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MESSAGE

Pakistan recognizes and acknowledges that access to essential
healthcare is a basic human right. The government’s vision is to
create a society in which women and children enjoy the highest
attainable levels of health care and no family suffers the loss of a
mother or child due to preventable or treatable causes. The
government pledges to ensure that high quality healthcare services
are delivered to all, especially the poor and the disadvantaged.

The MNCH program launched by the Government of Sindh with
assistance from the federal government is committed to improve
the accessibility of high quality and effective MNCH services for all by developing and
implementing a sustainable and integrated MNCH program at all levels of the healthcare
delivery system. The Norway-Pakistan Partnership Initiative (NPPI) will complement the
government’s effort in improving the health status of women, newborns and children in
the province of Sindh, and will act as catalyst in implementing the ongoing MNCH program.

The findings of both studies in these ten NPPI districts—Baseline Household Survey on
MNCH Indicators and Result-based Financing Mechanism—will not only serve as the
basis for making evidence-based decisions while programs are being developed but will
also assist in assessing progress and measuring change.

I congratulate MNCH Sindh and UNICEF for this milestone achievement and assure them
of our fullest cooperation.

N\~

’ .

-

Muhammad Hussain Syed
Secretary Health
Government of Sindh



FOREWORD

Pakistan has one of the highest maternal mortality ratios (MMR)
in South Asia with an MMR of 276 per 100,000 live births. The
situation in Sindh province is even worse where the MMR is 314
per 100,000 live births along with a high number of life threatening
obstetric complications.

Sindh also has a very high infant mortality rate—81 per 1000 live
births. Data such as this reflects the status of our MCHC service
and underlines the need to develop a holistic, catalytic and strategic
healthcare delivery system which would facilitate the implementation
of national, provincial and district plans to improve maternal, newborn and child health
(MNCH).

Pakistan is one of the signatories of the MDGs and hence needs to make a sustained
investment in health services and human resources if MDG targets 4 and 5 are to be met.

Sindh province is being given an unprecedented opportunity through the NPPI to plan and
implement innovative and flexible approaches for improving the quality, effectiveness and
productivity of services that deliver MNCH care. In turn, this should help in creating an
increased demand for these services as also their better utilization.

In addition to adopting different and catalytic approaches for the implementation of the
MNCH program, the NPPI would be the first ever ‘Deliver as one UN’ program in Pakistan
in which three UN partners will work together in an integrated and synergetic manner. This
may be taken as a challenge as well as an opportunity for making a difference in the overall
MNCH care delivery system in the country.

We have set ambitious targets by selecting ten districts of Sindh with the worst MNCH
indicators in which to implement the NPPI project. Before launching the project, it was
necessary to conduct a comprehensive baseline survey to measure the key indicators relevant
to the MNCH program. After due process of inviting and evaluating competing proposals,
Arjumand and Associates were awarded the contract for conducting the survey; I would
like to acknowledge the high quality of work presented by them.

The findings of this study serve to emphasize the challenges that exist in providing relevant
healthcare interventions to reduce maternal and infant deaths, and deliver basic obstetric
and newborn care. This document will also be instrumental in measuring progress of the
MNCH program and guide managers to take remedial measures where these are required.



I take this opportunity to thank all the partners of MNCH Sindh—UNICEF, WHO and
UNFPA-—for their support in monitoring the fieldwork of this study and providing timely
feedbacks. I would specially like to thank the UNICEF Sindh office for their help in
facilitating this study at every stage.

Finally, I invite all of you to join hands and work as a team to make this project a success
and thereby bring about a positive change in the lives of the most vulnerable women and
children of Sindh.
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MNCH Sindh.
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EXECUTIVE SUMMARY
An Overview of MNCH Situation Analysis in NPPI Districts

Maternal and child health status in NPPI districts is low and significantly lags behind national
estimates. Although cause of death data disaggregated by districts is unavailable, national
level data suggests that targeted interventions are needed in the peri-natal area with attention
to institutional deliveries, newborn care and EMNOC services which are presently over-
looked areas, as well as revamping of existing maternal and child care service elements such
as immunizations, ANC & PNC visits, and preventive care check-ups for children.

MNCH service coverage is provided by both the public and private sectors however coverage
levels fall much below MDG targets. There has been an increase in coverage of maternal
services in NPPI district over the last five years driven by increased private sector usage,
however close to half of pregnant women are still uncovered with coverage significantly low
amongst the poor and those residing in peripheral areas. Both maternal and child care outputs
at government facilities have remained stagnant and volume of service is particularly low at
FLCFs with bypassing of primary tier by clients in favor of hospitals even for routine
services such as ANC, deliveries and child illness visits. Outreach programs show a mixed
picture with drop in EPI coverage over the last five years however contraceptive use has
shown a modest increase and is probably due to the LHW program.

The under-developed context of NPPI districts poses challenges in utilization of health care
services in terms of i) low levels of retention of skilled staff; ii) lack of peripheral outreach of
both public and private sector services, iii) poorly equipped and stocked facilities and limited
opening times; iv) high transport costs; v) poor community awareness for maternal care and
child preventive services along with low coverage of LHW program; and vi) community
inability to pay resulting in marginalization of preventive and promotive care.

These constraints to service utilization are aggravated by low priority and lack of
programming of MNCH services at district level, insufficient administrative control over
staffing, inadequate budget and supervision, and need for clinical and managerial skill
building.

Proposed Financing Measures

As both supply and demand side factors are responsible for low MNCH service coverage
therefore result based financing mechanisms need to be simultaneously placed on both the
supply side and demand side of the health care system. Given the NPPI context, strategic
placement of financing measures is needed to i) pull in government staff into government
EMNOC centers and FLCFs, ii) enhance and ring-fence supplies and equipment budget for
MNCH; iii) supplementation of government provision with private sector services, and iv)
increasing client access to transportation and commodity purchase. Specific Measures
include:
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A. Supply Side Measures
i) Provider incentives: Provider incentives for government staff involving topping up of

basic salary with volume based payments are required to address the acute shortage of staff
on ground and pull back government staff from private practice during government service
hours. These need to be calibrated by staff cadre as well as remoteness of health facility.
Provider incentives are required across all NPPI districts with higher scales for Tharparkar,
Kashmore and Qambar where staff shortage is particularly acute.

i) Budgetary topping: MNCH related drugs and equipment budget needs to be enhanced
and ring-fenced for all NPPI districts with heavier investment in Kashmore, Ghotki,
Tharparkar, Umarkot, and Larkana districts where government facilities and coverage
are poorest.

iii) Commodity vouchers: In districts of Kashmore, Ghotki, Tharparkar, Umarkot, and
Larkana districts where outfitting of government services is particularly poor
commodity vouchers in addendum to enhanced budget can be provided for purchase
of necessary supplies from retail outlets. Key areas for commodity vouchers are
delivery kits, diarrhea kits and 1V supplies kit.

