvement 
in the general health status of the people in the two provinces over the years. Despite the lack 
of some indicators for certain years (especially for FATA), most indicators improved between 
1990 and 1999.  

e. Beneficiary Perceptions 

44. Community Satisfaction with RHCs. Sixty seven percent of respondents to a survey 
question on whether they were satisfied with the outpatient diagnostic/treatment replied in the 
affirmative. Eighty percent were satisfied with the availability of the doctors at the center but only 
41 percent were satisfied with the availability of WMOs. The majority were satisfied with the 
availability of female health workers and labor room staff at the RHCs. Availability of medicines 
is an area of concern. The majority of the respondents expressed dissatisfaction with the 
emergency service and emergency medicines. Seventy-five percent were dissatisfied with 
surgical operations, and 83 percent with postoperative care. The figure below illustrates the 
satisfaction and confidence in RHCs; details are shown in Appendix 7. 
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WMO = woman medical officer. 
Source: Operations Evaluation Mission's beneficiaries survey, September 2001. 

45. Out of 639 respondents in the survey, 288 (45 percent) had been visiting the RHCs for 
more than five years, and most of them had visited it before project improvement and 
upgrading. The majority (78 percent) of the respondents noticed major changes in the RHCs 
after the provision of project inputs such as new buildings, better equipment and test facilities, 
and increased availability of staff. When asked to assess the operations of the RHCs, 
60 percent indicated satisfaction, while 37 percent were not satisfied. The major reasons quoted 
for dissatisfaction were the lack of diagnostic facilities, lack of cleanliness, nonavailability of 
medicine, and nonavailability of staff at times (Appendix 7). About one fifth of the clients were 
not happy with staff behavior. 

46. Seventy-seven percent of respondents considered that the Project had achieved its 
objective of providing better health facilities at the RHCs. However, only 32 percent said that 
medicines were readily available there when needed (Appendix 8). When asked how valuable 
was the Project’s benefit to the community, the majority of the respondents considered the 
accessibility to better health services, and the availability of medical staff and medicines, as the 
most valuable elements.  

2. Health Personnel Development 

47. At the start of the Project in 1988, there was a serious shortage of female nurses and 
LHVs. Expansion of preservice training of female medical staff was achieved through the 
upgrading of nursing and public health schools (for LHVs).32 This initiative has considerably 
contributed to health personnel development in the two provinces. The number of female 
paramedical staff has since registered an increase. As recent as 1993, all the nursing and LHV 
students in Balochistan came from other provinces, mainly Punjab. LHV students in Balochistan 
are now mostly from the province, while nursing students are still mostly from Punjab. With the 
expansion of training facilities and better hostel accommodation provided under the Project, 
young girls from within the province have been attracted to enroll in these schools.  

48. Strengthening of the Post-Graduate College of Nursing at Hayat Abad and the Basic 
School of Nursing at Lady Reading Hospital in Peshawar in NWFP also contributed to increased 
availability of nurses and better quality of training. Under the Project, two tutors completed 
master’s degrees (nurses education management) in the United Kingdom, while 21 completed 
postbasic courses in clinical subjects. There have been steps to improve the quality of nurse 
training through revision of ward administrator and nurse teacher courses. Postbasic clinical 

                                                           
32 Nursing School at Sandeman Civil Hospital, and Public Health School in Quetta; Basic School of Nursing at Lady 

Reading Hospital, Post-Graduate College of Nursing at Hayat Abad, Nursing School Khyber Teaching Hospital, 
and Public Health School in Peshawar. 
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courses have been introduced in the College, and around 50 nurses complete their postbasic 
courses in various specialties every year. Improved teaching-learning methods introduced under 
the related TA (footnote 9), additional teaching resource like library books, training videos, and 
teaching aids, as well as networking among the staff responsible for postbasic courses in 
Balochistan and NWFP have all played an important role in enhancing the quality of nurse 
training. The access to on-the-job training in nearby hospitals and MCH centers has been 
greatly enhanced by vehicles supplied under the Project.  

49. The graduates of the nursing schools are available for posting in government urban and 
rural health facilities in their respective provinces, as they are under service bond to work for the 
Government upon completion of their course. However, due to scarcity of sanctioned posts, 
there is at least a year of waiting time before fresh graduates can join the government service. 
Some find temporary employment with private clinics. The annual number of nursing graduates 
in NWFP is around 120, and in Balochistan around 60. In addition, around 70 LHVs a year 
complete their two-year course in the two provinces. 

3. Maintenance and Repair of Medical Equipment 

50. There is a substantial amount of medical equipment in health facilities in both provinces. 
To ensure adequate maintenance and repair of such equipment, seven workshops were 
established under the Project. Two other workshops, in Loralai and Sibi, have no repair 
equipment yet, despite an assurance from DOH Balochistan during the PCR review to supply it. 
While the output of central workshops in Quetta and Peshawar is high, the utilization of 
divisional level workshops remains low. In places where workshops operate, substantial savings 
in equipment repair have been realized. 

4. Planning and Management of Health Services 

51. The Project contributed greatly to establishing the planning capacity at the provincial 
department level in Balochistan and NWFP. While the operations and performance of the 
planning units in DOH Balochistan and DOH NWFP are very satisfactory, those of the MOH 
planning cell need further support. The lack of focus in MOH is atrributable to the overlapping 
functions in planning and management of the Health Division of the Planning Commission, the 
Basic Health Services Unit of MOH, the National Institute of Health, and the Health Services 
Academy. At the provincial level, conscious efforts toward collection and use of information are 
apparent and the staff posted in the planning units are responsible for development planning 
and budget preparation. Compared with them, the planning cell established at MOH Islamabad 
is still lacking in human resources capacity and expertise. Nevertheless, the planning cell and 
units have played an important role in the preparation of the annual operational plans and the 
annual development and recurrent budgets for MOH and the two provincial departments—a 
clear indication that the Project has contributed to institutional capacity building in all three 
organizations. 

52. Of the targeted 27 nursing teaching staff for overseas fellowships, 21 nurses were 
trained in postbasic nursing in various fields. More than the targeted 60 nursing trainees 
attended local training workshops organized by consultants engaged under the DFID grant. 
Seven MOH and DOH staff were trained overseas for two years in health planning and 
management. Most of the staff trained under the Project are still employed in different capacities 
within the DOHs. The planning units in the provinces are thus staffed by trained professionals. 
They have been actively contributing toward sector reform and decentralization initiatives, 
especially in NWFP.  



