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BACKGROUND

Following the recommendation of the Pakistani Inter-Ministerial Health and Population Forum in
September 2018, Pakistan became the first country in the world to align its UHC Benefit Package with
the DCP3 recommended high impact interventions.® All provinces and federating areas have also
developed their own EPHS documents considering local context and needs. The District package
includes interventions selected for the community, Primary Health Care (PHC) and First Level Hospital
(FLH). The District EPHS for immediate implementation constitutes of 88-103 interventions to be
delivered at community, PHC facility (BHUs, RHCs, GP clinics) and First level Health facilities (District
level hospitals including THQ, DHQ, private hospitals). By category, 48% of the interventions are in
RMNCAH, 15% in NCDs, 13% in Infectious Diseases and 24% in Health services.

This is critical to sensitize and trickle down the concept of UHC framework and accordingly Essential
Package of Health Services (EPHS) to the district level. Further the District Health Management Teams
(DHMT) need capacity development to integrate the UHC framework in the district annual health
planning exercise and follow up/ monitoring activities.

The DHMT is an administrative body for all health-related matter in the district. The purpose of DHMT
is as follows:
a. Develop a team approach to identify and address the existing health related problems of district

b. Share and exchange views, ideas and experiences for reaching consensus-based decision as
far as possible

¢c. Reduce the workload of Executive District Officer-health / DHO by delegating responsibilities
among team members or sub-committees thereby improving technical efficiency

d. Optimize utilization of human resources deployed within district offices and other health and
population welfare facilities; and

e. Improve cooperation and collaboration among the communities, within line departments, NGOs
and health and population related sectors in the service delivery systems

The most important functions of the DHMT lie in the management area include the preparation of annual
district plan integrating all strategic priorities of the government and district needs and jointly monitor
the implementation according to well defined management areas. Such district plans should minimally
include the following topics:

a. Policy review, more specifically:

A Review development needs and plans in the district in line with UHC framework and
provincial EPHS document

b. Situation analysis a,mirespgcidalymds assessment

A Quick health situation analysis in the district and assessment of the functioning and
performance of facilities;

A Review the integrity and functions of the management and support systems of health

A Use the information collected during assessment to fill in the gaps and for planning and
designing interventions

A Review and reassess priority problems and interventions
c. Planning, more specifically:

A Prepare and review annual district health plans in consultation with key stakeholders
based on reliable and accurate information

d. Strengthen health management systems to support:

1 Reference to UHC Benefit Package of Pakistan



Implementation of priority service packages based on district plans and in accordance
with provincial EPHS guidelines;

Partnership with all health service provider in other sectors to enhance, coordination
and collaboration at all levels;

Developing mechanisms to improve communication and liaison between all partners
and stakeholders including communities

Strengthening information systems of health to ensure improved quality of data and
effective use of information for planning and making appropriate interventions;

e. Ensure continued quality of service delivery through:

A

A
A

Accreditation of health facilities based on minimum standards for quality of services at
all levels

Regular monitoring and annual review of status of facilities for reaccreditations

Developing and implementing accountability mechanisms and incentives (both
monetary and non-monetary) for facilities and workers meeting/exceeding the
standards

Monitoring performance of different sectors in district on a periodic basis and taking
corrective action where required;

Ensure proper management and the availability on regular basis of resources within
the scope of the budgets. This includes personnel and supplies;

Identifying human recourses development needs in the district and making staff
development plans for all cadres of health and population welfare staff.

Establishing Tehsil and union council level committees comprising of service providers,
local elected representatives and other community influential to develop mechanism of
local monitoring and supervision and to enhance community participation in health and
population welfare activities

To produce effective district health plan (also considering the new realities of district
governments), the DHMTs needs to be sensitized on the new development in health sector
and activated to develop, implement and monitor district health action plans.

THE DISTRICT ANNUAL HEALTH PLANNING PROCESS

The development of contextualized district annual health plans tools based on the localized
EPHS of the province is anticipated to be developed, implemented and monitored through
following steps:

1. Sensitization of DHMT on UHC framework and provincial EPHS priorities

2. Development of district annual health plan using planning tools and through a consultative
process with the respective provincial and DHMTs, while ensuring linkages with
programmatic reforms in the provinces and health information systems including DHIS,
program specific MIS, IDSR etc.

3. Develop a mechanism of regular review of the implementation / follow up activities by the

DHMTs



This Manual provides a step-by-step guide to district health planning and recommends that

District Health Management Team patrticipate in a 3-day Planning Workshop to acquire an

in-depth understanding of the process of District Health Planning. It is important that the Health

Managers see District Health Planning in the context of the iterative process of Health System

Review that gives the Situation Analysis, development of a District Health Plan, Plan

| mpl ementati on, and its Monitoring and Evaluati
academic nature. It is through this approach that the process of planning can become
institutionalized in the districts and, at the same time bring about an improvement in health

services.

