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Preface

This report on The Role of NGOs in Community Health in Pakistan is the second in a series of reports aimed at improving understanding
of the role of NGOs in the selected thematic area. The first report on The Role of NGUs in Basic and Primary Education in Pakistan
yielded positive feedback. These reports are based on primary research conducted by the NGO Pulse, one of the eight key components
of the Social Enterprise Development Centre (SEDC).

The SEDC is a CIDA funded project that came into being through a collaborative initiative between Lahore University of Management
Sciences (LUMS) and McGill University. SEDC'’s mission is to improve the understanding of the role of the NGO sector, and to
strengthen the capacity of the civil society organizations through training, research, and consultancy services.

Health is more than an absence of illness and infirmity. It is rather a state of complete physical, mental, and social well-being. Access
to health care is a basic human right, which may not be available to, or affordable by, a considerable proportion of our population,
Although the Pakistani health care system is primarily regulated by the government, NGOs have an important role to play in providing
health care education and services, particularly to the underprivileged, including women, the elderly, children, the poor, and those
located remotely from urban centres and road and rail network.

This research report uses multiple methods of data collection, including a survey, in-depth interviews, and a stakeholders’ workshop,
to provide 1nsights into the structure and functions of NGOs involved 1n health care in Pakistan, and the role they are playing or
need to be playing regarding health and health care in Pakistan.

The NGO Pulse team would like to acknowledge CIDA’s financial support of the Programme and McGill’s role as an active partner
in the entire SEDC initiative. The cooperation of NGOs during the various data collection carried out for this study, is gratefully
acknowledged.

We hope that this study will generate a valuable insight and debate leading to more ideas regarding the role of civil society organizations
in health through advocacy, service, research, innovation and partnerships with the public sector and other organizations.
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Executive Summary

There 1s limited research on the role of
health-related NGOs in Pakistan. This
report is an attempt to address this gap.
More specifically, this study aims to assess
the extent and the nature of NGOs'
involvement in Pakistan’s health sector, in
order to gain understanding of their role,
responsibility and the potential to provide
or facilitate access to this basic social need.
Issues faced by health NGOs are also part
of the investigation. It is hoped that this
report will not only provide information
to the various stakeholders on what is
happening in this sector, but will also trigger
relevant debates in the various areas to be
focused on. In addition, it will help build
a network by providing research, training
and management consultation ta NGOs.
This would include information about
NGOs involved in the health sector, such

as.

i.  The basic profile of the NGO,
including length of involvement in
the sector, contact information and
legal basis of existence and operation;

it.  Key activities and intervention
projects/programmes related to
geographic coverage in the provision
of health care;

iti. Information concerning the
support base, including staff; budget

and potential for expansion;

iz. The NGO's understanding of
challenges facing the health sector in
Pakistan and the NGOs’ role in taking
on some of these challenges and their
perception about the need for,
potenttal of, and barriers against
public-private collaboration in
addressing the issue.
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The report, based on literature review, a
survey of 71 representative NGQOs, a
consultative workshop held with thirty
participants and twenty five in-depth
interviews, analyges the broader context in
which these NGOs are located and then
goes on to facus more specifically on the
role and scale of these organizations. It
concludes that

The status of health amongst the Pakistani
populace is low. Health indicators compare
unfavorably with other develaping countries
in South Asia and the Middle East, The
government continues to spend less than
1% of the GNP on health and the public
sector accounts for only one-third of all
health expenditures in the country; the
private sector accounts for two thirds of it
Both sectors show significant biases towards
gender, urban areas, and tertiary and curative

care.

NGOs form an important part of the
private sector. More than 500 NGOs of
various institutional forms operate in this
field. Most were established in the 1990s
and are registered under a vaniety of legal
acts. About 57% of the NGOs surveyed
operate in the Punjab. Their scale of
operations is also small: over 50% work in
fewer than five districts. Preventive health
education is the most common activity
amongst these NGOs, while those invalved
in direct service delivery tend to use

community based clinics or special camps.

Grassroots mobilization and close links to
the community are particular strengths of
NGOs when compared with either other
private actors or the public sector. Key
concerns include inadequate funding,
knowledge management, capacity building,
monitoring and evaluation, and regulation.

Most NGOs are receptive to the idea of
partnerships. Of the surveyed NGOs, 38%
were involved in partnerships with the
public sector, 52% with other NGOg, and
40% directly with the community. Public-
private partnerships, in particular, offer the
opportunity to create new synergies;
however, there is a need to further
investigate the modalities of such
partoerships.

There are a range of cross cutting issues
that require more attention from policy
makers in both the private and public
sectors, More specifically, health cate in
Pakistan will benefit from more consistent
policies that include all stakeholders. There
is a need to collect more baseline and
disaggregated data on health. There is scope
for better utilizing indigencus medical
knowledge and to inculcate a spirit of
volunteerism with regard to health issues.
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Overview of the State
of Health Care Services

in Pakistan

1. Introduction

This chapter provides an overview of the
state of health care services in Pakistan,
particularly with respect to the public health
system and the non-governmental sector.
The chapter describes the key features in
each case; delineates key trends within each
sector and contextualizes them with respect
to relevant international and regional
developments.

1.1 Definition of health

The definition of health varics depending
on different philosophical viewpoints,
medical traditions and context of usage. In
a negative sense, health may be defined as
the absence of illness and disease! Using
a functional perspective, health is the ability
of the organism to cope with everyday
activities. Using a minimalist, biclogical
approach, health is a form of homeostasis
whereby the organism is in a state of
balance, with inputs and outputs of energy
and matter in equilibrium (allowing for
growth). Mose gencrally, health can also
imply good prospects for continued survival.
For the purposes of this teport, we employ
the broad definition used by the World
Health Organization (1994) as:

‘a state of complete physical, mental and
social well-being, [which] does not consist
only of the absence of disease or infirmity?

1.1 Use of indicators to assess
national health

In order to assess national health, policy
makers have used different indicators and
frameworks, ranging from specific indicators
such as child mortality, nutritional status of
the population, life span, maternal mortality
rate, incidence of chronic and
communicable diseases and acoess to health
facilities. In addition, several composite
indicators have been developed which
combine indicators for

mortality, morbidity and disability and allow
for comparative assessments of disease

burden at the global levels.

For example, in 1993, the World Bank
developed the cancept of Burden of
Diseaset (BoD) which attempts to come
up with an aggregate indicator for health
and which serves as a basis of comparison
between countries. BoD is measured by
combining losses from premature death,
(defined as the difference between actual
age of death and life expectancy at that age
in a low mortality population) and loss of
healthy life resulting from disability, More
tecently still, the Millennium Development
Goals (2000) of the United Nations
Development Programme have been used
as a broad benchmark to assess the status
and progress of health care in different
countries. In this report we will be relying
on these and other indicators to provide
an overview of the health cate system in
Pakistan,

2. The Status of Health Care:
National and Comparative
Perspectives

Given Paldstan's low ranking on the Human
Development Index (HDIp, where it was
ranked 135 in 2005, and the low levels of
expenditure reserved for health care (the
Pakistan government has, to date never
spent more than 1% of the GNP on public
health) it is pethaps no surprise that Paldstan
does not fare all too well when compared
with other South Asian countries, Table 1,
on the next page shows the health
expenditure of Pakistan from 1995 to 2002.

For example, in 2003, its infant mortality
rate was 16% higher than the average for
other South Asian countries (Lashari and
Karim 2004 ix). Life expectancy at birth
was similarly one of the lowest in the region
as shown in Table 2, also on the next page.

Similarly, according to the World Bank,
the BoD in Pakistan in the early 1990s was
assessed at 350 Disability-Adjusted Life

Lhtip://en.wikipedia.org/wiki/Health

2Preamble to the Constitution of the Warld Health
Organization as adopted by the International Health
Conference, New York, 19-22 June, 1346; signed on
22 July 1946 by the representatives of 61 States
(Official Records of the World Health Organization,
oo, 2, p. 100) and entered into force on 7 Aprl 1948,
38se Hyder AA, Rotllant G, Mormow RIL Measuring
the burden of disease: healthy life years. Ameericen
Joxrnal of Public Health, 1998;88:196-202.
Willtams A. Calenlating the global burden of disease;
time for a sirategic reappraisal? Health Economics
1999:8:1-8.

Hyder AA, Applying Burden of Disease Methods in
Devyeloping Countries: A Case Study From Pakistan
American Jonrnal of Pablic Health 2000:50:1235-1240
4The most commonly used mearure of the burden
of disease is the disability-adjusted life year (DALY),
The advantages of employing DALYs are: 1, they
combine mortality, morbidity, and disability in a
single measure; 2. they reflect explicit chotces about
discounting fiture benefits, age weighing (morbidity
and mortality are given maximum weight at age 22
and lesser weights at younger and older ages), and
weights given to different types of dizabilities; and
3. they attempt o develop estimates of dissase burden
that are mdependent of advocacy efforts by groups
interested in specific diseases. The major issues in
using DALYs include: 1. they are heavily dependent
on assumptions about dissase incidence in developing
oountries, about which data are scarce and inaccurate;
2, they incorporate many assumptions and the overall
sensittvity of the results to these assumptions is
significant; and 3, caution must be used in interpreting
changes over long periods because technological
advances and some epidemiological changes are
difficult to predict. In spite of the difficulties in thetr
use, DALYs can provide a broad picture of the
changing burden of disease. World Development
Report: 1993,

¥The HDI is a summary measure of human
development. It measures the average achievements
in a country 1n three basic dimensions of human
development

*A long and healthy life, 25 measured by life
expectancy at birth

« Knowledge, as measured by the adult literacy rate
(with two-thirds weight) and the combined primary;
secondary and tertiary gross enrolment ratio (with
one-third weight)

» A decent standard of living, as measured by GDP
per capita (FPP US§).
httpy//wweundp.org/hd:2001/
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Table 1: Health expenditure (Rs in billion)

18.34 6.485 11857 08
19.66 13587 07
20. 81 5492 15316 07
22.08 16190 07
2428 5944 18337 07
2505 6.688. 18717 67

Source: Health Sector Study: Key Concerns and Solutions, World Bank’ Pakestan Population Asessment,
2003, UNFPA, Govw, of Palnistan

Table 2: Health and secial indicators, Pakistan, SAARC and neighboring countries, 2003

Bangladesh 139 | 605 06 %7 51 w 7 24 15
Bhutan 136 62.5 a7 7% 380 95 23 37
China 104 706 85.8 46 3t 55 3 13 29
India. 127 633 58 286 67 540 93 20 09
Iran 06 &8 w1 3 T 27 27
Nepdl 143 %1 429 6 s o 23 16
Slanka 99 723 918 0w % B 17 18

Source: Human Development Report, 2003 UNDP *IMR: Infant Mortality Rate/1000 live births
**MMR: Maternal Mortality Ratio, /100,000 live births
"*Mortality under 5: Mottality of children under five years of age per 1000 live births

Years (DALYs) per 1000 population per year which was about 16% higher than the average for other countries in the Middle Eastern
regions. In terms of other trends in the overall health status of Pakistan’s population, recent decades have seen a noticeable change
in the epidemiological burden which has changed from communicable diseases such as diarrhea, pneumonia, and tuberculosis (TB)
to chronic diseases such as heart attacks, strokes, depression and cancer eventhough the communicable diseases are still responsible
for 58% of the BoD in Pakistan (ADB).

6The Global Burden of Disease in 19%0: htrp://wowmhsph harvard edu/organizations/bdu/GBDseries_fles/ghdmum4.pdf

s




Table 3: Pakistan’s ranking on the human development index

Source: Human Development Report, 2005 UNDP

This is in keeping with the trend for the
Asia/Pacific region where by 2020, the
proportion accounted for by non-
communicable diseases will nearly double
to about 67 percent. For details on other
changes in the Asia-Pacific region see
Appendix 1.

In keeping with other trends in the
Asia/Pacific region, experts from the Asian
Development Bank predict that with
growing urbanization, differential access to
health care facilities in Pakistan is likely to
rise in the coming years. In addition,
international aid for health in the form of
overseas development assistance to Pakistan
is likely to decrease in the future:

“the available data suggest that ODA for
hu&&mﬂ:cﬂadopnngherCuunm
is luwusnmﬂ&rmthxnitwlﬂm

Critics have also pointed out that despite a
universal awareness of the importance of
health information systems for sound health
planning, Pakistan remains backeward in this
regard. According to Hyder and Morrow
(2000) and Lashari and Karim (2004),
population-based, nationally representative
and disease-specific data are less common
than data from haospital-

7

-1

based, smalI-samplc studies:

“Policgmakers in Pakistan need to know
the numbexofpmpiedymgmchyw

from major diseases such as tuberculosis

and malaria, This information cannot be
nbwndmlmmﬁmmmplmwi
that capture deaths and their causes. The
mulfdzmchasymgmbﬂywﬁ the

importance of counting numbers for

nationsl statistics to helping rational
allocation of resonrces for preventing
&whs in thu mnnuy”

Pakistan’s national health achievernents
can also be assessed by using the broad
benchmark of the Millennium
Development Goals (MDG). As elaborated
in Table 4, on the next page, Paldstan has
made some progress in terms of the health-
related MDG targets, but even according
to the Ministry of Health’s own statistics,
it is struggling o meet the projected figures
for 2015.

Moreovet, critics point out that even
though the MDG targets have become
prominent in terms of the rhetoric of
public policy, campaigns and health
programmes run at different government
tiers and often fail to establish the link to
these targets.

3778

*There is thus, a dissonance between the
afﬁml rhetoric about MDGs and the
rac .ai.mhty of health projects and

N .‘ 7
Deaths from™
non-c ommumcable
E

~ and ‘&]u@
; }iarvard School af
uhﬁc Health .

TInterview Marie Stopes, 18 April, 2005, Lahors,
Inshz Hamdani, Senior External Relations Manager,
Marie Stopes, Karachi
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Figure 1: Burden of discase
©in Axia and the Patific,
1990 and 2020

Souree Muorray and Lapes: [%6
The Glokal Burdem of Disae. Genevs
Woild Hesleh Drganizaron

Table 4 Millennium
Geoals (M) Tmm
Eoiteet Propren o clpenda i Heallh

Secior Hefarm, 23,
Minesry ol H“:I?lﬁ.

Table 5: Population below
Source ADE 2004




Table & Comparisan of Pakivtan with other South Adan countries: Mortality races

Tahle 7 Health expendinures

P BT el ) S | P AL e i L
WP RELL R TR RN L

e
N

Source: LN [Uinited Marronsh 2005, pullemom Indicaior Databiase ent of Eeonoomic and Socs| Affxirs Rstiviey 1Hvision, e York
|hupﬁfmﬂhﬁuwnﬂk¢uu’.mﬂi}m March 3005, based o a joint efarn by the Lnicad Mations Childeen's Pund [UMICEF)

Nﬁﬂl’uh‘kpm.
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Table B: Population access to Popolas

water, sanitation and nutrition

Sowrpe LN {Unoed Naginns). 3005,
Millemiuan bnd=aore Dalahase.
Diepartmeni of Econamic and Social Affary
Srarieics Thormion, New Yore

[hoige S malieniiumiodictoriunorgl
Aecessed March 3005; based o 3 joant
efan h{lh! Ulnired Marions Children'y
Fund (MICEF) amd dhe Wi ld Healtls

Gl prirxamin ﬁmmnwmﬂwﬁﬂﬁﬁm
 Children uider height for 4ge (W under age 3), 19952008
* Infans with low birdhweig

3. Health Systems and Policies:
Fiwrory and Creerview

Health policy in Pakistas has evolved
through several sages Table ¥ mbulates
sorme of the mos ngnificant everies in the
history of heslth planning in Pakistan,
Befuse the creation of Pakistan, the meost
important evene visdss heslth polior was
the 1943 Health Survey and Development
Committee, also knowt as the Bhoee
Commission. This Comnusion was one
af the first endezvors undertaksn t0 proevade
comprehensive health care for.all s che
time of the Brituh Raj,

Accotding e [yasd; she Bhore Commassion
itself wat preceded by several anpnmnt
muibeatones These included che sppointrent
af @ r|:'.r_f:||. LIRSS fo shgure it the
health of the Army in Indu o 185%; the
intrduction of @8 act o delegate powets
to vaccinate in 1580k & repomt on the Plague
Comtmissien {1904) folkowing the outhreak
of plague in 1896; and health reforms
improduced by the Government of India
Acts 1919 and 1935

Mevertheless, the Bhore Commession was
the first step towards organized healch
planning and was 31 the forefronn by
setablishing 2 mrong link berween

s e

development and health, For example, 1t
linked good health o the eliminstion of
peverty, bowr unemplovment, improvemens
in sgriculture and industraalizadon, the
development of willage roads.
el M Catons et

*The Bhore Commission examined &
uﬂﬂuﬂm of health eervices thas
woald mose effectively meet peaple’s nonds
wnd iy which poblic healih predominated,
and eventually replaced medical practice.
The Bhore report was radical in fer
recognition that nuitition and general
"‘“&.na :_i."?i:'ﬁ"“:'mmu
report
ended, among other things, the

m"“““ﬁ.'%”..a"‘ ik
3 L Fﬂt
risewsurres e was baserd on salarind warkers
i 2 public hes!th service that linked villages
o district health ceontrea®

The story af poble health policy sl
Pertition in 1947, has been dominated by
Pakrstan’s Five Year Plana, whach hay also
been the core of economic planmiog in
Pakiaran. According to Lasheri and Karimi
(2004:14) berween 1947 and the
intreduction of 1he Firpt Five Year Plan
im 1955 there was no wgnificant
improvement in the health satus of the

s o improved ranistion (%), 1590
hmmmnwmmim

tia with sustaiuable accest 10 an impreved watet souree (W), 1990 83
* Population with swssainable access 1o an improved watst source (Kh 2002 30
 Population uadernouriahed (% tonal), 1990-1992 "

=

o

population, For instanse, in 1947, about 3
itullion people b cities had protected water
supply and this onbr rose to. 3 million by
1951, Sirnilarly, there was only one rmedscal
college ai the time of Partition and this
ihcreased 106 in 1953,

5.1 The Firit Five Year Plan

The First Five Year Plas {1955-50)
contained s detailed programme for the
healeh secror, ba it iopleovemation was
unsatisfactory dus to lack of human
resources and delivs i disbussement of
funda. I 15 estimared that only ahoupr 3
of the wotal planned allocanon of Ra 287
srallicn was ufilized during this time perisd.
1.2 The Sccond Firre Year Man

Duning the becond Five Year Plan {1360
&3} there was 3 more marksd improvement
in health performance. Theee new medical
colleges were established in Hasr Pakarman
(now Banglidesh) and neasly 200 Rural
Health Centres (KHCs) were planned
Mareover, & majos programme {or the
eradicarion of malana was launched and
these was ngaificant succent in the

Miyan M. Crmmwmity Medining dwd Pl Flanlid
Jrh ed: Tirse Pubdisher, Karacki, 2H1

"RetFery, I (19BE) The Politio o Motk Jn T,
Urivenmy of Caldfornia Prem, Berkeler



Table % Significant events in health planoing in Pakistan

AUl Pakistay Health Conference '.

e Tari ik Sesviort Iy el i
Nunrition Survey of West Pakistan.

Rt T ety Rerey

Recentialization of Health wrvice in Punfab
Nitional Health Policy

Boayree: Fazly Higkim Eharrsk  Froonnomice of Meshh Sscone Beformas in Pakigran 1% ad

Ad B Publsibers, lilamabad 201

government’s cimpaign aganst smallpos:
The ennre popularion of Eas Pakestan was
vaccinated against small pox resultmg in &
decresse 1 the cases from 79,000 m 1958
tir abenst only 50 cases i 1964,

1.3 The Thied Pive Year Mlan

Drirmg the Third Five Year Plan {19570}
health indicatats beyan to improve. The
ravie of muarees was. | for 32,000 people;
one lady health visitor was available fon

115,000 people IMR was 155/1000. Sull,
the government was only able to attam 50%
of (18 raepets in ferms of inceeasing the
ratay of Lady Health Vissmors (LHV3) and
RHCs per 1000 peesoos.

54 The Founh Five Year Plan

The period of the Fowrch Fjve Year Plan
(IEFRT 5 wan morked by some progresson
Pakisian’y pubbc bealth siwtem, particularly
during the latter half of this time period.
From 1972w 1978, bealth expendinre rose
to abmost R 684 million and significant
progress wad made i the expangron of
hotaleh farlitses. The programme o contral
malaria was rewwed and Faloatan was
declared free from smallpon in December
1578, The number of BHCs almaost tpled
and communiy healeli workers were
introduced 10 the Morthern Areas -of
Pakisean far the (it time,

1.5 The Fifth Five Yeat Mau

The Fifth Five Year plan was praented in
1978, Thi peniod also saw the government
inderachioving b teeme of. plannad wepes
Dyrmg the plan pepod, £23 BHCs and
4596 Baile Health Unlts {BHUs) were
planned, but 208 RHCs and only 1,617
BHU: weré actusly budt. The tasget for
MR was et to b reclypoed fromr 105/ 000
people w79, but it could only achieve the
figure of 104,

L4 The Sixth Five Year Plan

The Sixth Fove Year Man (198388} made
progress o berms of the coverape of BHLU
in Pakistan an most of the Linjon Councels
in the counoy were prosvided widh BH s
Huowewer, increased defense expendimures
and & flood of refugees to Palistan after
the Soviet invaslon of Afghafistan in
Discernber 1979, a5 well a5 the sharp increzss
in meernational od prces in 197980, drew
resources away from planned iovestments™,
I oelabiom o hedth fargebs, the governmend
way not able o areatr 5 cadre of credible
health managers, por was it able to expand
the privats health sectar,

YPukistan Developmeis Fapning
bettpssf e ey b ooy b ey 1
LT sl
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Tahble 10 Sector achievements during three decades (1950-70)

Source: Five Year Plany {Lachari and Barom 2004: 14)

Table 11: Health personnel

Souree: Statiscal Bullenn, fuly 2003, Federal Buseau of Stanstics
Annual Kepore of DhrectorGienersl; 20001
Progioss on Agenda for Heslth Secvor Riforma 2003

Table 12: Social services indicators

Souree: Anmual Ht-pﬁrr Plag 200304,
Faxhi Hakim Khartak, Economica of Health Sector Reformas in Pakistan 200/
5 Mb_ur Zaidi, ivwsen 1 Pekisvan’s Economy 1599

[0 [y

3.7 The Seventh Five Year Plan

'ﬂtﬁtnﬂiﬁu?ﬂ:“;n!ﬂ_ presenmd
in 1988 The mapor achievement dunng.
this time was the crpanstan of the
Immunization Programme However, the
everall thrast of the public wstem reoasineal
focused on the building of infraseructre
and on cufstive care while seplecting the
preventive side af healih care,

3.8 The Fighth Five Yoar Plan

The Eighth Five Year Plan {1993-94)
conaided with the lannch of the Social
Action Programme (SAPF) by the
government in 19934 This programme,
carried cut with the asistance of the Wold
Bank was a response to the continuing
dizmal performance of rhe social secror
in Pakisuan o eflerted in the pooe health
status of its populace. For the next several
years, SAP became the paradigm for the
povernment's li:rd'upmum policy in The
eountry, inclading that of the health secwor.
The first phase was complered at the cost
of Ra 104 hillion, whereas the secand phase
{1997-2002) was lsunched with an sstirnated
cost of Bs 494 billion. Anabysis consider
SAP 10 have provided & major joit 1o
Pakistan's healih planning snd hold it
responsble for diverting attention towards
primary heahh care for the firs nme in
EOETELS b

SAT was Followed by another major policy
framewnrk in the shape of the Millennium
Development Goals (MDiGs), set by the
UN and other international agencies 1o
the year 2000 As discussed aarlier, Fakistan
became 3 skgnatory 1o the MDGs and this
rermaing the broad benchmark for sssessing
15 progress 10 terms of devedopment goaly
including those relating 1w health. OF the

tight brosdly stated goalt and 18 spacific

targets 10 be achizved by the year 2015, six
are directly rebsred 1o health



Table 13: Health facilitics

RHCs 456
TB Clinics 220
Population per Bed 1,505

A
£001

513 541 550

Source: Annual Report of Director General Health 2000-01

4. Key Issues

Critics!! maintain that health planning in
Pakistan has been poor since it has not
received sustained and focused attention
from successive governments. Most policy
initiatives have been ad-hoc and short-
sighted; there has been a reluctance to
accept that national health care standards
can only be raised if there is a concerted
effort across a range of relevant sectors
(including private, NGQ, pharmaceutical,
education, sanitation etc). Health, as a
fundamental human right and as an
important aspect of modern citizenship
remains an unfulfilled dreami2, The
following discussion attempts to provide a
summary overview of some of the key
igsues that have hindered the formation of
a strong public health sector in Pakistan.

4,1 Health policies have lacked consistency
and have seemed contingent on the whims
of particular governmental regimes. The
general pattern of policies display short-
sightedness and there have been frequent
changes in overall health paradigms (see
Appendix 2 for overview of the health
policy process at the Ministry of Health).

4.2 The association of health with

development, though well-established in
literature, has been largely ignored. With
few exceptions, health has been seen as a
largely medical issue and not necessarily an
issuc fundamentally linked to development.
Or, even if the liok to development has
been acknowledged in theory, in practice

thiz link has not been maintained.

4.3 The role of international agencies is
critical but a significant portion of this
international aid has been spent on vertical
preventive campaigns, marginalizing holistic
and integrated approaches to health.
4.4 Historically, more attention has been
given to curative care at the expense of
preventive care, despite the fact that
communicable diseases have constituted 2
large portion of Pakistan'’s burden of disease
and the country has limited resources to
dedicate to health, As a result, the root
causes of morbidity and meortality have
often not been addressed with negative
consequences for national development.
According to Bjorkman (1988), the total
impact of the government’s health
expenditure has been small because so much

of it has been spent on curative

action rather than preventive strategies. A
recent study conducted in the NWFE, shows
for example, 13 that 88% of all health
expenditures were related to curative care
and only 12% was spent on preventive
measures.

The health

| dﬂn 'ﬂ“, i
saving poor and 4 4
other valnerable |
mctions of 7
smattended. |
This 15 s major
obatacle in the

s o e

4.5 Budgetary allocations have been
consumed by salaries and primary health
care hae been marginalized at the expense
of secondary and tertiary health care It is
reported that about 60 percent of the
recurrent budget is consumed for salaries
while the rermaining 40 percent is spent on
primary, secondary, and tertiary care
{(Khattak 1996). Of this 40 percent, primary
care receives the smallest share of the
budget, which is, in any case, dominated by
salaries for bealth care workers, The budget
for primary health care facilities in 1999 in
the Punjab reveals that 30%, was spent on
electricity bills, 24% on medicine and 4.2%
on maintenance. Since maintenance and
Tepair is critical for the optimum functioning
of health facilities, these inadequate funds
lead to further deterioration of the primary
health care system (Karim and Lashari 2004:
4).

18ee Lasghari and Karim 2004 "Pakistan’s Health
Policy: Quest for a Vision Hyder AA, Applying
Burden of Disease Methods in Developing Countries:
A Case Study From Pakistan American Journal of
Public Heelth 2000:90:1235-1240

125PDC. Social Development in Pakistan, Annual
Review 2001 Zaidi SA. The Political Economy of
Health Care in Pakistan. Vangnard Publishers 1988
BNWEFP: Working for Health - Strategy for Health
Sector Reform: Oxford Policy Management, UK,
2003
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4.6 Non-governmental stakeholders, such
as the private sector, direct beneficiaries,
traditional health care providers and NGOs
have not been allowed to play an important
or significant role in policy making, This,
despite the fact that in Pakistan the private
sector is 2 major contributor to health care
services in Pakistan!4, In 2004, it was
estimated that the private sector provided
six big hospitals, 520 small hospitals, 20,000
general practitioners, 300 maternal homes,
340 dispensaries, and 420 laboratories. In
addition, it is estimated that 254 NGOs
impart some form of health care under the
allopathic system?®, In terms of more
traditional or nonconventional health care
providers, including Homeopathy'é, Unani®?
and Ayurvedic® medicine systems, there are
73.878 homeopaths, 45,799 bakims®? and
tabibs®® and 537 vaids! respectively2,

4.7 A very low percentage of Pakistan’s
GDP is spent on health; an amount lower
than most other comparable low-income
countries. In fact, the government’s health
expenditures on health declined between
1991-2 and 1997-8 from 0.76 to 0.71 % of
GDP respectively and remains less than
1% to date.

