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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 mamnaged F-imary
Health Care (PHC) Project. At the time of the first wvisit, a numter 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 the rural population, and lack of information available to mid and
senior level managers. Based on these observations, rscommendations 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 areus, 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 |3 Rural Health Centers for § months between the initial
and follow-up consultancies. During this trial period the activities of
the hcalth center staff changed significantly. Weekly staff mectings 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 f(or 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 ecxpand the small scale trial to a national program. Nevertheless, it
is recommended that the monitoring system be continued and gradually
introduced into other centers, 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 svstem, which
requires morc intensive supervision, be expanded more gradually.
. ]



11, Scope of Work
OBJECTIVE: Recommend to Ministry of Health Authorities improvements for
the monitoring system for the A.LD. 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 tollowing 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 wusers’ manual according to
implementation experience;

4, Suggest how project staff could impreve 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.



HI. OVERVIEW OF MONITORING SYSTEM

BACKGROUND:

In  October, 1986, when this monitoring system was developed, several

problems

with the services being provided at the RHEHC's and BHU’s

throughout the country were observed. These include:

(hH

(2)

Significant underutilization of these facilities in general  bur
good utilization where there was a knowledgeable, well-motivated
physician and an adequate supply of a few key pharmaceuticals:

Medical Officers in Charge (MOIC) of most facilities were unsure
of their administrative role at the centers and of the
appropriate clinical care of 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 antibiotics, at the facilities.

(3) There was virtually no flow of information from the RHC's and
BHU's to the supervisors of these centers, District  Health
Officers (DHO), Provincial Directors of Health Services, and
Federal Health Administrators. AsS 2 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 aware of these problems. but
because there was no clear focus on which interventions would be
most  helpful n improving the situation, the project was not
moving ahead in ity ability  t»  meet ats  stated goals and
objectives before the end of the funding period. In addition,
the project atself did not have adequate information about what
progress, if any, was being made in the quality of the services
being provided at the health facil'ties.

OBJECTIVES:
Based on these observations, a number of objectives for this monitoring

system wcre developed. These objectives are:

oy

To improve the quality of services being provided at the RH(™'s
and BHU's by (ocusing attention of 3 lew key chimcal activities
which  will  have the highest impact  on  the health of the
population. The most  important  of  these activities s
developing  standard  treatment protocoly un uv high prioeity
clinical areaw

Diarrheal Diseases, Acute Respiratory Infectiung

Immunization Screening, Fever

Prolonged Cough, Nutrition,



(2)

(3)

(%)

(3

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 doctor in charge at the health [acilities.
These include:

weekly staff rmeetings at  wnich  issues related (o the 6
activities above are discussed;

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

monitoring the drug inventories of the |l 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.

To improve the information being provided to the Assistant
District Health Officer (ADHO) ard DHO about the guality of the
services being provided at the RHC't 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’icers. Because
information relrung (o 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 3t this
level.

To improve the information being provided to the Primary Health
Care Project on the quality of the services being provided at
the RHC't and BHU't n  order to satisfy the reporting
requirements of USAID snd to provide 3 mechanism to monitor the
fuccess with which this project 13 achieving 1ts objectives of
improving the quality of services being provided at RHC's and
BHU't.  Since the information being collected by the ADHO's s
cisentially the same as that needed by USAID. the same form can
be used for both purposes.

To provide statistical  informavion (o the provincial  and

national level staff for the purpose of monitoring the
lffecgauncu and ampact of their program strategies in the o
priority areas dJiscussed above, HBecause information for thyy

pPurpose must be aggregated and reported in termy of comparitive
information. 3 thied “Quarterly Reporting Form® was Jeveloped
together with 3 mauual for 4ts use. It s recognized that this
quarterly  form  docs  not, by gutelf, provide 3 complete
statistical  monitoring  system, and  was designed only as the
Cirst step 1n thas process



IMPLEMENTATION STRATEGY:

The first step in the implemeniation process is the design of the standard
protocols based on the 0 priority areas, and the design of monitoring
forms for monitoring the performance of the RHC 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 war
recommended was a considerable change from that which was in use in the
RHC and BHU, 1t was decided to introduce the system slowly. A small
number of centers were selected as sites to test the system for 6 months,
after which period the progress would be reviewed.

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

t1)  The underlving purpose of this effort is to improve the quality
of those services which are provided at the RHC's and BHU’s
throughout  Pakistan. To achieve this end, simplicity s
considered to be of paramount importance f(or the required
trasming in the recording and use of monitoring forms and in the
successtul implementation af this system,

2)  Because of the newness of this approach to monitor qQuahity at
the RHC's and BHU's, we needed to closely control the initial
stage of implementation to ensure that it s done correctly
For this reason, the first stage of implementation started in 2
small number of centers which the PHC project staff could visit
on 2 weekly basis 1n order to introduce and monitor the svstem,
It as recognized that eventually, introduction at new centers
will neced to be dune by MOH staff, preferably the ADHO's. but
for the 1mitial stage, all training  has bheen left to the PHC
project 1tatf 1o each province

(3) In many cases, the actual data recorded on the monitoring f{orms
v less important than the actions required to lind the data or
react to . For evample, on the weekly form, the purpose 12 1o
promote weehly staff meetings at each health facility, and to

review selected hey activities and  note problem  areas. The
actual answers to each question are less important than that the
quettions are atked. In the same way, many questions on the

menthly form are designed to force ADHO's and MOIC'S 1o look at
potential problems and to act on them. Whether these problems
are correctly  recorded un  the theety s less unportant. Thus,
in reviewing the performance of the system, it s important 1o
loo¥ at the regularty of reporting and what actions are taken
I response to the tystem 4% well 33 to the data which s
recorded



(4)

The system has been designed as a model for Pakistan, rather
than 2s a system for usc exclusively by USAID in monitoring
their PHC project. Accordingly, the system is an imperfect one
for monitoring the PHC Project. The end result, however, 1s
that the project will have a much wider impact than it would
have had otherwise.