The approach to District Health Planning followed in this Manual is meant to be aligned with
planning at the provincial or national level. It is recommended that the preparation of the district
health plan should be aligned with the Budget Cycle, so that the plans are adequately
budgeted and have a realistic possibility of being implemented.

PRE-WORKSHOP PREP ARATION

Prior to the conduction of the planning workshop, it is important that all key data that is
essential for district health planning is acquired. Following key data / information is suggested
to be acquired prior to district health planning workshop

1. Situation Analysis / Key indicator template

2. Human Resource situation within the district. Status of filled positions against
sanctioned

Laboratory and Diagnostic Services status across PHC and First level health facilities
Activity template

5. District HealthBudget templatei Allocationand Expenditures

W



DAY WISE SESSIONPLAN

Tools / Material

Session 1: Planning the Planning (Planning Cycle) Presentation

Session 2: Review of Policy Guidelines
- Provincial Health Policy

- UHC Framework (intro to framework and then Index) Presentation

- Provincial EPHS document

Session 3: Explanation and gaps identification for EPHS Presentationintervention
implementation Matrix Template

Tools / Material

PresentationSituation
Analysis Template

Session 4: District Situation Analysis

HR status template
Medicines list

Session 5: Review of available Resources Equipment list
Summary Budget
template

PresentatiorDHP

Session 6: Setting Plan objectives, outputs and activities
Template

Tools / Material

. . PresentationDHP
Session 7: Preparing the DHP targets and budget
Template
_ _ L _ PresentationM&E
Session 8: Planning for Monitoring & Evaluation
template

Session 9: Adjusting Management & Organization system Presentation



DAY 1
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Government of Pakistan
Ministry of National Health Services,
Regulations & Coordination

PLANNING THE PLANNING
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&
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Objectives

At the end of theession, each participant should understand

A why is it important to plan thglanning?

A the objective of District HealtRlanning

A each step of the planning cycle

A the rationale of the team approaciDistrict Health Planning
A the role of DHMT in District Health Planning

Materials
Presentation District Health Planning Manual

Tasks

Participants to distribute in four groups (district wiaell preparea summary of how are they
going to plan for their Adistrict health pla

Products

Summary of the plan for district health planning



PRESENTATION

What is District Health Planning?

District Health Planning is the
identification and elaboration - within
existing resources - of means and methods
for providing in the future, effective health
care relevant to identified health needs for
a defined population of a district.

The Planning Cycle

Plan 2+ Monitoring and
Implementation ! Evaluation

1

11. Planning for
Monitoring and

1. Planning the
Planning

Y
2. Review of Policy
Plan of Operations Guidelines

9. Preparing the | 3. Situation Analysis |
budget

8. Adjusting the M & O 4. Review of Resource
systems Availability

K J

5. Development of
interventions

=>

7. Determine resource
requiremen

S
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Session 1: Planning the Planning

It is imperative that the prerequisites for the planning activity are in place and the
issues relating to it resolved. Before planning can start the planners need to

1. Establish the Identity and Position of the Planning Body; i.e. the District
Health Management Team (DHMT)

2. Determine Specific Terms of the Plan
What has to be planned?

What are the specific objectives of the Plan?
What is the specific purpose of Planning?

SN NN

Who is the target group?
v" For what period of time is the plan?

3. Identify Resources available for, Timing, Tasks and Responsibilities of, the
Planning Exercise

4. Assign Specific Tasks and Responsibilities to each member of the DHMT /
Planning body

5. Evaluating the Planning Process and the Prepared Plan

1. Establish the Identity and Position of the Planning Body;
i.e. the District Health Management Team (DHMT)

> The DHMT is an administrative body for all health matters in a district. It
is constituted by the EDO Health /DHO, who is the ex-officio chairman
of the DHMT.

> In consultation with other district managers, the DHO nominates other
members of the DHMT. So as to ensure a systemic approach to health
care, i.e. one that takes the environmental ecology and situation into
account, a multi-disciplinary management team should be established
by the Local Government.

> The financial and administrative powers of the DHO have been assigned
to the DHMT, to make decision making participatory.

> An important function of the DHMT is to develop district health plans.
For the preparation of a district health plan, the planning body might
include:




1. Establish the Identity and Position of the Planning Body;
i.e. the District Health Management Team (DHMT)

> The DHMT has a ‘core’ and ‘extended’ team. The core component
comprises members working within the District Health Office, while the
extended component includes all other members of the DHMT.