4.8 The issue of governance and its impact =
on health delivery has not been sufficiently | =

analysed. Health planning has often faltered

due to poor governance structures and lack |

of coordination between different
government departments and tiers. Most
recently, the Devolution Plan (2000) has
given new life ta district governments,
However, the division of labour between
federal, provindal and district levels of
government still remains vague resulting in
functions of governance. According to
Karim and Lashari (2004: xvii) the policy
process,

‘does not determine the tiers of federal,

provincial and district governments and
neither are their roles defined”,

4.9 Since communities are not made an

integral part of the planning process, there
is a subsequent lack of ownership.

4.10 Monitoring and cvaluation methods

used by the government are often weak.
According to critics®* 5, there is a need for
third party monitoring.

4.11 There is insufficient baseline
information in most cases which makes
health planning an impossible task.




The Pakestan [Devalution
Flan 2000

Pakistan's Devolution Plan 2000
was designed with three broad
bicctives i il

+ To bring in new spirit 10 8 politial
wystem which is comidered 1o be
the domain of historically
entrenched mierests;

*To provide measures to enable
marginalized citizens - women,
peaants, workers - 1o acoem formal
politics;

*To lntreduce stability into a

Public-Private Partmerthip
b thie M- Devubution Camtenn

The Cas of the Panjub Rarsl
Sappait Pragramms (FRST)
and Baale Health Unis
1 Pungab Provie
Cunfrreooe Progeedings on
Develution, [a fume NNE

Lahore Linrerrery of Mmagrmemt

Setenees, LLIMHR
bt b
In an ateenpr 1o peovide more effective

riastageement of Blaas: Hasldh Ulnies (11 1)s)

Gemnment in 2002 whereby the PRSE,
woiking in Dadem with, sod not paraliel
oo, the proviscial gevevamess, stacmpred
o e han] the health cane strecrune on th
mnon level

lluir sy il

HHL} were initially cotabilinked in ik lage
17704, with 2436 HHUs bang provided se
297 unioa cmncih within Punjab BHU
form the lowest tier of the healih cae
e within Pekisr, and, therefore, con
oy provide for bassc bealth care, althongh
the slm is to provide for comprehenuve
mefical care, both curarive snd

a1 well o facilivies for maternal and chald
healih, BHUs however, remain imparem
tools for palicy implementation, with
programnmes such s the Navienal Welfsrg
Progremme, thr Naronal Programs for
Famnily Flanning and Priraary Heslth care,
the extericed programme on Binmamiation,
the Communicable Divesse Control
Programme, the TH DOTS Campaign, the
Warnen Health Proper, and the Senbtanon
Programme, all fisiding & focal poim of
spptication within the BHLY a1 the Union
Lwil,

At the present, BHLUs throughour the
Puopb wilts fiom s coomderable smount
of peglacy. Winh 2 single BHU cosring cighn
millisa yupeey, fitthe effore bhus been made
o upgrade cxiating fualitmy, of W mainten
o munisums fovel of efficsency: This can be
sritvated prmaridy 1o o lack of owsrnhip
en the pait of the communities, the
povETnment, ind wmy other Pﬂﬂfﬂ'-ll
anthonin that mey cose. The pupsgeme
of BifUs romoing pocr, snd 1m insdoquess
wihﬂhﬁthhﬂm

hampering the effectiveara of BHLUL
The Babos Yoo Khan oy Mrampect

1n virw of 1he deirnorating smuation of
tht HHUs, the Rehum Yor Khan Pilod
Propecr wan Liwmched  Moving sbieady ma
with soeve speone in Dt Lodbean, the
wig of nongovernmentl acton, wch u
the PRAF, 1o conpnibute 1o the working of
the B U, was taken wp by Dot Balem
Yoi Khas in 2008 1o act 01 & possihle
umplaie which could then be spplied
throughoat the provinee. Wit the RKahim
Y Khan expetience subsequently
providing posities results, the Chief
Minmtery “Initiative for Primary Health
govent the smandute to tmpeowe the stustos
of the BHUs throughos the province,
ooonjlear with sapport K thels endeawoin
by the Prowincisl government. At presens,
the PRPSP bs operating in meehe dintrion
The agreemien borween the PRSP and the
Gerverpment of Pakivtan wan based on
sovnnal emajor points, Fiuly, the FRSP wn
gven smurascs thal sy wall empleed in
the project would be prosected i that, their
auarui would not be changed. The majar
potnte of the agreemanm wer

The FRAP would emsure the muntensnce
of the infrastructure of the BAUs

® The FRAP would operaw the BHL:
with the fullest vamsparency, discipline

and efficuency with mgands po the use
of public resources

» The PRSP would stay within the

NGO Pulse Report 2]




B G

budgetary [imitations of the district
governments, transfer no liabilities to
the government.
# The PRSP would be subject to an
evaluation after the first year. After
this, the potential for broader
be considered.

The PRSP Strategy

The strategy adopted by the PRSP to
manage the BHUs was to first group three
BHUSs together under one Medical Officer
to increase efficiency. This grouping was
done on a need basis, and ensured the
pravision of quality staff by providing for
the ability to provide higher salaries to
workers within these clusters. To a very
large extent, in addition to this, the PRSP
has also succeeded in providing an adequate
supply of medicines to the BHUs.
Furthermore, additional services (with a
nominal one rupee fee, as with all the
services of the BHU) are also supplied by
BHUSs under the management of the PRSP,
including Community Health Sessions,
School Health Sessions, Female Health
Services, Support Groups, routine testing
for diseases, and a Resource Group of top
doctors at the provincial level. In particular,
the Support Groups provide for an
interesting insight tnto how the PRSP
attempts to include the citizens within the
acting as a bridge between the community
and the BHU., From data gathered from
the pilot project in District Rahim Yar Khan,
it can be seen that the utilisation of the
local BHUs has gone up since 2002.

Decentralization of the Project

Essentially, the PRSP has been able to
achieve all these targets by incorporating a
considerable amount of flexibility in their
operating procedures, by decentralising the
project itself, and by ensuring strict
monitoring. Flexibility can be seen, for
example, in the way in which the PRSP
ensures relatively high salaries for those
working at BHUs, providing an incentive
for quality staff to be present in the BHUs.
Similarly, in the procurement of medicines,
traditional supply lines have been replaced
by more flexible; cost effective ones, with

UNICEF and the WHO also being

contacted for help in devising new systems
of medicine procurement. High levels of
monitoring are put in place by the PRSP
by employing District Support Managers
who, with their staff, always remain on the

‘move, checking on individual BHUs. The

provision of telephone lines to the BHUs
has alsg made monitoring easier. All in all,
the management of BHUs, under the PRSP,
comes to a cost of about 11.95% of the
budget of the Disttict Management, 2 figure
ohtained from District Rahim Yar Khan,
and one that is significantly lower than the
cost prior to the intervention of the PRSE
Conclusion

Having said all this, however, questions do

remain about the viability of the approach

taken by the PRSP First and foremost is
the question of how this approach, by

‘outsourcing health to nongovernmental

organisations, removes the onus of
providing quality health care from the
shoulders of the state. This is made
particularly relevant by the fact that the
PRSP cannot work indefinitely, and will
have to withdraw at some point due to its
limited capacity. While it is argued that the
model could be replicated by the
government itself, and that support groups
could provide citizens with the space
through which they could articulate
demands, there is, nonetheless, a feeling
that the PRSP could potentially create a

system running parallel to that of the state

The potential however, does remain for
further development of the PRSP model,
Family planning, and female and community
health programmes, for example, are seen
as areas in which the PRSP could enhance
the role of the BHUs, Also, increased

synergics with national and provincial health

programines to better integrate the local
level are also envisaged, Considerable work

still needs to be done with regard to

improving the infrastructure of the BHUs
and hence, more cfficient supply chains,
better communications networks, more
competitive staff salary packages, and

strengthening the input from resource and

support groups, are all scen as measures
that could potentially add to the cfforts of

the PRSP. Indeed, an evaluation of the
work of the PRSP in Rahim Yar Khan was
carried out by the State Bank of Pakistan
in 2003, and findings showed that the PRSP

‘approach could definitely form the basis
for an exczllent model for providing health

care in riral Punjab.
Contfibuted by Hassan Igbal




5 The Role of the Private Settors
b Pakisrtan’s MHealth Care

It v easy fojurmmse from the abowe
discussion that the public kealth care
system on Pakistan faces 8 number of
challenges which hinder s abiliy 1o
sdequately gddrem the Bealth needs of the
Pikistani populition, This, despite
constitutional commitmenty 3 the
prenviston of healdyeare for omeens, and
& well-extablished link berween the
development of & country and s health
status?. The remamuog gap between: the
demand and supply of healrh sernces 15
bridged in: paty by eheé privive sector,

Heowever, Pakistan s not an excepoon m
thiz regard. The trend towards privatisation
af healih care i almost & global
phenomenon. Aceording to the Asian
Development Bank, the largest source of
health care financing in the Bank’
Developing Member Countries cormes from
private expenditures, most of which arr
out-of-pocket [The Bank reaches this
anchenan usng datd from nanonal health
accounts a5 an indication of the shares of
provaie and puble cxpendibures and claims
thar government budgetary allocations
gccount for much less than half of ol
expenditures for all is developing member
pountries). n the Phafippones, for example,
they scoount for 44 percent of toodl
expenditores and, io India, 32 per cent
veee Appendix 3 for more detaile on
provatizatan of health care i Tadia)
Ivpecally, T percent or more of the publc
subsidies suppeort public hospitaly, lesnng
Tess than 15 percent of total health
expendiiunes b cover primay lealth caren

The mereasing prvatizatron of health care
affecti the way in wihich health cafe 1%
delivered and the pay and working
coruditions of health workere In additios,
there are many dimensions of privetisston,
which may be adoped smultaneausly o
st different times.  Thess dimensions
(nelude the cotporatiation of public
sector healih care institutions, the
establishmeny of puh]:t-prwlt:
partnerships, the changing role of the
public sector 24 provider of health care,
the expansion of health insirance, and

the development of medical tourism

Dsspune 07 being & pervasive global and
regional irend, there i linde condensus’ on
the effects and benefity of much health
sectir teforms. Traditanally, proponents
have srpued thar increased privanzanon
enhances the efficiency of public service
delivery, tends to bs more participstory
and respoansive to customer neads, and less
suscepoble to polincal patronags™,  Skepbics
and critcs dissgree. Acearding 1o Hall and
Lobing (2005), it bs' widely assurmed that
the ptivate sector 0 "abnomly’ more

efficent than the public ssctor. However,

“the empirical evidence and the thearetical
debates do pot support this sssuwmption,
trﬁt::thﬂﬂimtﬁ! Hﬂmrrlilg
a
lhwh,pmt there iy no syvemaric
prhmnpmmln :'Mw
mi
lthnntﬁrunh:mn mm;
behind the sssumption of private sector

unﬁﬂuhdnkﬁlhmwhu

Based on a mmprd'lmslvc surves of healdh
secear refod ma in different countraes over
ihe lasi swo decades, Jane Lethbridge,
oonciodes that ||.1.'|:'|r|.!'l health cre 1 the
imeerplay of marker forces wach mannmum
government intervention hat led 1o "rapad
cost escalation, widening inequities, and
pexster-than epected health otoome™. To
partscular, she arpus thar the onresrarned
provision of high-technology srdce, wuch
a5 Magnetic FEsonsoe imaging, combined
witl fe=Totservice rereimburiement
schemes, has resulted 10 substantial cost

s | attom.

The ADE concurs thar & untlaweral reform
towardy privatization may not be
advisable, According to the Bank there
atr & number of powsd: reasoim fiar pulihe
meervenoon m the health sector) including
the fact that many health intesventions,
such & immunization or TB concrol,
display submtanital poitive extermalimies;
the oocourrence of  unexpecied epidermics
and catastrophic illnesses which impel
governments o ensure that thers b oruak
poabiig; the poisibality of senous inmuranoe
market failisrey, the exssienve of sconomics

of scale, for example in the purchase of
waccines mnd essential drugs;and equity
considerations where marginalized proups
such.as winmen and rural populstions may

not be targered by the private seceor due
fox Jowd profiabilite?,

While the debate about relative merit and
demerits of privatizabion versus pubbic
provision of hedlth care services 4 an
ongoing one, it i nevertheless beyond
doubt that the privace sectof o 4 ctucial
component of health care in most countries
atound thie world.

8.1 The ucale aof the private health
scctor in Pakistan

In Pakystan, the provate sector 158 mapor
contributor with 3 77% share an the
country's healih expenditurest, The privatz
sectosr has relied on traditional sy owel]
mrodern sllopathie hedlih care delwery.
Results from the Pakistan Integrated
Household Survey (PIHS) reveal thar while

T e secreir cannms of 3 g of nemeiblic
imtsutinny ogemizdne wlich mar by prei-
ianeneszl enberprines or nem-prodic pac T berp the
inuiyu semgde, bach wype of eneerpeiueywill b
redlecrively refered o g pamnias secane’ o
i ity gepart. Howeeer, diancins Super been dlraws
wiscrpver o Specifically, moseprafi privane
Il sl eacompag propln’ crganasjoms,
e haanl srgamizaticon, proe sy
irgEnizakie and nomegivernmenial arpammanena
For-prodie miiim s will oompes de foaki
imrwnieed irivane sechut

AT Jons “The Banks Healeh Priler®,

bt piy frrmrm melcrg ricmen iy prlsciess healeny e
alib ¥ apipepiha

e

Epdahmaocsd MA Cin ti Proodastion ol Healih
Ciare on Pakinran, The Pakisran Develnprssm Beview
j9a3 13 {4} £59

BT he relarve cifisency ol publse snd jirneie seciar
e, Dlawial Hill snd Prraoasle Lidving, PRIRLL
Musiress Schoed, |iniveratey o Ciraenich, Seprember
2IHIF Pahlic Servicsa laisrimioned

Hhveredhng a ihe ADB 2IHS, sven in ke moai

e Pk iemies| e, The poble sy st perted
1o pluy a larpe rale bn ehew aouminle, wisich aze the
workd's niowl marke-onenial connoees, publio seesne
firaiszimg (i beding, ublicly mendaied freee)
turipes fenm B a0 97 perene of . heshh spendrues.
Thes sxpedenes sgpesin thar mandanng envemal
owerage in 2 pracnesd longeenm palioy dbjecnise
Develnpet coonimes corremly ipend am seerage al
A pereesi ol thsir GEFP o8 healel servem

Wik d

Mt Dhewslopenem Bepan, Wieeld Rank 199899
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B Overview

Tabke |4 Propotion of bealth expendinues and populition

served by oype off services, 1994

Seare Hebh Aevtns Mg end Deedaprss: Divisos [ #4

the goverament kas been pelsreely
mixcesiful i prending preseatees kealth
exie by it popalswe, ye, mor e B0
of carstter Beuith servmey o being
prosaded by the privas seee™ The Sarvey
s clismm that preait prcnsonen heodic
a3 of the caves of diserhes among
chuldren in wrbss wos, nd 4% m rund
erem Mnteoery, with regend m chubdboth,
prrraie calmics ar msed For over hall of
ol cames of Bees-biorms delwerunn

Pt onbr w e prrests beilth sweobod m
Falntan schesnial m i, i ahs ablss
§ great dwal of variiton i imatituneael
form, srpanitkizonid srectme, ond
omplemrntarty wrth the pohls eecton.
In sk scoon below we highbyhy some
key Frinyre of th buipeasag secto in
Pakisian

8.1.1 Hoepisals
The prrvate sector m Pakomn o bervily
thrwed 1 Erwien of ety care i mian
arezs Thus fus resuloed 15 @ proliferznon
of prrae sod/or profitanesied homal
m urbas aress (See Tabie 15 for fim of
promanem sty homprrala )

In sddmon, & e of provemeed oo
bave pren imivoduoed 1n ) the ranhag
povermmenial hospuaiy According o
lgncdey, following legsl veforom nack s the
Punjab Health Ocdinance {20015,
prvernment haspirahs have dowmieed o
mnge of hithero subsadired servioes. The
batter havr bers wubstituted by e
I the case of Punjabh eschimg bospitals,
vigyn gnd blood tesm that vsed m be fiee
now cost oo sverape Rs 30:-60 mach
Ragpatratiom fees by fisen from R 1 o

Ka 1620w
E1] Mealth Insurance

i nif iy sboo? b than 10 yren
agn. Frewvoumaly there was only one
poresnmentyun life tmurance compasy
called the Seate Like frssrrascr (SLI) In ew
thar 10 yrsrs merr tham 40 |if snagsaner
cumpanies haee exmurgnd

Heslth mauranor m s reem mar recme
imivervation. Thery are lesd vhan hulf &
s buralth vimgrers and the fout larges
agraiey - Adsmpre: lnvgtsoce, EFL)
tnausence, Commaercial Umon Inmatance
itd Mew Jobaler lasuranos - introdaes]
toealth mawriace bew vhen foor yeie apo
All fot comrrparmey barer warind prversner
an tha meeence of thet corparest cherm
amnd ol 4 contomamed sppeosch: foifillmg
dirme I sddveson, therr are plams for these
uisprsnee companies to forge alllanies
a Alfans. Typecally, the health wrvmne

‘offered gre dmided mio four catrgone

thad service oU-pATIEnIL MATETIETY,
hospmtalimton, and crtical illnewse
5,13 Non-governmental
urpanieztions (NGOg)=

MG comgiute sn mrportset pard of the
private health v sorvoe Theve i @ wide
vanigty' i MWGOn morkang wn Pakoten todey
- povording w0 one el o s 500
NGO work m health gnd healthreisted
thematic arem™ (See Appendiz 4 fur
complete listl,

Mont of thee otganizationm beve cropped
up i pecens oimes Mamy s regutered
ey prewrnensed sotl il b8 U Socerre
Regisrstinn Aa [18s0) the Chantable
Endowments At (1890), ibe Violustary
Socul Welfare Ageneses (Ropurenos und
Caonrrol) Adr [ 11} and the Compaten
Oridimazan [ 19800 A mbstinie] nimber
of heslih NGOy pr aho pon-rggresed
o

Habth RGOs in Pamitaa have bete
isditionslly poociied with othaiz o
refigions cosmumities (eg, the Aga Khag
Foundanon), phibimrhrops anccution
leg. the Marir Adelside Leproay Centar)
ind Fooadstioss deg., the Mdhi
Foundanon) Moseoer, thes ares of b
by bern larpely emrcted o wrban en
whepeii jiiksl popaliness bive bees
rilairenly marpinalissd eecoeding 10 8
sarvey cartated mat i |90, 97 gut o J0s
hospitals ran by NGO weze locuted ia
urban stese®. This goographrcal beas
mennisined w ihis ey, Mot only s ik
ey of feslth NOOs locatod s owrhes
wens, bt ihey ibo imd o b mone
argaputatmnl baved o8 thet iy dewssoped
provingsl of Pusgad pnd Sedh g opposel

of health NGOw hav incrossed i all
proatnoes, thai prorvtricssl bu o moertanal
(Sex mose oo promesem N m
Bualocbsean om the sext page ) With regard
ey et aieed P e wesd vacraraoe, headth
NGO agam dermoastray s wide vatwny
Accouding m the Woald Bank they iy be

ol Ry el Derilcpmet Lo | 1999
Pheriad Piry pud Desstbotmsrt Ui {00)
Wiiamnsy Dy, T ii7, 1000 Blaghh Cow
Frrwstzimriiss i Pyl in Faum

THigy Aleem STD “Healdh inngtares oe gl
ariien A& fepswemesrl for Fappa Amatpe
e rmenil srgrtartti el i
pertrrrthion il thi e rnee o Ve S e
o Chges 33
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Tahle 15: List of provate hospitaks in Pakistan
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categorized as:

@ Umbrella organizations, which offer other
NGO:s fimding for investments in the health
sector (e.g, the Pakistan Voluntary Health
and Nutrition Association [PAVHNA])

® Broad-based multisectoral organizations
having primary health care as one of their
areas of operation along with 2 host of
ather areas (eg, the National Rural Support
Program [NRSP])

® Organizations initiated by health
practitioners dealing specifically in health
care (e.g., the Health and Nutrition
Development Society [HANDS], the Aga
Khan Health Services [AKHSP]).

* Organizations established for a specific
purpose within the health sector (eg,
societies set up for the welfare of the
disabled, such as ) Dar-ul-Rehmat
Development Association for Promotion
of Health and Disabled)

® Organizations established with a principal
aim of setting up specialized hospitals for
treatment of the poor (e.g, the Shaukat
Khanum Memorial Hospital).44

5.1.4 Public Private partnerships
The private sector is also being drawn into
operating within the public health sector
through a series of mechanisms. One of
the most influential, in terms of redefining
public and private sector relationships, are
public-private partnerships (PPPs). The
latter cover a wide range of possible
relationships, from contracting the private
sector to supply goods (e.g drugs) or
services (e.g. cleaning), to arrangements
where a private company may manage a
public hospital or finance a new hospital
in return for 2 long-term concession (o
provide services. PPPs may also include
private universitics collaborating with the
government.

In Pakistan, there is an emerging consensus
among policy-makers that NGOs in
particular can play a critical role in the
delivery of social sector services by forging
closer links with the public sector, The
skepticism which was typical of the
government’s attitude towards partnerships
with NGOs is considerably mitigated in

this new policy environment, except where
the government is wary of the political
connections of these organizations®. This
moderation of outlook is partly due to the
government's recognition of its own failure
to meet the health requirements of the
entire population.
According to the World Bank#, the pre-
requisites for a successful public-private
partoership are the presence of synergy
between the partners, strong leadership,
shared objectives, successful coalition
building, appropriate changes in the
structure of governance, a proper legal
framework and built-in safeguards.
5.2 Key issucs in the private sector:
i. The biggest policy issue relating
to the private health sector in Pakistan
relates to a lack of regulation. Private
sector pharmacies often tend to be
poorly regulated and inadequately
staffed with unskilled personnel.
Private health institutions often lack
well-defined legal frameworks or self
regulatory networks. There is also no
obligation on private hospitals to
obtain licenses ar certification before
operating.
There is thus a dire need to ensure
that at least a certain minimum quality
of medical care is being provided by
the private sector, especially where the
clientele consists chiefly of
underprivileged houscholds,

ii. Despite trends to the contrary,
the private sector is not sufficiently
integrated into public health planning
As noted above, the private sector is
crucial and health policy cannot be
limited to the public sector alone.

iti. The increasing commercialisation
of health care leads to health care
being seen as a service that can be
bought and sold; not as an essential
right for the population. This
philosophical shift, may have adverse
effects on the most marginalized
sections of Pakistani society, who
frequently cannot afford to 'buy” hezlth
services,

one woman in ten dies from
a pregnancy-related cause
over the course of her child-
bearing years.
In industrialized countries,
the chances average around
one in 4000,

Source: Joint Statement by WHO,
UNFPA, UNICEF and World Bank

4World Bank (1994)

for the Poor: Review of the Primary Health Sector’
(Background paper for the Pakistan Poverty
Assessment} Prepared by the World Bank. 1994
4Thid



Pakisvtan: Sealing Up Reral
Support PMegramomes (004)*

Pakdieans Rusal Support Programmse (RSF)
movement pioncered Bottomeup,
communiydriven development wiing 4
flexible, sutanomon, politically neutral
approach, which ha been replicated
successfully. RSPs mabilize and erganize
communities to stimulate mote effective
demand for better public goods and
bervicen, foster imporant inkeges between
the communities and service prm‘ndm
and st times direetly aupply services The
RSPs with a basls for susesinability and
heelps them setain autonomy Over the long
pun, these programemes thow a yuhstaniial,
direct impact on poversy reduction and
ﬁ:‘r eapita incame growth with mdirec

provement in education and health.
RSPy have alsa had egaificant influence
on approaches o local governance, and
the adopiion of microfinance and
community-owned infrastrueiure as

rn-liullmm development nrstegies

poae urkan
comuiuniles Todsy the RSP work with
more than 43,000 communily
organizations that bave more than one
million meniber hameholde Expanuion
bappened not by scaling up the wark of &
single otganization but through setting up
autonomons RSPy, workiog in different
geographical arexy, that replicated the RSP
approach bur had the sdvantages of being
srmaller and meore adaptable 1o local pends
and conditiony

Faced with high poverty levels and
inadequiic service delivery, expecially for
the poor, stukehalders in gevernment and
civil society began 1o seck development
solutions eunside the public domain. In
1982 the Aga Khan Rural Support
Programme (AKRSF) wan extabilished in
the Northern Aress of Pakistan. It scred
an & canalym for runl development by
organixing communities, wotking with
them o identify dewdopment oppormanities
and promating the provision of services

needed to tackle the specific problems of
high mountain regione. Through the
combination of dines srvice delivery and
indirect influence on the policies and
wurking of public snd privite socwer playen,
AKRSP showed remarkable resulia in s
shart perfod of mme.

ARRSP focused on building up the long-
term a6t base (physical, human, wocial,
#ndd financial) of rural howscholds an an
equitahle basty, beth direetly through i
own Interventions and indirectly through
impraving the efforn of government anid
the privite sector, Tt was through the rapdd
sccumutarion and berter distribution of
tuch rerources thal eeonomic growth in
the Northern Arcas directly tramsfated imio
reduriiong in povezty levels and improved
the share of the lowest income groups.
The demonstrated effectiveness af the
approach attrscted local and international
stiention and other rursl support

were established, beginning
in 198%. Tn 1992 the government of
Pakiaran showed an interest 10 wuppeor the
countrywide replicanon of the RSP model.
This culminsied in the ereation of ke
MNutional Rural Support Programme
{NR5F)

The econamie ompact of the wark of K5
18 best eagutuered from the work of the cldew
RSP, Data from the districts in which the
ANASE warks thow thel incomes were e
than onethird of the national sverage in
1991, rining to mose than half of the
nationil sverege in 2001, While natienal
economic growth ilowed considerably in
the 1990s, the Northern Areas econoimy
experienced an impreanve growih in per
capila income of 8 percemt fram 1991 10
2001, The incames of villige organization
meraber houteholds were found o be 15-
20 percent higher than thede of pon-
membere Thess s also evidence of
significant improvements in healih and
education cotcomes What the RSPy have
been ahle m do better than sy other large
icale development effort has been to
organire poot people and enable them 1o
be included in mainsiteam developmient
opportumities

The BSP movernent hus also hod an impacy

the country. Today's widespeead scceptance
of the Importance of community-driven
development, the growth of community
infrastruciure 35 sn imporuant meany of
poverty reduction, and the giowth of the
microfimmee sector were infloenced by the
RSP moadel. Much of whay the RSP have
tried 10 do over the pas rwenty yeam i
seflected in the commitments made by the
governmenit in the recently spproved Punjab
Rutal Support Programme, Sind Rural
Support Organization, and 3 plennad RSP
for Asad Jammu and Kashmir,

Several factors have driven the scaling up
procesr. Fum, the extstence of an effective
model, developed in the fickd, that chearly
demonsteated effectivensss st a granrooty’
level made it possible 1o sell the model 1o

government, domors and-importantlyto
other poor communities

Secorad, the RSPy comaciemly maintsined
1 nan-confroniational approach with
goreenment and other stakeholden.
Advecacy for change was important, bot it

was done through demonitrating practical,
useful renults st the community bevel Third,

dunng the 19908 several key oppormunitles
10 éxpand the RSP mstwement weee seszed
where governmem provided fonding
'ﬁlﬁﬂ; ta begin 2 new RSF. The alignment
of interents vequired 10 do this did not
maderialive offen, but each oppormmity wis
trucial 1o the growth of the movernent
Poutth, slthoogh the governmeni was
instruments] in nipporting the growth of
the movemneand, it did net try 1o conmm! the
RSPy it entablishedd and instesd set them up
1 indepersdent, slfgomrning organzations
with eontrol over their ewn decisions and
financial resourcen. Lastly, while the
government initlally oxpected thi wenrk of
thicss B5Ps 10 laigely complement and help
improve the delivery of 1ocial sector
servaces, the government did not interfere
when RSP took on sobes iharn wem well
beyand thoes initisl eapectations,

Factoms relited to insttutional innevatian
and lesrning also affected the sealing up
of the RSP movement. The key 10
expamsion was the socizl mobilization
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approach, the antlthesis of the top down
blueprint approach to development thas
wat widely practiced until recently. The
RSP spproach fosters community
arganizations able 1o desl with + wide
range of issues, not just one specific

oblem or sector. Reducing poverty
requires the Rexibility 1o adopt s halistic
approach using multiple inteeventions.
The main lessons that emerge from the
FSP movement are:

* 1t was essential to have organiastions to
fUpport communities in the procen of
rommunity-driven development, and it
works best if these muppon erganizatons
are intonomous of gevernment snd have

some mdependent means of wstaining
thmuhru

* Complementing snd supporting
gowernment, privaie soctor, and el sockty
iniriavves 1o reduce poverty and Improving
service delivery ean 1n1n;: i i tesd
resources for greaver effect.

