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FDITORIAL

DEVELOPING HEALTH SYSTEM IN DEVOLUTION

M. Amanullah Khan
Institute of Public Health, Lahore

A system s defined as a bounded space where
vanious phases existin equihibrium and which
contains a specified number of components
(1), 1809000 defines a system as “the
organization structure, responsibilities,
procedures, processes and resources  for
implementing quality management™.(2)

The evolution of health systems is linked to
the history of mankind as these have
developed as a consequence of the interest
hown by the imdividuals and communities in
protectuing their health and in curing disease.
Health systems development is shaped by
political. social. culiural and economic values

of sociclics.

Heslth systems have the following
components: (3)

Q production of resources (human,

financial. technological etc.

QO organization of programmes.

O economical support mechanisms.

0 management methods.

O dehivery of services.

e goals of health systems aim at Improving
health. reducing health inequalities,

responding o the population needs  and
ensuring launess in financial contribution

(4). Despite the dramalic health gains of

recent decades. reflected in improved hie
expectancy, and reduced mortality al various
ages, 115 important (o look carefully at how
resources allocated to health are used, inorder

w0 maximize their added value and achieve
hetter status for population

th sy stems are,

The four main functions of heal
delivery, and

stewardship, financing; service

PAGSTAN JOURNAL OF HEALTH VOL 37 - 3 4

resource development The first two functions
are usually overlooked. as they need
developing norms, legislation and stendards
to improve their implementation

One of the main problems facing health secwr
development is the Jack of system approach.
One of the Health for All policy document
has identified the following problems =
developing countries in implementing
national policies and strategies(5)

a) weak policy formulation amalyses
coordination and regulation.

b) poor referral system and tendency o
bypass the locally available health
faciliies.

¢) weak health information sy stem

d) weak decentralizaion of health
system based on pnimary health care

¢) poor working condions of publc
employees with low salaries leading to
demoralized staff

In the current scenario of devoluton of
authority at the District level, the health
system functions shoukd be started with a
pood sitmation analysis Case studies related
(0 various functions should be undertaken
the specific political, social and cultural
environment The preseriptive phase of health
system would imvolve identityimg techmical
and institutional support needed in developing
and strengthenmng the functions of health
systems. A great deal of capacity building
would be needed The development of pew
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capabilitics cannot be sustained w ithout some
mettutional  development and  support at
provincial and federal levels

I Marun A, Swarbnick ). and Commorata
A Physical pharmacy. 4th  Edition,
Phaladelphia. Lea & Febigei, 1933,

2 Quality management and quality
assurance standards. guidelines for
sclection and use (IS0 9000:1987 E)
Gencva. International Organization for

"...'.:-I..‘-u'n.lsllr.l.!.“|n_ l”“"

Roemer MI. National health systems of
the world, Volume 1. New York, Oxford
University Press, 1991,

The World Health Report 2000 Health
systems: improving performance.
Geneva, W.H.0O; 2000.

W.IH.O Health for all policy and strategy
for the twenty-first century. Policy paper
presented to the forty-fifth session of the
Regional Committee for the EMRO.
Cairo W.H.O, 1998,
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Review Article

DETERMINING THE FACTORS THAT INFLUENCE
THE REFORMS IN THE HEALTH SECTOR

: Ehsanullah Tarin
Directorate of Health Punjab, Lahore

Summary

Thlb r_cview article is aimed at determining the factors that influence reform
initiatives introduced in a health system. These reforms need to be analysed in the
perspective of health policy process first. This, however, necessitates development
of a framework for analysing the health system and health sector reform initiatives.
This article starts the debate by defining the terms: 'health system reform'; 'health
care reform'; "health services reform'; and 'health sector reform’'. This is followed
by a brief on the typology of reforms. Decentralisation has been reviewed because
this forms the main strategy for reforms. Since these changes have implications not
only on the individual tenets of the health system where they are focussed, but also
on its overall policies and institutions (WHO, 1993). Therefore, various issues that
surround the health policy are also discussed. After establishing an analytical
framework for the reform initiatives, the factors that influence the process for
reforms are discussed. It is concluded that these factors may be associated with
different components of health system i.e. within the health sector or around in the
external environment. Nonetheless, there could be certain crosscutting factors,
which affect the entire reform process and may therefore be explored in the context
of policy analysis for health sector reform. Accordingly a three dimensional view of
health system, health sector reform and policy analysis is theorised.

Definitions literature review.

The 'reform’ characterizes “a social action, which

In the usage of various terms related to reforms, :
does or should improve the conditions, remove

health has the same meaning as the WHO
propounded, This is 'a state of complete physical,
mental and social wellbeing, and not merely the
ahsence of disease or infirmity’. The health system
‘comprises of five aclors: governance; health
care/services: communities; resource generators,
and support services. These ingredients of health
system are in active relationship with each other: a
phenomenon that takes place in an environment
where other such systems are
Building on this definition and using the
framework developed to analyse the health
system, the ‘health care' or 'health services'
denotes the same, and constitutes an element :?!'
the health system, Similarly, if environment 18
excluded from the health system framework, the
remaining five ¢lements would form the ‘health
sector. From this point, | move to defining the
‘reform’ in the health perspective, with the help of

also operative'.

PAKIS TAN JOURNAL OF HEALTH VOL 37 - 34

unfairness, etc. in a society” (Longman English
Dictionary, 1985) and has been used distinctly
from the ‘revolution' or 'evolution’ in the literature.
Reform implies building upon and improving
what exists and is defined in Oxford English
Dictionary (1971) as 'to convert into another or
better form or the amendment or altering for the
better of some faulty state of things. Seedhouse
(1995) argued, however, that any reform, by
default, 'must aim to reconstruct an existing
structure or system in order to enable it to achieve
itsoriginalend (s)inan improved way'.

Berman (1995) defined the 'health sector reform’
as a positive change that implies “a process of
sustainable, purposeful change to improve the
efficiency, equity and effectiveness of the health
seetor”. From this, it is deduced that the "heaith
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care reform’ or "health services reform’ connotes a
change in the health care or health services
component of the wider health system. On the
other hand, the ‘health system reform’ would
envisage across the board change that involves
also the 'environment' in which the healthcare
system operates.

However, what is the change or initiative that
merits as reform. According to Seedhouse (1993)
this must fulfil five conditions: area of activity;
original desired purpose of this delineated
activity; why the existing setup is not achieving
desired purpose: or achieving it at an unwanted
cost; and how such a situation is addressed. And to
determine that intervention (5th condition)
qualifies as reform and that it is happening, an

information system is essential (Berman, 1995
and Collinsetal 2000).

Typology

Literature abounds with the different forms of
reforms introduced into health sector.
Chemnchovsky (1995). while relating his work to
the reforms in the OECD (Organisation for
Economic Co-operation for Development)
described three main systemic functions of
reform: financing of care; organisation and
management of the consumption of publicly
funded care; and provision of care. Berman
(1995), explored it further and presented four
major areas of reform action: health care
financing: organisation of health care provision;
health care package; and consumer demand and
behaviour. Cassels (1997), however, listed six
main components of reform programmes set out
as interventions: improving the civil services;
decentralisation; improving the ministry of health
functioning; broadening health financing options;
introducing managed competition; and working
with or outsourcing services to the private sector.

Each of the above-mentioned interventions has
within its remit several options or sub-systems,
For example, seven models for health financing
and methods of paying the providers have been
described (OECD, 1992). In similar vein, three
major forms of decentralisation: administrative,
financial and legal are identified in the context of
the Punjab public sector, (Project Management
Team, 1998). Administrative powers and for that

PAKISTAN JOURNAL OF HEALTH VOL 37 NO 3 -4

matter the principles and code of conduct f
regulation, maintaining the efficiency a-:)r
discipline and other human resource map agemenrg

issues are laid down by the S&GAD (Services ang
General Administration Department). Extep, of
control over the resources varies from one tier 1o
the other in the health system hierarchy, whick is
determined by the Finance Department. In
addition, there is a plethora of other functions
which do not fall in the ambit of administrative o
financial functions. Called as 'legal', these
functions are performed at different levels in the
hierarchy of health care delivery network and are
governed under certain enactment and have been

promulgated through legislature (Collin et al in
preparation).

Decentralisation as a Strategy for
Reforms

Decentralisation figures as an important strategy
for the reform imitiatives. It is, therefore,
imperative to also study this concept in a greater

depth. Cheema and Rondinelli (1983) have
defined this as:

“Transfer of resources, decision-making,
planning, and management functions from the
central government system to such bodies as field
agencies, sub-ordinate wnits of government, semi-
autonomous public corperations, local
government, area-wide or regional devefop_mem
organisation and/or specialised functional
authorities”.

It has been argued that decentralisation 15 2
political issue that hinges on power within the
state system and access to the political chiSlf{.}“"
making process and allocation of public resourees
(Collins and Green 1994). Therefore ;1*
application should not be limited to resolving (¢
technical issues of efficiency and effectivenes® in
management and organisation. [uslcah-
decentralisation has become a popular part “r‘[ :j'
pelicy approaches adopted by the EU"":""""'L;
and the following inventory of reasons Cﬁf‘ 1
deduced [Collins and Green {1994) and Gross 30
Rosen (1996)):

o local needs
who

d are

Q Increases responsiveness k
because decisions are made l1)'.l!|uht
have greatest aceess (o information an
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familiar with local conditions,

Facilitates mobilisation of the under-

privileged and community participation,

Improves access of the poor to public goods

and services,

Promotes national unity and political

education by involving communities,

Softens the resistance to change,

Allows greater opportunity for inter-sectoral

collaboration,

Overcomes the disadvantages of centralised

and distant bureaucracies reduces the red-

taps. and

d Facilitates adaptability, flexibility and
efficiency in management systems.

0 O O

O oo

Decentralisation takes different forms, which are
briefly explained below relying heavily on the
framework provided by Collins (1994).

Functional _deconcentration is a system of
administration in which the peripheral offices
possess specific vertical links with the centre.
There is a division of labour and for each segment
of activity there is a central ministry, which has its
own deconcentrated hierarchies and line of
control that extends to the communities. In this
type of decentralisation different offices look
upward and not horizontally, hence there is hardly
any inter-sectoral collaboration.

ALLIE 2 o
—— e e e —————=

system whereby a sub-ordinate level assumes
all/or most of the state functions with one prefect
appointed and accountable to the centre. S_fhc
embodies all the authority of all central ministries,
which communicate through him/her with their
field formations.

Devolution involves the transfer of functions or
decision-making authority to legally im:t‘srpt.}ratml
local governments, such as provinces, districts or
municipalities. The devolved units frequently
possess greater autonomy than the dccn_llct.‘nlritlf:d
units. However, care must be exercised while
identifying a devolved unit since the local
governments are often closely controlled by the
central governments this is notatrue devolution.

th mixed

Decentralisation _to_local_bodies with I'L
¢ ation ke

central and local or regional represent |
District Council or such elected bodies that often

5

have their own legal status. Due to their varying
degree of dependence on the centre for resources,
there may be a wide range of options ranging from
the extensive powers and development functions
(o merely a role for co-ordination and information
exchange.

Delegation to semi-independent bodies
involves vertical dissection of state functions at
the centre and establishment of separate and
parallel hierarchies within the public sector to
carry out their respectively functions. Since, there
is often no direct supervision of such body; this is
also referred to as indirect administration.

Federalism receives its powers not only from the
national government but also from the
constitution. Such federal units may, however,
loose their powers and become subservient to the
national governments if constitutional provisions
for such delegation of powers are changed.

Establishing the public sector markets is a
conscious attempt of the government to introduce
market mechanisms in the public sector. A
healthcare purchaser falls into contract or service
agreement with a healthcare provider both from
the same umbrella organisation. (Sheaft, 1999).
Such market competition is introduced into the
public sector on the assumption that it will lead to
a greater efficiency. However, this could only be
over-generalisation and may require several
considerations (Collins et al, 1994b) like equity
and access of poor and elderly to health care since
this may pose un-acceptably high social cost
(Battistella, 1993).

Reforms in the perspective of Health
Policy

From the earlier discussion to define the 'health
sector reform' it is clear that the reforms have a
bearing on the overall purpose, context, strategies
and institutional capacity to implement the
proposed changes. Further, since these changes
take place in the health system or even in any ofits
sub-system: these have implications not only on
its individual tenets where they are focussed, but
also on the overall policies and institutions ol the
health system (WHO, 1993). Therefore, and for a
better understanding of reforms, health policy is
discussed in the premise that it is troublesome and

CamScanner


https://v3.camscanner.com/user/download

6

a “fuzziness” surrounds this concept. This is d|:|e
to ordinary mistakes; deliberate vagueness in
policy making: and problems in relating Ehe
national level/data to the analysis of policy
du:\fciupuwul(Kmnumanand Van der Zee, 1997).

What is meant by Health Policy?

The term policy is vague and has been used in
many ways (Barker, 1996). Hogwood and Gunn
(1984) provide an inventory of ways the word
‘policy’ has been used. This ranges from an
expression of a general purpose or decision of
government to a theory or a process for over a
much longer time. Given the large vocabulary and
Synonyms for policy, it is, however, emphasised
that it should be distinguished from decision  as
opposed to that it involves a series of decisions.
However, it is less readily distinguishable from
the terms 'administration’ or 'bureaucracy’ since
these denote the carrying out or implementation of
policy (Parsons. 1995). Sometime there could
even be no policy on certain issues; this is ‘an
attempt to define and structure a rational basis for
an action or no action' (ibid.).

The health policy, has three objectives: explicit,
philusophical, and short-term political, which
determine the shape of the health system and any
reform in there (Gilson, 1999). However, for the
purpose of this article we opt for the definition
piven by Walt (1996). Accordingly, H
health policy embraces courses of action that
affect the set of institutions, organisations,
services. and funding arrangements of the health
care system. [t goes beyond the health services,
however, and includes actions or intended actions
by the public, private and voluntary organisations
that have an impact on health” (ibid).

How Policies are made?

Policymaking is a complex and dynamic process
and different models have been provided for its
analysis, Out of these, the commonly encountered
are Walt (1996), Barker (1996), Parsons (1995)
and Hogwood and Gunn (1984). According to
Walt policymaking process has four stages:
problem identification and issue u:n.:u-pniii;.m:
policy formulation; policy implementation and
policy evaluation, Barker (1996) related it to the
planning process and distinguished a number of

PAKIGTAN JOURNAL OF HEALTH VOL 37 NO 3 -4
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steps that are involved in the policy makip
process as in figure-1. g

(—p Issue Definition

Setting Objectives

Priority Setting

'

Defining Options

v

Options Appraisal

|

Implementation

.