B. Performance of the Operating Entity 

53. While budgetary allocations to the health sector are generally inadequate, health 
nonsalary expenditure increased from 25 percent of total health recurrent expenditure in 
FY1994 to 29 percent in FY1997, mainly as a result of SAP. Pakistan’s health policy is to 
provide a universal health cover free of charge to those who cannot afford to pay for it. 
However, the Government is aware of the need to examine ways to increase cost sharing and 
reduce its financial burden. With the increasing role of the private sector, the Government’s role 
is expected to diminish to serving mainly the rural areas and the needy. The private sector 
already accounts for more than three fifths of all health expenditures. The revenue generated 
from nominal user charges to users of public health services (PRs1-2 per outpatient visit, and 
PRs5 per inpatient per day) is minimal. The majority (96 percent) of outpatients surveyed feel 
that charging fees is appropriate and around 70 percent are in favor of increasing the fees if 
good facilities and medicine are provided. Five percent of those interviewed paid PRs20 per visit 
for consultation and medicine.  

C. Economic Reevaluation 

54. Because of the difficulty in ascertaining with relative accuracy the incremental benefits 
arising from the Project, no economic and financial rates of return were calculated at appraisal, 
completion, or postevaluation. In the absence of quantitative information, the decision to invest 
in the sector was based on (i) an assessment of the objectives of government policies, (ii) the 
contribution expected to be made to the achievement of these objectives by the Project, (iii) the 
cost-effectiveness of the project design, (iv) the Project’s target beneficiaries and distributional 
effects, and (v) the risks associated with project implementation. While measuring the overall 
cost-effectiveness proved difficult, due regard was given to the cost-effectiveness of the various 
project components, in particular the appropriateness of architectural designs for existing 
facilities, as well as standard plans for new facilities. Data on current unit costs were not 
available due to the aggregated nature of the budgetary system, especially as it involved 
various government agencies, and federal and provincial funding. This highlights the need for 
the implementation of an effective BME system. 

D. Sustainability 

55. Medical facilities, equipment, training and supply of medical personnel, repair and 
maintenance workshops, and institutional development inputs provided under the Project have 
improved the quality and accessibility of health services to the poor and underserved. However, 
inadequate budgetary allocations, lack of results monitoring and evaluation, and inability to 
resolve problems on time have detrimental effects on the sustainability of project outputs. While 
SAP has contributed substantially to raising awareness of the need to provide greater attention 
to the social sectors and resulted in higher budgetary allocations to the health sector, the 
Government should explore ways to further improve resource mobilization and allocation, 
particularly through increased participation of the private sector and the community. The 
sustainability of benefits also depends on a continued commitment of MOH and the provincial 
governments through their health policies and programs, and the institutional capacity of the 
concerned agencies to run the facilities.  

56. SAP was to increase absolute and relative funding for primary health care as one of the 
priority subsectors, as well as ensure the timely release and protection of this funding. SAP 
expenditure increased around twice as fast as non-SAP expenditure over the period FY1994 to 
FY1999. The increased commitment to the SAP sectors was funded by the Government from 



incremental revenue (aid agency contributions and increased revenue from economic growth) 
rather than by any major reallocation between or within sectors.33 

57. Cost recovery, as a means of internal resource mobilization, was not anticipated in the 
Project as the main objective was to provide health services in rural areas where the clientele is 
made up largely of underserved, poor families. While there are examples of service fees and 
discounted sale of medicines, cost recovery is negligible. Unless alternative systems for 
increased sustainability are eventually introduced, with the necessary built-in mechanisms to 
protect the poor and socially disadvantaged, and unless scarce government resources can be 
channeled to the more needy rural areas, the availability of quality public health care services 
will be a continuing concern. The provincial and district local governments will have a key role in 
this in light of the devolution of powers to the district level. Since the current policy of the 
Government is to provide free health care, policy dialogue is needed to generate political 
commitment to the concept of cost recovery and cost sharing. Follow-on projects can lay down 
a framework for the introduction of appropriate pricing, incentives, and cost-recovery measures. 

58. The physical facilities require additional medical personnel, since they now provide more 
services to more people. At the minimum, existing vacant positions need to be filled; additional 
posts, especially of WMOs, nurses, and LHVs, need to be sanctioned; and additional personnel 
need to be trained. Professional and career development of health care providers by way of in-
service training can contribute to the sustainability of project benefits. MOH and the district 
health administration should make every endeavor to ensure the repair and maintenance of the 
project facilities. 

                                                           
33 PPA: 1301-PAK: Social Action Program (Sector) Project, November 2001. 



 

IV. ACHIEVEMENT OF OTHER DEVELOPMENT IMPACTS 

A. Socioeconomic Impact  

59. It is difficult to assess in quantitative terms the socioeconomic impacts accruing from 
investments in health sector projects. The nature of the project components and benefits does 
not allow such an assessment. It can be concluded, however, that the improved health status of 
the people has increased economic productivity and contributed to the reduction in poverty. The 
Project has helped remove gender, rural-urban, and interdistrict disparities in the delivery and 
quality of health care services. Improvements in health uplift the level of performance and 
productivity of individuals, thereby increasing their income-generating capacity. 

60. With the upgrading and establishment of health care facilities in areas where earlier 
facilities were either inadequate or nonexistent, accessibility to health care has increased. The 
strengthening of RHCs has enabled the people to obtain comprehensive primary health care. 
Improved accessibility and availability of services, coupled with increased utilization, have had a 
positive impact on the health status of the people. Increased immunization coverage has helped 
in reducing the incidence of childhood diseases. 

B. Environmental Impact 

61. The environmental impact of the Project has been positive. As designed, the Project did 
not have any adverse environmental effects. In fact, the management and disposal of medical 
waste, proper housekeeping, and control of infection emphasized by medical staff, health 
managers, and administrators, have contributed to an improvement in environmental sanitation. 
In the communities, information, education, and communication concerning cleanliness, 
hygiene, and nutrition have increased people’s awareness of health and disease, resulting in 
the reduced incidence of communicable diseases such as diarrhea, tuberculosis, and 
respiratory tract infections. However, the inadequate treatment of sewage in the provinces 
remains a problem. 

C. Impact on Institutions and Policy  

62. One of the most important contributions of the Project to the health and population 
sector in Balochistan and NWFP was the improvement of the planning capacity at the provincial 
department level through the establishment of the planning units. The strengthening of 
educational institutions for nurses and LHVs has been another major contribution to institutional 
capacity building. The filling of vacant posts and linking the MOH planning cell with the 
provincial units will enable closer collaboration, especially in view of the ongoing devolution 
process. A study of the rationalization of the distribution of health centers (and doctors), taking 
into account the demand for health services, population density, and urbanization, is being 
conducted by the planning unit in NWFP, and its recommendations are to be implemented in the 
province and FATA. While not as effective as the DOH planning units, the MOH planning cell 
needs to intensify linkages with the Planning and Development Division of the Ministry of 
Planning and Development, and with the HMIS.  