* Scaling up through a process of
veplicanion, rarher than expanaon, providea
advaniages in terms of local ewnenbip
and suppoare 13 well a1 adiptasion to local
needt and oppottunltics

¢ Impact requires consiseent effort oves

tline. In the ease of the RSP this meant

it Jeast ten year of concerted effort 3t the

ﬂm;ummhhnmhquwh
I

# People count A few people have playad
key leadership roles in sustaining and
ipeeading the core valies of the movement,
but it was important from the beginniog
to alkow many oppermunities for lesdership
ta ermerge, rather than remain dependent
un very fow peogle

"mhhmquxptulnﬁpm:_ﬂulﬂdr
froon “Reducing Fowerty, Sustaining Crowth -
What Warks, What Docin't, nd Why - &
Globsl Exchange for Scalingup Processes’,
Shanghsl, My 1527 3004

ov. There are three major problems
that cin arpe with public-private
pariherships amd, private finance
imitiatives, [0 moy affect the guality
of. the seivices delivered; pay, veroms
and conditions for worksrs;-and it
may peutislise any “incentre” for
the provate sector to be efficients?

3 Coaclasion

The nanonal heafth care wpstern o Pakestan
i# 1 a period of change The public health
sectod faces @ plethors of challenges which
does ot allow it o Ralfill the demand for
Liealth cire in the country. Tn line with
global trends, the Palostan governmens
Inereasingly cograzant of rhe imposmance
and relevance of the povate sector This
rreeans that ihe rale ol the gevernment 1
not merely 1 be s 'pronder’ bur abso to
be an ‘crabler” for the private sector, often
relinguishing direct contrad over prosading
health cafe services and tiking on a
conrdimatng and m some cases, pegulatony
rle

The prvare healch secior B burgeoning in
Pakistan in the form of & wapety of
institgtronal and financidl srrangements
includimg publiq:-pnut: parrnerships
MG consumiie an mpartang part of
ths landscape We will po on w investgate
the role of NGUs in more detail in ihe
subsecpuent chapters.

P hanging bealill came Ij'll:ﬂTll. im Asta, Jaoe
Lethkridgs; Srzor Resrarch Frllow Pahli Sernems
Inbernabanal Reseach Usuk (PSIRLY, Umveruty of
Canenwnch, 10 Diegrmbar PG

Pefearpies

Gurde o NGO 0 Pakigran, (20045,
Eemeved Novemnber §, 2005 from
bt Swewens fet-fg o oo

lgtedar, H. (3003). Haalth care privetsdeation
im Fiokastan, Retneved November 12, 2005
o

hitpss Sewrs zmag orgScontenty/ prnt_arn
cleclmfieeml D=2 968csection =13
TOCH (Ml Balechistan conservation
atrategy. Kaiachi. ILCH.

Soctal Palicy snd Development Centre
(1999). Sucial deselupmment br Pikirtas -
anmu reveee. Baracht: Chford

Soail Policy and Devdopmeni Centre
(2NN Nocral depelopment i Rakian -
Annwi! Reptew, Karsche: Oaford Lniversise
Pres

Whikipeda, (HO8) Lest of hospotals n
Pakistan, Rerriewed November 12, 2005
from

fropey fen wikipedia.org/wili/List of ho
spitals_in. Pakmran

Wotld Bank. {1994). Pobisios: fmproving
Socal Sector Delroery Svitemi for the Paor;
Revitew 4f she Promary Health Secror
Warhingron [ World Bank:



Appendix 1
Asia/Pacific Trends-ADB 2005

1. The demographic transition:

[mprovements in health (with consequent increases in life expectancy) and declining fertility in all the DMCs mean that the proportion
of elderly will rapidly increase in the coming years. The proportion of the population that is over 60 years old will increase from
7.5 percent in 1990 to almost 12 percent in 2020, and the absolute number will increase from 200 million to 455 million. This rapid
increase has important implications for the health policies of the Bank and its DMCs. Much of the disease burden among the elderly
results from chronic, noncommunicable diseases that are difficult and expensive to treat. Indeed, almost all the shift toward
noncommunicable diseases that will occur between 1990 and 2020 will be due to demographic changes.

2. Urbanization:

Over the next three decades, the urban population of the region is expected to increase dramatically from 1.2 billion in 1995 to 2.5
billion in 2025 and more than 400 million will reside in cities of 10 million or more. Available data from household surveys indicate
that, on average, urban populations enjoy better health status than those in rural areas. For example, in Papua New Guinea, the IMR
is 34 per 1,000 live births in the cities but 87 in the countryside, a pattern that is observed in all the countries in the region. However,
this simple type of analysis hides the large disparities that exist between income classes. A study in Manila showed that the IMR was
2.8 times higher in a slum area than for non-squatter areas. Hence, the urban poor suffer from health conditions that are significantly
worse than simple rural/urban comparisons suggest.

Appendix 2
The Government’s Planning Process

Health policy is formulated in the Federal Ministry of Health and at the Planning Commission, whereas planning and implementation
rests with the provinces. Responsibilities are now further delegated under the current political set-up of decentralization.
The policy process is centered around the Ministry of Health. Initial information is collected by the Ministry of Health from the
government’s Biostatics Unit and Health Management Information System (HMIS). After this, preparatory meetings are held where
all the provinces are represented. Key areas are identified, on which consensus is developed and the first draft is prepared. This draft
is sent to the Planning Commission and the Ministry of Finance where consultations take place and the draft is then finalized. The
final draft is sent to the Cabinet which gives its approval after discussion. A fivesyear plan is formulated based on this policy document.
Subsequently, projects are designed and Public Sector Development Programmes (PSDP) are developed. The provincial governments
bear the responsibility for implementation as well as monitoring and evaluation. (Lashari and Karim 2004).

NGO Pulse Report




Flow Diagram ¢ Health policy process

; Inforniatdon Kiow
Hﬁ“ﬂﬂl E— Git]'i:r'm; O Identifiesiian
Approval
Dieaft by the
Cabinst
5 Yeam ﬁm o - Annusl
Plan

Monitoning End of
& Bvaluation Proceis

Sonrrees Mindstry of Headlihy Government of Pakistai

B Ovwrview |



Appendix 3
India

There have been extensive changes in the Indian healthcare system in the past twenty years, which have resulted in a greater involvement
of the corporate sector in healthcare provision. In the 1990s several state level governments restructured their secondary level hospitals
with support from World Bank loans. The funds have been used to renovate buildings, and purchase equipment and drugs. Part of the
restructuring introduced user fees, to provide a source of revenue for the secondary level hospitals:.

The corporate sector experienced growth during the 1980s but this was unevenly distributed among the states. In 1973, 22.3% of total
hospitals’ beds were in the private sector but by the early 1990s, this had increased to 37%i. About 65% of private sector beds are now
in urban areas. The largest part of the private sector consists of individual private practitioners both trained and untrained, who are based
in both urban and rural areas. Nursing homes and hospitals are generally in the urban areas and owned by one owner or a partnership.

There has also been an increase in imports of medical technology. By 1998 several multinational companies had set up units to manufacture
medical equipment, for example, ultrasounds and scanners. Multinational companies either operated alone or set up joint ventures with
Indian companies. There was no public sector provision of equipment. Few limits were placed on the import of equipment and the
only government requirement was that private hospitals importing equipment should provide some services free of cost to low income
patientsiii,

The Apollo Group set up the first corporate hospital in 1987 in Chennai. Large business groups, for example, the Tata Group, involved
in hospital provision before then had set up trusts which could benefit from charitable status rather than establish corporate entities.
The Apollo Group first involved non-resident Indian doctors into medical care investments. Governments provided subsidised land
and duty free import of medical equipment.

The costs of healthcare in the corporate owned hospitals have increased and the costs of specific surgical procedures are often twice
that of a smaller hospital or nursing home. The increased costs are partly due to the costs of imported equipment. The rising costs of
corporate care have led middle and upper income groups to demand access to health insurance schemes that will cover the cost of health
carew.

The development of the insurance sector has also been an important step in the continued privatisation of healthcare. In 1999, an
insurance bill was approved which has encouraged some foreign companies to enter into joint ventures with domestic companies,
However, there has still been a requirement for companies to invest a certain amount of capital, which has acted as a barrier to entry
into the Indian market for many foreign insurance companies. There s still no effective system of reguladion for either hospitals or health
insurance companies.

iBaru R. (2000) Privatisation and Corporatisation
tijhid
Hijhid
iibid

Appendix 4

The following is a list of main NGQOs working in Health and Health-related thematic areas in Pakistan. The list has been compiled from
the websites, wwwsedc.org.pk and www.net-ngo.com. It is important to note that the list does not constitute a totally exhaustive database
on the number of NGOs participating in the health sector in Pakistan: certain active NGOs might have been excluded on grounds of
being non-registered, while several other social sector NGOs (such as some educational NGOs which also have health agendas) have
been left out because their main target area is not health.

Aashayana Welfare Society - AWS
Aashiana Welfare Organization - AWO
Aashiana Women Development - AWD
Ababeel

10,00 N O o Rk B e
-
&
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Overview

Abbasia Education and Welfare Society

Abbottonians Medical Association - AMA

AdaracTehgeegul-Advia

Afzaal Foundation

Afzal Jahan Memorial Social Welfare Trust International

Aga Khan Health Services, Pakistan - AKHSP

Aghaze-Zindagi

Ahsas Welfare Organization

Ahsas Welfare Trust - AWT

AIDS Prevention Association of Pakistan - AIDSPAP

Akhuwat

Al-Raheem Welfare Foundation

Al-Asif Foundation

Al-Asr Development Organization - ADO

Al-Faisal Welfa'i: Society

Al-Falah Health Organization - AHO

Alfallah Welfare Organization - AWO

Al-Hayat Welfare Centre

Ali Organization for Development, Multan - AOFD

Ali Zaib Foundation

Al-Khair Development Organization, Gujrat

All Pakistan Women Association - APWA

All Pakistan Women Association NWFP - APWA (NWFP)

AL-Madad Falahi Tanzeem

R{-Ilzl_thaun Rural Development & Welfare Organization - AMRDWO
-Nisa

Al-Noor Foundation - ANF

Al-Noor Welfare Council

Alpha Foundation - Alpha Family

AlQadir Foundation

Al-Qasim Foundation - AQF

Al-Sahara Welfare

AL-Shaoor Welfare Association

Al-Zain Trust - ZCCS

Aman Foundation Peshawar - AFP

Angela Lewis Human Development and Child Care Foundation - ALHDCCE

Anjman-e-Falah-eKawateen - AFK

Anjuman Falah-e- Niswan - AFN

Anjuman Falah-0-Behbood Shaikhani Bazaar

Anjuman [slah-e-Moashra - AIM

Anjuman lttehad Nojowanan - AIN

Anjuman Nawjawanan, Charsadda - ANC

Anjuman Nowjwanan-e-Khidmat-eInsaniat - ANKI

Anjuman Taragi«Nuswaa - ATN

Anjuman-e-Khawateen - AKBFB

Asian Network for Social Utilization

Association for Development and Rehabilitation of Socially Handicapped - ADARSH

Association for Alleviation of Poverty & Illiteracy - AAPI

Association for Community Transformation - ACT

Association For Education, Environment And Training - AFEEAT

Association for Network for Community Empowerment - ACNE

Association for Rational Use of Medication in Pakistan

Association for Services of Humanity

Attock Sahara Foundation - ASF

Awami Commitiee for Development - ACD

Awazc-Khalag

Awaz Welfare Organization - AWO

Azad Foundation - AZ

Azad Welfare Trust - AWT

Baanhn Beli

Badin Rural Development Society

Bahawalpur Social opment Program - BSDP

Baidarie

Bakhat Development Foundation

Bakht Social Welfare Association

Balkhi Memorial Foundation - BMF

Balochistan Institute for Future Development - BIFD

Balouch Flah-e-Marizan Society - BFM

Baltistan Health & Education Foundation - BHEF

Bannu Development Program - BDP

Basic Urban Services for Katchi Abadis - BUST]

Basic Urban Rural Services & Training - BURST

Be Em Through Awareness & Knowledge - BETHAK

Beeas Foundation

Behari Welfare Trust

Behbud Association

Bhagh Bharee Society

Bismillah Welfare Society

Brilliant Welfare Society

Brisk Assistance for Rural Areas of the Nation - BARAN

Balochistan Social Development Program
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Candle Welfare Society - CWS

Cooperation for Advancement, Rehabilitation and Education - CARE
Care and Kindness Society - CKS

Caritas

Center for Research and Equitable Development - CRED
Center for Sustainable Development Actions - CSDA

Centre for Health and Population Studies - CHPS

Chaudhry Ahmad Khan Bakhar Shaheed Memorail Welfare Trust International
Chenab Welfare Society - CWS

Chenab Welfare Trust - CWT

Child Care Foundation - CCF

Child Development Organization - CDO

Child Health, Education and Nutrition - CHEN

Children Cancer Foundation - CCF

Children's Education & Social Welfare Society - (CEWS)
Chinar Multipurpose Cooperative Society Ltd

Christ Changes Ege World Ministries

Citizen Welfare Council

Citizens' Commission for Human Development - CCHD
Cirzens Welfare Association - CWA

City Welfare Society - CWS

Civil Society Human and Institutional Development - CHIP
Coalition on Rights and Responsibilities of Youth - CRY
Community Healer - CH

Community Appraisal and Motivation Program - CAMP
Community Care Concern - CCC

Community Development Concern - CDC

Community Development Foundation - CDF

Community Development Network Forum - CDNF
Community Development Network Organization - CONO
Community Development Organization - CDO

Community Development Program - CDP

Community for Human and Nature Development - CHAND
Community Relief Organization - CRO

Community Support Concern - CSC

Community Uplift Program - CUP

Concern for Children Trust - CFC

Cornerstone Ministries Trust - CMT

Council of Human Shelter

Creative Rural Development Organization - CRDO

Creative Spirit

Credit and Welfare Association - CAWA

Cured Cancer Patients’ society

Dad Foundation Pakistan - DFP

Daman Environment Protection Society - DEPS
Dar-ul-Rehmat Development Association for Promotion of Health and Disabled
DAUST Foundation

Dawn Welfare Society

Decent Human Rights Services - DHRS

Decent Welfare Society - DWS

DEEDS International

Development Association of Youth Balochistan - DAY
Development for Education, Environment, Population Welfare and Poverty Alleviation - DEEPP
Development for Education, Environment, Health and Training - DEEHAT
Development of Lasting Primary Health care in National Setup - DOLPHINS
Developmental Organization, Chuher Khel - DOC

Dhoraji Association

Dhoraji Memon Association

Disabled Rehabilitation & Independence Program - DRIP
Disciplines Aid Foundation

District Development Association, Tharparkar - DDAT

Dosti for All Welfare Foundation

Dua Health Project

Eagle Volunteer Sacial Welfare Association - EVSWA
Ecumenical Commission for Human Development - ECHD
Edhi Foundation

Fatima Jinnah Women, Educational, and Vocational Welfare Organization
Fatimid Foundation

Forehead Foundation Pakistan

Forum for Development Association - FFDA

Friends of Environment and Development - FOED

Friends Welfare Organization - FWO

Friends Without Borders - FWB

Frontier Development Organization

Frontier Primary Health Care - FPHC

Frontier Welfare Association - NGO

Gidroshai Institute for Social Development and Public Health - GISDAPH
Global Council of Pakistan - GCP

Global Development Program - GDP

Global Environmental Protection Organization

Global Foundation - GLOUN
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Global Islamic Welfare Organization
Global Youth Organization - GYO

Global Organization for Human Empowerment and Rights - GOHER

Good Thinkers Organization for Human Development
Gorakh Development Welfare Organization
Green Circle Organization - GCO
Green Pak Welfare Society
Hag-ul-Mustageem Welfare Society
Haquckv ee-Insani Welfare Association
elfare Society - HAWA

Hayat Memorial Hospitals Pakistan
Hayat Memorial Trust International Pakistan
Health and Nutrition Development Society - HANDS
Health Education and Literacy (HEAL) Trust
Health, Education, Livestock and Population Welfare Society
Health Oriented Preventive Education - HOPE
Health Welfare Association - HWA
Heartfile

elp Trust- HT
HELP Welfare Society
The Helpline Trust - THT
Hope Today
Hope Worldwide
Hospital Waste Management - [TWM
House of Friends
Hujra Foundation
Human and Natural Resources Development Society - HNRDS
Human Development & Research Organization - HDRO
Human Development Council - HDC
Human Development Organization, Doaba - HDOD
Human Friends Welfare Association - HFWA
Human Guides - HG
Human Resource Development Network - HRDN
Human Rights Campaign International - HRC]
Human Rights Council
Human Rights Group of Pakistan - HRGP
Human Rights International Foundation

Human Rights, Orientation of Democtacy, Poverty/Pollution, Education & Environment - HOPE International

Human Welfare Organization, Hangu - HWO
Humanitarian Movement International - HMI
Humanity Internatonal - HI

Humanity Welfare Organization - HWO
Hunch Welfare Foundation - HWF

Hygeia Foundation

Idarae-Aaghosh

Idara-e-Taleem-o-Aagahi (Centre for Education and Consciousness) - (TTA)

Institute for Development Studies and Practices - IDSP
Imams Trust

Indus Development Action Research Organization, Mirpurkhas - IDARO

Indus Development Association, Balhreji - IDA
Indus Organization

Indus Resource Centre - IRC

Initiator Human Development Foundation - IHDF
Institute of Allied Medical Professions - IAMP
Institute of Social Research and Development - ISRD

Integrated Development, Empowerment and Advacacy for Livelihood Support - IDEALS

International Development Trust - [DT

International Human Rights Observer - IHRO

Islamic Relief

Islamic Relief Agency - Pakistan - ISRA

Jaago Development Society - JDS

Jesus Christ Trust Ministries

Jinnah Welfare Organization - JWO

Kalam Cultural Society

Karachi Administration Women Welfare Society - KAWWS
Karachi Primary and Reproductive Health Society - KPRHS
Karwan-e-Zindagi

Kashmir Welfare Society - KWS

Khadima Welfare Organization - KWO

Khairpur Development Society - KDS

Khalid Jaleel Welfare Trust (International) - KfWT

Khawra Development Organization, Muzaffarabad, Pakistan
Khidmat-c-Insaniat

Khwendo Kor Women and Children Development Program
Kinza Welfare Trust - KWT

Kohistan International Social Welfare Association - KISWA
Kot Radha Kishen Development Trust - KDT

Kurram Valley Rural opment Organization - KVRDO
Laar Development Association, Badin - LDA

Legal Assistance for Medical & Humanitarian Aid - LAMHA
Lasani Welfare Foundation - LWF




253. Lasoona - Society for Human & Natural Resource Development

254, Latif Social Circle - LSC

255. Leads International Organization

256. Legal Aid and Welfare Sociery - LAWS

257, Learn Implementation Fertility Environment - LIFE

258. Life Orthopedics

259, Light of Awareness for Fair Advancement of Mankind - LAFAM
260, Lotus Social Welfare Trust International

261. Lower Sind Rural Development Association - LSRDA

262. Makran Educational and Development Organization - MEDO
263, Makran Resource Center - MRC

264. Marie Stopes Society

265. Mashal-e-Rah

266, Maternal and Child Health Support Group

267. Maternity & Child Welfare Association of Pakistan - MCWAP
268, MediHel

269, Mehran Social Welfare Association - MSWA

270. Meirman Women's Development Centre, Kohat - MWDC

271 Mera Ghar Welfare Association - MGWA

272, Mera Pakistan

273. Minhaj Welfare Foundation

274, Model Welfare Association - MWA

275, Mothers Trust

276. Movement and Action for Social Services - MASS

277. Movement of Awareness of Drugs and Diseases - MADAD

278. Mubashar Shaheed Foundation

275. Mughal Welfare Society - MWS

280. Mujahid-e-Awal Sardar Muhammad Abdul Qayyum Khan Educational and Developmental Foundation
281, Muslim Welfare Society

282, Nai Subha Organization - NSO

283, Najjat Trust

284, Narowal Rural Development Program - NRDP

285. National Rural Support Program - NRSP

286, National Services Trust - N

287. National Social Organization - NSO

288. National Welfare Foundation - NWF

289, Natural Resource Protection Program

290. Naya Savera Welfare Organization - NSWO

291, New Hope

292. Nida-c-Asr Medical Welfare Association

293. Nindo Shaher Welfare Association - NSWA

294, Noken Sohb Social Development Society - NSSDS

295, Oasis Foundation Dadu

296. Omeed Development Organization - OMEED

297. Orangi Pilot Project - Research and Training Institute - OPP-RT1
298, Orangi Welfare Project (Trust) - OWP

299, Organization for the Development, Rehabilitation of Environment and Movement for Sustainable Development - DREAMS
300. Organization for Community Development - OCD

301, Organization for Participatory Development - OPD

3oz Oxford Social and Educational Development Scciety Balochistan - OSAEDSB
303. Pak Chandni

304. Pak Community Development Program - PAK-CDP

305. Pak Development Organization - PDO

306. Pak Eagles Development Organization - PEDO

307. Pak Social Welfare Society - PSWS

308, Pak Welfare Society - PWS

309. Pakban Welfare Trust

310. Pak Hope

31, Pakistan Academy of Social Sciences - PASS

312 Pakistan AIDS Prevention Society - PAPS

313 Pakistan Blood Bank - PBB

314, Pakistan Christian Peace Foundation - PCPF

315. Pakistan Crescent Youth Organization

36 Pakistan Federation of Business and Professional Women - PFBPWO
117, Pakistan Health and Education Foundation - PHAEF

318, Pakistan Human Rights promoters - PHRP

319. Pakistan International Peace & human Rights Organization - PIFHRO
320. Pakistan National Circle Trust

321 Pakistan Rural Workers Social Welfare Organization - PRWSWO
322 Pakistan Society for Psychotherapy - PSP

323, Pakistan Society for the Welfare of Youth & Patients

324, Pakistan Voluntary Health & Nutrition Association - PAVHNA
32s. Pakistan Welfare Couneil - FWC

326, Pakistan Women Network - PWN

327. Pakistan Young Facilitators Association - PYFA

328. Pakistan Young Help Movement - PYHM

329, Pakistan Youth Organization - PYO

330. Pakistan Youth Progressive Association - PYPA

331 Paragon Citizen Community Board, Pakpattan

332, Participatory Rural Development Program - PRDP

333. Participatory Village Development Program - PVDP
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Overview

Patients” Welfare Association - PWA

Patents Welfare Society

Pattan Development Organization

Pehchan Foundation

Pehl Foundation

Peoples Development Organization - PDO

Phool Club, Multan

Phyze Welfare Society - FWS

Potwar Social Welfare Association

Pravalli Welfare Trust

Progressive Social Welfare - PSW

Progressive Efforts to Reform the Locality - PERL

Public Development Society - PDS

Public Welfare Sociery - PWS

Punjab Rural Support Program - PRSP

Qadir Foundation

Qandeel Social Welfare Society

Quaid-e-Azam Foundation - QAF

Rashein Welfare Trust -RW T

Rabia Khuzdari Educational & Social Society, Khuzdar - RESS

Rahnuma Foundation - RF

Raja Mubashar Shaheed Foundation

Raja Mubashar Shaheed Welfare Trust, Gujar Khan

Rajput Social Welfare Society

Rakshan Development Organization

Ramzan Aziz Memorial Trust - RAMT

Rannah Welfare Development Program

Rastah Foundation

Rawalpindi Eye Donors Organization - REDO

Regional Organization for Serving Humanity and Nature - ROSHAN
ber Foundation - RF

Rehman Foundation

Research Society of Human Genetics - RSHG

Rise Up-RU

Roshni Foundation - RE

Roshni Organization

Rural & Agricultural Development Foundation - RADF

Rural Development & Human Rights for Women, Bagra Haripur

Rural Development Foundation of Pakistan - RDF

Rural Development Organization - RDO

Rural Women Development Organization - RWDO

Sabra Khanum Foundation

Society for Awareness, Facilitation & Education - SAFE

Safe Hands

Sahar Foundation for Human Development

Sahkar Dost Welfare Association - SDWA

Saibaan Development Organizaton

Saifullah Foum:Fation for Sustainable Development - SESD

Samaaj Sudhaar

Sarhad Rural Support Corporation - SRSC

Sassi Foundation

Sutle] Development Organization - SDO

Save and Serve

Save Our World International - SOW

Sayah Welfare Organization - SWO

Scientific Education and Religious Communication House - SEARCH

Sewa organization

Shah Abdul Latif Bhittai Social Welfare Association - SALBSWA

Shahbaz Development Foundation Sakrand - SDF

Shahbaz Welfare Association - SWA

Shaheen Welfare Society

Shaheen Youth Society Pakistan - SYSP

Shahen Qabile Parmakh Thag

Shama Development Organization - SDO

Shehri Tjramai Tarqiati Council - SHATAC

Shelter for Ailing Human Beings Welfare Organization - SAHBWO

Shelter Welfare Trust

Sind Agricultural and Forestry Workers Coordinating Organization - SAFWCO

Sind Cultural Development Association

Sind Development Society - SDS

Sind Graduates Association - SGA

Sind Human Welfare Organization, Sanghar

Sind Journalists' Network

Sind Rural Development m - SRDP

Sind Society for Research and Development

Sind Successful Partners Organization

Sind Welfare Development Organization, Sanghar

Skyian Welfare Organization

Sharifa Bibi Memorial Hospital - SMH

Social Advocacy Development and Awareness Foundation

Social Awareness Development Active Forum - SADAF
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Social Development Forum

Social Development Services

Social Mobilization Society - SMS

Social Organization for Health and Education, Bolida - SOHEB
Social Organization for the Advancement of Community Health - SOACH
Social Relief & Development Services, Chitral - SRDSC

Social Welfare & Community Development Society - SWCDS
Social Welfare & Health Society - SWHS

Social Welfare Organization for Rural Development - SWORD
Social Welfare Society

Social Youth Council of Patriots - SYCOP

Society for the Advancement of Community, Health, Education & Training - SACHET
Society for Advancement of Education, Welfare and Agro-ecological Knowledge - SAEWAK
Society for Education & Development - SED

Society for Integrated Development - SIRD

Society for Pul?F‘ Awareness & Development Economy - SPADE
Society for the Protection of the Rights of the Child - SPARC
Saciety for the Service of Humanity - SFSH

Society of Surveillance - SOS

Socio-Cultural &Educational Welfare Association - SCEWA
Sustainable Poor Integrated Development Association - SFIDA
Sultana Foundation - SF

Sunehrey Din - SD

Sungi Development Foundation

Sunshine Welfare Center

Sustainable Development Concern - SDC

Sustainable Development Policy Institute - SDPI

Swat Youth Front - SYF

Tuberculosis Association, Charsadda - TBA

Takmil-e-Aas Welfare Association

Tameer-<-Millat Society

Tamir Welfare Organization

Tanzeem-Al-Fallah

Taragee Foundation - TF

Taragee Trust

Tash Development Organization

Taxalian

Thardeep Rural Development Program - TRDP

The Friends

The Knighis Inspirational The Legends Society

The Prudents

The Reformers (Women)

The So

Tobian Development Council

Town Foundation

Trodden's Clarion Receptors Development Organization - TCRDO
Trust for Village Development

Tulip Organization

Ujala Foundation - UF

Ujala Social Welfare Organization

Unar Social Welfare Association

United Christians Organization - UCO

United Global Organization of Development - UGOOD
United Welfare Organization

United Welfare Society, Latamber Karak - UWSLK

Universal Community Development Organization - UCDO
Village Youth Social Welfare Organization

Village Development Association

Village Welfare Association - VWA

Villager's Association for Rural Integral Services - VARIS

Voice Human Rights Foundation

Wali Welfare society - WWS

Well Wisher foundation

Welfare Sociery, Mashkel

Welfare Society, Nowshera - WSN

Woman Welfare Society - WWS

Women Assistance Association - WAA

Women Education & Development Association - WEDA
Women Empowerment, Literacy and Development Organization - WELDO
Women Entreprenuership & Development Organization - WE&DO
Women's Awareness for Networking and Development - WAND
Young Chinar

Young Men's Christian Association

Young Welfare Association, Deh Sohu - YWADS

Young Women Christian Association - YWCA

Youth Anti Narcotics - YAN

Youth Commission for Human Rights - YCHR

Zainab Sharif Trust

Zarar Shaheed Trust - ZST

Zohra Foundation
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The Survey Findings:
Nature of NGOs’

Involvement in

Health Care in Pakistan

1. Introduction

The purpose of this chapter is to provide insights into the nature of the involvement of
NGOs in the health care system of Pakistan, using primary data collected from 71 health
NGOs from the four provinces of Pakistan.

