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I. Executive Summary 

This consultancy is a follow-up of an earlier visit in October, 1986 to 
help develop a monitoring system for the USAID funded and managed 1-imary
Health Care (PHC) Project. At the time of the first visit, a number of 
problems were identified at many of the Rural Health Centers (RHC) and 
Basic Health Units (BHU), including uneven performance by the doctors both 
in terms of management and clinical care, poor utilization of the centers 
by :he rural population, and lack of information available to mid and 
senior level managers. Based on these observations, recommendations were 
made to focus activities at the health centers in six priority ar,:as, 
develop standard treatment protocols for use in these areas, and develop a 
monitoring system. These six priority areas are: 

- control of diarrheal disease 
- immunizations 
- malaria 
- acute respiratory infections 
- tuberculosis 
- nutrition 

In each of these areas, a set of standard treatment protocols was 
developed to promote these activities at the health centers and basic 
health units in the country. In conjunction with these treatment 
protocols, a three tiered monitoring system was developed based on forms 
for use on a weekly basis by the health center staff, a monthly form for 
use by health center supervisors (District Health Officers or Assistant 
District Health Officers) when they visit the centers, and a quarterly
reporting form for use by District Health Officers (DHO's) in reporting to 
the provincial Director of Health Services (DHS). A manual was developed
for guiding health personnel staff in the use of this monitoring system. 

The monitoring system and associated standard treatment protocols were 
field tested in 13 Rural Health Centers for 5 months between the initial 
and follow-up consultancies. During this trial period the activities of 
the health center staff changed significantly. Weekly staff meetings were 
held with the entire health center staff to discuss weekly performance in 
each of the six priority areas, monitoring forms on which drug shortages 
were noted for ordering and receiving extra supplies from the District 
Health Officer of these essential drugs (penicillin, TB drugs) were used 
and, to varying degrees, the standard treatment protocols were used in 
treating patients. The result is a general improvement in the quality of 
care which is being provided to patients, and a widening of responsibility
of the Medical Officer in Charge from mainly curative to preventive 
services as well. As a result, we have seen an increase in the numbers of 
patients using these "test* facilities. 

For the moment it is too early to tell whether this monitoring system will 
be a satisfactory model for the entire country: it will be a major hurdle 
to expand the small scale trial to a national program. Nevertheless, it 
is recommended that the monitoring system be continued and gradually
introduced into other center. and its progress be closely watched. More 
specifically, it is recommended that the system of standard treatment 
protocols be widely expanded and that the monitoring system, which 
requires more intensive supervision, be expanded more gradually, 
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I. Scope of Work 

OBJECTIVE: Recommend to Ministry of Health Authorities improvements for 
the monitoring system for the A.I.D. funded primary health 
care project based upon field experience during the test 
phase and suggest a data management system for monitoring. 

SCOPE OF WORK: In collaboration with the Government of Pakistan (GOP) and 
USAID, the consultant should undertake the following task: 

1. 	 Meet with the PHC Project staff to review experience with the 
monitoring system and criteria for choice of sites; 

2. 	 Make field visits to meet with people involved in PHC monitoring at 
the division, district, and health center level; 

3. 	 Refine system, reporting forms, and users' manual according to 
implementation experience; 

4. 	 Suggest how project staff could improve supervision of monitoring; 

5. 	 Outline training necessary for management of monitoring data, 
particularly introduction of use of micro computers; 

6. 	 Define elements which will be required for data management at 
national and provincial levels; 

7. 	 Briefing with Ministry of Health Officials for approval of System. 
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III. OVERVIEW OF MONITORING SYSTEM
 

BACKGROUND:
 

In October, 1986, when this 	 monitoring system was developed, several
problems with services beingthe 	 provided at the RI!C's and BHU'sthroughout the country observed.were These include: 

(1) 	Significant underutilization of these facilities in general but
good utilization where there was a knowledgeable. well-motivated
physician and an adequate supply of a few key pharmaceuticals; 

(2) 	 Medical Officers in Charge (NIOIC) of most facilities were unsureof 	 their administrative role at the centers and of the
appropriate clinical ofcare 
 many of the patients they saw.
This 	 problem of treatment quality was particularly acute in the case of women and children, since most physicians in Pakistan
have had only very minimal training in pediatrics and
obstetrics/gynecology. A second component of the quality of 
care issue was the unavailability of some important drugs,
particularly antibiotic, at the facilities. 

(3) 	There was virtually no flow of information from the RtC's and
BHU's to the supervisors of these centers. District Health
Officers (DHO). Provincial Directors of Health Services, and
Federal Health Administrators. As a result, it was extremely
difficult for these mid-level and senior officials to improve
the situation at the health facilities. 

(4) 	The Primary Health Care Project was of theseaware problems, butbecause there was no clear focus on which interventions would be 
most helpful in improving the situation, the project was 	 not

moving ahead in its ability t,.,) its stated goals andmeet 
objectives before the end of the funding period. In addition. 
the project itself did not have adequate information ibout what 
progress, if any. was being made thein quality of the service,,
being provided at the health facil'tics. 

OBJECTIVES: 

Based on these observations, a number of objectives ror this monitoring 
system we.re developed. These objectives ire: 

II) 	ro improve the quality of services being provided at the Rlf("i
and BHUl's by focusing attention of a few key clinical ac:itities
which will have the highest impact on the health of the
popuilation. The most important -f theie activities i%developins itandard treatment protocoh in is% high priority
clinical areas' 
Diarrheal Diseates, Acute Respiratory Infections 
Immunization Screening, Fever 
Prolonged Cough, Nutrition, 
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(2) 	 To improve the quality of services being provided at the RHC's 
and BHU's by focusing attention on a few key management 
activities by the do,;tor in charge at the health facilities. 
These include: 

- weekly staff reetings at w iich issues related to the 6 
activities above are discusred; 

.	 defining the role of the doctor in charge to include 
responsibility for 311 activities occurring at the center 
including nutrition. EPI. etc.; 

.	 monitoring the drug inventories of the 11 pharmaceuticals 
(including vaccines and ORS) which are required for the standard 
treatment protocols; 

.	 monthly meetings with the Assistant District Health Officer to 
ensure adequate supplies of drugs and resolution of other 
problems; and 

* 	 increasing service to the community through outreach activities. 

(3) 	 To improve the information being provided to the Assistant
 
District Health Officer (ADHO) and DHO about the quality of the
 
services being provided at the RHC** and BHU's through the
 
design and use of a very simple monitoring form which will be
 
filled out monthly by the MOIC or ADHO for each center and then
 
discussed and sign d by both of these of,'iccrs. Because 
information relpting to the quality of care will be used 
primarily at the level of the ADHO and DHO. whose responsibility
it is to ensure adequate quality, the forms remain at this 
level. 

(4) 	 To improve the informalton being provided to the Primary Health 
Care Project on the quality of the services being provided at 
the RIC's and 0t1U'i in order to satisfy the reporting 
requirements of USAID and to provide a mechanism to monitor the 
success with which this project is achieving its objectives of 
Improving the quality of services being provided at RIC's and 
IHU's, Since the information being collected by the ADIIO's is 
essentially the same as that needed by L'SAID. the tame form can 
be used for both purposes. 

