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Rural Community Health Centers and
Mobile Healthcare Ambulances in
Deprived Rural Areas of Pakistan

Part 1: Executive Summary

1.1. Strategic Overview of the "Tameer e Watan" Initiative

This report provides a comprehensive needs assessment and strategic plan for the
establishment of over 100 rural community health centers in deprived areas of
Pakistan. The initiative, proposed by the "Tameer ¢ Watan Foundation," is designed
to address the profound and systemic healthcare disparities that plague the country's
rural populace. The core of this initiative is a transformative "Hub-and-Spoke"
model, where each community health center, acting as a fixed hub, is complemented
by three to four mobile healthcare ambulances equipped with life-saving Intensive
Care Unit (ICU) and Coronary Care Unit (CCU) facilities. This dual approach aims
to bridge critical gaps in healthcare access, infrastructure, and emergency response,
thereby providing a new standard of care for millions of underserved citizens. The
project's methodology is grounded in a data-driven approach to location selection
and an evidence-based framework for monitoring and evaluating its broad social
impact, positioning it as a blueprint for future national development.

1.2. Key Findings and Recommendations

The analysis confirms a critical and urgent need for this intervention, driven by three
primary findings: a severe rural-urban healthcare divide, a catastrophic link between
poverty and poor health outcomes, and a pervasive lack of emergency medical
services. The current infrastructure is inadequate, with millions lacking access to
basic care and suffering from a disproportionate burden of preventable diseases. The
proposed "Hub-and-Spoke" model is not merely a service delivery mechanism; it is
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a holistic solution that provides continuous, integrated care and critical pre-hospital
interventions, directly addressing the geographical and financial barriers that lead to
delayed and fatal outcomes. The report recommends a phased implementation
strategy, commencing with the most deprived districts identified by the
Multidimensional Poverty Index (MPI) to ensure maximum impact and equitable
resource allocation.

1.3. Financial and Operational Summary

The successful execution of this initiative requires a significant, multi-year
investment. The total capital expenditure is projected to be substantial,
encompassing the construction of over 100 health centers, the procurement of a large
fleet of specialized ambulances, and the acquisition of advanced medical equipment.
Annual operational costs will be primarily driven by staff salaries, which account
for a majority of recurrent expenses in similar healthcare facilities. A detailed
financial breakdown is provided in this report, itemizing the costs per unit and for
the total project scope. A phased timeline of 36 to 60 months is recommended to
ensure a smooth, managed rollout, allowing for continuous learning and adaptation.

1.4. Call to Action

The "Tameer ¢ Watan" initiative represents a monumental opportunity to enact
lasting, positive change in Pakistan's public health landscape. By providing
accessible, high-quality, and equitable healthcare to the nation’s most vulnerable
communities, this project will not only save lives but also foster economic vitality
and resilience. The data presented in this report provides a compelling case for
investment, demonstrating a clear path from a critical need to a viable, impactful,
and scalable solution.
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Part 2: The Public Health Imperative and a
Strategic Solution

2.1. The Rural Health Crisis: An Analysis of the Deficit

2.1.1. Disparity in Demographics and Infrastructure

A profound and systemic imbalance in healthcare infrastructure exists between the
urban and rural regions of Pakistan. With approximately 64% of the nation's
population, or 148 million people, residing in rural areas, the majority of healthcare
resources are concentrated in urban centers [1]. This critical discrepancy is
demonstrated by the fact that only 25% of the country's healthcare facilities are
located in rural regions [1]. The human resource deficit is equally stark, with an
alarmingly low doctor-to-patient ratio of one physician for every 3,500 people in
rural areas, compared to a more manageable ratio of one per 1,000 in urban centers
[1, 2]. This chronic under-resourcing compromises the very foundation of primary
healthcare delivery, leading to overburdened healthcare workers and a continuous
cycle of provider shortages [2].