1V. 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 15 Rural Health Centers; 7 in Punjab, and 2 in each of the other 3
provinces. A list of these <centers and the dates the system  was
introduced is listed on the next page. [t should be noted that due 1o
delays in selecting the sites, actual implementation did not begin  untyl
Mav 2ad for some centers as late as September. To review the progress ol
the system, the consultant visited S test sites in 3 provinces, met with
statf from other centers and with the DHO's from 2 districts where the
system was being implemented; talked with the management analyst (MA) for
cach province; and held a2 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 standaryg treatment protocols and the
monitoring system has gone well. Perhaps a good indication of this is the
acceptance for use by all centers szlected and all staff with whom |
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 2 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 wused 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 s
being introduced. The main concern of the DHS's is that we expand the
system 3o that it will be avatlable at more centers. They do., however,
recognize the problem ol expanding too quickly. The .onsensus of suprort
for the overall approach s a tribute to the work of the management
analysts n each province, the management 1dvisor, and the project
director, Dr. Zafar Ahmad.

«Te



PROVINCE DIViISION

Punjab

NWFP

Baluchistan

Jind

Lzhore
Rawalpindi
Rawalpindi
Rawalpindi
Multan
Multan

Multan

Peshawar

Peshawar

Sibi Kachi

Quetta

Hyderabad

Hyderabad

DISTRICT HEALTH CENTER
Lahore Chung

Rawalp:ndi Bagga Shaikhan
Jhelum Sohaws

Sarogodha Farooka

Muzaffar Garh Shehar Sultan
Gahawapur Uch Sharif

Rahim Yar Khan Minwali Quereshian

Peshawar Jamalabad
Peshawar Khairabad
Kachi Dhadar
Pishin Pithin
Mirpurkhas Pithoro
Thatta Darro

DATE
BEGUN

5/87
6/87
6/87
6/87
9/87
6/87
7/87

4/87
5/87

5/87
5/87

8/87
8/87



STANDARD TREATMENT PROTOCOLS

Significant progress is being made in the uze of standard protocois,
although in most instances, some component of the protocol is not being
foliowed 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 (o
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 were questions 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 reccive inadequate doses of chloroquine for their
malaria.  However, after discussions with the director and AID advisor to
the nutional malaria program, the protocol in use was not changed, but
will be followed closely by the DHS's in each province. The TB protocol,
following the national protocol exactly, dees not posc 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 wcekly visits of the management analysis to sach center but there
were several instances in NWFP where centers which were not visited for
several weeks by the MA still had their weekly meetings and filled in the
reports. The MOIC's with whom | met seem to fcel that the meetings were
useful in giving the staff some information about what others were doing,
and in making the staff (including the MOIC himself) aware that the MOIC
i3 in charge of all programs in addition to having responsibilities for
ill patients, While the success of this particular aspect of the weekly
meeting was not uniform, there is movement in the right direction.

Considerable input from the management analysts 43 sull required with the
monthly forms but the ADHO's are beginning to take an interest in the
kinds of information which is being supplicd and 30 are more enthusiastic
about using them. In NWFP, ADHO's were surprised to see that about 30% of



the patients secen were women aged 15-45, and 15% wer: children < 2 years,
and that these numbers were similar for both centers where the system has
been implemented. However, the success of these forms must bc measured by
the extent to which they are being uscd 1o ideatify and rectifly problems.
While there i3 still only anecdotal evidence to date. the results 3re
promising. In one instance, the MOIC used the information (rom this form
to show the DHO that he was consistently out of stock of penicillin, which
resulted in his being provided with more. In  3nother instance. the
provincial TB control officer was noufied of stochouts of TH medications
and more drugs were promised. At all the test centers visnted, stochs of
the drugs needed (with the exception of thiacetazone) are adequate, which
contrasts a3 non-test center virited by 3 colleague where few of these
drugs are avaijlable. 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 patieats which they are
seeing. I it is true that patients visit more (requently those centers
where the community percedtion is that they receive better care and have
more supplies, an increase in the panent I1oad at those centers using this
monitoring system may be an iandication that the system s having some
positive results.

The use of the _Quarterly reporing {orms has been Jifficult to evsluate

since it has not been in use long cnough. It is inteaded for use at ihe
district  level o aggregate information from all the :enters un 8
quarterly basis using the monthly foems 3s 3 Jdata «wurce. However, unce
there are no districts where all the centers are parucipsting, and since
the system has been used for less than two (ull quarters ia all centers,
we cannot evaluate thiys form. Furthermore, since this form will provide
the data used in developing 3 national reporting system, careful attention
will be required in providing ths data 1n 2 form that ¢sn be used  The
question of redesigming this form 13 Qiscussed further «n  the section on
recommendations,

AREAS FOR FURTHER ATTENTION:

Overall, the .mplementation of the system s going very well, bBathN in
terms of acceptance by bu's jumior 3nd senioc $aff, 3nd 0 terms of (he
results  we  3are  obtaiming. Nevertheless, there are some 3ress  of
¢cruderable concern.

