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B Core Values

Team Work

We believe that if imaginatively
channelized, individual skills add to the
collective creativity of the organization
and that working together as a cohesive
unit results in greater camaraderie and
job satisfaction foremployees.

Commitment

We are working to the best of our
abilities, and with unwavering
dedication, towards implementing our
organization’s strategies for improving
healthcare servicesin the province.

Integrity
Honesty, transparency and probity have

been watchwords for the PHC since its
inception.

Adding Value

We believe in consultation with partners,
stakeholders, professionals, employees
and the community in general. By
adopting this collaborative approach, we
hope to make a positive difference in
improving the quality of healthcare
servicedelivery.

Quality

We believe in standardizing healthcare
service delivery systems to provide the
six basic components of quality
healthcare; safety, effectiveness of care,
patient-centeredness, timely service
delivery, efficiency and equitability.

Innovation

We continuously engage in objective
internal evaluations with a view to
improve our efficiency and achieve
better work quality in line with
international performance standards.



Chairperson’s
Message

Justice (Retd.) Aamer Raza Khan

At the very outset of our operations, we were fully
cognizant of the myriad of challenges in Punjab's
health sector and the overwhelming and compelling
arguments for regulatory reform. Consequently, the
task ahead of us was clear; to entrench quality and
safety at the heart of healthcare service delivery.

Given that this was an ambitious goal, more so due to
thevirtual absence of aregulatory climate priorto the
establishment of the PHC, very few expected the
Commission to be a successful endeavor. However,
believing in the purpose behind the promulgation of
the PHC Act and acknowledging our responsibility
towards all patients, irrespective of their socio-
economic background, we set off on a long journey
to standardize healthcare service delivery across the
diverse range of healthcare service providers
operating within both public and private sectors in
Punjab.

Aware that ensuring the provision of safe treatment
with effective outcomes would not be possible
without the adoption and inculcation of quality in
healthcare service delivery, we focused all initial efforts
towards familiarizing the recipients of the regulatory
reform with the much elusive concept of quality.

Toward this end, adopting a patient, persistent
and conciliatory approach, we have slowly but
surely generated a critical mass of reform
embracers, which is exerting moral pressure on
other healthcare service providers to follow suit.

At the same time, we have endeavored to
empower the general public to understand the
importance of quality care and be aware of the
minimum standards of care they can expect
from service providers. Collectively, these
efforts have created a demand for the
Commission's reform, resulting in a manifold
increase in the number of HCEs in its regulatory
fold, an increase in the number of complaints
being investigated by its experts and
unprecedented success in its fight against
quackery.
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In shifting the psyche of healthcare service providers to
make healthcare service delivery more quality-centered,
we have attuned them to patient safety and welfare.
Coercive action to ensure compliance with minimum
standards of care would only retard the reform and
further compromise the health status of individuals
seeking healthcare services in a setting that offers
limited alternatives.

Ultimately, this course of action would not harm the
owner, manager or healthcare service provider at a HCE,
as much as it would add to the suffering of an ailing
person seeking treatment. From any standpoint; be it
managerial, political or humane; it would be undesirable
for such an outcome to be occasioned by a regulatory
body envisioning safe and high-quality healthcare forall.

Consequently, we revisited our regulatory model to
developand implementinterventions, particularly those
affecting the safety of healthcare services, in a more
rigorous and stringent manner. While we will continue to
facilitate deserving stakeholders, it is now time to adopt
a policy of strict enforcement of the reform in letter and
spirit. Accordingly, any undue delays in the adoption of
the prescribed regime of clinical governance will be
reprimanded in accordance with the law.

The Board has also been proactive in strategizing for
changes to the execution and delivery of the reform in
order to achieve regulatory objectives. With the
establishment of regional offices and the mobilization of

an internal enforcement team, we are becoming
increasingly local in our approach to regulation. While
these ventures are allowing stakeholders easier access
to the Commission's just and credible system of
accountability, they have also placed us in a better
position to take prompt and decisive actions against
those endangering human lives and practice responsive
regulation by customizing interventions to match local
needs.