Purchasing of Private Sector Services

Health staff to population ratios will still remain sub-optimal even with filling in of all
government staff vacancies unless supplemented with private sector services. However this
should only be limited to those private practitioners who do not have a dual affiliation so as
to avoid negative inducement to health staff for strengthening private practices at the cost of
public sector facilities.

i) Provider incentives: Given that the private sector mainly comprises of individual
practitioners rather than organized health care facility set-ups, individual practitioners
will need to be targeted. Provider incentives involving volume based payments can be
given in each district to private practitioners for providing services in pre-identified
public health care outlets in that lack required government staff. Up to 50% of fee
charged in comparable private sector facilities is acceptable to service providers and
on average works out to be Rs.50 for ANC, PNC, and well baby visits, Rs.300 for
child OPD, Rs1000 for deliveries and Rs.5500 for C-Section.

i) Service Vouchers: Purchasing services from private sector facilities through use of
service vouchers can be applied in Ghotki, Larkana, Badin, Shikarpur, and
Nawabshah districts where well developed and organized private sector facilities are
present. Use of case based vouchers has better administrative and political feasibility
as compared to management contracts and private health facility contracting. Cost of
service voucher based on low client willingness to pay are Rs.600 for ANC and PNC
visits, Rs.2000 for delivery, Rs.13000 for C-section, and Rs.400 for child OPD.
Service voucher costs based on higher willingness to pay are Rs.300 for ANC and
PNC visits, Rs.1350 for delivery, Rs.12500 C-section, and Rs.150 for child OPD.

B. Demand Side Interventions

Demand side incentives are proposed to address low awareness levels and client inability to
pay for services.
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In-kind client incentive: These can be used to target ANC, delivery, PNC & newborn
care and child preventive care visits in the first year of life and are commonly
preferred by all stakeholders to cash incentives. In-kind incentives can be
implemented in districts of Tharparkar, Kashmore, and Qambar which have the
poorest health system performance amongst the NPPI districts.

Transportation vouchers: Transport vouchers are needed in most NPPI districts of
Qambar, Jamshoro and Nawabshah to offset the heavy cost of transport for deliveries
and EMNOC. Transport vouchers while offsetting the expense burden on clients of
private transport can also serve to pull in private transport to remoter areas. Mean
voucher value of Rs.700 is required for delivery and EmONC services with a range of
Rs.400-700 depending on inter-district variation in terms of physical access.

Existing targeting mechanisms are poor and proposed targeting for both service and
transport vouchers and in-kind incentives to clients can either be piggybacked on the
Benazir Income Support Scheme or involve universal provision of vouchers and in-
kind incentives to all pregnant mothers and children under 1 years in the more poverty
stricken and peripherally located Tehsils or Union Councils. Separate selective
targeting schemes will be administratively complex and involve high transaction
costs.

Highest amount of financial and technical investment will be required for the districts of
Tharparkar, Kashmore and Qambar which have the lowest aggregate score in terms of health
system performance. Comparatively lesser assistance will be needed by the middle ranking
districts of Umarkot, Larkana and Jamshoro followed by the relatively higher ranking
districts of Badin, Ghotki, Shikarpur, and Nawabshah.

Over-arching Governance Measures Needed

For effective implementation of result based financing measures overarching governance
related measures will be needed as outlined below:

&4

Human resource strengthening would require filling of vacant, provision of listed
supportive measures for female staff safety and security, provision Class-1 administrative
powers on trial basis as given to PPHI to strengthen district administrative control over
staff retention, clinical training of staff as well as use of general cadre staff for EMNOC
services in districts having more acute staff shortage.

Improvement of health facility services would require increased allocation and ring-
fencing of budget for commaodity, equipment and monitoring for MNCH, development of
red-stock out checklist, improved frequency and quality of supervision, and political
sensitization of district managers regarding MNCH services.

The government’s stewardship role involving strategic planning, purchasing and
monitoring of services will need to be strengthened. Key measures would involve i)
sensitization and capacity building of district health managers, development of district
health plans linked to annual budgetary processes, retention of trained managerial staff
for at least a period of 2-3 years, enhanced practical linkages between MS DHQ, EDO-
Health, PPHI, and community outreach under the umbrella of a district health plan,
increased information collection and frequency of field based monitoring. It would also
require enhanced coordination with private sector, development of accredited lists of
private practitioners, minimum standards of care and skill building of private sector.
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Implementation Modalities

Implementation of result based financing schemes in NPPI districts will require four
components. Firstly, strong service improvement role of government is required. Secondly,
an independent agency for management of financial rewards and monitoring of service
volume will be required for placement for transparent and efficient functioning and has
overwhelming acceptance from all stakeholders. Thirdly, external validation is needed on
annual basis to provide robust results on actual service coverage and trickle down effect to
community. A provincial based party can be assigned to annually conduct validation checks
in each of the districts. Fourthly, technical assistance is needed in three key areas of clinical
training for health staff, managerial training for health mangers, and sensitization training of
district stakeholder. These can be provided by a single out-sourced agency or different
agencies.

All four functions involving improved service provision, independent management of
financial awards, external validation and technical assistance will require oversight by broad
based committees at both district and provincial levels.

Way forward would involve piloting of financing interventions in few selected districts
accompanied by robust operations research before expanding to other districts. Law and order
is an overarching issue that needs to be addressed for either private or public sector to
succeed in some of the surveyed districts.
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Section 1. INTRODUCTION

1.1  NPPI Financial Feasibility Study

This study was commissioned by MNCH Program Sindh and UNICEF Sindh for a feasibility
assessment of use of Result Based Financing Mechanisms (RBFMs) for improving Maternal,
Newborn and Child Health (MNCH) care in rural Sindh. The study is part of the Norwegian-
Pakistan-Partnership Initiative which intendeds to provide catalytic support to improve
MNCH in 10 selected rural districts of Sindh province. Flexible funding of $50 million will
be provided by the Norwegian grant to strategically strengthen health system through use and
implementation of result based disbursements (NPPI 2008). Financing will be provided over
a five year period (2008-2012) and will be targeted to the 10 low performing districts of
Sindh which include: Jamshoro, Badin, Tharparkar, Umarkot, Nawabshah, Larkana, Kambar,
Shikarpur, Ghotki and Kashmore. This is an exploratory study aimed to provide a strategic
direction on use of RBFMs in the selected districts.