(J) 	ro provide statistical informaiion to the provinci:sl 3nd 
nationAl level ta3ff for the purpose of monitoring the 
effectiveness and impact of their program strategies in the 6 
priority areas discussed above, Because information for thij 
purpose must be aggregated and reported in terms of comparative 
information, a third *Quarterly Reporting Form* tlvelopedwas 
together with a maiiufl for its use, It is recgnitzed that this 
quarterly form does not. by itself, provide 3 complete 
statistical monitoring system, and was designed only as the 
firlt 	step in this procesi 



IMPLEMENTATION STRATEGY: 

The 	 first step in the implementation process is the design of the standard
protocols based on the 6 priority areas, and the design of monitoring
forms for monitoring the performance of the RIIC and BHU staff in using
these protocols. This step was completed October, 1986 after discussions
with the Director of Health Services and directors of national programs
such as malaria, EPI. TB, and CDD. Because the system which wa,
recommended was a considerable change from that which was in use in the
RHC and B3U, it was decided to introduce the system slowly. A small
number of centers were selected as sites to test the system for 6 months,
aftrr which period the progress would be reviewed. 

Before reviewing the performance of the test sites, there are seveial
issues to keep in mind which link the implementation strategy back to the 
objectives for this system. 

(I) 	The underlying purpose of this effort is to improve the quality
of those services which are provided at the RHIC's and BHU's
throughout Pakistan. To achieve this end, simplicity is 
considered to be of paramount importance for the required
training in the recording and use of monitoring forms and in the 
successful implementation of this system. 

() 	 Because of the newnss of this approach to monitor quality at 
the RIIC's and BHU's, we needed to closely control the initial 
stage of implementation to ensure that it is done correctly
For this reason, the first stage of implementation started in a 
small number of centers which the PHC project itaff could visit 
on a weekly basis in urder to introduce and monitor the system.
It is recognized that eventually, introduction at new centers
will need to be dune by MOH staff, preferably the ADHO's. but 
for the initial stage, all training has been left to the PHC 
pro.ject itaff in each pro, ince 

(3) 	 In many cases, the actual data recorded on the monitoring forms 
is less important than the actions required to find the data or 
react to it. For example, on the weekly form, the purpose it to 
promate weekly s:aff meetings at each health facility, and to
review selected key act;v ita€s and noce pr.'blem areas. The 
actual answers to each question are less important than that the 
questions are asked In the same way, 	 many questions on the
mcnthly form are detined to force ADI1IOs and %iOIC'% to look at 
potential problems and to act on them Whether thce problems 
are correctly recorded on the sheets i-. less important Th u%,
in teviewing the performnnc of the system, it is important to
lool at the regularity of reporting and what actions are taken 
il response to the iyltem as well to the data isas which 
rccorded 
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(4) 	 The system has been designed as a model for Pakistan, rather 
tl'an as a system for use exclusively by USAID in monitoring
their PHC project. Accordingly, the system is an imperfect one 
for monitoring the PHC Project. The end result, however, is 
that the project will have a much wider impact than it would 
have had otherwise. 
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IV. PERFORMANCE TO DATE
 

Actual implementation of the system began early in 1987 with discussions 
and recommendations by the Provincial Directors of Health Services. The 
standard treatment protocols and monitoring forms have been field tested 
in 13 Rural Health Centers; 7 in Punjab. and 2 in each of the other 3
provinces. A list of these centers and the d.tcs the system was 
introduced is listed on the next page. It should be noted that due to
delays in selecting the sites, actual implementation did not begin until
May 2,d for some centers as late as September. To review the progress o 
the system, the consultant visited 5 test sites in 3 provinces; met with 
staff from other centers and with the DHO's from 2 districts where the 
system was being implemented; talked with the management analyst (MA) for 
each province; and held a meeting for the DHS's and provincial program
directors to discuss the progress of the monitoring system and make plans
for future implementation. The agenda and list of participants of this 
meeting is included in appendix 4. 

Overall. the implementation of the standara treatment protocols and the 
monitoring system has gone well. Perhaps a good indication of this is the 
acceptance for use by all centers selected and all staff with whom I
spoke, and the participation by the National Director-General Health and 
the DHS's of 3 out of 4 Provinces at the meeting to discuss this system.
The questions which have been raised have been about specific treatment 
protocols or monitoring issues rather than about the validity of the
overall approach, In addition, the DHS's have agreed to include this 
system as a central component of all [inservice) Medical Officer Training
taking place in the provinces, and to endorse the standard treatment 
protocols by allowing their signatures to be used on posters being
prepared which lay out the details of the treatment protocols, and will be 
distributed at every health facility in the country where the system is
being introduced. The main concern of the DHS's is that we expand the 
system so that it will be available at more centers. They do, however.
recognize the problem of expanding too quickly The consensus of supl:ort
for the overall approach is a tribute to the work of the management
analysts in each province, the management idviior, and the project 
director, Dr. Zafar Ahmad. 
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HEALTH CENTERS WHERE SYSTEM HAS 	BEEN IMPLEMENTED 

PROVINCE 	 DIVISION 

Punjab 	 L.hore 

Rawalpindi 

Rawalpindi 

Rawalpindi 

Multan 

Multan 

Multan 

NWFP 	 Peshawar 

Peshawar 

Baluchistan 	 Sibi Kachi 

Quetta 

Si-nd 	 Hyderabad 

Hyderabad 

DISTRICT 

Lahore 

Rawalpindi 

Jhelum 

Sarogodha 

Muzalffar Garh 

Gahawapur 

DATE 

HEALTH CENTER BEGUN 

Chun& 5/87 

Bagga Shaikhan 6/87 

Sohawa 6/87 

Farooka 6/87 

Shehar Sultan 9/87 

Uch Sharir 6/87 

Rahim Yar Khan Minwali Quereshian 7/87 

Peshawar 

Peshawar 

Kachi 

Pishin 

Mirpurkhas 

Thatta 

Jamalabad 	 4/87 

Khairabad 	 5/87 

Dhadar 5/87
 

Pilhin 5/87
 

Pithoro 8/87
 

Darro 8/87
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STANDARD TREATMENT PROTOCOLS 

Significant progress is being made in the u30 of standard protocols,
although in most instances, some component of the protocol is not being
followed correctly. For example, in the area of diarrheal disease, most 
centers are now giving children ORS at the health facility, instructing
mothers in continuing feeding and the use of ORS, and have developed an 
ORT corner at the center. Most centers, however, also continue to
prescribe antidiarrheal drugs for patients. For EPI, centers are now 
screening all mothers and children walking through the door, but some
reported that mothers resist getting immunized with TT. The female staff 
are having increasing success convincing mothers to accept TT
immunization. With ARI, staff argued with the doses of Penicillin and
with the need to have an oral drug as an alternative, but most accepted
the concept of a standard treatment for patients with fever, cough and an
increased respiratory rate. For malaria, there questionswere raised 
about treating all patients with fever and about using oral rather than 
injectable chloroquine, but again most patients did get treated and have a 
blood slide taken. In fact, with malaria, there is some question about 
the protocol, due to the difficulty of getting blood slide results in time 
to be clinically useful and to the problem of false negative blood slides 
meaning patients may rec-ive inadequate doses of chloroquine for their 
malaria. However, after discussions with the director and AID advisor to
the national malaria program, the protocol in use was nrt ,hanged, but 
will be followed closely by the DHS's in each pi,,,ince. The TB protocol,
following the national protocol exactly, does not pose problems. 

