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- MINUTES OF DISCUSSIONS
BETWEEN THE JAPANESE CONSULTATION TEAM

AND
THE AUTHORITIES CONCERNED OF
THE ISLAMIC REPUBLIC OF PAKISTAN

ON THE JAPANESE PROJECT-TYPE TECHNICAL COOPERATION
FOR THE MATERNAL AND CHILD HEALTH PROJECT IN PAKISTAN

The Japanese Consultation Team (hereinafier referred to as “the Team”) assigned by
the Japan International Cooperation Agency (hereinafter referred to as “JICA ») and
headed by Prof. Shigehiko Kamoshita, President of International Medical Center of
Japan, visited the Islamic Republic of Pakistan from April 3 to April 9, 1997 for the
purpose of consulting the activities concerning the Japanese Project-Type Technical
Cooperation for the Maternal and Child Health Project in Pakistan (hereinafier referred
to as “the Project”), and discussing the future implementation plan of the Project.

During its stay, the Team exchanged and had a series of discussions with
officials from the Ministry of Health, other Pakistan authorities, and MCH project
team.

As a result of the discussions, both sides agreed to recommend the matters
referred to in the document attached herewith to their respective Governments.

qr4A [T

Prof. Shigehiko Kamoshita, Prof. Mushtaq A. Khan
Leader, Consultation Team, Project Director
JICA, Japan Matemal and Child Health Project
in Pakistan
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I. Overview :

Each year half a million women die due to pregnancy related-causes. One women death every
minute day & night in the world. Ninety nine percent of these deaths are in developing countries.
Pakistan is among the countries, which have unacceptably high matemnal and infant mortality rate
from any global standards.

Social, community/cultural bearers to such health care are some of the many causes of high
matemnal and-infant morbidity. and mortality in our community.. Women especially pregnant women-
suffer even at primary care level due to lack of availability of properly trained/skilled health workers
in the community and that is the beginning of the problem.

Proper role of referral hospital although very ‘well defined, does not seem to be working
effectively. So in general, overall obstetric services available in Pakistan expected to give adequate
treatment to pregnant women at primary, secondary and tertiary care are insufficient and inadequate
due to multi-factorial reasons. ’

Available data for various sources in Pakistan shows a wide range of maternal mortality from
200 - 800 per 100,000 live births. A limited data is available from the project target area i.e., ICT,
Attock and Nowshera districts.

This is a need for collection of baseline and in-depth data from these areas. So that practical,
low cost and sustainable services and interventions can be planned. After interventions and .
implementation of the project the impact should be measured using indicators ‘to evaluate the

programines.

IT. Activities in 1996-1997 :

1. Weekly meeting (Refer to Annex])

Regular weekly meetings have been held through whole period of the project to facilitate
project planning and to promote mutual understanding between Japanese experts and Pakistan
counterparts. Participants are following ; -

Pakistani Counterparts :
Prof. Mushtaq A. Khan (Project Director)
Dr. Javed Chaudhary (Joint Executive Director, Children’s Hospital) .
Prof. Ghazala Mahmood (Consultant Surgeon and Head of the Depariment ofGynae/Obs PIAMS)
Dr. Sayyada Batool Mazhar (4ssociate Surgeon of Gynae/Obs, PIMS)
Madam Mumtaz (Nursing Superintendent)
Dr. S. A. Qazi (4ssociate Physician, Nutritionist, Children’s Hospital)
Dr. Gul N. Rehman (Training Coordinator, Children’s Hospital)
Dr. Sofia N. Sheikh (Research Physician)
Ms. Neelofer Ghani (Staff Nurse)

Japanese Experts : [\/}
Dr. Tamotsu Nakasa (Chief Advisor ) T e
Ms. Akiko Udayama (Nursing Supervisor ) v
Mr. Akira Naruse (Project Coordinator) e
Short Term Japanese Experts ‘ : 7




2 . Workshops (Refer to Annex 2)

The following three workshops were held to exchange opinions concemning about the maternal
health situation in Pakistan and to develop the plan of studies.

a ) Workshop on exchanging opinion concerning about maternal health situation in Pakistan

b ) Workshop on sharing the knowledge & experience about maternal health through
" participatory method |

¢ ) Workshop on maternal health situation in District Headquarters Hospital (DHQ)

3. Plans of studies :

Based on repeated and continuous discussion, plan of studies were adopted to start the study
activities of first year. Later on, each study was modified to adapt actual situation

a) Referral level Hospital Mortality / Morbidity Study :
Objectives :

* To see the pattern of pregnancy related illnesses among mothers attending the OPD/Admissions
in big referral level Govt. hospitals in Rawalpindi / Islamabad.

* To evaluate the obstetric work load and number / type of deliveries conducted in these hospitals.

¢ To find the number of maternal deaths and estimate M.M.R.

» To Ascertain the “The causes and risk factors for matemnal deaths” occurring in these hospitals.

b) Basic level or F.L.HL.F. (Front Line Health Facility) Morbidity / Mortality Survey :
Objectives :

« To find the percentage of female patients and their pattern of illnesses seen at basic health
facilities of project area.

* To asses the obstetric training status of various level of health workers attending to female
patients in these health facilities.

» To evaluate the capacity of these health facilities for dealing with obstetric cases.

» To Ascertain the referral facilities availability and their utilization.

c) KABP survey of cominunity health care providers :
Objectives :

o To find the KABP (Knowledge, Attitude, Belief and Practice) about obstetric care among TBAs
and LHWSs working in the project area villages.

* To evaluate the number of deliveries and related complications managed by these TBAs and
LHWs.

d) M.M.R. Household Survey : }\ /g

Objectives : - /

¢ To Estimate the M.M.R. in the project area (1 C.T., Nowshera & Attock districts) through
“sisterhood method”. :

s To ascertain the perceived causes of these maternal deaths in the community. g/lg

¢ To find the KABP among mothers regarding nutrition and health care during pregnancies. -

* To evaluate the use of Family planning options.

s



4. Health Facility Survey (Outline of Protocol )
a) Objeét,ives : .

* To know proportion of health facilities providing maternal care.

» To know the status of maternal morbidity and mortality in these facilities.

» To know the condition of provided equipment for matemal care in these facilities.

* To know the status of maternal health training at various levels of workers in these facilities.

b) Significance :

» High maternal morbidity and mortality rate is a serious problem in Pakistan.

+ Low utilizing rate of government health facilities by most women.

* Delayed approach to the health facilities.

* Poor knowledge, skills and experience of the health care providers in the govcmmem health
facilities.

c) Design :
A cross-sectional descriptive study.

d) Subjects : (Selection criteria and sampling design)
Referral level facilities in Attock, Islamabad and Nowshera districts ;

District Headquarters Hospitals (DHQ),
Tehsil Headquarters Hospitals,
Rural Health Centers
Random selection of Basic Health Units and MCH Centers in the above districts.

e) Variables :
Maternal care equipment, Transportation/Communication services,
Maternal care practices, Obstetric care,
Qualifications/Training of health professionals, Levels of obstetric care providers

Number of OPD attendants, Pattern of disease burden

) Sample Size and Power :

Twenty percent of facilities offer obstetric care (expected proportion 0.20) with 90 %
confidence interval for observations. Total width of confidence interval is 0.15.

g ) Hypothesis and analytic approach :

The hypothesis is that less than 20 % of the facilities offer “reasonable/comprehensive”
maternal health care. The health facilities will be analyzed for service oﬁered availability of trained

professional, availability of obstetric equipment, availability of referral.
| [

b ) Summary of Health Facility Survey (Refer 1o Annex 3) /

Survey was conducted by Dr. Gul Ms. Gul Fareen, Ms. Neelofer, Ms. Udayama, and Dr. Nakasa

from September 4™ to December 11 }%



e Out of 128 health facilities in three districts, total 81 health facilities, which are 16 in ICT, 27 in
Nowshera, NWFP, 38 in Attock, Punjab, were surveyed and interviewed using different type of
questionnaire for the medical doctors, LHVs(Lady Health. Visitors) and other health

professionals. Analysis is under process.

e Observations

- Basic infrastructure for maternal and child health services are available in most of facilities.

- Average number of female OPD visitors are 16-30 in BHUs and 38-47 in RHCs.

- Delivery cases at these health facilities (RHC and BHU) are very rare.

- At the time of visit, the absence of health care providers at their duty station was observed due to
some unknown reasons. '

- Utilization of available staff accommodations in health facilities (RHC and BHU) by doctors and
LHVs is quite low.

- There were 155 in surveyed areas of 1.5 million population last year.(This number is equivalent to
approximate 250 per 100,000 live births).

- Main causes of deaths are hemorrhage and eclampsia.

Hemorrhage 20
Eclampsia 6
Sepsis 3

Others and unknown 126

5. Referral Level Hospital Survey (Refer to Annex 4)

a ) Introduction :

Some Facts :

e 150 million pregnancies in the world.

e 600,000 women die from child birth and related causes in the world, and more than $0% of these
deaths occur in developing countries.

e Two to nine maternal deaths per 100,000 live births in developed countries against 300 to 1,000
in developing countries.

+ Risk of dying is 200 times more in developing countries.

Pakistan :
e _In Pakistan 500 maternal deaths per 100,000 live births according to UN Population Division,

which means that 20,000 women die every year relating pregnancy.
e UNICEF quotes the rate of 5.9 per 1,000 live births during 1982-1990.
o According to various studies in Karachi 2.8 (Kachi Abadies, MIMS 1989-1992), 6.3 in 5 districts

of Balochistan and 4.3 in rural NWEP, \
/
b ) Objectives : v)\_/ 9

o To ascertain the quantum of maternal deaths in the selected referral level/tertiary care hospitals
of Islamabad and Rawalpindi.

e To assess the contributing factors of matemnal deaths in the selected referral level/tertiary careé

hospitals. 5

o To assess the availability of emergency or essential obstetric care at the referral facilities for the



management of complications.

To recommend an effective referral system assuring rapid transfer of women with complications
between each level of care.

¢ ) Design .

A one year prospective study including all pregnant women dying at the hospitals during the
survey. '

Retrospective analysis of maternal deaths.

Verbal autopsy from relatives.

Nearmiss case study at PIMS.

d ) Institutions Concerned :

The study will be conducted in the following seven hospitals of Islamabad and Rawalpindi:

Pakistan Institute of Medical Sciences (PIMS), Islamabad
Federal Government Services Hospital (FGSH), Islamabad
Capital Development Authority (CDA) Hospital, Islamabad
Rawalpindi General Hospital (RGH), Rawalpindi

District Headquarters (DH(Q) Hospital, Rawalpindi
Cantonment General Hospital (CGH), Rawalpindi

Holy Family Hospital (HFH), Rawalpindi

e } Method :

Identification of cases

Collect complete information from the referral level hospitals.
Collect complete information from the community.

Review of the cases.

Statistical analysis of the data.

f) Summary of the Pretest of Referral Level Hospital Survey .

In the preliminary study, 14 cases of maternal mortality & morbidity were 1dent1ﬁcd Out of
which 10 were death and 4 were nearmiss cases.

These cases were from PIMS, DHQ Hospital and FGSH.

The study of 10 cases showed 4 were referred from home, 3 from private clinics, 3 from Tehsil or
DHQ Hospital. Only 3 were referred from rural areas.

The causes of 10 deaths were ; Haemorrhage 1, Septicemia 6, Eclampsia 1, post-operativé 1, and
fulminant hepatic failure 1.

Out of 10 maternal mortality cases 9 women were married. Out of 10 cases 2 were Nullipara, 2
were grandmultipara, 5 were multipara and information about 1 case was unknown.

The educational status showed that 4 women were educated, 3 did not have any schooling and for
3 we could not get the schooling information. Out of 10, Quran was'taught to 4.

Niné women were house-wives and 1 was government servant. The husband’s occupations were ;
4 had private jobs, 1 was laborer, 1 was property dealer, 1 govemment servant and 1 was
unemployed. About 2 cases the information was unavailable.

5 women had antenatal care. 4 of them were seen by General Practitionerj>GPs), 1 was seen by a
LHV. Out of these, 3 patients had 1-3 visits, 2 had 4-10 visits and information about 2 “‘2—

unknown. g



* Nine patients stayed at hospital for less than 7 days, 1 stayed for 40 days.

* Only 2 patients were known to receive TT vaccine, 3 cases were not given TT vaccine and about
5 the information was unknown.

» Four cases were delivered by Resident Staff, 2 by LHVs, 1 by a TBA and 1 by General
Practitioner. About 2 patients we could not get the information.