1.2 Background of Result Based Funding Mechanisms

Slow progress in improvement of MNCH services through traditional funding methods
involving input based funding to discrete projects has shifted attention to use of output based
financing for quick and radical achievement of targets. The common purpose of output based
financing is to improve health system performance through strategic and innovative use of
financing measures. Output based mechanisms are diverse and can be placed either at the
supply or demand side of health service provision or involve a mix of mechanisms targeting
both supply and demand. Amongst the more commonly known supply side mechanisms are
Sector Wide Approaches (SWAPs), contracting of health services and provider pay-for-
performance incentives while popular demand side mechanisms include Conditional Cash
Transfers (CCTs) and Vouchers.

Available research evidence shows that the implementation of result based funding
mechanisms is a politically and organizationally challenging area, and has produced mixed
results that are often highly context specific. Hence there needs to be careful consideration of
both positive and negative impacts of result based funding mechanisms in a given setting and
what modifications need to be put in place to protect quality, equity and efficiency aspects of
MNCH services.

The success and failure of result based funding mechanisms are affected by a number of
inter-linked factors. The organizational context is a major factor and influences the working
of result based funding mechanisms through availability of financial resources, equipped
facilities, staff and supplies; presence of adequate MIS and financial systems; and effective
planning, budgeting and management practices. Political feasibility is another key factor with
political hindrances or support in implementation of such schemes affecting whether they get
initiated, the scale at which they are implemented, the resulting appropriateness of
implementation and provision of appropriate policy and technical support. Furthermore,
health seeking behavior of patients and clients also influences the success of result based
funding mechanisms as client awareness and valuation of service and its underlying factors
socio-cultural and economic factors influence the uptake of MNCH services. Organizational
context, client behavioral dynamics and political support vary from country to country
underscoring need for financing mechanisms to be designed with relevance to the local
context. (Detailed literature review and references are provided in Section 2)
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This study in recognition of the complex nature of result based funding mechanisms explores
in-depth the feasibility of their implementation so as to come up with locally relevant,
politically feasible and administratively simple financing mechanisms for improvement of
MNCH services in selected NPPI districts.

1.3  Aim & Objectives

The study explored health systems of selected rural districts to come up with locally
responsive, politically feasible and practically workable strategies for improving MNCH
outputs. Specifically it aimed to examine how use of different financial modalities may
improve MNCH outputs and included the following objectives:

# To identify where to place funding (e.g. Supply or demand side; Public or Private sector)

4 To identify recipient target group (e.g. Community/Service providers/District managers)

# To identify the type of funding mechanism or mix of mechanism to be implemented (e.g.
Vouchers, CCTs, provider incentives, contracting, district awards) and its accompanying
strengths and risks

# To identify what supportive measures are needed in place for implementation of out-put
based financing mechanisms.

1.4 Outline of Result Based Financing Mechanisms
1.4.1 SWAPs (Sector Wide Approaches)

Sector Wide Approaches (SWAPs) involve topping up of operational funds at the policy level
conditional to achievement of targets agreed between policy makers and donors. Intended
target audience is of policy makers and are used by donors to negotiate policy priority to
particular service outputs while providing a relatively free hand for implementation. They
present the ‘second generation’ approach to donor funding with a move away from input
based disbursement to discrete project to funding linked to negotiated outputs. SWAPSs can be
applied at national, provincial or district levels.

1.4.2 Contracting

Contracting principally involves purchase of specified health services by the government
from other providers for a specified time period based on a formal written agreement or
‘contract’ between the provider and purchaser. It is a mechanism of institutional reform and
aims to increase the stewardship role of government, involving a shift from direct health
service provision to strategic purchasing of services and their enhanced monitoring and
regulation. It is intended to improve the quality, cost efficiency and transparency of services
and relies on use of a detailed performance based contract and the engendering of
competition. Contracting is of particular use where the government does not have
infrastructure to provide or is a poor manager of health services.

1.4.3 Provider Incentives

Provider incentives are an institutional reform mechanism linking service provision with
performance awards for health care provider. Payments can either be linked to volume of
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service and made on per case basis or on number of client visits or alternatively involve a
performance bonus linked to service outputs. Provider incentives have two principal uses.
They can be used to improve service performance of government health staff or alternatively
to purchase services of private practitioners for service provision at government health
facilities with level of compensation linked to service output.

1.4.4 Client Cash Transfers [CCTs]

Involves a cash transfer to client/ patient at the health service delivery outlet for availing
specified health services. It is an aggressive demand inducing mechanism and newly
introduced for improved utilization of selected health care services.

1.45 Vouchers

Vouchers principally target client related financial barriers to service utilization. Voucher is a
pre-paid card or token provided to clients for a particular service or package of service and is
used to obtain specified service from identified health service providers at partial payment or
free of cost. Service provider can be either from public or private sector. Vouchers intend to
increase access to health services and are known for their pro-poor value. They are also
expected to improve quality of service provision by stimulating competition between service
providers.

15  Study Components & Methods

The study was a multi-dimensional and mixed method study involving triangulation of
existing evidence and primary data.

4 Multiple Components: The study comprised of 4 main components: i) organizational
analysis; i) expenditure analysis; iii) political risk analysis; and iv) client behavior
analysis.

4 Mixed Methods: Both quantitative and qualitative tools were used and included: i) in
depth interviews of provincial and district stakeholders; ii) focus group discussions with
health facility staff; iii) focus group discussions with LHWSs, mothers and fathers of
children under 5 years; iv) review of MIS and financial systems of MNCH related
programs; V) review of programmatic data related to MNCH; vi) review of budgetary data
where available; vii) analysis of patient expenditure; vii) review of evidence from other
settings on RBFMs.

4 Cross-cutting levels: The study collected data across provincial, district, and health
facility and community levels.

A detailed overview of components and methods is provided in Table 1.1.

1.6. Data Collection

The study relied on a mix of secondary and primary data as detailed below
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a) Primary data collection

Key elements of primary data included i) in-depth stakeholder interviews, ii) focus group
discussions (FGDs) with health staff, iii)focus group discussions (FGDs) with communities,
iv) review of government MIS and financial systems, and v) review of implementation
systems and performance records of similar financing models in Pakistan. A list of identified
provincial and district stakeholders was developed for conduction of in-depth interviews, in
consensus with the MNCH Program Sindh and UN agencies and further interviews were
added through snowballing. MIS and financial system review included the EDO Health
systems, the PPHI system, and key vertical programs including LHW, EPI and Population
Welfare Programs. Conduction of FGDs of health staff and community was initially based on
cluster sampling of RHC and BHUs in each district. However, this was later revised by AKU
in the larger interest of the study and the sampling frame of the baseline study was followed
to allow for better coherence in findings of the two studies.