MONITORING FORMS: 

The purpose of the weekly monitoring form is to focus discussion at weekly
staff meetings on key priority areas. By this measure, this component of 
the system has been quite successful. Most centers are now having weekly
staff meetings and filling out the weekly forms. This may be largely due 
to the weekly visits of the management analysts to -ach center but there 
were several instances in NWFP where centers which were not visited for 
several weeks by the MA still had their wtekly meetings and filled in the 
reports. The MOIC's with whom I met seem to feel that the meetings ,ere
useful in giving the staff some infornation about what others were doing,
and in making the staff (including the MOIC himself) aware that the MOIC 
is in charge of all programs in addition to having responsibilities ror 
ill patients. While the su'rcess of this particular aspect of the weekly
meeting was not uniform, there is movement in the right direction. 

Considerable input from the management analysts is still required with the 
monthly forms but the ADHO's are beginning to take an interest in the 
kinds of information which is being supplied and 10 are more enthusiastic 
about using them. In NWFP, ADHO's were surprised to see that about 30% of 
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the patients seen were women aged 15.45, and 15% weri children < Wyears, 
and 	 that these numbers were similar for both ceniers where the system has 
been 	 implemented. However, the success of these forms must be measured by 
the extent to which they are being used to identify and rectify problems. 
While there is still only anecdotal evidence to date, the results are 
promising. In one instance, the MOIC used the information from this form 
to show the DUO that he was consistently out of stock of penicillin. which 
resulted in his being provided with1 more. In another instance, the 
provincial TB control officer was notified of stockouts of TB medications 
and more drugs were promised. At all the test centers visited. stocks of 
the drugs needed (with the exception of thiacetazone) are adequmate, which 
contrasts a non-test center viarited by a colleague where few o these 
drugs are available. Perhaps the best measure of the success of this 
component is that the DHS reports that the centers using the system have 
reported substantial increases in the numbers of patients which they are 
seeing. If it is true that patients visit more frequently those %enters 
where the community perception is that they receive better care and have 
more supplies, an increase in the patient load at those centers using this 
monitoring system may be In indication that the system is having same 
positive results. 

The use of the, quarterly reportins formis has been difficult to evs|ase 
since it has not been in use long enough. It is intended for use at the 
district level Io aGlregante information from all the Centers Un 4 
quarterly basis using the monthly forms as a data Aouce. Hlowcver, since 
there are no districts where all the cenvers are prticipating, and since 
the system has been osed foe less than two full quarters in ill :enters. 
we cannot evaluate this form. Furthermore. since this form will provide 
the data used In developing a national reporting s)item. 3reful atention 
will be required in providine the data in a form that can be used Ihe 
question of redesigning this form is discuscsd further in the section on 
recommendations. 

AREAS FOR FURTiER ATTENTION' 

Overall. the implementation of the system is going very well, bith in 
terms of acceptance by bu 't junior and snio' staff, and in terms or the 
results we atc obtaining. Nevertheless, there are some areas o( 
cc-#dcrble concern. 

(I) 	 Perhaps the most %erious concern is with itic quality of the 
information which is being ColleCted at the ,enters White the 
primary foCUS remi13ns on canglifang beh 2 1ur, rather than 
collecting data. I iI sIll Imti, rttnt to try to ccillcs 
accurate data if fny mean!.df.: use is to be sofmaide the 
information, On the monthly forms. it was noted that moss 
nswers indicated hal ll patients sie being te3ted with the 

standard protocol. however. an reviewing the daily rcsit,'r, it 
was 	 noted thai ht is nont alwyis the cite Fur estmple, SAy 
child givcn OHS is recoerded as hav In reitceied the ptupt 
irclmeni. even if no mother counseling wst given snd if uther 
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V RECOMMENDATIONS
 

TREATMENT PROTOCOLS AND MONITORING FORMS 

With the munstoring i stcm ,orking :casonabl Aell for being in place for 
such 3 short time tn such .i stnll number of centers. it is importaint not 
to rc omincind too man, chanic. in the standird re:itimnrt protocols or in 
the monitoring forms The changes which are recommcnded in these arca 
3rc the rciults of problems which have been noted by the RHC staff in 
usiilg the prutcuij and ha+,= been diz.u-i.scd and :jgreet4 to t" the )'|i
The rcj~ leprotoolh ind monitoring forms ire prcteented in jppcndi,. Z 
In4 3 %e', brielf,, the recommended changes are: 

.1) Inmmuni:31tons rhe naional policy (after much debitc on the 
point) is to Immunize only []Le,. women 3pc 15-45 with TT. 
Accordiiagll, the protocol should be changet to be constitcnt. 

() 	 Mi vr.3 Iieciue uf the considerible %nd unncccssar y use of 
injectable ,hloto quInc, the use of oril :hloroquine onl % 
recommnendedI Note that there is sone concern about the use of 
itldcs for the d tignosis of' malaria i%,cn the problem of slow 

return of retuitt .And of f'alse ne l%,e flides, bu it ,hould be 
3greed to follow the ntionil protocol for the time and to 
rc ticw .ilgin 1lter 

(3) ARI Somc of the Irug doi3gci on the old protocols were 
sircorric:l, anij the :hoice of Alternate drug protocol% were not 
4p¢e =ul ce,:icntl,Accordingly, the prouol ul thiui, beCtj % 
Aimplified .snd rtincthoprim.ulfi be given ai in .iltcrnate drug, 
contist nt \,th 'A() fecjtnrntndatior% 

The (o l!want chr ckngin the tmonit.fingIforms ire reCommnrit|er, 

The oI )n the i bc 	 toI rhc hi |f u%4 for ms ho uld modified he 
z IItrcn ,*I!h the new pr otocols c hlorotiuInc specficd as 
of 1. th 14+c ta :onec d etJ for TIt, penicillin p i Icd 3S 
proc3i pienth. alln, ivtl t itin thopt tine., ull'i dIcd 

t:) U-t1rn.inr if a .linuti:s.1t1tjn .3ret . thuiuld be c h ngcd to0 
ipovulftsoti I r i.) to te ti IItItn 	 , h Fill prog.Io .m 

13) 	 Qu3(tcrly form% %hould bc rndulf€cj it)give more numcrical 413t3 
to be used 3%the bss for the nationl reporting s stcm 

* 12
 



IMPLEMENTATION: 

fhe standard treatment protocols and monitoring system are still in theirinfancy. While they appear to have made a contribution to the performanceat the RHC's and BHU's where they are being used, they need further
testing and modification before they are implemented on a wide scale.Furthermore, before wide scale implementation can begin, a substantial
effort is required to train ADHO's and DHO's. Accordingly, carefulattention to how the program will be expanded is critical at each step andfor each component of the program. Additionally, the likelihood of the
introduction of microcomputer technology into the sysem demands researchinto how it will give the most benefit without overwhelming the staff.After discussing these points with the DHS's and USAID, the following
implementation strategy is recommended: 

(1) The standard treatment orotocols appear to be close to their
final form. Staff at the test centers feel that the guidance
they provide has been helpful. Accordingly, it is recommended 
that the standard treatment protocols be introduced to all
Integrated Rural Health Complexes (IRHC's) by the end of 6 
months. 