63. The beneficial effects of institutional development could be adversely affected in the long 
term, mainly because of the nonavailability of sanctioned posts and shortages of trained medical 
personnel, as well as financial constraints. Project institutions would have developed further if 
MOH and the DOHs had better coordination and cooperation with the Ministry of Population 



Welfare and the provincial departments of population welfare. The new management structure 
at the district level resulting from the Government’s recently decreed devolution of power may in 
fact cause this to happen. District administration should be empowered to make managerial 
decisions and have more financial authority. 



V. OVERALL ASSESSMENT 

A. Relevance 

64. The Project’s objectives were consistent with the Government’s development strategy 
and national health policy, ADB’s country operational strategy for Pakistan and health sector 
policy, and ADB's strategic objectives both at the time of loan approval and evaluation. The 
Project addressed a key constraint to Pakistan's development, namely the lack of quality health 
services to the poor, especially women and children in rural areas, and directly addressed 
several of ADB's strategic goals including gender and development, human development, 
poverty reduction, and economic growth through productivity effects. The Project was highly 
relevant at the time of appraisal, given the low effectiveness of the health care delivery system 
and high morbidity and mortality rates, particularly in rural areas. The Project, which focused on 
two underserved provinces, reflected the Government’s efforts at addressing the pressing social 
problems in the country.  

B. Efficacy 

65. The physical outcomes of better diagnosis and treatment capability, improved health, 
more qualified medical personnel, and better planning were largely met. Additionally, there are a 
number of positive intangible outcomes, such as higher morale and more interest of medical 
staff in their work, more girls able to attend school when the mother is healthy, and private 
clinics spurred to provide better service. The Project accomplished its aim of improving health 
care delivery for around 2.6 million people in rural areas in the two provinces. Nurses and LHVs 
are now available in sufficient numbers. However, there is a lack of sanctioned posts in some 
districts due to budgetary constraints. While most repair workshops are operational, they lack 
modern equipment, and although the planning units in the two provinces are effective, the 
planning cell in MOH is not. On balance, the Project is rated efficacious. 

C. Efficiency 

66. The Project achieved the targets set at appraisal at a cost of about 28 percent below the 
original estimate. The Project has contributed to the improvement of health indicators in the two 
provinces and to the overall improvement in the quality of life of the rural population. The 
efficiency of the project management by the EAs was below expectation in some areas such as 
the recruitment of consultants, procurement of goods, and provision of counterpart funding. In 
spite of increasing numbers of people benefiting from better facilities and services, many of the 
RHCs are operating below capacity due mainly to budgetary constraints that result in 
inadequate staffing and medical supplies. With adequate resources and better district level 
management, the demand for health services would increase. Operations of the nursing and 
public health schools assisted under the Project show high efficiency. Overall, the Project is 
rated on the borderline between less efficient and efficient. 

D. Sustainability 

67. The benefits of improved capital assets, human resources, and institution are expected 
to last throughout the economic life of the Project, albeit at a lower level. To maximize these 
benefits, the lack of budgetary allocations would have to be addressed. SAP has taken the first 
steps toward increasing awareness within the federal and provincial governments of the need 
for further support to the health sector. Management at the district level is still weak and the 
influx of Afghan refugees in the two provinces has stretched the provincial government’s already 
meager resources. The recently promulgated policy of the federal Government of decentralizing 



health and population welfare services to the provinces will improve the enabling environment. 
In addition, ADB’s ongoing Women’s Health Project (footnote 23) and the just approved 
Reproductive Health Project34 have policy reform components, community participation, and 
beneficiary incentives that will support and complement the Project’s outputs. Overall, the 
Project is less likely to be sustainable unless the budgetary allocations are increased. 

E. Institutional Development and Other Impacts 

68. The Project has contributed to improvements in the enabling environment at the central 
level and in the two provinces. It strengthened the primary level health referral system (BHUs 
and RHCs); improved the capability and effectiveness of MOH, DOH Balochistan, and DOH 
NWFP through the establishment of the planning cell/units; built up provincial capacity in 
education and training in the female nursing and paramedic profession; and established 
provincial and district level medical equipment servicing and maintenance. There has been a 
positive impact on poverty reduction in the catchment areas of project facilities, especially 
among women and children. A significant contribution of the Project was the empowerment of 
women in the context of the traditions and culture of rural Pakistan. There are today 
considerably more girls from the rural areas of Balochistan and NWFP enrolled in the nursing 
and public health schools. The Project could have had a considerable impact on civil society 
had it taken into account the role of the private sector, i.e., private health clinics and service 
contractors for repair and maintenance of equipment. The impact of the Project on institutional 
development is rated significant. 

F. Overall Project Rating 

69. Considering that it was ADB's first lending operation in primary health care in the two 
provinces, the Project has performed satisfactorily. Its benefits are now fully apparent compared 
with the time of the PCR review when many of the facilities were just being equipped, staffed, 
and operationalized. Consequently, the Project is rated successful.35 

G. Assessment of ADB and Borrower Performance 

70. ADB Performance. The EAs would have accomplished more had ADB allotted more 
time in the field for review missions. Furthermore, ADB review missions tended to concentrate 
on monitoring physical targets and the loan disbursement schedule, while failing to assess 
operational impact or to insist on BME. It would also have been more useful if the emphasis of 
the review missions had been on the relationship between sector developments and the 
sustainable achievement of project objectives, and on helping the PIUs resolve implementation 
difficulties and improve administrative processes, especially procurement and financial 
accounting. Nonetheless, ADB staff did well within the constraints of operating in a difficult 
environment, such as the widespread distribution of project facilities, and the limited time 
allocated for review missions. ADB’s performance is rated satisfactory.  

71. Borrower Performance. The most significant drawback in the Borrower’s performance 
was the more than three-year delay in the civil works components of the health services 
delivery, nurses and LHVs training, and repair and maintenance workshops, which in turn 
delayed other activities. There were also delays in establishing the PIU in NWFP and the 
imprest accounts in the two provinces. The frequent change of project directors during 
implementation had an adverse effect on continuity and timeliness. The lack of appreciation for 
the envisaged BME system led to partial compliance with the related covenants. Another 
                                                           
34 Loan 1900-PAK(SF): Reproductive Health Project,  for $36 million, approved on 20 December 2001.  
35 Using the recently revised four-category rating system (highly successful, successful, partly successful, and 

unsuccessful). 



drawback was the inability of the DOHs to create and fill an adequate number of sanctioned 
posts for the RHCs, especially for WMOs and nurses. Nonetheless, to have achieved the 
outputs and outcomes of the Project in spite of the various constraints is an achievement in 
itself. Overall, the Borrower’s performance is rated partly satisfactory. 