Evaluation

Figure-1: Stages in policymaking process (from
Barker (1996) pp-28)

Hogwood and Gunn (1984) provided a 'stagist
model with the following steps:

I. Deciding to decide (issue search and agenda
setting)

Deciding how to decide (issue filtration)
[ssue definition

Forecasting

Setting objectives and priorities

Option analysis

e T - VS S VO X

5 . . 1 H :'l!'ld
Policy implementation, monitoring.

control

8. Evaluation and review

g : or
9, Policy maintenance, succession.

termination

Parsons (1995) presented the policy process i:’i;
cyclic fashion. Various steps involved '-f} ing
process are problem definition, IREY
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alternative solutions, option evaluation, selection
of policy option, implementation, and evaluation.
The "policy life cyele' presented figuratively by
him is given in fisure-2, -

Froblem
Evaluation —p l
Problem Definiton
ldentitying altemative
responses/solubions
Evaluation of options
Implamentabon
4— Selection of poiicy oplion

Figure-2: The Policy Life Cyele (from Parsons
(1993) pp-77

The above models indicate that there is a certain
level of rationality in the policymaking process.
However, to what extent the policymakers have
considered this, Walt (1996) argued for adjudging
the process to know whether it was rational,
incremental, or mixed scanning. By rational, it is
meant that the policymaker follows various steps
in a logical order and the result was a rational
decision that most effectively achieved the
purpose. The incremental model accepts at the
outset that only few issues can be resolved at a
time i.e. policymaking is a serial phenomenon and
policymaker have to come back and Fur113 to
address different issues. Mixed scanning is a
middle position where policymaker divides the
process into micro and macro decisions the !a‘tlcr
are taken first, while the former are looked into
later during implementation. In what follows is an
attempt to demonstrate that policy analysis is
basic to rational planning of any cogent reform.

Policy Analysis :

This aspect of policymaking, which has n.th:n. been
neglected especially in the health sector, 15 nigr sl
practical importance (Barker, 1996 and \Ealt_&
Gilson, 1994), The emphasis, here, Is on finding
the facts and intelligence gathering in order to
determine as to how a reform should be carried
out. Parsons ( 1995) divides this process into meta-
analysis, meso-analysis, decision-analysis and
delivery analysis.

PAKISTAN JOURNAL OF HEALTH VOL AT NO -4
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Meta-analysis involves 'what methods and
approaches’ are used in studying a policy.
Barker (1996) describes three broad
categories of such methods, First is asking the
public', which may invelve methods like
interviews, focus group interviews and'or
group interviews, Second is ‘asking the
experts’ and methods that may be employed
range from brainstorming to using Delphi
technique and consensus building
conferences. While the aforementioned
categories are aimed at collecting
information, third category of methods deals
with processing and analysing data. These
include, for example. operational research
and techniques like cost-benefit-analysis,
cost-effective-analysis.

How the issues and problems are defined and
agenda is set, is meso-analvsis this
corresponds to the Hogwood and Gunn's first
three steps of policy process. This is pre-
decisional stage of policy process, which
involves identification and anticipation of
problems or opportunities that suggest the
need to consider some action. Afier that a
conscious decision is required to make choice
of issues on the basis of an explicit criteria.
Once, a problem or policy issue has been
identified, it is further analvsed to define it in
its depth and breadth.

Decision _analvsis, on the other hand is
considering how the process of decision
making, per se. takes place? This involves
forecasting, setling objectives and option
analysis (ibid.}. Forecasting is speculating as
to how the situation will develop if it s
allowed to continue. This concerns the
expected future and may be established by
extrapolation, using judgmental or modeling
techniques. Setting objectives and priorities
relates to the desired future and is central to
the administrative and political rhetorie,
Since there could be several altermatives to
achieve objectives, these are analysed using
techniques like cost-effectiveness analysis,
cosl-benefit-analysis or decision analvsis.
The best alternative is then selected for
implementation
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J Lasthy how the policies are admimistered and

managed delivery analysis i e, Hogwood and
Gunn's steps Tor policy  implementation,
mononing  and  control,  evaluation  and
teview, and mamicnance, SUCCEssion, or
termmation. For effective implementation,
which 15 pant of the policy process, it s
essential that potential problems be
anticipated and measures 1o combat these are
built i o the programme. Monitornng imphies
seemg whether the programme 18 performing
ws planncd and of not remedial measures may
become necessan . Unlike the output, which is
the focus of mplementation. momitoning and
comtrol. evaluation and review are concerned
with cutcome and focus shafits to whether the
policy u.'-rl.-.n'_..: as intended or rcquiles
revics This may then entanl in decisions like

mamtainng the polcy, replication o other
arces of s loTminating

Analytical framework for Health Sector
Reforms (HSR)

Health o 2 muitdaceted issue and so are the health
reforms Those have difleremt charactenstics and
atihules that dorermune the 0 erall dimensions of
reform (Gompaler-Block, 1997 However, to
establish & commeon enderstanding and as a means
to anahyse the reform mitzatinve, it s essential to
dovise 8 framcwaorh A number of authors (Frenk.,
WL, Gulsom and Walls, 1995, Walt and Gilson,
92 and Uronralez-Bloch, 1997 ) have presented
lramework s fon anahy wing reform imtiatives

Wal and Colson | 1994) consider in their model,
thror besc clements comtext. content, and
process, serlocking wath actors that assume the
venitral rode On the other hand. Frenk (1995)
arpucs that for spprasing sy reform proposal
tour fundamental factors must be kept in view
these molude problem. proposal, Protagonists
and the bucad principles and purpose that should
be defined as 3 messure W formulate the v ision
and massaon of the health sy stem under retorm He
s the “process’ from bus analytical model since
the relorm s yet 1o be wiplemented  Howener,
piven that one amns 10 analyse vanious relonm
voliatinves abeady undertaben, a framework is
sdopted higure-3), which essentially combings

the models presented by Walt and Gilson (1994
and Freok (1995

PRKISTAMN JULRHNAL OF WE&LTIH WL 3 N4
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Figure-3: Analytical framework for the process of
Health Sector Reforms

Shapers

This facet of analytical framework will address
the question as to 'who sets the agenda’ (Walt,
1996) and who is at the helm of affairs while
identifying the problem, determining the need for
intervention including setting its vision and
strategies and finally implementing and
evaluating the reforms. Maybe this is the
governmenl, organised interest groups; whether
international, such as World Bank, IMF, and A
Agencies or national, such as NGOs, Chambers of
Commerce and Industry ete (ibid.). However, this
must not lose sight of the beneficiaries - for whom
this entire set up is created. Mills and Gilson

(1994) classify these actors as social, political and
public.

Frenk (1995), while emphasising to iden!lir) !h‘
actors argues that this would fagilitate anticipation
of prospective support and possible barriers W
implementing reforms. He categorises them. od
the basis of his model for health system, i
providers, resource generators, government.
population. Glassman et al (1999) from “‘","
analysis of reforms in the Dominican REP"“]*‘f
wlentily five hey groups of players namely: i'f"hi“
secton, private sector, unions (or civil politicians).
political parties (or public politicians) and other
non-govermmental organisations. Chinitz (199)
tefers them as sub-govermments because they
determine the contents of public policy andd shape
its process According 10 him ‘there is po red
mdication that the general public supports the
health reforms per se' and he atributes it 1!
polincian's lack of interest in shaping their opiniof
fegarding substance of reforms.

CamScanner
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The principles and purpose

Seedhouse (1995) emphasises that unless a
reformer has first thought out that what is meant
by reform and defined the principles that should
guide the practical reform process, this cannot
even begin to make any cogent change. In his
view, reform must be forward looking and should
lead to a higher stage of development. Hammer
and Berman (1995) identify three poles around
which the international debate on the strategies for
health sector reform revolves. These are
improving aggregate health status, improving
equity and reducing poverty, and improving
individual welfare. Frenk (1995) expands this
concept and proposes four principles: citizenship,
pluralism, solidarity, and universality. Similarly,
he suggests three purposes: equity, quality, and
efficiency. He argues that a system that bases its
mission on such principles and purpose should
satisfy both the users and providers. Also this
addresses the broader question as to'why' reforms.

Context

“Transformations are undoubtedly taking place,
but they are almost always based on incomplete
thinking, and are often on account of reasons
which do not make sense” (Seedhouse, /993).
Therefore, as Collins et al (1999) emphasise that
understanding of policy context constitutes a
critical element of policy analysis, which
contributes to the development of policymaking
in four ways: developing objectives of HSR,
policy appropriateness, policy process, and
political feasibility.

The context is to explore the health system that is
under reform and the problems or issues which it
faces justifying the introduction of intervention
including as to why the existing set up is failing to
achieve the desired results? Collins et al (1999)
identifies six categories of factors or rationale for
reform: demographic and epidemiological, socio-
economic, economic and financial policy, politics
and the political regime, ideology. public policy
and public sector, and external factors. I would use
this framework in the perspective of the health
system model to determine the rationale for
reform initiatives.

PAKISTAN JOURNAL OF HEALTH VOL 37 NO 3-4

Content

The contents are the fine tenets and a set of
decisions for transforming the contextual grounds
to a statement of desired future and identification
of means to achieve these. The reform
interventions may range from a piecemeal change
to a comprehensive restructuring. However, there
could be another category where the change
(reform) is gradually built up - incremental. In
other words, this aspect of framework deals with
'what' of reforms and any concomitant change that
may be happening in the health system? Whether
any support mechanisms were installed to manage
the resulting change and to build the capacity of
implementing agency? Also whether any
communication strategy has been developed and
to what extent this has been used to consult and
involve the stakeholders? Whether or not the
intervention and installation of mechanisms was
piloted for learning lessons?

Process and methodological considerations

Gilson (1999) argues that reform processes are not
simply technical strategies but involve social
changes that are value-laden and often conflict-
ridden. She concludes that the reform processes
[extracts from: Gilson (1999):

O “are the values, actors, and actor's
perspectives hold significant importance over
the content and process of reform:

Q require understanding whether or not reforms
are effective is dependent on understanding
social goals and values, as well as the explicit
objectives of reforms;

U for their successful implementation requires
both good political and managerial skills and
strategies, and processes for data gathering
and dissemination; and

Q for their success need not only the
institutional capacity and skills but also a set
of principles that govern relationships among
the different parties.”

[ view this section hinging on the questions of
'how' and 'when' were the reforms implemented
giving delails about various events in a
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chronological order. Finally, v:’vhat aﬁtual’hy
happened to the initiative continuing, replicated,
4 or terminated? This

modified and continuing. ' ;
will also look in to the government pr ocedrurtl.is 20;
el

reform management in terms O
implementation, monitoring and control.

Factors influencing the HSRIi

Glassman et al (1999), generalising the results of
the analysis of the political dimensions of reform,
suggests six factors that affect the pace apd
feasibility of reforms. These are the leadership,
location, ownership, strategy, language, and
timings of the reform. In another study in seven
states of USA., it concludes that in all nine lessons
three major and six minor are learned [Paul-

Shaheen, 1998].

I. “Crisis serves as a powerful catalyst for
political action creating a window of
opportunity for policy change;

)

New interest groups break the monopoly of
existing groups on policy thus enhancing the
opportunity for reform; and

3. Health reforms are highly technical; the
bureaucratic influences are inereased”.

Minor categories

L. “*Timings of reforms;

5 ; ;
2. Reform process is a continuum. The
comprehensive reforms are the product of

earlier, smaller steps that serve as building
block;

3. ::Flmf[)rcncursmp is an essential component
reform. Comprehensive reform requires

individuals with visj '
vidy on, pragmati
dedication loguidc[heway'p cmct o

4. Mediaand s s
: public opinion h ; ,
alive on the policy ar;genda: e Keepthe issue

5. Democratic

'ﬁadcrsh' g
i
comprehensiye P facilitates the

health reform process; and

PAKISTAN JOURNAL OF HEAITH vy as ...
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6. Single-players are like paper tigers in the
reform process”.

Analysis of health sector reform initiatives Using
the aforementioned framework may lead to
identification of factors that have influenced,
facilitated or hindered the output of reforms.
These may be associated with different
components of the health system i.e. within the
health sector or around in its external
environment. Nonetheless, there could be certain
crosscutting factors affecting the entire reform
process and may therefore be explored in the
context of policy analysis for health sector reform.
In this background, Figure-4 provides a three
dimensional view of relationship between health
sector, health sector reform and health policy

analysis.

Shapers of Reforms

sisfjeuy Aoijog

Meso Analysis

&
" &
2 <
K]
<
ool Decision Analysis
o =
S

Delivery Analysis

Figure-4 :..4 nalytical framework Jor identification
offactors influencin & the reform process

Conclusion

Ref:orms are taking place everywhere and the
social sector particularly health has been in the
f?ifiu-& T!u: governments used this as a strategy to
IamJ é [esst ‘;‘ssues in the health sector. However, not
s clsc; ort has been made to analyse the policy
irnplulllclz?qtitermi‘ OI' i m:igin. oy s
1halinﬂuen‘ceoleo ]retot'nx};._ Similarly the factors
Gt 12? 1er positively or negatively the
o msen:ss;: _f..imngcs need to be determined.
e 2 - lal in order to learn lessons and to
Y 1uture undertaking of this sort. In this

W
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context, this prlicle provides a framework to
analyse [hc reform initiatives in the health policy
perspective using the health system as its premise
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A STUDY OF RELATIONSHIP BETWEEN FEMALE LITERACY
LEVEL AND FERTILITY BEHAVIOUR

Samina Badar, Mahmuda Mubasher, Muhammad Anwar Chaudhary,
Syed ljaz Ahmed Shah Bukhari
Quaid-i-Azam Medical College, Bahawalpur

SUMMARY

Literacy especially the female literacy rate is very low in Pakistan. This study was
conducted to find out the effect of education of women on their fertility behavior.
The study was carried out in Bahawalpur city from July to mid September 1997. A
total number of 436 respondents were interviewed and data was collected through
a closed questionnaire. Percentages of current or ever users of contraceptives were
51.2, 71.7 & 75.6 in low, medium and high educational level respondents
respectively. 48.3 percent low, 36.9 percent medium and 5.7 percent high
educational level women were having five or more children. An insignificant
relationship was observed between educational level and spacing of the children.