Moving ahead, as we hold healthcare service providers
to higher standards of healthcare service delivery, we
must endeavor to make commensurate improvements
to our own model of regulation. Having laid a solid
foundation to build upon, now is an opportune time to
review our processes and interventions, collaborate with
similar regulatory bodies to exchange experiences and
take steps to ensure that quality is not compromised as
we expand the reform.

In conclusion, | would like to acknowledge the
commitment and dedication of the entire team of
professionals at the Commission, the untiring efforts
of which have allowed us to meet milestones
unparalleled in the history of healthcare regulation

and be recognized and lauded as a success story. |
would urge them to persist in their efforts as we make
changes to the regulatory regime in pursuit of
sustainable improvements in the delivery of
healthcare services.




Chief Operating

Officer’s
Review

Dr. Muhammad Ajmal Khan

Our regulatory initiatives, each designed to fulfil a
specific aspect of our mandate, have occasioned
tangible improvements in the delivery of healthcare
services. Surpassing many key regulatory targets in
just six years of operations, the PHC is an established
success and its unparalleled contributions towards
enhancing quality and accountability in the delivery
of care are being recognized by healthcare service
providers and receiving acclaim from independent
evaluators.

However, the most overt testament to the success of
the reform is the replication of its regulatory model in
other regions of the country. In this regard, we have
been forthcoming in assisting relatively nascent
regulatory initiatives, and those looking to remodel
theirframeworks, by sharing the operational nuances
of our regulatory process and the solution-oriented
approach we have adopted to overcome challenges
and maintain an upward trend in the uptake of the
reform.

As regulators, we have been able to maintain a swift
pace of work, which has not only become our
defining characteristic, but was also essential
considering the magnitude and urgency of the
mandate we were entrusted.

The primary drivers behind the Commission's
success have been its operational autonomy
and the aspect of continuity in all its processes
and functions. This becomes particularly
evident when considering the benefits we have
reaped from steadiness in leadership, ranging
from increased stakeholder confidence to
consistency in the design and implementation
ofinterventions.

Functioning like a corporate Board, our
Commissioners provide broad directions and
review performance, choosing not to interfere
with the day to day affairs of the Commission.
This, coupled with the Government's non-
interfering stance, has allowed the Commission
tostandfirmly and independently as a regulator,
without the undue hassle of having to change
strategicdirectiontime and again.
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Aware of the scale of change we were aiming to
effectuate, we adopted an intelligence-driven approach
to regulation. Phasing out the implementation of the
reform, we have strategized to deliver on two fronts;
improving the quality of care delivered at HCEs and
ensuring accountability within the health sector.

In pursuit of improving the quality of healthcare service
delivery, the cornerstone of our work has been the
successful prescription of standards for the varying level
of services being offered by the broad spectrum of HCEs
in Punjab. In this regard, we are pioneers in setting
benchmarks for safe and standardized healthcare
service delivery in previously unregulated systems of
treatment, including homeopathy, tibb etc.

With 12 sets of standards having been approved and
notified by the Government, or in the final stages of
approval, we are nearing the end of the MSDS
development process. Looking forward, we intend to
embark on setting benchmarks for the accreditation of
HCEs to grade the quality of healthcare services and
allow patients to make informed decisions regarding
their treatment options.

The finalization of standards for a range of HCEs
prompted us to boost targeted registration and
licensing drives, in order to bring those HCEs that are
new totheregulatory arenaunder theambit of law. In
this regard, the Commission has achieved an
important milestone by successfully conducting a
census of HCEs in Punjab, which has allowed us to
develop a consolidated, accurate and reliable
database, which not only provides information on
the numbers and types of HCEs, but also specifies
theirgeographical locations.

Registration and licensing of HCEs continued to be the
mainstay of our initiatives as 5,510 HCEs applied for
registration and 6,004 obtained provisional licenses in
2016-17. These numbers represent the HCEs that have
formalized a regulatory relationship with the Commission
and are taking positive steps towards demonstrating
compliance with MSDS.