> For the preparation of a district health plan, the DHMT might include:
> District Health Officer / Executive District Officer, Health - Chairperson

Medical Superintendent DHQ/ Civil Hospital

In-charge District Health Development Center

Assistant/Deputy District Health Officers (all tehsils/talukas)

District Coordinator, NP for FP & PHC

District Coordinator HMIS

In-charge MCH/RH Services

District Population Welfare Officer

Representatives of Town/Municipal Committee

Representative(s) of NGOs

Representative(s) of District Medical Association

Elected Representative(s) of the community

Respectable(s) of the community

YV VV VYV Y Y Y V V VYV

2. Determine Specific Terms of the Plan

> What has to be planned?

Within the broad categories of comprehensive program and project planning, we
need to know the specific subject of the plan, e.g. adapting the provincial (macro)
plan to the district situation.

> What are the specific objectives of the Plan?

For example, is it the reduction of preschool child mortality by a given percentage,
or, more generally, provision of health services to minimally 80% of the district
population or to implement the District EPHS, or to improve the health care delivery
service in response to community needs?

> Who is the target group?

We need to identify who specifically are we planning for? Is it the total
population, women and children, etc.

> For what period of time is the plan?

Is it a short-term project we are planning, or implementation of a 3-year
rolling plan?




2. Determine Specific Terms of the Plan

> What is the specific purpose of Planning?

v’ District Health Plans may be required as part of government
policy or because donor requirements stipulated a plan to have
been prepared before funds for an identified program or project
can be released.

v Considering that the main job of the ‘implementer’ is managing
the system, the district plan further serves as the basis for
developing the management system.

v' The plan also should form the basis for the evaluator — be it the
community, the implementers, the donor agency or the
government. A plan will greatly facilitate evaluation of health
services.

3. Ildentify Resources available for, Timing, Tasks and Responsibilities of,

the Planning Exercise

Being overall responsible for the plan, the team leader and the
planning team should determine the planning mode, that is,
whether to carry out a planning workshop, or as an ongoing
process stretching over a longer period of time. In addition,
identification and reservation of secretarial services,
availability of all equipment, relevant data, and information

that are required for planning need be made available

11



4. Assign Specific Tasks and Responsibilities to each member of the DHMT
/ Planning body

To optimize the planning process, it is advisable to assign specific tasks
and responsibilities to each member of the planning team. Assignment of
tasks may be according to the various functions of the Health System in
the course of preparing of the Situation Analysis, as well as according to
the planning steps. Specific responsibilities may be as follows:

Chairperson

> Selection and assembly of the planning team who will develop and
implement the DHP;

> Requesting all planning team members once identified, to start a
System Review specific to their sphere of representation or specific
area of expertise. Such directive should be given well in time before the
formal planning process;

> Looking for and justifying the financial resources to produce the plan.

4. Assign Specific Tasks and Responsibilities to each member of the DHMT
/ Planning body

Coordinator/ Secretary

> Informing each individual member of the team well in advance to allow
him/her to obtain release from regular responsibilities;

> Ensuring ToR for each member of the team, tentative timetables, and
deadlines for tasks to be undertaken. If a combination of individuals,
that is, a group shall be required to produce an output, such must be
stated in their ToR;

> Informing managers and decision-makers well in advance of the
exercise. They indeed might well be asked to start and/or close the
sessions;

> Enable that adequate secretarial services are well in place;

> Ensuring that all the required background documents and information is
available by the time the planning exercise starts.

12



4. Assign Specific Tasks and Responsibilities to each member of the DHMT
/ Planning body

“Core” Members of DHMT shall be responsible for all

inputs such as:

> ldentifying policy guidelines as stipulated in the provincial

health policy;

> Carrying out a Systems Analysis of health care delivery;

> Formulating (or identifying) the minimum service package

and resources required (if not already done):

> Determining and ensuring quality and quantity of services in

the district in conformity with established standards

4. Assign Specific Tasks and Responsibilities to each member of the DHMT
/ Planning body

Community Representatives are charged with:

>
>

Providing the ethnographic profile of the different communities in the district;

ldentifying and presenting objectives and sub-objectives, health needs and
target groups of communities in the district;

Suggesting possible health interventions acceptable to the communities;

Advising the team on best strategies to implement identified programs or
interventions, advising on enabling and limiting factors to be expected in the
concerned communities;

Providing estimates on the resources and contributions to be expected from the
communities; and after the plan is completed, interpreting the plan to the

community at large.

The community members can be grouped as:
v' Elected representatives of the community,

v Respected members of the community, such as school teachers, Imams of mosques,
philanthropists etc.;

v' Community-based health care providers (Traditional Birth Attendants, trained traditional healers),
etc.