KEY WORDS: Fertility:

Education:

Introduction

Education plays a crucial role in individual’s' well
being and society’s economic and social progress.
More and more emphasis has been placed on
women's education both at national and
international political forums (1). Women play a
pivotal role in raising children, care of older, and
maintaining family's health. Schooling helps the
women to acquire the knowledge to do so 2).
Schooling shapes the attitudes, opinions and
values of women (3). Education exposes the
women to family planning knowledge and their
participation in extra domestic activities before
marriage (7). According to Pakistan demographic
health survey 1999 about contraceptive use of
women living in the urban areas of major cities
were five times as likely as rural women to be
current users. So these women appear to be
leading the way in early stages of fertility decline
(4). Investment in female schooling in urban
Pakistan will encourage the fimitation in child
bearing within marriage (5). The level of
education of wife is more strongly correlated with
a couple's fertility than the educational level of the
husband (6). Most studies indicate that fertility
declines with level of women's education (9). Sri
Lanka is a developing country like Pakistan, but

PAKISTAN JOURNAL OF HEALTH VOL 37 NO 3-4

To have total number of living children.
Women must have attended the school.

its social indicators are much better than Pakistan
and that is mainly due to its female literacy. which
is 87% in Sri Lanka as compared to 24% in
Pakistan (10). This remarkable difference reflects
its impact on fertility and mortality levels (8).
Education engages large number of the women in
paid employment out side the home which leads to
change in economic and social circumstances in
women's life (11).

Methodology

The study was conducted in Bahawalpur City. The
study population comprised of married women
aged 15- 49 years with at least one child. The city
of Bahawalpur was stratified on the judgmental
basis into relatively upper, middle and lower class
localities. While making the judgment about the
class of locality the variables of income,
occupation and general style of living were taken
into consideration. There were 2905 households
(525 upper, 687 middle, and 1693 lower class) in
all localities. Expecting contraceptive prevalence
as 32% (13) with 4% precision at 95% confidence
interval a sample size of 436 was calculated.
Every 7th household was included in the study by
taking proportionate sample of all classes (79 out
of 525, 103 out of 687 and 254 out of 1693). Data
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was collected with the help of lady health workers FABLE 2
along with their supervisors by using pre-tested

Educational level of respondents
questionnaire. Collected data was coded and

o : ; ~ | Education Frequency| Percentage |
analysed on computer. The level of education was : & —
scored (N11=0, Primary=1, Middle=2, Matric=3, Nil 203 46.6
Intermediate=4, Graduate=3, Post graduate=6,). Primary/Middle 45 10.3
Fertility behaviour was looked at for three Matric 47 10.8
dimensions (Fertility of women, spacing of Ttariadiate 54 12.4
children, and use of contraceptives), —
Graduate 57 13.0
t 0 9 |
TABLE 1 Post Graduate 3 6.9
Age of the respondents Total 436 100.0
] Age (Years) | Frequency | Percentage TABLE 3
A Educational level of Respondents
<=2 14 3.2 A
(According to category)
e . ot Educational
26-30 129 29.6 level Frequency | Percentage
31-335 103 241 Low (Zero) 203 46.6
| 3640 88 20.1 Medium (1-3) 92 211
‘ i1+ 55 12.6 High (4-6) 141 323
| TOTAL 136 1000 | |[Totl 436 100.0
TABLE 4
Educational level and Fertility of respondents
\ No.of children Low (Zero) Medium (1-3) High(4-6) Total
Frq. % Frq. % Frq. Y% Frq. Yo
=2 38 18.7 18 19.6 68 48.2 124 284
34 60 33.0 38 43.5 65 46.1 163 394
S& More 105 48.3 36 36.9 8 5.7 149 322
L"!ulal 203 100.0 92 100.0 141 100.0 436 100.0
X =87.7454, df=4, P<0.00]
PAKISTAN JOURNAL OF HEALTH VOL 37 ND 3.4 {
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Educational level and Fertility of respondents by controlling their duration of marriage

<=5 years of marriage duration

No. of children Low (Zero) Medium (1-3) High(4-6) Total
Frq. % Frq. %o Frq. %o Frq. Yo
s 18 90.0 9 900 | 28 | 903 ss | 902
3& more 2 10.0 i 10.0 3 9.7 6 09.8
Total 20 100.0 10 100.0 31 100.0 61 100.0
X'=0.842, df=2, NotSignificant
6-10 years of marriage duration
No. of children Low (Zero) Medium (1-3) High(4-6) Total
Frq. Ya Frq. Yo Frq. % Frq. %
<=1 11 224 3 17.6 21 50.0 35 324
3& more 38 75.6 14 824 21 50.0 73 67.4
Total 49 100.0 17 100.0 42 100.0 108 100.0
X'=9.164, df=2, P<0.05
11-15years of marriage duration
No. of children Low (Zero) Medium (1-3) High(4-6) Total
Frq. % Frq. %o Frq. Yo Frq. %o
=2 4 8.5 I 4.1 12 | 375 | 17 | 165
3-4 T—1 314 | 16 (.oon | 18 | sod ) ¥ 476
T 58 59.6 7 29.2 2 6.2 37 | 359
Toul a7 1000 | 24 100.0 | 32 1000 | 103 [ 100.0
x'=32.76. df=4, P<0.05
16&ab{weyearsofmarri'-lg‘-‘d“ratinn Medium (1-3) High(4-6) Total
No. of children Low (Zero) 7 e 3 Fra. %
Frq. % Frq. 12"i Z 19.4 17 10.4
<=2 5 5.7 3 p'ﬂ 53 63.9 44 26.8
o 4 e ,9 5;-9 6 67 | 103 | 628
S&More 70 80.5 ;': m‘?;-_“_n 36| 1000 | 164 | 1000
Total 87 100.0
X'=45448, df-4. P<0.05
EALTH VOL 37 NO 3-4
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TABLE 6 ‘
Educational level and use of contracepfives in current/ever users

[Contraceptive | Low (Zero) | Medium (1-3) High (4-6) Total
users Frq. % Frq. % Frq. %o Frq. o
Users 104 | 512 66 17 | 108 | 756 | 278 | 638 |
Non Users 99 483 26 283 33 234 158 36.2

l Total 203 100.0 92 100.0 141 100.0 436 100.0

X'=263147, df=2, P<0.001

Educational level and use of conlraceptive: ;:Bctfrzntfever users by controlling their marriage
duration
<=5 years of marriage duration
[ Contraceptive | Low (Zero) Medium (1-3) High (4-6) Total
users Frq. % Frq. % Frq. % Frq. %
Users 3 15.0 5 50.0 22 71.0 30 49.2
Non Users 17 85.0 5 50.0 9 29.0 31 50.8
Total ] 20 100.0 10 100.0 31 100.0 61 100.0
X'=15.0486, df=2, P<0.05
6-10 years of marriage duration
Contraceptive Low (Zero) Medium (1-3) High (4-6) Total
users Frq. Yo Frq. Y Frq. %Yo Frq. %
Users 25 51.0 14 82.3 30 714 69 63.9
Non Users 24 49.0 3 17.7 12 28.6 39 36.1
Total 49 100.0 17 100.0 42 100.0 108 100.0
X'=7.0229, df=2, P<0.05
11-15yearsof marriage duration
Contraceptive Low (Zero) Medium (1-3) High (4-6) Total
Users Frq. Yo Frq. Yo Frq. Yo Frq. %
Users 29 61.7 18 5.5 27 84.4 74 718
Non Users 18 38.3 ] 25.0 5 15.6 29 28.?..__—
|_Total a1 {1000 | 24 | 1000 | 32 | 1000 | 103 | 1000 |
X'=5.0316, df=2, NotSignificant T

PAKISTAN JOURNAL OF HEALTH VOL 37 NO 3. 4
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Contraceptive Low (Zero) Medium (1-3) High (4-6) Total
o Fre. o Frq. Vo Frq. % Frq. Yo
Users 47 54.0 29 70.7 29 806 | 105 | 64.0
Non Users 40 46.0 12 29 3 7 196 59 16.0
Total 87 100.0 1l 100.0 16 1000 | 164 100.0
X'=8.8844, df=2, P<005
TABLE S
Educational level and spacing of children as veported by eligible respondents
Last pair
Spacing of children Low (zero) Medium (1-3) High (4-6) Total
(in months) Frq. Yo Fry Yo Frq Yo Frq %o
<12 2 2.5 2 0.6
1223 36 222 12 17.9 21 260.6 69 224
24 & Above 126 778 55 82.1 56 70.9 237 77.0
Total 162 100.0 67 100.0 79 1000 | 308* | 100.0
Second Last pair
Spacing of children Low (zero) Medium (1-3) High (4-6) Total
(in months) Frq. %o Frq % Frq Yo Frq %
<12 -~ - - » =3 5 =
12-23 25 15.1 11 16.7 21 27.3 57 18.5
24 & Above 140 84.9 55 83.3 56 72.7 251 81.5
Total 65 1000 | 66 | 1000 | 77 | 1000 | 308¢ | 100.0

*Four respondents were unable to determine the ages of their children.

Results

Age distribution of respondents (n = 436) showed
that most of them were between the ages of 26-30
years (29.6%) followed by 31-35 years ( 24.1%)
and 36-40 years (20.1%). The proportion below
25 and above 40 years was quite small. This
showed that more than 3/5% of them were i a
period of high reproductive potential {Table 1)

The educational level of respondents show ed that

46.6% of them had never been 1o schml: 10 _"*w“
had schooling up to grade 8. 10.8% were

FAKIS TAN JOURNAL OF HEALTM VOL 37 HO 3-4

matriculate, whereas 32.3% had college
education (Table 2).

Regarding the category of respondents based on
education they were divided into low, medium,
and high according to their scores. 46.6%
belonged to low, 21.1% to medium, and 32.3%

high-level category (Table 3).

Relationship between educational level and
fertility indicates that 48.1% Ufllh:: low, 36.9% of
the medium, and only 5.7% of high eduuapu:ml
level had 5 or more children (Tabled). Duration of

CamScanner



https://v3.camscanner.com/user/download

Y OF RELATION
18 A STUD

marriage is an important factor affecting ll:c
fertility of women It may be appropriate ; 0
introduce this variable as a control factor :md. see
whether or not the relationship persists.
Association between two variables in the category
of marriage duration 3 years was not present. On
the other hand at the marriage duration category of
6-10 vears, 11-15 vears, and 16 years and more th’c
association has been very strong as seen by the chi-
square value (Table 5).

It was observed that 51.2% of low, 71.1% of
medium, and 75.6% of high educational level
women were using contraceptives. Chi-square
value shows a very strong association between
educational level and use of contraceptives
(Table-6). The marriage duration categories were
divided by five years intervals. In each marriage
duration category there was substantial increase in
the percentages of contraceptive users along with
the increase in the educational level. This
inference is further supported by chi-square value
calculated within each category of marriage
duration (Table-7).

For calculating the spacing between the last two
pairs of pregnancies (i.e.: last three pregnancies)
only 312 respondents were eligible (has 3 or more
children). Out of 312, four respondents were
unzble 10 determine the ages of their children so
they were excluded and analysis was done on
remzining 308 cases (Table-8). By controlling
their marriage duration it was found that most of
the respondents were well closer to the minimum

recommended spacing period (2 years or more)
between the pregnancies.

Discussion

The ﬁndingf, of the study clearly indicate an
mverse relationship between the educational level
and the fertility. There have been clear indications
that at lower levels of education a great proportion
of women respondents were having a large
number of children, i.e., 5 or more compared w'ﬁh
th_e:r cormesponding counterpan g middle and
higher level of education, These findings \:n

consistent with many other studies (4-8), i o

The genuineness of the relationshi
by plugging in a third v
duration as a control factor.

Nsip was verified
ariable of Marriage
The marriage duration

PAKISTAN JOURNAL OF HEALTH VOL 37 No 3
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suppressed the strength of association iy the
category of 5 years or less, but strong 8550y
persisted in 6-10 years, 11-15 years, and 16 Years
and more categories. Such results that no effeg o
education on fertility during first five years ;¢
expected in Pakistani socio cultural milieu wher,
the couples are under some “social pressure™ e
prove their manhood/ womanhood by having

children.

In order to see the relationship between the Jeye
of education and spacing of children, last twg
pairs of pregnancies were taken intg
consideration. From total respondents only 308
were eligible to provide information since most of
the respondents were closer to their minimum
recommended spacing period between
pregnancies. There was a weak relationship
between educational level and spacing of their
pregnancies. Nevertheless one could say that
there were a relatively greater proportion of
women in low educational level category
compared with the high educational level
category of women who had spacing of twenty-
four months or more of the last two pairs of
children. It is expected that such a difference may

have been the outcome of breast-feeding that is

supposedly a practice of greater proportion in low

educational level women than by their

counterpart. Amongst the high educational level

category one could expect an emerging trend

(usually have found in technologically advance

countries) of relatively closer pregnancies.

Itis found that there is a quite significant changein
the percentages of contraceptive users as one
moves from lower educational level to medium
and high. These findings supports earlier findings
reported by Greenspan. (5)

When variable of marriage duration W35
introduced as a control factor it is observed that
strength of association as indicated by chi-squar®
is higher at high marriage duration categories:
which is understandable in Pakistani culture.