To ensure that the efforts and actions of healthcare service
providers are aligned in the right direction, we have
maintained the pace and frequency of our capacity
building initiatives. This year, we trained healthcare service
providers and staff members of 3,810 HCEs, augmenting
their understanding of the MSDS prescribed for them and
helping them develop tailored implementation plans.

| M

Meanwhile, our comprehensive and objective
inspections are also reinforcing these efforts by further
elaborating on the operational details of MSDS
implementation. In 2016-17, our surveyors conducted
3,818 inspections, identifying weak-performing areas at
HCEs and providing recommendations to fulfill the
criteria forcompliance.

In parallel with creating a robust and effective system of
regulation to improve healthcare service delivery at
HCEs, we have also been taking concrete steps to ensure
that incidents of negligent care are duly investigated
and dealt with and that patients are safeguarded from
the practices of untrained and unqualified practitioners.

Cognizant that patient safety is the primary objective of
our reform agenda, the Commission has continued to
adjudicate complaints brought to its notice, in a manner
that is both expeditious and just. This year, the Board of
Commissioners rendered 90 decisions, allowing the
Commission to effectively dispose or decide close to
80% of the complaints registered with it. In cases where
medical negligence of any degree is ascertained or
reports of system and service failures are validated, the
Board has, as appropriate, banned services at HCEs and
initiated criminal proceedings or recommended
disciplinary action against service providers.

A fringe benefit of our effective complaint management
system has been its contribution to our anti-quackery
campaign, as HCEs being operated by quacks are
identified during investigative proceedings and
subsequently forwarded to the Anti-quackery Cell for
action. We have now expanded the scope of our
synchronized and sustainable campaign against
quackery to another 3 divisions of Punjab. Despite legal
limitations, our resolve to fight quackery has not
slackened, as we have taken direct, appropriate and
proportionate action against 1,890 quack-operated
premises.

While these numbers corroborate our claim of being
front-runners in the field of healthcare regulation, they
also place us on strong footing, positioning us favorably
to enhance the speed and momentum of the reform and
ensure its entrenchment across the province. As we gear
ourselves to drive the reform forward, we must advocate
for amendments in the Act which will empower us to
adopt a more proactive and direct approach in dealing
with certain aspects of our mandate, specifically
pertaining to the sealing and closure of HCEs operated
by quacks.



At the same time, we must act as a conduit of
information between the end users of our reform and
the Government, highlighting systemic constraints
facing healthcare service providers in their transition
towards standardized care.

Lessons learnt from our experiences thus far have
familiarized us with the various risks patients are
exposed to and the challenges service providers face in
delivering quality care. While we are looking to respond
to these issues by devising targeted and tailored
regulatory interventions and introducing second
generation reforms, we are cognizant of our
responsibility to advocate for policy reforms to realize
the shared vision of quality and standardization in
healthcare.

Therefore, we feel now is an opportune time to measure
and manage our performance and develop a new
regulatory model, which is centered on peoples' needs
and protectstheirrights. Furthermore, as we entera new

phase of regulation in the coming year, we must realign
our own systems and processes and introduce
organizational changes so that we are equipped to meet
the changing requirements for effective regulation.

In the end, | would like to thank all our stakeholders
for their contribution in making the Commission a
success story. Furthermore, | would specifically like to
acknowledge the Punjab Government for extending
administrative and financial support and respecting
the autonomy of the Commission, allowing it to
establish itselfas a credible and neutral regulator.

I would also like to express my gratitude to our Board
of Commissioners, whose visionary guidance and
leadership has steered us in the right direction to
achieve our regulatory objectives, and finally, | would
like to congratulate the entire staff of the PHC, as it is
their unfaltering commitment and tireless efforts
thathave laid the foundations of our success.
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Healthcare services in Punjab are delivered through a mixed healthcare delivery system, where insufficient health
expenditures, underutilization of services, institutional shortcomings, disconnect between policies and
implementation, shortage of HR and inadequacies in information management systems typically translated into poor
performance on health indicators. Quality services were inequitably distributed throughout the province and
inaccessible to large segments of the population, particularly the non-affording sections of society and those residing

inrural areas.

Despite extensive infrastructure, the public sector
remained underutilized due to governance issues and
the lack of human and financial resources. With virtually
non-existent healthcare financing institutions and
arrangements, the vast majority of the population was
predisposed to avail services from the profit-driven
private sector, where the absence of accreditation and
quality assurance mechanisms rendered compromises
inquality inevitable.