Data included: data included in this report is summarized in table 1.1.

b) Secondary data collection

Table 1.1: Data Included

Components Number of FGDs / IDIs Details
Catchment Communities of BHUs 60 FGDs FGDs involved 489 participants
and RHCs
gaa(l:t: Felllay S ef LB e 10 FGDs FGDs involved 122 participants
IDIs with EDO- H, MS of DHQ/ Civil
District Stakeholder 47 IDIs hospital, district PPHI  coordinators,

DPWO, DCO and Nazim
PMA  representatives/  prominent  private

PMA Representatives 10 IDIs practitioners

Provincial Stakeholders 15 IDIs gje I;‘artrr\?g:\rt]s, Pﬁmlg;]’ " Dl;g\;nce and  P&D
Review of Management Review of MIS including HMIS, DHMIS, LHW, EPI, WFP, Population Welfare
Information system and PPHI.

Review of Finical Flow and Review of financial flow and information systems of EDO Health, DHQ/ Civil
Information System Hospitals, PPHI and vertical programs.

Site Visits and Meetings of
Existing / Recent Incentive Based
Models

such as the World Food Program, Population Welfare RHS-A Centers, FIGO
project and Tawana Pakistan Project.

Secondary data collection involved i) review of published literature, government
programmatic and budgetary records, and commissioned study reports, and ii) analysis of
household expenditure data from NPPI baseline study.

A systematic search of international peer reviewed literature was conducted on result based
financing mechanism using Cochrane online database and was supplemented by relevant grey
literature. Public sector data was collected and reviewed on available infrastructure, staffing,
service outputs, authority tiers, fund flows and budgets. In addition, relevant research reports
of commissioned studies in Pakistan were reviewed and included quality of care and
performance assessment studies as well as studies on devolution, health care financing and
public-private partnerships. Expenditure analysis involved input on tool development for
baseline household study and use of collected raw data for development of cost packages.
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Further details on methods and data collection are outlined separately in each chapter.
1.7  Analysis

Findings from different sections of the study were triangulated and synthesized to form a
coherent picture of existing health system gaps and needed financing mechanisms as well as
administrative capacity and political feasibility for these mechanisms. A systematic analysis
was undertaken of both qualitative and quantitative data. Qualitative analysis development of
thematic codes for interview and FGD data and followed by both manual as well as use of
NVivo 8 for analysis. EXCEL and SPSS were used for analysis of quantitative data. Specific
areas of analysis included:

Identification of snags in delivery of MNCH service

Identification of demand side barriers

Assessment of MNCH expenditure and Willingness to Pay

Assessment of institutional capacity for RBF

Determination of political feasibility for RBF

Identifying lessons learnt from global & local experiences

Based on findings of above, a mix of financing mechanisms and their implementation
modalities were proposed.

N

Table 1.2 Overview of Study Components, Underlying Areas and Research Methods

Components

Organizational
Analysis

Expenditure

Analysis

Political Risk
Analysis

Client Behavioral
Analysis

Areas Examined

Supply side constraints to service delivery
Governance issues

Review of MIS systems

Review of financial systems

Cost package development
Willingness to Pay

Political preference & fears for different RBF

Barriers to MNCH utilization
Existing expenditure
Willingness to pay

Methods

Stakeholder interviews
FGDs with service providers
Document review
Budgetary Review
Spot-checking

Review checklists

SPSS analysis
FGDs with community

Stakeholder interviews

Group discussions with HF staff
Group discussion with community
Document review

FGDs with community:
Mothers

Fathers

LHWs
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18 Report Layout

The report is divided into 5 sections:

Chapter 2 provides a synopsis of global evidence on result based funding mechanisms in
terms of effects achieved as well as factors associated with success or failure

Chapters 3, 4 & 5 review the overall health system identifying demand and supply side
constraints affecting MNCH outcomes in NPPI districts

Chapters 6&7 give a detailed review of existing financial and monitoring information
systems and their absorptive capacity for result based financing

Chapters 8, 9 & 10 examines political feasibility of result based financing mechanism,
provide cost packages, proposes targeting systems and outline lessons on implementation
modalities gained from other programs

Chapter 11 provides a summary of findings and proposes way forward in NPPI districts
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Section 2. GLOBAL EVIDENCE ON RESULT BASED FINANCING
MECHANISMS

2.0 Introduction

This section reviews global evidence based on experience of result based financing
mechanisms in developing countries examining the extent of implementation of so far in
developing countries, effectiveness of result based financing mechanism and factors
underlying success and failure with a view to provide lessons for the NPPI districts

2.1 Methods

A systematic literature search was conducted using Cochrane online database and
supplemented with grey literature including commissioned study reports, summary of
government projects, and thesis work in this area. Primary emphasis was to examine work
related to developing countries and the MNCH area with expansion to other service contexts
in cases where little material was found. Material examined included rigorous evaluations
which were comparatively fewer in number and a larger body of material involving case
descriptions and review articles.

2.2 Overview

In recent years there has increased international interest in use of result based financing
mechanisms as a means for quick and radical improvement of health care systems. This has
been primarily due to slow progress in improvement of government services in developing
countries through traditional funding methods involving input based funding. Output based
mechanisms are diverse and can be placed either at the supply or demand side of health
service provision or involve a mix of mechanisms targeting both supply and demand.

Available research evidence shows that experience with the implementation of result based
funding mechanisms is still emerging in developing countries, has produced mixed results
that are often highly context specific and needs more rigorous impact assessment.
Additionally implementation is a politically and organizationally challenging area with the
wider health system and political context playing a key role in success or failure of these
mechanisms.

2.3 Supply Side Mechanisms
2.3.1 SWAPs (Sector Wide Approaches)

The mechanism: Sector Wide Approaches (SWAPSs) involve topping up of operational funds
at the policy level conditional to achievement of targets agreed between policy makers and
donors (Cassels 1997). Intended target audience is of policy makers and are used by donors to
negotiate policy priority to particular service outputs while providing a relatively free hand
for implementation. They present the ‘second generation” approach to donor funding with a
move away from input based disbursement to discrete project to funding linked to negotiated
outputs (Walt 1999). SWAPs can be applied at national, provincial or district levels.