In Pakistan the public sector has been the chief supplier of physical infrastructure and
manpower while the private sector is the main supplier of medicines and other health care
supplies (Hussein, 1994). NGOs are acknowledged to be among the major political players

influencing the functioning of health care services. Other players include:

‘the international donor agencies, recently elected central, provincial and local
governments, professional wings of political parties, professional bodies, ... and
philanthropists’ (Karim et al., 2004:83-84).

This report hopes to further the understandiog of the nature of NGOs involved in the
health sector in Pakistan, There are no readily available data sets on NGOs in Pakistan
and this has meant that where there are some detailed case studies of individual health
NGOs and scmetimes of smaller focused sectors, there is no in-depth analysis of such
NGOs at the macro level. The aim of this chapter is to fill this gap and to assess the extent
and the nature of NGOs' involvement in Pakistan’s health sector, in order to gain
understanding of their role, responsibility and the potential to provide or facilitate access
to this basic social need,

2. The Rescarch Design and Methodology

The data for this research was collected through postal-mail survey of 71 health NGOs
in all four provinces of Pakistan, Surveys are a widely used methad of data collection and
are appropriate for determining characteristics of massive popuolations and groups. These
attributes may include attitudes, opinions, behayiour, characteristics, expectations, and self
classification, many of which are subjects of this particular study. A variety of survey
techniques are used in social sciences, including mail, personal meetings, telephone, e-mail,
and internet surveys or a combination of one or more of the above,

Our preference for the mail survey over other survey designs rests on the notion that, as
opposed to the general public, NGOs have a better capacity to handle and respond to
mail inquiries. However, it is typical of NGOs that they are generally under-resourced and
any additional work such as completing surveys are relegated to the bottom of their prionty
list, which was likely to seriously hamper the response rate in our study.

Obtaining the sampling frame for the study was a daunting task This is particularly so as
there is no single, unified registering authority for NGOs in Pakistan. They can be registered
as/under a variety of authorities and regulations including the Societies Act; Companies
Act; trusts, social welfares and foundations. A unified list was created through all registering
authorities. The target population for the study were all NGOs known
to be involved in the provision of some health care service. Only those NGOs were
included in the study that elaimed to have health related activities 2¢ one of their primary
concerns/activities. Using the sampling frame compiled for the study, 200 NGOs were
sampled using purposive sampling, with preference given to NGOs with broader coverage
and relevant activities The primary instrument for the survey was a structured questionnaire
with mostly closed ended precoded response categories. This is so because closed ended
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questions not only standardise response
categories for analytical comparisons but
they also improve the item response rate.
The questions focus on capturing basic
information on NGOs' budget and
personnel, their key programme
components, their perceived
accomplishments, and a percetved sense of
future direction concerning health sector
activities in Pakistan.

Along with the survey questionnaire a cover
letter was attached highlighting the benefits
of the study for the NGOs in order to
attract the respondents’ interest, and
instilling a sense of relevance to the project
to boost the response rate. An aggressive
follow up via telephone and email was
conducted for over a three month period,
A total of 71 completed questionnaires
were received, yielding a response rate of
35,5%. See Appendix 1 for a complete list
of NGOs who completed and returned the
questionnaire for this study. The collected
survey data was transferred from the coded
questionnaires to an electronic database
form, using the Statistical Package for Social
Sciences (SPSS). In the way of data cleaning,
exploratory data analysis was performed in
order to correct data entry errors.

Survey Findings

3. Findings
3.1 Basic Profile of NGOs

Involvement of NGOs in community health care is a recent phenomenon. Of the NGOs
cavered in the study, the first was established in 1953, the second in 1959, and the third
in 1965, During the 1970s, three more NGOs in our sample were established, The growth
of NGOs then started picking up in the 1980s,

A province-wise distribution of NGOs selected in the study appears in the table below.
Table 1: Frequency and percentage distribution of NGOs completing the
guestionnaires

Location of NGOs' head offices Number Frequency
 Punjab 38 543
Sindh 16 229
NWEP o 171
Balochistan 4 5.7
 Total . n 100.0

In the 1980s and 1990s there was a massive growth of NGOs in Pakistan, and the same
trend is reflected in the sample of NGOs involved in health. Over 62% of all NGOs
in our sample were established in the 1990s as presented in Table 2.

Table 2: Frequency and percentage distribution of NGOs according to year of
registration

Year established Frequency Percent Cumulative Percent

1959 arbefore 2 29 29

1960-69 1 14 43
197079 | 30 as | 87

198089 10 14.5 232
199099 3 623 855

200005 10 14,5 100.0
Total 9 100.0

3.1.1 The legal structure

Most health care NGOs register under the Social Welfare Act and Societies Act; accounting
for 56.3%, and 24% of the NGOs in our sample respectively. Other legal bases for the
NGOs are shown in Table 3.

Table 3: Frequency and percentage distribution of sampled NGOs by Iegal status

Legal Structure Frequency Percent
 Unregistered oz 28
Registered under Companies Act 2 23
Guarantee Ltd. Company 1 1.4
Registered under Trust 1 14
 Registered under Foundation i 14
Voluntary Socizl Welfare Agencies Ordinance 1 14
 Others/unkna ) & - B4
Total 71 100.0



32 Organivarional Cutrzach/Parmershipg

3.2.1 Area of Operation

The provincewise distribution of NGOs" operations s epressnied o Table 4. OF the
NGO surveyed, $7% had operations 1n Punjab, 36% 1n Sindh, 34% in Morth Western
Frontier Provines (ST, and 2% o5 Balochistan, Cne of e eriticsme of the NGO
secton s the wiban bias and the roadside biss Our sample, being 3 representative sample
hints at the presence of devlopment bizs, mesning thar NGOS are more likely to operate
in the provinces that are more developed.

Tahle 4: Disiribution of NGOs by ares of operstion
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As seen in Dgure L, over half of the NGOs
had' their head oflices located i Punjab,
21 percent i Sindh, 17 percent in WWET,
and 5.7 percent in Batochisan,

322 Scule of aperation

Cine wndicator of the scale of NGOs'
operation is the number of disueers
covered. Faactly half of the MGOs coversd
were an five disleion of less Abou (8
percent weren 10 to 14 distncts and only
3 NGOs were i 100 dissricss. Henwe, the
scale of most of the BNGOs" operation 15
fairly amall, mted o a fow dustracts oiky:
This i5 an impartant dimension of the
profile of NGOw since they do not have
the capacity of the desire 10 replace the
govermment ax the primary provider of
the health care in Paksstan, See Table 5,

There wan :lp'li:ﬁu.r:: peaanvE coerelation
berwe=n the time of establuhmeny and
ngrmsber of districts covered, In other words,
the older NGOs are more likely to cover
more disgricts than the ewer NGO, This
{s ewident from the correlanon coetficient
(¢ = D27T% significant #t alpha = 0.05)
beormeen the year of establishmenit and the
total nigmber of districts covered.

See Table &

32 % PuhlicCinl Society
Parimerahips

Public-private/civil socety partnerships
have scquired increasing impoftance in
coimriuhity development progratmes and
the health sector i3 fo exception,

The populanoy of the publiconl soery
parmership 5 cndent from the prevalence
af such partnerships among the MG
ivelved in community heslth care The
results of our survey show in Figure 2;
that nesrly & vt of 10 NGO had some
formal partnerchip with other NGO or
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with the gevernment. The nature of such
partnerships, howsver, vanes scrass NGO

I the sureey of was ssen thae MOk (52%)
are mest likzly 10 form parmerships wirh
ather MG The least fllqu_:'nf
partmerships weee between NGO and e
government; ohly 38%, see Figure 4.
Warking with the government was not
popular smong health NGOs becaue of
a tioyrizd of bartiers o such parmerships
The concept of partnetshop inplies that
pariners have shared goals and
rrspanasbiality, atd muotual sceountatlivy
[t i afso seen ihat government ageneies
show e beast interest in partienbps, and
are tarely devwusitable s partaering MOy
whach defy the vue emence of partierships

324 Natora of Tocws regarding
area of inlerveption: simgle of
muliiple

Another defining charsctensuc of NGO
i their multiple theme foous regarding
their sreas of meervention Smmce abiliog
v dccomplish grasyroot mobilization is
one of the NGOs" strengths, they rarely
resirict themschvees and their activities o
a single type of community service Our
survey indicates that among the MGCs
involved in health, oaly 30% focused
sxclusively on health as an ares of
nterven o The maporty of the healeh
NGO, about 5% had mare than two
areas of focus A small propostion, 1 1%
had a dual focus, with hezfth being one of
them, This is represented i Figure 3.

Y25 Typer of wrrvices provided

An imporant aspect of NGOs" role in
commuitity heshh is the nature of thesr
interventions, They prowvde s wide srray
of serwices and ke mose frequenty
provided services are education and
awarencis 10 communiiies at hoasehold

Survey Findings

Table & Average number of districti covered by the year of establis

Figure 2 Distribution of health NGOs
according 1o formal partnerchips
with other

OrEARITEOn.

hment
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Fi ¥ The percent distribotion of
hﬁi tnvolved in health by sumber
of sress of intervention

Figare 4 Percent distribution of NGOs by the type of partnership with other
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Table 71 Frequency and percentige distnbution of NGO by ppe of services provided

Figure 5A: Percent discribution of NGO by the type of sernices provided

SEREEEESBSE

(R0 MCEL serviices

levely ax well as in schools, This implics
that health NGOs aitach higher prioricy
i preventics, The leading alegory was
health educarion w the communiy
(ereating an awireness about preventative
health, health rights, services etc.} math
J0 R NGO providing thin servace Chver
598 of health NGOy reported providing
health eduestion o school children. This
1% shown in Table 7.

The other most frequently prowvided set of
services wad family planning tesvices
(59.2%), sexual health services (49.3%),
ahateirics snd gynaecology (OBGYM)
wrvicen {18%) and general communiy
health services {57 7% as shown in Figure
SA, Another significantly visible service
area s HIV/AAIDS proventive services with
pver 57 T reporting to provide this

Diental feealth rlmmlll.ltl‘mln:l‘lgivm
litle attenoon by both NGOs and. the
governmment in Pakistan, Consequenthy, it
i & common phenomenon for most
Pakistanpi to fose inost of ther weeth by
ihe wme they reach thear Babe fifoes, Denial
eleaning and preventive check up services
are nesther available por conmdered
rinporiant Barefooted doctony quacks,
and hakims have monopolized dental
surgeries, constituting mosely of teeth
removal procedures, Onr survey shows that
only 14,1% of NGO have dental care
Bervices as their area of imfervention, aod
i1 of the second Jowest iOpoELARCE &3

reflecied in Frpure 5B
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Survey Findings

The feast frequent area of inkEAEnBon wis
checking or monitoning the sle of sputicas
drugs with nnly 8.5% of NGOs involved
m this sctiviey. Quality and prices af
pharmacoatical products do Aot undorgo
any kind of repulation io Pakistan and
NGO involvement can belp muprove this
situation.

Psychological health and wellbeang of 2
populanon is just g imporwant end vital
ta physical health. With rising
consumerant, marerialism and costs of
liwing and socologpcl mansformanon due
1o increasing western and regional
milences, Pakistanis are. at @ nsk of prester
pevchological problema. Only L5 5% of
MNGOs are involved in this area of
intervention. With & few exceprions of
well-established NGOS, the nature of
M scrovty oo iy often fanded doven.

326, Mode of” services delivery

MG use a variery of service delivery
modes. Regular at occasional campm were
the most frequently used mode for
sdelivering health care services, Cher 66,25
af the NGOh reported conducting special
cammpe In line with NGO grass oot lovd
imterest, communary-based clingce wers the
next most frequently (60,600} used means
of providing heaith care services and
providing services through doorte-door
VSIS Was approRimateiy 445,

Muriing home services, while more
prevalent in developed counrries, have the
loweat priotity in Pakistani health care
systems, both public, as well 28 NGOs,
Omly 7% NGOs provaded these services
and the figare 15 likely to be exaggeraved
for lack of understanding of the term
'nursing homes'. In the developed world,

furelang bomes are used ae Fosmal
1]

Figure 5-B: Percent distribotion of NGOs by the type of iervices provided
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institutinnaiieed living arrangements for the elderly whete food, sccommodarion and
health care are provided, lronacally, in Pakistan the famuly support for the ciderly s
gradually eroding away due 1o sructural changes within the Pakistani family systeni
which s shiftiog from 3 predomnandy joint and extendsd family system 0 2 more
nucleat one With the changing famly structure, suning homes would need 1o be
wsxential for eldesly care, and yet such faclines are neither available par encouraged by
Pakustani cultural and socieral values.

The clash of values, such ax the convenmonal respect for the elderly versus the nght o
privacy, independence, consumerism ete., ate all factors iy unspoken neglece of the
elderly and of possible sbuse Health NGOs need to plan ahead and realise furare soceetal
needs; they should boild moce nuring hames and promste an swarenen feganding ther
exstene end goceptabilme

Interestingly, over 15% of the health NGOs ampled provided bealth care services
through hospials as well and the same propornon of NGOk used dispensanes as means
o Seivice jwovinta, The disriibution of NGO by wade of tervices dilivery i denicted
im-Figure & and highliphes an imporian: aspect of the patire of NGOs mvobrement i
the Pakistans health care systens,



327, Serelenv thay need anention
e cordet to 1:;,]'.|||:|Lr.::' on rhe MK sapenenoe in TECOgISING gaps bealih ware

provisian, respondents were gsked w idennify which services needed vhe most avention
try ranking them fram 110 5, wath 1 being the secvices needing the most aention amd
5 being ibe ervices needing the bessi sitenison, See Figure 7,

Figure 7! Average rank of services
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Mlhnu#'l aver &6 percent ol Nﬁ!:ll. were 1rvabved m the PrEvsion of Marernal gud
Child Health (MCH) services, NGOs nghtfully ranked MCH as one thar needs the
greatest ateention in Pakistan. MOCH s an important area of health care that ba
traditionally. been known i comprise of an sy of reproductive health preventacie
and curative services incliding services for and cergnaelling on Family plannming amd
mutritiom, conracepave we, prenatal care, intrapartum (Jabout and delsvery) care, delvery,
and neonatal, postratal, and family hedlth care (Burke, 1977} Mare recently, comprebensive
framework of servics and mdicators has been developed 1o guide dnd monitor MCH
services [Dhevier, Grasom and Guyer, 1997

Unformnately, m Pakisian, MCH services consis of a narrowly defined ses of services,
muistly curative in nature For instance, studies have shown that prenatal eaee, an essential
companent of MCH i not & norm in Pakistan (Shah and Zaidi, 2005). A comprehensive
study in all 34 disttints of Punjah, hasel on 4 Lage sample of 340,912 households, noked
that less than 43% of women with 3 |ive birth obtained prenatal care from & skified
health wiseker (Fogan 2 al, 1998 as cived ba Skak and Zaidi, 2008), This leads w low
Birth weight births, comphications of birth, and higher maternal mortality (Midhet,
Becker and Berendese, 1998, Hence, the NGO ate right o ideniifelng MOH a3 ooe
of the areas nieeding greater sitenbnon, '

Oher seevices peeding avenoon, m the order of imponance, are bealth educanon w
communmity, Bmily plinning services, health education to schesal children, and HIV/AIDS
prevention services. CHber siadees have shown e providing, Bamily plannisg services,
mmproving maternal health, and reducing morhidity througheute the life orele are the
main priorities sdenrified in an accompanying study diled, Improving Women's Heahth
in Pakistan (Tinker, 1998)

328, Targel Beneliciarics

The type of beneficianes wrgetsd for interventions plss reveal an important dimension
of he NGO involvement in bealth care, Approcimarely 70% of NGO considered
wnmery and children sod ennire farmilies m be thesr argeted bencficianes for intervention
and less than 40% of the NGOs had only men a5 their beneficiaries. Ser Figure 8.
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Figure 8: Percent distribotion of NGOa by primary beneficiaries
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33 NGLYs qupport base, prosonnel, anl divection of change

331, Soeeof NGOs" budgrt

The budger of MGOe reveal the organizarion’y financial supporr base and: stabiliny and
comvews the sense of the scales of their operations. The average size of the Im'_ipr i
ihe health MGOs sampled was Bs 40 million. Alio seen was & striking variation in the
size of the vanous NGO budger. Ironically, there was 3 commderable proporoes (17.5%)
of the NGOy whch had an annual budger of less than Rs 20,000 and rearly 16% had
an annusl budget of over Rs 100 million, See Frgure 9

332 Sourees of NGOs budget

The Bnancial source of NGOs & an important facror in gulding their interventnns.
Their priotities primarily depend on finencial support from international dosors and
ars szt by the donory, which somenimes creares a digparity and even 0 conflict berween
\nternational prioritees and local needs. The survey revealed thar the major source of
funding for heilth NGOy was foreign and local denor support on average constituted
neatly bialf of their fending Barnings from personal memberchip and consultancy
averaged to aver 17 % of ther fusding. Slightly below 1% of their funding came from
public support and commumniry suppart. Punding from the government. on average,
remained a nen+ignificant source of their financial suppor. accounting for less than
& % of they funding. as shown in Figare 10

Figure % Percent distribution of NGO by size of annmmal budget
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Figure 10 Percentage of budget by source category

L

333 Proportion of budget aflocated for healty serivitics

As shown earlier, NGO rarely have 3 single sres of intervention as their primary focus
Accordingly, their bodget i allocated 1o various areas of intervention. It i of interes
by obmerve the peroentage of budger allovated for health by health e NGO Resuln
of the survey show that on the average, WGOs spend 49% of rheir budger on health
The majormy {$5.5%] of NGO tvolved in health spend aver 508 of their budget on
health care, | in every 3 NGOS spends over 75% and nearly 29% of the NGOs spend
less than ﬂ;:'-'h af ther Iﬂldﬁﬂ on health care. See Frgure 11

Figure 11: Perceni distribution of NGOs by proportion of thetr buydget allocared
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Survey Findings

354, Size and Composition of
Ntaff

O average the NGO emiphed hed & ol
al aver ¥ emploversvolunkeer., of wlich
43 wrre full time, 10 wree oo conract and
41 were voluneers, Given thay there 1 &
significant biss againse women incthe publc
ar private weror ol marken in Pakistan
i3hah and Laman, 2005 Muzaffar, Perver
and Shah, 2005}, NGOs tend o play the
rede of an "equalizer’, 10 that they tend to
be sennitive to suck blas, They afe maore
likely to avaid such propadice against
WOMED 1 hirng aod promotion praciee,
a5 reflected in Figure 12-4, There wore, on
averape, 42 make and 553 female emploves
in g NGO with g gender et of 78
males per (00 females. NGOw had more
fernales (24) than males {1%) a5 their full
temte employees. This fs perhaps the
heslthiest of the latem funcoons of NGOs
invalvement in health and arher aress of

public good

The nxe sod composition of NGO saff
ie an important indicavor of the neture of
their tvolvement in heslth care For
instance, the presence of Lady Health
Vision (LHYs) on NGOw staif indicates
the nature, guality snd level of services
pravided.

The LIV a5 & health care provider has
evsted i Pakiiten wnce 1950 they aré the
‘underdogs’ of the health care provider
community in Pakistan and sre underpaid
and underprivifeged, and vel provide &
variety Of viral serves mch st basic mersing
care, maternal child health services, and
traviing of commianey workor. [HYE are
registered with the Pskistan MNursing
Coundil and undergn one year mdwifery
tratring While it is typical for nurses o
work st 3 hospatal, an THY is often s
community level service provider {Upwvall,

Figure 12-4: Average number of NGOW' emplovees by gender and nature of
their employment
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Figure 12-B: Average number of employees by categary of their profession
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Figuee 1245 Average nnmber of doclors by gender and natare of their emplopment
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Figure 12I0 Average number of purees/paramedica by gender and nature of

their employment
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Figore 12-E: Aversge number of LHVs and LHWS by nawre of dherr employment
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Figure 12-F: Average number of managers by gender and nature af wirk
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Sochael, and Gonsalves, 2002), The
presence of doctods i3 mndicative of the
rapacaty of heslth NGOk to pronade elinacal
services often ot offered by nurses, LHY
and Lady Health Warkees [LH®5).

As seenan Fygure 1248, NGOs onaverape
had 16 erplovees categorized ax manugers
and e bargest number of emploves wene
ety speckalisn o workers, eerEging

1o 29 per NGO Owerall, the number of
doctors per NGO sveraged oot 10 be over
12, However, only less than five were full
tsne, nonconttact employees In additon,
MO0y averaged of 6.8 ourses, % LHV: /
LHW, 4 mudwives apd 3.5 dispenserd

O the average 123 dooory, 2.7 were males
ard 2were female full e emplovess, The
remaInIng doctors were either contract
employers of wilumteets

Nursing has rraditionally been considersd
a pih}; collar jodbt and there are several
negative veteoiyper against i Although
wends are changing and men are pooing
the pursing profession, there are soll more
women in thi profession than men The
sample showed that on average there were
A fomale and 2 male aurses per NGO

Oin average there was o total of 5 LHV:
and one LHW working full tims in 2
iypical hesbih NGO sampled. This noe
only spesks of the nature of services
provided by the WGOs but aleo the icale
of ther operations. Generally in the
imanager categuty, there are more males
than femals, snd thar bias s prevalent
even i the doveloped warld. The same was
ihe case for health NGOs Inothis survey.
There were an average pange.as meany male

managers a5 female managers.ber Figures
12CDEF

Thr mem w grven sy wadmonally Semek® gibs e
I, =mirrs, sl ciori sscersary and murse.
Fink pdler st are usssally low paping, meeumnm,
and wffer fow ar gy bepefis aml o chaams of
wsdremcomenh tommosly, they ars paesame, swnal,
M mprary
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Survey Findings

The categories of employces working in the health NGOs are given in Table 8.
able 8: Average number of employees by category of employment and gender

Total 18.9 24.07 56 48 17.14 243
3.3.5. Change in focus of intervention

In response to the question, ‘In the last 5 years, has there been a change in the organizational
focus with respect to the area of intervention?” most NGOs mentioned that there had
been a change. NGOs are often criticized for being funding driven and for changing
their focus with change in the donors' focus. The figure below shows this.

Figure 13: Percentage of NGOs having a change in the organizational focus in the
last five years,

45.10%

. I'. No = Yes|

3.3.6. Resources required to expand the capacity of NGOs

Funds were reported by 94.4% of NGOs to be the most important resource if NGOs
were to expand their capacity. More equipment (73%), more staff training (63.4%), and
more outreach workers (35%) were the other resources identified. See Figure 14.



Figure 14: Percent distribution of NGOs by stated requirements for

expanding their capacity
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34 Training dnd other needs

340 Training

Health NGOs were ashed 1o 1epor the
frequency of waning that their maff had
iundergone in sddition to their basic
professianal aducationy/ raining, The el
are shown in Figures 13-4, and 15-8

Az docrors are mained professionals they
My Dot pequine (roquent waining ai other
members i the medical feld Meariy 33%
of the NGOw sampled claimed that theie

“doctors dud not go for any oeiming beyond

theer basse professional degree. The rent
had some training ranging from rwice a
PEAT 1O OIWE EVEry Twd Fears
EI'|1 ﬂi:cmtuq.mﬁumtnqmnm
and refresher courees w keep thedr
practice safe, and skills honed and
modernied Owet 71 % of the NGOs
mentioned that their midwives did not
have any further trarning i addition o
the training they had before joinmg the
Hl;n Crver 74 % NGOs mentioned that
their LHW did not have 2oy iddinonal
traming, 67 % mentioned oo waming for
nurses gnd sppromimacely the same
proporuon reported no training for
dispensem

Frequency of NGOs wath no trasning for
managers and other non-medical staff is
shown in Figure 15-B. Over 40% of the
MGOs mentioned that thesr managers did
not have any training

Nearly 73% of the NGOk mennoned thar
their secial sientists did not consider any
additional irainiig necessary, Cher 36%
of the NGO repormed 1o have managess'
traifing rwice 8 year of more frequent;
ower 209% reported to be annual,

The frequency of staff’s training s shown
i Figures 16-A and 16-B. '
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Survey Findings

There 15 considerable vanation in the
frequency oF Hainmg by the bpe of stafl.
For instance, doctors ase more Likely vo be
wenit For franmang (4] whils purses are less
likely vo have postemployment maining, of
those whe do go for faining freguency of
their tianing i peester. Doctos are likely
fo be sEnt fO7 RaiNI0g OOCE SYeTy MW yeaTs
oF once 4 Fear; nurses sre more likely 10
hawe irsining twice 3 year o more often,
The frequency of wawning by NGO
managerial snd othey non-medical staff is
grven Lo Figore 16-B

3.5 Strengihs and weaknesses of
NGO

Figure 17 partrays NGOs" perception of
their own strengrhs and weaknesses The
lower score on the rank means thar that
particular streagth i mose imponant. On
i tank of 1 to 5, sustainability was
considered amuongst the greaies srengths
of the health NGOs: Tronically, NGO
project are aften enticized for lack af
sustamnability because’ they are often time-
bound and so face threats o therr
suptainability afier the close of the fundsd
prefect period

Propect approach, programme approach,
expertise and tratning and collaboraton
with oiher MGOs were othed sirengths in

arder of importance.
Hetlth BGOs 0 the surey were abso asked

e express their pereeptions of their
weakneses. The ranks assigried 1o cach of
the structured response categories were
avetaged, The stsulis are teported in Figire
18. A struggle with funds war repormd o
be the highest ranking and hence the most
impartant of the NGO weaknesiex. While
some Larger MGOs haver & stable siream of
Funcs coxfrung ing this i 2n dnpartant isoe
fior thie sermbler MOGOS The mmpled BOOs
lsp mentioned that vheir salary evels were
not very favourable and was, therefore
reported as 2 weakness

Anodher important weakness b the inshiliiy
to establish collaborations with the
governmeny. Dur earlier findings show that
only 3% of the health NGOs had
partnetahips with the government and that
thix was the lean frequent Form of

Figure 16-A:
paramedical
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Figure 18: MGOS ranking (1 being highest and § liwest) of their weaknesses
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parenership, corroborates this result. The
changing prinnities and focus of donors
was fifth (6 renk amoog the weaknesses
l1wred

34 NGOk training necds

The NGO @0 the survey were ssked an
apen ended guestion, "What are your
trarning needs? Their responsss for raining
needs from the gualitative data weee
grouped mio the following categones

36.1 Training ln managemeni

Meml of the health NGOy sirveyad sresed
the need for ratnimg 1n mansgement. An
artay of managernent areas were mentioned
by various MGOs, includiog time
management, organabional developmett
and management strategios, office
management, office record matntenance,
PrOETAMME management, liman rescurce
managentent; financial mansgement, and
ather mansgement skills, Long term
[E2Enings In pood povernanoe, capaciey
building, financial management, risk
mahapement, disastel masagement and
project implementanion skills were among
the other management telated training
aress,

3.6.2 Research, snalysh enil
erriting «hilly

A need for research, analysis end wrining
skifls way mendoned as the second most
mmportant framing need, Jpecific sub-
themes included proposal wrinng, profect
and dovument development, research

design, deea collection, dara management,
data anabysis and report wiiting Other
areas identified, were assessment of
community based programmes, TOT
participetory planning, monitoring and
evaluatgn, Meed for monitoring and
evaludtion was stressed by the NGO
surveyesd ax

oyt m‘“‘“‘“ﬁn“""ﬁ.