2.1.2. The Vicious Cycle of Poverty and Poor Health

The health crisis in rural Pakistan is inextricably linked to socio-economic factors.
A staggering 62% of rural households are unable to afford basic healthcare services
[1]. The nation’s per capita income is 6,437 USD, while the current health
expenditure per capita is a meager 38.18 USD [3]. This is compounded by the fact
that a significant portion of the population is living in multidimensional poverty,
with the latest statistics finding that three out of ten people, or 30.5% of the
population, are considered multidimensionally poor [4, 5]. Over half of all health
spending (54.3%) is out-of-pocket [3], forcing impoverished families to make
impossible choices. This direct financial barrier often leads to the delay or complete
avoidance of medical attention [2], causing preventable conditions to worsen and
pushing already vulnerable households into further debt [1]. By offering free,
comprehensive care, the proposed initiative aims to sever this destructive causal
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chain, directly addressing a core determinant of poor health outcomes.
2.1.3. Geographic and Socio-Cultural Barriers

Beyond the financial constraints, significant logistical and cultural barriers prevent
millions from accessing care. The rugged and diverse geography of Pakistan, from
mountains to deserts, lacks basic infrastructure and reliable transportation [6]. A
report indicates that 30% of rural households have no access to reliable
transportation, and individuals often must travel for several hours or walk up to 14.5
kilometers to reach a medical facility [2]. In emergencies, these delays can have fatal
consequences, particularly for maternal and child health cases [2].

Socio-cultural norms further complicate access, particularly for women. Low health
literacy, gender-based restrictions, and traditional beliefs prevent many women from
seeking assistance [2]. Only 36% of rural women in Pakistan have access to
healthcare services, compared to 58% of urban women [2]. These barriers
underscore the need for a solution that is not only geographically accessible but also
culturally sensitive and tailored to the unique needs of the community [7].

2.1.4. The Human Cost: Disease Burden and Mortality

The infrastructural and systemic deficiencies have led to a disproportionate burden
of disease in rural communities. The country has a high prevalence of infectious and
preventable diseases, including malaria, which affects over 2 million people
annually, and tuberculosis, which accounts for 510,000 new cases each year [3, 6].
High death rates from malaria, particularly in rural areas during monsoons, highlight
a lack of basic public health measures and emergency care [3]. The situation is
particularly dire for mothers and children, as evidenced by a UNICEF report that
one in every 89 rural women dies during childbirth [1]. Furthermore, the country's
neonatal mortality rate is among the world's highest, at 38.8 deaths per 1,000 live
births [8]. These alarming statistics provide a powerful rationale for a comprehensive
intervention that can deliver immediate, life-saving care.

2.2. A Multimodal Solution: The Hub-and-Spoke Model
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The proposed "Hub-and-Spoke" model is a strategic and innovative solution to the
multi-faceted challenges in rural healthcare. It combines the stability and
comprehensive services of a fixed community health center with the mobility and
emergency response capabilities of advanced mobile units.

2.2.1. The Role of Community Health Centers (The Hubs)

The community health centers will function as the anchor points of the healthcare
network. These hubs will provide integrated, holistic care, going beyond basic
consultations to offer preventive services, health education, and community
engagement initiatives [6, 9]. The model will leverage the existing network of over
100,000 Lady Health Workers (LHWs) to deliver community-level primary care and
ensure targeted outreach [1, 3]. This approach mirrors the successful public-private
partnerships demonstrated by organizations like the Aga Khan Health Services and
the Indus Hospital & Health Network, which have proven the effectiveness of
integrated care models in underserved areas [1, 6]. The health centers will act as
conveners of local stakeholders, including community leaders and government
representatives, to ensure the services provided are responsive and tailored to local
needs [10, 11].

2.2.2. The Mobile Critical Care Unit (The Spokes)

The provision of three to four mobile ICU/CCU ambulances per center is the most
innovative and critical component of this initiative. These units are designed to
directly address the geographical isolation and delays in emergency care that have
historically proven fatal in rural regions [2, 12]. The analysis of mobile critical care
units (MCCUSs) confirms their purpose is to serve as a "bridge" to higher-level care,
providing essential on-site ICU interventions and stabilizing critically ill patients
during transport [12]. This is a significant departure from standard ambulance
services, which are often limited to basic transport and are not widely available in
rural areas [1, 12].

This dual function—emergency transport and pre-hospital critical care—is crucial
in time-critical situations such as trauma, acute ischemic stroke, and maternal health
emergencies [13]. By providing advanced life support with capabilities for
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mechanical ventilation, defibrillation, and medication administration [14], these
units will reduce adverse events during transport and improve patient outcomes [12].
The proposed network of health centers and mobile units is an exemplary model of
a regionalized care system, a best practice supported by evidence that shows
improved patient survival and reduced mortality in time-sensitive cases [13].