VI. ISSUES, LESSONS, AND FOLLOW-UP ACTIONS 

A. Key Issues for the Future 

72. Policy Reform. The Government is in the process of decentralizing health and 
population welfare services to the provinces. As part of this process, three policy reforms should 
be undertaken: (i) a shift from separate MCH and family planning services to an integrated 
reproductive health approach as part of more comprehensive primary health care service 
delivery; (ii) staff rationalizing and deployment, and management strengthening; and (iii) 
promoting private sector participation through appropriate improvements in the regulatory 
framework. While the first reform is in the initial stage of implementation, the other two need to 
be urgently addressed. Benefits would include extension of coverage, improved quality of 
services, availability of a more convenient and comprehensive package of services, and cost 
savings to both providers and clients. 

73. Effectiveness of Operations and Sustainability. Given the improvement in basic 
health services to the poor and underserved, the Government's next concern should be the 
efficient operationalization and optimal utilization of these services and the related resources, 
and the long-term sustainability of benefits accruing from the project investment. The risks to 
sustainability are largely due to ineffective management and inadequate budgetary support 
resulting in the inability to post qualified health personnel, particularly female health workers in 
remote rural areas, and in the irregular and inadequate supply of medicines to the RHCs. While 
SAP increased the level of budgetary provision for recurrent expenditure required for adequate 
operation and maintenance and provision of quality inputs, this needs to be sustained and 
planning and management at the provincial and district levels need to be improved.  

B. Lessons Identified  

74. Project Implementation. The implementation delay of 2.5 years is attributed to a lack of 
adequate project management experience of the EAs, the frequent changes of key personnel, 
the unfamiliarity of PIU staff with ADB procedures on recruitment of consultants and 
procurement, and the protracted approval process for civil works. Actions to address these 
issues are in fact those generally proposed to address systemic constraints in most ADB 
projects in Pakistan. Many of these actions are now made preconditions for appraisal, loan 
negotiations, loan approval, or loan effectiveness, or are agreed to as loan covenants. Some 
built-in mechanism in project design to retain key project staff up to at least one year after 
project completion, and to integrate them with the regular structure of the EAs, would help 
operationalize project facilities. 

75. Social Capital. Beneficiary and stakeholder participation needs to be integrated into 
early stages of project preparation and implementation planning to ensure ownership by the 
targeted beneficiaries. A needs-based community project with strong community involvement 
and ownership is most likely to be sustainable. Investing in social capital includes performing a 
thorough social assessment. To enhance the prospect of project success, it is important to 
adopt a flexible implementation system based on the process-oriented approach with a built-in 
midterm review.  

76. Supply of Medicines. Availability of medicines has been a major issue for health 
managers in Pakistan. Irregular supply has adversely affected service delivery under the 
Project. This seems more a managerial than a budgetary issue. Providing essential medicines 
for each facility based on demand, and decentralizing procurement to the district level as part of 
the devolution process would improve the supply situation.  



77. Posting of Female Staff. More than 70 percent of clients of the health facilities are 
women and children. MCH services, and obstetric and gynecological care, require the services 
of qualified and trained WMOs supported by female health workers. Limited female mobility, 
lack of basic facilities, and security problems are the main issues that need to be addressed in 
posting and retaining female staff in rural facilities. Financial and other incentives have been 
successful in some DMCs in this regard. 

78. Cost Sharing. Efficiency and utilization of the public sector health facilities can be 
improved by increasing budgetary allocations. The correlation between the arrival of medicines 
and increased number of patients is one example. While cost sharing is still generally 
unacceptable to the Government, it is one way of improving service and reducing the budgetary 
burden at the same time. More than 80 percent of RHC clients are willing to share at least some 
of the cost if high-quality services are made available to them. 

79. Long-Term Commitment. Experience in development initiatives points to the 
importance of providing assistance and policy guidance over the long term. To realize the full 
potential of ADB assistance, continuous investments during a long period are needed. A project 
provides only some initial inputs. Institution building should not be limited to the few years of 
project implementation, but rather should extend over a much longer period that would span a 
series of projects. Desired results are realized only after a series of initiatives, one building on 
the achievements of another, over an extended period of time. The experience with ADB-
assisted projects in the health sector in Pakistan confirms this. 

C. Follow-Up Actions  

1. For the Government 

80. In line with the devolution process, and as part of activities of ongoing projects in the 
sector, the following remedial measures are recommended to be implemented by the provincial 
governments to improve the efficiency and effectiveness of operations of project facilities. These 
follow-up actions should be targeted for completion in 2003. Accomplishments should be 
examined during the final review of the Social Action Program (Sector) Project II (footnote 8)  in 
2002 and the midterm review of the Women's Health Project (footnote 23) in 2003. 

(i) Fill staff vacancies and provide incentives for medical officers (especially WMOs) 
for stationing in remote areas. Hiring on a contractual basis could be adopted in 
locations where there are impediments to official posting.  

(ii) Strengthen the management and planning function of provincial and district level 
officers to address staff absenteeism and improve the distribution of medicines. 

(iii) Assign responsibility between the communications and works departments and 
DOHs for the repair and maintenance of buildings, and establish a mechanism to 
ensure coordination between these departments. 

(iv) Provide equipment for the medical equipment repair and maintenance workshops 
in Loralai and Sibi in Balochistan to make them functional as agreed with ADB.  

(v) Expand the role and functions of the medical equipment repair and maintenance 
workshops and expose staff to modern technology to allow more comprehensive 
repair and maintenance work. 



2. For ADB 

81. As issues are already being addressed in a number of ongoing projects in the sector, no 
further follow-up action is suggested for ADB. 
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SURVEY METHODOLOGY 

1. The survey was designed to obtain information regarding project inputs and outputs. 
Information was gathered from community members, health managers (district health officers 
[DHOs] and deputy DHOs) and health facility staff. Individual, checklist, and group interviews 
were used to secure the desired information. 

A. Sampling 

2. A 20 percent sample was taken from the rural health centers (RHCs) upgraded or 
established under the Project. In Balochistan, out of the 39 upgraded, 7 were surveyed. Out of 
the 66 upgraded in North-West Frontier Province (NWFP), 14 were surveyed. A random 
sampling methodology was adopted for selecting the health facilities in each province. Project 
input, accessibility, and security conditions were considered before making the final selection. 
For survey sampling purposes, Balochistan was divided into north and south zones, and NWFP 
was divided into four zones.  

B. Survey Instruments 

3. The four survey instruments used for data collection were (i) exit interview questionnaire, 
(ii) facilities checklist, (iii) key informant interview questionnaire, and (iv) structured group 
discussion questionnaire. 

4. A total of 639 patient exit interviews were conducted in 23 sampled RHCs. In 
Balochistan 190 exit interviews were conducted, and 449 in NWFP (around 28 interviews per 
facility). 