*  Six babies were born dead, 1 patient died undelivered and 2 patients had miscarmriage. About 1
patient we could not get the information.

* Duration of symptoms varied from 1 day to more than 10 days before they were referred from the
home or clinic, to the tertiary care facility.

6 . Housebold Survey (Maternal and Under 5 Mortality Survey)
( Refer to Annex 6 and 7)

a ) Objective :
To provide an estimate of matenal and under 5 mortality rate in the district of Islamabad.

b ) Significance :
It provides a baseline data before the implementation of the Project.

¢ ) Method :

The interviewers visit households and collect information on questionnaire in the selected
clusters. In case of a maternal or a child death reported, an inquiry into the in-depth causes of death
will also be completed. (Refer to Annex) :

The initial questionnaire applied in pretest for OPD patients in Children’s Hospital, PIMS,
was revised before the training of interviewers. 10 supervisors who are doctors and 28 interviewers
who are nurses or LHVs participated 8-days training course including two field training in the non-
selected villages in ICT. 78 clusters in 48 villages out of 121 villages in ICT were selected using
random sampling method. After training supervisors and interviewers, the actual household survey
started 25™ of March.

7 . In-depth study in the community

A. Nutrition :

a ) Objectives _

» To assess feasibility of a nutrition education program involving participatory approach.

» To know Lady Health Worker’s KABP about nutritional anemia and their activity in the village:
* To identify KABP on nutritional anemia among pregnant women in the village.

b) Initial plan and it’s modification :
.. Imitial plan was prepared, under the title of ”Anemia the ‘zero’ program in the community”,
‘and modified for the field work of LHWs . It consisted of three points.

» Planning : developing materials
* Implementation : implementing nutrition education with developing materials

* Assess impact of educational method, /L /) /



¢ ) Development of procedure, development and pretesting of the instruments and materials :

* Data collection Instruments for participants were developed.

« Data collection instruments were translated in Urdu and pretested. They were modified
accordingly in consultation with other field workers. ‘ ‘

= Materials for facilitators/researchers were developed

e Making “self check diet sheet”

e Characteristics of self-check sheet

¢ Key-foods .

e Guide for focus group discussion for facilitator

s A schedule of program and procedure were developed

d ) Summary (Refer to Annex 7)

A nutrition education programme was implemented in a village of ICT from September 14™
to 18" 1996. Total 16 LHWs participated in this programme including the evaluation and impact
assessment. S

! The program proved to be feasible because LHWs were much interested in the program,
especially filling in the “self-check sheet” and discuss about their own problems of dietary behavior
by themselves. Through the programme the LHWs could understand that the eating behavior depends
upon result from self-check sheet. These experiences might be of help to improve LHWs
communication skills through they can understand the problems of pregnant/lactating women in the
village.

B. Focus group discussion { Nursing Section ) :

a ) Objectives :

e To develop a refresh training programme on maternal health education for LHVs and LHWs
through participatory approach in the National Institute for Reproductive and Family Health.

e To identify problems and issues regarding living conditions and status of women’s nutrition and
health care practices during pregnancy among women in the community, using qualitative
methods. (

¢ To find KABP of LHVs, LHWSs, TBAs and family members in the community.

b ) Schedule :

Name of Discussion Date Discussion Group
Focus group discussion Fe:bruax_y , 18‘{1 10 LHWs and 1 LHV
| Focus group discussion | April , g" 8 lactating and pregnant women

Focus group discussion,_ April (last week) | 8 mother-in laws and grand mothers
Focus group discussion  [May (2" week) | 8 husbands and fathers
Focus group discussion | May (4" week) | 8 TBAs

¢ ) Focus Group Discussion with Lady Health Workers (LHWs) :

Theme on discussion :

e Status of women in general in the community and household . (L(///")
s Position in the family about family issues regarding health and nutrition . <~

o Pregnancy issues ; choice, nutrition, health care, delivery option, work status, gender issues.



« Problems regarding to pregnancy, child birth and child rearing practices .
* Family planning . ‘

e How should these problems be solved .

Summary of Discussion :

» Community people are aware of the importance of girl's education for social development and
improve maternal conditions.

e Educated women are aware of their talent and skills.

e Most urban families discuss their domestic issues among them. However, final decision is still
made by the male members of the family.

e Decision maker of child birth is husband. Usually people desire a boy at first. If only girls are
born or none , husband and in-laws blame a wife (daughter-in-law). Because people believe that
only God knows the distinction of baby’s sex , and it depends on mother’s behavior .

¢ Almost people have no awareness on balance diet for pregnant women, especially in an illiterate
case. Usually meat and fruit is special food there and they can eat it once a month (week). A
woman who is independent can take some more fruit which her husband get it from the market
for her. Because mother-in-law comes to interfere young couple in the house , even if husband

" brings it secretly .

»  After delivery women are given special diet like Choori of Desi , Ghee , Halwa , Chicken Soup .
However they can’t eat Chappati during 4 ~ 5 days . Because people believe if they have it , some
harm transmitted to babies by breast feeding .

¢ Usually husbands disagree Family Planning. So wives prevent conceptions secretly. Injection is
popular there .

¢ Some women choose delivery at their parents’ house . And some are at husband’s house , then
their mothers come to take postnatal care for them . Because if some troubles happen regarding
child birth , husband’s family blame wife (daughter-in-law) and also their parents .

« For 40 days after delivery , baby boy’s birth is secret to outside and female are stopped to come
inside in front of the gate because people think others jealous it. Moreover they hang a green
leave as a mark for those women who don’t have any child to enter their house because it is not a
good sign for mother & child.

e Pregnant women have to continue housework and fieldwork because mothers-in-law don’t permit
them to take a rest.

o Usually mothers-in-law decide delivery option , they don’t accept daughter-in-law’s request .

 Some pregnant women hesitate to go to Hospital because they think the male doctor will conduct
their delivery. These days some women go to antenatal check up at hospital “alone or
accompanying by mothers-in-law.  However almost- family ‘choose home delivery. The main
reason of choosing home delivery is economic matter, and convenient because of their other
children at home. The payment for TBA is cheaper than hospital delivery. Because it costs
transportation fee and doctor’s fee. So poor family can’t take them to hospital. If any pregnant
woman has fits or convulsions they take them to Dargah instead of any medical center because
they believe that she will be cured by Taaweez Ganda. Mothers who are educated have awareness
about rearing and education of children , also her own matemity care . So one of solution of
these issue is girl’s education . Still more , LHWs should approach husbands and in-laws to
change their behavior. Even if it is difficult way and a time consuming job.

2
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II1. Inputs

1. Japanese side
a)1996-97:

1) Dispatch of Japanese experts :

Three long term Japanese experts were dispatched in 1996 Japanese Fiscal Year (hereinafler
referred to as "FY") including Chief advisor and the Coordinator. Six short term experts were
dispatched in 1996 FY in the field of Public Health, Social science, and Nutrition.

Long term experts
Chief advisor (1)
Coordinator (1)
Nursing supervisor (1)
Short term experts
Nutrition (3)

Dr. Tamotsu Nakasa
Mr. Akira Naruse
Ms. Akiko Udayama

Prof. Miyuki Adachi

Ms. Misa Nishida (2 times)

Social Science/
Anthropology (2)

Mr.Kan Sato

Ms. Yukiko Oda

Public Health (1)

2 ) Provision of equipment

Dr. Masami Fujita

Around thirty million Japanese yen has been allocated in the Fiscal Year of 1996 for the purchase
of procurement in order to implement the project. However the delivery of the equipment was behind the

schedule.

Request of Equipment : 1996 - 1997

Item Type Number

1 [Vehicles for surveys 3

2 {Computer (4 & U) 10

3 {Printer ; ~ 6

4 {Copier machine with accessory Heavy duties 2

5 |Softwares for computer 10 sets
6 {Laptop computer for survey 2

7 |CTG monitor 1

8 {Microscope 1

9 |Portable USG with linear scan 1
10 |[Monitor (Operation theater) 1
11 |Vacuum extractor 1
12 |Printing machine 1
13[{Over Head Projector (OHP) 3
14Slide projector 2
15}Video camera 1
16 {Tape recorder and player 3
17|Slide processor

;
1



3) Counterparts training in Japan
Two counterparts of Obstetric and Gynecology (Prof. Ghazala and Dr. Batool) had their training

in Japan 1996 FY.

b) 1997-1998
1) Dispatch of Japanese experts

Five long term Japanese experts will be dispatched in 1997 Japanese Fiscal Year (hereinafter
referred to as “"FY"). Other relevant short term experts will be also dispatched in 1997 FY in the field
of Maternal and child health, Nursing, Public Health, Social science, and Nutrition. ‘

Long term experts

Chief advisor Dr. Tamotsu Nakasa 1
Coordinator Mr. Akira Naruse 1
Nursing supervisor Successor to Akiko Udayama 1
Nutrition Nutrition Program 1
Public Health Epidemiology, Data analysis ]
Short term experts
Nutrition Nutrition program 1
Social Science/Anthropology Qualitative studies 1
Public Health Epidemiology, Data analysis 1
Nursing Maternal Education 1
Pediatrics Neonatal 1
Obstetrics/Gynecology Maternal health 1

2) Provision of equipment :

As the budget of 1997 FY, around thirty million Japanese yen will be allocated for the purchase
of equipment.

Request of Equipment : 1997 - 1998

Item Type Number
Vehicles for training - |Microbus 1
Computer (4 & U)
Printer
Copier machine with accessory |Heavy duties
USG Apparatus ' High quality
Anesthesia Apparatus
Oxygen concentrator For DHQ Hospital
Doppler For DHQ Hospital
Portable USG with linear scan  |For DHQ Hospital
10 {Monitor (Operation theater)
11 |Digital Video Camera
12 {Scanner for computer
13|Over Head Projector (OHP)
14 [Slide projector
15|Gloves dryers

16 [Jackson Testing bag for
ventilator

17 [Cart for dressing 8
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3) Counterparts training in Japan
Three counterparts will be sent to Japan.

Health administration 1
Hospital management 1
Nursing supervision 1

2. Pakistani side

a) Counterparts :
Project Director
Manager of training
Obstetric/Gynaecology
Paediatrics
Public Health
Nursing
Nutrition
Sociology/anthropology
Local Coordinator in each districts (DHOs)

b ) Provision of Personnel :

Office Assistant 1
Driver 1
Supporting Staff 1

c) Provision of Spaces :
Office for the project 2

d ) Provisien of Transportation :
Vehicle & Drivers 1

¢ ) Conducting Studies :
a ) Health Facility Survey
b ) Referral Level Hospital Survey
¢ ) Household Survey
d ) In-depth Studies

f) Workshops :
a ) Workshop to exchange opinion concerning maternal health situation in Pakistan.
b) Workshop on sharing the knowledge and experience about maternal health through
participatory method.
¢) Workshop to discuss the maternal health situation in DHQ hospitals.

g ) Collaboration with other institutions :
a) Pakistan Institute of Medical Sciences (PIMS), Islamabad
b) Federal Government Services Hospital (FGSH), Islamabad -
c) CDA Hospital, Islamabad
d) Rawalpindi General Hospital (RGH), Rawalpindi
¢) DHQ Hospital, Rawalpindi
f) Cantonment General Hospital (CGH), Rawalpindi
g) Holy Family Hospital (HFH), Rawalpindi

h ) Collaboration with NGOs and other Donor Agencies
Workshop on sharing the knowledge and experience about maternal health through

participatory method. 7
st



IV. Activities in 1997-1998 :

a ) Household survey completion :

Following the household survey in Islamabad Capital Territory two more survey will be
conducted in ;

District Attock (Punjab)

District Nowshera (NWFP)

b ) Referral level hospital survey completion :
By the end of 1997

¢ ) Qualitative Study for Maternal Health :
Based upon the first year’s qualitative study including other studies will be planned and

conducted.
d ) Conducting study on the nutrition of mothers and children :
e } Preparation for National Institute of Family and Reproductive Health :

As new building construction will be completed in July 1998, we shall start working on
Organizational Plans and various activities in National Institute of Family and Reproductive Health.

f) Reproductive health workshop :

The National Reproductive Health Workshop is planned by support of UNDP , WHO and other
UN agencies such as UNICEF and UNFPA.

g ) Visit to MCH Project in Cambodia :
A visit to similar MCH Project in Cambodia supported by JICA will be arranged.

V. Constraints :
¢ The prolonged process of the appfoval of the PC-1, resulted in the delay of comprehensive

planning.
¢ Delay of delivery of proposed equipment such as vehicles and copy machines for survey.