(2) To support the expansion of the standard treatment protocols, a 
series of p should be prepared by USAID for use at all
IRHC's. These posters will include the standard treatment
protocols, and be signed by the 4 DHS's and the D-G Health to
indicate to staff they theall that are official policy of the 
government. The posters should contain the complete protocols,
and be hung tn the walls of each center to help the staff and
the patients know the proper treatment. A description of the 
posters was presented in the first consultancy report on the 
monitoring system done in October, 1986. 

(3) A second critical component of the successful expansion of the 
use of standard treatment protocols is the tr.a.nina of medical
officers. Fortunately, the Primary Health Care Project is
already providing medical officer training in all provinces andthe standard treatment protocols can be easily incorporated into
this training. The management analyst in NWFP has already done
this to some extent in the courses given in his province. It is
strongly recommended that Dr. Upreti, training expert on the PHC
Project staff, assist in the design of the medical officer 
training curriculum. 
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(4) 	 Unlike the exp~ansion of the standard treatment protocols, the 
exoansion of the monitorina forms will require considerable 
inputs of time by the Primary Health Care Project staff and the 
provincial staff. As discussed in the previous chapter, it will 
require the training of all ADHO's and DHO's in the country. 
Accordingly, it is recommended that the monitoring system be 
expanded more slowly than the standard treatment protocols. 
Since no one plan will work in all four provinces because of 
differences in size, number of staff, etc., the decision to 
develop an implementation schedule for expansion of the 
monitoring system will be left up to each province. The general 
recommendation is to expand within a tehcil or district so that 
one motivated DHO or ADHO will be able to introduce the system 
into several centers, rather than having to train new ADHO's 
each time a new center is included. 

INTRODUCTION OF MICROCOMPUTERS 

There is considerable interest by both the MOH and USAID in the automation 
of the monitoring system through the introduction of microcomputers for 
antering, analyzing and reporting data. There are several questions to be 
considered in this regard: 

(I) 	 The first question is whether to use computers at all. In my 
opinion, the answer is yes. We are now at a point where there 
is interest at the provincial and national level, and many of 
the senior decision-makers are sufficiently familiar with the 
technology to understand what they might expect from 
automation. We are talking about the analysis of large amounts 
of data and for the integration of several monitoring systems 
and both of these would be helped by the introduction of 
computer technology. 

(2) 	 The second question is at what level to introduce the 
computers. There are several considerations in this regard. 
One, obviously, is cost. A second, is the problem of data 
entry. Many information systems are rendered useless by the 
requirement to enter vast arrays of data each month on a single 
machine, so the reporting falls further and further behind. A 
recommended approach in Pakistan would be to introduce one 
computer for each province at the level of the D!S with the 
exception of Punjab, which, because of its size would have 
computers in each Division at the level of the DD. 

(3) 	 A third question is the type of s to use to collect the 
data. ror the type of data that is being collected through the 
monitoring system, data base type programs are recommended. 
Alternatives such as spreadsheets (2 or 3 dimensional) or 
statistical packages are generally more cumbersome for this type 
of use. DBase Iil + (Ashton-Tate) is the industry, standard and 
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the most widely available, and its versatility makes it very
suitable for this type of use. In order to develop the 
appropriate data base structure and forms, it is recommended 
that 	 USAID undertake this software development, and use it to 
analyze the monthly forms being collected from each test 
center. This should be done soon so that the results can be 
evaluated before the next system review. In order to expedite
this process, a consultant already in Pakistan should be 
identified and used to develop the data base software. 

(4) 	 The issue of tajijng has been raised, since the training of 
staff in the use of computers is clearly a prerequisit- for 
their use. My recommendation is to provide an in-country course 
giving hands-on training in the use of MIS, data bases, 
spreadsheets, and wordprocessing for those who will be actually
using the computers. This would include both primary health 
care project staff and MOH staff at the provincial level. A 
second training course should be given for senior level managers
in the concepts of MIS so that they will understand what and
what not to expect from the system. This will be important in 
facilitating the introduction of the equipment and in the use of 
the information which is used. 
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APPENDIX 2: STANDARD TREATMENT PROTOCOLS FOR: 

Diarrheal Diseases
 

Immunization Screcning
 

Fever 

Acute Respiratory Infections
 

Prolongcd Cuugh
 

Nutrition
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STANDARD TREAT ENT PROTOCOLS
 
FOR USE AT RIC's AND BHU's
 

DIARRHEA TREAThF.ST PROTOCOLz 

a [VALUATE CHILD FOR DEGREE OF DEJ1YjA4Tl0N 

- TELL NOTHY-9 TO CONTINUE TO BREAST FEKD CHILD) AND GIVE OTHE LIQUIDS AND FOODS 

-
 TELL MOTHER THAT ORS WILL NOT STOP DIARRHEA 

- FEED ORS AT THE FACILITY ACCORDING TO TABLE BELOW
 

- DO NOT GIVE OTHER AN'TIDIARRHEAL DRUGS OR IV'S LNLFSS SPECIFICALLY INDICATO 

- TEACH .OTHERS iOW TO MIX ORS CORRECTLY AND 1Wk.T'0 GIVE IT TO THE CHILD 

- GIVE ,WOTHERS .NOUGtH ORS PACXETS TO T,= HIOKLE TO MEM? AN.TICIPATED N.EDS 

G,5 ::ULWDER 6 .0So. - 12 OS. :12- 30 .4,S.:3u 40-5 YR :OVEj 5 YEARS 
.. ...... -- - -- - - .. . . . . .. . . . . . . . . . . . .. .. . .. . 

I CUP OR .CUPS OR 3CUPS OR . CUPS OR 5 CL'FS OR 
MILD 
DEHYDRATION : 

200 MI. OR 
/4 SEEN 

4,00 14L OR 
1/2 SEEN 

:OR 600 MIL OR:O7R 750 ?(L OR: 
1/2 SEER 3/4 SER 

L1l 
S.E 

OR 

IN IN IN : In 
::FIRST , H1S :FIRST 0.3 IAS'ST - .i:FIRST HIRS FIRST .w t 

2CUPS OR ,CUPS O. 5 CUPSOM : CvPS OR t0 CUP'S 
MODERATE -00 ML OR OR ?S0 ML OR: I L:TO OR :1.S LTU 0 OR 2 LITERS 
DEHYDRATION 1/2 5EiX SEER 1I SEEI 0.5 2 sON.lt 

::FI:T 4 RS fIRST., luRS :FIST .5OS IJVTFIRST w K'l'q 

: 400'L L I L:"E 1.5 LITER : LITM : 
$E'VERX R%,'WEJ.S LACT:RINCVS LAT: !ARiT.c:,I T, cuJ LACT.RNG"ES 
DHRATION "N7T'UVLNOt5 I TRAVENOUS ITUVENOUS TUVMUS :.JTRAVV 0 :SJIN N IN IN IN, 