These findings suggest that level of education ¢
rationalize the fertility behaviour because wome?
are likely to have more information abovt
pla“'_“"g of families, use of contraceptives, 2"
:}]:af;mg of children, They can logically wn\-'?“"f
€ir husbands about planning of their famili€® |

|
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because s:dlucalmn may increase communication S Greenspan A. Effect of Education on
between 'Lnup]c.':i and cnal?h: women to take Reproductive Behaviour: Lesson from
decision and Lo implement it as for as different Pakistan. Asia Pacific Population& Policy.
aspect of her life are concerned., 1992:23:]-4.
Conclusion 6. Sather ZA, Manson KO. Why Female
- ) ) Education Affects Reproductive Behaviourin
The level of education and use of contraceptives Urban Pakistan. Unpublished Manuscript,
were seen 10 be directly associated. Educational Programme on Population, East West Centre.
process helps the women by raising age at
marriage, awareness about contraceptives, 7. Karim MS. Differentials in age at first
decision making about the use of contraceptives, marriage in Igbal Alam(ed). Fertility in
and ultimately the number of children. So it Pakistan: A Review of the findings from the
reveals that higher level of education enables Pakistan Fertility Survey, Voorburg,
women to make decision about their parity and Netherlands: International Statistical
many other related aspects of life. Institute, [986.
Keeping in view the strong and statistically 8. Seclvarantnam S. Population and Status of
significant association of educational level and Women. Asia Pacific Population Journal,
fertility behaviour, it can be recommended that 1988;3(2):3-8.
high emphasis should be placed on female
cducation, and provision of opportunities and 9. UNICEF. The State of World's Children. New
incentives 1o raise the level of education among York: Oxford University Press. 1999: 80, 86,
females. 89,92
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FREQUENCY OF IRON DEFI
Rizwana Muzaft
institute of Public Health, LLahore
SUMMARY
Haemoglobin concentration, haematocrt and red ¢
the prevalence of fron deficlency nm;l-l
Atchison Hospital, Lahore, Iron deficlency unae '
on Hb less thalm Hg/dl in addition to ahnormal haematocrit and red cell indices,
Lower mean values for Hb concentration we
g/dl) und 3rd (9.6 g/dl) trimester of pregnancy indicating decreasing iron stores,
Anacmia prevalence was divectly velated to the number of previous pregnancies. It
increased with parity being 92% in grand . ‘
primigravidae indicating that grandmultiparous women were |mr!lcularly at risk.
The prevalence of anacmia remained high (65.06%) in I(m:»mcf:mc women
suggesting poor iron nutrition both before and during pregnancy in this group. The
higher prevalence of anacmaia among
women during the third trimester (64%
health and nutirition risk. Itis possible ]
Health Programme may improve iron nutrition status during pregnaney and
reduce poor pregnancy outcomes.
Introduction

Iron deficiency is the most common form of
putiritiona!  deficiency world wide (1) Its
prevalence 1s highest among children and women
of child bearing age (2) In children iron deficiency
causes developmental delays and  behavioral
disturbances (3, 4) and in pregnant women it
mcreases the nisk for a preterm delivery and
delivering a low-bith weight baby (5) Among
pregnant women, iron deficiency anaemia during
the first two trimesters of pregnancy is associated
with @ two fold increased risk for preterm delivery
and a three fold mcreased risk for delivering a low
birth weight baby (6) Evidence from randomized
control trials indicates that iron supplementation
decreases the incidents of iron deficiency anaemia
du:_iug pregnancy (7-9) but trials of the affect of
usiversal iron supplementation during pregnancy
onadverse materanal and infant out unmcw-lc
inconchusive(10,11)

Matcrnal anaemia results in intrauterine growth
retardation, increased  prenatal mortality and
mercased matermal morbidity and mon

creases | ality, In
developing countries, severe anaemia is :

the main

FAKISTAN JOURNAL OF Hi ALTH VL 37 wo y L]

causal factor in upto 20% of maternal deaths (12)
In Pakistan the rate of anaemia among women
during pregnancy is high and no improvement has
been noted since the last two decades (13). Evenin
developed countries such as the United States iron
deficiency continues to warrant significant public
health concern because approximately 5% of
children and 5-10% of women of child bearing age
are effected by iron deficiency (14) Moreover, 20-
30% of low income pregnant women in the United
States have iron deficiency anaemia during the
third trimester (15) The high prevalence of iron
deficiency world wide is largely the result of
dietary iron intake that is inadequate to meet the
relatively high iron requirements of early child
hood and the reproductive years. Currently. l]j*’-'"’
are two major approaches to improve 110
nutrition, providing iron supplements to at risk
people such as pregnant women and increasing the
iron content of the diet for whole populations %
fortifying selected food products. Our intention®
were (o determine the incidence of the as’sﬂcla""?
of anaemia in pregnancy and to examin U
development of effective approaches 10 PW“""I
and control of iron deficiency anaemia in wome!
of child bearing age especially pregnant women:
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Materials and Method

The study was conducted to investigate the
proportion of anaemia in pregnant women
attending the antenatal clinic of Lady Aitchison
Hospital, Lahore. The study extended over a
period of 1 month. L.ady Aithison Hospital is a
maternity and gynae hospital situated in a
populous area in the center of the city. It is being
visited by women of all social classes. It is
attached to Postgraduate Medical Institute of
Punjab. Two days per week are fixed for the visit
of antenatal women. Approximately one hundred
pregnant women attend each antenatal day. Every
i(th pregnant women attending the antenatal days
was examined carefully. A complete history of
each pregnant women was recorded, regarding
any abnormal bleeding, antenatally, intranatally
and post-natally and any untoward hospitalization
regarding blood transfusion ete. History of piles,
worms were also asked which could result in or
aggravate her iron depletion, leading to iron
deficiency anaemia. Age, gestational week, parity
nutritional standard socio-economic status of each
female was also recorded. Blood sample of each
pregnant woman was taken and screened for
haemoglobin concentration, haematocrit and red
cellindices.

Sample persons were classified as anaemic by
comparing their measured haemoglobin values to
standard cut-off values proposed by WHO (16).

Results

Data on Hb concentration in 103 pregnant women
is shown in Table-I. The mean haemoglobin
concentration was 10.60 = 1,08g/dl with arange of
7.6 - 12.4g/dl. Cases were divided into 5 classes
with the class interval of | gram each. Group |
included 3 cases with Hb range of 8.1 — 9.0g/dl.
Group Il comprised of 9 cases, with mean
haemoglobin concentration of 8.7 + 0.24g/dl.
Group 111 had 24 cases, with mean Hb
concentration of 9.7 + 0.25g/dl. Group IV with 24
tases had mean Haemoglobin concentration of
10.90.27g/d1. Group V with mean haemoglobin
concentration 11.5g/dl had maximum number of
tases. Presence of severity of anaemia was

:"Ii’ﬁ'-‘#_nr]zcd according to standards set by WHO
6).

FARISTAN JOURNAL OF HEALTH VOL 37 NO 3-4

Anacmia was present in 43 cases constituting
41.75% of the total cases (Table-I1). In order to
further investigate iron deficiency anaemia,
haematocrit value was determined (Table-111).
The packed cell valume (PCV) ranged from 26 -
45% with mean 27.8 + 5.4%. Examination of
blood for PCV estimation tells about the number
of RBCs present in the sample per 100ml of blood
measuring thereby that in case of anacmic
subjects PCV would be less. The degree of
anaemia is indirectly proportional to the value of
PCV ie. higher the value of PCV, lesser the
anaemia. Table-111 shows the relationship of PCV
with haemoglobin levels. It revealed that cases
with higher values of haemoglobin concentration
have higher value of PCV. In our study 43 cases
had PCV below 36%, further confirming high
proportion of iron deficiency anasmia in 41.75%
of cases.

Relationship between haemoglobin and MCHC
was also studied (Table-V). The MCHC value
ranged from 25.66% to 31.35% with mean value
0f 29.44%. With increasing range of haemoglobin
level in pregnant women under study. the MCHC
value increases, being 27.00=2.1% in Group I
with haemoglobin concentration range of 7.1 =
8.0g/dl of blood to 31.3 £ 5.2% in Group V with
haemoglobin concentration range Il.1 to
12.0g/dl. Haemoglobin concentration was also
investigated during different trimesters of
pregnancy. Table VI shows the relationship of
haemoglobin concentration with various
trimesters of pregnancy in 103 cases. 4 women
were in Ist trimester of pregnancy with mean
hacmoglobin concentration of 11.4 £ 0.87g/dl. 31
women were in 2nd trimster with mean
haemoglobin concentration of 11.0 = 1.41g/dlL
Whereas 68 cases were in 3rd trimesters with
mean haemoglobin concentration of 103 =
2.14g/dl. Women of all parities were examined in
the study (Table-VII). Primigravida were largest
in number among 103 pregnant women,
constituting 41% of total cases with mean
haemoglobin level of 10.9 = 1.372/dl. Women of
2nd gravida have mean haemoglobin
concentration of 11.0 = 1.04g/dl, while women of
gravida 5 and above had mean haemoglobin
concentration of 9.5 £ 0.84g/dl. It was observed
that as the parity increases the haemoglobin
concentration decreases resulting in anaemia.
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The effect of socio-economic status on prevz‘ik:'ncg
of anaemia was studied. The cases were divide
into 3 socio-economic groups (Table-VII). Group
I with monthly income of Rs.1500-3000 mc.ludcd
19 cases with mean haemoglobin concentration of
9.7g/dl. Group 11 with monthly income of Rs.
1100-4500 had mean haemoglobin concentration
of 10.9g/d1. Group Il with monthly income.lufRs.
4500 had mean haemoglobin concentration of
11.46g/dl.

Discussion

lron deficiency and iron deficiency anaemia are
prevalent among pregnant women. The extent to
which iron deficiency affects maternal and
neonatal health is uncertain. Existing data suggest
that maternal iron deficiency anaemia may be
associated with adverse outcomes, including
preterm delivery and higher maternal mortality.
(5.13) Anaemia in pregnancy is a common major
health problem in developing and developed
countries. In a collaborative study involving seven
Latin American countries iron deficiency was
present in 48% of pregnant women as compared
with 21% of non-pregnant women (17) In the
countries of Eastern Mediterarian Region, the

prevalence of anzemia in pregnant women is
P12).

The prevalence rate of anaemia in Pakistani
pregnant women was estimated to be 43-47% and
no wmprovement has been noted since the last two
decades (13). The results of haemoglobin
indicating anaemia were found in 41.75% of
pregnant women in our study, Haemoglobin
concentration in this population sample ranged
forms 7610 12.49/dl and 2.3, were found to have
moderate anaemia, defined as a haemoglobin
concentration below 8g/dl(16), In order to further
sereen for iron deficiency, haematocrit (PCV)was
determined. Haemoglobin concentration amj
haematocrit reflect the amount of functional iro
ii the body. Hacmotocriy indicates fhe proporti n
A whole blood orcupied by the red blood IT.” mn
falls only afier the hucmugh,hin CONC - S*' "
folla (18 d oncentration
declined in

). In our study hacmatoeyit
Pregnant women with |ow hacmoglobip
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concentration, further confirming the high
proportion of anaemia in these cases,

Concentration of haemoglobin and degree of
anaemia was also studied in relation to differen
trimesters of pregnancy. !t was observed thyg
haemoglobin concentration decreased witp
increasing gestational age. So the pregnan
women were more anaemic in their 3rd trimester
(mean Hb concentration 9.6g/dl) as compared o
Ist and 2nd trimester (mean Hb concentration
11.0g/d1 & 10.1g/dl respectively).

As iron is being consumed and lost during
delivery, it takes time for its restitution (19)
Pregnancy and delivery exhaust the organism. It
takes time for the recovery and for a new
pregnancy. Therefore we also examined in what
way the number / time interval may affect
anaemia. Low haemoglobin concentration (mean
9.5g/dl) was countered in grand multipara
indicating frequent pregnancies as one of the
causes of anaemia. The occurrence of anaemia in
pregnancy is related to the socio-economic status
of the women . Itinfluenced the degree of anaemia
through nutrition. The poor nutritional status of
women of child-bearing age is a special cause of
anaemia, Multiparous women of the lower socio-
economic class were found to have the highest risk
of anaemfa (15) In our study anaemia increased
with decreased socio-economic status from
11.4g/dl in upper middle socio-economic to
9.7¢/dl in the lower middle socio-economic class
inidicating that socio-economic status had effect
on maternal anaemia. The results of the present

study were consistent with previous studies
(15,14).

Iron deficiency

during their reproductive years and particularly

during pregnancy. The association of poor
Pregnancy outcome is of concern when iron
deficiency s present in the first trimester. It is
recommended that pregnant women receive
nutritional assessment and prenatal care along
with adequate iron supplementation to potentially
decrease the risk of poor pregnancy outcome.

is seen commonly in women
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TABLE -1
Haemoglobin Concentration in 103 Pregnant Women
[ Group Haemoglobin Mean Hh.Conct, Numberaof Percentage of
cone.(g/dl) G/l SD Cases total cases
| 7.1-8 T.640.1) 3 291
] 8.1-9 8.7+0.24 9 574
11 9.1-10 984025 24 23.30
v 10.1-11 10,940,227 24 23.30
v 1.1-12 11,5+ 1,00 43 41.75
- Total FiE] 100.00
TABLE-II

Prevalence of Anemia in 103 Pregnant Women

[ Hb Concentration Number of cases Percentage of total cases
11g/dl 43 58.25
1 g/dl 60 41.75
Total 103 160.00

TABLE-III

Relationship between Packed Cell Volume (PCV) and Haemoglobin concentration

Group Haemoglohin Mean PCV(%) Numberof Percentage of
conc.(g/dl) SD cascs total cases
I 7.1-8 27.33£1.00 3 2.91
I 8.1-9 30.33£1.45 9 8.74
11 9.1-10 33.411.80 24 23.30
v 10.1-11 35.95+£3.07 24 23.30
v 11.1-12 38.51+2.34 43 41.75
Total 103 100.00
TABLE-IV
Relationship between Haemoglobin and mean corpuscular Haemoglobin concentration (MICHC)
Group Haemoglobin MCHC(%) Number of Percentage of
conc.(g/dl) SD 25.00 cases total cases
| 7.1-8 27.00£2.1 3 291
I 8.1-9 25.66+1.8 9 8.74
- 1l 9.1-10 26.83+£2.02 24 23.30
IV 10.1-11 30.33+2.17 24 23.30
Vv 11.1-12 31.35+2.0 43 41.75
" Total 103 100.00
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TaBLR } f Pregnanc
Haemoglobin Concentratfion during different Trimesters of Pregnancy
ber Percentage of
Duration of Mean Hb N?"l“:q bkt o
Pregnancy Cone. (g/d)) of coses
04 3.88
I st Trimester 11.4+087 —
2nd Trimester 10.141.41 31 ”.m
ird Trimester 10.342.14 68 76,
Total 103 99.00
(AL N
TABLE-VI .
Relationship between Parity and Haemoglobin Concentration
ity Mean Hb Number Percentage of
i (.funt.{ghﬂ) of cases total cases
Primigravida 109+ 1.37 43 41,75
Gravida 1l 11.0£1.04 14 13.59
Gravida 11l 10.5+2.14 22 21.36
Gravida IV 10.1 £ 1.27 11 10.68
GravidaV 9.5+0.84 13 12.62
Total 103 100.00
TABLE-VII .
Relationship between Haemoglobin Concentration and Socio-economic status
Monthly income Mean Hb Conc. Number Percentage of
(Rs.) (g/dl) of cases total cases
1500 3000 9.7 49 47.57
3100 4500 10.9 26 25.24
+ 4500 1.4 28 27.19
Total 103 99.00
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ES OF DICLOFENAC
LYCEMIC EFFECT OF HIGH DOS
i (VOLTAREN) IN RABBITS

Shafia Waheed, Nasreen Javed, Shazmi Khan
Allama Igbal Medical College, Lahore.