V1. Recommendations from the Japanese Consultation Team :

1. To complete the field survey to obtained the reliable baseline data in time.

2. In order to develop practical plan in later half of the project period, analyze and consolidate the
results of the surveys.

3. To develop sustainable and practical collaboration system of registration of MM/MR with

community of the project’s target areas.

To develop preliminary training courses at central/district/Tehsil levels.

To launch recruitment of staff for MCH/RH center, including training of management/maintenance.

To design a practical and inexpensive model of referral system in one of target areas of the Project..

To request policy-makers to be aware of significance of maternal health care.

N oo



Annex 1 ------- Weekly Meeting Points

Annex 2 ------- Minutes of Workshop
Annex 3 ------- Health Facility Survey
Annex 4 ------- Referral Level Hospital Survey

(Research Protocol)

Annex 5 ------- Maternal & Infant Mortality Survey
(Research Protocol)

Annex 6 ------- Maternal & Infant Mortality Survey
(Detailed Design)

Annex 7 ------- Brief Report on Nutritional
Education Programme
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Annex 1

WEEKLY MEETING’S POblNTS

June 16", 1996 ( First Official Meeting:)

. Introductory Address

. Introduction of the Participants

. Explanation of Project Type Technical Cooperation
. Summary of Project Design Matrix

. Tentative Schedule of the First Year

June 23", 1996

. New estimate of Maternal Mortality Rate
. Objectives of the Project
. Strategy

June 30", 1996 { Monthly Meeting )

. Maternal Mortality & Morbidity data of PIMS
. Nursing & Reproductive Health Section Survey Plan

July 07%, 1996

. Work Plan of Surveys
. Plans of Maternal Mortality & Morbidity survey in Referral Level Hospitals
. Introduction of Basic Health Facility Mortality & Morbidity Survey

July 14", 1996 :

. Basic Health Facility Morbidity / Mortality survey

July 21%, 1996 :

. Examination of FLHF Morbidity /- Mortality Survey. -
. Progress of referral levels Hospital Morbidity / Mortality Survey

July 28", 1996 :

. Basic Health Facility Morbidity / Mortality Survey
. Explanation of Safe Motherhood needs Assessment ( WHO )
. Introduction of Dr. Fujita ( Epidemiologist )

August 04™, 1996 ( Work Shop )

Objective of the Workshop :
To exchange opinion concerning maternal health situation in Pakistan

August 1%, 1996 :

. Pretest of the Health Facility Survey ( Questionnaire )
. Referral Level hospital Survey
. Introduction of Japanese Experisi.e, ;

Ms. Misa Nishida, Prof. Miyuki Adachi, Ms. Yukiko Oda

August 18" 1996 :

. Design of Survey for Maternal Health
. Plans of Studies { Nutrition Survey )

August 25", 1986 { Workshop ) :
Objectives of the Workshop :

Workshop on Sharing the knowledge & Experience about Maternal Health Through Participatory Method.



September 01*, 1996 :

. Progress of Survey Preparation
. Special Comments on MCH Project ( Prof. Samia Janjua )

September 08", 1996 :

. Progress of Referral Level Hosptial Survey ( Detailed )

September 15", 1996 :

. Implementlation Plan of Heallh Facility Survey
. Situation of DHQ Hospitals in Nowshera & Atlock
. Progress of Referral Level Hospital Survey Preparalion

September 22", 1996 :

. Progress of Referral Level Hospital Survey

September 29", 1996 ( Workshop ) :

Objective of the Workshop :
To Discuss the Maternal Health Situation in DHQ Hospitals

October 06", 1996 :

. Prelest of the Referral Level Hospital Survey

October 13%, 1996 :

. Assessment of Nutrition Education Programme

October 20™, 1996 :

. Issue in Measuring the Maternal Morbidity

October 27", 1996 :

. Presentation of the model of MCH Center
. Progress of Health Facilities Survey

November 03™, 1996 :

. Progress of Referral Level Hospital Survey's Questionnaire

November 10", 1996 :

. NGO's Activities in NWFP & Punjab

November 17", 1996 :

. Progress of Referral Level Hospital Survey

November 24", 1996 :

. General Discussion

December 02", 1996 :

. Household Survey

December 08", 1996 :

. The Plans of Actual Referral Level Hospital Survey

December 16"‘, 1996 :

. General Discussion
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December 21*, 1996 ( Monthly Meeting )

. Activities of 1996
. General Plan of Next Year (i.e. 1997)
. General Discussion

December 23™, 1996

. Referral Level Hospital Survey { RLHS ) Protocol

January 13", 1997

. PROTOCOL of Referral Level Hospital Survey

January 20", 1997

. PROTOCOL of Referrai Level Hospital Survey
. Progress of Household Survey

January 27", 1997

. The Summary Report on Six months Activity

. The Draft Plan of In-depth Study for Maternal Education/Training Programme for LHVs and LHWs
. PROTOCOL of Referral Level Hospital Survey

February 17™, 1997

. Progress & Preparation of Household Survey
. Pian of Focus Group Discussion

February 24", 1997

. Progress of Household Survey

March 03", 1997

. Maternal Mortality & Nearmiss Cases

2 . Progress of Household Survey & Preparation

—

March 10", 1997

. Report of Focus Group Discussion in Village Kanyal

2 . Report of National Maternal & Child Health/Family Planning Congress on

"Reproductive Health” 5-6™ March, 1996, Lahore, Pakistan
NGOs Conference

March 17", 1997 :

. Introduction of Supervisors and Interviewers of Household Survey

March 26", 1997 :

. Implementation of Household Survey

2 . Introduction/Schedule of Japanese Consultation Mission



Annex 2-A

MINUTES OF THE WORKSHOP
On Sunday the 04" of August, 1996

Time 10:00a.m. to 1200 p.m.

Venue : WHO Regional Training Center, Ground Floor,
The Children's Hospital, Pakistan Institute of Medical Sciences,
G-8/3, Islamabad

Subject : WORKSHOP ON EXCHANGING OPINION CONCERING ABOUT MATERNAL
HEALTH SITUATION IN PAKISTAN

Participants :

Pakistani Counterparts | Prof. Mushtaq A. Khan ( Project Director )
Dr. Javed Chaudhary ( Joint Executive Direclor )
Dr. S. A. Qazi ( Associale Physician, Children’'s Hospital ),
Dr. N. Gul Rehman { Training Coordinalor ),
Dr. Sayyada Batool Mazhar(Head of Department of Obsletrics & Gynaecology, PIMS )
Madam Mumtaz ( Nursing Superintendent )
Miss Gul Fareen ( Staff Nurse )

Japanese Experts : Dr. Tamolsu Nakasa { Chief Advisor )
Mr. Akira Naruse ( Project Coordinalor)
Dr. Masami Fujita { Epidemiologist )
Miss Akiko Udayama { Nursing Supervisor )

Obstetricians From:: Prof. Saad Rana { Holy Family Hospilal, Rawalpindi )
Different Institutions of Prof. Ghazala Mahmood ( Rawalpindi General Hos$pilal, Rawalpindi )
Rawalpindi/ Islamabad. Dr. Nabia Tariq ( Cantonment General Hospital, Rawalpindi )
Dr. Samia Janjua { Retired Professor )
Dr. Rehana Hameed ( Federal Government Services Hospital, Islamabad )
Dr. Nasreen Saud ( District Headquarters Hospital, Rawalpindi )
Dr. Shubnum Raja ( C.D.A. Hospital, Islamabad )

Participants from @ Dr. Raza Zaidi(Depu!y Coordinator, D.H.0. Office, Islamabad. )

Health Departments Dr. Shams ud Din ( District Coordinator, D.D.H.O. Attock )
Rep. Director Generaf Health, Punjab

Welcome Address / Objectives of the Workshop By Prof. Mushtag A. Khan:

Prof. Mushtag A. Khan welcomed all the participants and after introduction he highlighted the objectives of the
workshop and the MCH Project. He described the two components of the Maternal & Child Health Project. i.e.;
{ @ ) Grant and Aid in Building
{ b ) Technical Cooperalion
The Objectives of the Workshop are ;
( 8 ) To explain MCH Project supported by the Government of Japan.
( b) To exchange opinion concerning about the maternal health situation in
‘Pakistan. '
( ¢ ) To discuss the measurements to ascertain the causes and risk factors for
maternal deaths occurring in big hospitals.

_ He told that this project is fuhded and sproned by Government of Japan ( JICA ). After the welcome address,
Prof. Mushtaq asked Prof. Saad Rana to chair the Workshop.

Prof. Saad Rana ( Chairman ) :

As a chairman Prof. Saad Rana asked all the participants to present their ideas, views and studies. First of all
he asked Dr. Tamotsu Nakasa ( Chief Advisor ) to present the overall goal and the objeclives of the MCH Project.



3. Explanation of Technical Cooperation by Japan in MCH Project
By Dr. Tamotsu Nakasa :

Dr. Tamotsu Nakasa, the Chief Advisor of the MCH_ Project explained the Technical Cooperalion by the
Government of Japan (i.e., JICA, Japanese Inlernational Cooperation Agency }. He also explained ;

(1) The overall goal is * To promote women's health and social welfare through' improving
the maternal and child health services *.

(2 ) Project Objective is * To develop and improve the maternal and child health services
which can broadly contribute to the people in rural areas with special emphasis on
training for the safe molherhood. Especially, To secure safe delivery through
comprehensive maternal heallh services. '

( 3) The activities of the project will be :

( @) To train health professionals.

{ b ) To develop a functional and mutual referral system for maternal and
child health services in the selected districts.

( ¢ ) Top conduct surveys of above mentioned activities in various areas, at
any time of the project.

(4) Plans of Studies are ;
(.a ) Referral level Hospital Morbidity / Mortality Study.
( b ) Basic level of F.L.H.F. Morbidity / Mortality Survey.

{ ¢ ) KABP survey of community health care providers.
{d) MM.R. Household Survey.

Presentation By Consultant Obstetricians :

Prof. Ghazala Mahmood :

Prof. Ghazala Mahmood from Rawalpindi General Hospital, Rawalpindi, presented her ideas and views about
maternal morbidity / morality. She emphasized to focus on the rural areas, the establishment of a proper referral
system, and to obtain the base line data. She also described that the hospital should be made a baby friendly hospital,
but it has to be a mother friendly hospital first. :

Dr. Rehana Hameed :

Prof. Rehana Hameed from Federal Government Services Hospital, Islamabad, presented the Maternal
Morbidity / Mortality data of last five years from her hospital. i.e. ;

Year Total Number of Total number of Booked Cases Non-Booked
Births Deaths ) Cases
1991 9470 births 2 dealhs 01 01
1992 9112 births . 6 deaths 01 05
1993 7667 births 2 deaths - 02
1994 8092 births 5 deaths - 05
1995 8085 birhts 5 deaths - 05
Total 42426 births 20 deaths 02 18

Death Rate = 0.6 deaths / 1000 births

Dr. Samia Janjua :

Dr. Samia Janjua presented a very detailed maternal morbidity and morality data from different hospitals of
Pakistan. According 1o her study, from 1975-1984 there were 17460 births, and 30 deaths from which 6 cases were
booked. So the death rate was 1.7 deaths / 100,000 births. The highest death rate was calculated in Sheikh Zayed
Hospital, Larkana, i.e., 67.1 deaths / 1000 births. The causes of
the death were * No Antenatal Care *, and the poor condition of the patients when presented to the hospital, There may
be séme hidden / unidentified causes of deaths which are not known due 1o some reasons.



Dr. Nasreen Saud :

Dr. Nasreen Saud, Head of Department of Obstetrics & Gynaecology in District Headguarters Hospital,
Rawalpindi. She presented data from her hospital. i.e. |

Year | Total Number of Births Total Number of Deaths
1993 4 1906 ‘ 04
1994 2069 06
1995 2240 02
Total 6215 12

In their hospital the causes of deaths were rupture eclampsia and penpheral problems. While in referral cases patients
usually face financial and transportation problems

Dr. Shabnum Raja :

Dr. Shubnum Raja is Head of Depariment of Obstertrics & Gynaecology in C.D.A. Hospital, Istamabad. She presented
her hospital's data related to Maternal Morbidily & Mortality, from Jan 1994 lo June 1886, According lo her study the
total number of deliveries were 3,000. While 4 of them were major pregnancies. There were 2 maternal death cases.
The complications mostly faced, were Medical, Anesthelic and surgical. There were some unidenlified hidden
problems too.