5. A facilities checklist was used for assessing the inputs and major outputs at all 
23 sampled facilities. 

6. In each district two key informants were interviewed, one at the facility level (medical 
officer in charge/woman medical officer/lady health visitor [LHV]), and one at the DHO/deputy 
DHO level. A total of 35 key informant interviews were conducted in both provinces. 

7. Structured group discussions were conducted in each zone/region at the community 
level. Ten structured group discussions were conducted. Participants in these discussions 
included local councillors, mosque imams, and schoolteachers. 

C. Field Work 

8. Each survey team comprised six persons—three males and three females. The survey 
supervisor was responsible for networking, logistics, and structured group interviews. One 
person was responsible for completing the facilities checklist and the key informant 
questionnaire. The female enumerators conducted the patient exit interviews.  

D. Analysis Plan 

9. For the exit and key informant interviews, and the facility checklist, data entry and 
analysis were carried out using the Statistical Package for Social Sciences program. Frequency 
tables were generated and cross tabulations were also carried out. For the structured group 
interviews, the recorded discussions were translated and major observations were reported. 
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The common key statements were highlighted. The four survey instruments provided the 
following information. 

1. Exit Interview (Beneficiary) 

10. The exit interviews with outpatients in RHCs tried to obtain information on the following: 

  (i) types of services available and availed by the community; 

(ii)  role of RHC in the referral system; 

(iii) improvement in service delivery after inputs from the Project; 

(iv) willingness and ability to pay for services at the RHC; 

(v) patient satisfaction regarding services, staff availability, and facility 
timings; and 

(vi) accessibility. 

 2. Facilities Checklist 

11. The facilities checklist on the sample RHCs was designed to obtain information on the 
following: 

(i) availability, use, and condition of wards, operating theater, x-ray and 
laboratory, dental unit, and labor room; 

(ii) condition of the medical officers’ and paramedical staff residences; 

(iii) availability of utilities at RHC and residences of medical officers and 
paramedical staff; 

(iv) availability and condition of equipment used in medical officers’ 
examination room, labor room, operating theater, x-ray and laboratory, 
and dental unit; 

(v) sanctioned and filled positions of the following staff: medical officers, 
women medical officers, dental surgeons, LHVs, laboratory and x-ray 
technicians, nurses, medical supplies dispenser, vaccinators, traditional 
birth attendants, and ambulance drivers; and 

(vi) health facility utilization data for outpatient attendance, patients 
admissions, antenatal visits, obstetric/gynecological admissions, dental 
visits, laboratory tests performed, x-rays conducted, deliveries conducted, 
and caesarian sections performed. 

 3. Key Informant Interview 

12. The key informant interviews with the principal staff, community leaders, and 
nongovernment organizations tried to obtain information on the following: 
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(i) awareness and involvement of the district health staff; 

(ii) awareness regarding inputs made by the Project; 

(iii) involvement and adequacy of participation of district-level managers, 
facility in charge, local leaders, women, nongovernment organizations/ 
community-based organizations, and community members at large in 
project formulation; 

(iv) ownership and control of district health authorities over project resources; 

(v) adequacy of monitoring arrangements; 

(vi) provision and adequacy of funds for operation and maintenance; 

(vii) key achievements of the Project; 

(viii) benefit to the community with regards to accessibility, availability, and 
quality of services; 

(ix) sustainability of inputs under the Project; and 

(x) availability of basic and comprehensive emergency obstetrics services at 
the RHCs equipped under the Project. 

 4. Structured Group Discussion 

13. The structured group discussions with community members tried to obtain information 
on the following: 

(i) awareness and knowledge of community members regarding the Project; 

(ii) beneficiary participation and adequacy of participation in project 
formulation; 

(iii) beneficiary participation in project implementation; 

(iv) adequacy of the Project to address the health needs and problems of the 
local community; and 

(v) achievements of the Project according to the community in the following 
areas: accessibility to better health service, availability of diagnostic 
services, accessibility to maternal care, availability of medicines, 
accessibility to surgical facility, and accessibility to dental care. 



 

APPRAISAL VERSUS ACTUAL PROJECT COSTS 
($ million) 

Category Appraisal Estimate Actual Variance (%) 
 Foreign 

Exchange
Local 

Currency
Total 
Cost 

Foreign 
Exchange 

Local 
Currency

Total 
Cost 

Foreign 
Exchange

Local 
Currency

Total 
Cost 

          
Part A          
 Civil Works 2.61 7.13 9.74 1.96 6.12 8.08 (25) (14) (17) 
 Equipment, Vehicles, Materials, and Supplies 1.14 0.62 1.76 1.14 0.93 2.07 0 50 18 
 Incremental Operating Costs 0.07 0.07 0.14 0.00 1.13 1.13 (100) 1,514 707 
  Subtotal 3.82 7.82 11.64 3.10 8.18 11.28 (19) 5 (3) 
          
Part B          
 Civil Works 5.34 9.19 14.53 2.19 7.20 9.39 (59) (22) (35) 
 Equipment, Vehicles, Materials, and Supplies 1.14 0.55 1.69 2.78 0.56 3.34 144 2 98 
 Incremental Operating Costs 0.07 0.09 0.16 0.00 1.18 1.18 (100) 1,211 638 
  Subtotal 6.55 9.83 16.38 4.97 8.94 13.91 (24) (9) (15) 
          
Part C          
 Equipment, Vehicles, Materials, and Supplies 0.35 0.27 0.62 1.01 0.03 1.04 189 (89) 68 
          
Service Charge During Construction 1.00 0.00 1.00 0.48 0.00 0.48 (52) 0 (52) 
Prior Technical Assistance 0.09 0.00 0.09 0.04 0.00 0.04 (56) 0 (56) 
Unallocated 1.31 6.14 7.45 0.00 0.00 0.00 (100) (100) (100) 
          
  Total 13.12 24.06 37.18 9.60 17.15 26.75 (27) (29) (28) 
          

 
 



 
COMPLIANCE WITH LOAN COVENANTS 

 
Loan Agreement Loan Covenants Status of Compliance 
   
COVENANT CLASS: 
FINANCIAL 

  

   
Article II 
Section 2.09 (a) 
(Covenant No. 9) 
Audited Financial Statements 

The Borrower shall ensure that each province and the Ministry of Health (MOH) shall (i) 
maintain separate accounts for the Project; (ii) have such accounts and related financial 
statements audited annually, in accordance with sound and consistently applied auditing 
standards by auditors acceptable to the Asian Development Bank (ADB). 

Complied with for FY1992 
to FY1996. 

   
Unaudited Financial Statements The Borrower shall (i) furnish to ADB, as soon as available but in any event no later than 

six (6) months after the end of each related fiscal year, unaudited copies of such 
accounts and financial statements, and not later than nine (9) months after the end of 
each related fiscal year, certified copies of such audited accounts and financial 
statements and the report of the auditors relating thereto, all in the English language, 
and (ii) furnish to ADB such other information concerning such accounts and financial 
statements and the audit thereof as ADB shall from time to time reasonably request. 