SUMMARY

The present study was carried to record the effect ufdiclu'ﬁ:nuc (Vuliiarcn} on blum:.
sugar level in rabbits, Various doses of the drug were given to various groups o

rabbits and blood sugar level was seen after | hour, 3 hours, and 24 hourfl. A lon‘g-
term study was carried out on a group of rabbits in which the drug was given daily
and blood sugar level was recorded after 1 week, 2 weeks, and 4 weeks. The's.tudy
was carried out at the laboratory of Fatima Jinnah Medical College, Lahore, in one
year time. Blood sugar level was estimated by using glucose kitg .GO_DIPAP
-snppiied by Randox Lab. Method was calorimetric without deproteinization1-5.
The study showed that there was a significant increase in blood sugar level at |

hour, 3 hours, and 24 hours interval after injection of various doses of diclofenac.

The long-term study revealed that blood sugar level significantly increased after
diclofenac.

Introduction Materials and Methods

Rheumatic complaints are amongst the most  Rabbits were weighed ranging from 0.6-1.1Kg.
common reasons for seeing a doctor especially in - Six rabbits were used in each group. Blood sugar
middle zged people. Millions of dollars worth of  level was estimated by drawing 2ml of blood from
non sterondal anti-inflammatory drugs (NSAIDs)  the ear vein of the rabbit. Blood was centrifuged
comsequently being prescribed to fill an almost  for about 10 minutes to 15 minutes at 4000
insatisble demand. Considerable number of the RPM and clear plasma was obtained. Blood sugar
patients i thes age group are suffering from mild  level was estimated by using glucose Kits

moderate or severe diabetes or are prediabetic  GOD/PAP.
(1_atent diabetes).

The principle of the method is to determine
glucose after enzymatic oxidation in the presence
of glucose oxidase. The formed hydrogen
peroxide reacts under catalysis of peroxidase with
phenol and 4-aminophenazone to form a red-
violet quinone-nine as indicator.

Diclofenac or (Voltaren) is one of these NSAIDs
which 15 quite popular now-a-days and is
prescribed extensively in this age group, The
present study was designed to see the
hyperglycaemic effect of various of doses of

Diclofenac in ex perimental animals, rabbits in our
study.

Reagents used from the supplied kit were:

It was aimed to provide usefvl information and
guideline for correct choice in clinical use of this
drug in patients who are prediabetic o suffering
from diabetes, as hyperglycemic effects could
worsen already existing diabetes or precipitate
diabetes and be one of the factors for OF poor
fesponse o antidiabetic drugs.

Buffer solution
GOD-PAP reagent
Standard solution

u-leJ:—

In procedure micropippete was used. 20zl of the
plasma was put in all the tubes for blood sugar
estimation, These were labelled as "tests”, 2el of
the standard solution was put in one of the tubes
and was labelled as "standard”. One test tube was

PAXISTAN JOURNAL OF MEALTH VOL 37 NG 3 . 4
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helled for blank. The 2ml or 2000, of tihe
|:rsf'-"'*‘d reagent Was put in ali the rest yhes ™
those having sample, test, and blank labels,

fhen they were mixed and incubared for 10
minutes at 37°C. The absorbance of the standard.
(A standard) and sample, was measured against
the reagent blank within 60 minyges the
wavelength selected was 546nm,

The calculations were done as follows:

100

% = Asample x ——
o - P A standard
Normal range of values were taken as 75-115

mg*e.
Readings were taken as follows:

For Short-term Study

Group-1

.. Normal blood sugar level was taken in this
group of six rabbits and was taken as a control.

ii. Therapeutic dose of Diclofenac 1.07mg/Kg
was then injected deep I/M.,

it. Blood samples were drawn after injection of

the drug at an interval of | hour, 3 hours, and
24 hours.

Group-11

In this group of six rabbits dose of the drug
Yjected was double the therapeutic dose i.e.
=lamg/Kg 1/M. Sample for blood sugar
Fimations were taken at the same intervals i.e. |
hour, 3 hours, and 24 hours,

Group-113

!n.“’i" eroup of six animals the dose of the drug
£ cted was four times the therapeutic dose i.c.
28mgky UM and blood sugar levels were

I temined af the same intervals i.e. after | hour, 3
ours and 24 hours,

l'nr!ung.h.rm study
proup-y

"y
‘.I:c“:llmz E’ruup of six rabbits, the dose selected was
aily f dose L. 4.28mp/Kg I/M. It was injected
""ﬂ\"d;r.a Period of 4 weeks, Blood sugar level
Weeky ined at the end of every week for 4

Fakisy
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Statisticn) Analysis
‘;In“l‘i - i
s lln.:illI .ln._ﬂ}.hl\ of the resylis was done
Sandarg k\l:lllt‘*ll. Standard Error and v test
were calculated. 1 1" value is

: ' Rreater than 2 tnnes
the results were significant, ‘

Resuits

ln_lh'e first group a therapeutic dose of | 07mg Kg
of fhcluf.cmw was used. Mean blood sugar level

cfore giving diclofenac was 100 8912.23mg",.
Blood sugar level after one hour of inj. was

143.06i 1 .42mg%. Blood sugar after 3 hours of

inj. was I64..3§ﬁ4.ﬂ4r11g%. Blood sugar level afier
24 hours of inj. was 135.33mgii8.39my"% (Table-

D. All the results are highly significant
(p¥<¥0.001).

In the second group with double the therapeutic
dose (2.14mg/kg). Mean blood sugar level before
injection was 135.] 12.62mg%. Blood sugar levels
one hour after diclofenac injection was
197.88ii4.06mg%. Blood sugar level after 3 hours
of inj. was 186.93ii7.43mg%. Blood sugar level
after 24 hours of inj. 172.5116.71mg% (Table-1).
Alltheresults are highly significant (P <0.001).

In the third group diclofenac was given in a dose of
4.28mg/kg i.e. four times the therapeutic dose.
Mean blood sugar level before giving the inj. was
97.06ii0.29mg%. Blood sugar level | hour after
the inj. of drug was 163.22i113.29mg%. Blood
sugar level 3 hours after the inj. of drug was
137.48i12.49mg%. Blood sugar level 24 hours
after inj. was 117.3i11.47mg% (Table-I1l). All he
results are highly significant p<0.001.

In the fourth group dose of drug was kept same as
in 3rd group (i.e. 4.28my/kg of dl-ch\f::l:l:i? d{llll}?
Mean blood sugar level before uu,.\\a;
97.0600.29 1mg%. Blood sugar level at the :.{ui‘u
first weeh was 195.88028.99mg". Hlo-.:f sugar
level at the end of second weeh was

172.46ii28.66mg%.

el ¢ . end of 3rd week was
supar level at the enc vouk
?ét;tgiﬂ :’1 f? 09mg %o, Blood sugar fevel .ltl lih;.; \::;J
. . 3 y U Fabile- 1
of 4th week was 158.08 ﬁ.l L..ﬁ_n mg }‘i{;l;{ll 3
All the results are highly significant(P = V.
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AGIEEN JAVED. SHAZMI KIHAN
yalﬂl’l'\\"ﬂlll’l 13, NAZL 29
TARLE-1IT
afer DA IR) Third Group
oo sugar fevel after UM Tnj. Diclofenac (4.28img/Kg 4 tmes the
RLOOD SUGAR LEVELS (in u.g,‘,f,n , A'I';";"‘r::.:"' therapeutic dose)

T weight Normal D
o M feigh Ormm 08 I hr
§.No of animal BSL mg S 24brs
...-"""'"-—.-.--.-—_ u 3
| [.SIKg 101.03 4.28myg 190.6 149,38 119.42
) 0,96 Kg 90,47 perKg 180.15 130.2 110.68
3, 0.68 Kg 84 131.88 126.53 168.96
4, 0.90 Kg 103 123.69 162.04 117.93
5. 0.96 Kg 97.41 219.37 105.71 100.34
6. 0.79Kg 106.45 145.67 151.02 86.53
Mean 97.06 165.22 137.48 117.3)
SD 8.4 37.46 30.59 28.109
SE 10.291 i15.29 i12.49 il1.47
tvalue 17.29 11.30 5.90
Pvalue <0.001 <0.001 <0.001
TABLE-IV
Fourth Group Long Term Study S g Fornifin
Blood sugar level after I/M Inj. Diclofenac (4.28 mg/Kg the therapeutic dose daily for 4 wee
BLOOD SUGAR LEVELS (in mg%) AFTER -
S.No. Weight | Normal Dose |Wks | 2Wks | 3Wks 4Wks
ofanimal | BSL mg
22
! 1.53Kg | 101.03 100.0 j03.22 | 11223 122.84
84.4 18227 | 13448
- 096Kg | 9047 | 4.28m8 202.6 - e
3. 0.68Kg 84 perkg | 154.22 19838 | 22742 m.ss
4 090Kg | 103 g9 | 2991 | 15527 '
i 4 | 16962 | 15172
5, 0.96 K 4 299.1 155.2 *
96Kg | 9441 s | 12447 199.13
" 0.79Kg | 106.45 2497 | Wms ~ag | 15868
246 | 161.8 :
Mean 97.06 195.88 17 28.18
70.219 41.66
sD 84 71.00 4 11.50
g ﬁ"}s 66 ﬁl?.ﬁg all.
SE 10.291 1289 e 17.94
tvalue 18.26 o | <0001 | ¢ 0.001
"—h.__'_._._“ P\'aIUc ﬂﬂﬂwf
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Diclotena  (Valtaren) s a phonylacetic ekl
denivative that i a petent ambibitor of Cox (eyvelo
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i bammatory and antipyretie eftee b 1 b waed hog
thowmatond athiitie oseoarthritis as well ax
cphthalini preparation ot the diug,

Aitheugh as a pronp NSALD ae temarkably sale
e bt has been demonstiated i man and
atmials that 1.!1;“' \'\‘\l. s \.lllt\ lates may illtl’ail.'l'
Wy porghcemia glyoosurea and deplete Liver and
muscle ghoopen. These effect may partly be
explamed Iy release of advenaline. In these dones
there v decrease in acrobic
placose . increase actnvity of plucose 6-POA and

rase secrebion of glucocorticoid (Goodman
arad Crillian 1990)

I has been repsorted by Preseot (1980) that use
dilotenac may e associated with some ine
risk of aplastic anaemic or im
periodic tests for
recommended

rease
pasred hiver function;
hepaic function are

Although in case of dic
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1 nod ay anlahle

about s by pergly cemic effect by

metabolism  of
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In possibility ol -ll!‘\-'l"llpllljf,Ill}fpl:”,qu:;'{_-mi
thise patients with thewnatic complaints iy,
thetmntoid arthritis, who are taking high dersecs o
this annlgesic for long durations. Therefore
other annlgesic should be given in such
Shnce the present study was carried out on ¢

imay be appliecd on human popul
caution,
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SUMMARY

A cross sectional survey of the First Leve] ¢
for assessing the third delay i.e, dela ? .
FLCFs and to find out the adequacy “L‘:;'u:‘;'l:’;;::ﬁtknr :lulahlf services at
Basic Essential Obstetric eare (BEOC e 1 ey Shs Sector for
re (BEOC) according to WHO / UNICEF standards . 3

RHCs & 9 BHUs were randomly selected for the surv . ' v

= cy. Data was collected
through questionnaire based interview of the health personnel and past six months
record of the health facility. The study clearly identified that the infrastructure was
in place . At RHC and BHU level some of the posts of WMOs, LHVs & Dais were
lying vacant against the sanctioned posts. Availability of essential drugs was %%
at the selected RHCs & 60% at BHUs. All RHCs were providing services round the
clock, while BHUs were open from 0800 to 1400 hours. During last 6 months all the
cases of normal deliveries coming to RHCs were provided care. Two third of the
complicated cases were attended and the rest were referred. Deliveries were not
conducted at BHUs & all the cases were referred. Transport was available at all
RHCs but not at BHUs. It was concluded that selected facilities do not qualify as
BEOC . WMOs are not available round the clock in RHCs as they are not residing
in the premises, the LHVs are residing in the premises but they provide services for
normal deliveries & most of the complicated cases are being referred. Available
facilities such as Labour rooms are fully equipped at RHCs but are not being
properly utilized. No formal Labour rooms are available at BHUs . RHCs & BHUs
do not have a regular supply of parenteral antibiotics, oxytocics & anticonvulsant
drugs. Routine tests are being carried out at RHCs but their services need up
gradation. No formal referral policy existed atall levels.

are Facilities (FLC Fa) was carried out

INTRODUCTION

Maternal mortality is estimated to be around
ffh"ﬁ Jworldwide every year. More than half of
Y deaths occur in Asia. Pakistan lags behind
:l.uu developing countries in women's health.
Aaterng) mornality ratio (MMR ) is around 350 per
19000 live births (1). Moreover, one in 40
women die due 10 causes related 1o pregnancy.
iu""’d bealth care providers assist only 20 %_uf
L;‘-‘Fnu:n n Pakistan during delivery The major
< s uf death; during pregnancy in Pakistan are,

“.'f":rfhag,; 21%, Sepsis |3.3%, unsale abortion
H}: - Hypertension of pregnancy 18.6% and
hin i 12). 70 % of the population of

ff.f{ib?.ml ¥ residing in rural areas, where nf:{rt_cn
“ally do not have access 1o health facilities

E Ty
A gy OF MEALTH oL 37 NO 3 -4

that can provide the basic and emergency obsietri
care (3). Complications like excessive bleeding,
sepsis, and obstructed labor can happen to any
women at any time even if her physical conditions
appear 1o be satisfactory. Thus complications of
pregnancy have to be dealt _immnlutcl_\ through
Basic Emergency Obstetric Care(4)

need of a fully functional
system where normal deliveries can hclcmuju\.'uhz
at home safely under supervisian of 1L_n!lrd h“,,,j
care providers and if requm.-q the nn: i vn.'rf:‘
Obstetric Care (BEOCHisay alahle within reac

There is definitely

alth facilities ofler ing (REOC ) 5
he screening. of high-risk
management of complications

Ihe access o he
required for |
pregnancics and
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; i + 1, The
The three-delay model is shown in I“lglll‘rl-n.: oo
three delavs are commonly referred ll' " The
medical -.':auwﬂ of maternal mortatty.