Dr. S. Batool Mazhar

Dr. S. Batoo! Mazhar, Head of Department of Obsletrics & Gynaecology in Pakistan Institute of Medical
Sciences, Islamabad, presented data collected from P.ILM.S., hospital records, from July 1993 1o June 1996.

Year Total Number of Deliveries Total Number of Deaths
July 1993 to June 1994 949 7
July 1994 1o June 1985 1547 7
July 1995 to June 1996 1272 8
Total deaths during 3 years 3768 22

- Maternal Mortality Rate :

583 deaths / 100,000 births ( 5.8 deaths / 1,000 births )
Over estimaled rate because of the serious condition of the paltients on presentation.

Out of 22 deaths only 3 cases ( 14% ) were booked and 19 cases ( 84% ) were non booked.
Presentation :

Eight patients presented in shock, ﬁve with eclampsia, and four with bleeding.
Causes of Deaths :

Seven died due to shock ( septic, hopovolemic ), five due to CVA, and two due to pulmonary Embolism.

Mode of Referral to P.LM.S.:

Oai 5
Govt. Hospital 4
Pvt Hospital 3
Self Referral 7
Booked 3

Dr. Fujita ( Epidemiologist ) :

Dr. Fujita ( Epidemiologist ) appreciated the presentation of studies by consultants obstetricians. He also
describe the need of ;

- Careful collection of data and information
- Learn from past experiences



Combined Suggestions to Improve Maternal Health :

« Allthe participants agreed upon the need to eslablish a good and proper referral system.

« Transport for a proper referral should be available.

- The health workers ( LHVs, LHWSs ) should be residing in or near the health facility where they are appointed.

« The health facilities should also provide home delivery service, because in rural areas most families want to have
delivery at their residence. It was suggesled that the LHVs should visit to homes and deliver the woman at home
when needed.

= Latest datarelated to materna! morbidity & mortalily should be obtained.

» Basic health facility data should be oblained regarding reproductive heaith facilities.

« -Modern medical equipment should be provided to all health facilities.

» Health care providers ( LHVs, TBAs ) and household surveys should be conducted to collect useful |nformauon

» Data which will be obtained from surveys in ICT, Attock and Nowshehra districts should be compared.

- Adequate training should be given to all the health worker to increase their efficiency.

+ All the health staff should be properly monitored / supervised.

= Proper record of all the patienis should be kept.

Concluding Remarks :

Prof. Mushtag A. Khan lold the participants about the progress of the MCH project. He said that his team is
conducting a survey in all the health facilities of ICT, Attock and Nowshehra districts. Al the end he thanked all the
participants for attending the workshop and spend some their precious time for this noble cause.

Signed By :

+  Prof. Mushtag A. Khan ( Project Director )
« Dr. Tamotsu Nakasa ( Chief Advisor )



Anenx 2-B

Minutes of the Workshop
On Sunday the 25" of August, 1996

Time 10 : 00 a:m. to 12 : 00 noon

Venue : WHO Regional Training Institute,
Ground Floor, The Children’s Hospital, P.I.M.S.
Islamabad.

SUBJECT : Workshop on Sharing the Knowledge & Experience about
Maternal Health through Participatory Method

PARTICIPANTS OF THE WORKSHOP :

Pakistani Counterparts :Prof. Mushtag A. Khan ( Project Direclor )
Dr. Javed Chaudhary ( Joint Executive Director }
Prof. Ghazala Mahmood ( Consuitant Surgeon, Head of Department Gy/Ob, PIMS )
Dr. S. Batool Mazhar ( Associate Surgeon, Gy/Ob, PIMS )
Dr. Shamim Ahmed Qazi ( Associale Physician )
Dr. Gul N. Rehman ( Training Coordinator )
Dr. Salma Ayoko Tokonaga { Medical Officer )
‘Madam Mumtaz ( Nursing Superintendent )
Ms. Gul Freen ( Staff Nurse )
Ms. Athar Sayed ( Social Scientist )
Ms. Afia Khan ( Social Scientist )

Japanese Expert Dr. Tamotsu Nakasa ( Chief Advisor )
Mr. Akira Naruse ( Project Coordinator )
Ms. Akiko Udayma ( Nursing Expert )
Ms. Misa Nishida ( Nutritionist )
Ms. Yukiko Oda ( Social Scientist)
Mr. Kan Sato { Social Scientist )

Invited Participants - : Or. Farzana Bari ( Quaid-e-Azam Universily, Islamabad )
Dr. Khalida Manzoor ( NIPS, Islamabad }
Dr. Zeba Sattar ( Population Council, Islamabad )
Ms. Tahira Abdullah ( UNFPA, Islamabad )
Dr. Attiqua Hameed (- Sukhi Ghar, Rawalpind )
Dr. Sarah Safdar ( Peshawar University, Peshawar }
Dr. Zaitoon Qazi { Ministry of Population, Islamabad )

1 ) Welcome Address & the Objectives of the Workshop :

Prof. Mushtaq a. Khan ( Project Director ) welcomed the paricipants to the workshop and briefly introduced
the Mother & Child Health ( MCH ) Project in Pakistan and its objectives. After introduction, he requested the guest
speakers lo present their studies and share their knowledge and experience in this regard and to give What ever
comments or suggestions they feel necessary.

2" ) Presentation By the Participants :

DR. KHALIDA MANZQOR is a senior fellow at National Institute of Population Studies, ( NIPS ), Islamabad. She
talked from her own experience of reviewing the functioning of TBAs. She emphasized the point thal even though
TBAz had been trained they were generally not able to perform refatively simple medical procedures. She also pointed
out that for uneducated and rural women ( and men, for the matter ) pregnancy is regarded as a normal state of being.
They do not feel that it requires any extra medical check-ups. She quoted figures that out of all women (in the field she
worked in ) that utilized the Family Welfare Centers, only 55 % used it for check-ups during pregnancy.

Some of the factors that promote the use of health facilities are the close proximity of the facility from peoples’
homes, trust in the doclors, attitude of medical staff, availability of medicines al that health facility, the services



provided and the awareness about prenatal care. Fatalism was ciled as one of the factors thal might hinder the use «
these facilities.

Dr. Khalida suggested that focus groups should be conducted amongst TBAs, women of reproductive age
husbands and obstetricians respectively.

MS. TAHIRA ABDULLAH from UNFPA, questioned the premises that the MCH Project is base on. She stressed upo
the point that while concentrating on “ mother's Health, a woman's health in general should not be ignored. Sh.
suggesled a revision of the terms of reference, i.e., from MCH to reproductive health care.

PROF. MUSHTAQ A. KHAN later informed the parlicipants thal the hospital will be named as, “National Institute o
Family and Reproductive Health'.

DR. ZAITOON QAZl is incharge of reproductive health services in Federal Government Services Hospital, Islamabad
She provided various statistics on the health facilities of Sind province and the results of an evaluation of Asiar
Development Bank funded activities carried out there. She informed the participants that the access to the BHUs was
improved to 56 % after the said project was completed. She pointed out some of the factors due to which the BHUs
might be functioning poorly and one of these was that the BHU staff was transferred/changed too frequently. The staf;
also complained that they were not consulted while the various projects were designed, or else they would have
provided some useful suggestions for the running of the BHUs. Family Welfare Cenlers provided better training and
health education than the BHUs. Dr. Zaitoon also suggested that the focus groups should be conducted with the staffs
of the various health facilities, TBAs and traditional healers.

DR. ZEBA SATTAR from Population Council, Islamabad, differed from Ms. Tahira Abdullah on the subject of the basic
premises of the MCH Project. She felt that since the project was based in Pakistan, it should be based upon the
priorities of the people of the country. She pointed out that providing the services was not the only answer, if the public
is not ready to avail it. She agreed with Dr. Khalida's remarks that women of Pakistan do not regard pregnancy as a
state in which one needs to visit any health facility, unless absolutely necessary. She also said that with the increasing
cost of living, even men have had lo consider family planning as a logical step.

DR. SARAH SAFDAR is head of Department of Social works, in Peshawar University, Peshawar. She provided a
general review of the LHWs evaluation that her team carried out in NWFP, She commented that only 20 % of the
women in Nowshera district visited health facilities for prenatal care and 98 % delivered at home. It was told that the
inhibitive attitudes among people of Nowshera towards availing health facilities was influenced to some exient by the
religious institutions at Akora Khattak.

DR. FARZANA BARI from Quaid-e-Azam University, Islamabad, raised concern over the dependence on the already
existing infra-structure { BHUs, RHCs, elfc. ) to establish the referral system, since these health facilities are not
functioning anyway. They might be misused in a number of ways or they might not be used at all. '

DR. ATTIQUA HAMEED is Doctor incharge of Sukhi Ghar. ( Family Planning & Reproductive Health Center ). She also
pointed out that the lack of proper referral system causes many problems. She also commented that a woman using a
health facility was influenced by the male members of the family, specially her husband and by religious teachings.

PROF. MUSHTAQ A. KHAN ( Project Director ) added to the discussion that even though Primary Health Care has
been recently stressed upon, it requires the setting up of secondary and tertiary units as well. The establishment of the
MCH Cenler would act as a tertiary care facility and a training center for health workers in the three target districts. He
acknowledged the need for improving the supervision of health facilities. Dr. Farzana Bari added that since the MCH
Project, funded by the Japanese, would be using the already existing health facilities set up by the government, it
would apply some pressure on the government to make sure that they are run properly.

MR. SATO KAN is a short term Social Scientist from Japan, emphasized that JICA wanted to reach the people in the
community, not just to provide a facility. He suggested that the already existing community health committees may be
used for this purpose. This type of social organization could be instrumental in providing women of reproductive age
information about their health care.

MS. YUKIKO ODA s also a short term Social Scientist reinforced Ms. Tahira Abdullah’s point of paying dur attention to
a “woman's Health *, not just a * mother's Health .

PROF. GHAZALA MAHMOOD is a professor of Gynaecology in PIMS. She informed that 50 % of alt women are not of
reproductive age ant that their ailments can no! and should not be ignored in this project.



3 ) Concluding Remarks :

PROF. MUSHTAQ A. KHAN (Project Director) and DR. TAMOTSU NAKASA (Chiel Advisor} concluded the
discussion by thanking the participants for taking time out to attend the workshop.

Signed By :

= Prof. Mushtag A. Khan
« Dr. Tamotsu Nakasa



Annex 2-C

MINUTES of the Monthly Meeting
Sunday the 29" of September, 1996

Time ; 10:00 a.m. to 12:00 noon

Venue : WHO Regional Training Cenler, Ground Floor,
The Children’s Hospital, PIMS, G-8/3,
Islamabad

Subject :To Discuss the Maternal Health Situation in DHQ Hospitals

Pakistani Counterparts ;

Prof. Mushtaq A. Khan ( Project Director )

Dr. Javed Chaudhary.( Joint Execulive Direclor)

Dr. S. A. Qazi { Consultant Physician )

Dr. Gul N. Rehman ( Training Coordinalor)

Prof. Ghazala Mahmood ( Head of department of Obsletric/Gynaecology }
Dr. S. Balool Mazhar ( Obsletrician/Gynaecologist )

Dr. Sofia N. Sheikh ( Gynaecologist )

Madam Mumtaz { Nursing Superintendent )

Ms. Athar Sayed ( Social Scienlist )

Ms. Gul Freen ( Staff Nurse )

Japanese Experts :

Dr. Tamotsu Nakasa { Chief Advisor )

Mr. Akira Naruse ( Project Coordinator )
Ms. Misa Nashida ( Nutritionist )

Ms. Akiko Udayama ( Nursing Supervisor )

Other Participants :

Dr. Sarfraz Afridi { DHO, Nowshera )

Mr. Hafiz Saeed ((ADHO, Nowshera )

Major M. Yagoob Khan ( M. S. DHQ Hospital, Nowshera )
Dr. Ghayyur Alam ( DHQO, Aftock )

Dr. Ranjha ( DHO, Rawalpindi )

Welcome / Introductory Address ( Prof. Mushtag A Khan, Chairman ) :

Prof. Mushtag A. Khan ( Project Direclor ) welcomed the participants in the monthly meeting of MCH Project,
and emphasized ihe objectives of this monthly meeling. The objective of the monthly meeting was lo “ Discuss the
Situation of Maternal Health in the DHQ Hospital of Nowshera & Attock ". After that he asked the participants to
present their ideas, views and studies.