Complied with. 

   
Schedule 6 
Para. 10 
(Covenant No. 27) 
Main Workshops and Sub-Workshops 
for Repair and Maintenance of Medical 
Equipment 

Within one year after the effective date, or such later date as the Borrower and ADB may 
agree, the Borrower shall make arrangements, satisfactory to ADB, to obtain the 
additional Overseas Development Administration (ODA) grant, or the Borrower shall 
make other arrangements, satisfactory to ADB, to commit the provision of the funds 
intended to be provided by the additional ODA grant. 

Complied with. 

   
COVENANT CLASS: 
IMPLEMENTATION 

  

   
Article IV 
Section 4.01 (a) 
(Covenant No. 1) 
Project Administration 

The Borrower shall cause the Project to be carried out with due diligence and efficiency 
and in conformity with sound administrative, financial, engineering, and environmental 
practices. 

Complied with. 

   
Article IV 
Section 4.03 
(Covenant No. 4) 
Operation and Maintenance 

The Borrower shall ensure that the activities of Balochistan, North-West Frontier 
Province (NWFP), MOH, and the Borrower's other departments and agencies with 
respect to the carrying out of the Project and operation and maintenance of the project 
facilities are conducted and coordinated in accordance with sound administrative policies 
and procedures. 

Partly complied with. 

   
Article IV 
Section 4.04 
(Covenant No. 5) 
Consultants 

In the carrying out of the Project, the Borrower shall cause competent and qualified 
consultants to be employed to an extent and upon terms and conditions satisfactory to 
the Borrower and ADB. 

Complied with. 

   



 
Loan Agreement Loan Covenants Status of Compliance 
   
Article IV 
Section 4.05 (a) 
(Covenant No. 6) 
Insurance 

The Borrower shall make arrangements satisfactory to ADB for insurance of project 
facilities under part C of the Project to such extent and against such risks and in such 
amounts as shall be consistent with sound practice. 

Complied with. 

   
Article IV 
Section 4.06 (a) 
(Covenant No. 8) 
Maintenance of Record and Accounts 

The Borrower shall maintain, or cause to be maintained, records and accounts adequate 
to identify the goods and services and other items of expenditure financed out of the 
proceeds of the loan, to disclose the use thereof in the Project, to record the progress of 
the Project (including the cost thereof) and to reflect, in accordance with consistently 
maintained sound accounting principles, the operations and financial conditions of the 
departments of health (DOHs), MOH, and other agencies of the Borrower responsible for 
the carrying out of the Project and operation of the project facilities, or any part thereof.  

Complied with. 

   
Article IV 
Section 4.07 (b) 
(Covenant No. 12) 
Submission of Quarterly Reports 

Without limiting the generality of the foregoing, the Borrower shall furnish, or cause to be 
furnished, to ADB quarterly reports on the carrying out of the Project and on the 
operation and management of the project facilities. Such reports shall be submitted in 
such form and in such detail and within such a period as ADB shall reasonably request, 
and shall indicate, among other things, progress made and problems encountered 
during the quarter under review, steps taken or proposed to be taken to remedy these 
problems, and proposed program of activities and expected progress during the 
following quarter. 

Complied with. 

   
Article IV 
Section 4.07 (c) 
(Covenant No. 13) 
Preparation of Consolidated Report 

Promptly after physical completion of the Project, but in any event not later than six (6) 
months thereafter or such later date as may be agreed for this purpose between the 
Borrower and ADB, the Borrower shall (i) review the reports prepared by Balochistan, 
NWFP, and MOH in accordance with Section 2.08 (c) of the project agreement, and (ii) 
prepare and furnish to ADB in such form and in such detail as ADB shall reasonably 
request, on the execution and initial operation of the Project, including its cost, the 
performance by the Borrower of its obligations under this Loan Agreement, the 
performance by Balochistan and NWFP under the project agreement, and the 
accomplishment of the purposes of the loan. 

Delayed compliance. The 
reports were submitted to 
ADB 15 months after the 
completion of the Project by 
DOHs of NWFP and 
Balochistan, and MOH. 

   
Article IV 
Section 4.08 
(Covenant No. 11) 
Inspection 

The Borrower shall enable ADB's representatives to inspect the Project, the goods 
financed out of the proceeds of the loan, and any relevant records and documents. 

Complied with. 

   
Schedule 6 
Para. 3 
(Covenant No. 20) 
Parts A and B of the Project-  
Project Coordinating Committee 

(a) Prior to the effective date, Balochistan and NWFP shall each establish a Project 
Coordinating Committee (PCC) to ensure the proper coordination and monitoring of 
the implementation of parts A and B of the Project, respectively. Each PCC shall be 
chaired by the additional chief secretary for the Province and be composed of the 
Secretary of Health, DOH, senior representatives of the Department of Planning and 
Development, Department of Finance, Department of Communications and Works,  

Complied with. 

   



 
Loan Agreement Loan Covenants Status of Compliance 
  and the project director of the Province. Each project director shall act as secretary 

of the respective PCC. 
(b) Each PCC shall meet as frequently as considered necessary, but at least once 

every three months, in order to coordinate the activities of the concerned 
departments for the purpose of each part of the Project, and provide the necessary 
guidance to each project implementation unit (PIU). 

 

   
Schedule 6 
Para. 4 
(Covenant No. 21) 
Parts A and B of the Project- 
Planning Units 

Balochistan and NWFP shall establish and fill two positions for each planner and two 
positions for supporting staff for their respective planning units within the DOHs. Except 
as ADB may otherwise agree, the approval of ADB of contract awards for goods 
for, and withdrawals from the loan account of the incremental operating costs associated 
with, the planning unit within the DOH of Balochistan and the planning unit within the 
DOH of NWFP shall be conditional upon Balochistan and NWFP having respectively 
established and filled such positions. 

Complied with. 

   
Schedule 6 
Para. 5 
(Covenant No. 22) 
Executing Agency 

MOH shall be responsible for the overall implementation of part C of the Project. Prior to 
the effective date, MOH shall appoint the head of the planning cell within MOH, who 
shall be responsible for the day-to-day implementation of part C of the Project, under the 
overall responsibility of the Secretary of Health, MOH. 

Complied with. 

   
Schedule 6 
Para. 6 
(Covenant No. 23) 
Planning Cell 

The Borrower shall establish and fill two positions for health planners and three positions 
for health planners and three positions for research staff for the planning cell within 
MOH. Except as ADB may otherwise agree, the approval of ADB of contract awards for 
goods for, and withdrawals from the loan account of the incremental operating cost 
associated with, the planning cell within MOH shall be conditional upon the Borrower 
having established and filled such positions. 

Complied with. 