While the public sector was somewhat regulated
through the institution of administrative controls,
though without corresponding standardization, the
private sector remained largely unregulated, as the legal
instruments enacted to regulate this sector were neither
exhaustive, nor optimally enforced. Lacunae within the
scope and coverage of regulatory structures rendered
them insufficient in checking the exponential growth of
the private sector.

Consequently, the regulatory environment that existed
prior to the creation of the PHC was not consistent with
the needs of the providers and consumers of healthcare
services. Regulatory functions were poorly implemented,
whereas statutes targeted individual disciplines, failing to
provide for an overarching policy framework that defined
parameters within which healthcare regulation could be
enforced.

The regulatory regime remained underdeveloped
with regards to regulating healthcare service delivery.
Healthcare service providers as owners and managers

of HCEs did not fall within the purview of existing
regulatory structures, none of which held the mandate
to monitor the quality of healthcare as an entity.

Furthermore, due to patients' lack of awareness
regarding their rights and responsibilities and the
cumbersome protocols and procedures facing those
seeking retribution, there was a virtual absence of an
effective framework to deal with issues of medical
negligence and malpractice.

In the absence of a deterrent legal environment,
unscrupulous medical professionals flourished and

there was a substantial increase in the number of
emerging cases of malpractice by unregistered and
unqualified practitioners.

None of the existing laws specifically dealt with issues
of quackery and lacked provisions for the
demarcation of explicit guidelines to define direct
actions towards its elimination.

The collective responsibility towards the safety of health
and human life made it imperative to create oversight
bodies that regulate healthcare service delivery systems
and protect the rights of patients through the
prescription and enforcement of standards of care.
Equally fundamental was the protection of the rights of
service providers. This warranted the need for a unique
regulatory structure that fostered a culture of clinical
governance while advocating for, and protecting the
rights of, both patientsand healthcare service providers.
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Keeping this in mind, the Punjab Government decided to invest in a comprehensive and holistic system to raise the
quality of healthcare services, strengthen the capacity of healthcare infrastructure and bring the extensive network of
private healthcare facilities within a regulatory framework. After careful deliberation and detailed consultations with
stakeholders, the Punjab Assembly passed the PHC Act 2010, leading to the establishment of the PHC.

Mandate

The PHC is an independent health regulatory
body with the directive to introduce a regime of
clinical governance by standardizing healthcare
service delivery at all HCEs in Punjab. Thereby,
the Commission works to improve the quality of
care delivered to citizens in the most efficient,
safe and effective manner.

In order to fulfill this expansive mandate, the PHC
develops MSDS and enforces their
implementation through inspections, registers
HCEs and grants them licenses based on
compliance with prescribed standards, actsasan
adjudicative forum for handling the complaints
of both patients and healthcare service
providers and takes consolidated actions to ban
quackery inallits forms and manifestations.

. 04 ‘ Introduction

Regulatory Ambit

The standardization process envisioned in the
PHC Act involves the development and
enforcement of standards at all levels and types
of HCEs in Punjab, including those rendering
allopathic services and those providing services
under alternative systems of treatment.

Thus, HCEs falling within the Commission's
regulatory purview range from public and
private sector establishments to trust hospitals
and autonomous organizations, including multi-
discipline and single-specialty hospitals, clinical
laboratories and diagnostic centers, clinics of
GPs and family practitioners, RHCs, BHUs, dental
clinics, cosmetic and laser clinics, nursing homes,
maternity centers, physiotherapy clinics,
acupuncture clinics, homeopathic clinics,
matabs, etc.

Furthermore, all other premises or conveyances
being wholly or partially used for providing
healthcare services, and declared by the
Government as 'healthcare establishments' also
fall within the PHC's regulatory jurisdiction.



i Evolutionary Parh |

Formally established in October 2011, with the appointment of its Board of Commissioners, the PHC became fully
operational in 2012 after procuring essential equipment and hiring staff against key positions. From a pioneer
regulatory authority facing many challenges impeding the execution of mandated functions, the Commission has
come a long way, having successfully developed and implemented an effectual framework to regulate the delivery of
healthcare services.