Major M. Yagoob Khan (M. S. DHQ Hospital, Nowshera ) :

Major M. Yaqoob Khan told the pariicipants that Nowshera is also a big district o Peshawar, with 6 RHCs, 30
BHUs, 10 Dispensaries, 3 Civil Hospitals, 2 MCH Centers and One DHQ Hospital. But such a big hospilal of the district
is facing many serious problems. No Anesthetic is available in the DHQ Hospital. There is also lack of new instruments
for Operation theater, there is no post for Pathologist, Only three nurses are working there. Am other big problem is
that budget of the hospital is very limited and is inadequate to fulfill the needs of the hospital.

He suggested that such an important heallh center of the district should be provided more adequate facilities,
so that the people of the catchment area of the district can be properly benefited by all the facilities. He emphasized on
the need to increase the hospital staff which is very less. Specialists and consultants should be appointed there. He
also suggesled that the districls should be run by the District Administration.

Dr. Sarfraz Afridi ( DHO, Nowshera ) :

Dr. Sarraz Afridi told the participants about the problems & difficulties in the health facilities of district
Nowshera. He lold that Doctors & LHVs are get acceptable salaries, residence and other facililies but they do not work
there or if posted they do not live there. He suggested that new hospilals should be construcled, because DHQ




hospital is over loaded because of inadequate facilities and lack of slaff. It is the only hospital of district level and i
cannot fulfill the needs of the people. He told that if P. M.'s public health Program is implemented properly then it car
get good communily data & results.

Comments from Prof. Mushtaq A. Khan ( Chairman ) :

Prof. Mushtaq A. Khan suggested that the DHQ hospitals should be provided with more staff and adequate
facilities. The staff of other health facilities should be trained, the informalory material should be distribuled in the

health workers and community people. He encouraged the health staff that the MCH Project team will help them to
improve their service.

Signed By :

«  Prof. Mushtag A. Khan
-« Dr. Tamotsu Nakasa



Annex 3

Conducted Health Facility Survey

Islamabad Capital Territory = ICT

Date Studied Health Facility
(Islamabad Capital Territory : ICT)
4/9/1996 . BHU Sohan
10/9/1996 BHU Jagiot, BHU Pind Begwal
12/9/1996 DHQ Hospital ( Nowshera)
14/9/1896 RHC Barakhau, BHU Phul Gran
16/9/1996 DHQ Hospital (Attock)
17/9/1996 BHU Rawat, BHUGagri
18/9/1996 BHU Schadra
19/9/1996 BHU Tumair
23/9/1996 BHU Bumber Tarar, BHU Bohker
24/9/1996 BHU Shah Allah Ditta
25/8/1996 BHU Jhang Saydian, BHU Chirah
26/9/1996 RHC Sihara
28/9/1996 RHC Tarai
Nowshera, NWFP
Date Studied Health Facility
(Nowshera, NWFP)
7/10/1996 RHC Khair Abad, BHU Jahngira,BHU
Shaidu
8/10/1996 BHU Kahi, Civil Hospital Nizam Pur
9/10/1996 BHU Inzari, BHU Mama Khel
14/10/1996 RHC Pir Piai, BHU Aza Khel
17/10/1996 BHU Tara Jaba, BHU Akbar Pura
21/10/1896 BHU Badrashi, Civil Hospital Ziarat
Kaka Sahib
4/11/1986 Civil Hospital Pabbi, MCHC Pishongri
6/11/1996 RHC Akora Khattak, BHU Mania
7/11/1996 MCHC Nowshera Kalan, RHC Kheshki
9/11/1996 MCHC Nowshera Kalan
11/11/1996 RHC Manki Shelif, BHU Katti Khel
13/11/1896 RHC Dag Ismail, BHU Soin Khak
14/11/19386 BHU Misri Banda, BHU Mughal Kai




Attock, Punjab

Date Studied Health Facility
(Attock, Punjab)

18/11/1996 MCHC Attock, BHU Sarwala, BHU Haji
Shah

20/11/1896 BHU Kamra, MCHC Hazro, BHU Bangi|

21/11/1996 BHU Haroon, BHU Hameed, BHU
Jalalia

25/11/1886 THQ Hazro, RHC Rangoon, BHU
Ghurgushki,

o BHU Khudda, BHU Shamsabad

27/11/1996 THQ Fateh Jang, BHU Kanyal, BHU

Pourmiana
‘ BHU Shahia, BHU Khudda

28/11/1996 BHU Aurangabad, BHU Kisran, BHU
Kot Fathe Khan

30/11/18996 THQ Pindi Gheb, RHC Maghian, BHU

, Dhurnal

1/12/1996 BHU Basal, BHU Bhatiot, BHU Kot
Fateh Khan

2/12/1996 RHC Bahtar, BHU Dhairi Rai Ditta

3/12/1997 THQ Jand, RHC Chabb

5/12/1986 BHU Dhaknair, BHU Kharpa, BHU
Jabba

8/12/19586 BHU Khagwani, BHU Boliwanwal,
RHC Domel
BHU Akhori

11/12/1996 BHU Akhori, RHC .Dome!

Health Facility Surve\yed

ICT ATTOCK | NOWSHERA | TOTAL
District Headquarters - 1 1 212
~ Hospital
Tehsil Headguariers/ 5 3 8/8
Civil Hospital
Rural Health 3 5 6 14/ 14
Centers
Basic Health 13 56 28 54 /98
Units ' ‘
Mother & Child 3 3 4/6
Health Center
Total Facilities 16 70 42 128
Total Surveyed 16 38 - 27 81




Annex 4

Referral Level Hospital Survey

| RESEARCH PROTOCOL

Researchers :
Prof. Ghazala Mahmood ~ Prof. Mushtag A. Khan
DOr. S. Batool Mazhar Dr. Tamotsu Nakasa

Dr. Sofia N, Sheikh Dr. S. A Qazi
: Dr. Gul N. Rehman

Introduction & Significance :

Every year almost 600,000 women on earth die from carrying life. The maternal mortality differs
from country to country, the difference being the widest between the rich and the poor countries. More than
150 million women become pregnant in developing countries each year and estimated 500,000 of these
women die from pregnancy relaled causes. According to World Bank report, in our part of the world a
woman runs a 200 times higher risk of death as compared to industrial countries’. This difference in
maternal mortality shows a greater disparity than any- other public health indicator. Thus for example the
overall risk to women dying from pregnancy related causes expressed as a life time chance of maternal
death has been estimated 16 be as high as 1in 21 in certain areas of Africa, compared to only 1 in 9,850
for a woman in Europe. In the developed countries there are 2 to.9 maternal deaths per 100,000 live births,
but in developing countries the figures range from 300 to 1,000 or more z

Although reliable population based data are lacking, estimated rate of maternal moriality is high in
Pzkistan. It is however evident that maternal mortality rate in- Pakistan has declined over time, as
suggested by declining sex ratio and population. For example Sex Ratio in Pakistan in 1901 census was
118 males per 100 females which-has declined to 111 in the 1981 census. The overall maternal mortality
rate in the world ln 1988 was 370. In the industrial countries 26, while in the developing countries it was
420. For Asia 380 * and Pakistan 500 per 100,000 live births. While maternal mortality rate in the world in
1620 was 430, Industrial countries 17, South East Asia 610 and Pakistan 340 °.

The maternal'mortality ration in Pakistan is still not reliably. quantified and estimate range from 190
to 1,700 deaths per 100,000 live births. The UN Population Division uses a figure of 500 per 100,000 live
births. At this figure around 20,000 women die in child birth every year. The UNICEF's estimated maternal
mortality ratio (usually referred as maternal mortality rate) for Pakistan during the 1880 to 1990 period was
5 per 1,000 live births. Thus Pakistan's rate is closer to the average of 5.9 per 1,000 live births for the least
developed countries of the developed world. In 1996 World Bank report the maternal moriality rate for
Pzkistan is not mentioned. During 1989 - 1992 Maternal and Infant Mortality Survey (MIMS )
was conducted in three different region of Pakistan. The maternal mortality rates in Six Kachi Abadis of
Karachi city was 2.8, five districts of Balochistan 6.3 and in Hazara division NWFP ( rural ) 4.3 per 1,000
live births.

Regional maternal mortality ratios for Sub Saharan Africa range from 270 to 760 per 100,000 live
birihs ( WHO 1991 a ). A few population based studies under taken in Africa have found MMR varying from
86 per 100,000 in Machakos, Kenya ( Voorhoeve, 1984 ) to 2,362 per 100,000 in the Gambia (
Greenwood, 1987 )..The maternal mortallty in Tanzania ( 1992 ) was 241 per 100,000 live births.

An attempt to reduce the high maternal mortality involves identification of the contributory factors
and interventions measures to deal with-the problems. The Interventions like TBA training / refresher
courses, intensive community education, ante natal check-ups in loca! areas, free obstetric flying squad
service, better linkage between formal and informal health services, home maternal death condolence
camps and improvement of obstelric care in hospital, offered free for deserving cases play major roles in
reducing maternal mortality. In Faisalabad, the third largest city of Pakistan the TBA training courses
reduced the maternal mortality from 10.1 per 1,000 live births in 1977 to 1.9 per 1,000 live births in 1987.
Similarly a five year study of 215 maternal deaths was done from 1888 to 1993. The maternal mortality
during that period was 0.77 per 1,000 live births. It is well documentied in literature that once a serious
complication has occurred, emergency obstetric care can stop a women progressing to a death or



nearmiss death event thus reducing case fatality for life threatening complications. Focusing on severe
morbidity could have the very important methodological advantage of providing information with the least
observation bias and thus with improved validity. Hence we have decided o use nearmiss death event as a
control.

A maternal death review in referral level hospital can increase awareness among health
professionals about the factors in the facilities and the communities which can be avoided. Actions can be
planned o address the avoidable factors related to maternal mortality and so reduce maternal moralities.
The collected data can be used to sensitise the planner/pohcy maker to ultimately help allocale more
budget for maternal health.

Objectives :

In Pakistan, as in most of the other developing countries, there is deficiency of data on maternal
mortality. The objectives of this referral level hospital survey are ;

1. To ascerain the quantum of maternal mortality in the selected referral Ievel/temary care hospitals of
Islamabad and Rawalpindi.

2. To assess the contributing factors of maternal mortality in the selected referral Ievelltertlary care
hospitals.

3. To assess the availability of emergency or essential obstetric care at the referral facilities for the
management of complications

4. To give recommendations for an effective referral system to assure rapid transfer of women with
complications between each level of care.

Definitions :

+ Maternal death °is defined as "Loss of a woman while she is pregnant or within 42 days of termination
of her pregnancy irrespective of the duration and site of pregnancy from any cause related to or
aggravated by the pregnancy or its management but not from accidental or incidental causes”.

« Direct deaths ® are those resulting from obstetric complications of the pregnancy state ( pregnancy,
labour and puerperium, or from a chain of events resulting from any of the above.

« Indirect deaths ® are those resulting from previously existing disease or disease that developed during
pregnancy and which was not due to obstetric causes, but which was aggravated by the physiologic
effects of preghancy.

» A Nearmiss case will be defined by the consultant incharge of the gynae and obstetric department of
each of the study hospitals as a severe life threatening maternal morbidity case. The inclusion criteria
for identification of nearmiss cases will include the following ;

1) Imminent Eclampsia 2 ) Puerperal Sepsis
3 ) Induced Septic Abortion 4 ) Ectopic Pregnancy
5) Obstructed Labour 6 ) Ruptured Uterus

7 ) Acute Ante-partum Haemeorrhage with shock

- 8) Post-partum Haemorrhage
9 ) Acute medical & surgical conditions in pregnancies
10) All cases admitted in ICU

Design :

+ A hospital based prospective study mcludmg all pregnant women dying in the study hospitals in one
Year.

« Retrospective analysis of prospectively collected hospital based maternal mortality data.

+  Verbal adtopsy of the cases using information from individuals in the community to build up a picture of
events. It will be a community based survey to assess the responsible factors for the maternal deaths.

« The General history of the nearmiss cases from all study hospitals excluding treatment chart and the
community survey.

Setting :

The study will be conducted in the following hospitals of islamabad and Rawalpindi:



1. P.LMS. 2.F.G.SH 3. RGH 4. HF.H.

5. DH.Q. 6. C.VD.A. 7. C.G.H.
Method :

1. Identification of cases :

» The consultant of the gynae and obstetric department of a particular hospital will help in
identification of the cases. A local co-ordinator at the registrar level will be
designated by the consultant of every hospital for this purpose.

« Inclusion Criteria : The cases fo be selected for this survey will be all cases admitted through
emergency of thal hospital and identified after admission as a mortality or nearmiss case by the
consullant incharge. The cases ‘will be of two types :

a ) maternal morality cases
b ) near-miss cases

« Exclusion Criteria :

1) Cases with missing or incomplete addresses will not be included in the study.
2 )} Any mortality case not disclosed by the gynae consultant / coordinator of the study hospital will not be
included in the study.