2.3. Measuring Impact: A Framework for Social Qutcomes

2.3.1. Holistic Monitoring and Evaluation (M&E) Framework

To ensure the project's efficacy and long-term viability, a robust Monitoring and
Evaluation (M&E) framework will be implemented. This framework will go beyond
traditional metrics of service delivery to measure the project's impact on a wide
range of social determinants of health (SDOH) [15]. This approach acknowledges
that health outcomes are more significantly influenced by non-medical factors like
economic stability, social context, and the built environment than by genetic factors
or access to care alone [15]. The framework will be designed in accordance with
international standards, incorporating elements of the World Bank's Monitoring,
Evaluation, and Learning (MEL) Framework, which links monitoring to strategic
decision-making and continuous improvement [16].

2.3.2. Key Performance Indicators (KPIs) for Social Change

Key Performance Indicators (KPIs) will be used to track project performance and its
broader societal impact. These metrics will be carefully selected to be robust,
responsive to change, and measurable at a reasonable cost [17]. The framework will
explicitly connect the project's activities to its intended social outcomes, as outlined
in the following table.
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Table 4: M&E Framework: Socially Measurable Outcomes and KPIs

Project Activity Intended Outcome Key Performance Indicator (KPI)

Establish Health Center Increased Healthcare Access Percentage of rural women with access to services [2], reduction in
travel time to nearest health facility [2].

Provide Free Care Improved Economic Stability Reduction in out-of-pocket health expenditure [1, 3], percentage of
families avoiding health-related debt [1].

Launch Mobile ICU Units Reduced Mortality Reduction in maternal mortality ratio [8], decrease in deaths from
preventable diseases (e.g., malaria, dengue) [3].

Offer Integrated Services Enhanced Community Well-being  Increase in immunization rates for children [7, 17], rise in health
literacy and preventive care adoption [6].

2.3.3. Data Collection and Analysis Methodology

The collection of data will be a continuous process, integrating both quantitative and
qualitative methods. Quantitative data will be gathered through routine service
records, patient surveys, and baseline and end-line assessments to measure changes
in health indicators [17]. This data will be complemented by qualitative analysis,
including After Action Reviews [18] and community focus groups, to identify best
practices, capture local context, and ensure the project remains aligned with
community needs and expectations [11, 19]. This dual approach will provide a
holistic view of the project's impact, demonstrating its success in both statistical
terms and in the lived experiences of the communities it serves.
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Part 3: Project Logistics, Finance, and Timeline

3.1. Identified Locations: A Data-Driven Approach

The selection of locations for the 100+ health centers is a critical strategic decision.
The analysis will not rely on anecdotal evidence but on a data-driven approach,
utilizing the Multidimensional Poverty Index (MPI) report from 2019-2020. This
report explicitly identifies the 20 poorest districts in Pakistan, providing a clear and
transparent justification for targeting the most deprived populations [5, 20]. The
report highlights that poverty is predominantly a rural phenomenon, with 87.5% of
poor people residing in these areas [5]. The level of deprivation varies significantly,
from a poverty rate of 2.6% in Islamabad to a staggering 95.1% in Sherani district
[5]. The following table provides a breakdown of the geographic concentration of
these priority locations.

Table 1: Concentration of Multidimensional Poverty in Priority
Districts

Province Number of Districts Identified Districts

Balochistan 11 Sherani, Kohlu, Jhal Magsi, Barkhan, Killa Abdullah, Zhob, Musakhel, Dera Bugti,
Jaffarabad, Ziarat, Killa Saifullah [21]

Sindh 5 Sujawal, Thatta, Tharparkar, Kashmore, Badin [21]

Khyber Pakhtunkhwa 3 Torghar, Shangla, North Waziristan [21]

Punjab 1 Rajanpur [21]

This strategic focus ensures that the project's resources are deployed to the areas of
greatest need, maximizing the potential for significant, measurable change.

3.2. Budget and Total Fund Requirements

The financial viability of this project is a critical component of its success. The
following estimations are based on available data for construction, equipment, and
staffing costs in Pakistan.
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Table 2: Estimated Project Cost Breakdown (Per Unit and Total)