The Commission's all-encompassing, expansive mandate in itself proved to be the biggest challenge in meeting its
objectives. In terms of sheer numbers, the registration and licensing of all HCEs in Punjab was an extensive and
daunting undertaking and developing technical standards to cater to the multitude of disciplines was a painstaking
process, particularly considering the dearth of technical expertise and the lack of internationally accepted best
practices for some disciplines. Furthermore, targeted action against malpractice was not possible due to the dearth of
reliable and methodically updated data on HCEs in Punjab, particularly the private sector, which had expanded in an
unregulated manner.

Despite being an autonomous body, the Commission was perceived as a marksman for the Government, due its
operations being financed by the Government of Punjab. Furthermore, there was widespread uncertainty regarding
the roles of federal and provincial regulatory bodies, including the PMDC, PNC, etc. At the same time, in the virtual
absenceof aregulatory climate, not only did the Commission have to contend with resistance from stakeholders, it also
had to deal with public apathy with regards to patients' rights and service delivery standards. Moreover, at the
logistical end, the Commission faced issues pertaining to internal capacity, the most significant being the lack of
adequateHR.

To mitigate these challenges, the PHC took a deliberate
policy decision to work as a facilitator, rather than an
intransigent authority. Opening channels of bilateral
dialogue, it focused on sensitizing stakeholders on its
role and mandate and running mass media campaigns
to create awareness in the civil society about
transforming the culture of healthcare service delivery.
Furthermore, the Commission liaised with regulatory

bodiestoavoid overlap and jurisdictional disputes in the
exercise of their respective mandates and functions.

To counteract logistical challenges, the Commisson
worked to build systems to support the hiring of HR,
develop suitable infrastructure and put necessary
management and operational systems in place to
formalizeitsinternal protocols.

7
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Being an untested entity, the PHC decided to pilot its regulatory process in 3 different districts of the province.
Therefore, initial activities were restricted to the Lahore, Gujranwala and Faisalabad districts, while the Commisson

continued to build its internal capacity to expand the scope of its regulatory functions and take on the uphill task of
registering, inspecting and licensing thousands of HCEs across the province.

Making use of this experience, the Commission modified its operational plans, delineating a phased approach for
planning and executing interventions and achieving regulatory targets. Lessons learnt were used to improve and
refineinternal processes and modify systems to make them moreresilientand responsive.

While fully functional and adequately staffed Directorates were developed to carry out core regulatory functions,
systems were also set up to corroborate data acquired from multiple sources to ensure that information acquired on
HCEs is genuine, up to date and complete, allowing the Commission to pursue its regulatory goals in a more efficient
and effective manner. Consequently, this phase saw a marked acceleration in the uptake of the Commission's reform.
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Invigorated by these initial successes, the PHC then
shifted focus to expanding the scope and coverage of its
reform to varying types of HCEs across all districts of the
province. The Commisson ran registration and licensing
drives to increase the number of HCEs in its regulatory
ambit, made additions to its pool of surveyors to quicken
the pace of inspections and commenced the gigantic
task of conducting a census of all HCEs in the province.

To ensure its systems were prepared for the surge in
workload, the incorporation of technological
advancements was prioritized and an ERP system was
developed and implemented to make resource
planning more effective and efficient. To further support
this expansion, the PHC is now setting up divisional
headquarters, which are not only helping in localizing
regulatory functions, but are also serving as satellite
offices for stakeholders looking to approach the
Commission.

Phased Implementation of the PHC’s Reform

Establishment Stage
Finances, HR, Space,
Strategy, Systems

Oct 2011

Mar 2013

Jan 2014
Jun 2014

Consolidation Stage

Fine Tuning of Strategy, Advocacy,
Development of Standards,
Anti-quackery Strategy,
ICT-enabled Systems

- 06 | Introduction

 Apr 2013
Dec 2013

-~ 4

Pilot Stage (3 Districts)
Training, Field Inspections, Complaint Redressal,
Stakeholder Engagement

a

Jul 2014
Present

Expansion Stage
Interventions in Cat-l and Il, Validation by WB-DFID,
Anti-quackery Campaign,

Census, Review of MSDS, Regional Offices



li Board of Commissioners |G

An organization such as the PHC, entrusted with the introduction of a larger reform agenda, would not have been able
to function effectively in an uncertain policy environment. In fact, it is the steadiness in leadership exhibited by the
PHC's Board of Commissioners, that has allowed the regulatory reform to achieve unprecedented success.