Requisites: SWAPs are dependent on agreed output goals between donor and recipient
government as well as political ownership, ability for strategic planning, leadership and
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innovative management, and absorptive capacity for management of funds on the part of
recipient government (Walt 1999). It also requires participation of private sector providers in
planning and implementation for effective achievement of results. Furthermore, SWAP-like
arrangements require frequent joint review meetings and a single agreed upon and robust
monitoring system as opposed to reliance on multiple monitoring systems.

Origin and Application: SWAPs were introduced by international donors in the 1990s as a
means of health sector reform in developing countries. They have been primarily applied in
African countries including South Africa, Mozambique, Zambia and Uganda as well as
certain Asian countries such as Cambodia and Bangladesh. Arrangements have been mainly
at the national level and scope of application to increase the performance of provinces and
districts has not been fully explored. Recently, there has been revival of interest in SWAPs
based on lessons learnt from past experiences.

Effect: Evidence on SWAPs is mainly descriptive and rarely provides an established link
with improved outcomes. So far conclusive evidence is limited to increase in immunization
rates and supervised deliveries (Walford 2007). Some effect has also been found in terms of
increased ORS use and doctor visits for child diarrhea cases, medicine availability and
improved TB cure rates (Walford 2007). However lack of standardized assessments of
SWAPs makes it difficult to generalize findings obtained from individual case studies.

Over-arching issues: Results of SWAPs have been diluted due to both political and
administrative issues related to their design and implementation. Politically, SWAPs present
the danger of becoming a top down agenda and require political commitment at both the top
and bottom tiers of the health system (Jeppsson 2002). In addition, donor pressure to disburse
funds and corruption in fund utilization by recipients has also been linked with sub-optimal
results. Moreover, strong control by national and provincial as compared to district
stakeholders has been found to increase centralization and reduced required flexibility and
ownership for responsive implementation (Walt 1999).

Administratively, SWAP like arrangements require careful selection of few output indicators
having high impact and third party validation of improved outcomes. Capacity for SWAP
related flexible planning and implementation has been generally poor in developing country
governments, technical assistance has come in late, transfers in government have further
eroded available capacity, while bureaucratic inter dependence on various government
departments have delayed disbursements (Walt 1999, Jeppsson 2001). Positive atmosphere,
strong stable leadership, flexibility and adjustment as opposed to use of rigid blue-prints and
reduction of red-tape have been key factors associated with success (Jeppsson 2002, Pfeiffer
2003, Pavigani 1999)

2.3.2 Contracting

The mechanism: Contracting is a mechanism of institutional reform and aims to increase the
stewardship role of government involving a shift from direct health service provision to
strategic purchasing of services and enhanced monitoring and regulation (Taylor 2003). It
principally involves purchase of specified health services by the government from other
providers for a specified time period based on a formal written agreement or ‘contract’
between the provider and purchaser. It is intended to improve the quality, cost efficiency and
transparency of services and relies on use of a detailed performance based contract and the
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engendering of competition (Walsh 1997). Contracting is of particular use where the
government does not have infrastructure to provide or is a poor manager of health services.

Types of Contracting: There are two types of contracts: ‘management contracts’ involve out-
sourcing the management of government facilities through provision of operational funds and
administrative control to the contracted agency while “service delivery contracts’ involve
leasing out of private sector facilities or provision of particular service.

Contractors can be from the private sector as is more often the case, or from other
government agencies or semi-autonomous government agencies. The former process
involving leasing out of services to private/ NGO sector is called *contracting out’ while the
latter process involving involves leasing out within the government is called *contracting-in’.

Requirements: Contracting requires a well developed market to provide adequate
competition for contracts, use of an independent agency for awarding and management of
contracts, and clearly defined performance based contracts (Mills 1998). It is also dependent
on effective monitoring by the purchaser and presence of a trust based relationship between
purchasers and contractors.

Origin and Application: Contracting originated in OECD countries with UK’s National
Health Service reform being the most radical example of a health service delivery system
based on competitive contracting involving contracts with both private as well as government
health facilities. Until recently it had extremely limited application in developing countries
however supported by high donor interest contracting is being increasingly applied to replace
or supplement weak government services. Contracting has been implemented in Saharan
Africa and parts of Asia including Pakistan, Afghanistan, Bangladesh, India and Cambodia.
Results are mixed so far and are highly influenced by country context.

Effectiveness: Standardized assessments of contracting are few and emerging. EXxisting
research shows that contracting has resulted in increase in immunization coverage, ante-natal
visits, number of children given ORS and general curative care utilization (Loevinsohn
2005). While contracts in general have worked in roll out of services to remote areas
comparative penetration into the more hard to reach areas has been lower (Palmer 2006,
McPake & Hongoro 1995). There has been little known about impact on technical quality of
services however evidence from OECD countries shows less time to process of care as
opposed to volume (Meagher 2003, Stewart 1993). Contracting has been seen to result in
better availability of drugs and contraceptives and improvement in health facility
maintenance and cleanliness in some settings. Overall, effects of contracting are highly
variable differing across diverse settings and are dependent on a number of inter-related
factors (discussed below). Hence while contracting can potentially improve aspects of service
delivery, the exact output and level of its achievement is likely to vary across settings.

Lessons learnt: Contracts in developing countries are usually input based and fail to specify
output services with interpretation of contractual output depending on contracted provider.
While move to performance based contracts needs to be made, a balance must be kept in
extent of detail specified as sophisticated contracts require high cost of monitoring. Providers
deliver even on loose contracts if there is like-mindedness and coordination between
purchaser and service provider (Gilson 1997). In general, capacity to write contracts and
accompanying monitoring systems and skills has been found to be weak amongst both
purchasers and provider.
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The presence of an organized private sector in health care highly varies within developing
countries, however even where private markets are available, interest can be low for
contracting with government due to fear of rent-seeking pressures, delayed disbursements and
loss of independence (Zaidi 2007, Mills 1997). Both the private for-profit and non-profit
sectors prefer an independent intermediary for management of contracting. Political
ownership of contracting has been linked with responsive implementation with most case
studies showing indifference or hostility to use of contacting amongst government managers.

In summary, effectiveness of contracting is linked to the nature of the written contract,
competitiveness of bidding, type of relationship between government contractors and private
providers and political acceptance of contracting (Zaidi 2007, Palmer 2006).