ﬁ.m;uﬁu skille,
-dm .:ghphi educatian,
mi:u[n;. and eviluation, health
mhﬁm&nmm
monitoring and oaluation system
mmhﬂmm%
of heslth projects..,

e need training in tesearch, project
praposal development, databare
‘management and analyacs, -nﬂq-:lrillu.
budget and Anance management,
and other state qf the art rooly for
‘monitoting and mpmlﬂuuwtm:mn;
projecte

3.6.3 Communication,
negotiation, facilitation and
conflict management /resolution
skills

The next important category of traming

needs Way COMMUNICATION, REgotiation,
facilitation. conilict managemene/

resclution skills, pnd promonon srategy,
Oithee related tramning subjects were
matrvation and commuanity miskn istion
skills and relanionship skills with donors
and ether stikebolders

164 Healthcare skills for dociors
and paramedica

‘Varsous health care skills including prinary

health care, firss md, treatment of the
physically challenged, family planning
methods, child care, women's health
sfuranion, wounds' care, and reproductive
healch were some areas of health care in
which need fof training was recognized.
The hestth NGOs surveved slic wanted
rraning of ttanety and identified this as
an effectve way of maimng exising staff

-training for 3 qualified lady health visitor
nmwn‘:fluﬁtf:mhﬁsﬂ

Tradfitional Birth Artendants (TRAR).

In sddison, the noed for raning manuals
for health care education in primary Jame,
matetial on HIV/STDs for searensds and
traiming, and comprehensive training in
feealth and hvgiene was suggested. Training
of specific staff members on Obstetric
Care and Mew-born Crre wai alio
wentalied. NGO alio mennoned ihat
LHYs, midwives, dispensaries, Internal
training, and community spectalinn workers
needed to be triined on & regolar basie

1 necesity. Mid level qphhllndur
techniciany need training a0 well..

NGO Pulse Report
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ithe wall needs to be adequatcly wained
hmhf. ol blood callectad from variou
sources against HIV, Hepatitis B aod G,
rmalaria snd wyphilic In sddition, all waff
should be trained i sttending to
emergencies during routing blood
transfusicna. Iniprovements in techaical
skill, ultra-sonogrsphy, dealing with
ernergencies ete. are other ateas where

Saihe b Ao

A58 Training in pther
i iyeel ey nreas

The KGOs sampled identified other
rraming pesds in gender, sexpalivy and
rebated isswes, growth monitonng, pavche-
mocio counselling and guality emutance
Iriteress in fundrasmg skalls for commumnmy
project snd tesournce and sl mobdwation
sklls was another important training topic.
Life skills dppraach, chwid management,
wnd technical raining such a3 projectors,
mulsiredia facilities were also amaong ares
of Important tramning needs

3.7 MGCH svsemsnent and tliear
fole

3.7.1 Paramcien sgaing which
health careNGOy should be
panenard:

Several paramerers were idenafied aganst
which health and performance of NGO
should be measured)

A Quality and scope of services

Lo Crualivy, afferdabilioy and Bmelinese of
serices delivered. tn health care were one
of the basic yardsticks Examples af
quantfizble measures melude number of
communny visiti by doctors, health
educationists and cther pararmedics; quantty

of health care seevices provided

vis-d-viy wnmier need

I, Geographic coverage/outreach of the
ML) i delivering core services; number
of projects and service aress, and guafity
of commidaity outreach programme are
among impertant indicators,

3. The length of fime smce health care
services have been provided: The number

of years sm NGO has been acuve inoan

‘ares of inlervengon indicates the expenence

it @ parisciilar field as well as the ability
toomake the lesst mimimum. progress i
mairnain credibilivy and generane funds
4. Ilmpact: The changes that have been
brought about &t the grassrooc level in
tecems of health staros oF the compmuniby
before and after the mtervention; sctual
change in ground realites rather than
paper-based performance, and level of
awarened 1n the community dbout Tealth
and proveniion of disease,

B. Capacity and scale of operations

1 Praftle of NGO aall: Number af seriee
providders mchsding health sorkers, LW,
LHVs and doctory. level of sradl
commitment f bong about the regquired
auUtComEs wre unpamant indicaton of the
capacrty of health NGOy Orher qualitarve
markers of capacity are experience, level
of skill, expertize of stall ymplementing
health programmes, the gualiey of their
previous aod ongoing tramneng fevel of
education and professionaliym of ataff,
particulachy of volunieers Another aspect
of guality af seafl {4 the svalsblivy,
Aexibility of staff workmg i differene
culrural and class semings.

Z, Mumber of beneficianes: Number of
direct and indirect beneficiaries of
preventive, cutative and counselbing ssrooes
indicates the curcome of nerventions.
Lovel of community immbement, and oot
effectiveness of the services delivered.
midicare the degree af NGOy’ effectiveness.
3. Saviafaction of the beneficiaries with
the guality of servites, affordabifity and
aitibuide of the NEOS" waft are imporant
meeasures of quality of servces, wiich can
be devermuned by warious methods,
including exitclient interviews {exit from
service outlet) Enowledpe, sttivade, and
practce (RAP] pssemment of benehciaries
and s forch,

4, Credibilmyol NGO smong beneficianes
aod general public 15 among the most sought
afier strenpihs of NGOs 4y opposed o
public ot forproft sectoe. Credibility and
pecis| goceprabilivg of dhe NGO shoold be
used o mewsure the success of NGO
5, Competenoy iimplementatton of the
SUEOINE project.

&, Revenue: Amount of funds vulized, eg.
in the provious years budger, the ability
attract funds

1 Bustarnabality of the projects comcuded
in the past

C. Ompnizational strocture, development
and matarity

Vanous indicators of Drganishonsl maningy
were cunasderad a9 impormant messures of
health MGOs including

L Prior expenence of working i cornrmuniey
context, regardiess of spectiic interventions
L Number and guality of medicsl
equipmenrs, buildings/service outlers enc
at the present mme

3. The quality and quantity of parmerships
with pther ssakehalders

4. The shilivy ro develop and masneam healds

management information systems.

O Evaluation and assessment proced ures
i place and Future capacity for
monitoring and evalustion

For effective project implementation, the
abiliry to moniton projects o6 an ongiing
basis, the svidence of smaff and the
infrastiucture in place w do s, the existence
of feedback loops and summarised
evaluation wete comsudered an imporant
gapoet of hezlth MOk Spoabc wbrchemes
included:

1. Daty collection and mansgement for
gisesiment and feedback purposes
L Medis snd evaluation reports; outcomes
of NGO self’ evalustion snd theed parey
evaluation reporr, any media coverage of
NGO progress, phatographs, and video
evidence of the projects’ functioning and.
their sucoeds

3. Mumber of baseling surveys combined
with ummasised evalustion i the past snd
capaciy to conduct such surveys in the
furure,



4. Ropular impact ssseisrment effors for
various phases of the ongoing propcis
5. Achievensénts of slated ouicomes and
their objectives

.72 H.:-li!lill‘ﬂl-l’ll!! in oides to
Lonprove NGO performange

MGy were asked shout thor perception
sbour, "What is needed to tmprove NGO
performance snd make them more
dfecrve?” Responises o this guestion were
Fairly consistent with their perosption of
what Inedicators NGO should be measired
agarnat and whai ooghe ra be the role of
MG i heatth care & summary of
gualitarive answen lead o the following
Factors;

L Improved capactty for research,
monioing and svalustion: Good research
capacity building for doconmatarion of
varuous aspedes of dhe imrervenuons projecs
leading to & clear policy Teedback s
necessary for NGO success. This is an
exsetiiial fequitement fof advocaring s
vigorous mtegrated approech o pnimary
health care and referrali using schooli as
AN eniTY poimt,

2. More funds, par‘r'ilul.]rl-‘.' fr{im
international donors were constantdy
menticned by the NGOs, 2 3 srep i the
way of improvement ln the NGOs
pnﬁ:rm;nu Lomyg tevm commumspmene of
funds 18 needed for comprehensive Jong
berm programmes and proper utilization
of funds is mecessary, More funds and
pesonrees ean e wsed o recryp mone heakth
care araff 0 schooly/communines w
provide basic services. Greater pvailabiliny
of resources i fieeded for nmely provisnon
af matical equipioents. It i obvious that
for beoer performance, NGO should be
erjuipped with necssary healeh parameness,
torde. gualifsed stald and proper delpeery
af services. Having aceess w wiffickent
vehucles for fransportation is essential o
peick and drop beneficiatiey who carnot
affard transport. and for referral services
[of paticnie

3. Credibiliny 800 should work pogether
to improve thear eredibiling, whach in theary:
i ane of the major strengshs of the NGO
sectar over the public and corposate seobor
MGk agreed that the level of trm NGOs

ought to have i the communiry has noe
evalbved, particularly because of selhish
ulterior motbes by & fow NGO I othey
waords, while msost NGOs strive for making
a socval mpece wiibioun sy paieg for thek
organization, there @re some who use
GO funding 1o sdvance thieir persoaal
SCONDINIC KIINK

4. Partnerships: Having the abdiry ro forage
lirkages with the lecal public health care
sector for primary ealth and seferrals will
improve effectiveness of bath NGOs und
the public health care secror: 1n addion
to linkiger with other itakehnlders,
developing 1 national platform for all
NGOs  will improve
communication, helpiog them  boos
synergies and prevent duplicanons and
omisskend of services

5. Mass Media Involvement: Greater
ivolvemenit of and linkages with msss
mredia, batl ehecrrenie o pring is seential
The media can be an effectrr means of
awaroness-raising, parbculady when NGO
physical presence 1v not posuble
b Provinon of life skills should be an
infzgral part of NGOs intervention
7. Better any mtre frequent traning: Propes
travning and odentsbon of saff invanoos
skills 2 mentioned earlier wan reguired by
miany MGk,

B. Commumey involvemeniz: Beiter
mareness-rasing throughout commumnines
by uting immobilirers and Information
Educauon and Communication [LEC)
muaterials 1 an absolute msential. Finding
and (iiling gaps =ith respect 1o this will
be extremiely beneficial. NGO should
lsurch mestings with the community &
involve them in the feedback loop énd

svilusnon process.
3.7 The eigentlal fale of NGO
& Halistic approach to health care

averall

Faciliraring sustanable developroene 15 4
grneral goal for NGO and healthy
iadividualy and commuomites are al the
oore of sustiinable development. Health
in & vital component of human rights; one
questionnaire stated

*.complete physicsl, mentsl sad social
welL-being Lt the goal that we believe every
socisty should embrace..”

Many NGOs mentianed that promoting
a haliste approach to health iy ane of the
most important roles that bealth MGOs
haild sdopt Thi o paraculaly inporng
as health careseeking behaviour in Pakistan
is musinformed and pasabee in thal people
omly serk heqlth care affer getting wck The
value of holuoc and prevenmove healih s
indermined

NGO are awate thar poverty,
undardevelopment. illiteracy and lack of
gender snequity are all vahealthy trends
and contribore ro the spread of disezse,
which hay reversed hesleh and development
gains of the past decade. Improvemenis
1o heald dhould be regarded on the basis
of thewr potemtial contribution to-homan
eapinl, the building block of the furure
» Grassroor mobilirston, advocscy and
dwntenen reising:

Awarenessraising of heslth related isryes
was among the mos emphansed robe by
the health NGO NGOy should:

Sdevelop model comtranitier wherein
awareness should be raised sbout health
education, primary heslth care and life
women, Do all necessary education and
awareness for lesseming the burden of
dlsease on poos houschalds
# Commisnity mobilization for
promotion of health cape serdoes:

MG dhould pronide grassnoot level dioar
m-door roobdwanon and swareness raning
Yo wetnery on healeh issues vhar are gepeeally
ignored; including female sexusl health,
kncowledpe aboyt prevmtion of HIV/AIDG,
fammily planning, spating of children, and
preventive health cire medkices.
MGOs shoold assess the community’s
health care needs and nesd 1o play 20
important rede i conveying ground lovel
realities 1o the policy makers, geoerally not
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captured in macro level surveys. They should
also assess women’s health care needs and
help play a role in women's empowerment.

* Using a participatory approach:

NGOs should adopt a participatory
approach as an important feature of their
role is to understand community needs
through needs assessment, participation
and empowering communities, particularly
the underprivileged. The underprivileged
should be acknowledged as one of the most
important stakeholders in the process of
development and health care services
delivery. NGOs need to build partnerships
with local authorities, private institutions
and local community.

e Non-profit services

NGOs should work with zeal to provide
services without having selfish ulterior
motives. NGOs ought to provide high
quality services with a likeable attitude in
order to live up to their image of being
trustworthy, non-profitable, and service-
oriented partner in development.

® Working in Partnership with the State

Health NGOs need to develop strong
linkages with other stake holders, and to
seek community participation at all stages
of the project. Rebuilding health systems
today is not just the state's responsibility.
Rather, NGOs have an increasingly
important role to play in partnership with
the state. The principal role of NGOs in
the aréa of community health should be to
deliver measurable joint collaborative action
plans that also contribute to poverty
eradication and gender equity.

Strengthening the health system and its
capacity to reach the poor will entail strong
state involvement. Rebuilding health
systems today is not just the state’s

m Survey Findings

responsibility and NGOs have an
increasingly important role to play in
partnership with the government. NGOs
cannot replace state funded and state backed
public health systems. However, NGOs can
show the way in building experimental
health systems starting with people's needs,
no matter how poor. States can then
cooperate and assimilate NGO's health
systems. Health is an integrated state of
wellbeing and requires the fulfillment of
basic needs - such as water and nutrition -
and therefore, the ideal set up of a health
system should be funded and staffed by the
State and be linked to a large array of
community based organized groups and
NGOs. This situation will mean having a
democratic participation in the elaboration
and functioning of health care systems for
the poor.

4. Discussion

Health as a theme was selected for this
report because the state of the quality of
health care provided and access to it is quite
bleak in Pakistan despite government efforts
to improve it. With poverty as widespread
with over 23% living below the poverty
line! an awareness about and affordability
of quality basic health care is not possible
for many. Those who have resources to
procure health care may not live healthy
life styles either, primarily because the
awareness about the risk factors and
methods for living a healthy life style is
simply norrexistent. Consequently, the social
structure is not supportive of preventive
health care. The norm is to seek health care
only for curative purposes and only after
the sickness or disease has worsened, to
the extent that care becomes absolutely
necessary. In this situation, NGOs can and
should play a crucial role as they have a
distinct advantage of reaching poor
communities passionately, effectively and
efficiently2.

Three major problems facing the Pakistani
health care system are the non-availability
of health care facilitates in rural areas, low
utilization of medical facilities and a wide
gap in the national health services.
Traditionally, women's health has not been
a national priority. Cultural bias,

stereotypical beliefs against women and
their low status in society discourages them
from secking health care unless absolutely
necessary. As men are often the
breadwinners of the family, health care is
immediately sought when a male member
of the household falls 1ll. Women, on the
other hand are expected to survive the
sickness till it goes away naturally. While
health is defined by WHO as, ‘the state of
complete physical, mental, and social well-
being and not just the absence of disease
or infirmity’, most women only ask for
health care when the sickness worsens to
the extent that not secking medical
treatment becomes life threatening,

On the provision side, the health care
system of Pakistan has not been designed
with women’s health needs in mind. For
instance, in the public health care system,
there is no norm for women to seek
prenatal care or postnatal preventive
checkups. In developed countries, use of
both prenatal care and postnatal care is
common and widespread. Such care helps
prevent maternal mortality, foetal death,
miscarriages, and complications of delivery
to mother and newborn. In Pakistan, NGOs
is general recognise the importance of
women’s health care. In the survey, 66
percent of NGOs were involved in the
provision of Maternal and Child Health
(MCH) services. NGOs also ranked MCH
as one of the areas of care that needed the
greatest attention in Pakistan.

NGOs can play a vital role in correcting
the traditional bias against females by
providing health care services to them. The
traditional public health care system has
neglected women’s sexual and reproductive
health (SRH) rights as a central area of
intervention. NGOs recognize this service,
and the findings reveal that as many as
49% provide sexual health rights, services
and education.

NGOs also vary dramatically in their
budget ranges varying from Rs 20,000 to
a few hundred millions annually. The major
source of funding for NGOs involved in
health was from foreign and local donor

IMinistry of Finance, 2005
2Green and Marchias, 1997, Zaidi, 1999




support, on the average constituting nearly
half of their funding. Slightly below 17
percent of their funding came from public
support and community support and
government funding, on average, remained
a non-significant source of their financial
support, accounting for less than six percent
of their funding.

NGOs tend to play an important role in
empowering women in the job market,
The survey showed that there were more
female than male employees in the NGOs
surveyed. On the average, there were 24
female employees and 19 male employees
per NGO, Also a typical gender grouping
is found in the public and private
employment sectors, wherein men tend to
occupy prestigious jobs such as doctors,
managers, engineers and women are only
or mostly, hired as nurses and primary
schools teachers. Such gender stereotyping
is not significantly present in the NGO
sector where women are hired in all
categories. However, in some job categories
such as doctors, the maleto-female ratio
of employees was in favour of men.

What is needed to improve NGOs’
performance and make them more
effective? Some facrors suggested by the
health NGOs include: improved capacity
for research, monitoring and evaluation,
funds, having access to sufficient vehicles
for transportation, credibility, partnerships,
mass media involvement, provision of life
skills should be an integral part of NGOs
intervention, better and more frequent
training, community involvement.

NGOs perceive they have many roles that
are appropriate for them to take on. Taking
a holistic approach to health care is
important in that mental and physical
health are interconnected. NGOs ought
to carry out grassroot mobilization,
advocacy and create an awareness of
preventive community health and the
health of the under-privileged, including
women. NGOs need to use a participatory
approach to effectively assess and address
the community’s health care needs; they
should work as not-for profit entities;
conduct research and be advocates of the
health care needs and appropriate

interventions, working in partnership with
the government and other agencies.
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Appendix I: List of NGOs included in the Survey

S.No. Name of the NGO

Aahung

Ahsas Welfare Organization

Aids Awareness Society

AIDS Prevention Association of Pakistan
Al-Falah Health Organization

Al Asar Development Organization
Al Shabaz Social Welfare Association
Amal Human Development Network
Bunyad Literacy Community Council
10 Caritas Pakistan Faisalabad

11 Child Health Foundation

R =T~ R e

12 Children Education & Social Welfare Society

13 DARES Society for Health Care

14 Daws

15 De Laas Gul Welfare Program

16 Development Association for Women in Neglect (DAWN)
17 Dost Welfare Foundation

18 Family Planning Association of Pakistan (FPAP)

19 Frontier Primary Health Care (FPHC)

20 HEAL Trust (Health, Education and Literacy)

21 Health Education Promoting Organization of Pakistan
22 Health Oriented Preventive Education (HOPE)

23 Health Promotion Welfare Society

24 Heart File

25 Human Friends Welfare Association

26 Idara-e-Taleem-o-Aagahi

27 Karsaz Eye Welfare Foundation

28 Khawra Development Organization (KDO)
29 Khyber Welfare Association

30 Layton Rahmatulla Benevolent Trust (LRBT)
31 Life Welfare Society

32 Marie Stopes Society

33 Movement for Sustainable Social Autonomy & Gender Equity
34 Nai Zindagi

35 Narowal Rural Development Program (NRDP)

36 National Commission for Human Development

37 New Hope

38 OPP - Karachi Health and Social Development Association

39 Pakistan Family Welfare Council

40 Pakistan Thalassaemia Welfare Society
41 Pakistan Voluntary Health & Nutrition Association (FVHNA)
42 Public Welfare Society

43 Publishing Extension Network (PEN)
44 Qarshi Foundation

45 Rehber Foundation

46 Rural Development Organization

47 Sabawoon Welfare Society (SWSS)

48 Satluj Welfare Foundation

49 Save the Children Federation Inc.

50 SEPP - Qiadat International
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S.No.

51
52
53

55
56
57
58
59
60
61
62
63

65
66
67
68
69
70
71

Name of the NGO

Seva Social Welfare Organization

Shaheed Shah Nawaz Khan Memorial Social Welfare Association
Shajar Environmental Org (Youth Club)

Shehri Ijtamai Taragiati Council

Sindh Health and Education Development Society (SHEDS)
Sindh Qaumi Welfare Association (SQWA)

Social Marketing Pakistan (Guarantee) Limited - Greenstar
Social Relief & Development Services Chitral

Society for Education, Environmental & Population Welfare
SOS Children's Villages of Pakistan

Sukkur Blood and Drugs Donating Society (SBDDS)

Swat Youth Front

Thardeep Rural Development Program

The Prudents

Ugala Foundation

UKS Research, Resource & Publication Centre on Women & Media

United Rural Development Organization (URDO)
United Welfare Society Latamber - Karak

Welfare Hand Organization (WHO)

Zainabia Welfare Society

Zarar Shaheed Trust
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Key Informants’ Workshop:

The Role of NGOs in the
Health Sector of Pakistan

\ i
SR

1. Background, purpose and
design of the workshop:

The NGO Pulse workshop was held on
April 18®, 2005 as part of a consultative
dialogue between the different stakeholders
within the health sector. More specifically,
the workshop investigated the role of
NGOs working within the health sector
in Pakistan and, as such, served as an
additional source of data collection for
the current NGO Pulse project. The agenda
for the workshop was loosely formulated
given the rather broad theme of health
and the rather limited time period allotted
to the workshop. Amongst the key questions

raised were:

® What are the main challenges facing the
health sector?

® What are some of the best practices?
¢ What are the innovations being
experimented with by individual NGOs?
® Can one develop linkages acrnss different
sectors (NGOs, government, denors) ot
within each sector and, if so, what would
be the best way to proceed?

In terms of the selection of participants,
there was a heavy emphasis on NGO
representation. However, there was an acute
awareness of the fact that NGOs do not
work in a2 vacuum and that their relation
with the government and donors is of
critical importance. Bearing this in mind,
government officials and donors working
within the field of health services were
also invited. In addition, we had two further
criteria for the selection of participants:
geographical diversity and representation
of personnel at different levels of
managerial positions. Thus, invitations
were sent to organizations in all the
different provinces as well a5 to a range of
personnel, from fieldworkers to upper
management. Yet, despite this attempt to
have a broad, representative participant

list, rtain significant actors/stakeholders
were missing. For instance, the private ot
corporate sector (pharmaceutical
companies, as well as corporztions that
contribute significantly to private
philanthropy) was missing!, as were direct
beneficiaries such as patients. See Appendix
1 for list of workshop participants.

As mentioned eatlier, the theme of the
warkshop - the role of NGOs in the health
sector — was quite broad and inclusive,
Ideally, one would have chosen a much
more nuanced discussion on specific
issues/tapics, However, this was the
mandate set by our donors and hence we
had to retain focus on sectoral analysis
rather than specific aspects of the health
theme, Nevertheless, despite conforming
to this broad mandate, we were able to
despen discussion through the design of
the workshop,

In designing the logic of the workshop,
we shifted back and forth between macro
and micro perspectives. To begin with,
under topic 1, we had a host of
presentations from the government, NGO
and donor representatives on the current
situation vis-d-vis health. Next, under topic
2, we shifted to 2 more micro perspective
by investigating the major challenges faced
by NGOs corresponding with different
areas of intervention and management

styles.

We concluded the workshop on a macro
note, once again, by focusing on avenues
for collaboration within each sector and
across the different sectors. This included
discussion about public-private partnetships
as well as the role that LUMS could play
in terms of carrying out further research.

The remaining sections of the chapter will
elaborate on some of the salient points
brought up during this workshop.

2. Snapshots of Different Sectors

This session was designed to give
participants an overview of what is
currently happening in each sector.

A. Snapshot by the government

Dr Darakshan Badr, Director Health
Services, Government of Punjab, presenterd
on the government’s role with regard to
health services in Punjab. During her
presentation, she highlighted some general
information about health services in the
Punjab, as well as reproductive health and
how it has been tackled in the province.

In terms of general information about
health services in the Punjab, Dr Badr
pointed out that there are eight Millennium
Development Goals (MDGs) that are
relevant for Pakistan in terms of health
services. These are:

1. Eradication of extreme poverty and
hunger

2, Achievement of universal primary
education

3. Promotion of gender equality and
wamen's empowerment

4. Reduction of child mortality

5. Improvement in maternal health

6. Combating HIV/AIDS, malaria,
Tuberculasis and other diseases

7. Ensuring envitonmental sustainability
8. Develaping a global partnership

Reflecting on the general state of health
services in the country, Dr Badr commented
that the MDGs have stayed largely
unattainable duc to weak governance
structures within the different branches of
the government and due to a lack of
coordination between the government and
the NGO sector. According to her,

Increzsingly corporations are investing a dezl
in NGOs in Pakistan. According to PCP i
Centre for Philanthropy) there is a large amount of
donor money being generated in Pakistan through

corporations.

NGO Pulse Report




kew reform arcas include:

o implementation of all health reforms
al the district kevel;

® trzining af providers of services;
» logisuc suppon 1o esse munagement of
service delivery;

# ponobanng and craluaison of the vasioos

healch wystems in the conamtry

[n terma of reproductive health, D Badr
ponced out chat: Pakistan has very high
imfane and materfnal motalicy roees?. Due
to & number of different factors, which
inclode socib-econonne canstrunty af
hrmeseholds; the low status of women
socrery; and most omporcancly, the
fragmented fural health package at the
district level, D Badr bighligheed that
8% of all reproductive health packages
are provided by che provare secror and chat
the government's share of these i a mere
20, Moreover, a majority of dee births
i the country are carned ot by unskilled
workers In Panfeb, chis bguee 13 srumaced
b ke ot B0 of 4l births, Beflectmg on
somie solutions to these problema, she
stated that Palostan needs wital registration
at the e of burth 25 well & clear medical
certificates that ipecify the cause of the
mebther’s death in maternal momalite cases
In sddithom, dhe Fgures foar mmaternal amd
infamy mortalicy can be reduced of the
mumber of everall barths 15 decreaged
through an edensmve implementabion of
Family planming on an effective scale or
by providiog sufficient and skilled healdh
suppoert o desl wth complications at the
tinse of birdh.

I Seapabot by NGO

The second snapalioe was presensed by D
Mian [ftikhar Hussein from the Health
Promotion Welfure Socsery. According to
Cir Hugsseom, MO mode commt of affecting
public health policy;, providing qualiey care
ter the poor and wlnerable, and simulating
bebavioural change in the field Gince
MG ysually fojoy good relations s
the communey). He claborared:
NGOy can bring shout mujor changes in
social behaviour and social practices, They
tend 10 huve very good social mobilisation
shilli and can really creste an attitudingl
change in the commamities. For example,

B2 sukeholders’ Warkshop

I rermy of health, we can try 1o change
the numerops harmful stzrcotypes ranging
from myths about who 1hould carry the
Iilame for the repested binh of daughters,
ta the ides that more medicatinn 1 the
solution 1o good health. Hﬂﬁmﬂw
an effective role in )

promotion, and modification {of)
Jm&pmrﬂm. about physical and mental

ez

D Husselh was of the opinion thar the
mafor ssues faced by NGOs nclude
dependency on donoes, low levels of
hnances, lack of managerial capability, low
leweds of human rescurce Sevelopment and
# kack of vallsbosanon with other seciorn
{povernment &5 well a5 private)

3. Major Challenges fuced by the
Government, Doner and NGO
scctors

The firsi topic for group dbcussions
focused on the major challenges withn
the government, donor and NGO ssomn
in terms of health services. The parncifune
were divided imibo fve groups and ihis s
Fesllowed by 2 r:pnr‘r\-lun::l'. sessicf. Lhe
following secoon elaborares on some of
the key points presenied by the diferent
groups.