The nine-membered Board of Commissioners is an
independent governing body, which provides
leadership and strategic guidance to the Commission.
The Board makes policy decisions and supervises and
manages the Commission's affairs, ensuring that it
discharges its statutory functions economically,
efficiently and effectively.

The PHC's illustrious Board comprises professionals of
high standing from the field of academia, the social and
media sectors and the medical, legal and business
fraternities; each with an extensive range of experience
and renowned for his or her meritorious services and
achievementsinthepublicand private sectors.

These individuals give the PHC the collective advantage of their experience, allowing for cogent and pragmatic policy
making and perseverance in the face of adversity. In fact, the Board has been crucial in establishing the autonomy of
the PHC and generating stakeholder confidence.

| . Ve C ) Generally oversees the Commission's operations ensuring that
xecutive Committee they are in line with the strategic direction set by the Board

Hires senior management, determines HR needs and makes policy

HR Sub-committee decisions governing the acquisition of HR

Approves standing financial instructions, advises the Board on its
financial strategy and reviews audit reports and approves necessary
actions in this regard

Audit Sub-committee

Ensures that necessary materials and equipment are procured in a

Procurement Sub-committee timely, transparent and cost-effective manner

Approves the Communication Strategy and ensures it is in line with

Communication Strategy Sub-committee T .
9y the Commission's objectives

Reviews the Financial Strategy and approves the Commission's

Budget and Finance Sub-committee shcitial budget

Reviews and finalizes the recommendations of the Complaints

C laint M t Sub- itt . .
Sl e e Directorate for the disposal of cases

Reviews MSDS compliance reports and makes recommendations

Licensing and Accreditation Sub-committee for the grant of a reqular license to a HCE

The Board of Commissioners is supported in its work by sub-committees that assist and advice the Board on
differentaspects of the Commission's operations.

Introduction ‘ 07 .
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Justice (Retd.) Aamer Raza Khan
(Chairperson)

Dr. Muhammad Amjad Saqib Dr. Naeem-ud-Din Mian Ms. Clara Pasha
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Dr. Zafar Igbal Qureshi Mr. Arif Saeed Mr. Syed Ali Akbar

Prof. Dr. Rakhshanda Rehman Ms. Bushrah Ejaz
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B Technical Advisory Committee N

The PHC Act provides for the constitution of a Committee comprising of experts that represent all possible interests in
connection with the delivery of healthcare services. The TAC is a broad, representative, cross-sectional forum of
stakeholders that provides policy recommendations to the Commission on technical matters, particularly those
pertaining to quality assurance, advocacy, sensitization of stakeholders and the development and promotion of
healthcare service delivery standards.

Stakeholder Representation on the TAC

Private HCEs, 1

Expert
International, 2

UHS, 1
KEMU, 1
Expert Local, 5 e—§ PMF, 1
PMA, 1
MPA, 1 NCH, 1
NCT, 1
EDO, 6 PCP 1

The Board of Commissioners may refer any issue to the TAC which, in order to execute its functions, maintains 2 sub-
committees; namely, the TAC Advocacy and Promotion Sub-committee and the TAC Sub-committee on Quality
Assurance, Standardization and Accreditation.

In its meeting on 12th August 2016, the TAC Sub-
committee on Quality Assurance, Standardization
and Accreditation scrutinized and endorsed the draft

MSDS for category-Il B HCEs, category-Il C HCEs and
radiological and imaging diagnostic centers.

. 10 ‘ Introduction



i Executive Team [

The PHC's executive team is responsible for the day to day running of the organization and for ensuring that its
resources are properly managed and its objectives are accomplished through effective and controlled action.

The operations of the Commission are distributed across 4 Directorates, each with a Director at the helm, and 5
Departments, which report directly to the Chief Operating Officer.