(1)  Perhaps the most enious concern 13 with  the quality of 1(he
informanion which 8 being collected st the :zenters While the
pramary f(ocus  remamns  on  chaaging  behaviur,  rather than
collecting  Juta, st 48 a2l amportant o 1y to collect
accurate data i any mesmngfel uie i3 to bte made of (ke
information, On the monthly forms, it was noted thal mast
answers andicated that 3ll patients 3re being treated  with  (Ag
standard protocol; however, i reviewing the Jdaily  register, it
was noted that ‘hir 43 not slways the ¢ase Faur evample, 3ny
child wiven ORS 1y recordesd 33y having feccived the proper
treatmeny, cven if no mother counteling was given and f other

:‘o-
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antidiarrhcal Jiugs were  jivea aile ihis is Bal  syrpaisiag,
W05 3n area in whRRh carsfyl aiteBLIOR musl Be qisen by IAg
MmINRGemeAl andlysiy 3Ad oINer 3upeivisary I3EE of the ysi¢E s
19 A3ve ta.  Jerired ¢rfect Sufginitary  visids showld aaclude
¢hechs on IRe 3413 wRiCA i Provaded, 38J WPpGIting  i3iaing
for 1he MOMN 1o uaderstaad that Ac will act be evaiuated ol Ae
J303 wACH Y supplicd

A recuBd manl CoBVEIR i3 Ruwm fu CREIAG INC i)ilem BeyuRd (he
surieat 13 sires Thiv w33 Jitcusted 3t the DHS mecting, where
it w3y Jedided 10 proceed Haely BE3 Jevelop 48 CApaatiun Plia
far eacn Piovisce The aey angrediest 8 ngaificsar capyesian
will te the wtaiaing sad suppott of the DHO's 3ad ADMHO's who
will seipontible (o1 AUIGIYCIBE 4B mMoBitoliAg (ke System 3t
acw JeBlciy While @mott DMO's give suppart 1o the efforl, my
impIettivA  was they  reslly  3id8't uAdeiitaad ewhAl iAC  puIpoie
w35 28 tu wEFC I3IBCE Datsice 8 ild  use Their participatiaon
Busl BC (ull rather (B3R %imPly Passeve, 0 foither (13.8i8g 383
euplamation 4 esiestial Ay 8 farst steps, txe DHS's ia  each
Proviace RBave agiecd o uigiaze s meetiag of Al their DHO's
whete | (38 ewplaia tNe sysfem, present the  Curieaf findiags,
and Aempt ty promate ine cRIRULiNS " 1hcie bey
IR E I I

A thad vaBcers sy that This syticss .y being plemented 3t 3
HEte whel naay Hmobitulisg Hemy 31e teing 16+ .. w¢d 383 changed
i Pabsstan PRITECH mar Aad s reaem won whah | participsted)
Jeselopiag 3 moadoniag tyttem for ihe UDD program A Bew
Moflcling tyiiems fof LPFL oy teing Jeveloped Afleatiun 3 Aow
Beiag givea 1o lerelupifg & acw Aglichsl sepolting iysem, 3Ad
the DU MHealth  Bay requetted  ati::038e oA 1Rit 8re3 A atw
systemn for Ihe Chadd Surveval Proxct may be  salicpated i
31 there syttema are Jewcluped adependently, 08¢ of ‘Aem wil
wolk effeitively Comtiderabic stteation hay alicidy beea given
10 sasuring the (oRunlency of the vartivus tysiems, aad the MOH,
N asg USAID should all be commeaded ob thie ¢ffort This
will B¢ 38 inpciIsBY 3I€Y 1o (OBLIBLT o waIch B Ihe fylure
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V. RECOMMENDATIONS
TREATMENT PROTOCOLS AND MONITORING FORMS

With the munmitoring system working reasonably well for being in place for
such 3 short ume n such a3 small number of centers. it s important not
to revommend too many chianges in the standard treatment protocols or in
the momitoring forms The changes which are recommended in these iareas
3re the results of problems which have been noted by the RHC staff in
Using the protocoli and have been discussed and agreed to by (he DS
The revised protoculs and mumitoning forms are presented an appendices 2
and 3 Very briefly, the recommended changes are:

th  lmmunizations The nanonal policy (after much debate on  the
point} s to ammumize only married women age 1549 wuh TT.
Accaordiugly, the protocol should be changed to be consistent.

() Malans  HBecaure of the vconuideratle and unnecessary  use of
iajectable  chiorequine, the use  of  oryl chioroquine  only s
recommended Nute that there 15 some concern about the use of
thdes for the duagnons of malana given the problem of slow
return ot results and of false negative shides, bu it should be
3greed to follow  the national protovol fur the tfime and  to
feview 33310 later

() ARl Some of the dJdrug Josages on  the old  protocols were
thcorrect, and  the chowce of  alternate druy protocols were not
ipecified  sufficientiy Accordangly, the protoco!  should  be
amphified and Trouncthoprimesulfa be given 13 an slternate Jdrug,
sonsistent with % HO recommendations

The folluwing changes in the Monstaning farms sre recommended

th The hist ot Jruxs on the forms should be modified to  be
corustent  with  the new  protocols chlorogquine  specified  2as
oral, thiscetazune added for TB,  penicithin spesified 3%
procaine pemicithing, and trumethoprime-sulfy added

() Estimates it dntnumiZation yrgets thould be chianged 1o
tpopulation o« ino 120 to e conustent  with EPL program
estimaies

(3) Quarterly rorms should be modified to give more numernical Jata
1o be uted a3 the banis for the national reporting syitem



IMPLEMENTATION:

lhe standard treatment protocols and monitering system are still in their
infancy. While they appear to have made a contribution to the performance
at 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, careful
attention to how the program will be expanded is critical at each step and
for each component of the program. Additionally, the likelihood of the
introduction of microcomputer technology into the system demands research
into 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 protocols appear to be close to their
final form. Staff at the test centers feel that the guidance
they provide has been helpful. Accardingly, 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 posters 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 all starf that they are the official policy of the

government. The posters should contain the complete protocols,
and be hung on the walls of each center to help the staft 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 training of medical
officers. Fortunately, the Primary Health Care Project s
already providing medical officer training 1n all provinces and
the standard treatment protocols can be castly 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
tramning curniculum,

I'J-



4)

Unlike the expansion of the standard treatment protocols, the

i itori 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, ectc, 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
sntering, analyzing and reporting data. There are several questions to be
considered in this regard:

(1)

(2)

)

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.