   
Schedule 6 
Para. 7 
(Covenant No. 24) 
Land Acquisition and Other Facilities 

Balochistan and NWFP shall ensure that all lands, properties, rights-of-way, easements, 
licenses, permits, and other rights or privileges required for parts A and B of the Project, 
respectively, are acquired and made available on a timely basis. The Borrower shall 
provide the necessary facilities for the planning cell within MOH including the allocation 
of additional office space. 

Complied with. 

   
Schedule 6 
Para. 8 
(Covenant No. 25) 
Location of Rural Health Centers 
(RHCs), Basic Health Units (BHUs), and 
Health Care Facilities and List of 
Equipment and Furniture for these 
Facilities 

Within three months after the effective date, the Borrower and ADB shall agree upon the 
location of, and list of equipment and furniture for RHCs, BHUs, and health care facilities 
under parts A(i) and B(i) of the Project. 

Complied with. 

   
   
   
   



 
Loan Agreement Loan Covenants Status of Compliance 
   
Schedule 6 
Para. 9 
(Covenant No. 26) 
Designs of RHCs and BHUs 

The Borrower shall submit to ADB for its approval the standard designs to be used for 
the improvement of RHCs and upgrading of health care facilities into RHCs, and for the 
construction of BHUs, within six months after the effective date. 

Complied with. 

   
Schedule 6 
Para. 11 
(Covenant No. 28) 

Prior to calling the tenders for the main workshops and sub-workshops for repair and 
maintenance of medical equipment under parts A(iii) and B(iii) of the Project, the 
Borrower shall submit to ADB and ODA for their approval the designs of such workshops 
and sub-workshops. 

Complied with. 

   
COVENANT CLASS: 
INSTITUTIONAL 

  

   
Schedule 6 
Para. 1 
(Covenant No. 18) 
Executing Agency 
Parts A and B of the Project 

The DOH of Balochistan and the DOH of NWFP shall be responsible for the overall 
implementation of parts A and B of the Project, respectively. 

Complied with. 

   
Schedule 6 
Para. 2 
(Covenant No. 19) 
Project Implementation Unit 

(a) Prior to the effective date, a PIU shall be established within each DOH responsible 
for the day-to-day implementation of each part of the Project. 

(b) Each PIU shall be headed by a project director with suitable experience and 
qualifications. The project director shall be assisted by a staff member well versed in 
government procurement and civil work procedures, an accounts officer 
knowledgeable in government accounting procedures, and necessary supporting 
staff. 

Complied with. 
 
 
Complied with. 

   
Schedule 6 
Paras. 12, 13, and 14 
(Covenant No. 29) 
Fellowships 

In-country and overseas fellowships for the following personnel are proposed to be 
financed under the ODA grant and the additional ODA grant: 
(i) tutors and clinical staff of the schools and college under parts A(ii) and B(ii) of the 

Project; 

 
 
Complied with. 

 (ii) technicians of the main workshops and sub-workshops for repair and maintenance 
of medical equipment under parts A(iii) and B(iii) of the Project; 

(iii) staff of the planning units within the DOHs; and 
(iv) staff of the planning cell within MOH. 
The DOH of Balochistan, the DOH of NWFP, and MOH shall be responsible for the 
fellowships associated with parts A, B, and C of the Project, respectively, and prepare 
fellowship programs in consultation with ODA and ADB. Prior to the commencement of 
any overseas fellowship program, MOH, the DOH of Balochistan, and the DOH of NWFP 
shall select their respective candidates for the overseas fellowships and provide ODA, 
with a copy to ADB, with the list of the candidates. 
MOH, the DOH of Balochistan, and the DOH of NWFP shall bond recipients of the 
overseas fellowships under the Project to ensure that such recipients remain employed 
in government services in Pakistan for a reasonable period of time thereafter. 

Complied with. 
 
Complied with. 
Complied with. 
Complied with. 
 
 
 
 
 
Complied with. 



 
Loan Agreement Loan Covenants Status of Compliance 
   
COVENANT CLASS: 
OPERATIONAL 

  

   
Article IV 
Section 4.02 
(Covenant No. 3) 
Availability of Funds and Other 
Resources 

The Borrower shall make available or cause to be made available, promptly as needed, 
the funds (including necessary foreign exchange), lands, facilities, services and other 
resources which are required, in addition to the proceeds of the loan and the ODA grant 
and the additional ODA grant, for the carrying out of the Project and for the operation 
and maintenance of the project facilities. 

Complied with. 

   
Article IV 
Section 4.09 
(Covenant No. 15) 

The Borrower shall ensure that the project facilities are operated, maintained, and 
repaired in accordance with sound administrative, financial, engineering, environmental, 
and operation and maintenance practices. 

Complied with. 

   
Schedule 6 
Para. 15 
Operation and Maintenance 
(Covenant No. 30) 
Financing and Requirement 

The DOH of Balochistan and the DOH of NWFP shall be responsible for the proper 
operation and maintenance of the project facilities for parts A and B of the Project, 
respectively. The Borrower, Balochistan and NWFP shall provide necessary funds 
through their normal procedures as and when needed, for such operation and 
maintenance and after the physical completion of the Project, shall each bear the 
operating costs for the planning cell within MOH, the planning unit within the DOH of 
Balochistan, and the planning unit within the DOH of NWFP, respectively. 

Partly complied with. 

   
Schedule 6 
Para. 16 
(Covenant No. 31) 
Manpower and Requirement 

Balochistan and NWFP shall appoint or cause to be appointed on a timely basis all such 
additional staff (including professional, medical, paramedical, and supporting staff) as 
may be required for the operation of the project facilities. In particular, Balochistan and 
NWFP shall each ensure that the necessary allocations are made in the budget of each 
province to permit the employment of the necessary staff immediately upon completion 
of each of the project facilities. 

Complied with. 

   
Schedule 6 
Paras. 18, 19, and 20 
(Covenant No. 33) 
Project Benefit Monitoring and 
Evaluation (BME) 

Each executing agency shall be responsible for collection and analysis of relevant data 
necessary to monitor and evaluate project benefits. 
In Balochistan and NWFP, at the start of the Project, data on the operation of services 
and the status of health and demographic profile shall be collected by the district health 
officers concerned, collated by the project directors and, with assistance of the planning 
units, used to develop a reporting system for BME. 
MOH shall be responsible for monitoring and evaluating the benefits from the 
establishment of the planning cell at MOH. 

Partly complied with 
 
Partly complied with. 
 
 
 
Partly complied with. 

   
COVENANT CLASS: 
OTHERS 

  

   
Schedule 6 
Para. 17 
(Covenant No. 32) 

The Borrower shall keep ADB informed of the status and results of the health financing 
study being carried out by the Borrower with the assistance of the International Bank for 
Reconstruction and Development, and maintain a continuing dialogue with ADB on 
health care financing. 