2.3.3 Provider Incentives

The Mechanism: Provider incentives are an institutional reform mechanism linking service
provision with performance awards for health care provider. Payments can either be linked
to volume of service and made on per case basis or on number of client visits or alternatively
involve a performance bonus linked to service outputs. Provider incentives have two
principal uses. They can be used to improve service performance of government health staff
or alternatively to purchase services of private practitioners for service provision at
government health facilities with level of compensation linked to service output.

Origin: Provider incentives have an established history in OECD countries while application
in developing countries is very limited (Politt 1988). They are part of the New Public
Management Agenda involving a series of best practice lessons borrowed from the private
sector for civil service reform. They have typically involved provision of more attractive
salaries to government service providers and managers in OECD countries through adoption
of i)market pay scales, ii) performance bonuses to top up salaries or iii) or case or volume
based payments. More recently in India, provider incentives have been used to buy into
services of individual private practitioners for improving functioning of government facilities
for MNCH and is particularly applicable for settings where there are chronic staff shortages.

Requirements: Increase in service outputs is heavily dependent on modality of payment e.g.
capitation based, visit based, or lump sum increase in service. Volume setting standards for
expected service need to be prepared to guard against over-use or under-use of service as well
as development of minimum standards for quality of care (Walsh 1997). In addition
supportive monitoring systems are needed to track outputs as well as movement as linkage of
financial systems with outputs.

Effects: General findings from OECD countries show that provider incentives increase
utilization of curative care at health facilities and in cases where they have been linked to
preventive and outreach services have also resulted in immunization levels and home visits to
patients (Barnum 1994). In developing countries they have had limited application as well as
poor documentation of results. Available evidence shows provision of general curative health
services by private practitioners in remote rural areas uncovered by government facilities as
seen in South Africa (Palmer 2003) while increase in antenatal care, institutional deliveries
and post-natal care has been seen in India as a result of provide incentives to both
government and private providers (JSY 2005).
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Over-arching issues: Caution needs to be exercised in terms of what services are
incentivized and what is the modality of payment. In cases where there has been lack of
specified emphasis to service providers on preventive care, there has been little change in
preventive services as opposed to rapid increase in curative care (World Bank 2006). As
opposed to flat salary scales, volume based re-imbursement has shown rapid increase in
cases. However volume based compensations have been associated with ‘skimming of the
patient population’ with less time given to more complicated and demanding cases as
opposed to easier cases, and fewer visits to far-off located as opposed to closer located cases
to fulfill service targets (Stewart 1999, Politt 1988). Volume based compensations have also
been linked with over-provision of services and needs to be guarded against for curative care
provision. Furthermore, administrative costs of provider incentives have been high requiring
sophisticated monitoring and financial tracking systems.

24 Demand Side Mechanism
2.4.1 Client Cash Transfer [CCTs]

The Mechanism: Involves a cash transfer to client/ patient at the health service delivery
outlet for availing specified health services. It is an aggressive demand inducing mechanism
and newly introduced for improved utilization of selected health care services.

Origin: The mechanism of cash transfer to clients for selected health services is a relatively
recent mechanism and has been borrowed from the education sector which has a longer
experience of its application for increasing enrollment of school children. Extension of CCTs
to health services originated in Latin American countries and experience of its
implementation is primarily limited to this setting. There has been some limited expansion of
CCTs to certain parts of Africa and lately to India. Within the health sector, CCTs have
mostly targeted preventive services for mothers and children.

Requirements: Implementation of CCTs requires administrative capacity and financial
transparency as well as clearly defined roles and responsibilities between the different
administrative tiers. It also requires client behavioral and willingness to pay studies to
determine which services to incentivize and determine level of incentives. Above all the
availability of supply side factors like service infrastructure, human resources and medicine
an essential is an essential factor needed for implementation of CCTs.

Effect: Compared to other result based mechanisms, CCT have had the most rigorous and
well documented assessments. Results have shown high uptake of services in response to
CCTs, with evidence seen in terms of improved nutritional outcomes (reduction in stunting,
improved mental milestones, higher hemoglobin levels), increase in immunization levels,
increase in child curative and preventive visits, and increased in pre-natal care visits and
institutional deliveries (Rawlings 2004, Rivera 2004, Lagarde 2007, Barham 2007).

Over-arching issues: Effects of CCTs where found have been due to the demand induction
power of cash-for-service. Cash payments received have usually not been spent on the
intended clientele and hence there is little conclusive evidence on expected secondary benefit
of poverty reduction and gender empowerment. The main issue related to CCTs is uncertainty
in terms of long-term sustainability of client behavior with danger of reversion to old
practices if CCTs are withdrawn. The Latin American contexts in which CCTs have been
implemented raises issues of applicability to other geographical settings and although a large
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scale project is underway in India its results post-CCT withdrawal are still awaited. Other
demand related issues include unintended consequences such as increase in family size to
avail cash benefits related to births. CCTs also fail to address the problem of geographical
access as the payments are only made when the recipients have already reached the health
facility and there are questions as to whether the remoter populations are benefiting from
CCTs. Finally, CCTs are dependent on supply side factors which were mostly in place in the
Latin American setting where it was implemented and in India were boosted through
placement of provider incentives for service delivery (Heinrich 2007 & JSY 2005). Pilferages
and misappropriation are potential concerns linked to CCTs however there is needed for more
documentation in this area (Deverux 1994).

In summary, while CCTs have resulted in high service utilization in the MCH area, their
effect on long term demand is questionable particularly when applied to settings other than
Latin America.

2.4.2 \ouchers

The Mechanism: Vouchers principally target client related financial barriers to service
utilization. Voucher is a pre-paid card or token provided to clients for a particular service or
package of service and is used to obtain specified service from identified health service
providers at partial payment or free of cost. Service provider can be either from public or
private sector. Vouchers intended to increase access to health services and are known for
their pro-poor value. They are also expected to improve quality of service provision by
stimulating competition between service providers.

Origin: While food vouchers popularly known as food stamps have traditionally been used in
OECD countries, the use of voucher for health services is a new mechanism and principally
designed for application in developing countries. Application is as yet limited, and its origin
and application has been chiefly confined to Latin American countries.

Requirements: Although vouchers present an attractively simple mechanism with potential
for quick roll out of services, their implementation is linked to certain pre-requisites. Careful
determination is needed of average cost of service prior to introduction of vouchers.
Moreover, it is dependent on sufficient availability of health care services in the targeted area
to provide service access, an adequate market to allow choice of provider and engender
healthy competition and appropriate quality of services. Targeting systems also need to be
developed for identification of needy groups and equitable distribution of vouchers.