The second question is at what Jlevel 1o 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 ecach 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 DMS with the
exception of Punjab, which, because of its size would have
computers in each Division at the level of the DD.

A third question is the type of gsofiware to use to collect the
data. For 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) it the industry standard and

.l‘-



(4)

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 shouid 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
identificd and used to develop the data base software.

The issue of (raining has been raised, since the training of
staff in the use of computers is clearly a prerequisits for
their use. My recommendation is to provide an in-country course
giving hands-on training in the wuse of MIS, darta 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.

-lso
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APPENDIX 2: STANDARD TREATMENT PROTOCOLS FOR:

Diarrheal Diseases

Immunization Screening

Fever

Acute Respiratory Infections

Prolonged Cough

Nutrition
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STANDARD TREATMENT PROTOCOLS
FOR USE AT RHC's AND BHU's

DIARRHEA TREATMENT PROTOCOL:

-------------------------------

- EVALUATE CHILD FOR DEGREE OF DEHYSAATION
- TELL MOTHEY TO CONTINUE TO BREAST FEEN CHILD AND GIVE OTHER LIQUIDS AND FOODS
- TELL MOTHER THAT ORS WIlL NOT STOP DIARRHFA
- FEED ORS AT THE FACILITY ACCORDING TO TABLE BELOW
- DO NOT GIVE OTHER ANTIDIARRHEAL DRUGS OR IV'S UNLESS SPECIPICALLY INDICATED
- TEACH MOTHERS HOW TO MIX ORS CORRECTLY AND WHEN TO GIVE IT 7O THE CHILD
- GIVE MOTHERS ENOUGH ORS PACKETS TO TAKE HOME TO MEFT ANTICIPATED NEEDS
c3s [{UNDER 0 405,10 - 12 MOS. 112 - )0 WOS.i)U MOS-3 YK [OVER 3 YEARS !:
A e f 5 CUPS OR ¢!
MILD 1! 200 ML OR ! 00 ML OK |OK 600 ML OR'CR 750 ML OR: | LITPR CR .
DEHYDRATION . 1/4 SEER . 1/ SEER ' 1/2 SEER | )/a SEER - | SEER  +F
% IN : IN ! N wm N o
FIRST 4 Wits [FINST & RS 'r ST 4 HRS r:nsr “ HRS | PIRST & MRS '
ff 2 CUPS OR © 4 CUPS O : 5 CUPS OR ' © CUPS OR . 10 CuPs 3
MODERATE  ©' 400 ML OR [OR 750 ML OR | LITER OR :1.$ LITER OR' OR 2 LITES '
DENYDRATION . 1/ SEEA | 1/« SEER © | SEER . 1.5 SEEK - OR 2 SEER +°
¥ IN : N : IN N IN ¥
FIKST 4 KRS IFIRST + RS FIRST 4 MRS [YINST 5 RS | PIRST & s i
00 ML ¢ 150 ML 3 DLITER 0 1S LITER - 3 LITERS o)
SEVERE. L IRINGERS [ACT!RINGERS LACT: RINCERS LACT: RINGENS ucr'nwcm LACT
DEHYDRATION | !INTRAVENOUS :INTRAVENOUS :INTHAVENOUS ' INTRAVENOUS & INTKAVENOUS -
¥ N N N N IN ¥
IVIRST & MRS CPIRST 4 HRS IFIAST « MRS [PIRST & WAS © FIAST 4 s
‘.-..-..-..-.EE ------------ :‘ """""" -'I'E ........ '5"..-..'---.5"-."..'---.EE
[ ] ‘. . [] [] (']
1 cup » 200 cc | seear » 900 cc
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Any Patient seen with fever, cough, and Respiratory Rate over %50 should:
1. Bs evaluatad for severity of {llness:
2. B treatad according to TREATMENT PROTOCOL table below:
(I1f using Penicillin, do Penicillin Skin Test: 1 drop crystalline
penicillin intradermally — if no severe reacticn, test is neqative)
J. Be told to retuumn §f still febrile aftar 48 hours

4. For severe Wwheazing- use hronchodilators

FROCAINE PENICILLIN | ADMIT TO INDOCR BED | ADMIT TO INDOCR BED)|
400,000 INTTS DAILY| I |
FOR 3 DAYS - (R - |PROCAINE PENICTLLIN | CHIORAMPHENIOOL |
TPIMETHOPRIM=-SULFA |400,000 INTTS 12 HRLY|12% mg. L° taurly |
/2 TSP (2.%al) BD | FOR S DAYS ~ OR- | |
FOR FIVE DAYS and | TRIMETHOPRIM-SULFA  |OXYGEN IT AVAILABLE |
PARACETMOL FCR FEVEX( 4 my/iay HD X 5 DAYS| |

! | |

I

|

|

|

|

{

|

i

ammcm.m1mmnmn:mmnmmm
1 =4 | 400,000 INITS GAILY] | |

i

!

!

!

!

i

I

i

!

!