SESSMENT OF THE BASIC ESSENTIAL OBSTETRIC cap
ASSE

AT FIRST LEVEL CARE FACILITIES IN LAHORE DISTRICT

classical delays in getting care and preventing
ey )
maternal deaths have been used to define g,
interventions needed (5).

Factors affecting
Unlizaton &
Outcomes

Figure 1 -
“Three Delay Model

Priorities of
Action

% D e Phase | Community

- Economic ?aIl:m:. Beclds 2 Edisatior

- Fducational Stats 5

- N k::.‘:-n:s Status Toseek Care Campaign, IPC

- lliness Characteristics

- Economic Status Phase 2 Dece-ntrali'ze CEC

- Transport Reach 4— Flrslff_hd at

- Roads ' Cost Medical Facility Community Level

- Quality of Care Phase 3 Upgrade EOC Services

—» Receive 44— |Training, Drugs Equipment

Adequate Treatment & Monitoring

The third delay is the delay due to absence of
suttable services &t the adequate level care
faciliies. The referral facility should be
functionzl with facility of a blood bank, a
funcions! operation theater, a well-equipped
laborstory and a qualified gynecologist, The
senvices should be available 24 hrs/day (6).

Third delay is the most ¢r
matemal monality, Bey p
EOC by internationa| v
eExpensive technol
suengthening and

itical in preventing
ractices for impmving
xperts is not through
but through

Care 10 all those in
Care (EOC) is the
clements of

. accordjp "es
gong the definitions of ('F.(f(,‘m pd. IO/UNICY F

PAKIST, IOUR

e

In order to get an insight to maternal health
services available in Pakistan it is essential to fully
understand the Health care delivery system in the
Country, In this context, the Basic Health Units
(BHUs) can and should function as the first level
Basic Essential Obstetric Care (BEOC) unit, and
the Rural Health Center (RHC) as an advance
(BEOC) and can be upgraded to become a

Comprehensive Essential Obstetric Care unit
(CEOC),

It is believed that a good health infrastructure
already exists and the strengthening of the first
level Health care facilities can provide a strong

support to the reduetiop / elimination of the third
Must(‘rilical)dclay.

The rationale for ¢a
a.:ssyss the current sit
!amhlws in rural ar
uicnlifyg

Irying out this study was ©
uation of Government health
ea in Lahore district and ¥
aps for improvement in BEOC.
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Table 1
“.“(;;[INICI-‘,F Definitions of CEOC and

BEOC
Basic Essential Comprehensive
Obstetric Care Essential Obstetric
(BEOC) Care(CEOC)
| Administer Parenteral (1-6) All of those
Antibiotics included in Basic
EOC
3. Administer Parenteral 7. Perform surgery
oxylocic drugs (Cesarean surgery)

8. Perform blood
transfusion.

3. Administer parenteral
anticonvulsants for pre-
eclampsiaand eclampsia

4. Perform manual
removal of placenta

5. Performremoval of
retained products {(e.g.,
mantial vacuum
aspiration)

6. Perform assisted
vaginal delivery

A Basic EOC facility is one that is performing
allof functions 1-6.

A Comprehensive EOC facility is one that is
performing all of the functions 1-8

MATERIALS AND METHODS

Study design

A descriptive cross-sectional survey of the FLCFs
for 3553555115; the adequacy of these facilities for
BEQL_’““d to prevent the third delay i.e. delay in
feceiving treatment due to the absence of suitable
$¢rvicesat the adequate level facility .

Study Population

?::’gb’lpﬂpulalion or sampling frame includes the
areas vl Care Facilities (FLCFs) of the rural
s of Lahore district. The facilities in the rural
s are roughly within a radius of 30~40 Kms of
¢ty center, having a total population of

9 i
i 9[4'556' I'here are a total of 6 RHCs and 37 BHUs
" Lahore Districy

PAKisy
AN JOURNAL OF MEALTH VOL. 37 NO 3-4
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Sampling Technique

The health facilj;
acilities were
ando . .
rural area from the list of i selected i the

lottery method Outof study population b
- the total 43 FLCFq y
and 37 BHUS)9 BHUS & 3 RHCs were s::{fcij;u

Sample size

12 Government first ley
tl}c rural area with in ¢
district,

el care facilities located in
he jurisdiction of Lahore

DATA COLLECTION AND ANALYSIS

Data was collected with the help of questionnaire
based interview and through past record. A data
entry programme was developed on EP] INFO-6
a computer software and all the responses were
entered in the porgramme and accordingly

analysis was done by means of EPI INFO-6
programme,

FINDINGS AND ANALYSIS
BASIC STATISTICS

The health facilities selected for this study
constituted three RHCs out of six and nine BHUs
out of thirty-seven in district Lahore. These RHCs
serve a total population 0f 303,399 with the RHCs
serving an average of 28,277 each, and the BHUs
serving an average of 24,296 (Standard Deviation
4,899). This indicated some spread between the
populations served by the various BHUs.

STAFFING PATTERN

There is one sanctioned post of Medical Officer in
each BHU. The doctors were available in eight out
of nine BHUs. The RHC had a sanctioned strength
of three doctors including a senior med_u:al officer
(In-charge of the facility) a male medical c:fﬁcer
and a Woman medical officer. The post of ‘-‘-nn}an
Medical officer in one of the RHCs was lying
vacant. The maternity |1ecd5_includlng Ante nnla‘!:
delivery and postnatal requirements _o_F the RH

ere being met by two Lady health Visitors. N(,m'i
of the BHUs had a vacancy of a woman mefﬁ;:r
officer. The female health care pmv:;!er Ms'l .
or a Dai posted in the BHU LHVs uer;la;\‘ju :'il‘h:
iy 7 out of 9 BHUs & dais in 6 out of 9 s,

CamScanner
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stuation of the paramedic stafl’ was not much
encouraging. There was no theatre technician or
dresser in the RHCs which were having well
cquipped theaters. Lab technicians and

radiographers were available in only two of the
three RHCs in the study.

ASSESSMENT OF THE BASIC ESSENTIAL OB

Table 2
STAFF PROFILFE IN THE BHUs UNDER
STUDY
Name of staff | Vacancies| Vacancies
Available| Filled % age
Medscal Officer
(MO o 8 88.89%
Ladh Health
ViszonLHV) < 7 77.78%
I Moducal
Tochnician 9 4 44.44%
Mid wife g 3 33.33%
| D 9 6 66.67%
Dispemaer ~ 5 55.55%
Table-3
STAFF PROFILE IN THE RHCs UNDER
STUDY
| Name of stafl Vacancies | Vacancies
Available| Filled %o age
Seruor WMedical
1 Officer 3 3 100 %
| Medica! Officer
N, 3 3 100 %
Worman Medical
Cificer WWAO) 3 2 ih (7 %
I a—.ﬂ} I'{C.ﬁ-'_il
Vistar (LHV) 3 2 6667 %%
Med Asst
Techmw wan f 2 33313 %
D - 03 RHC) [ H 100 %
Depenser i 3 1040 24
Lab Technician 3 2 66 67 %
Theatre
Technicians 3 0 0%

PARLSTAN O RNAL OF HEALTH VOL 37 ND 3.4
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FACILITIES, EQUIPMENT & SERYV
AVAILABLE AT THE FLCFs

AT FIRST LEVEL CARE FACILITIES IN LA
ICES

Facilities for obstetric care ( Eq

uipment and
consumables)

The equipment for BEOC was available af o the
three RHC's, However, at the BHUs it was partially
available. The availability of equipment varied
from one health facility to another between 459 .
70%. Protective clothing such as shoes and aprons
were also not available at any of the BHUs,

Essential Drugs For Obstetric Care

The availability of drugs was considerably better
as compared to that of the consumables. Essential
drugs were available at two of the three RHCs, In
one of the RHCs the drug supply situation was not
satisfactory. A number of essential drugs such as
Genticin Aminoglycosides, Flagyl, Ferrous
sulphate, folic acid, silver nitrate (eye drops) and
Ergometrine injections were not available in
stock. The condition was more or less the same in

BHUs with drug availability ranging between 43
% to 60 %.

Laboratory Services for BEOC

Laboratory facilities were available in the RHCs
to a limited extent to meet the requirements for
BEOC. All three RHCs had the facility to check
Hemoglobin, Blood sugar levels and Urine testing
for Protein measurement. Whereas two of them
also had facility for blood grouping and cross
matching. However, none of the RHCs had the
facility to perform renal function tests, liver
function tests as well as coagulation profile during
the past six months. The BHUs do not have the
facility to perform laboratory investigations.

Facility for transportation of Emergencies

: A " Sahle at all
Functional ambulance service was available at

RHCs. None of the BHU had an ambulance
service.

Other Services of

U Normal deliveries are being carried out .r
RHC level and not at the BHU levels24 hl“"
matemnily services were available at only '“:
RHCs. This facility was not available at any ¢

CamScanner
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Figure 2 :
maximally being used by the catchment

<= _ population: and
Availablity of Equipment & Drugs at
FLCFs Q Postpartum care services were being provided
i by all RHCs and only two BHUs.
) o
60%
] O Percentage of Services mentioned above is
70% | 1 for those clients who reach the facility for
80% care and not for the community as a whole.
50%
m DISCUSSION AND CONCLUSION
?m ' The total catchment area population of selected
gt . 3 health facilities is 250,000. The RHCs are
' Y accessible by metalled roads and are located
Equipment sy
g e30d D';‘E“;::"' Webamany Tm within 30 Kms of Lahore. The location of BHUs is
v not ideal i.e.. in most of the cases they are located
CJRHCs W BHUs outside the community, which is reflected as poor
utilization of these facilities. A study in India

. examined maternal mortality using new
the BHUs: indicators. It found very low numbers of
o L complications reaching the facilities, which

Q The RlHC_'a had lhe‘ facility for !nandlmﬁ "point to the need for encouraging families to use
cu‘r‘;lplhcatmnj bl:L this I:v o r-mfi be::ig E"Isi, them (8). The medical officers were posted at all
widely, and other than incu¢ V. BHUs except for one. Majority of MOs commute
Oxytocin) deliveries complications had been  gaity from Lahore. In case of RHCs, the SMOs
handled at only one location. and other staff are residing in the residences

3 Astenatal s il planning E proviﬂ?d wilhir_l the;'l:all-lttl; facillit;.;;}:eisl;lacsi a{r;_

ntenalal services, b providing SEervices a da

and immunization/vaccination (tetanus  BHU, the facility is open from 0800 to 1400 hrs.
toxoid and BCG vaccines) Were being  The BEOC requires that the facilities are open

provided by all facilities. This service was roundtheclock,ascnmplicationnfprcgpancyca.n
arise anytime(9). As far as the equipment 1Is

considered the selected health facilities had the

Figure 3 basic minimum requirements however, the
; . consumable items and stock position of essential
Services provided 2 ke drugs needs improvement. The simple drugs like

Ferrous Sulphate and folic acid were out 0!‘ stock
in some facilities. These are management issues,
which can be resolved easily. The laboratory
services were only available at the level ofRHCs,
ngthening and up-gradation.

T (FEY

Famy

" which require stre : :
Podt Patum The t,.ansport,which is an essential requirement of
Cae BEOC for timely referrals, is available at the

RHCs only. Baluchistan Safe Motherhood
Initiative BSMI showed reduction of ma[en.ml
mortality through community

pidity and r i
mgLiliza?iuu and training of TBAs by using wire

—- Jess system (waki
: o% 0% of patients 10 the appmpr}
gl A arranging (ransport forav

;m
.l-___-—-—--__._-

Handarg of
C LATEAL s
Yaxiris
u"n‘ﬁ"a %

¢ talkie based) for timely referral
iate level of care and also
oiding delay (10).

Artenatal C e
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3%

ed health facilities Fm;
ices. The ageimen

offering maternity Care services l'lftim:r;gfﬂ“ﬁ. !

of complicated casen 15 only carmes ”|‘ e

health facilities whereas, normal deliver

ed by 15% and anteniatal care 15 .pmw_dct‘
facilities. The

Overall, 25% of select

u;lrr]utl‘
by 1007 of selected hcn!lh s L
sbnormally high third delay these I‘ LFs ' '
fatlure 1o get treatment even after getting to the
(enter due 10 lack of adequale (.‘uin«umahlcs and
drugs and non availability of Services ;!4 hours a
day, had over the years led to a disillusionment in
the community that they had failed to rely on the
FLOFs for BEOC services, Another -.lm_iy
conducted in Nepal concluded that Essential
Obstetric Care (FOC) was seen as a key element
of Safe Motherhood (1)

In otder to meet WHO / UNICEF standards for
BEOC the first level care facilities need up
gradation by improving the staff presence, timing
as well as their attitude and carrying out refresher
trainings improving management and
establishing linkages. In the new devolved setting
and dntrict health government, there are better
chances of improving the system,
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L,UTONOMOUS MEDICAL INSTITUTION E
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SUMMARY

Traditionally, the principals and Medical Superi

viedical Colleges and major Hospitals, mp:f;:::f:‘!:l:ts. ’i““""h‘s headed the
supposed to be complimentary and suppl.em“{,'n m":: ;und funtlinns-“;em
teaching consultants were under the administrative fﬂnti-u]ﬂ:'wr' The clinical
whereas they had major roles in the hospitals, which were mana . cd‘;“:' Pnntlp:nl'h
uperintendents. This fragmented management resulted in m ﬁo a; the :\irdnfal
issyes in the system with deficiency in the health care sery iierde!:m'.ﬂ.""“
institutions. For example, it was a common complaint of the eeneral l'ri:rmlahc
consultants did not attend the patients in the wards, mularl} and tll:: Ml:di.:::
Superintendent was unable to enforce discipline, as the consultants were not under
his direct administrative cun!n:l_. Hence In view of the declining public confidence
in the government health facilities, DOH undertook to analyze the situation and
proposed interventions to remedy the situation. A number of departmental
meetings and informal discussions at different fora were held to make
improvements in care health management system. A concept document “Role
Model Hospital™ was introduced and discussed by the Department. The main idea
behind the concept was that granting of administrative and financial autonomy to
hospitals was required to address the prevailing situation. Groups with cross
sectional representation in a high level meeting then discussed the conceptin detail.
The members of the group consisted of health and other professionals. The group
recommended to the then Chief Minister of Punjab that decentralization and
devolution of powers to the institutional level with modified governance structure,

which later refllected in the Enactment.