FIRST , IMS JIRST 4 US4 :FIRST MR5 :FST , I{:M FIRST M S: 

I cup 200 cc I * r 0 900 cc 

http:TREAThF.ST


i. iFa valuatal for severity of illzue: 

(If Uhi~q Nnicillin, do Micillin skin Zes: 1 drcp cryutalinm
Pn~iCillin ir.~ily - if no~ se-zu reactc, taut is raptive) 

J. Be told to rot%=7 Itf still febrile after 48 ha=s 

4. Fbr somm 4az uq- two brcrchodilatoru 

L P A~ MIl I -VIlL Vr v TYIl I
 
1(7'Wr IIL IFWPDRa2 WAT >70 1 CYAmis
 
MY mhVE: ICHES DGPAMZIG IREPERAICO DI S I
 

I -OTTZS mmmI I5EEEW ZMI LNC=VR U~
I (drainii or IDWUMA I
 
I Faij u ear or IomJISIO6
 
I hdqy earlzma) IS rM 9M I
 

o-12 1 mom maJniC N I AENIT m flm am I AERNI 1D fl(~m am
 
axyt2h I 400, 000 =751' mm1YI II
 

! FM 5 MMS - CR - IFiRDIE PENICnLLZN I OCHI AMOM1aCL I

I ThPflQPVRqW-SLUX~ 1400,000 LUQ"S 12 HRLU1125 mg. 1-1 hmxly 1
 
14/2 sp (2.5&1) W I Iup 5 MW- C- I

I ICR FIVE Ckri "n I MG=HFlWIM-9.Uf ICXYM24 IF AV~fABLE I

IPAPACMDCL FM YMN 1~ 4 
 "zl U) X 5 rWS I I 

IP&B&2 L -~-- ' II
 
FF9CM PENDIMINfl I AU M D= 1 I ALM=' MV IMR BM


I -4 1 400,OW ftX AMLI I 
 I
y*M i IM 5 M - CP- I~MCDi EC1I ICEU" O
 

I VMOV1M"1400,000 LWMT 12 HPLY1250 sq. I !hKazly I
 
il 7SP (!a1) W orally I 1K* ! OMY - cft- I RM FIVE [MW ard I


I MR FIV MY ,jvd i mmmmmWD-L'LT ima tir I
 

5 - 10 41 00,000 )tXM OAZ1 
 FXR lINE MWICILLIN I 
ymzn I 1CM 5 CYAYS - OP -
 1600, 000 U*IIT 1.2 MUL I OUPMRMM1IL I 

L L rm~ 
 i PARdM"T~cL Im Ytu!4 I 
I F E IkY3 mAn 


I TRIMMCZ iX=^ I TM FIVE (CYSY and 
1400 vq. 1) X 5 *IUS I(Z??G?4 17 AVAnlABL I 

Your. Tm 5 DAYS - Cm -
 1600,000 WmQ 12 MuLl OaDAWqM24IaL I
 
I
I ThE~Z~T 


1400 mg W)orm1ly 

I Im 1 5 AS - CR- 500 Mg. 6 hairly
1Ih~~X f I KMR rMV CAY5 an I
 

N~hI~i=&1 M2=~ FM~ MER =04 AND EME'±, EY > 5g 

Any Patient me with favor, om~h and P~xpinatory Rats maer 50 should: 

2~ kB trOcad Awd'iiM to IREA*= PI==Ltable bulow: 

I -01 IX7~l6 I Im
 

~ AAAZ 
PAPCLT L FM 1tVO II 15P(51)WK 5 DYrYSI 

Im bi FmYc~LWI 


I MVlVMD-M'LrA 

1400 sq K) am~Xy 


I MCA=D4 5'DEZILfl 

a~ 10 #60,006 txml ohmiY 


I AW3T =V = t Im I ArO? 'm E6=- =I 

! KMR 5 r'AYt - ng- 125M x. 6 hxaly 

I AMQ M D =M) I ACKIT TO Z)(J W)I'V 
mok macniz i I
 

IrTCYI 9W UX 5 DAYSIYG i250 ITrAVAnAWZI IM y an 


mm~ IO ~W twice per May (1 ~rY)
IR=DR -40LUA =~MC1f'J - 200 sq. Trim~awth~i in 5 cc. 
ALL ThDDGZWMU -IZJ7X 73 G#V OPALLY 
ALL PFCDAM PD(ICMLLDE W3 GrdDnVA5KLARX 

= 19 W 
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D 'DSTNE FOR FEVER 

AnY Parso %ho i se with fever shuld: 
1.Have blood e takun for malaria 
2. Be given CAL chlozavqiiz FO HFStHFIE Mm M: 

age: I1-11 ntuhsj12-24 m1tihsI3-4 yearsI5-6 yearsI7-14 yearul>14 yearsl 

IC:1/4 tab I C.1/2 tab I C: Itabi C:2 atbsIC: 3 tabs IC: 4 tal 

IF SLI IS POSITIVE FCR FAICIARMU MIARIA: 

age: 11-11 ths 112-24 monts.3-4 yMs 15-6 years17-14 yearul>14 year l 

IC:4/4 tab I c:1,/2 tab I C: 1 t.abl C:2 'tabsC"3 tab IC: 4 tals
 
DAY1 I II P:4/4tabl P:1/2t jP: tab IP: 2 tab I
 

IC:1/4t b IC: L/4 tab IC:3/4 tabIC: 1 tab IC: 2 tab IC: 3 tabelDAY2 1 I I P:,/4tabl P:1/2tabP: I tab IP: 2 tabl 

IC:1/4tab IC: L/4 tab IC:3/4 tablC: 1 tab IC: 2 tabs IC: 3 tabl

Y3 I I I P:1/4t bl P:2/2tbIP: Itab IP: 2 tab I
 

17 SLIrE 15 POS"TIVE FtR 11VVAX MARIA: 

age: 11-11 hAtI12-24 mth13-4 yeaaj5-4 yeez=J7-14 yuaral>14 ymli 

IC:1/4 tab I C:1/2 tab I C: 1 tabl C:2 tabsIC: 3 tabs IC: 4 takulDhY 1 I I I P:1/4ta&b P:!/2tabjP: 1 tab JP: 2 tab I
 

IC:1/4tab IC: 3/4 tab JC:3/4 tabIC: I tab IC: 2 tabs IC: 3 tabIl
 
DAY 2 I I I P:I/4trabl P:1/2trabP: I tab IP: 2tab I
 

IC:./4tab IC: 1/4 tab IC:3/4 *abiC: 1 tab IC: 2 tabs IC: 3 tra. l
 
D&Y 3 1 i I P:1/4tab1 P:L/2tabIP: 1 tab IP: 2 tab I
 

Ik I I1P:1/4tabI P:1,'2tabIP: 1tab IP: 2tabl 

DAY I I i P:1/4tb! P:V2tabIP: 1 tab IP: 2 tab I
 

P a PRDQTW4 7. 5 ul. ableta C - CHLrCmir 200 mg. bae 

CIAL O{LM = ==h IC U MR ALL OM fIIIi MZI=IrV
[a===i A MWIZ DMZ4 .MlW e'tAI.C MM I S 
NTIiT ECIAZLY OIILUM. IT ITMOTCU It USE MEN IS 
UWAcI=, HAS !MZftW'Z1E)AL MAARIA, OR HAS SEVERE %(ITC. 