2. Getting complete'information for the referral level hospital questionnaire :
This will be done by the research physician with the help of :

a ) Patient hospital record/Ante natal record

b ) Interview of the doctors of gynae and obstetrics department involved in the
management of the patients

¢ ) Doctor of the other depariment involved in the management of the patient.

d ) Ward sister or midwife

3. Getting cbbmplete,information for the community questionnaire :

For this purpose, the patient's residence ‘will be visited by the research physicians and the
questionnaire filled in after discussion with her relatives. or if necessary any involved community health
personal will be interviewed. The cause of death, symptoms before arriving at facility, general health during
pregnancy, anienatal care and avoidable factors if any would be asked from one of the deceased close
relatives. : :

4. Review of the cases :

The collected cases will be analysed in the internal review committee meetings by Prof. Ghazala
Mahmood, Dr. S. Batool Mazhar and Dr. Sofia N. Sheikh at PIMS.
5. Input of the data into the computer :

The data collected will be entered into the computer as each case is completed. It will be analysed
under the package of Epi Info 6.



Annex 5
Maternal Mortality Survey Research Protocol

Islamabad Capital Territory (ICT )
( Rural Area)

Introduction :

In the developing countries, maternal health has been a very neglected area. Indicative of this siluation has
been a very high-maternal .mortality ranging from 260 - 1060 in these counlries. More than half a million malernal
deaths occur. globally, of which 89 % occur in the developing countries . A number of inlernalional conferences on
populalion, development and health.in the last decade have called {or reduction of maternal moralily by half of 1990 b}/
year 2000 ' WHO had urged developing couniries lo produce reliable estimates of maternal mortality by 11995 .
However, maternal mortalily is difficull to measure and the baseline informalion available in developing counlries is not
very reliable. The polential sources of data on maternal morality are vital registralion systems, health {acility and health
services records and population based studies. Information about several things is needed to ascertain a maternal
death, which is why it is difficull lo measure the maternal morlality at national level. Firsl, information abou! deaths of
women of reproductive age (15-49 years) is required ; second, cause of deaih ; and third, whether the woman is
pregnant or was pregnani in the previous six weeks (42 days). Few developing counlries count births, deaths and even
less register cause of death. Listing pregnancy status on cause of dealh is rare.

Pakistan is one of the developing countries with reported high maternal mortality rates, atthough the maternal
morality rates and ratios are still not reliably quantified in Pakislan. United Nations figures cite a ratio of 500 per
100,000 *. Revised WHO/UNICEF esfimales are 340 per 100,000 ' Surveys done by Aga Khan Universily in different
provinces of Pakistan assessed malernal mortalily rates fo be 280 in Katchi Abadis of Karachi city, 630.in five districts
of Balochistan and 430 in Hazara Division, NWFP *. No reliable eslimates are-available for lslamabad Capital Territo

(ICT). .

Prospective papulalion studies need to be very large and expensive in order to provide reliable resulls because
maternal death is a less common event *7. Recent efforls lo assess malernal morlality have been through
retrospective surveys. Three approaches have been used lo collect this informalion.

++) The Reproduclive Age Mortality Survey (RAMOS} is the gold standard for measuring maternal morality in the
absence of vilal registration. These are complex, lime consuming and expensive. Only ten developing countries' have
been able to do these surveys at nalional level *, including Ethiopia ® and Egypt °. In this respondents in selected
household about recent adult female deaths {some pre-defined period) and whelher those deaths are asked relaled
to pregnancy or child birth.

2 ) Second approach is lo ask respondenls aboul adull female deaths in other households which were relaled lo
pregnancy or child birth. The interviewers then visit those households and interview affecied household members *°.

3 ) The most cost-effective way .is the sisterhood method because smaller. sample sizes are required. The

isadva‘nla?e of the method is that.it doesn't provide current estimales' and it may underestimale the maternal
mortality % In this approach adult household members are asked about maternal deaths among their sisters. This
approach was developed in 1987 at London School of Hygiene & Tropical Medicines (LSHTM), after a large number of
developing couniry researchers had problems with measuring maternal morality directly .

Results using sisterhood method for assessing maternal mortality have now beén reported a number of places
like Botivia'?, Djibouti 2 Tanzania™, Bangladesh"’ and Benin. This method provides survivorship information by
precisely defining a population i.e., sisters. Sibs usually remain-in contac! with each other through out life, and- cne
surviving sibling of the family can provide informalion about other sisters. This minimizes the number of households to
be visited 1o collect information, especially in areas where ferlility is high. Primary, this approach asks respondents {o
report the number of their sisters who reached reproduclive age (or were ever married) and how many of these sislers

died of maternal causes.

An indirect and a direct estimate can be made by using sisterhood method. The indirect method -can be
made by asking four simple questions ;

a ) Number of sisters who have reached age 15 (or were ever married).
b ) The number of those sisters who are still alive.

¢ ) The number who have died.
d ) The number of deceased sisters that died of maternal causes. -



In the indirect method dala are collected in terms of aggregate experience of all of their sisters i.e., no
information on individual sisters is needed or asked. The objeclive of indirect method is to use lhe proportion of sisters
who died to estimate a life time risk of maternal mortalily. If information on fertility is available for an appropriate period
then maternal mortality ratio can be estimaled. There are three assumplions associated wilh lhis estimate' ; a ) The
sislers of respondent are representative of women exposed to the risk of maternal death. b ) The age distribution of
siblings of the respondents is known and the average age of the sislers is the same as respondents. ¢ ) The
distribution of malernal deaths by age is known.

Direct method estimation is a more detailed procedure and provides more complete reporting of events'?. It is
referred to as direcl, because there are no assumptions or models used lo eslimate maternal mortalily. This method
asks for individual-leve! dala on surviving sisters and deceased sisters. All brothers and sislers of the respondent are
listed.by age chronologically-and then information about”each of the-following is obtained; a ) Survivor ship of each b )
Ages of surviving siblings ¢:) The ages and years ago of death of deceased siblings d ) For each deceased if the
dedth.was due to maternal causes. i

As for the district of Islamabad no reliable maternal mortalily estimates are available, it is proposed o conduct
a survey using sisterhood method. The objective of this study.is lo provide a reasonable assessment of maternal

monalily.
Objective of Study :

To provide a reasonable estimate of maternal mortality in the district of Islamabad.
Significance of the study :

IUwill provide a baseline maternal -mortality rale before the implementalion of the Maternal & Child Health
Project funded by JICA. Together with the leriary level malernal mortality audit /survey, it will provide us valuabie
information 1o launch inlerventions aimed at reduction of maternal mortaitiy.

Definitions :

1. The lifetime risk is the number of materna! dealhs 1,000 women will experience by the end of the reproductive life
span. In theory, the lifetime risk is a cohort measure but by necessity is usually calculated wilh period measure or
approximated by mulliplying the rate of maternal deaths to women 15-49 ( the malernal mortalily rale ) for a single
year by the tength of reproductive period.

2. The maternal mortality ratio is the ratio of the number of malernal deaths per 100,000 live births for same time
period.

Data analysis :

Data will be analyzed initially using SPSS/PC+ and EP) INFO-6 programs for statistical analysis. In the later
stages of datd analyses, however, the information on maternal deaths from other two districts (Attock and Nowshera)
would-be combined. The aggregalion of data from all regions is possible after matchmg on characteristics of the- reglon
~hich have an effect on maternal and chlldhood mortallty :

Analysis Plan

The data will be analyzed in the foliowing way:
1. Frequency tables will be generated fdr all the variables providing prevalence lév’els.
2. The 10”0w1’dg rates, ratios and indices will be computed:

--Average household size

--Sex ratio

--Age and sex distribution

--Dependency ratio

—In and oul-migration rales

-Housing and environmental characteristics
--Economic status indicators

--Literacy rates, ever-married women 15-49
-Literacy rates, husbands of ever-married women 15-49
—Distribution of households by language spoken
--Current pregnancy rale



--Contraceplive prevalence rates
--Crude Birth Rate

--General Fenrtility Rate

--Total Fedlility Rate

. --Maternal Mortality Rale .
--Maternal Mortality Ratio
--Slilibirth Rate

--Perinatal Mortality Rale

--Infant Mortality Rate

~ --1-4 year old Mortalily rate
--Under Five Mortality Rate
--Cause Specific Childhood Morality Rates
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Maternal mortality rates will be compuled by characteristics of the women and households. A few sample
tables are given below:

E Women Characteristic Number of | Maternal moriality rate .Confidence Interval
Deaths
Education:
None

Primary (1-5 yrs)
Secondary (6-9 yrs)
Post- Secondary (10 yrs)

Occupation of Husband

Unskilled worker
Skilled worker
Professional
Others

Ante-natal Care
(> 1 visit)

Yes
No
Unknown

Parity:
1

2-3
5+

Household Number of Maternal Mortality Confidence Interval
Characteristic | Deaths Rate )

Socio Economic
Status*®:

Low

Middle

High
* as determined by the ownership of household items

Maternal deaths by direct and indirect obstetric causes:

DIRECT OBSTETRIC CAUSES

Causes of death Number of - ‘Percentage
' deaths :
Abortion
Hemorrhage

Toxemia of pregnancy

Ruptured uterus

Puerperal sepsis

Pregnancy related but cause
Undetermined

Others

Total




) ) INDIRECT OBSTETRIC CAUSES

Causes of death # deaths Percentage

Infectious hepatitis
Tuberculosis

Anaemia :
Cardio-vascular disease
Tetanus
Others
HEALTH SYSTEM CHARACTERISTICS
Characteristic Crude birth Crude death’ Infant mortality | Maternal

Raté of rate rate morality rate

Availability of medical care

Yes
No

Accessibility to medical care

Yes
No

Appropriate cross-tabulations will be carried out after the frequency distribution have been obtained.

FIELD STAFF.

Field Manager should have a Bachelors in Social Sciences or related field, with significant experience in field surveys
or community work. He will be oriented in survey melhodology and field management. Reporting to the Study
Coordinalor, he will be directly responsible for logistic arrangements including transport, problem-solving and decision-
making on routine and emergency matters, quality assurance and progress of work, and for maintaining the team-spirit
and morale of field workers.

Team Supervisors (TS) would be matured females with bachelors degree in social sciences and experience in
conducling surveys. The responsibility of the Team Supervisor will be to ensure quality and accuracy of the data
collected by the interviewers, and to conduct short re-interviews on at least 2% of the households surveyed in a day.
They will carry out final field-editing of questionnaires, The will report to the Field Manager.

Interviewers would be females Lady Health Workers-or Lady Health Visitors with intermediate or above preferably
with some experience in inlerviewing/ survey work. Reporting to their Team Supervisor, their responsibility will be to
collect accurate, precise and valid information from their assigned households. Reporting to the Team Supervisor, they
will screen for infant/child and adult female deaths in the sampled clusters, and will conduct verbal autopsies on
reported deaths.

Field Strategy
The field work in area would require the following major steps:

1 Ground Work: Establishing rapport with the local IeadeVrs Health personnel, Social Welfare Local Bodies
and Education departments, and the local administration; Identification of local volunteers for gu1dance and

coordination.
Responsibility: Study Coordinator and Field Manager.

2. Logistics viz. transport, maps elc.
.. Responsibility: MCH Project Japanese Expert and Field Manager
3. Training: The field personnel will be required to attend a six day intensive training in survey
methodology and questionnaires. The training will include field visits to non-sample vnllages for practical
experience.

Responsibility: Study Coordinator and Field Manager



4. Field Survey: All households in the sampled area would-be interviewed through Form | (Household
Characteristics), one foreach household and Form H (pregnancy Hlslory) one for each ever-married woman:
of less than 50 years of age.

Responsibility: Hoysehold interviewers/Field Manager

About 2% of the households interviewed in each sample cluster will be re-interviewed on-selected variables
after the cluster has been completed by a team. The completed questionnaires will be sent un-edited 16 the
Study Coordinator withirr three days of completion. This procedure of post- enumerahon guality check (PEQC)
will be carried out by a team different from the one doing the initial survey.