POST AUTONOMY ORGANIZATIONAL

INTRODUCTION: {
SETUP:

The system was evolved through a consultative . . d 10 devolve
process. The process included concept Under this setup, B B2° mescM . ement
development by the think tank of the authority to an Instltm‘mnal{:'h.‘??axgic:ﬁm
partment of Health, in house brainstorming Committee {IMC.} and app?mla ho::l- t;\-cr both
€iercises, meetings of experts & professional (CE). as a superior ms_mag}m?t‘ afd bt
Tepresentative organizations and workshops  the Principal of Medical € q‘chin hospitals.
*ith participation from National and superintendent nﬁhr~anmhﬂ 17‘?: |iv§l manage
Internationa) Organizations. The amended and  Inthisway. it was envisaged toetlee Y SRR

i dical
x > {o ensure unity of the me
ced document was vetted by the Law the resources an d g ol Snts

itals, who wou
La A and promulgated as an ordinance colleges sad hﬂsplml;r::rgpal and Medical
i,p:'::;_:l.ﬁer the discussion by the treasury and hcad:.:d hg,'.“:htmqpccli“:i“‘ with enhanced
JSilion benghe ' i calth  Superintendent. T30 . b
Wlitutions, 8 Panjab Medical and o adr&inistmiiwc and financial powers.

the Punjab Assemblva roved Actin
Nember 199 A y approv - =
: 8. . d Healt
[y This Act authorizes the Punjab Medical -::IurHcal .

ment of health to g  to the  Under the n
ic bl grant autonomy 10 it 1998, Departme .
*Instiwtions. et Aﬂd :l'lll{:ﬂmm}' to the Medical

initially, grant¢

t‘""v
"‘"ﬂ " o]
JRN”
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AUTONOMOUS MEDICAL INSTITUTIONS (AMI) IN PUNJAB AN ASSESSMENT

Institutions in & phased manner, As a |'1ilnl
following four Medical Institutions were given
autonomy in phase L:-

N Jinnah Hospital & Allama Igbal Medical
College. | ahore.

) Lahore General Hosputal, | ahore.

) Holy Family Hospital & Rawalpindi Medical
College, Rawalpindi.

) Puniab Institute of Cardiology (P1C), Lahore.

SELECTION OF CHIEF EXECUTIVES
FOR PHASE | INSTITUTIONS:

The positions for Chief Exccutives of the four
medical institutions were, widely, advertised in
the National and Intemational print and electronic
media. w0 attract talented hospital/institution
managers. through a transparent and merit based
process. The response was very encouraging,
cspeciaily, from within the country. A total
number of 127 candidates applied for the

positions

The then Chief Minister,
conslduted 3 Codmimty
membership for the

Executives -

Punjab, thereupon
ce with the following
selection of the Chief

I | Chief Scerctan Punjab Chairman
< | Secretary Health, Punjab Member
3.1 Khawaja Bilal Abmed.
C hairman expon promotion Member

4.1 Justice ® Amir Raza Khan Member
S 1 Mr. Khusro Bakhtiar, MPA Member
6.1 Prot. Dr. Amir Aziz Member
7.1 Dr. Sehangir Alam Member
8.1 Mr Tarig Hameed Member
9 Mr. Zatas Qureshi Mt:ll]hef_—
TERMS OF

REFERENCE OF THE
COMMITTEE:

1} To develop and finalize criteria lor selection
ol the Chiet Faec

utive and shopy listed
applicasts.

mﬂum VOL 37 e 3. ¢

g 1%

i) To recommend the names for the ge
Chiel Executives to the Governmen
approval

lection o
t fnl‘ ﬁnal

iii) To propose and negotiate emoluments

" . ’ ) for the
chief Executive of each particular Institution

iv) To ensure fair and transparent  selecyig,
process.

V) Any other matter necessa

1y to give effect to
the selection of Chief Exe

cutive.

The committee prepared a
final selection was made b

Minister, Punjab. The followi
as Chief Executives:-

panel. However,
y the then Chief
ng were nominated

i) Dr. Sabiha Khursheed, Lahore General
Hospital

ii) Lt. Gen. (R) Dr. Islam Hussain Naqvi, Holy
Family Hospital, Rawalpindi,
iii) Prof. Dr. Shehar Yar Sheikh,

Punjab Institute
of Cardiology, Lahore.

iv) Prof. Dr. Amir Aziz, Jinnah Hospital, Lahore.

The newly appointed Chief Executives started
working in July 1998,

THIRD PARTY EVALUATION

As a statuto

ry requirement under the Act an
independent third party was selected through open
competition 10 conduct the audit of the

autonomous institutions in the following arcas:-
O Management

O Financial
Clinical Issues
SELECTION PROCESS OF 3RD PARTY

The selection of
tollowing steps:-

)

the 3rd party was made on the

Development of Terms of Reference (TORs)
) Widely advertised in the press

e - o ¥ " - I;‘
1) Evatuated oy predetermined selection criter!

4
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iv) Selection by Provincial Consultant Selection
Committee

}155:: Anjum Asim Shahid and Company, an
independent firm, was selected through this
process. )

3RD PARTY REPORT: AN ASSESSMENT
OF AMI

Third party reported a clear evidence of
improvements in governance amd service
indicators. The 3rd party report stated that
visible improvements were noticed in the
following areas: -

i) Punctuality of staff.

ii) Availability of Consultants in outpatients
department.

i) Admission procedures.

iv) Diagnostic services.

v) General Cleanliness.

vi) Repair & Maintenance of equipment.

THIRD PARTY ALSO RECOMMENDED
IMPROVEMENT IN THE FOLLOWING

AREAS:-

especially,

a) System development,
System and

Management Information
Financial svstem.

b) Protocol and procedures standardization for
emergency handling.

The findings and recommendations of the 3rd
party encouraged the policy make‘rs to
replicate autonomy to other institutions in the

province.

Hence. in the next TWO PHASES autonomy W as
granted to the following institutions:-

A) PHASE-II

i) Sheikh Zayed Hospital, Rahim Yar Khan

PAKISTAN JOURNAL OF HEALTH VOL a7 KO 3-4

9

Cai

1) Bahawalpur Victoria Hospital & Quaid-e-
Azam Medical College (QMU).
Bahawalpur
Names were i ited from the GHQ Ot
of the Panel Major General & Dr. Ishtiag
Shah was selected for Sheikh Zaved
Hospital, Rahim Yar Khan and Dr. Major
Amin was approved by the then Cheet
Minister for Bahawalpur Victonia
Hospital, Bahawalpur.

B) PHASE-II
) King Edward Medical College, Maye
Hospital, Lady Wellingdon Hospital and

Lady Atchison Hospital, Lahore.

i) Nishtar Medical College & Hospital,
Multan.

iii) Services Hospital & Post-graduate
Medical Institute (PGMD, Lahore.

iv) SirGanga Ram Hospital & Fatima Jinnah
Medical College (FIMC), Lahore.

v) Children Hospital & Institute, Lahore.

vi) Allied Hospital & Punjab Medical
College (PMC). Faisalabad.

SELECTION OF CHIEF EXECUTIVE FOR
PHASE HI INSTITUTIONS:

Advertisements were placed in the National and
International Press and on the Intemet.

Category-Wise list of the applicants for the
post of Autonomous Medical Institutions,

Chief Executive

Category Male | Female | Total
Health Depariment 7 8 81
Private Sector 17 1 A\
In Service Army Persons| 2 0 2
Retired Ay Persons 8 0 8
Other Department 9 0 9
Overseas | 0 I
Total 10 1 121
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QA selection criterion was developed by the
think tank of the Department of Health.

Q A custom-made computer soft ware was
developed.

Q' Short-listing of the applications was done by
analysis with the help of the software and
predetermined criteria.

Q The whole process was kept in total
confidentiality by the DOH.

Q The first round of interviews was conducted
by a committee. The members of the
committee included:-

i) Health Minister Punjab Chairman
Members were:-

ii) Chief Secretary, Punjab.

iii) Secretary Health, Punjab.

iv) Professor Asad Ullah Lone, Member
Public Service Commission.

v) Mr. Tariq Hameed, Chairman
Privatization Board.

vi) Mr. Zafar Igbal Qureshi. Deputy Dean.
Lahore University of Management
Sciences (LUMS)

vii) Professor Amir Aziz, Professor of
Orthopaedies, Services Hospital, Lahore.

Q The applications cleared by the committee
were then scrutinized by an agency,

O The then Chief Minister Punjab, then,

interviewed the final short-listed applicants
and appointed them as CEs,

INDUCTION TRAINING:

Selected Chief Executives underwent 10 days
induction training programme. In thig
programme, Chiefl Executives were oriented on
concept of decentralization and expectations from
their role as Cheif Executive in managerial and
financial skills.

INSTITUTIONAL MANAGEMENT
COMMITTEE

A Skeletal IMC was present through Aect and by
designation, which is given as under-

PAKISTAN JOURNAL OF HEALTH VOL 37 MO 3.4

a)
b)

c)

d)

BUGS IN THE NEW SYSTEM: AN
ANALYSIS:

A)

B)

C)

Chief Executive ({flmirnmn).

Dean/Principal of concerne Mﬂdic-lj
Institute (Member). :
Medical Superintendent of concerney
Hospital (Mcmhcrf.‘iccrclary),

Five non-official members Proposed py
e

members listed above and approved py
Government. i

As pointed out in the Act, the non-offigiy
members were proposed to the governmeny by
the Skeletal Committee, The Bovernmen
scrutinized the nominated members ang gave
its approval. In case of discrcpnncy the
Government would reinvite Proposals from
the IMC for approval of the nominee.

No direct nominations were n

rade by the
Department of Health itself,

Role of Chief Executives Vs Principals:-
There is a need to clarify the distinet roles of
the Chief Executives of the Medical
Institutions and the Principals of the allied
Medical Colleges. This can be achieved by
constructive  dialogues, which will help
remove the ambiguities.

PAY OF CHIEF EXECUTIVES: -

The concept of market driven salary was [0
attract best professionals available keeping in
view the pigantic task of Managing ,3“‘1
reforming the complex medical facilities. The
Chief executives are to work whole time with _
full commitment and have been appointed on !

contract basis. They have no other fringe
benefits,

PR'UTECTIONUFTHEPOOR:- f
One of the major priorities of D*»‘P-"”me"t;?c
health, while granting authority 10 thﬂ
institutions was protection of the poor. Tl

advice has been conveyed to the selec

Cheifl Executives at number of “cc:-mmtll]l:
who have been briefed on this i““ed“rmgrhis
inducliun-tmining program, However T

o
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K)

F) €« IMPONENTS:-

PAKIL AN JULHNAL

atea heeds tobe further streambined so that the
pratsr are ol displaced

PUNJAB HOSPITAL AUTONOMY
PROJECT (PHAP):-

Side by side the decentralization initiative
Pangab Health Department envisaged lun}'cuI
1 test the hypntlieaiq ul dutonomy and
develop systems. Protocols, standard
aperating procedures (SOPs) and
mechanisms for the protection of the poor. To
launch this pilot project, extensive technical
assistance was required coupled with
equipment and manpower support,

World Bank appreciated the idea and came
forward to finance the projeet from The
[ carming nnovative Lending (L.1L) track.
Ihis experiment was rated as unique round
the world, and World Bank has indicated
financial supportup to US $5 million.

OBJECTIVES OF PHAP

i) Totestthe hypothesis that the granting of
managerial and financial
autonomy would cause the hospitals to

improve the quantity and quality of their
that this result could be

preatefr

services, and

accomplished: - '

a)  With the poor charing equitably in the
benefits of these improvements, :1nd

by Without a large increase in the Im.cal

burden imposed by the hospitals - 1.€.

d be largely achieved

the result woul ;
through @ combination of better
povernance, increased efficiency and

enhanced resource mohilization.

i) The pilot project would include 3 llafgn;
teaching hospitals and one I]IIIQ hospiti
i Punjab Province in HREL :l]llit'rl:tlt
cities. bach of the hospitals having more
than 500 beds and a medical college 15
o 1o three of them.

attache
of the large

i) Because size uf [|||I:\|_~
hospitals and the many wn-qu‘a :.‘::
provide, the pilot muflld “I:::n:g _
pnproving ce ain selecter, o
t'.":::'l-'::":::::l'- a pu:smu;_ﬂ;l::n
that hospital sv omising

\M‘luh! bhe
fonomy 15 a pi

o WALt VoL 3 na 34
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'I'*‘““WY :'-'-’llil..h is worth pursuing more
m”’.‘”}"- Ihe lessons obtained would be
u\ch{i for Punjab and also for other
 provinces.
iii) The project would adopt a slep-wise
approach so that correction can be made
and lessons learned. It would be
completed in three years. The emergency
services department appears suitable as
the early focus of the pilot, because it has
a somewhat larger degree of operational
independence as compared to inpatient
areas and outpatient departments and is
highly visible service where positive
results can be demonstrated in a short
time-frame (it also provides more
equitable service, where patients are
admitted as they show up at the facility
regardless of socioeconomic status).
Success in the early part of the pilot would
provide encouragement and political
support for the reforms.
Thereafter the focus would be on
improving two categories of non-
emergency services (e.g. pediatrics, and
obstetrics and Gynecology). Mechanisms
to protect the poor would also be
introduced.
v) [tshould be noted that improving selected
s as described would require
in aspects of the
directly related to the
services in question, but also in some of
the major operational system of the
hospitals ¢.g. information systems,
accounting  systems
accounting), Personnel

syslcm.nndmfﬂnh,
The project would incorporate a

Monitoring and Evaluation component. A
set of performance indicators would be
defined and monitored. Some of these
indicators would relate to guality of
gervice aspects; other indicators would
relate to efliciency aspect, still other
would relate toequity aspects.

iv)

service
changes not only
hospilals operations

(introducing cost
management

vi)

THE PROJECT

| formulation the concept of
approved by the
Yevelopment

;) UPDATE ﬂ_lf
iy Aler inilia
the project has been
punjab Planning and 1
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Department,  the jederal Planning

Commissionand ECNIUC
i) World Bank, finally, appraised the P“‘H"“'
through its  appraisal  mission which
visited Pakistan from 4- 12 October, 1999.
wid PCT of the project is currently under
preparation,
i) Project would be effective from Jamuary
200,

) OUTCOMES AND BENEFITS _
Systems developed, as part of the pro)
would be replicated to all other Aulonomous

Institutions with little of no extracost,

cclt

LASTWORD:

In the present study, various aspects and phases
of the mechanism of this new nmmlgeri!ﬂ
Arrangement have been discussed, in length, 1n
order 1o make an assessment of the whole
phenomena. The process of recruitment. the
criteria for selection of Chief Exccutives, and
roles of different committees, and the Bugs in the
system, have, also. been subjected to analysis.
Likewise, THE PRE-AUTONOMY AND POST-
AUTONOMY SITUATIONS AND POSITIONS
have been crafted. too. In the last, it has been
observed that the New System of Health
Management and its enforcement as a Service-
Onented and Target-based Health care set-up, has

A TONDMOUS MELICAL !

heen L sal
the desired goals: this 15
acknowledged and apj

— B N .