Develops MSDS and Reference Manuals for all types of HCEs
Develops training material and tools to facilitate surveyors in the
inspection of HCEs

Conducts capacity building workshops for HCE staff

Clinical Governance and
Organizational Standards

Trains surveyors on inspecting HCEs

Maintains a register of HCEs
Inspects HCEs to assess compliance with MSDS
Licensing and Accreditation Issues licenses to HCEs demonstrating required MSDS compliance

Suspends or revokes licenses upon non-compliance with standards or in case
of evidence of malpractice, negligence or misrepresentation of facts

Investigates complaints of medical negligence and serious system failures
in healthcare service provision in accordance with the demands of justice
Complaints and accountability

Takes cognizance of harassment of healthcare service providers or damages
to a HCE

Includes the HR, ICT and Administration units

Business Support Provides resources and logistical support to facilitate the functions of
core Directorates

: Records and reports cash flow transactions
Finance

Implements financial controls
Conducts awareness activities for healthcare service providers and the

Communications general public
Promotes the Commission's regulatory activities

o ) Monitors adherence to operational plans and organizational policies
Monitoring and Evaluation ) T ] o
Ensures that the PHC remains on course to achieve its strategic objectives

Coordinates the Commission's multifarious efforts against quackery

Anti-quackery Cell

Deals with complaints involving quacks and decides on reports of quackery

Advises the COO on legal matters pertaining to the Commission

Legal Cell Supports Directorates and Departments in all matters involving questions of
a legal nature

7
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ll_Senior Management [

Dr. Mushtaq Ahmed
Director CG&OS

Mr. Muhammad Ali Khan

Director Business Support




Prof. Dr. Riaz Ahmad Tasneem
Director Complaints

Dr. Muhammad Anwar Janjua
Director L&A




Organogram

Board of
Commissioners

Finance , Budget
& Audit Committee

Technical Advisory

Committee

Senior/Manager
Audit

Chief Operating
Officer

Deputy Director
Coordination

Director Clinical

Governance &
Addl. Director Clinical Organizational
Standards Development Standards
Add|. Director Director Business
Training support Addl. Director
=
" HR
Director
Addl. Director Corpiaint: O Addl. Director
: |
Complaints . - - ICT
Director Licensing
& Accreditation Deputy Director
Procurement
Addl. Director
Implementation B Senior/Manager(s)
& Coordination - Region
|
Addl. Director Senior/Manager
it [ - 9
Licensing Administration

Addl. Director
Inspection

. : : : : .

Addl. Director Addl. Director Addl. Director Addl. Director Deputy Director Addl. Director
Finance Legal Anti-quackery Communications Central Record M&E
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Implementing an informed, responsive and meaningful regulatory regime in a sector previously unaccustomed to
checks and balances, the Commission has effectively strategized to reform a non-conducive healthcare service
delivery environment. Overcoming conceptual hurdles in the way of implementing its mandate, it has succeeded in
creating ademand for its reform, which now enjoys greater acceptance and favoramongst its addressees.

With the ultimate objective to effect substantial im-
provements in patient care and outcomes, the
Commission has expanded the scope of its regulation
across a broad spectrum of HCEs, ranging from tertiary
care hospitals to BHUs, homeopathic clinics, clinical and
pathological laboratories, GP clinics, etc. Pioneering the
development of standards of care for these categories

and sub-categories of HCEs, the PHC has meticulously
identified indicators and benchmarks that provide a
common set of specifications, which not only assist in
determining the safety of services, but also play a critical
role in enabling continuous quality improvements in
servicedelivery.

Categories of HCEs

HCEs with a bed strength of 50 and above

IHC HCEswith1-15 beds
RHCs with up to 20 beds

HCEs with up to 49 beds providing indoor services
HA HCEs with 31-49 beds

IIB HCEswith 16-30 beds

»  Facilities not providing indoor services, including clinical and
, pathology laboratories; imaging and radiological diagnostic centers;
:!- clinics of GPs/family practitioners , homeopathic practitioners and
" hakims; BHUs; MCH and CMW centers; FWCs; dental clinics;
cosmetic/laser clinics; physiotheraphy clinics; acupuncture clinics, etc

In pursuit of improving the quality of healthcare service delivery, the
Commission has categorized the multitude of HCEs within its
regulatory purview, utilizing bed strength as an indicator of the level of

servicesrendered.

! I
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