Responsibility: Field Manager

All adult female deaths reported will be further invesligated through Form 1l (Malernal Mortality Assessment),
and all ether deaths reported during past year, through Form V.
Rvespons-ibili»ty: Study lnterview.er

5. Heallh Services Assessment: During the survey, informalion on available health services will- be collected
from the district health office, NGOs, local leaders, and other government departments.
Responsibility: Field Manager

6. Supervision and Monitoring: Constant supervision and monitoring of all field activilies, editing, and data
entry operalions will be done by the Study Coordinators. The in-built methods of quality contro! will be done
through:

1) concurrent cross checks of the data collecled by the interviewers (re-interviews), in a sample of
questionnaires;

2) field-editing of all questionnaires and scrutiny of random samples of queslionnaires;

3) post-enume'ralion quality check of 4 random sample of questionnaires after the survey is completed in
cluster,;

4) check up of the final editing of the questionnaire by the research team,

5) double entry-of each questlonnalre by separale operators and consmtency checks lo detect and correc!
data eniry errors; )

Itis expected that, at the end of the exercise, the information collected would be sufficiently reliable and
appropriate to assess the current sntuahon and+o plan a comprehensuve maternal and child health care programme for
the province.

GENERAL GUIDELINES FOR FIELD PERSONNEL
1 All field persornel will receive training in interview techniques and format of the questionnaires.
2. The teams will be assigned to specific clusters (selected at random, prior to survey). All feam members will

abide by the decisions of the Team Supervisor,-and any disptites will be referred only to the Figld-Mariager.
Each team will be required to complele an average of 40-50 households per working day.

3. Any local escort provided by the village elders/administration will accompany the field teams where adwsed by
them.
4, Interviewers will work individually once inside the residential struclure -housing the families. Twé interviewers

may enter the household logether, if they desire so, but they will interview separale families within the structure
or household. Performance of-each figld personnel would be evaluated daily on an individual basis. -

5. Team Supervisors will re-interview 6-8 households per working day for quality check. They will supervise all
interviewers for quality and quantity of work, and will field-edit the questionnaires. At the end of each day, they
will complete the listing and progress forms.

6. The Field Manager and the Study Coordinators will devise weekly schedules. They will also complete weekly
© progress reports.

7. Workifig hours will nermally be 8 a:m’-to 5 p.m., six days a week. The vehicles will leave by 7:45 a.m, and any
interviewer failing to make it by that time on two consecutive days will be dropped-out of the survey team, The
teams will be required to get back to the station before 'sunset.



Annex 6

Maternal Mortality Survey Detailed Design
Islamabad Capital Territory ( ICT )

( Rural area)

To be measured : MM.R,

LM.R.
Site : ICT (rural areas )
Period : Jan - Dec 1997
Sample size : 7500, respondents

or ever married women in the household

Budget : Annex - 1
Questionnaire Annex

& Translation

Prelest N Hospital mothers

Community Mothers

Modify Questionnaire :

Personal : Coordinator

Over all Field Assistant : 1
Supervisors : 10
Interviewer : 20 R

Selection of Household :

Cluster Sampling

« Every house with ever married women starting from the right side house of the main mosque of the viilage. Keep
going right ( one inlerviewer ).

» Starting from the right side house of the small mosque of the village. Keep going right { 2™ interviewer ).

Selection of the Personal :
DHS and DHO ICT/RWP for LHWs/CHWSs and supervisors.

Copy Questionnaire :

Other administrative arrangements :

Acquire Data collection material

lraining and practicals in the field arrangement

Survey team, ( 2 interviewers + supervisors )

Give Survey material, questionnaire and allocate clusters

Date of survey

Material, folders, pens, pencils, stationaries, paper boards

Questionnaire, Guidelines for questionnaire



“Overall Planning Sheet” :

Survey Interviewer Supervisor Cluster No. Vehicle No. Driver
Team Name Name

No.

1 1.

2.

2 1.

2.

3 1.

2.

4 1.

2.

5 1.

2.

6 1.

2.

7 1.

2.

8 1.

2,

9 1.

2.

10 1.

2.




Daily Chart :

Date :
Survey Interviewer Supervisor Cluster No. Vehicle Driver Coordinator
Team Name Name No. Visiting

1 1.

2.

2 1.

2.

3 1.

2.

4 1.

2.

5 1.

2.

6 1.

2.

7 1.

2.

8 1.

2.

9 1.

2.

10 1.

2.

Field Work :
Decide Agent

Meeting Point
Departure Time
Team Time Table
Coordinator visit time table ( inform anly in the morning about visit )
On reaching the field, whom to inform & to mosque molvi
Day's report
Provide feed back next morning
" and solve problems
Monitoring by field supervisor
Monitoring by Coordinator
Data collector = Interviewer

Data Entry > Compilation




1} Plan Survey

2 ) Prepare to coordinate survey
3) Coordinator / supervise survey
4} Compile data

5) Data Entry

6 ) Analyze data

7 ) Rates and limit of precision

8 ) Interpret results

8 ) Report Writing

Material Needed :

«  White & coloured ( green, yellow, pink ), pages for questionnaire

« Pencils, clip boards, walerproof bags, calculalors, staplers, large envelops per cluster

- Transportation, lodging, perdiam, field schedule of when survey team will visit.

« Official clearance of survey area and letter of permission with each survey team.
Training :

s Large room, smaller room

e black board, chalks

« flipchars

e Over head Projector

« Transparencies of the questionnaire and translation

Budget :
« Stationary
« Printing / photocopy
« Clerical work, typing / photocopying
e Training facility .
« Coordinator / Trainer 1 -2
e Surveyors 20
s Supervisors 20

» Perdiam
« Lodging
» Vehicles for transportation
¢ Petrol
(Funding by MCH/JICA)

Translate Questionnaire & other form of Survey :

Each question in the questionnaire will be reviewed and decided how to word it that it will be clearly understood
by the local people. The questionnaire will be transiated into the national/local language well understood and used by
the women in the area to be surveyed.

Instruction to surveyors will also be franslated if the surveyors do not feel comfortable/confident. with the
understanding English instructions. This translation will be checked by some other person other than translators. *back
translate” it orally into lhe original language. If the translation is accurate, then "back transiation” should be consistent
with each other and with the original. :

After translation, questions by questions explanation will be proposed lo correspond to questionnaire. Stating
that the survey is spoused by MOH or referring to government institulion may be reported so it will be avoided : as
much as possible by the survey team introduce the survey as concerned with maternal & child health management
ralher than stating the survey to be from government and government health facility, since caretakers often hesilate to
maintain traditional healers health survey ; surveyors should prompt for traditional healers but not for other providers. If
prelest shows that prompting is biasing the result this instruction will be deleted.

Community based Practitioners :

Who receive training or supervision through health system.

Private Practitioners :

1) Government health workers doing practice in the same facility ( included in

government H. F.)
2 ) Government health workers daing practice after office in different private clinics.

3 ) Non-Government Hospital/clinics -~ ( private physicians ).



Pretest Survey forms and Revise them::

Al least on month before the survey, the queshonnaue will be prelested in 3 small sample of household in
area similar to that in which the real survey will be done. Translation version of the queshonnalre will be used , will help
to identify the problem before the survey,

The pretest will take about 4 days including time for explanation and classroom practice ( with other methods )
befare going out to conduct interview. About 2-3 interviewers will be needed for the pretest. There may be individuals
whao are likely lo be chosen as supervisors for the real survey.

For proposal for the pretest, staff and copies of the queslionnaire for each pr'élesl interviewer to use the
classroom practice -and lo come with at least 30 women in the community. For classroom praclice one copy of each
questionnaire should be enough for each interviewer. . .

In addition o prelest the questionnaire, pretest any other survey forms which will be used in the real survey
e.g., test single cluster summary, single cluster lally sheets, by compiling the dala from the pretes!.

After the pretest interviewers will be asked for their opinions on any needed revision in the wording of the
questions or use of answers, codes, data collected and forms will be checked for any inconsistencies.

Any revisions that seem to be necessary as a result of lhe pretesling will be |ncorporated into the queshonnalre
and other survey forms prior {o the training period. :

As a result of the pretest we will be able to ;

W Further adopt the questionnaire as necessary based on the local experiences.
M Identify common problems and solutions o high light in training.

Estimated lime required for the survey, based on the average time required lo go to a house and conduct an
interview.

— 73—



Suggested Schedule for Pretest

"AGENDA
Day-1:
Time
08:00 a.m. - 10:00 a.m.' Introduction of Individuals Senior Researcher
Introduction, briefing on the survey ~
10:00 a.m. - 10:30 a.m. Read the Questionnaire ~
10:30 a.m. - 11:00 a.m. TEA :
11:00 a.m. - 12:30 p.m. White Section :

Household clustration + ever married women ~
Question by question explanation -
Demonstration & role play

12:30 p.m. - 02:00 p.m. Red Section o
Maternal mortality information ~
Question by question explanation
Demonstration & role play

Day-2:

08:30 a.m. - 10:00 a.m. Yellow Section
Infant mortality information ~
Question by question explanation
Demonstration & role play

10:00 a.m. - 11:00 a.m. Explanation, Exercise on deciding ~
which section to use

11:00 a.m. - 11:30 a.m. TEA

11:30 a.m. - 12:00 noon Explanation of household schedule for ~
pretest ( i.e., when to go, how to choose )

Day - 3:

09:00 a.m. - 01:00 p.m. Interview in the community
( One of the village in ICT )

01:00 p.m. - 02:00 p.m. Renew & Discussion
Correct the questionnaire Identify Problem

Day-4:

08:00 a.m. - 10:00 a.m. Discussion of interview and questionnaire
questions on any change

10:00 a.m. - 10:30 a.m. TEA

10:30 a.m. - 12:30 p.m. Finalize the questionnaire

12:30 p.m. - 02:00 p.m. Finalize schedule for Survey, Sampling & Training



Selection of Communities, where cluster will be located

The survey will be carried out in ICT rural area. The survey method used will be a “cluster sampling” technique.
A cluster will be a randomly selected population group of size likely to include a specified number of ( ever married )
women. '

The cluster sampling will be a 2 stage process involving ;

M First, selecting community in which clusters will be located i.e., village of ICT area.
W Second, Weather these communities i.e., the village households with ever married women.

For statistical reliability, It is best to survey at 30 cluster from the total area. Increasing the number of cluster to
measure the 30 clusters will greatly resull in grealer precision'as the variability between cluslers will decrease if more
clusters are surveyed. .

Since the survey will be carried out in ICT rural area and the population is scattered e.g., in $mall rural
communities . It may aclually easier {o do 75 clusters than 100 households as the sample size from our study is 7500
ever married women. With 75 clusters with 100 ever married women it will of a size lhat can be covered by a survey
team in one day :

Probability proportionate to size :
Communities when clusters will be located will be selected according to “probability proportionate to size”™.

Randomly selected village 175
list by population size :
Smallest village H/H size : Clusters

This means thal communities with population of equal size should have an equal chance of being'select'ed to
contain a cluster. Communities with large population should have a proportionately greater chance of being a cluster
the smaller community.

List of all the communities in the area to be surveyed along with their populalion size, then without regard lo
the location of the communities.

11)  Communities total population = Sampling interval
No of cluster

12) Random number

13) Village with 3334 population



Cluster No
Date
W1
W2

Maternal & Infant Mortality

Household Survey

'Name of the Village

Surveyor

ASK AT EVERY HOUSHLD, RECORD ANSWER BELOW

. Arethere any'women between 15-49 years of age, living in this household ?

YES:Y , NO:N

‘How many children less thah 5 years of age live in this household ?

( Record the number of children less than 5 years of age )

Use a column for every household.

Househol!d Serial No

W1 : Household with women
of 15-49 years of age

W2 : Number of children <5
years of age

"Household Serial No

W1 : Household with women
of 1548 years of age

W2 ;| Number of children <5
years of age’

Household Serial No

W1 : Household with women
of 1549 years of age

W2 ; Number of children <5
years of age

Household Serial No

W1 : Household with women
of 1549 years of age

W2 : Number of children <5
rears of age

Household with women 1549 years to revisit: °

1)
2)
3)
4)

Household with children < 5 years to revisit ;

1)
2)
3)
4)

For determining the maternal mortality in the study areas, sisterhood method will be used. For childhood
deaths and pregnancy history of ever married women of reproduclive age (15-49 years) will be used.

Data will be generated through household interviews conducted by trained female interviewer. The
questionnaire consists of 5 companents.

Form - 1 : Is designed to collect information on age, sex, composilion of the household, births, deaths and migration
during past five years and environmental/Socio-economic characteristics of the household.



Form - 2 : Inquiry into pregnancy hislories of last from year of all married women below 55 years of age.

Form -3 & 4 : Relates lo verbal autopsy.of women who have died in.the reproductive age group and child under five
years of age respectively. Farms pertaining o verbal autopsy will be used o ascertain deaths and indirect cases of

deaths.