WS TITUTICNS (AMI) i PUNJAB AN ASSESSMENT

(ound working satisfactonly and producing
the reason that it has beey,
weciated by the Warj

Bank, tow.
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UNIFORM REQUIREMENTS FOR MANUSCRIPTS SUBMITTED TO

BIOMEDICAL JOURNALS

In the 18 years since it was first i

M aiaatinti; ; o s published, the “uniform requi

iy fiin Inlt[;_‘ln':::lnmn:lttzl to Bx-omedlcal Journals” (the Vancouver :?Y‘;::;ezz:ll-:mfzg

eklely ascegtett by b tllilmmutu:c of Medical Journal Editors (]CMJE,). has heen

they will ﬂmsidcrfn < fll:llhm's and editors; over 400 journals have stated that

< e th‘- vl ﬂﬂl-lﬁl.-l'lpl!:‘ that conform to its requirements. This is the fourth
¢ Uniform Requirements, the first to be published in the Journal,

which now serves as coordinator of the ICMJE in North America

International Committee of Medical Journal Editors, Members of the committee

are Suzanne and Robert Fletcher (Annals of Internal
Stephen Lock (British Medical Journal). George

Medical Association). Robin Fox (Lancet),

(Medical Journal of Australia),

D. Lundberg (Journal of the. American
Magne Nylenna (Tidsskrift for den Norske Laegefore
Id S. Relman and Marcia Angel (New En
ournal of the Danish Medical
(New Zealand Medica

(Index Medicus), Amo
Medicine). Povl Riis (J
Bulletin), Richard G. Robinson

(Canadian Medical Association Journal), and Li
correspondence to Editor,
al Journal.

Medicine), Address
Medicine, or Editor, British Medic

of editors from some

In January 1978 a group
published in English

major biomedical journals
met in Vancouver, British Columbia, and decided

on uniform technical requirements for
manuscripts to be submitted to their journals.
These requirements, including formats for
bibliographic references developed for the
Vancouver group by the National Library of
Medicine., were published in three of the journals
early in 1979. The Vancouver group evolved into
the International Committee of Medical :lUlIrlla[
Editors. Over the years, the group has rc-..u'sed the
requirements slightly: this is the fourth edition.

have agreed 10 receive

in accordance with the
rtant to emphasize whal

and what they do not.

Over 400 journals

manuscripts prepared
requirements. It is impo
these requirements imply
jetions 1o authors
editors on
ave drawn
{ their

First, the requirements arc instel
on how to prepare manuscripts, not 0
publication style. (But many journals b
on these requirements for elements ©

publication styles.)

FAKISTAN JOURNAL OF HEALTH VOL 37 NO 3-4

Medicine), Laurel Thomas

ning), Lois Ann Colaianni
gland Journal of
Association, Danish Medical
1 Journal), Bruce P. Squires.
nda Clever (Western Journal of

the New England Journal of

Second, if authors prepare their manuscripts in the
style specified in these requirements, editors of the
parlicipaiingjoumals will not return manuscripts
for changes in these details of style. Even so,
manuscripts may be altered by journals to conform
withdetai!softheirownpublicationsrylcs.

nding manuscripts to a
should not try to prepare
them in accordance with the publication style of
that journal but should follow the “Uniform
Requirements for Manuscripts Submitted to

Biomedical Journals.

Third, authors s¢
participating journal

authors must also follow the

authors in the journal as to what
ble for that journal and the types of
be submitted (or example,
reviews, or case reports. In
addition, the journal's instructions are likely to
contain other requirements unigue to that journal,
such as number of copies of manuscripts,
acceptable languages, length of articles and
abbreviations.

Nevertheless,
instructions (o
topics are suita
papers that may
original articles,

approved

]
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yurnal are expected to state in their
authors that their requirements arc
in accordance with the “Uniform Rctpnrcnu;r:tsi
for Manuscripts Submitted to .Hulnne{hm
Journals™ and to cite a‘Published verston’.

Participating j¢
imstructions to

This documents will be revised at intervals,
inquiries and comments from Central and Nerh
America about these requirements should IJc_ sent
to. Editor, the New Englands Journal of Medicive,
10 Shattuck St.. Boston; MA 02115; those frqm
other regions should be sent to Editor, !-Jn:f;‘s'h
Medical Journal, British Medical Association,
Tavistock Sq.: London WCIH 9JR, Um!cd
Kingdom. Note that these two journals pu.mdc
secretariat services for the International
Committee of Medical Journal Editors; they do
not handle manuscripts intended for other
journals. Papers intended for other journals should
be sentdirectly to the offices of those journals.

Summary of Requirements

Type the manuscript double-spaced, including
title page, abstract, text acknowledgments,
references, tables and legends.

Each manuscript component should begin on a
new page, in the following sequence; title page;
abstract and key words; text; acknowledgments;
references: tables (each table complete with title
and footnotes on a separate page): and legends for
illustrations.

Hlustrations must be good-quality, unmounted
glossy prints, usually 127x 173 mm (5x 7 inches),
butno larger than 203 x 254 mm(5x 10 inches).

Submit the required number of copies of
manuscript and figures (see journal's instruction)
in a heavy paper envelope, The submitted
manuscript should be accompanied by a covering
letter, as described under Submission of
Manuscripts and  permissions to reproduce
previously published material of Lo use
illustrations that may identify human subject, .
Follow the journal's instructions for 1
copyright. Authors should
everything submitted,

ansler of
keep copies of

PAKISTAN JOURNAL OF HEALTH vy 37 ND3.4

UMIF R F‘.‘E"JU!PEMLMT“
“Fom L7

L,

Prior and Duplicate Publicatiop

Most journals do not wish ¢,
publication a paper on work that alresg,
reported in a published paper or s de%;’J ey
paper submitted or accepted for p”hlica:i, .

(;Unsidtr

In:l
where. This policy does not usygyy, " the
consideration of a paper that has bee,, reip,fcl .
another journal or of a complete rc;}(};ﬁfﬂ@
follows publication of a preliminary thag
usually in the form of an abstrac, Nor ¢
prevent consideration of a paper thy s
presented at a scientific meeting if nog publis,
in full in a proceedings or similar p“hiica;i'fd
Press reports of the meeting will noy “-“”3"}11
considered as breaches of this rule, py Siuch
reports should not be amplified by additiona d;,}a
or copies of tables and illustrations, When
submitting a paper an author should always maj.
a full statement to the editor about all submissjop
and previous reports that might be regarded
prior or duplicate publication of the same or yen
similar work. Copies of such material should pe
included with the submitted paper to help the
editor decide how to deal with the matter,

pornt
75 it

Multiple publication that is, the publication more
than once of the same study, irrespective of
whether the wording is the same is rarly
justified. Secondary publication in another
language is one possible justification, provided

the following conditions are met.

1. ThEeditorsofboIhjuumalsconcemedaret:uil
informed; the editor concerned with
secondary publication should have 2
photocopy, reprint, or manuscript of the
primary version.

2. The priority of the primary publication ISI
respected by a publication interval of al leas
two weeks.

5 wrillen
d is et
p:imfﬂ?

3. The paper for secondary publication!
for a different group of readers an
simply a translated version of the "
paper; and abbreviated version W!
suflicient.

; sy the

4. The sccondary version reflects ra“hr"l;;na .
data and interpretations of the Pf
version,
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5. A footnote on the title page of the secondary
version informs readers years and
documenting agencies that the paper was
edited and is being published, for a national
audience in parallel with a primary version
based on the same data and interpretation. A
suitable footnote might read as follows: this
article is based on a study first reported in the
[title of journal, with full reference].

Multiple publication other than as defined above
is not acceptable to editors. If authors violate this

rule they may expect appropriate editorial action
to be taken.

Preliminary release, usually to public media, of
scientific information described in a paper that has
been accepted but not yet published is violation of
the policies of many journals. In a few cases and,
only by arrangement with the editor, preliminary
release of data may be acceptable for example, to
warn the public of health hazards.

Preparation of Manuscript

Type the manuscript on white bond paper, 216 x
279 mm (8% x 11 inch.) or ISO A4 (212 x 297
mm), with margins of at least 25 mm (1 inch).
Type only on one side of the paper, Use double
spacing throughout including title page, abstract,
text acknowledgment references, tables and
legends for illustrations. Begin cach of the
following sections of separate pages: title page,
abstract and key words, text, acknowledgments,
references, individual tables and legends. Number
pages conclusively, beginning with the title page.
Type the page number in the upper or lower right
hand corner of cach page.

Title Page

The title page should carry (a) the tile of the
article, which should be concise but informative;
(b) first name, middle initial and last name of each
author, with highest academic degree(s) and
institutional affiliation; (c) name of
departments(s) and institution(s) to which the
work should be attributed; (d) disclaimers if any:
(e) name and address of author |'cspun.-s|.blt.‘ for
correspondence about the manuscript; (f) name
and address of author to whom requests for
reprints should be addressed or statement that

PAXISTAN JOURNAL OF HEALTH VOL 37 NG 34
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reprints will not be available from the author: (
sou[cc(sj of support in the form of *'r:;nt'n
cquipment, drugs, or all of these: and (h) ; ahr.rri
running head or foot line of no more than 40
characters (count letters and spaces) placed at the
foot of the title page and identified.

)

Authorship

All persons designated as authors should qualify
forauthorship. The order of authorship should be 2
Joint decision of the co-authors. Each author
should have participated sufficiently in the work
to take public responsibility for the content.

Authorship credit should be based only on
substantial contributions to (a) conception and
design, or analysis and interpretation of data; and
to (b) drafting the article or revising it critically for
important intellectual content; and (c) on final
approval of the version to be published.
Conditions (a), (b), and (c) must all be met.
Participation solely in the acquisition of funding
or the collection of data does not justify
authorship. General supervision of the research
group is also not sufficient for authorship. Any
part of an article critical to its main conclusions
must be the responsibility of at least one author.

A paper with corporate (collective) authorship
must specify the key persons responsible for the
article; other contributing to the work should be
recognized separately (see Acknowledgments).

Editors may require authors to justify the
assignment of authorship.

Abstract and Key Words

The second page should carry an abstract (of no
more than 150 words for unstructured abstracts or
250 words for structured abstracts). The abstract
should state the purposes of the study or the
investigations, basic procedures (selection of
study subjects or laboratory animals;
observational and analytical mctl'!udsl “main
findings (give 5pcci|‘tc_dala and their -.ala_ual_ical
significance, if possible and the principal
conclusions. Lmphasize new and important
aspccl-zul'lhcslmlynl'nbwn'almn.
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: m a5 such, 3
Bekow the bstrct v L ;n:;'it:;::r}wm assis!
" T
w 10 Ll'."'\ wiords of short phe ar'il.'lc H"d may h'l'.'

indexers in Cross indexng 1

sbisshed with the abstract ist of Index
rr::d:.al subject headings (MESH) I.m.”lul yel
Medicus, f suitable A1 SH term are R

' sent
availsble for recently introduced terms, pre

1erms may be used

se terms from the

Text

of observational and experimental

P ssarily divided into

artiches 15 usually but not nece ) .
sections with the headings Introduction, Methods,

Results. and Discussion. Long articles may ncc‘d
wubheadings within some sections 10 cla‘rify Ih.i.‘,ll'
comtesil, ::;'\CCIEU} the Results and Discussion
cections Other types of articles such as case
reports. reviews, and editorials are likely to _nccd
sther formats. Authors should consult individual
joumnals for further guidance.

Introdection

Stste the purpose of the anticle. Summarize the
rational for the study or observation. Give only
srictly pertinent references and do not review the
subject extensively, Do not include data or
contlusions from the work being reported.

Methods

Describe your selection of the observational or
experimental subjects (patients or laboratory
a.'nrf'al\. including comtrols) clearly., Identify the
methods, apparatus (manufacturer’s name and
address in  parentheses), "
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Statistics

Describe statistical methods with enough detaj ¢,
enable a knowledgeable reader with access to e
original data to verify the reported results. Whey
possible, quantify findings and presents them with
appropriate indicators of measurement error or
uncertainty (such as confidence intervals). Avoid
sole reliance on statistical hypothesis testing, such
as the use of P values, which fails to convey
important quantitative information. Discuss
eligibility of experimental subjects. Give details
about randomization. Describe the methods for
and success of any finding of observations. Report
treatment complications. Give numbers of
observation. Report losses to observation (such as
dropouts from a clinical trial). References for
study design and statistical methods should be
mentioned to standard works (with pages stated)
when possible rather than to papers in which the
designs or methods were originally reported
sﬂﬂfify any general use of computer programs
used.,

Put general descriptions of methods in ¥
Methods section. When data are summarized
the Results section specify the statistical methods
used to analyze them. Restrict tables and figures®
those needed to explain the argument of the pape!
and 1o assess its support. Use graphs 8 *
alternative 1o tables with many entries: 40 ot
duplicate data in graphs and tables, Avoid no
technical uses of technical terms in statistics:
a5 “random™  (which implies a randomizing
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ahhrcvmlinnsm,d most symbols.
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Results

Present you results in logical sequence in the text
ables, and illustrations. Do not repeat in the text

all the data in the tables or illustrations; emphasize

or summarize only important observation
Discussion

Emphasize the new and important aspects of the
study and the conclusions that follow from them.
Do not repeat in detail data or other material given
in the Introduction or the Results section. Include
in the Discussion section the implications of the
findings and their limitations, including
implications for future research. Relate the
observations to other relevant studies. Link the
conclusions with the goals of the study but avoid
unqualified statements and conclusions not
completely supported by your data. Avoid
claiming priority and alluding to work that has not
been completed. State new hypotheses when
warranted, but clearly label them as such.
Recommendations, when appropriate, may be

included.
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