WDQJI=IE ;E BE A M P!) Mfr WOUIN.
W IX 
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ShNWDARD TFM r FM oul{-

R A CXI LASTINGM!tE {AN 3 WEES: 

All dhildren wider 10 years should be referred 
osnt-r 

Adults and children 10 years or older should: 

rcNG LAS'rNG 

to the nearest diagntic 

o 	Be examind for signs and syrpt, of tuberculois 

o 	Have 3-4 alicse of qtpm prepared, fixed, prerly marked an
-Jude, and sent for analysis and detanti to nearest MIC or 
micsop Ownter 

o 	With positive results, follow the r 3 drug treatmit pla
and question the patient about family m rs or close cxrtacts 
with =x . 

$'ThMhI TFMA1 FM LM LAS7C-t~ 

TH F REAMG RGMW FMR MHRUOIS 

10 - 15 YEARS 16 -45 YEARS 

S tzrinta eai Inter mmoilar*W 1=11
(firt 2 injections:
moths only) Daily single dose 

1/2q to 3/4g 
wt. : normal to tweavy 

Iscniazide By moth: 
(12 months) Daily sirle, dos 

l5m to 300M 
wt.: nrz~l to havy 

Thioscatzr,, By mouth: 
(12 oths) Daily 7Uq to l5Cm 

w.t.: nrmal to heavy 

thmb.tol By mouth: 

(12 months) Lsi1y 75mg to 150=g 

wt.: muma to havy 

injection: 
Daily single dos: 
lq.
 

By muth: 
Dily single dose 
30CM 

By mouth: 

DLV.y single do 

150mi, 


By mouth: Daily
single dome down 
15(0 


> 	45 YEARS 

By mith: Daily 
30O to 450o 
wt.: zmorl to 
>4OYq
 

By mouth: [ily 
15 to 25C 
wt.: nrml to 

By wmith: daily 
single dos 
120(m 

*Not given mnlm clos attwnian and follmo-u can be maintaine. 

(1) Subtitute if intolerant to T i r 
(2) Add if sutiv slide sw 3+ or mon positive par level 
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IMMUNIZATION SCREENING 

MEASLES, TETANUS, DIPTHERIA, PERTUSIS, POLIO. TB 

All children under 2 years who came to the RHC or BHU for any reason 
or are seen in the outreach visits should be: 

1. Screened for immunizations including measles 
2. Be vaccinated if they are nnt fully im~munized 

All married women 15 - 45 years who come to the RHC or BHU for any 
reason or are seen in the outreach visits should: 

I. Be screened for T.T.; 
2. Be vaccinate if they had not had T.T.2. 

All women 15 * 45 years who came to the RHC or BHU for any reason or 
are seen in the outreach visits should be told to breat feed their 
children for two years and introduce appropriate foods when a child 
is 4 months old. 
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APPENDIX 3: REVISED MONITORING FORMS 

WEEKLY CHECK LIST FOR RIIC OR BHU 
USER: DOCTOR IN CHARGE. RHC OR BHU 

MONTHLY REPORTING FORM 
USER: RHC SUPERVISOR (ADHO) 

QUARTERLY REPORTING FORM
 
USER: DHO AND DIIS
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WMX ) NUraC MM FMR IC CR EM 

LTR" DOCR IN CHAv , iWc CR E 

ALL OXhSTIl S l E A n A17TD BE&09= %= = = ,'S 
I. 	 Were thAre muffici r 5Upplim to met all rds of:
 

Prcine Penicillin 
 Ye 3 NO CTrimthaprim- sulfa ye 3 NO 3 
Oral QiloapirA
Cm 	

yes 'OrN 
Yes No C I 

IMf, Stotocn t4ctz Yee NO( 3AU Vacir and Diluta= Yea 3 No ( 

2. 	Were all Cildren with diarrhea treated a ri in to CRT pz lxrAiw.ludnI2 taachi aW, wmzar to aix (F and cttuA B ea lt 
and other food? Yia C [IOI 

3. 	Were al1 dcildran under 2 yearu *- cwm to the c cr MU tr an
 
reaso or were a in the outreach visits scrarme for EPI and
vaccinated if they war mt fully imun d?z 	 Yea I o 

4. 	 Were all marrisd w 15 - 45 ym ut cm to the RC or MU tor 
any reaso or r sen in the outre visits sczra tor 7T ad
vacnatd 	If tewyhadnwthadTr2 ? Yea 3I No 

5. 	 Was the ratrigmrator cheme an a daily basis, all tmqra tuzw 
Ar, "n in .A safe r qo O-8°C ? Y I ) No 

6. 	 was evory parm sen at ts FUC or tUl with .fevr treated with 
chloroq~iim at t.1Aaczwx do".? Y L I 	 NO 

7. 	 Was every peromaen at t!A MC or MII with feor, , and { .
 
rat. over 
50 treataid 	accotizq to the prvtol? Yea ( 3 No [ 

S. 	 Was emvry zaan sn at the iHC or MU) with ooup l~utlnq mm than 
three weeks sceee for Ttacls Yee ( No 

9. 	 Weare all waa 15 - 45 yesm Wo cam to the MC or MUl for " 
rmon or wre sa in the outreac vis,its tsuot about Meant 
Temuig "n infant fmaiinq? YetC 4 

10 	 Were there ay pventable ddaths oir at tA MtC, SU, or in
the murromming villae? Y( 00o 

1/ 	 Were all .. 11.1 cutreach smiua eld? Y ( 3 No 

1IfAT 	ARl 2M PIOL 'M M DIIlll M IIS WI(7I 

NOW CAN M= PFSLWM MC mm'Dc 

£1guturs of Owt~or Ln C?~Ar~ 	 at 
W 24­



__ 

U'SM: M~C SUPEVISOR (ACM) 