I

yorrs TR 3 DAYS - OP ~ |PROCAINE PENICILLIN | CHICRNGHENICOL |
TRIMETHOPRIN-SULFA {400,000 INTTS 12 HRLY[2%0 =3. 8 hourly |

! TP (dal)MD crally | FOR S DAYS - GR- | FOR FIVE DAYS and |

TR FIVE OAY3 ond | TRIMETHOPRIM-SULFA  |OXYGEN IF AVAILARLIE |
FARACITINGL FOR FEVER|L TSP(%al)MD x 5 DAYS| |
LPARMCETMOL IOR FEVIR| ’
PROCAINE PENICILIIN | ADCT TO DOOR BED | ADMIT TO IWDOOR RED|

5=-10 €00,000 INTTS DATIY| PROCAINE PENICILIIN | i
yoars TQR 3 DAYS - QR - [600,000 UNITS 12 HRLY! CHIORNGMINIOOL |
TRIMETHCIRIN-SULYA | PR 9 DAYS - (R - 1290 m3. 6 hourly |

400 my HD orally | TRDETHCIRIN-SULYA | IR FIVE OAYS and |

FOR PFIVE DAYS and (400 mg. B) X 9 DAYS |[OXYGEN IF AVAILARLE |

! ]

PROCAINE PINICILLIN | ADQT TO INDOUR BED | AIMIT TO INDODR BID|

over 10 800,000 UNTTS DAILY| PROCAIKE PINICILLIN | |

TRINCTHCIRIN-ZULFA | FOR 5 DAYS ~ GR- (%00 mg. 6 hourly |
400 m3 B0 orally | TRDEDOPRIN-ZUIFA | FOR FIVE CAYS and |
FOR FIVE CAY3 arnd | 2930 m3 BD X S DAYSIOXYGIN IT AVATLARIE |
s L DBACOLCL TOR YU/IR ! PAPACEIIMOL, TOR ITVIR| !
NOTLS ! KO means twioe per day (12 haurly)
TRIMEDWRIN -2 TrA XTPRGION ~ 00 my. Trimsthapris in 9 oc,
ALL TRIMETHAIRIN -SULFA 13 GIVIN GRALLY
ALL FROCAINE PENICILLIN I3 GIVIN DITRAMUYUTARLY
- 19 =

I
!
YeArs | TOR 3 DAY - QR - (800,000 UNTTS 12 MRLY! OUORNGHINICOL |
‘ .
!
|
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STANDARD TREAIMENT FCR FEVER

Any person Who is seen with fever should:
1. Have bloocd mmsar taksn for malaria

2. Be given CRAL chloroquine FCR PRESUMPTIVE TREATMENT:

age: |1-11 months|12-24 moriths|3)-4 years|S5-6 years|7-14 years|>14 years|

[C:l/4 tab | C:l/2 tab | C: 1 tab| C:2 tabs|C: 3

tabs |C: 4 tabs|

IF SLITE IS POSITIVE FOR FALCIPARIM MALARIA:

age: |1-1]1 morths|12-24 months|J)-4 years|5-6 years|7-14 years|>14 years|

|IC:l/4 tab | C:l/2 tab | C: 1 tab| C:2 tabs|C: ) tabe [C: 4 tabs|

DAY 1 | | | P:i/dtab| P:1,/2tab|P: 1 tab [P: 2 tab |

|C:l/4tab  |C: 1/4 tab |C:3/4 tab|C: 1 tab |C: 2 tabs |C: ) tabs|

DAY 2 | I | P:l/4tab| P:1/2tab|P: 1 tab |P: 2 tab |

[Cil/atab [C: 1/4 tab |C:3/4 vab|C: 1 tab |C: 2 tabs |C: ) tabs|

DAY 3 | | | P:l/4tab| P:1l/2tab|?: 1 tab |P: 2 tab |
IF SLIIE IS POSTTIVE FCR VIVAX MAIARIA:

age: |1-11 zomihs|12-24 months|3-4 yearsS~§ years|7-14 years|>14 years|

[C:l/4 tab | Ci:l/2 tab | C: 1 tab| C:2 tabs!C: 3 tabs |C: 4 tabs|

DAY 1 | [ | P:l/4tab| P:1l/2tab|P: 1 tab |P: 2 tab |

[C:l/4tab  |C: 1/4 tab |C:3/4 ab|C: 1 tab |C: 2 tabs {C: ) tabs|

CAY 2 | | | P:l/4tab| P:1/2tab|P: 1 tab |P: 2 %ab |

ICil/4tab  |C: 1/4 tab [C:J/4 *ab|C: 1 tab |C: 2 tabs |C: 3 tabs |

DAY 3 | ! | Ptl/4tab| P:1l/2tab|P: 1 tab |P: 2 tab |

DAY ¢ | | | P:l/4tab| P:)l/2tab(P: 1 tab (P: 2 tab |

DAY 5 | I | Pi1l/4tab| P:l/2tabiP: 1 tab |(P: 2 tab |

P = PRDAQUINE 7.5 my. tablets C = CHIOROQUINE 200 m3. base
CRAL CHLOROQUINE SHOULD BE USED FUR ALL CASES OF FEVER. INJECTARLE

CLIOROQUDE 1S A DANGEROUS (RUG CALSING SULDEN “\RDIAC DEATH IN SOME

PATIRNTS, ESPECIALLY GUIIRIN. IT SHULD BE USED ONLY WHEN PATIENT IS
CHCORSCIOUS, HAS SUSPECTED CEREBRAL MALARIA, OR HAS SEVERE VOMITING,

FRIMAQURNE SULD NOT BE GIVEN TO PREGINANT WOMEN.