Effect: Voucher is a relatively new mechanism and evidence on effectiveness is still
emerging (Palmer 2004). VVouchers have been applied in the Reproductive Health area and
results have shown increase in family planning visits, increased utilization of STI services
and improved patient satisfaction (Borghi 2005). They have also been used for malaria
control and resulted in increased use of bed nets (Kweku 2007). Although vouchers have also
been tried for selected areas of child health, however results are as yet unclear. Potential of
use for no-medical expenses, such as transport costs, also needs to be explored particularly
for accessing emergency maternal, neonatal and child health care.

Over-Arching Issues: Vouchers have a pulling power over the health care market and have a
potential edge over CCTs in increasing service access in remote areas. However, they
principally address financial barriers related to client utilization and it is seen that service

AGA KHAN UNIVERSITY, KARACHI Page 22



NPPI Feasibility Study on Result Based Financing Mechanisms in Sindh

uptake can be hindered by low social perception or intrinsic value of the targeted service for
clients. Hence in certain socio-cultural settings vouchers need to be accompanied by
awareness raising measures also. Vouchers have been found to have a high transaction cost
for targeting, disbursement and tracking systems, ranging from 30-70% of total funds (World
Bank 2008). Moreover, in case of curative services careful selection of service package is
needed as there is risk of moral hazard involving service over use by patients and over-
servicing by providers. Furthermore, while vouchers have increased service use in the poor
their ability to reach the poorest is an area that remained underexplored.

In

summary, vouchers involve a high administrative cost and also carry a risk of

misappropriate targeting especially particularly needs to be examined when applied to non-
Latin American settings.

2.5

_|_

Section Summary

Results of output based mechanisms vary by country setting and are influenced by nature
of implementation modalities, health system issues and political context.

Most established effect documentation is seen for CCTs and least for SWAP like
arrangements.

Types of service outputs achieved are highly dependent on their specification and linkage
with payment, presence of provider skills and extent of emphasis during monitoring.
Presence of a private sector market is required for measures that involve purchasing of
services such as contracting, provider incentives to private providers and vouchers.
Transaction costs are lowest for SWAP-like arrangements are high for other mechanisms
particularly vouchers.

Output based mechanisms in general require an enhancement of the strategic role of
government and need prior capacity building.

Result based mechanisms are associated with political risks and include poor
acceptability for measures involving purchasing of services as well as inappropriate
targeting for demand side mechanism.
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Table 2.1

Summary of Evidence on Result Based Financing Mechanisms

Service Utilization

Health Systems Requirements

Issues / Constraints

SWAPS

Contracting

Provider
Incentive

CCTs

Vouchers

Further research needed on
linkage of SWAPS with improved
health outcomes

Mixed results varying by setting

Lower coverage of hard to reach
areas

General increase in service outputs

Lesser coverage for more
demanding cases & remote
populations

Well documented increase in
service output, questionable
sustainability

Questionable access for more hard
to reach groups

Evidence still emerging

Administratively easier financing mechanism

Requires strong planning and managerial skills

Requires careful selection of few output indicators having high
impact

Performance based contracts with protection of preventive services
Competitive bidding and market presence

Independent purchasing agency

Overseeing too many contracted providers can be taxing for
coordination.

Cost versus quality trade off

Cost versus equity trade off

High administrative costs

Standard setting for minimum quality of care

Adequate availability of services

Transparent financial systems at health facility and above.
Clearly defined roles of different administrative tiers
Quality monitoring of services

Determination of average cost of services.
Identification of needy groups for targeting
High administrative costs

Quality monitoring of services

Danger of being a top down agenda
Can result in increased centralization
Corruption in fund utilization

Uncertain political acceptance
Potential for kickbacks on contract awarding
and financial disbursements

Political acceptance of provider incentives

Sustainability of client demand post-CCTs
Negative spill over effects on demand for
other services.

Does not induce provider to improve quality
of service

Leakage of funds.

Inappropriate distribution of vouchers.
Induces provider to improve quality of care.
Service over use
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Section 3. HEALTH STATUS & HEALTH CARE UTILIZATION

3.0 Introduction

Section 3 provides a reference background context for subsequent chapters outlining
challenges presented by low health status, sub-optimal service coverage and socio-
demographic difficulties in delivery of MNCH services in NPPI districts and recommending
broad areas of intervention.

3.1  District Context Poses Challenges In Terms of Physical and Financial Access,
Low Community Awareness and Vulnerability to Communicable Diseases

Demographic and health indictors of selected districts are amongst the poorest in Sindh
province. The districts comprise 29% of total province population and are thinly populated
with population figures ranging from 1.5 to 0.8 million per district and population density
between 72 to 1246 persons per square km (Table 3.1). Population is mainly scattered into
small villages making access difficult to health care services. The districts are largely
underdeveloped comprising of predominantly katcha houses, little access to tapped water
while adequate sanitation facilities extend at best to two-thirds of households. Adult literacy
is confined to a third of the population in most of the districts while female literacy figures
are even lower at 37%. Evidence is indicative of high dependency ratio as seen by high
levels of TFR and large household size. Poverty ranking of districts in Sindh province on a
scale of 1-16 shows that most of these districts fall in the higher poverty bracket with ranking
between 1-7. District level poverty incidence in Pakistan was determined through poverty
indexes calculated using estimated non-monetary variables such as demography, education,
housing etc, and were correlated with the respective weights coefficients.

Table: 3.1 Socio-Demographic Status

Districts Demography
% Households o
- . 1 with Adequate % Household % Pacca % H(_)useholds Poverty 1
Districts Population . . 1 N 1 with Tap Rank® TFR
Sanitary Literacy size House Water (1-16)
Facilities
Badin 1,355,564 31 32 7.2 16 24 6 6.01
¢ Umarkot 945,641 30 37 7 20 17 11 6.58
Shikarpur 1,013,510 73 37 7.7 12 2 1 5.83
Ghotki 1,333,962 51 40 6.9 16 1 4 6.38
¢ Jamshoro 776,265 40 42 7.4 22 25 5 6.83
Tharparkar 1,251,455 17 36 6.6 6 6 10 6.41
Larkana 1,321,701 63 37 7.8 11 4 3 6.18
¢ Qambar 1,218,228 63 37 7.8 11 4 3 6.18
¢ Kashmore 641,056 34 28 6.7 13 3 7 5.72
Nawabshah 1,288,733 53 37 7.2 20 7 9 6.14

¢ Data for newly created districts of Umarkot, Jamshoro, Qambar and Kashmore was taken from parent districts and actual

figures are expected to be lower
Source: 'MICS 2003-04; > SPDC 2007

The district context presents a number of key challenges for effective delivery of MNCH
services. These include poor physical access to health care services due to scattered
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population and low affordability of services. Moreover, unsafe water and inadequate
sanitation result in continued vulnerability to preventable childhood infections while low
literacy presents challenges in terms of health awareness in the community as well as supply
of local female health staff.