3.1 Challenges laced by the
gOvErmmEnt:

# There is & lack of role defimban in terms
of the defferent tiers of the government

There ss verv rarely any smchronizauon
Between these different tiers, sincs thers
very hittle commurucation betwoen them,
and weey Tew formally initivared
communicaten channsls, Thers1s also a
ek of collabataton borween the Minisrie
of Health and Population Welfare

# Monitoring and evalustion systems ane
weak. There shoold be 2 properhy defined
sirrveillanoce systern and the main Andmgs
at the districy and provincial bevels chould

br synthesized ' in ooe psnonaklevel report

8 The finances of the varioui health
depariroent aré malntaned hephazardly,
Il’idin:_ to  poor humam resource

development, Many governoment health

wirhers do nor ger paid on dme and salary
packages are nol reviewsd regularly for
appraisals Moreoves, ot salary packiges
are. un-competitive when compared to the
private. sccor-and heoce theee afe
inadequate incentives for the retention of
quality government emplovees

# There 1 poor loguocal support 1 maost
governmient deparemenite In the wordy of
ne participant:

“One only needs simple spparatus 3t the
grassroots level apecially for basic o
primary health serviees. But even these are
lacking In fact fogistics] mupport for basic
health is mast inadequate especially in
rural sreas, Compared to this, there b

‘berse Soginical mapport an the teridary level

in the cltlex O I'l'nhhmthpmp:!
apparane, there are (o propes msinienance
comtrasts for them. Clealy, mo health
wysteni can work under these ciftumsanon’,

® These are sirong culturl conseraine tha
prohibit femmale employess from utilizing
theit full potential at work. & participant
claborated on this poink

"I the sutal asean especially, Lady Healih
Workers or even decion aie not thai
mobile They tannot service an srea o the
wng wary u3 3 ietbe docvor becanse of the
sultuzal beliel thet women should not
travel far withotit s chaperor. Alwo, Lady
Health Workers s reluctant b be volved
hmuuﬁﬂmhﬂ::::
of & patiant’s death, ihey wondd

1o teatify and deal with the police and
from this, given their upbringing and

3.2 Challenges faced by donors

# The bipsest sswe for donors wad the lack
iaf NGO credibbiy  Acoording to ane

partcipant

Lack of credibility crestes oll kind of
problems for the donoe 23 well 35 for the
development scenatio in the country,
broadly spesking It is not that doson do
IThe WHOF puis the imfan momalkety raee 2080w

o every VMK msle childres, and 808 oun pf every
KK feimale chilidrem nseles ©



commitmenty weth donofy mer b

bypassed

B Mo NGOs hive insdegiiaie
scxogiiability e Fre publnk
comprebeeire. inmnsl repovs and, or
eredibde aodiy seport For domory e
thorttamings himper funding scivitio
ps ihey modicate o grogral lack of
profesmomliom m the NGO seovar m
Pakiiran

s Do, sy safastime) [omcenirate foo
much on oo sres of tervennon o the
oxpemne of otter o Th emally hagpes
due o lack of coordination with other
chosmetery. ioned thee abserace of @ compechenuiee
mvrrview of sy I.ﬂ'll.‘.uj.l:l’ ﬂrltl.rr[l'nr-rrr

EsanE
# The lack of 4 democyatic cultuee in
QOO REETICIEE

® Thete should b ome mechanum
through which the direct beneficiarien of
dopor imterernuons ste shie o pree
feedback 1o the donori abour the

effrctivenes of thew promcn

3.3 Challenges faced by NGOs
o NGO e 1o b Jependeni on dopani
frer Fuinding, Borswe of o depemdesy,
thesr NGOW freguently howe 1o oo o
donor diven sgendas

» home NGO newr becoms smtsbnable
snd mnun deprodent ow domoty for e
pumrmmsrnn of thesr priee & wdde
dncitimity o it 0f Gotod fandy can
thesrdioty sdverncly et thy corelusines
of sn NGO

o A weak inowledgr ywem m an NGO
mees tht knowiedge sotumulitss o
minthrr wel] docaseesid sod well dowred
s suck cxen, the bipanisatiod. CEnpol

cressy a Sttomy Frpemitory of knowledgr
ot futum referende

2 NGOw aie efies posriy ibilied
ofganieing fundriung sCUvTL

w NGO ofees wile fooes sl iie]
umsiafled homan: fesemices - 8 cumbo’ of
MLl workang o th hemlih wrcios B
stafl with wery litthe health and hrpeeos
knirwledpe. The i also & sood for mone
rPapagrEEaT oYt

# Thar gualisy of wrvacy delorry ind ftakl
cire equipment i NGO1 neadi o be
wrisrmimed sl it dortoiming ol

® Theer ia fraguently & back of mllabonsion
i narworkng among MDY Therd i
exteniive overlipping o veems of

inrerverooan apd therr w linde sharng of
Lnwriedge or rxpermnon.

& The oorw prend of governmand-diiven
NGO, sach = thowe ran by the sives of
hiegh ranking povernmem ofbcids n ofien
problemanie. Such NGOy wad o Face
conflicts of mierest dog to thed wrong
ties wilh the gorernment g0 el &

sflegations of mmansgement of fundy
& Aocepeamcr from, i ooordinetios with,
the povernment feteds fo bmprove. FIT
needs 10 be wndermaber s thay NGOk ey
complement the goveramen: in
ymplementing an effectoer itrategy for
development in the country

4, Crom-cutting Concerns

4.1 Alternative medicine

Irsdigrrarias wned alerrruere meadicies sboukd
b demloped snd estbunaped. A basie
knosladpr of alorraaow ol dhonild
bt part of every mbdical pudent’s cours
requiisreneaiy, | b povernmaees bas iloeady
oo et thos ol by allocanng weam
iw bealth cire idmtmmtream o Bakima
ihough thers it mo et mandands el
wbihy, et donekd wvalissin the praceey of
hulbms Sinee alerrnidiv Eedicies e
wdeyproad socrptance 1o maor parn of
the coumiry, O e prcommesdal thyr n
precticy B trenmroned s danderdined.

4.2 Demand-iide problems

Priscmrniiar iboat thi ibbrioomongs of
th ganienil beabb cire woem 1end o
rrecher proand e gapm m pupply of Bealth
cast werviem and producis The demand
imle of beaith cosr - thait w the covire
and then inpedes - arr frequeath
mepircisd. According = vor paitapant,
rescanch m Badachann and WWTT ihow
ihiit om wwirage. @ dovtoi presciibed
antitersy b 30 of rw purenn mgandhn
of whribet they meodnd thoe o oot Tha
has beem averibated, ) pare, w2 panens-
direen sppituck b0 Festsmenl whick lesdi
doctan m proserobe only what 8 paisenl
idsank b o abw weyin wnthe cotulocting
i thorough medica]l rmaminstion

4.3 Regulatinn

There w g need Tor rogulinon, ceraficanasn
and scossneshil ity wieh segard o btk
NGOs end poveroment healih cane

prectem There o s anmsdane nond for
piuigning 8 reliable agengy with thii

rewpanihil ity

4. Challenges and Solutions with
Respect to NGO Specific Area
of Focuy and Management
Practioes

1.1 Thalissaemia

Service delivery fov thalasaemy patients
in exyremcly marginabized in Pakivian, There
ik sty of NGOs working on thid
beilih hazard ind donor funding b she
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relatively low The prevention or treatment
of this blood disorder is also low on the
priority list of the government's health
policy. Further research on the disorder is
required urgently. In the box on the right
is more information on this disease and
some of the key points brought up by
workshop participants in relation to this
disorder is mention below,

5.1.1 Blood screening and
transfusion-related issues:

® Collection of blood is 2 major challenge
in the treatment of thalassaemia. While
this remains a challenge even in urban
areas, it is a particularly pressing problem
in rural areas, In order to overcome these
challenges, the media has to be engaged to
create greater awareness about the dissase
and to encourage a spitit of volunteerism
in the population to donate blood. In
particular, the relatives of thalassaemnia
patients need to be targeted as they are
potential blood donors and can ensure
that patients get fresh bloed on shert
natice.

@ There is a lack of proper screening
facilities, which results in unsafe blood
transfusions. This iz one of the major
factors why people hesitate in donating
blood. According to one participant:

“Almost 70% of the total population of
Paldstan lives in rural areas, which are
poorly equipped to carry out blood
transfusions or to store blood, This Jack
of safe transfusion facilities results in the
spread of Hepatitis and HIV/AIDS.”

¢ Not only is the storage of blood
problematic but even the transportation
of blood poses several issues. The
establishment of blood banks at close
proximity to target communities may partly
resolve the problem of transporting blood
to geographically remote areas.

e Blood collection centres are not
registered, despite the government having
made their registration mandatory.

o ‘Professional donors’, who might make
up for the lack of blood transfusion centres
in Pakistan have been disallowed by the
government, While it is true that the

(8 Stakeholders’ Workshop

Thalassaemia in Pakistan

* Thalassaemua is @ blood related genenc disorder which -
volves the absence of or errors in penes responsible for pro-
duction of haemoplobm, & profem present i, the réd Dlood |
cells The seventy of the disease depends onthe mumtens mn-

volved m rhe genes, and their interphay: :
' ¢ A haemoglolnn melecule Tas sub-unirs commonly referred to as
alpha and bera Borh sub-units are necassary to bind oxyveen i the
lungs properiy and deliver-t to fissues i other parts of the hody,
Genes on chromosome 16 ate responsible For alpba subunis,
while eenes on chromosome 11 control the producton of beta
subunits, A lack of # parniculir subunit g =

derecomnes the type of thalassremug (e '
a lack of alpha subunits results

=N |

alphi-rhalassemia). The lack of <1111
umits thus corresponds ro grrors in the genes on the appropri
ate chromosomes. L }

» ‘There can be various gradatons of rhe disease depending on
the pene and rthe wpe of muratons. Ir is esnmated thar there

are 8000 million carrrers of Thalassaermia worldwide and 6057 {IIIH(J I'-1.h\ of aftecred
chirldfen every year. Most ¢f these die w early life, often
without a diagnosts or because of madequate beatment.
Prevalence:

& The :alph:r anid hew thalissaemias are the most common

inherited single-gene disordery in the world with the hiph-

est prevalenice. 1a argas where malang wis or sull is
endemic. The burden of s disorder m many regonsas off sucha magnitude thatat wép-
resents a4 major pulilic health concem . |

# Iy Pakisran, around 10 milkon children are affected, Some 30010
700 children are diggnosed with the disease every month. Hvery
yearmore than 5,000 babi¢s who are born wath Thalassaemia major
die hefore reaching their fifteenth birthday due to the unavadabiliss

Bt e

ni prumrl\ sereendd and matcled blood.

i i Bl * [rinstusions wre espensive and bone marmow rreatment \o-«ru up 10
LISSTO0,000 per patient. Thalissaemia major necessitates a blood
transfusion every 15 1020 ciys:

p * Most remote distriots in Pakisran lack awareness of the disease,
1A R as well 45 proper medical facilities, for its preventon and treamment?;
s The map Delow shows regions thar are affected by Thalassaemia.

D,

akrstan: Mae !nn_g o Wiodd Thalessacmun D™ World Vinon Internom), Tl May 2005



concept of professionsl blood donation
15 problemate, it nevertheless means that
an addinonal source of blood donition

feas baso forferted

5.1.2 Prevention measures

required;

# The prevention of Thalassaemia most
be 2 key prionry for policymakers In this
regard, one ares thay requires atenoon (s
pressiant] or genetic counselhng mo make
sure that this hereditary discase s not
pagsed dowh i another generaticn. A
simple Blood test could be made mandatory
hot all couples |ntending o meatty. [n
wddilion, marmiages within fmilies shoubd
be discouraged. According o ane
parmcpant:

“Cousin marrisges ate 4 majos reason fost
the spread of Thalassiemia In order to
ey thi, all the stakehalders in coutln
marrizges should be lnvolved and pre-
marital eoumelling should be prescribod
for coutiny intending 1o marey”

5.2 Reproductive Health:
Reprodoctive health is defined as:

A state of complese physical, mental snd
social well-berng and por mesdy de absence
of disease oronfirmity, 0 all matters
rebatmg to the reproductive systen and to
its Frnctions and proossses. Reproductive
health therefore implies that people are
sbhle to have 3 satisfring and safe sex life
and that they have the capability o
reproduce and the freedom to decide if,
when end bow often o do so; Implicis in
this last conditan are the right of men
and women o be informed of, and 1o have
acocens bo zafe, effective, affordible and
soceprable medhods of fanuly planming of
ther ciodes, as well 23 other 'methods of
therr chotee for regulation of Emlbry which
are not agaihat the low, and the nght of
sccess to-approprare healthcare services
that wall enahle woanen to go afely through
pregoancy and childbrth and provide
vouples with the bes chance of having &
healehy infant®,

5.2.0 Maternal Morality

# Most participants were very aribcal about

the role of the governmeny in sddressing
Pakistan’s high maternal morealiny rate
According 1o one governmednt officiil,

'ﬂmﬂrm;mmﬂ.mpu&nmﬂn:
in goveenment bowpitels wis
respect bo maternal care’.

& [t was commonly beliewed that the
governmend s feplecrad tha laoe becaise
in the cultzral conset of Pakistan, matermssl
care and reproductrve health mose generally
spraking, 15 connectid (oo sensifive [opice
auchas women's sexuality and seprodisctive
righte In the wortds of ane participant

*Ihe government is well swate of the lssues
cancerning maternal mormality but tendy 10
conveniently brush them aside inscead of
seddrersing them, There is slio the pelitical
pressure from theologisns end conservative
Ilamie groups, which makes the

gevernment take 5 conservative fance on

this problem. From the distribution of
condam 1o iptesding awarencn sbout the
reproductive rights of women, the
goseanment hus cartisd st Lhese

halfheartedly snd defenrively’,

5.2.2 Funding:

= A mapr porson of the funding for famidy
planning campaigns comes from
mteTnatsonal domors, This haz made such
camipaipnd very vulnerable o e dhifting
tremcds i donor arcles and changing pulsiscl
conditiond. Mo tecenly, for example, the
LIS pevernment has cut down its funding
foot famdbeplanming m Pakbran, Some critics
believe that thiv i3 connected o the
conservative polincal views of the correm

Republican regime in the LIS
5.2.3 Service Delivery

Drevalution Reforma (2000) in Pakistan
have had an impact on & mnge of services,
including the gonernment’s public health
programmes. These devolved governmen
srruciutes have further complicated the
roler and responsibilities of different tiere
of gevernment in ierms of health services
delwery. According to one parficipant,

*There it & need to have & holbsic plan of
sction with 3 demarcation of clear roles for
ﬂ::ﬂ.tuhhldmhmhuﬁh

# Comparable baseline vtistics on key
repridductive health indicators 13 missing
Thii poses 4 problen for policy. making
and. discourages negd-based resource
allocarvon.

5.2.4 Gender

& Acces o reproduceive heshih services 5
compromised nol only because af
inzdequite tesources bur abve due ko
cultural constraints such a8 women's fow
empowerment. Ad s marginelized proap
i society, women &re not ahle to eeroiss
great controd over thesr own sexualiny and
feproductere. health, This bas 3 direcy
impact an thewr abilicy to access these
SEFVICES:

"Women are aften contiolled by their
husbands ot their in-lows. Frosqueently, they
miuqtmh;pﬁmanm:hhhm
abaut family planniog and have 1o seck
petminsion befise taking any step in this
direction’,

& In additon to lady health waorkers, the
government should also use male health
wotkers in th interventiode Men zee offen
in positions of poeer, and male kealih
workers can establish dialogue with them
in their warget communities v case iherr
awareness shout these dssum and (o
encourages male parucipanon o family
planning strassgien.

# Keproductive heabth needs wo be soalveed
from & woman's pETspective = § WOman's
satisfaction with suggestod family planning
fechmigues should be tsken into accoynt

£2 8 Adileicener

® Even though there are social taboos that
discourage adolscents to discuss sexually
and reproductive health wiues, the
povernment muss target this group and
faide awarcness among them it g voung
age One wayof doing this would be 1o
incarporete reproductive health inoscheol
and college curniculd

+.3 HIV/ALDS

Pakistan has & narrow window of
GRPOTIEHILY [0 ac) immediately and

WCPD Programeme of Actine, ASCOMEDY 13,
parsgraph 1.3
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decisively to prevent a2 widespread
HIV/AIDS epidemic. Although the
estimated HIV/AIDS burden is still low -
around 0.1 percent of the adult population
(suffers from AIDS) - the threat due to risk
factors is significant. Without vigorous
and sustzined acton, Pakistan runs the
risk of experiencing the overwhelming
social and economic impact of 2 full-blown
HIV/AIDS epidemic. In recognition of
this threat, the government of Pakistan
has decided to scale up and strengthen its
National AIDS Control Programme. The
Government of Pakistan has developed
and endorsed a national HIV/AIDS
strategic framework, which needs to be
prioritized and operationalised for a
significant expansion and scaling up of
the programme in selected areas’

5.3.1 Awareness/taboo issues:

AIDS in Pakistan

Thefirst case of ATDS v Pakistan citizen was reported
i 1987 in Lahore. Dunng the late 1950s and 19905, it
became evident thay an increasing number of. Pakistanis,
mostly men, werd becoming infecred with HIV while
living or travéingabroad, Upon their reruen 1o Pakistan,
some of these m.‘t}a‘um:rml}' infected their wives
wha, in spme cases, pMd ﬁlﬁbug the mfecnon to thesr
children, In 1993, the first recognised rmansmission of
HIV afecnon through breastfeeding an Pakisman was
reporred w the cry of Rawalpindi. During rhie 1990s, cases of THV and AIDS began to
appear among groups such as commercial sex workers (CSW3), drug abusers and jail in-

mates. The increased rates of nfection among these groups are assumed 1o have facili-
tated, ar least to some extent, 4 further thssemuation of HIV into the general pt'r]ml:mun.
Like in-most of the region; the esumared FIV prevalence remams low at about 0.06 per
cent 0f the population. Cases have been reported from all provinces, bur they appear 1o
have been confined mainly to people engaged in high-risk hehaviour. Most of the -
tecred persons belong to the 20 ro 49 years age group. Unnl 1993, mosr mfecnons were
derecred among foreioners and in Pakistam cinzens returming from abroad. Though het-

‘ erosesudl route s the most common, infection through contarmnared blood and hlood
® The primary obstacle to the success of 8

the AIDS prevention programmes is the
criticism that the programmes face from
religious clerice. A resolution to this issue
is the invalvement of these theologians \

products and through TDU s also prevalent,

Since the official recognition of the first cage in 1987,
'rlw number of officially reported HIV infecnons and AIDS cases
has grown 1o 1699 (as of Seprember. 2000). Heterosexual transmission

and religious leaders so that they can assist
in creating public awareness. However, at
present there is a lack of political and
religious commitment to prevent the spread
of the HIV/AIDS virus,

® There is great shame and stigma attaches
to the virus which hinders those affected
from seeking medical help. Patients require
counseling as well as confidentiality in pre-
and post-testing procedures,

e Different myths about AIDS (such as the
idea that AIDS is only spread throngh
sexual practices) need to be dispelled.

5.3.2 High-risk population:

¢ Drug addicts, prisoners, and sex-workers
constitute a high-risk populaton. Drug
addicts, for example, often share the needles
and syringes used to inject drugs and this
frequently leads to the further spread of
the infection. Research also shows that
prisoners are highly susceptible to infection
since they ltve in a closed environmentand
often use drugs and sex to vent their
frustrations. Sex-workers are another
: :

e

Stakeholders’ Workshop

sceuunts for the majontyy. (37%) of reported FITV cases, with the next

most frequent mode of tansmission. (18%) being related 10 mfecton

through conraminated blood or blood prodicts The

remundler of the reporred HIV

cases are hinked warh infecrion throngh injecting drug use (4%), homosexual or hisexual
sex (6%0), and mother o child ransmussion (1.3%). Transoussion modes for 353% of the
reporred HEV cases are inknown. Unfortunarely, miost observess believe that the number
of reported cases represents only the "tip of the iceberg”, and thar the number of acrual

cases muy be far grearer than otheul reports suguest.

While IV prevalence appeas ta be low i Pakistan at
present, the presence of 2 number of vulnerahilines
and nsky behavioural pitterns suggest the need for
urgent,, prontized, and coordinated acuon to curtl

the emesgence of 2 widespeead epidenne. Poverry, genders mequalines and low levels of

HIV A AIDS

everyone s concearn

UNDERSTAND | PREVENT| ‘

etlucarion and literacy all contmbute 1o HIV vulnerability in Pakstn. Other, related fac
tors thay can increase vulnerability ur the individual fevel include unemployment, social

‘exclusion or margnalsauon, physical and/or mental abuse, and gender-Dasad diserimini-

fBon.
Figures Value Year
Estimated Number of HIV cases (Aduls and children) 74000 2003

73,000 2003

 Adults (1549 years

U T




vulnerable group and a special effort needs
to be made to raise awareness amongst

them.

5.3.3 Prevention:

The government health care system with
regard to AIDS is cure-oriented. There is
a need to shift the focus to preventive
measures and strategies, Furthermore, the
issue of non-detection/non-reporizd cases
of AIDS must be dealt with by creating
greater public awareness.

6. Possible Avenues for
Collaboration Within and Across
NGO, Government, and Donor
Sectors

» Government policies concerning health
care systems are fragmented, poorly linked,
and poorly prioritized. There is a need for
the creation of better, reliable and more
consistent knowledge, through baseline
surveys and research that can be carried
out through formal as well as informal
networks.

s Different models for public-private
partnerships need to be analysed and
discussed. According to one participant,
public-private partnerships need to be
implemented at multiple levels: at the level
of policymaking as well as service delivery.
# There is a research bias among the older
generation of researchers, and therefore
new researchers should be encouraged and
supported in their research initiatives in
order to eliminate this bias.

7. Future Role for LUMS

® LUMS needs to expand its image from
that of being a mere businessschool to an
institution which also engages with the key
development challenges facing the country,
It needs to streamline its development
research projects and to create better
linkages with other institutions working
within the development sector.

» LUUMS should encourage increased student
participation in development research
projects, which could perhaps be
incorporated as a mandatory course
requirement at both the undergraduate as
well as graduate levels.

Frontiers of Hope: The Pak District Comprehensive
Eye Carc Programme Story

1. Introduction

Globally, it is estimated that there are about 40 million |5
people who are blind, The majority of these are needlessly ’ '

blind due to conditions such as cataract, refractive error Y
and low vision, trachoma, River blindness and childhood | Q’
blindness. See boxes for more information on these diseases.

Blindness is a major public health problem in Pakistan. It &

is esumated from recent nationwide surveys carried out by the World Health Organmlmn

(WHO) and the Government of Palistan that the prevalence
of blindness in the country is about 1% - i.e one out of
every hundred is blind in both eyes - according to the
| criteria established by the WHO.

| 'The WHO, together with the International Agency for the

| Prevention of Blindness (IAPB) and several international
NGOs developed global strategy for Vision 2020: The Right to Sight — that aims to
eliminate avoidable blindness by the year 2020. In May 2003, the World Health Ascembly
passed a resolution urging member countries to implement Vision 2020 at the country
level, With an aim to test the strategy of Vision 2020, the Pakistan Instityte of Community
Ophthalmology in Peshawar, in cooperation with Sight Savers International and the
Buropean Commission came up with a proposal to develop comprehensive eye care in
seven agencies of the Federally Administered Tribal Areas (FATA) and three districts of
the North West Frontier Province (NWFP).

2. The Groundwork for Vision 2020

Professor M. Dawood Khan, the chairman of the Pakistan National Steering Committee
for Prevention of Blindness, rector of the Khyber Institute of Ophthalmic Medical
Sciences in Peshawar and a visionary behind the District Comprehensive Eye Care
Programme in Pakistan, states:

The districts that were chosen (for Vision 2020) were according to their economic
indicators, hence those districts with the worst social economic indicators were chosen
for intervention.

The Pakistan Institute of Community Ophthalmology (PICO) is the public branch of
the Public Institute of Ophthalmic Medical Sciepess. Dr M. Aman, the executive director
of PICO elaborated on the elementary research that was carried out to pave the way for
Vision 2020

We started 2 primary research to observe the barriers and obstacles at the district level
ta see why aphthalmologists were doing badly. To our utter surprise we found that they
did not have any trained paramedics to help them in outpatient operations and in the
wards. Human resource development in training ophthalmologists at the district level
15 extremely important and without such development, rural districts would not have
been able to deliver the services that they were supposed to deliver.

The district as an administrative usit with a defined population and health services
structure lends itself as an appropriate geographical area where an eye care programme
could be implemented, effectively monitored, detection and referral network established
and the overall impact determined. Within the district, there is usually a district
headquarters hospital, which may or may not have an eye unit. The plan of the Pak
District Comprehensive Eye Care Programme (DCEC) was to upgrade existing facilities
and to establish new ones where none existed. Each district eye unit was given 2 separate
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operation theatre, an independent outpatient clinic with 2 waiting area and a separate ward for patients with eye problems,

The district eye unit is staffed by a district ophthalmologist and assisted by ophthalmic assistants called ophthalmic technicians who
have received a one year training at PICO. The district headquarters hospital is usually located within an urban centre, while most
of the population of that district resides in rural areas. Awareness about eye health diseases in villages is often poor — many community
members do not have confidence in existing health facilities.

3. Important Stakeholders

For District Comprehensive Eye Care Programme to function effectively, it is important to recognize
the other stakeholders within the district. These include, among others, community groups like the
Jirge which is a rural assembly that takes decisions by consensus. These comprise of influential
members of the community, who discuss and solve issues related to the welfare of the community.
They are also important in mobilizing resources and adopting cost sharing practices for meeting |
with the cost of surgery for poor people. Other key actors in the district include district administration :
and health officials. It is vital that they are sensitized early in the Programme and their cooperation is ensured.

4. Monitoring and Program Management

However, no programme can be expected to propel itself on its own without a system of monitoring and programme management
in place. A comprehensive eye care training or CECT is composed of a programme manager, an administrator and biomedical
technicians providing logistic support to maintain the momentum of the programme and ensure that the objectives are achieved.
Dr Nadeem, the Programame Manager states:

To highlight a few success stories of the Pak District Comprehensive Eye Care Programme: the M e E
infrastructure development in the hard-to-reach FATA and remote regions of NWFF, and the ;
materialization of the process of reaching the unreachable. The sccond success is the supply
and provision of logistic technological support to those units where the programme has been :
implemented. The third achievement is the development of human resources for implementing
this programme. Another big achievernent is the linkages that it has developed among the districts .
health staff, the provincidl leaders of the health system, the local community builders, the [EM
NGOs and the political and social elites of the communities in these areas. :

Average Year by Year Growth per District
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Advocacy 1s an imperative factor for Vision 2020. One of the major problems confronting the very
poor in this region was the cost of an intraocular lens used during cataract surgery. In many cases, the
cost of the lens was more than 2 menth’s earnings. PICO pursued the issue of cataract surgery for the
poor with the provincial government and was successful in obtaining government grants to purchase |
intraocular lenses and other consumables for the poorest of the poor in
seven agencies of the tribal areas.

5. Evaluation of the Impact of Vision 2020

A programme is only as good as the impact it makes. The fipure on the
N previous page illustrates an incremental increase in the uptake of services
and is an indicator of the community’s confidence in the eye units.