- 320 =



STANDARD TREATMENT FOR COUGH=- LONG LASTING
FOR A COUG{ LASTING MORE THAN 3 WEEKS:
All children under 10 years should be referred to the nearest diagnostic

centar

Adults and children 10 years or older should:

O Bs examined for signs and symptam: of tuberculosis

o Have 3-4 slices of sputim prepared, fixad, properly marked on
dlide, and sent for analysis and dstection to nearest RHC or

aicroscopy center

O With positive results, follow the recommended 3 drug treatmart pla
and question the patient about family members or close contacts

with cough.
2IANDARD TREAIMENT FCR QQUGH - LONG LASTING
THREE ORUG TREATMENT PROGRAM FCR TUBERCULOSIS
(12 MONTMS

10 - 15 YEARS 16 ~45 YEARS > 45 YEARS
Streptamycine Intar muscular Intar muscular
(first 2 injections: injection: *
months anly) Daily single dose Daily single dose:

1/2g w0 /4 19.

wt.: normal to heavy
Iscniazide By mouth: By mouth: By mouth: Daily
(12 montha) Daily single dose Daily single dose Jo0mg to 450mgy

150mg to Joomg 300y wt.: morml to

wt.: normal to heavy >40Kg
Thiocacetzcne By mouth: By mouth: By mouth: Dally
(12 months) Daily 7%mg to 150mg Dai'ly single dose i50my to 250mg

w.: normal to heavy 150mg wt.: normal to

>40Kg

Ethamiutol By mouth: By mouth: Daily By mouth: daily
(12 months) Daily 7%y to 15Cmg single dose dose single dose

wt.: normal to heavy 150mg 1200mg

*Not given inless close attantion and follow-up can be maintained,

(1) Substituta {f intolerant to Thiacetozona
(2) Md if sputive slides show )+ or more positive par level

magnification.
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MEASLES, TETANUS, DIPTHERIA, PERTUSIS, POLIO, TB

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

l. Screened for immunizations including measles

2. Be vaccinated if they are not fully immunized

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

1. Be screened for T.T.:

2. Be vaccinated if they had not had T.T.2.

NUTRITION

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 breass feed cheir
children for two years and introduce appropriate foods when a child
is 4 months old.

+22.



APPENDIX 3. REVISED MONITORING FORMS

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

MONTHLY REPORTING FORM
USER: RHC SUPERVISOR (ADHO)

QUARTERLY REPORTING FORM
USER: DHO AND DHS

«3).



1.

2.

3.

4.

6.

7.

9.

10

n

Were there sufficienc supplies to meet all needs of:

Procaine Penicillin Yes [ ) No [ )
Trimethaprim- sulfa Yes [ ) No [ )
Oral Chloroquine Ye& [ ] No [ )
RS Yes [ ) No[ )
INH, Streptaemycin, tiiacetazaone Yea { ) No [ )
All Vaoccines and Dilutams Yag [ ] No ( )

mmmldmvimdhmnmwmdimmmrml
hnluihqtudximal).mﬂnntodx“udmmmm'q
and othar foods? Yes [ ] No [

ihnalld\udmm:zmmomwmurarwtarw
reAson or ware sean in the autreach vigits scresnsd for FPY ard
vaccinated if they were nct filly {smmirzed? Yas [ ] No {

Ware all marriad women 15 - 45 years who came to the RC cr BU faor
any reascn Or vare sean {n the autveach visits scresnsad for TT and
vaccinated (£ they had not had TT 2 ? Yes [ ] No [
Was the refrigerator checkad an a daily baais, all tesperatires

recorded, and in the safe range 0-8°C ? Yes [ ] No |

Was every parson seen at the RHC or B with fever treatad vith
chloroquine at tha correct dose? Yes { ] No{

Was every paracn sesn at tha RHC or B! vith fever, oough, ard Resp,
rats over 30 Treatad according to the protoool? Yes { ] Mo (

Was every peruan sesn at the RHC or B with cough lasting =cre than
threa veaks scresnsd for Tubsrculosis? Ya [ ] No {

mmmu-‘smwcmmmncuuurww
TRAACN O Vare seen {n the cutreach visits taunt about Hreast

Feading and (nfant femiirg? Yes { ] Nc [
Hare thare any preventable deaths occurring at the RNC, B, av in
the surrounding villages? Yeo [ ] No {

Ware all achedilead cutreach sessions held? Ye# ( ] No [ )

WAT ARE THE PRORLIMI TO BE DISCLNSID THIS WITX?

HOW QN THESE PROBLIDMS DE OVERCOME?

Signature of Doctor n Charye Dats

-24 =



MONTHLY REFORTING FORM
USER: RHC SUPERVISCR (ADHO)

1. How many pecple (including children) came to the RHC or U this menth
for any reascn?

[ 5]

2. How rany children under 2 years came to the RHC or B this menth for

ary reascn?

How many children under 2 vears were scen this month in the susreach
vigits?

3.lb-im/mnm-;syuncammwammorﬂﬂimmmnmtorany
reascn?

How mary wamen 15 - 45 years were seen in the outreach visits this
aonth?

[ HOW MANY QITIIREN [HOW MANY QUIIIOREN [HOW MANY CHILIREN|
4, ! 0-3 YR SIIN THIS |WERE TREATED WITH ! RECEIVED OTHER
M Wi DIA ‘
NUMBER WITH

MIID
CEHYDRATICH
NUMEFR WITH

MODERATE
DEHYDRATICH
NMBER WITH !

SEVERE i

CEYTRATION *

3, What i3 your monthly target for vaccirating chlldren under one
year?

i
!
i
!
!

poime. ame e s - an o i —

|
]
:
|
|
|

lation x ).46/12 = Monthly target)

6. How mary children under one year roceived:
TS Moy 2 TUS YEAR ?
o e e e
(298
Maaslen

B P —

PR,

e a——r

7. How zany children under 2 years
Were acremnad fcr lspunizatiors?

Ware vaccinated for smanles?
8. How marry married wrmen 15 - 43 yearn
Were acrwsnad fcr 17 ———————e——
Were given TT 27 e e—
9. How mary people sesn at the RC or DU
Had fever? oo
Had blood alides taken for Malaria parasites? e s
Kad fever and were treatad vith cral chleroquine ac
the correct doss? e em———
Had blood alides Which were poaitive for malaria? e