Category Cost Breakdown (per unit) Total Estimated Cost Notes
(100+ units)
Capital Expenditure
Health Center PKR 50-100 million [22] PKR 5-10 billion Based on costs for a small hospital (10-20 beds)
Construction [22]. Cost per square foot ranges from PKR 3,000-
12,000 [22].
Medical Equipment PKR 20-50 million [22] PKR 2-5 billion Includes basic equipment (beds, surgical tools)
and diagnostic tools [22]. An ICU ventilator costs
PKR 2.2-4.2 million [23].
Mobile ICU PKR 2.2-4.5 million per unit PKR 880 million - 1.8 Includes ambulance, oxygen, stretcher, and
Ambulances [24] plus ICU modifications. billion walkie-talkie [24]. Additional ICU equipment is
For 4 ambulances/center: PKR extra [14, 25, 26].
8.8-18  million  [24] +
equipment.
Total Capital Costs PKR 78.8-168 million PKR 7.88-16.8 billion *
Annual Operational
Costs
Staffing Varies by location Varies by location Staff salaries constitute 90% of recurrent costs
[27].
- Doctor PKR  140,000-170,000/month ~ PKR 16.8-20.4  Average salary for General
28] million/year (10 doctors)  Practitioners/Emergency Doctors [28].
- Nurse PKR 60,000-728,544/year [29] PKR 6-72.8 million/year ~ Average salary for a Registered Nurse in Pakistan
(100 nurses) [29].
- Paramedic PKR  37,000-103,000/month ~ PKR 44.4-123.6  Monthly gross salary range [30].
[30] million/year (100
paramedics)
Maintenance Approx. 10% of capital costs Approx. PKR 788-1.68 Estimate for facility, vehicle, and equipment
billion/year upkeep [27].
Supplies & Admin Varies by location Varies by location Includes medical supplies, utilities, and

administrative overhead.

Note: The total project cost for the full 100+ locations over a five-year period would
be substantial, exceeding the capital costs alone due to the significant and recurring
operational expenses, particularly staff salaries.

3.3. Phased Implementation Timeline

A project of this magnitude requires a systematic, phased approach to ensure
successful execution and scalability. Based on existing hospital construction
timelines in Pakistan, a multi-year plan is both realistic and necessary [22, 31].
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Table 3: Phased Implementation Timeline

Phase Duration Key Milestones Percentage of
Centers Deployed
Phase 1: Planning Months 1-12 Project initiation, detailed design, land acquisition, 0%
and Foundational stakeholder engagement, initial staff recruitment.
Work
Phase 2: Months 13-36 Physical construction of the first cohort of centers. 25-30%
Construction and Procurement and installation of medical equipment
Initial Launch and ambulances. Operational launch of 25-30 pilot
locations.

Phase 3: Scaled Months 37-60 Phased construction and deployment of the 100%

Deployment and remaining centers. Continuous monitoring and

Expansion evaluation, with lessons learned informing
subsequent rollouts.

This phased timeline, benchmarked against projects like the Jinnah Medical
Complex, which has a three-year timeframe [31], allows for careful planning,
resource allocation, and adaptation. It transforms the project from a one-time event
into a sustainable, ongoing process of continuous improvement [19].
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Part 4: Conclusion and Future Expansion

4.1. Conclusion: The Promise of Transformative Change

The analysis presented in this report confirms that the proposed initiative to establish
rural community health centers and mobile critical care units is not only a necessity
but a strategic imperative. The project directly addresses the most significant barriers
to healthcare in rural Pakistan—geographic isolation, financial hardship, and a
severe lack of infrastructure and human resources. By creating a synergistic "Hub-
and-Spoke" model, the project goes beyond simple service provision to establish a
comprehensive and responsive healthcare network. This model has the potential to
fundamentally alter health outcomes, saving lives that would otherwise be lost to
preventable diseases and emergencies. Beyond the immediate health benefits, the
project has the capacity to catalyze broader social and economic development. The
establishment of these health centers will generate employment, attract and retain
skilled professionals in rural areas, and contribute to the economic vitality of the
communities they serve [10].

4.2. Future Expansion and Sustainability

The initial deployment of over 100 health centers serves as a scalable blueprint for
a nationwide network. The phased approach allows for the creation of a robust model
that can be replicated and adapted to different regions of the country. To ensure long-
term sustainability, a multifaceted approach to funding and operations is
recommended. The "Tameer e Watan" initiative should seek to form strategic
partnerships with government health authorities and other non-governmental
organizations [ 1, 6]. This collaboration will be crucial for integrating the new system
with existing programs, such as the Lady Health Worker network [1, 3], to maximize
reach and effectiveness. The integration of digital health platforms should also be
explored to enhance the reach of services and improve the efficiency of care delivery
[32]. By leveraging a mix of in-person and digital consultations, the project can
create a more accessible and patient-centric healthcare experience, ensuring that a
more equitable, efficient, and affordable system is not just a vision, but a reality for
the people of Pakistan.
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