Delayed compliance. 



NUMBER OF  VISITS TO RURAL HEALTH CENTERS, BALOCHISTAN 
 (monthly average) 

 
Facility Mand Gawadar Gidani Gangalzai Duki Gandawa Qila 

Outpatient attendance 1,211 3,943 1,971 120 850 1,100 6,000 

Number of admissions 0 133 0 0 40 0 150 

Antenatal visits 50 240 0 25 416 120 0 

Obstetric/Gynecological 
admission 

0 500 0 0 0 0 0 

Growth monitoring 5 18 0 25 300 0 0 

Dental visits 0 400 36 0 125 0 0 

Laboratory tests performed 0 1,134 0 0 0 0 75 

Number of deliveries 12 10 4 0 0 0 0 

Number of caesareans 0 0 0 0 0 0 0 

Number of x-rays 0 300 0 0 158 90 83 

Source: Operations Evaluation Mission's beneficiaries survey, September 2001. 



NUMBER OF VISITS TO RURAL HEALTH CENTERS, NORTH-WEST FRONTIER PROVINCE 
 (monthly average) 

 
Facility A B C D E F G H I J K L M N O P 

Outpatient attendance 2,427 1,106 754 525 2,242 1,818 1,753 1,155 2,115 1,193 991 139 786 4,416 1,429 428 

Number of admissions 23 13 0 0 21 0 179 27 11 0 0 0 0 0 0 0 

Antenatal visits 30 250 83 10 87 24 108 47 35 24 0 0 27 31 73 150 

Obstetric/ 
Gynecological  
admission 

0 3 0 0 1 0 0 1 0 0 0 0 0 0 0 0 

Growth monitoring 12 10 0 14 16 0 20 0 23 11 0 0 10 13 0 158 

Dental visits 667 0 0 0 212 0 165 299 497 359 156 0 327 704 123 400 

Laboratory tests 
performed 

377 102 0 13 50 59 160 52 139 4 153 0 143 413 50 0 

Number of deliveries 57 13 1 8 28 10 4 0 4 0 5 0 9 33 4 0 

Number of caesareans 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Number of x-rays 120 34 0 0 0 0 49 33 0 0 5 0 0 452 8 0 

A = Ghahbaz Garhi, B = Navagai, C = Gul Imam, D = Kari Shamozai, E = Tajori, F = Naryab, G = Ziarat Taalash, H = Pir Baba Sahib, I = Munda, J = Kheski, K = Gumbat, L= 
Kalapani, M = Chattar Plain, N = Shinkari, O = Niamat Khan, P = Manki Sharif. 
Source: Operations Evaluation Mission's beneficiaries survey, September 2001. 



 
Appendix 6 

KEY HEALTH AND POPULATION INDICATORS 
 

Description 1990 1995 1999 
    
Infant mortality rate (per 1,000 live births)    
 NWFP 127a 87b 81c  
 Balochistan 172d 117d 108c 
 FATA    62e 
Under-five mortality rate (per 1,000 live births)    
 NWFP 129f 139g 109c  
 Balochistan — 142g 142c *1997 
Maternal mortality rate (per 100,000 live births)    
 NWFP 500-700h 780i 340c *1998  
 Balochistan 1,000j 800j 673j 
Population growth rate (% per year)    
 NWFP 3.3k — 2.75l 
 Balochistan — — 2.42l 
 FATA 1.5k — 2.11l 
Contraceptive prevalence rate (%)    
 NWFP 9m 15b 23c 
 Balochistan 2n 4n 10n 
 FATA — — 1e 
    

— = not available, FATA = Federally Administered Tribal Area, HMIS = health management information system, 
NWFP = North-West Frontier Province. 
a Federal Bureau of Statistics. Pakistan Integrated Household Survey 1990/91. Government of Pakistan. 
b Federal Bureau of Statistics. Pakistan Integrated Household Survey 1995/96. Government of Pakistan. 
c Federal Bureau of Statistics. Pakistan Integrated Household Survey 1998/99. Government of Pakistan. 
d Federal Bureau of Statistics. Pakistan Integrated Household Survey 1997/98. Government of Pakistan. 
e 1998/99: Social Action Program II Midterm Review 1991-1999; and footnote c. 
f Federal Bureau of Statistics. Pakistan Demographic and Health Survey 1990/91. Government of Pakistan. 
g Federal Bureau of Statistics. Pakistan Demographic and Health Survey 1995/96. Government of Pakistan. 
h Health Management Information System, Agha Khan University. 
i Ministry of Health. National Feedback Report (1995). Government of Pakistan. 
j Chief Planning Officer Health (Planning and Development), Government of Balochistan. 
k 1981 census. 
l 1998 census. 
m National Institute of Population studies; and footnote f.  
n Population Department, Government of Balochistan. 
 
 



 
Appendix 7 

BENEFICIARY SATISFACTION WITH MEDICAL SERVICES IN RURAL HEALTH CENTERS 
(percent) 

Description Yes 
 

No 
 

To Some 
Extent 

    
Satisfaction with timing, availability of doctors and staff    
 Diagnostic/treatment and outpatient treatment 67 11 21 
 Availability of doctors 81 14 6 
 Punctuality of doctors 78 14 8 
 Availability of woman medical officer 41 41 13 
 Availability of female paramedics 57 22 16 
 Availability of other staff 85 2 13 
    
Satisfaction with availability of services and medicines    
 Labor room staff 66 13 12 
 Diagnostic services 41 24 33 
 Drugs/medicines 27 16 56 
 Emergency services 21 47 31 
 Emergency medicines 18 53 27 
    
Satisfaction with attitude of doctors and staff    
 Rural health center staff in general 87 3 9 
 Doctors 80 12 8 
 Female paramedics 64 19 12 
 Paramedics 81 9 9 
    
Satisfaction with services    
 Ambulance 49 38 6 
 Waiting area 75 18 6 
 Bathroom facility 75 14 10 
 Surgical operations 9 75 14 
 Beds and bedding 42 30 26 
 Postoperative care 4 83 10 
 Cleanliness  62 12 24 
    
Source: Operations Evaluation Mission's beneficiaries survey, September 2001. 



Appendix 8 

BENEFICIARY PERCEPTION OF PROJECT BENEFITS 
(percent) 

Access/Availability Certainly 
Yes 

To Some 
Extent 

Certainly   
No 

Cannot      
Say 

     
Better health services 31 46 14 6 
Diagnostic facilities 9 34 37 17 
Maternal care 20 29 17 31 
Medicines and drugs 6 26 14 51 
Surgical facilities 0 26 23 49 
Dental care 26 26 20 26 
Emergency services 17 51 17 11 
     
Source:  Operations Evaluation Mission's beneficiaries survey, September 2001. 
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