-25-



1l How many people sean at the RHC or B
Had cough lasting more than thres weeks ?
Had cough lasting more than three weeks were screened for
Tubsrculcsis?
What garmntaga of ALl your TB patients received treatm-nt this

12, Ibummyhmnls-wymmtmx;htabcmmmstrmdi:qmﬂ
infant feeding this mmnth? -

1. SUPPLIES
| HOW MANY
| DOSES USED
L TIS MoNTH

WHAT IS THE | IS STOX | IS STocK |
STOCK OGN HAND|ADBQUATE FCR |ADBQUATE FCR |
NEXT 1 MONTY INEXT 3 MONTHS |

GILOROQUINE |

T

g

;

JE
:

%

TET. TOX. VACC |

|
I
I
I
I
I
|
|
I
I
I
|
I
I
I
I
I
I
I
I
!
|
|
[
|

o e e e e o — — — — ——— —— — ottt o . et sre. et e

HOW WILL THESE PROBLIMS OF CVERCOME?

Signature of S\parvisor Data

Signatire of MO at RHC or MU Date



1.

3.

4.

QUARTERLY MONTTORING FORM
USER: DHO AND DD

What ls the total mumber of patients in all facilities seen
this month in the District?

—————

mtist:mavnmg.mmbnrotpatimmdailyinadx
RHC this quarter?

What i: the average mmwber of j'atients seen daily in each

BU this quaicer?
mcumavnraq-mmbcotmcrndm&mparhnlmtacuiw
per weak seen through outreach activities?

(Total women ard children sesn / mumber of faci{lities / 13)

watp-xwmotpatimminnﬂoxmrmo-Zym

What percentage of patients sesen in BHU or RHC are wamen 15 - 4%
years?

!kwunydaudszSyunmsmmmdimictmhqmmr
wvith diarrtiwa? _—

What parcantage of these children weare treatad correctly?

What parcentage of thase children weare severaly
daltydrated?

How many undar-ones should be vaccinated quartarly?
(Population x ).66 / ¢ = Quartarly target)

What parcentage of undar-cnes received
THIS QUARTER ? THIS YEAR ?
oeTl

orm
MeAsles

What perocentage of children under 2 who came to a B or RIC were
scTwanad for immmizaticna?

Hov mary woman ahould be vaccinatad with TT this quarter?

- ——————

What parcentage of the target for TT wvas achieved this quartar?
How many psople were sesn at a RC or B wvith fever?

T AT

Wt paroantage of these patients vare treated corvectly?

How marTy patients vare sean at a RC or B vith fever, o, and
Iespiratory rate over %0? R,

What parcentage of these patients ware trwatad ccrrectly?

» ] =



9. How many patients were seen at a RHC or BHU with cough lasting more
than 3 weeks? —

What percentage of these patients were treated correctly?

10 What percentage of women 15-45 years seen were taught about Breast
Feading and infant feeding this month?

11 How many RHC's or EHU's at any time in tha quarter ran ocuc of:

PENICILLIN THIACETAZONE
TRIMETHAPRIM-SULFA, DPT VACCINE
CHLOROQUINE FOLIO VACCINE
PRIMAQUINE MEASIES VACCINE
RS BCXG VACCINE
INH TET. TOX. VACCINE

STREPTOMYCIN

WHAT ARE THE BIGGEST PROBLEMS YOU FACE IN THE DISTRICT THIS QUARTER?

HOW WIIL THESE PROBLEMS BE OVERCOME?

WHAT HELP IS NEEDED FROM THE DD GR [HS TO SOLVE THESE PROBLIMS?

Signature of OHD Dats

Signature of DD or HS 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

Review of Monitoring Protocols
ading from Holy Korin

Ilcome Address - Dr. Zafar

Progress to date and general comments - Dr. Mitchell

. Co

mments by Provincial Directors of Health Services

. Standard Treatment Protocols (page 2) - Dr. Mitchell

Discussions with DHS's

Monitoring System (page 3) - Dr. Mitchell

Im

Lu

Dr.

Dr

Dr.
Dr.
Dr.
Dr.
Dr.
Mr.
Dr.
Mr.
Dr.
Mr.
Dr.

Dr

Discussions with DHS's

plementation Programme (page 4) - Dr. Mitchell
Discussions with DHS's

. Closing Remarks - Dr. Zafar

ncheon - 1:30 - With Prof. A.J Khan, Director-General Health, GOP
LIST OF PARTICIPANTS

Zafar Ahmad, DDG, Basic Health Services Cell
Iqbal Khan, DHS, Baluchistan

Sindhar Ali, DHS, NWFP

Sajan Memon, DHS, Sind

Bux Memon, Project Director, Sind

Nisar, Project Director, NWFP

M.A Sheikh, Project Director, Punjab

Sitar, Health Education Advisor, BHS Cell, GOP
Bhatts, Child Survival Advisor, HPN, USAID
Raymond S. Martin, Chief, HPN

Heather Goldman, PHC project manager, HPN
Richard Osmanski. PHC Management Specialist
Tara Upreti, Training Coordinator, PHC project
. Marc Mitchell, consultant, Management Sciences for Health

029-



» §: 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-$ months
- use of protocols well received by most doctors
- all protocols consistent with national programs
(EPI, CDD, MALARIA, TB, WFP)
Recommendations:
General
- better explanations of protocols to doctors
Immunizations
- Tetanus Toxoid: all married women 15-4§
Diarrheal Disease
- emphasize ngt using antidiarrheals
Fever (Malaria)
- emphasize need to treat 3l cases of fever with chloroquine
- use Qral 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

-)o-



» 6: Monitoring Svitem
Progress to date ar . general Comments;
Weekly Form
Monthly Form
Quarterly Form

Recommended Changes:

WEEKLY FORM:

» '  Procaine Penicillin
Chloroquine Tablets, primaquine
INH, Streptomycin, and Thiacetezone
MONTHLY FORM

® 5. (Population x 3.66 / 12 = monthly target)

»13: Procaine Penicillin
Chloroquine Iablets, primaquine
INH, Streptomycin, and Thiacetezone
QUARTERLY FORM

= 10 be reviewed to ensure consistency with National Monitoring
System being developed.