The other major impact that this programme had was on gender and
development, a5 seen in the graph below

Initially, the access to services for women was lower than those for men. However, by the fourth year of
= the Programme, the uptake of services by women exceeded that of men. This was made possible by
bringing the eye care services closer within the district and by creating an effective detection and referral
: : pathway through primary eye care as part of primary health care,

To recapitulate, the main components of the District Comprehensive Eye Care Programme include:

e Strengthening of infrastructure

e Supply of essential equipments

& Human resource development for primary and secondary eye care

 Developing cataract surgical services as part of disease control

» Increasing access to eye care services for marginalized groups

» Increasing equity in terms of quality of eye care for all

» Enhancing coverage through outreach screening and community eye care

» Community Mobilization in cost sharing and increased uptake of services

» Advocacy for government ownership

» Sustaining development through institutionalization within the existing government health structure
® Partnership with other organizations

300
250 —
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Dr Haroon Awan, the country representative of Sight Savers Inteenational has been closely
associated with this Programme, commends the success of Vision 2020:

Thiz Programme depicts a unique partnership in eye care thet has led to the development
of the District level Eye Care Programme as a demonstration model for the government.
Its wider impact is clearly evident in terms of its replication in over fifiy districts of the =
country. The DCEC Pragramme provides a platform on which additional layers of capacity
can be added for other elements of Vision 2020, such as childhood blindness etc.

Profegsar Khan adds that

The concept of comprehensive degree - that is taking care of the preventive needs, operational needs, curative
. needs and rehabilitative needs has become very popular and is the basis now for eye health care delivery in
B4 almost all the developing countries of the world.

Some of the main challenges that fisture Pak District Comprehensive Bye Care Programmes will have to address
include: reaching the unreachable and how to develop effective networking and better coordination hetween
§ eye care services, rehabilitation for the incurably blind and education services for children who are blind or
visually impaired.

Acknow[ndgcmmm'lhsreportmbmd on the documentary ‘Frontiers of Hope', produred by The Pakistan Institute of Community
Opthamalogy (PICO), in 2004, in asociation with Sight Savers International, and presented at the Consultative Workshop: The Role

of NGOs in the Health Sector of Pakistan, LUMS-McGill Social Enterprise Development Programme.

Onchocerciasis (River Blindness)
What iz Onchocerciasia?

Onchocerciasis is an eye and skin disease caused by 2 worm (filaria) known scientifically as
onchocerca volvulus, It is transmitted to humans through the bite of a blackfly (simulium
species). These flies breed in fut-ﬂumngstrumsmdnvmmcrmmgthenlkofhhndnmtu
individuals living ncarby, hence the commonly known name of ‘river blindness”. Within the
human body, the adult famale worm produces thousands of baby o latval wormns which migrate
n the shin and the eye

What arc the consequences of the discasc?

The death of larval worms is very toxic to the skin and the eye, producing ternible itching and various eye manifestations (lesions).
After repeated years of cxposure, these Jesions may lead to Irreversible blindness and disfigurative skin discascs sometimes named
"leopard” skin and "lizerd’™ skin,

In some West African communities, about 50% of men over the age of 40 years had been blinded by the discase. Finally, people
fled the fertile tiver valleys to settk in less productive upland country, Henee the annual cconomic losse were estimated, in the:
1970s; at US$ 30 million.

Where is onchoorrclasis distributed?

The distribetion of onchocerciazis iz linked to the location of blackflies which are naturally
found close to the fastrunning streams and rivers in the inter-tropical zones. Therefore, about
9% of the disease ocours in Africa. Onchocerciasts is also found in six countries in Latin
America and in Yemen in the Arabian Peninsula, whete the discase is believed to be exported
by the slave trade.

Source: World Health Organization, 2005
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Trachoma
The Discase and how it Affccts People

Trachoma is an infection of the eyes that may result in blindness after repeated
re-infections. It i che world's leading cause of preventable blindness and oceurs
where poople live in overcowded conditions with limited access to water and health

Care.

Trachoma spreads easily from person to person and is frequently passed from
child to child and from child to mother within the family, Infection usually first
ocouss in drildhaod but people do ot became blind until adulthoad. The disease
progresies over years as repeated infections cause scarring on the inside of the

eyelid, earning it the name of the ‘quier disease’, The eyelashes evenrually turn in This causes rubbing on the cornea at the Sont

Scope of the Problem

The World Helth Organization (WHC() estimates that six million worldwide are
blind due to trachoma and maore then 150 million people are in nesd of trestment

Interyentions

sanitation, reduction of fly breeding sites and increased facial cleanliness (with
clean water) among children at risk of discase, The scaring and yisual change for
trachoma can be reversed by a simple susgicul procedure performed at village
level which rewverses the inturned syelashes,

of the eye The cornea becomes scarred leading to severe vision loss and eventually blindness.

The Cause

Trachoma is caused by an organism called Chlamydia trachomatis, Through the discharge
from an infected child's eyes; trachoma is passed on by hands; on clothing, or by flics
that land on the face of the infacted child

Trachoma oconrs worldwide and meost often in poor rural communities in developing

countries. Blinding trachoma 15 widespread in the Middle East, North and Sub-Sahara
Africa, parts of the Indian subcontinent, Southern Asia and China, Pockets of blinding

trachoma ncurin[ahnﬂmmﬂumﬂu (among native Australians) and the Parific Islanda

Good personal and environmental hygiene hag been proven to be successful in
combating trachoma Encouraging the washing of children's fares, improved areess tn water, and proper disposal of human and
animal waste hag been shown to decrease the number of trachoma infections in communities.

Source: World Health Organization (WHO)

Trachoma has blinded
an estimated six million
people, and a further
146 million people are
infected with the

discase.
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Appendix 1

List of participants attending
the stakeholders’ workshop.

Government:

1. Dr. Sarshar Ahmad
Chief Chemical Examiner,
Government of Punjab

2. Dr, Darakshan Badr
Director MCH,
Government of Punjab

3. Dr. M. Safdar
Government of Punjab

Donot:

4. Mr. Nawazish Ali Khan Asim
National Trust for Population Welfare-
NATPOW, Islamabad

5. Mr. Rafiq Jaffer

Chief Pakistani Consultant
GeoSpatial/SALASAN

Program Monitor and Technical Advisor
CIDA Democratic Governance Program
Lahore

6. Mr. Niazullah Khan
Programme Officer

Sight Savers International (UK)
Pakistan Country Office
Islamabad

7. Amer Hilal
TVO - Trust for Voluntary Organizations
Islamabad

NGOs:

8. Mr. Aijaz Ahmed

Joint Secretary

Human Friends Welfare Association
District Jacobabad, Sindh

9. Dr. Shahzad Rashid Awan
Chairman

Ahsas Welfare Association
Peshawar City

10. Mr. Abdul Hameed Blund
President

Shehri ljtamai Taragiati Council
SHATAC Complex Street,

Stakeholders’ Workshop

Mandi Baha Ud Din, Punjab

11. Mr. M. Anwar Choudhry
MPH

12. Ms. Kaniz Fatima
Program Manager
De Laas Gul Welfare Program

Peshawar

13. Ms. Insha Hamdani
Senior External Relations Manager

Marie Stopes Society
Karachi.

14. Dr. Mian Iftikhar Hussain
Executive Director

Health Promotion Welfare Society
Peshawar.

15, Mr. Malik Jamil
Convener/President

Children Education 8& Welfare Society
CEWS-Renaissance of the Nation
Lahore

16. Mr. Shujjat Ali Khan
Health Programme Officer
Swath Youth Front
Mingora Swat,

NWEP

17. Dr. Parveen Azam Khan
President/Director
DOST Welfare Foundation,Peshawar,

18, Ms. Bushra Khanum
Regional Operations Manager-Punjab

Marie Stopes Society
Karachi.

19. Mr. Zaheer Khattak

CEO

United Rural Development Organization
Peshawar Cantt.

20. Mr. M. Rizwan Lateef
President

Rehber Foundation

Distt: Khushab, Punjab 41100



21. Dr. Akhrar Malik

Chairman

Healtha:Education Relief Association
Lahore

22. Dr. Ashfaq A Malik
President

Karsaz Eye Welfare Association
Lahore

23. Dr. Andreas Matt
SOS Children’s Villages
Lahore

24. Ms. Tasnim Mian
Executive Member
Lahore Hospital Welfare Society

25. Dr. Mohammed Naeem

President

Sukkur Blood And Drugs Donating Society (SBDDS)
Sukkur, Sindh

26. Mr. Syed Qamaruddin
President

DARES Society for Health Care
Quetta

27. Mr. Mohammed Qazi

Senior Administrator
ShamsShahabuddin Convalescent Home
Mayo Hospital, Lahore

28. Ms. Rehana Rashdi

Director Programs

Pakistan Voluntary Health and Nutrition Association-PAVHNA
Karachi

29. Mr. Allah Nawaz Samoo
Thardeep Rural Development Program
Siran Mithi, Sindh

30. Brigadier Dr. M. Sarwar
Pakistan Thalassaemia Welfare Society
Rawalpindi

31. Mr. Khalid Shafee

Chairman

Sindh Health & Education Development Society, SHEDS,
Hyderabad, Sindh

32. Mr. Wafadar Khan Sundrani

President

Shaheed Shah Nawaz Khan Memorial Social Welfare Association
Jacobabad

33. Ms. Ayesha Wasim
Executive Member
Lahore Hospital Welfare Society

34. Mr. Imran Zafar

CEO

Greenstar Social Marketing
Karachi.

35. Bilal Aziz

Coordinator Trainings

BLCC -Bunyad Literacy Community Council
Lahore

36. Emmanuel Rafail
Sindh Qauwmi Welfare Association
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In-depth Interviews with  [&'%
Key Informants

1. [ntroduction

In order to further strengthen its data gathering process, the NGO Pudse team conducted
irrdepth interviews with health NGOs in Lahore, Karachi, Quetta, Peshawar and Istamabad.
The team employed a semistructured format for these interviews and most lasted for
an hour. Though specific questions were planned for each interviewee, yet the team was
open to discussing new insights and directions pertaining to health issues. In total, 25
interviews were carried out.

‘This chapter looks at the role of NGOs in providing health care in Pakistan through
the lens of these interviews, This chapter has been divided according to the salient themes
that emerged duning this procsss of data collection; the role of NGOs and the government;
reflections on public-private partnership; the challenges facing the health sector; and
important lessons learnt. Hers, it should be noted that although all the interviews were
transcribed, all of them could not be represented equally in this chapter due to the
limited scope of this report. Hence, for example, some interview extracts were excluded
to avoid repetition in terms of content. Other extracts have also been excluded which
were specific to an NGO’s own experience that their valence for a wider audience was
lost. Thus, a balance had to be maintained between generalization and specificity.

There are essentially four kinds of NGOs:

1. Political NGOs: Their distinguishing features are advocacy, political resources and
political linkages,

2. Bureaucratic NGOs: They follow a rigid, non-flexible structure,

3. Humanistic NGOs; They are flexible, non-bureaucratic and participatory, There is a
focus on consensus tearn-building,

4, Symbolic NGOs; They work to serve a noble cause e.g. in churches, mosques etc,
Examples include the Edhi Foundation and the Aga Khan Foundation.

Finally, though the chapter is organized around the four key themes mentioned above,
each time a new interviewee is introduced, a profile of his or her NGO is provided for

the reader in order Lo offer a better context for the interview. A summary of key points
is presented at the end of the chapter.

2. Theme One: The Role of NGOs and the Government

® What constitutes the separate role of NGOs, and where does their responsibility end?
e How do we demarcate the boundary between the role of NGOs and that of the
Gowvernment?

@ What constitutes a feasible division of labour between the two in achieving key
development goals in Pakistan?

¢ How can NGOs better facilitate the government?

® Can they really fill severe gaps in service delivery of health?

In this section, some of these concerns will be analysed.
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D Yasmin Rashid

Managing Director - Jehandad Society

General Secretary — Thalassaemia Society of Pakistan

Patron - Alzheimer’s Pakistan

Dr Yasmin Rashid is 2 gynaecologist, a medical professor and 2 prominent member of
three NGOs: Jehandad Society, Thalassaemia Society of Pakistan, and Alzheimer’s Pakistan,
These NGOs raise both, awareness about thalassaemia and deliver health services. The
Thalassaemia Society, of which Dr Rashid is general secretary, is a purely medical centre,
as opposed to the Jehandad Society, which has a much larger mandate and is actively
engaged in providing aid to thalalassaemia patients. Dr Rashid is also the patron for
Alzheimer’s Pakistan and has recently started a day care centre at the Mayo Hospital,
Lahore for the old and needy.

According to Dr Rashid, NGOs in Pakistan have an extremely important role to play
in the country’s development but to this date this sector has not fully realized its potential.

*Of course NGOs have a very important role to play in Pakistan, If you look
at the role of government in health care it has not been satisfactory. Even the
government’s primary health cere system is not entirely in place and they have
bad a tough time grappling with some basic issues such as reproductive health,
family planning and infant mortality. So by the time you talk about special
diseases like Thalassaemia you really see the importance of NGOs. However,
the NGO sector is also not coherent, And [ think this is a major problem®,

Elaborating on this lack of coherence in the NGO sector she explained:

“Sometimes I feel that while we are quick to criticize the government, we need
to also see the gaps and shortfalls in the NGO sector. And if we say that the
government's health policies often lack coherence, that there is duplication,
and lack of an integrated policy, then how do NGOs compare? There is also
vertical duplication amongst NGOs. I think they could really benefit from
more collaboration and linkages between themselves so we can spend our
limited resources in the best way possible”.

Faisal Shafique

Project Manager - AMAL Human Development Network

AMAL has been working for the past ten years in Pakistan, tackling the causes and
treatment of HIV/AIDS, Its health education programme focuses on HIV/AIDS and
gender.,

AMAL focuses on capacity building in the development and social sectors through T
training workshops and the development of training manuals. The NGO also runs
several community outreach and health education outreach programmes AMAT's Youth
Empowerment Services (YES) programme has been recognized by UNICEF as a "best
practice’ project. Recently, AMAL has been assigned a project to help commercial sex
workers under the National AIDS Programme,

When asked about the role of NGOs in the health sector, Mr Shafique felt that NGOs
could certainly prove useful where gaps in the government’s capacity could be identified.
For example, if the government is only covering government schools to raise awareness
about HIV, NGOs could cover private schools. According to Mr Shafique,

“NGOs can plan at a smaller scale and hence be more effective as opposed to

the government that tends to have 2 mega approach. Often our social
mobilization skills are better and we have strong linkages with the community™.

Indepth Interviews




“Motherhood cannot be safe
ontil women are allowed to be
more than mothers and
properly valued and respected
by their familics and by society.
Discrimination against women
and girls in terms of nutrition,
health care, education, and
employment opportunities
must be eliminated, and access
to reproductive health,
including family planning

information and services, must
be guaranteed.™
D, Nufis Sadik, Exccutive Director of
UUNFPA.

Each year close to 600,000
women - more than one woman
every minute - die from
complications related to
pregnancy and childbirth. In
addition, these complications
contribute to more than three
million infant deaths within
their first week of life and
another three million
stillbirths,

Source: WHO, UNFPA, UNICER
The World Bank

He also suggested the possibility of forming partnerships with the government and the
integration of public-private programmes — a theme which will be covered later on.

Dr Zia
Advisor: Marie Adelaide Leprosy Centre (MALC)

The Marie Adelaide Leprosy Centre initiated work for leprosy patients in Pakistan in
1960. By 1990s, the incidence of leprosy in the country was reduced considerably, MALC
has played a central role in this transition under the dynamic leadership of Dr Ruth
Pfau,

Today, MALC's main areas of intervention in the health sector include leprosy and
tuberculosic and provides nationwide, free-of-cost treatment to underprivileged patients,
98% of the 50,000 tuberculosis patients that MALC treats every year receive free treatment.
The MALC also pravides training to paramedical staff for tuberculosis and leprosy,

Dr Zia feels that there is certainly a "gap’ between the supply and demand of health
services:
“If we look at our own work, there is virtually no presence of the government
in the field of leprosy in Baluchistan and Sindh. But NGOs can go in and
target even the most remote areas. Once again, we can frequently provide
special expertise for specific diseases, This is not to say that the government
should be left out Certainly not. [n 1968, MALC invited the government of
Pakistan to undertake a National Leprosy Control Programme in partnership
with MALC. And that was a success. So much so that in 1996 the World Health
Organisation declared that the disease had been controlled in Pakistan®

Dr Zia maintained that NGOs had an important role to play in facilitating the government
and to sometimes pave the way for the treatment of particular diseases and special
campaigns.

Fauzia Matloob
Manager Operations - PAVHINA (Pakistan Voluntary Health and Nutrition Association)

PAVHNA is a consortium of nearly 30 NGOs and CBOs (small community based
organizations) as its members, working in the development field in Pakistan. In 1979
it started as a motherchild nutrition programme. Today, it has evolved into an organization
that deals with family planning, reproductive health, ante and post natal care, STIs and
STDs (including HIV/AIDS).

PAVHNA is working in the *poorest of poor’ areas in both urban and rural centres like
Korangi in Karachi, and Larkana. Recently, PAVHNAS main focus has been on HIV/AIDS
in children in Karachi. PAVHINA works with 17 partners and each NGO covers
approximately 140,000 people in specifically demarcated areas. Staff includes Lady Health
Visitors (LHVS), helpers, and sessional doctors. PAVHNA also lays importance on health
education for males, as a result of which, male talking groups are held.

According to Ms Matloob, NGOs should take some of the pressure of providing health
services off the government. She sees the NGO sector as a system that can support the
government and its health initiatives;

"I don't think that NGOs need to necessarily restrict themselves to spreading
awareness only. We know that the government cannot cater to all the demand
in the country.”

According to Ms Matloob, the role of health NGOs should be twofold:
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“We have to continue with advocacy work. And we have to continue to lobby
with the government. I agree that the problem in the public health care system
is not just one of inadequate funding. Even if the allocated budget was well-
spent we would see remarkable improvements in the public health system. So
obviously there are also endemic problems of corruption and mismanagement.
As civil society actors, we must form a pressure group and raise our voices
against thie At the same time, we cannat fust sit and wait. If we can intervene
directly by providing health care facilities we must do this”.

PAVHNA currently caters to the health needs of 2.5 million people in Pakistan:

*We currently have 34 community-based clinics and 3 surgical centres and at
the same Hme we provide the government with data that can help them in their
own work”.

Rumi Dossal

Chief Operating Officer - Fatimid Foundation

The Fatimid Foundation was extablished as an NGO in Karachi in 1979. It deals with
Thalassaemia, Haemophilia and other blood related disorders through therapeutic
management, It also handles blood management, which is the pracessing of blood
compenents for patients, Fatimid Foundation has a strong presence in Karachi, Lahore,
Multan and Peshawar and intends to expand to Quetta, while their blood-banking network
is nationwide with an emphasis on urban areas,

The Fatimid Foundation handles 70% of all Thalassaemia patients under treatment by
Pakistani NGOs. The Foundation has 8,000 Thalassaemia patients and 3,000 haemophilia
patients under treatment.

According to Mr Dossal the role of NGOs in health is more important than that of the
government or the for-profit sector:

“Currently, I feel that NGOs are more transparent than either the government
or the private company set-ups. They tend to have better management practices,
Our role is critical in catering to the health needs of communities in Pakistan”

Mr Dossal, used the example of Edhi Foundation to elaborate his point:

“This particular organization’s outreach and effectiveness is so great that hospitals
are extremely dependent on Edhi ambulances and the entire health system
would collapse if Edhi shut down.”

According to Mr Dossal, the Fatimid Foundation also provides a similarly critical role in
the health system in Pakistan:

“It is estimated that Pakistan requires more than 4000 units of blood everyday,
We transfuse around 10,000 bags of healthy screened blood and blood products
every month to registered patients, As you can imagine, blood transfusion is
one of the basic needs of any medical and health system. But the government
lacks such a network. And commercial blood banks are susceptible to all kinds
of unethical practices, Under these circumstances, NGOs and Foundations like
ours are really providing some of the basic support to the public health system”,

3. Theme Two: Reflections on Public-Private Partnerships

Having looked at the views regarding the individual roles of the government and NGOs,
informants were urged to reflect on the possibility of collaboration between the public
and private sectors in terms of health service provision. The questions asked drew forth
2 myriad of responses, noted here:
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Mr Iman-ullah

\ |Concern Pakistan

Concern Pakistan is an Irish NGO that started working in Paldstan in thel960s in response
to the Afghan refugee crisis. Gradually, they have also initiated programmes in the areas
of HIV/AIDS, advocacy, micro-financing, health and livelihood.

Their interventions in health include hygiene issues on a community level, providing
Traditional Birth Attendance service (TBA), helping the government and other NGOs
with the National Immunization Programme, and growth monitoring in children.

Regarding public-private partnerships, Mr Imanullah felt that this was of great potential
importance:
“Yes, 1 do think that looking to the future, this is of critical importance and we
need to start thinking systematically of good models for publicprivate partnership,
Currently we see that the government is working closely with many education
NGOs, Why cant we take the initiative in terms of health?”

Mr Imanuallah pointed out that there are several reasons why public-private partnerships
have not become a trend in the health sector:

“I think there is great hesitancy on the part of the government. A partnership
means both parties have to share information, dizlogue aver management styles,
budgets and so on. And perhaps this does not suit some government departments.
Having said that, I think many NGOs also feel that this may complicate their
work and that they would be better off carrying on with their mandate without
what they perceive as ‘interference’ of the government, But I think these
perceptians need to change, We need to create that change”,

When asked whether particular governmental regimes create more enabling environments
for public-private partnerships than others, Dr Rashid replied that the issue of which
regime was in power was insignificant:
“I have been working for decades in this field and I really did not feel that one
governmental regime was more favourable than another for either NGOs or
parinerships, The real problem with the government is that they have the fiinds
but do not know how to allocate them propetly. Let me give you an example -
I received a grant from the government for one of my reproductive health
projects. But they put so many excessive stipulations that spending this money
became a nuisance. I would rather not get such funding This is when collaboration
with the government can become troublesome.”

Nevertheless, Dr Rashid maintains that public-private partnerships can be immensely
productive if implemented efficiently. One such parmership is in operation at the Sir
Ganga Ram Hospital in Lahore under the guidance of Dr Rashid. The Thalassaemia
Society of Pakistan (TSF) has st up a Thalassaemia Centre at the hospital. TSP contributes
a doctor and medicines for thalassaemia, whereas the hospital provides electricity, a rent-
fiee place and sbares other municipal facilities such as water and telephone lines. In
addition, some of the more critical patients at the Centre have access to specialized care
at the hospital.

“So if a patient of ours goes into cardiac arrest, we can actually send them to
the ICU at Ganga Ram. This is one of the many advantages of such partnerships”

Dr Rashid also shared some of her other experiences with collaboration and partnership.
Since the 1980s, the Ganga Ram Hospital had stopped serving food to patients. Under
her guidance, the Jehandad Society has been serving lunch to all patients at the hospital
and has recently begun a programme for the provision of breakfast as well.

NGO Pulse Report E




Similarly, the Nigh-e-basn Centre is a government-owned centre run for runaway children.
According to Dr Rashid, it was in a shambles before the Jehandad Society renavated it.
Today, they provide toiletries such as toothpaste and extra nutrition in the form of milk

and eggs and taothpaste ta each child. They also arrange checkups of the children by ©

doctors on a monthly basis.

At the Kot Lakhpat Jail, the Jehandad Society has arranged for the provision of two
lawyers, and offers free legal facilities to all those women who do not have a lawyer. The
Jehandad Society also looks after the medical and nutritional needs of the prison inmates.

Rehman Khan
Chief Executive - Gidroshia
A health and development NGO based in Quetta.
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Experiences with partnerships are not always positive however as the next informant "o

noted. According to Mr Khan,

“It 1s important to have meaningful partnerships. In my experience, I have
observed that the government has given subsidies to some district health units
in Baluchistan, but there are no checks and balances, In my view, such
partnerships are worse because it leads to more potential corruption and

wastage of funds”,
Mr Operandi of Plan Pakistan had similar views.

Anibal QOperandi
Country Head - Plan Pakistan

Plan International has carried out work in the health sector since its inception in 1967.
The NGO commenced work in Pakistan in 1997. The four major components that make
up the NGO’s task mission are health, education, water and sanitation and income
generation,

The NGO's main focus area is rural regions of the network. Most houses in rural Pakistan
lack proper scwage and villages do not have access to basic education and health services.
To carry out its multilateral agenda at the grassroots level, Plan Pakistan has set up the
ECCD (Early Child Care and Development Centre).

According to bim, public and private actors frequently have very different ideas as to
what such partnerships should entail,

"Often the government looks to forge contracts, rather than parinerships.
Partnerships entail a shared vision, an attempt to combine strengths and gain
from the created synergy, and the sharing of common principles, such as
gender sensitivity. Contracts, on the other hand, are mere economic obligations,
and therefore lack the values that drive a successful partnership. This is perhaps
the reason why many public partnerships have not been sustainable”.

At the Marie Adelaide Leprosy Centre, despite same very successful cases of partnership
with the government, (MALC is a major forerunner in the National Leprosy Contral
Programme in coordination with the government’s Provincial Health Departments) there
were nevertheless some concerns, Tt was noted for example that,

“Co-operation with the public sector has not always been a fruitful experience.
Collaboration with the government on a project involving district hospitals
outside Karachi turned out to be inefficient as expectations of the government
staff were too high and the burden of managerial responsibility and supervision
was in the hands of the NGO

On a similar note, Dr Zia felt that it would be easier if NGOs worked independently. Ff°
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He felt that there would be a fundamental clash of management philosophies in the two
sectors:

*“The government spends many resources on appeasing its staff through
promotions and transfers. Nepotism frequently overlooks merit, and the
government staff depends on seniority in the system for promotions rather
than on good performance. The private sector, by and large, runs differently.
There tend to be more checks and balances and 1 think this enhances its ability
to carry out objective planning But when you talk about parmerships, I fear,
these management philosophies may not be compatible®.

4. Theme three: NGO problems

Like other NGOs, health NGOs in Pakistan also face a range of challenges. One overtiding
concern, for instance, is related to inadequate finances. Another problem relates to a lack
of coordination with other NGOs and the government, resulting in duplication of
programmes and hence a waste of limited resources. The section below examines some
of the concerns shared with the research team in the interviews.

Mr Imanullah of Concern Pakistan, talked about the need for coordination between NGOs
and the government:

]
)

—t——11 "\l

“The health sector is so big, A lot of NGOs are working on one or two issues,
It is difficult to grasp the overall picture, In addition, the public health policy
is not that clear, There are different tiers of government with overlapping and
sometimes confusing delegation of power. This makes coordination even maore
difficult”.

Another problem identified in the interview was related to rural areas. According to him,

human resources are a particularly big problem in the rural areas.

“It is very difficult to find doctors and other skilled personnel in the rural areas.
In addition, even the limited human resources that we do have in these areas,
tend to migrate out because of the low pay scales. At the same time, there are
virtually no incentives for urban-based doctors or nurses to come to the villages.
Not only do they risk lower salaries and fees but they may also be worried about

security issues.”

He explained further that there is a gender dimension to these problems since they arc
all the more acute in relation to lady health workers. Community participation and owmnership

of health projects was another area of concern:

“When we work in the field, we realize that communities often think that health
is the prime responsibility of the government There is very little community
ownership of either government or NGO health projects. In order to rectify
this we have to ensure that we do not use bottom-down approaches. Community
participation is essential. And in order to achieve this, we have to involve
communities from the beginning, during the planning and conceptualization
phase and not just during its implementation. Otherwise, we will continue to
see an apathetic attitude where some people in the community continue to abuse
the system for their own personal or familial benefits”

According to Mr Operandi, of Plan Pakistan, many smallsized local NGOs may be
| contributing to the development of their localities but due to low administrative and
management standards they are not able to realize their full potential. He added that
human resource management is 2 particularly weak area for many of these organizations,
where there is lack of open dialogue between different levels of management and hence
! little consensus-building. In addition, human resources are not always utilized very well:
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“For example, certain staff members may be skilled in specific areas such as
social mobilization but the organization may recruit them for training One
often sees such a mismatch between skills and job descriptions and there is
little attempt to build the capacity of these employees. As a result, the staff
under-performs and this affects the impact of the NGO."