I. 	 How mny peopl1e (inaluding cildren) c- to *-he Jic or Ejii this nKonti, 
for any reaz=c?_______ 

2. 	 Hw mnyv dildiren wrxer 2 years3 c3 to t -Ad MiC or 11,21 ths =nth fcr
Wry rea±scn? 

_ _ 

How =-.I 	 c±J -1-fn under :? %yenw~ seen this nt1L tte. ut--ch 
Visits?____ 

3. How~ =rj .on ! 5 	- 145 ymnr cime to t.h MiC or [H3t' thjs rcnt.* for any
reasn? 

_ 

How .y wan 1-5 - 45 ye=ir wam swn in thea outnreacht visits thIs 

4. 	 10-5 YR EUMI '11C.3I'm=~?. 1tEA!)W~ih JRDzIE= aMM
 
M.71M 
 B=L 

5-	 *~At 'z yP~x mrmt.hl t. rut #cr Vacc iratliq c4' 'drun uw1ar 
year?-	

­

PpuLit,:cn x ?~th.1y t~.rt)San/ 

6. 	 Howd manyvldr xxu!&r an m mti. 

~~~mr.1 ~? ~ 	 MWi~YUR ?. 

7. 	 Howi vAny man-ldm v: r I Iv ~im 
Ware vaccuatafr '17?_________ 

Had tver? 
I#Ad bloodl *1l4 tAken fcr MalarlA ptru*±tma?
find rivr and i'.tru tm.itAaI with oral chloroquir* at 

H#Ad blood *s1L.a vt %or*ric1t. far rAl.%r!A? 



10 How 	 many people seen at the C or MY]
Had fever, couh, and Rasp. rate over 50?
Had fever, coug, and Pp.rate over 50 and wre treated with
penicillin or trimethcprim-su1fa at the corret doae? 

11 How 	 many pe.le sen at thA M or SM
 
Had coug lasting mre thar three weeks ?

Had cough lasting mre than thre weks wr screened for
 
Tubarvalosis? 

What per entage of "Z yam TB patiWItS received treatm-nt this 
month? 

mar n wre Breast Feding and 
infant fed. 

12. 	 Hw ewmy 15-45 years taught ao.zt 
this mrith? 

13. 	 SJPFL
 
H MoWx I TISTH IETS SI I Sr= I
 

I E ISI'C3 CN H IACTE= FMI IAIT FM II ThI 	 ! T I IHEQ 1 1D1T IND 3 tZlI 
II 	 I I


Po I rN.. I 	 I 
 I
 
I--I II
 

I I - I -I I 	 II
 

I I 


THI- I II I - I ­

sI I 
 I
 
I --- I Ii

I I II
 

I 	 I
 

.I Ir 

PLIO VAX. I
 
W - - I -JS I I
 

)fASZZ V cc
 

.X. I 	 I.
 

WW AM~ TME PWflM AT TME 1W OR EMu T=S ?01W 

= PWJMGMD4 WLL M= HE 0EVR 

5Lpgaare of !wviaor Date 

SI9mturs of MO at MOC or IU Date
 
W 26
 



____ 

___ 

USER: CHO AND M 

1. 	 Wat is the total numbr of patients in all facilities san
this =th in the District? 

Riat is the average mmbar of patients sen daily in each
 
RHC this quarter?
 

What 14 the avenage mber of atients seen daily in each
 
aw this qlaz-ror? 


Wat is the average r~bar of w i and children par health facility 
per week saw ithxvi atrea activities?

(Tttal wn and children mo / n=br of facilities / 13) 

2. 	Wat pe tntae of patie: ts en in [7W or MC are 0-2 years 

$fat paer.t~p of patients sen in MU or RHC are van 15 - 45
years? 

3.How mny children undar 5 years wer m in th district this quarter
with diarrtaw?______ 

What Peretg of these children wre treated correctly? 

What paentae of tA e childrn wee severuly
drAntad? 

4. How many urdar-eria wu- d be vacinataid quuarrly?
(koat±ic x 3.66 / 4 - OArtarly target) 

What 	paertw ge of er-um received 
"daS 0CARIM ? 7I YEAR ? 

5. 	 $fht paroantp of hldren under 2 %ti 	 cma to a 513 or M!C wer. 
ecrearme for lminmiat~cna?______ 

6. 	 How many wcm shmld be v~ac tad vith IT this quarter? 

hat prcrnta of t tr t-fr IT was ad.1 thim quarter?__ 

7. 	 How many pw1e were m at a MC or M1. with teur? 


What parrent.. of them patients were treated ocrtly?
 

G. 	How many ptIents werem, t FHC oA Ovmr, enmi at vor fewt r, 

rirstry rats ovr "?
 

What parasntxp of VMe p .ltjn 'ar Umata1 oyrrmtIV7 
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9. 	How my patients won seen at a N{C or EM with cugh lastin more 

than 3 wrAns? 

What 	percntage of these patients wre treated crrety? 

10 	 *At e - of wi 15-45 years sen wre taught about Beast 
Feeing and infant feeding this mmith? ____ 

11 How many ME I's or mu's at any tmL in the quarter ran ou of: 

PENICIZLIN ___ ___ 

~~~hFRIM-SUUA yr VP E ________ 

acmqE FOUO V_____ 

PRDS PME _ MEMhS V lM_ 

____ 	 Dr VA ___ 

___ 	 TIT.=~.V E____ 

MWAIRE TH BIG MDIDM YOU F7C± IN TH DTII THS QU ? 

101 WflL THEE KFl5BI BEK EPO 

WHRT H12P IS NEE PR HEMCi MST SOLVE TFME HCEW 

Siwpaturu Of CM Date 

5ixiatur of W or CM Date 
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APPENDIX 4: Agenda and discussion of DHS's Meeting 9/22/87 

MEETING OF DIRECTORS OF HEALTH SERVICES 

sponsored by 
National Basic Health Services Cell 

September 22, 1987 

AGENDA 
Review 	of Monitoring Protocols 

1. Reading from Holy Koran 

2. Welcome Address - Dr. Zafar 

3. Progress to date and general comments - Dr. Mitchell 

4. Comments by Provincial Directors of Health Services 

5. 	 Standard Treatment Protocols (page 2) - Dr. Mitchell 
Discussions with DHS's 

6. 	 Monitoring System (page 3) - Dr. Mitchell 
Discussions with DHS's 

7. 	 Implementation Programme (page 4) Dr. Mitchell 
Discussions with DHS's 

8. Closing Remarks - Dr. Zafar 

9. Luncheon - 1:30 - With Prof. A.J Khan. Director-General Health. GOP 

LIST OF PARTICIPANTS 

Dr. Zafar Ahmad, DDG, Basic Health Services Cell 
Dr lqbal Khan, DHS, Baluchistan 
Dr. Sindhar Ali, DHS, NWFP 
Dr. Sajan Memon, DHS, Sind 
Dr. Bux 	Memon, Project Director, Sind 
Dr. Nisar, Project Director, NWFP 
Dr. M.A.Sheikh, Project Director, Punjab 
Mr. Sitar, Health Education Advisor. BHS Cell, GOP 
Dr. Bhatti, Child Survival Advisor, HPN, USAID 
Mr. Raymond S. Martin, Chief. HPN 
Dr. Heather Goldman, PHC project manaler, HPN 
Mr. Richard Osmanski. PHC Management Specialist
Dr. Tara Upreti, Training Coordinator, PHC project
Dr. Marc Mitchell, consultant. Management Sciences for Health 
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0 5: Standard Treatment Protocols 

Diarrheal Diseases
 
Immunization Screening
 
Fever
 
Acute Respiratory Infections
 
Prolonged Cough
 
Nutrition
 

Progress to date and gcneral Comments: 

- used in 13 RHC's (total) in all provinces for 1-5 months
 
- use of protocols well received by most doctors
 
- all protocols consistent with national programs
 

(EPI, CDD, MALARIA, TB, WFP)
 

Recommendations: 

Gcn,-ral 

* better explanations of protocols to doctors 

Immunizations 

- Tetanus Toxoid: all mauied women 15-45 

Diarrheal Disease 

- emphasize no= using antidiarrheals 

Fever (Malaria) 

. emphasize need to treat all cases of fever with chloroquine 

. use ora chloroquine unless patient is unconscious or has severe 
vomiting 

. if microscopist is not available, give 3 day course of treatment 

Acute Respiratory Infections 

. simplify explanations
 

. change doses of penicillin: maximum dose (adult) 800.000 units
 
- give alternate drugs, if needed
 
* include ear infections, etc. 
* do not discuss supportive therapy 

Prolonged Cough (TB) 

- follow national protocol (3 drug therapy) exactly 
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t 6: Monitorina System 

Progress to date arn general Comments: 

Weekly Form 
Monthly Form 
Quarterly Form 

Recommended Changes: 

WEEKLY FORM. 