= trial for additional 6 months before finalizing

e}l



» 7 Recomnmended Imolementation Programme
STANDARD TREATMENT FROTOCOLS

Avatlable for use in ALL RHC's and BHU's according ta wishes of DHS

Posters with protocols made available for all centers parucipating
hy Basic Health Services Cell

Training in use of protocols to be included in Medical Officer
Training courses given by Basic Health Services Cell

MONITORING SYSTEM
Use of weekly and monthly monitoring forms to be expanded towly

Monitoring forms used in other centers where DHO and ADHO already
have cxperience with system

Computerization of information at Provincial level
Discussions with DG about natonal monitoring system
PROVISION OF DRUG SUPPLIES

Recommmended directive from DHS 1o all DD, DHO to make available to
all RHC's and BHLU's sufficient supplies of

Progaing Penicithin
Chloroquine Tablgis. Primiquine

INH, Streptomycin, andg Thiagetezone

SYSTEM TO BE REVIEWLD AGAIN IN 6 MONTHS BEFORE FINAL IMPLEMENTATIO



PERSONS CONTACTED

USAID MISSION TO PAKISTAN
Mr Ravmond S Marun, Chiet, HPS
Dt Heather Goldman, PHC Project Manager, HPN
De Walliam Chan, Malana Advisor, HPN
Dy Bhatty, Chald Survivat Advisor, HPN
Me Walhiam Derchler, Child Survinval Project Coordinator, HPN
Meo Ahmed Naum, Admnsstrative Advisar, HPN
My Luvia Tabor, PRITECH Adsisor
Mr Chros ten, MSH Coasuitant on Logistics

LU'SAID PHC PROJECT STAFF
Mr Richard Osmansky, PHC Management Specialist
Dr Tara Uprets, Training Coordinstor, PHC project
Ms Tasleen Paracha, Training Specialist, Baluchistan
Mr Muhammed Saghir, Management Analyst, Baluchistan
Mr Zafar Shah, Management Anatyst, Punjabd
Mr Arshad Mahmood, Management Analyst, Pun:ab
Mr Zamin Gul, Mansgement Analyst, NWFP
Dr Arshrat Memon, Management Analyst, Sind
Mr Ajaz Sheik, Management Anslyst, Sind
M: Rodina Yasmuin, Training Specialist, Punj;ad
Ms Mas:coda Ethram, Training Speciahist, Punjab
Me Mahmueda Nasreen, Training Specialist, Punjab

GOVERNMENT OF PAKISTAN FEDERAL MINISTRY OF HEALTH

Prot A SKRan. Direstur General Heslth, GOP

Dr 23130 Anmad, DDG, Hane Health Services Cell

Dr Shameul vrteen, Iarecter, TH control

Der M Hutain Khan, Med Sup, Sanonal TH Husp, Rawaiping
Dr Shaw, Director, Natyunal Malsrna Program

Dr Mushiag Khan, Protessor of Peduatrics, 13l Childrens Hosp
Col Akhram, Durector of Nauonsl EPL Program, NIH

PROVINCIAL HEALTH SERVICES

Dr tavat Khan, DHS, Batuchistan

Dr Sindhar AL, DHS, NaFp

Or Sajan Memaon, DS, Sind

Dt Bur Memon, Project Director, Sind

Dr Nitar Project Durector, NWEp

Dr M A Sheinh, Project Director, Punjat

Dr May Mohammed Lanl, DHO, Rawsipinds, Punjsb

Dr Hafiz Mahmoud, MY, Nishoar Hospatal, Mulian, Punjab
Dr Riaz Anmad, DMS, Nashtar Hospital, Mulisn, Punjab
Dr Tana Bhans, Peduatnician Nishiar Hospital, Mualtan, Pun,ab
De Avaul Gharfar, DHO, Musatfar Garn, Punjab
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RHC STAFF:

Dr.
Dr.
Dr.
Dr.
Dr.
Dr.
Mr.
Drt.
Dr.
Dr.

Dr

Dr.
Dr.

Dr
Dr

Dr.
Mr.

Imtaz Dar, MOIC, Sohawa RHC, Punjab

Naseer Ahmad, MO.Sohawa RHC, Punjab

MM Schiman, MOIC, RHC Bagga Shaikhan, Punjab
Abrar Ahmed, MO, RHC Bagga Shaikhan, Punjab
Rubina Ashraf, FMO, RHC Bagga Shaikhan, Punjab
Mouhammed Arthad, MOIC, RHC Khairabad, NWFP
Mohammed Akbar, MT, RHC Khairabad, NWFP

Zakir Ullah, MOIC, RHC Jamalabad, NWFP

Humayun Zaman, MO,RHC Jamalabad, NWFP

Nasir Shah, MO, RHC Jamalabad, NWFP

Abdul Sattar Shahid. MOIC. RHC Minwali Quereshian, Punjab
Babib-ur Rehman, MO, RHC Uch Sarif, Punjab
Zulfiquar Ali Rehmani, MOIC, RHC Uch Sarif, Punjab
Zulfiquar, MOIC, RHC Shehr Sultan, Punjab

Mushtaq, MO, RHC Shchr Sultan, Punjab

ljaz Ahmad Langhial, MO, RHC Shehr Sultan, Punjab
Abdul Sattas Baddir, MT, RHC Uch Sarif, Punjab
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