Fatima Haider

AAHUNG - Programme Manager

AAHUNG commenced aperations in 1997, The NGO provides Tlife skills education’ to
adult and primary school students, A multi-level approach was adopted to develop a
curriculum including content and courses on sexual health, AAHUNG aims to change
the medical curniculum taught in institutions to include sexval health,

It also provides capacity building training to other organizations that provide medical
services. It aims to develop skills to deal with clients and their sexual health problems
and to improve the dactorclient relationship. Sourcewww.ashungorg

According to Ms Haider of AAHUNG, consensus-building in organizations is definitely
to be encouraged but it needs to be balanced with systemized processes and procedures:

“At AAHUNG, we have always taken great pride in having a very open and
consultative environment and we value the opinions of all employees. But
sometimes, we have found this to be problematic as well. When every one
wants to be a part of everything else, and roles are not well defined this can
lead to internal inefficiency”.

Ms Matloob of PAHVNA felt that fund-raising was one of the biggest challenges faced
by most NGOs;

“Even if an NGO is currently in good financial shape with a lot of donor
money coming in, sooner or later the donor will expect the programme to
become sustainable. Thus, NGOs must come with creative methods of fund-
raising and this should be an on-going activity. In this regard, 1 find that
proposal-writing skills are imperative and this is definitely an area on which
capacity needs to be built. I find so many good development projects that
could be scaled up, if only the organization could put together a good proposal
and develop expertise in fund-raising strategies”,

Dr Tanveer Ahmed and Dr Sarwat Mirza
HANDS (Health and Nutrition Development Society)

HANDS was created in 1979 and formally registered in 1993. The organization has been
working since then with a strong commitment to develop underprivileged communities
through institutionalization functons on an integrated rural development approach.
The methodolagy is to identify, train, develop leadership, facilitate and empower the
community to bring about meaningful change,

HANDS’ main thematic areas are health, education and poverty alleviation. In health,
its main focus areas are maternal and neonatal health and their primary operating areas
are in five districts of Sindh including Lower Sindh, Thatta, Hyderabad and Sangarh,

According to Dr Ahmed, the private sectot, including NGOs and the for-profit
organizations, need better governmental regulation:

“I know that this is not a fashionable thing to say and there has been a lot

of criticism of the government in terms of its attempt to regulate the NGO
sector. But [ think we must strike a balance here. In 2 country like Pakistan,
with weak judicial systems, we cannot allow consumers to be at the mercy of

Indepth Interviews




ent years Pakistan
has been the incidence
of polio decline due to
immunization efforts.
Only 537 polio cases
were reported globally
in 2001, Efforts to
.eradicate the disease have i
driven the incidence of

the private sector especially with potentially life-threatening services such as
health care. The government must step in and intreduce its own regulations
and not leave the private sector to create it awn standards since the latter will
always be vulnerable to the profit motive”,

Another area of concern for Dr Ahmed was the relatively little attention given to the
training of paramedic staff:

“Currently the ratio of paramedics to clinicians is 1 to 10. [n general the
medical universities and the health care system has been geared to training
doctors - to enhance their level of specialization. Nurses, paramedics, lady
health workers and lady health visitors are all seen as less important in the
hierarchy of the medical world. But this is a huge mistake. Paramedics are the
foundation of a good national health system. In most countries, we see that
this is recognized. But in Pakistan, these professionals are both under-paid
and under-appreciated. We need to reverse this trend”.

5, Theme Four: Innovative models
AL Jehandad Society: Innovative fund raising, volunteering and awareness
Dr Yasmin Rashid of the Jehandad Society suggests a two-pronged approach ta alleviate

; N the problems faced by the health sector of Pakistan, First, she suggests, a spirit of

polio to its lowest point

in history.

awateness needs to be inculcated among the general populace of the country. In arder
to do this, NGO personnel need to deliver informative talks and lectures. Another way
te do this could be enhanced participation of NGOs in social events, such as organizing
‘walks’ and festivals.

She consents that it is hard to come up with output indicators for these measures, but
there certainly are ways in which their effectiveness can be gauged. For instance, NGOs
receive a lot of feedback from society in the form of ‘fan mail’. Moreover, there is also
the effect of dissemination through the media, particularly radio,

She gives the example of 2 womnan she met who grabbed her hand and said,

“I had heard you on radic and you had said that the moment a pregnant
women starts bleeding, she must rush to the hospital to save her life and that
of the infant...”

In another incident, a Pathan man called her and said that after listening to her radio
show, he realized that he should not blame his wife for his three successive daughters
because the Y chromosome actually comes from the father, rather than the mother.

Secondly, she stresses the need for innovative models of fundraising. According to Dr
Rashid, Pakistan has internationally attracted the attention of donor agencies interested
in assisting the country in curbing its high maternal fatality rates. However, she is not
particularly enthusiastic about the idea of foreign donars. Rather, she believes that the
key to development lies in the ownership of the community and indigenous sources of
philanthropy. As a result, she is keen to tap into private channels of philanthropy within
Pakistan,

Interestingly, Dr Rashid largely relies on informal and private contacts for fundraising
For example, she claims that the Jehandad Society is funded entirely by private individuals
who pay in both cash and kind. She maintains that fundraising is not a problem for
NGOs in Pakistan, provided that the NGO has a credible name. She agrees that ideally,
the NGO should have a system whereby the societies should be able to run even without
her *brand image', but it is true that there is a brand name emerging and people are
coniributing to the societies on their own.
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B. Integrated Health Services (HIS) as a model for school health

The objective of the IHS is to provide health services that are not commonly available
or are neglected. Its main thematic areas are disaster management and health. The [HS
provides services at peoples’ homes and receives its funding by asking for payments for
services but at a subsidized rate. [HS does not gain any funding from outside sources.
1HS provides emergency relief services through a ‘Rescue 15" programme where medical
coverage may be given to rescue patients that have been victims of car accidents, natural
disasters and so on.

THS is also seen as the pioneer of “school health’, which was almost non-existent in
Pakistan earlier. This entails health education in schools, vaccination/immunization and
monitoring child health and growth. On the curative side, inchouse school health clinics
have been opened to cater to school emergencies. This is the largest in-house school
health clinics in school health provision but due to the requirement of funds, services
are provided at a cost.

Training is also given in first aid and disaster management by THS. Master trainers also
train school staff and their trainiog is charged from high profile cients. IHS also covers
occupational health issues for workers working in hazardous industries,

C. HANDS
Public-Private Partmership (PPP)

Coordination with other NGOs, and different committees and partnerships should be
established in order to divide roles. For example, HANDS helps the Aga Khan University
Hospital (AKUH) screen patients for Hepatitis B and C. They also have a John Hopkins
Water Project aiming towards the reduction of cholera. 45% of HANDS' funds are
from local sources by way of donations from the business community and other concerned
citizens. HANDS’ main international donors are the United States Agency for International
Development (USAID), Department for International Development - UK (DFID),
European Community (EC), World Population Fund (WFF) and the Aga Khan Foundation

(AKE).

HANDS functions in accordance with a public-private partnership. The organization
has invented, tried and tested useful models of grassroots and secondary level training
programmes. When asked about the successes of HANDS, Dr Tanveer mentioned that
the most notable so far is the “Sustainable Health Services Project’.

HANDS has also established a mid-wifery school. It offers a one year training diploma
for men and women. The trainees then return to their local communities and establish
their own centres and financial and technical support is provided by HANDS for the
local centres. Dr Tanveer also informed the team that the curriculum used at the training
schools is uniform through out the whole country: In conjunction with PPP the facilities
used are public and the expertise (capital investment, technical skills) and training
provided are private,

In accordance with HANDS’ integrated rural development approach, adolescent and
reproductive health are linked with micro-enterprise (micro-credit income generation)
units. HANDS is also behind many nutrition programmes for 40,000 girls at the primary
school level. “Berter health and education,
HANDS has submitted a proposal to the World Population Fund (WPF) so that it may [MERVSTORE (I (o) e RTs el Y E LTS
continue to replicate the *sustainable health services project’ model, Another project family’s future, will widen
near completion is the HANDS Institute of Community Development. This provides IEEe . B
trainings to other partners, Training programmes are directed to doctors and Lady Health [RRSAH RS S 2 1L choices;
Visitors (LEIVs), but it will also liberate their

minds and spirits.”
Dz Nafis Sadik
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The Department of Community
Health Scrvices =t the Aga Khan
University

Im view of Pakioan's low mange in
the social sector, the Aga Khan Univeruicy
(AKU), which is the country’s presmer
medical education instltutan, wepped
forward 1 accheess the long oeglecied heslth
tmsues of the nating. These core values sre
eched in the Universitys mission
statement, whith eeilesstes.

[The AKU srrives to addesss] the health
problems of the people of Pakistan,
apecally the mure deprived populstions,
thmugh the primary care approach, and
o cantribute w improvenseni in health
services, particulirly through human
resoure developanent.

The AKU's Cammunlty Health Services
(CHS) peogrsmme simy to sccoroplish tha
minion through 1 people-arionted
approach. The CHS eyllabas i an exsenrial
part of the flveyet imderprachue medical
training p st AKLL CHS was
statted by the AR b the mid 1980s with
capacity building in health aysterms
development. The Iéparmment progressed
through the 19901 with various advanee
in the application of epidemiology, family
medicine and public health practice.
Reosganizntion in 1999 has renewed CHS
with st efficient structre for delegation
of suthority invalving experienced and
quilified lesdens in all core arean Presently,
CHS has a faculty of appreximately J3
Fall-time equiralent posts, phis several
honourery facalty memben, and in
sddition, abour 120 stafl membern.

The Univenity has incorporated CHS
wathin it educational setup throegh the
help of twa key principles

b Al sudents are required to participate
[n comemunity based saching, during which
vhey vivit leas privileged areas,

it. Primary health cace (PHC) Is pan of
dnnlhhu.:ﬂwhgmﬂuunurum
und scquire firshund knowledge of all
pertinent isues

[ opder for the community based teaching
mitiative to work st ARLL the CHS seaff
tequived tradning, so it they coold veach

and mentor andergraduate sodenitn As &
rexult, in-house training programmes wers
dexigned a0 offered 10 all freah fecully
members. The AKX Urban Health
Progeasmens (UHF), which has intervened
rucceasfully i sntenaeal care, water quality
wnd immmnkzstion. m e slom aress, was
utilired 1o establish meodest FHE systerms
for the primary health component of CHS,
from which both wodents and the
comony ity could benefit, This, in tam,
necensltated women o be educated m
cosnumynity healih workers and vaditional
the CHS Department devised traiming
muteriali for both types of bealth workers

By imitiating thewe processes, CHS ha
sisentlilly ploneered communityhated
Tearning in Pakistan. Today, the Pakivian
Medical smd Dental Council (PMDC) hav
officiafly sdopned the CHS model i 4
recammendation o all local medicsl
colleges, CHS pural 2md urban

ventures have been commended for their
relevance snd quality of programming s
bah the national and international levels

catered to some 450 candidates over the
pant five yeary, of whom sboot one in four
have come froom foteign countries

Important Issues/Programmes
The CHS han traditionally relied on 1
comventional PHC approsch, whesein the
tocial of a region by initidlly
wssemed with the aistance of

:rnu:pl. and then & pavticulur health

n i proposed.
Miumnllmmmiﬁn‘lulﬂ

orgAnizstaris

in vatione asprects, including PHC

e, financial management and
proposa] writing (see Tab 1),

Systermt Research Projecy (HSRF) wa
faunched in Thatta {$ind) in collsborstion
with the pravincial governmant. In this
project, toc, teaining inputs were required
st various levels to enhante the capacity
of a diverse group of individuals In yet
anather iindenaking, the Rund Community
Development Project (RCDF) in Khaispur
{Sind), CHS was sponsored by the business

sectoe o provide FHIC malning, This project
representi & moteworthy example of an
alliance bevween 2 university, o Jocal CBOY
sn NGO, the Jocal government and the
community.

RCDF and HRSF led CHS 1o develop two
largeacale schemes: the Family Heahih
Project, & provincewide programme
implemsented in collsbozation with the
provinclsl heakh departmeat, and the
Schobl Nutritton Projece, @ pllot project
undeitaken o partnership with the
prowinclal sducation depmrtment and bacal
NGOk, In both cases, inaining focused on
imparting knowledge sod shlly to 8 dives
proup of learners

The fickd experience of the CHE was ala
camsotidated bnto sher courses offerad o
NGO graff and government officialy. Thes
include:

& Continuing Education
Programme
Maziagens snd middevel profesonals in
the secinl sector i Pakiitan s emfronted
with complex organizationsl and
mves Lannched i respones
i this prohlem, the CEP provides eratning
in core public health topicy, wach m
reproductrve health, quantitative msedhods
and heslth aysvems reteazch and

manigement. Under the CEP mhl.lll.,
inilormade coorser are offered in fields
#ach ae

® Epidemiolegy, vurvelllznce and
hirstathtics

the pait five years It has been taken on
the road several times, in Kenya and in
the Nosthern Areaa of Pakistan. The macces
of this programme ¢an be gauged from
its financial selfwascainabebity through fees
and extermal sehalarshipa
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Table 1: Varioas types of communiry « based courses Included In particular projecs.

Family Health Project

Project Management training
for senior government officials
— Dhstrict Health Officers;
Divisianal Direcrors

Training for the formation
of District

Health Management
Commitiees

Training of Women Health
Visttors: Safe motherhood
COMPpORENLE

Trammng for the tormanon of
Village Health Compuitrees

School Nutrition Project

MNutriton ind growth
monitanng

Project Management and
implementation training

Training in community
mobilizanon, team building,
conflict resodution, proposal
writing, record keeping, eic

Using parbapatory approaches
such as "thearre for development’

Runul Commmunify

Development Profect

MCH waining for the staff of
the MCH centre

Volunteers, outreach teams &
TBAs rrained tn PHC, zafe
obstetrics, family planning and
referral of complicated cases

Traming in formoation of Village
Health Commuittess {(VHCs) and
CBOs

For YHC and CBO members,
tramming courses on issucs such
as decision making, leadership,
proposal writing, computer
skills, communication skills,
organizational management,
plannmg and monitonng

* Community Medicine
]l.uldcnc;
GEIIIuﬂuLl mole in Pekisan
I
th lhlh.n'l': programme combines
tesching methods such 4 classroom
teaching, research, field uu:umum
placements, snd on-the- job training in
setvice provision = wﬂmr
dﬂ'ﬂbpml.

‘This progranmne operates at the entry level
and combines coune work with a
masirmym three yesy atuschment with

mmﬂuﬂuﬁmﬂmm
CHS alvo has other educational

programenes

® Undergradnate and Postgraduate
Education
CHS5 currently delivers about 18% of

B 1odepth tnterviews |

clusroam ttaching and coordinates %%

of uffcarnpus educatian imvolying student
ta urban primary hedlth care dites, CHS

commienced AKU' fhﬂpnupm

degree in 1996, 4 tweo year M3z g

Thin weas the

1 Epidemtalogy. This pragramme
fistof b kind ln Pakistan, In 2000, CHS -

launched 3 wecond twooyear MSc
programme In Health Palicy and
. CHS graiuite progrmmes

1 date have built 3 cernain potential to
develop 8 PhD in Community Health
Services in the funie and graduses
been pelected for challenging job
-uppmiulhnlulhtpahﬁ:ld'pﬁﬂ
internationaliy

have

sextor both natienally amd

CHS slio supplics substantis] coaree
content 1o the ARU's m: ree
peogramme in Health Scimee,

n 199,

* Specialty Education

'WWH‘IMMIM
programme in Family Medicine and

Community Medicine, Both programmes
ase recognired by the Collegr of Physictan

& Surgear of Pakisten and mabe cvsenmive

e of PHC, an well ou relevant external
attachments under 1opervizion.

® Other Education and Training

Initiatives

huﬂunwhﬁw ypment of
mquhulﬁnuﬂﬁﬂﬂihmﬂﬁ
fiot mmany yeass has run & Research Officens
Progtammue. This has recently been
wumm-mm
T Programme o
‘training in sesexrch 1
of the School of Nuning, CHS
contrituted subuantially 1o the

-qlmlnphm of Cammunity Health

Nurring a5 g distinct disciple, a1 well a8 10
mw:mm;w

Gharacteristics of the CHS model of
» Training focws om commumities at the



grassroots level or CBOs

® Community partictpants identifying the
training needs themselves

e Use of the participatory approach in
» Use of transfarmative learning: change
in the perspective of trainees over time
= Approaches such as problem-based
decision making through case studies
o Training provided through 2 diverse work
force: public health professionals,
community development workers, social
scientists, lawyers, epidemiologists,
economists, biostatisticians, demographers,
and theatre and Glm specialists

-® Rescarch skills in scientific inquiry
® Training manuals and protocols of
priority health issues developed, including
& Health Management Information System
s Dutcome-oriented training with specific
measurable objectives:

& Expetiences of training shared with the
stakeholders

W it ot of o el
‘courses and manuals,

Conclusion

Medical education and training has been
a central part of all programmes of the
CHS over several years (see Table 1 and
characteristics of the CHS model), Through
2 holistic approach to community
development and empowerment, CHS
pionecred the idea of community-based

‘medical education in Pakistan at a time

when this model was being introduced and
adapted mt:rnauonally A key aspect of
the CHS model is training the health
workforce, as well as empowering
mmummmt:hdcvdopmeﬂtmmum
themselves. Across Asia and in many
developing countries, this model has been

replicated with similar objectives..

Pakistar’s position within South Asia with
respect to formal training in public heglth
has been dismal so far, and there is 2 dire

‘need for more institutes in this field,

However, the recognition of research in

-acadcmlc as well as developroent settings

i even more demanding than nsmbhshum
schools of public health training in the
country. It is essential, then, to incorporate
a rtesearch orientation within the
curriculum. Developing research capacity
in a country that began with a complete

Aview of the Aga Khan University Hospital Campus, Karachi

lack in this ares is a painstaking process,
andmwlmnmungagm:dealofme

and other resources. Being part of a

‘university that values research, CHS takes

i o el the vty e iisa vlnable
and coveted direction.

After having emerged as a centre of
excellence for public health in South Asia,
CHS is now charging shead with new and

‘improved educational initiatives and a

diversified pnrtfuho of dcw]npmcnt snd
research pmjeuts in response to the vision
and mission of the Aga Khan University.
Over the years, training at the CHS has
evolved to accommodate a variety of
situations and a wide range of target
audiences. This experience has enabled
CHS to recognize the processes and

‘methods that help make training more

effective. The most important lesson learned
is that the method of training should be
designed according to the overall objectives
of the programme as well as the needs of
clients and their specific context.

Source credits: Israr et al, 2003, 2005.

Department of Community Health Sciences,
2001
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1. Situational Analysis of Health
Care in Pakistan

Article 25 of the Universal Declaration of
Human Rights (1948)! claims adequate
health care to be a basic human right.
Since then, a succession of international
and national constitutions has reiterated
this sentiment. Moreover, 4 substantial
portion of development literature
establishes a clear link between healthy
populations and the development status
of a country. Using a sample of seventy
countries, the World Bank estimates that
a decrease in under-five mortality of 1
percent is associated with a 1.24 percent
increase in per capita income growth?,
Another study showed that improvements
in male adult survival rates from 19635 to
1990 accounted for a large proportion of
GDP growth and that the effect was
particularly strong in poorer countries.

In Pakistan, as well, access to health care
is given constitutional legitimacy. The
country is also a signatory to the United
Nations’ Millennium Declaration (2000,
which directly relates health to four of its
eight major goals. Despite this, however,
the status of health care in Pakistan is in
dire need of improvement. Most composite
and specific health indicators for the
country compare favourably with regional
trends — a fact that is reflected in the
country’s low ranking (135) in the Human
Development Index (2005), In particular,
infant and maternal mortality rates are
high. The health care system also shows
gender and urban biases. Furthermore
preventive and primary health care is
neglected at the expense of curative and
tertiary health care.

Together with low levels of public spending
on health (less than 1% of GNP),
inconsistent palicies, weak governance, and
inadequate monitoring and evaluation, the
public sector is not able to meet the dernand

for health care in the country. It 15 estimated
that public expenditure on health only
amounts for 33% of the total health
expenditure.

The private sector - which includes 2 range
of profit-oriented enterprises and non-
profit institutions - has a crucial role to
play in meeting this unmet demand,
Collectively, the private sector accounts for
more than 70% of all health expenditures
in Pakistan, This resanates with a regional
and global trend towards privatization of
health care. However, though fulfilling
important health needs, the private sector
is also heavily skewed towards urban areas
and, the more profitable, tertiary health
care services, In addition, this sector requires
careful regulation, both in terms of cost-
escalation and quality of services,

The increasing privatization of health care
in Pakistan also elicits a change in the role
of the government, from being merely a
‘provider’ of health care to being an
‘enabler’ for a range of private actors. At
the same time, this trend may lead to the
increasing commodification of health care,
rather than it being seen as a human right.
The debates about the ramifications of
these changes are yet to be resolved.

NGOs form an important part of the
growing private health sector in the country
-according to NGORC, more than 500
NGOs work on health or health-related
themes. In addidon, the role of NGOs is
further enhanced as they enter fruitful
partnerships with both the government as
well as other actors in the private sector.
The remaining report focuses exclusively
on the role of these NGOs and their
partnerships with other stakeholders.

2. The Role of Health-related
NGOs

Based on a questionnaire survey of 200
representative NGOs (with a response rate

of approximately 35%); a consultative
workshop held with key stakeholders, and
in-depth interviews with prominent NGO
practitioners, the study reaches a number
of conclusions:

e The NGO sector as a whole rose to
prominence in the 1990s. Health-related
NGOs are similarly a recent phenomenon:
62% of NGOs surveyed for this report
were also established in the 1990s.

® There is little centralized and synthesised
infoermation about the role of health-
related NGOs in Pakistan, This maybe
partly atiributed to the fact that there is
no single regulatory body for NGOs,
Mareaver, the latter are not always
tegistered, Those registered, fall under a
wide array of Acts, which makes it even
more difficult to document their role in
delivering heath care. According to eur
survey, 56% of the sampled NGOs are
registered under the Soctal Welfare Act; 24
% under the Societies Act,

® There is a strong geographical bias in
favour of urban areas and developed
provinces amongst NGOs. 57% of those
surveyed reported to have their headeuarters
in Punjab.

® The scale of operations for most NGOs
is small. 50% of those surveyed cover less
than 5 districts whereas only 3 NGOs
covered more than 100 districts,

e Most NGOs see their role as
complementing that of the government
and not substituting it. While many are
involved in direct service delivery and
curative care, most approach it with caution
and feel that comprehensive outreach atthe
national level is currently beyond the

;RI:BPBJ/WWEM Jarg/Overview/rightshtml
4hrrp inip o s slobfl%ms/pdﬂpn
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scope of the sector. Most NGOs, therefore,
emphasize preventive health care and
awareness building. Providing health
education to community members also
emerged as the most common type of
service provided by NGOs sampled for
this report.

e Many NGOs are not involved in direct
service delivery of health products.
However, for those that do undertake this
activity the primary modes of service
delivery include community based clinics
and regular or special camps. The figures
for the surveyed NGOs were 60% and 66%
respectively.

3. Strengths of NGOs

® Grassroot mobilization, advocacy and
raising awareness are considered to be key
strengths of NGOs. 59% of NGOs
surveyed for this study reported providing
preventive health education to
communities.

e Many NGO practitioners felt that due
to their small scale of operations, they
tend to recognize the health needs of their
communities much better than those who
make policies at a macro-level. This also
enables NGOs to use more participatory
approaches for their projects as compared
with either public or other private actors
(e.g- pharmaceutical or health insurance
companies).

4. Challenges faced by NGOs

@ The unavailability of funds poses a big
challenge. Most NGOs reported this to be
their primary concern. In addition, they
tend to be dependent on donors for
funding. Because of this dependency, they
have to frequently cater to donor-driven
agendas. A sudden discontinuity in terms
of donor funds can therefore adversely
affect the core-business of an NGO.

& Weak knowledge management in an
NGO means that knowledge accumulation
is neither well documented nor well
directed. In such cases, the organization
cannot create a strong repository of
knowledge for future reference.

e NGOs are often poorly skilled at

organizing fund raising activities.

® NGO:s often suffer from inadequate and
unskilled human resources - a number of
NGOs working in the health sector have
staff with very little health and hygiene
knowledge. There is also a need for more
management expertise.

® The quality of service delivery and health
care equipment in NGOs needs to be
scrutinized and its shortcomings rectified.

@ There is frequently a lack of collaboration
and networking among NGOQs. There is
extensive overlapping in terms of
interventions and there is little sharing of
knowledge or experiences.

e The new trend of ‘government-driven
NGO¢’, such as those run by the wives of
high ranking government officials is often
problematic. Such NGOs tend to face
conflicts of interest due to their strong
ties with the government as well as
allegations of mismanagement of funds.

® Weak accountability systems have led to
low credibility for many NGOs. This
constraint needs to be removed if these
organizations are to generate funds for
their projects and/or win support from
the government.

3 Public-Private Partnerships

Most NGOs are receptive to the idea of
partnerships. Of those included in our
survey, 38% were involved in partnerships
with the public sector, 52% with other
NGOS, and 40% directly with the
community. This also emerged as a key
theme in the consultative workshop and
interviews. The following points were
particularly salient in these discussions:

® Acceptance from, and coordination with,
the government needs to improve. Public-
private partnership needs to be undertaken
so that NGOs may complement the
government in implementing an effective
strategy for development in the country.
Moreover, these partnerships need to be
implemented at multiple levels: at the level
of policymaking as well as service delivery.

e Different models for public-private
partnerships need to be analysed and

discussed, There is currently a dearth of
research on this topic.

@ There is a sense developing that options
which include public sector financing of
such services for implementation and
management by the private sector need to
be explored, and perhaps even pilot-tested.

4, Other Cross-Cutting Concerns
for Health Care in Pakistan:

® Alternative medicine

Different forms of alternative medicine,
including indigenous systems of medical
knowledge need to be studied, documented
and revived. In particular, there is great
scope for utilizing indigenous forms of
medicine as low-cost alternatives to
allopathic medicine. There is a need to
study, revive and form linkages with
traditional systems of medicine.

e Regulation

Lack of regulation emerged as a key
concern for both the private and public
sector. In view of the burgeoning role of
the private sector and lack of regulatory
bodies, the government needs to take a
more pro-active role in this regard. Our
survey also revealed that regulation of
drugs and health care standards is the least
frequent area of intervention for NGOs.

® Statistics

There is a dire need to develop databases
for baseline information for all sectors.
Furthermore, there is a need for
disaggregated data as there are substantial

geographical and gender biases in the
health care system,

e Demand Side problems

There is a frequent tendency for policy
makers to focus on the supply-side of
health care. There is an urgent need to
study the demand side, particularly the
cultural context of targeted communities
and their particular concepts of health
and health needs. Related to this is the
issue of lack of community ownership.
Both public and private sectors need to
develop more participatory approaches to
their projects to ensure maximum
cooperation from communities,



e Concepts of health

While there is a diversity of perspectives
on health and medical treatment, there is
a need to encourage debate about holistic
perspectives that can address the many
different dimensions of what it means to
be a healthy individual. There should also
be dialogue about the different
ramifications of conceptualizing health as
a commodity as opposed to an inalienable

right.
e Gender

Gender disparities in health care systems
exist both in terms of demand and supply.
More specifically, not only are women less
able to access health care, but they are also
under-represented in health policymaking
and the medical profession.

o Paramedics

There is an urgent need to develop
paramedics as they form a crucial support
system between doctors and patients,

@ Stakeholders

Policies with regard to health must include
all actors from the public and private
sectors as well as direct beneficiaries.

@ Medical Colleges and Universities
Education

Medical curricula need to put greater
emphasis on community health and health

policy.
e Volunteerism

The potential for the use of volunteers has
been under-utilised.

# Vertical Campaigns

Both the public and private sectors display
a tendency to work on vertical campaigns.
There is a dire need to form horizontal
synergies in view of an integrated vision
for health in the country.
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