1I: P Penicillin 
Chloroquine Tablets. primaquine 
INH, Streptomycin. and Tgjn 

MONTHLY FORM 

o 5: (Population x 3.66 / 12 - monthly target) 

ol3: Prociine Penicillin 
Chloroquine JIa.blet primaquine 
INH. Streptomycin, and Ihiaczg 

QUARTERLY FORM 

- to be reviewed to ensure 
System being developed. 

consistency with National Monitoring 

* trial for additional 6 months before finalizing 
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a 7: Recomimended ImpolcmCntation PrnVr3mmMC
 

STANDARD TREATMENT PROTOCOLS
 

Av3labic for use in ALL RlIC's 3nd 
 IIL"s iccording to w ishcs of MIS
 

Posters *,th 
protocols made a%3ilablc for all centcrs participting 
h. Basic Ilcalth Scr iccs Cell 

Training 	 in use of" protocols to be inli4cui in Medical Officer 
Trzining courses given b, Besic lic|tlh Scrvices Cell 

MONITORING SYSTEM 

Use of rtckly and monthly monitoring forms to be exp3ndcd slowL
 

Monitoring forms used in other centers 
 where DIM0 and ADIIO alrod3y 
h3ve experience *ith s t:em 

Computeriztion of information at Provincial lc-,el 

Discussions with DG ibout n3tionil monitoring system 

PROVISION OF DRUG SL'PPLIES 

Recommended dircctlc from DIIS it, llDD,DIO 1o make avidlable to 
311 RItC' and HIl's tut'ffcicnt supplies of 

ewgaIn Penicillin
 
Chloroquine Tile,-. Primlqune
 
INH. Strcptomcin. ind Mieza
 

SYSTEM TO BE REVIEWED AGAIN IN 6 MONTHS BEFORE FINAL IMPLEMENTATIO 
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PERSONS CONTACTrED 

LSAID MISSION TO PAKISTAN
 
Mt Ra monj S %lartin, Chicf. liP!N
 
1)r lie~iher Goldmnn PII(.' Ptojcd: Stjnagcr, MIN
 
Dr %alliama Chin. %Ulti4a Ad %tir, lit'.P
 
()u IBhjtt% Child Sur% iajl AJ~ aior, IIPN
 
%it.'%%lliamrni~chlc,, Child Sur.a% 3 ProjC16A C001 4anjiqj. HPN
 
%tr At11mcil N.ailam, Adilmnat,la a-c Ad- awr, HPN
 
\th Liu Tat~o PR IT [CL Ad'. aog
 

LSAIL)PIPHC JI ST -IF[ 
Mrt Raihit osaaunslk. Putc' Miteicct Specila~ 
Dr Ijr3i Lprei Irrinind Coottfinvt. PlIC projc,:t 
ms Ujrisicn Pirz~h~, Ttainang Spcci~!asr. ll2Iuchia1i 
Mt Muhirnmcd Sigher. 4-tnigenicnct Anal~sl. IBaluchaiun 
%It Zifva Shah. %tinigernent AnziWl,. ?unj3b
Mr Arihid %13hmood, Minigerent An~iil. Ptunlib 
-Mr limin Gul, %lin~gcmnn An~lkit NAFP 
Dr ArshriI' Mcmon, Manigement Anib ii, Sind 
Mt Apt~ Sheik, Stnigcment Anilbst. Sind 
%is Rodin)i Ya:min. Trining SPCC1311111 Punjib 
Mis i13wdi Fihvim. Trining Speci3Iist. Punjib 
Mt %UmN j:ulai iticcn, Traning Spccai~am. Punj~b 

GOVFRN%.1N I 01- P.AKtST kN FEDFH-41 MINISTRY OF HEALTH 

I .1!in. a 

Ur / ii a Ahrn.W, 1)0G. liti lfilth Sciei Ccll
 
Of Shvnu Da~1irc 1 ont 


lPr, - Dic..u 'acme.!4I Ife:th, GOP 

m uicn iut ~flo 
Or M4 liujin K.asn, %CI )up . Naionil THI) fu'.p, 144%44pind
1)r Shiw Dflarei, N~iionfl.3 %13i3rAa Progr3rn
Of Mulhtjq. Kih4n, Prul c-o, ,,( edaatr a:, liChaltirns flosp
Col Akhrin. [)arectur of %itioeaunill Progr3rn. Nljh 

PROV INCIALI. t fH'4HVSJF IC[ISAL1 

Of lobil K han, IM, 1)5.[i:uhsti~n
 
DI Sindhir Ali, MiS, %'1'P
 
Dr 'Sifl Mcmun, D5(5. Sind
 
Of Out i enumn, Progcti Darroo, Sond
 
of St'.f Projec: Director, N'.b p
 
Or M A %helkbh. I'rojc~l 1)Ire'.ir, Pur ipti

Of %IliMasihimmedct I. tif, DIM), 143*3piPnds, Punojb

Or H36-la:Mi outi %tS, No-hia llutpi~l, Multin, Punjib

Of Rsiot Almridt, DMS. 1%a,-htig Ifutpiil, SMuli~jn, Punjib
 
or TNot) IM13
iut.IcaIaenb HotpaiiI. Multon, Puftoib 
Dr At~lluI (,hsW r. 0110. %usIf3r (irth, I'unjib 
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RHC STAFF: 

Dr. lmt:z Dar. MOIC, Sohawa RHC, Punjab 
Dr. Nasecr Ahmad. MO.Sohawa RHC. Punjab 
Dr. SIM Soliman. MOIC, RHC Bagpa Shaikhon, Punjab
Dr, Abr~r Ahmed, MO, RHC Bap Sh3ikhan, Punjab 
Dr. Rubina Ashraf, FMO. RHC B3gg Shaikhan, Punjab
Dr. Mohammed Arthad. MOIC. RHC Khairab~d, NWFP 
Mr. Mohammcd Akbar. MT, RHC Khirabad. N%'FP 
Dr. Z~kir L'llah. MOIC. RHC Jamalabad. NWFP 
Dr. Humayun Zaman, N1O.RHC Jamalabad, NWFP 
Dr .Nasir Shah. MO. RIIC Jamalabad, NWFP 
Dr Abdul Sattar Shahid. MOIC. RHC Minu,2!i Quereshijn. Punjab 
Dr Babib-ur Rchman. MO. RHC Uch Sarif, Punjab 
Dr Zulfiquar Ali Rchmani, MOIC. RHC Uch Sarif. Punjab
Dr Zulfiquar. N'OIC. RHC Shchr Sultan. Punjab
Dr .%ushtaq. MO. RHC Shchr Sultan. Punjab 
Dr. jaz Ahmad Langhlal. MO. RliC Shchr Sultan. Punjab
 
Mir. Abdul Satta Badd.r. MT. RHC Uch Sarif, Punjab
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