Form - 5 : Will be used for collecting information about quality of available health services in the area for each village.
A village statistics form will be comprising of information on physical health facility infrastructure available fo village and
distance to the nearest health facility.

Sampling Strategy :

The survey will provide representative survey for the ICT, therefore it will provide the information reguired lo
develop specific interventions ( for purposes of planning, implementing, monitoring and evaluation of health care
infrastructure in the area ). It is expecled that the result of the survey would provide good working estimates for the
agencies involved in the health related activities. ‘ o

It is informed that different studies varies distinctly. However, different planning agencies are using the
prevalence of maternal mortality death rate of 500 women per 100,000 live birhs. Using this ratio, the sample size
requirements for developing reliable -estimates for Islamabad rural population almosl comes 1o cover the entire rural
female population of 15-19 years age.-However, keeping in view the availability of logislics and resource availability
and the standard established for large size population, it is proposed that 48 sample villages be covered. For
sisterhood approach, all eligible women of child bearing age 15-49 years will be covered. Cluster sampling technigue
will be adopted in this survey. Each sample cluster will be comprised about 100 adjacent households. One cluster will
e selecled randomly for coverage. i

Survey planned for ICT :

Study Site : The maternal & childhood mortality survey is a cross-seclional and retrospective study, data will
be data will be generated through inlerviews. It is designed lo determine the maternal and infant mortalily ratio/ratios
for several clusters scattered over Islamabad Capital Territory rural area, the daily work will be carried out during April
1997, through household interviews conducled by trained interviewers.

The survey will also attempt to ascertain causes of malernal & childhood deaths and related health care
problems and barriers to medical care, The study will determine the maternal morbidity ratio (per 1000 live births),
maternal mortality ratio (per 1000 women 15-49 years of age), infant mortality ratio {per 1000 live births). It will also
generate crude birth ratio (CBR), total fertility ratio and migration ratio for sample village. ‘

Work Plan ;

field personal : the study coordinator and co-coordinator will be responsible for overall conduct of the field
work. They will be assisted by district field manager/supervisor appointed for duration of survey for three months. He:
will assist in actually carrying out the survey in the field.

The following personnel will be required o interview 7500 household spread over several clusters in the ICT

rea. .
1) District Field Manager / Superviser ( male ) 1
2) Team Supervisor ( male & female ) 10
3} Household interviewers : 20
4 ) Drivers / Guide : 10

The above personnel would work in 10 teams, each having their own transport, supervised by supervisor.
Each team will thus comprise of a team supervisor, an interviewer and a driver. ‘ : o

All team miembers will be reduired lo attend a_six days training in survey methodology & questionnaire, The
training will be organized at The Children's Hospital, PIMS, Islamabad. The training will include two full- days work in the

field.



Annex 7

Brief Report on Preliminary Survey of
Nutritional education Program for Lady Health Workers

- Actual procedure

Day 1, 14 September 1996 Venue: RHC Bhara kahu

(A) Explanation of procedures to LHWSs and first focus group discussion

Procedure of the program was explained briefly by Dr. Gul N. Rehman (Schedule of program :developed
matenials for facilitator/conductar). After that a focus group discussion was conducted by Dr. Gul N. Rehman based on
focus group discussion guide o know LHWs' KABP about anemia and foods. A total of 14 LHWSs from different areas

of ICT attended. And five resource persons atlended as observers.

(B) Pre-Course E\/al’uaﬁon by Participants.
Pre-course questionnaire was distributed amongst the participants to know their expectation of this program
and the prevailing food behaviors amongst the rural women after the background information was provided.

(C) Explanation about making map and listing available foods in the village.
The LHWs already knew about drawing map of their catchment area. as part of their routine job. We only
:xplained to indicate the shops i.e. food shops in their respective areas to acquire available foods in the village, and
also explained about making list of available foods, usually people can get from their village and the other areas i.e.
Islamabad or Bharakahu.

Day 2, 15 September 1996 Venue: RHC Bhara kahu

(D) Making map individually
The LHWSs made the marked and field map of their village and developed list of available foods.

Day 3, 16 September 1996 Venue‘: RHC Bhara kahu

(E) Discussing about map by LHWs

The LHWs explained and showed {heir maps, location of the shops etc. were discussed and highlighted with
each LHW. The prepared list of available foods in their respective villages, indicating the food groups i.e. energy, iron,
vitamins and minerals were shown and submitted by LHWs.

{F) Explanation about “key- “foods”
Ms. Athar SAYED (Assistant) explained about “key- foods briefly depend on materials of program for

facilitator/conductor we developed.

«G) Exercise “let’s select key-foods to prevent/reduce anemia in the village”

For this exercise, we had prepared to flannel graph(flannei cloth and food sticker). Each LHW was asked to
come up and display the iron rich foods and food groups i.e. foods as source of energy, foods as source of protein,
foods containing vitamins and minerals. This was done 1o know about their knowledge about food and nutrition to
preventfimprove anemia and to select *key-foods” for teaching pregnant and lactating women.

{H) Explanation about how to fill in “self-check sheet”

After distribution *self-check sheet” to all participants, Dr. Gul explained the process of filling “self-check diet
sheet” . One of the LHWSs was requested to come up and her “self-check diet sheet” was filled to demonstrate to
LHWs on filling of the sheet. This "self-check diet sheet” consisted of 5 parts, i.e.1) name of dish who ate during
24hours, 2)each food.......

(I} Interview to each other using self-check sheet
After explanation from Dr. Gul and praclical demonstration, the LHWs were asked to fill their own "self-check

diet sheet” by interviewing each other. For this exercise, they used prepared “self-check sheel” and chart of food
groups. To assess their understanding of “self-check diet sheet” and to know the limitation and shortcomings own
dietary behavior, they were asked to exchange the *self-check diet sheets” and identify dietry shortcomings regarding
combination of food groups. They interviewed each other and exchange their views for their dietary behavior.



Day 4, 17 September 1996 Venue: Village Mera _Beqwal )

(J) Village work{1): Explanation about research methods

in the village, a part of the questionnaire regarding KABP, process of home visiting, interview and
anthropometry were explained by Dr. Gul, lo the participants of the course. Each paricipant was asked to first
demonstrate the anthropometric skills and then measure weight, height and mid-upper arm circumference of mothers.

{K) Interview to Pregnant Women in the village

In'implementation stage of nutrition education, LHWs were asked to visit homes, interview pregnant women in
the village using self-check sheet and a questionnaire about nutritional anemia. Anthropometry of mothers-was
conducted and socio-demographic condition of homes was assessed. Only 9 out of 14 LHWs participaled in the field
activity, They interviewed the four available pregnant mothers in the village.

Day 5, 18 September 1996 Venue: RHC Bhara kahu

(L} Second Focus group discussion

In order lo knoe LHWSs comprehension of the use of “self-check diet sheel” the pariicipants were asked lo
identify problems in each others filling in "self-check diel sheet” on dietary behavior especially the identification of “key:
foods" to prevent/improve nutritional anemia. In this focus group discussion the main topic was KABP among LHWs t
and pregnant women in the village to find out their understanding of nutritional anemia at the end of this course.

(M) Post-Course Evaluation by Participants
A questionnaire was prepared to evaluate as o how much LHWs have retained from the course and how they

interpret the new ideas. -

(N} After program: Visited RHC Bharakahuand Mera Begowal
After this, we analyzed and evaluate the effect and problems faced during this process.

Assessment of the program : :
We assessed feasibility of this program through evalualing pilot sludy as well as a preliminary survey, We
came to know about LHWs' KABP about nutritional anemia through focus group discussion (FGD) , response for pre-
evaluation and exercise in this program. Feasibility of this objective was ascertained from LHW's response from
exercise and “post-course questionnaire™. At post-course queslionnaire, we asked them:"What is effecliveness of the
self-check diet sheet for pregnant/lactaling mothers”.
To assess feasibility of program, we got information from
-FGD on last day of program
-Post course questionnaire
-Observation from LHWS' response to exercise
-Interview to resource person and after course discussion with LHWs.

Results
1) Feasibility of a nutrition education program for LHWs.

(a) Suci;gssful aspects and effects

Status of participation : satisfactory
1" day 14 of 20 LHWSs from area of surrounding RHC Bharakahu of ICT came to
, attend the course. ' )
2% day unknown (Making map individually at their own place)
3" day " 16 LHWSs ‘
 4"day 9 LHWs
5" day 15 LHWs

Understanding of the persons concerned: )
The ADHO attended and supported the whole process of this survey {Include activity of after program)

Validity of theme and éomponents of program:

(1) Needs and interest for “self-check sheet” by participants: Exist

Respondent for post-course questionnaire from ali of participanis{(LHWs) are generally favorable. We asked
them “What is effectiveness of the self-check diet sheet for pregnantlactating women?” .One of them answered “with
this sheet we can know what a women eéals during a day and after her diet consists of three food groups or not.”
Another participants answered “with help of self-check sheet, we can easily know whether three groups of foods ‘are
included in a given meal and we can also tell mothers about their nutrition requirements. This sheet is very helpful to




know the food groups™ “With self-check sheet we can easily explain-to mothers aboul the food groups and which food
belong to which groups”. LHWSs were also able to identify eating behavior regarding food groups through interviewing
each other using this Self-Check Sheet. Their meals consisting of three dielary groups per day were very few, Although
their food intake of yellow group locked enough, some of- them might be taking too much. The tendency of red group
food intake is very low and green group intake was variable.

(2)Making map to recognize avajlable foods in their village :

The LHWSs were already aware of how lo draw the map, as it was part of their routine job. All of them agreed
that drawing such a map helped them recognize available foods in their village., When this was asked in post-course
questionnaire one of them wrote "with making of map where the shops were located and what things people could

-get easily from village and what thing they needed to get from outside the market. We also came to know about the
foods grown in the field(farms) and the things grown in the home gardens.

(3)Selecting program component :
Our selection of component of the program was rational. We faced difficult decision regarding lo number of

component and the time taken by the LHWs to understand complete
the schedule in limited time of five days. In our initial plan, LHWSs had to complete four sieps given below o make
effective "self-check sheet " of key-foods to prevent/improve anemia for belter delivery in our village.:
1. To make sure food availability within the household through demonstration of 24 hours recall food
intake research method and it's outcome.
2. To make available food list in the village through
1) making map to know the location and to recognize available food in their catchment area.
2) making crop calendar to know seasonal variation of available food in their catchment area.
3. To select “Key-Foods” through discussion based on result of 1.2. and put “Key-Foods" into three food
groups differentiated by color. :
4. Exercise conducted about “key-foods” to enhance LHWs' knowledge regardmg iron rich foods and
food groups.

“Key-foods™ must have a substantial content of tron, Protein, Vitamin C, Folic acid o prevent/improve anemia.
The knowledge of LHWs was enhanced about theutility and.importance of these key-foods, in order to enable them to
promote them in pregnant/laclating mothers. So, we make sure LHWSs' knowledge-about.foeods and anemia, it can be
promoted to prevent/Improve anemia among LHWSs themselves and pregnant/lactaling women in the village. But
duration of this program was limited. We were able to conducled 2-2) and 4 in above mentioned planning process in
this 5 days program. That is why we couldn't implement other steps. The whole process was to be completed in five
days. If more time was available, more could be done to increase the LHWs knowledge.

Problems :
Setting and methods :

a ) First focus group discussion:

Facilitator pointed problem about setting. In order o get better information, the atmosphere should be more
relaxed. For example, instead of chairs the facilitalors and participants should sit together on floor and eat or drink
something. Presence of male members of the RHC might have biased some responses. Conducting the focus groups
in the community instead of RHC woulld have been ideal. Anothropometry how to fill in questionnaire takes time so
more time could have resulted imported data.

b ) According to LHWs’ knowledge about food groups :

Self-check sheet : LHWs had problems comprehending the food groups by color. Some couldn't understand
how to fill in self-check sheet and how to asses their ealing behavior through it. They couldn't group the foods well. A
table of food group wilth different foods helped, but foods not in the table were difficult to group by color.
The interview developing self check sheet took nearly an hour and mothers felt uncomfortable and lost attention.
Reasons are: .

1. LHWSs were not very familiar with the questionnaire.

2. Questionnaire was not in booklet form, it was in the form of different sheets and the LHWSs had la shuffle

the sheels.

¢ } LHWs' KABP on nutritional anemia :
We got interesting information on LHWSs' knowledge, altitude and dietary behavior on nutritional anemia.

First focus group discussion:
We were able to get many information about LHWs' knowledge about nutritional anemia and Food taboos in

ICT area.
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