3.2  Health Status of Mothers and Children Significantly Lags Behind Provincial and
National Average

Although reductions in IMR and MMR have been prioritized by the Millennium
Development Goals (MDGs) these continue to be high in Pakistan and even higher in NPPI
selected districts. National USMR is high at 94 per 1000 live births while national IMR has
been fairly stagnant at 78 per 1000 live births with little decline seen during the 1990s (World
Bank 2005). Although provincial estimates for Sindh are similar to national data, huge
variations exist between the rural and urban areas with the developed urban districts in Sindh
having an IMR of 46 and USMR of 28 (MICS 2003-04). In contrast, in NPPI districts IMR
ranges between 81-90 while USMR ranges between 118-125, far exceeding both national and
provincial statistics (Table 3.2).

MMR in Pakistan is high at 320 per 100,000 live births while comparative figure for Sindh is
314 per 100,000 live births (PDHS). Although disaggregated data by districts is not available
for MMR however MMR in NPPI districts is estimated to be high as provincial figures are
primarily driven by high maternal mortality in rural districts. Furthermore, available evidence
indicates that there has been little improvement and even worsening of maternal mortality in
Sindh as suggested by an inverse increase in sex ratio of males to 100 females from 110
males to 100 females to 112 males to 100 females (World Bank 2005).

Table 3.2 Health Status

Districts MMR? USMR? IMR? % Undernourished <5 yrs Children® TFR?
Badin NA 124 87 48 6.01
¢ Umarkot NA 121 85 47 6.58
Shikarpur NA 120 85 47 5.83
Ghotki NA 125 88 48 6.38
¢ Jamshoro NA 114 81 45 6.83
Tharparkar NA 123 87 48 6.41
Larkana NA 118 84 46 6.18
¢ Qambar NA 118 84 46 6.18
¢ Kashmore NA 128 90 49 5.72
Nawabshah NA 125 88 48 6.14
Sindh? 350 101 81 NA 4.3
Pakistan 320 94 78 NA 4.1

¢ Data for newly created districts of Umarkot, Jamshoro, Qambar and Kashmore was taken from parent districts and actual
figures are expected to be lower
Source:  'MICS 2003-04 ; 2PDHS (2006-07)

3.3  Re-focusing of MNCH Service Package is Required in Line with Cause of Death
Data

Maternal Deaths: Although breakdown of cause of death data by NPPI districts was not
available, national level statistics show that majority of maternal and child related deaths and
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complications occur around the peri-natal period. Maternal deaths are mainly due to
postpartum haemorrhage (27.2%), puerperal sepsis (13.7%) and eclampsia (10.4%) and need
to be addressed through institutional deliveries, quick access to emergency care and provision
of postnatal services (PDHS 2006/07). These need to be backed with supplementary services
such as antenatal care and health education of mothers and community. However services for
delivery, emergency and post-natal care services have usually been overlooked by
government health programs and the traditional emphasis on antenatal care at health facilities
and community education through LHWSs is unlikely to impact on maternal deaths and
complications. The National MNCH Program is a new initiative targeting emergency
obstetric care at government secondary tier and supervised deliveries at the community level
however its implementation is still to be initiated at the district level.

Child Deaths: Amongst children the majority of deaths are due to birth asphyxia (22%),
sepsis (14%) and prematurity (9%) occurring in the neonatal period while pneumonia (13%)
and diarrhoea (11%) are major causes in the early childhood period (PDHS 2006/07). The
data from NPPI districts showing high IMR and USMR is suggestive of a high burden of
deaths both in the peri-natal as well as the early childhood period. Moreover, close to half the
children in NPPI districts are found to be undernourished placing them at increased risk of
infections as well as deaths due to complications (Table 3.2). Re-focusing of child care
services is required in line with cause of death data. Existing child health services selectively
address preventive care areas such as childhood immunizations, Vitamin A supplementation
and provision of preventive health messages however critical newborn care, acute child
management and under nutrition remain largely overlooked areas and require expansion in
existing range of services.

3.4  Health Service Coverage is Sub-Optimal and Improvement in Service Coverage
Where Found Are Due to Private Sector Provision.

Utilization is low across the continuum of MNCH services in NPPI districts and rates are
lower than the national average and provincial averages in most cases (Table 3.3). Upper
Sindh districts of Larkana and Qambar and lower Sindh districts of Badin and Jamshoro are

Table 3.3 Service Utilization

% EPI —Children

Districts *%Anteqatal % Su_per\_/isizd %Post l\iatal (_12 - 23 months) Vac;i/(r:;li—on Of/lgjzrﬂf

Care Deliveries Care immunized upto 1 . 1

Measles! Contraceptive
Badin 62 60 51 66 46 22
Umarkot 58 57 55 45 37 18
Shikarpur 59 50 23 53 25 18
Ghotki 51 60 59 26 25 27
Jamshoro 61 59 34 66 54 22
Tharparkar 37 27 38 28 28 10
Larkana 52 88 72 51 37 22
Qambar 63 59 61 68 58 21
Kashmore 42 33 15 25 23 12
Nawabshah 51 55 39 63 45 26
NPPI districts 54 55 45 49 38 20
%Sindh 42 38 35 72 62 26
*pakistan 61 39 27 60 53 29

“Women who received 2 or more antenatal care visits
““Women who received at least 2 doses of Tetanus Toxoid
Sources:  'Baseline study for NPPI, Sindh (2009); 2PDHS (2006)
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relatively better performing than others in terms of MNCH service coverage while
Tharparkar, Kashmore and Nawabshah are the lowest performing districts.

Coverage of maternal care services has improved from last assessment in 2003/04 but
continues to be lower than national service targets for achieving MDG goals (Figure 3.1).
Antenatal coverage has increased from 29% to 54%; institutional deliveries have shown two
fold increase while post-natal care coverage previously very low also has gone up to 45%
(Table 3.3). Use of modern contraceptives is low across all districts with contraception being
used by 20% of eligible population as compared to figures of 26% in Sindh and 29% in
Pakistan. EPI services however have fallen over the last five years with a decline seen in both
child immun