13



4. Assign Specific Tasks and Responsibilities to each member of the DHMT
/ Planning body

Representatives from the other Departments of the District
Government:

> Planning Office, Agriculture, Social Welfare, Education Departments
etc., shall inform the planners on the micro- and macro-policies of the
respective sectors which may have influence on the district health plan;

> Provide related data and gaps in health related aspects, such as food
production, water and sanitation, female education etc.;

> They shall also provide inter-sectoral co-ordination and sensitize other
sectors on health related activities;

> Liaise with higher authorities on decisions likely to affect the
implementation of the plan, that is, financial, personnel and support
systems that depend on the local government administration;

> In addition they shall advise and participate in the scheduling of health
and health related activities in the district

4. Assign Specific Tasks and Responsibilities to each member of the DHMT
/ Planning body

Representatives of NGOs should offer their suggestions with respect
fo:

> How ‘specific programs’ may be better integrated with and coordinated
within the district’s health plan;

> Stating, as much as possible, their policy and limitations of operation;

» Submitting their plan for the coming year in order to have it
synchronized with, the district plan. This will prevent duplication of
programs or gaps in the health service delivery system:;

> l|dentifying areas in which they can collaborate with the government
services, such as in capacity building, contracting out services for
specific tasks etc.; and

> Like all other partners in the community development effort, providing
health data and information from their catchment areas

14



1
5. Evaluating the Planning Process and the Prepared Plan

Any activity drawing on public funds and their products needs
to be evaluated. The process of planning, needs to be
monitored and the product, that is the plan, evaluated. The
objectives of such process are to determine:

> To what extent the new plan fits the needs;

> Whether the interventions planned are indeed feasible,
effective, efficient and are targeted at vulnerable groups;

> Whether the planning itself achieved its objectives, namely
development of the plan, within earlier set limits of time and
resources

THANK YOU

15



GROUP WORK

PARTICIPANTS TO DISTRIBUTE IN FOUR
GROUPS (DISTRICT WISE)

AND
PREPARE A SUMMARY OF HOW ARE THEY

GOING TO PLAN FOR THEIR “DISTRICT
HEALTH PLANNING”

16
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Review of Policy Guidelines
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Objectives

At the end of the session, each participant should kaxefully reviewed central policy
guidelines (such as provincial health policy, UHC framework, Provincial EPHS document)
governing the development of the implementation plan in terms of:

A What programs are to be provided;
A What, if any, new or novel means of implementing these programs are used; and
A What specific constraints, rules, and regulations have to be followed in this process

Materials

Presentation Provincial Health Policy / Strategy, Provincial EPHIstrict Health Planning
Manual

Tasks

Participants to distribute in four groups (district wisell prepare a summary tifie key
elements of the provincial health policy / strategy, UHC framework and provincial EPHS
document

Products

Summary of thé&ey policy documents

17



PRESENTATION

Review of Policy Guidelines

The purpose of such review is to ensure that the district plan is in line with
the provincial policy guidelines, and that the latter are being translated into
appropriate actions.
> Review Provincial Guidelines
Carefully review central policy guidelines (such as provincial health policy /
Strategy, UHC framework, Provincial EPHS document) governing the
development of the implementation plan in terms of:
v" What programs are to be provided;
v" What, if any, new or novel means of implementing these programs are used;
and
v What specific constraints, rules, and regulations have to be followed in this
process

> Review Provincial Programs

For which of the priority programs, have the provincial governments
earmarked block allocations and what is the time-frame of resources
available for implementation of the plan in terms of developmental and
operational activities (e.g. National Health Support Program).

Pa
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1. Health Sector Srategy Sndh (2012-2020)

Seven Srategic outcomes of health sector strategy

1. Srengthen digtrict health systems with special emphasis on under developed districts and
urban Primary Health Care (PHO
la: Srengthen district health systems starting with most under-developed districts of
Sndh
1b: Implement an urban PHC system built on public private partnerships and addressing
contextual needs of low income urban population
2. Sreamline human resource production, retention and capacity to support priority health
needs
3. Fecial areas of focus; Polio, under nutrition HIV/ AIDS non-communicable disease etc
4. BEnhance sector-wide access to essential drugs through improvement in quality assurance,
afford ability, supply management and rational prescriptions
5. Regulate the health sector, in particular the extensive private sector towards licensed
practice, standardisation of care, minimal reporting requirements and address medical
negligence
6. To respond to stewardship and governance needs of health sector in the post devolution
context, and also improve efficiency and transparency of existing functions
7. Increase investment in health sector and shift towards innovative financing systems to
reduce Out Of Pocket (OOP) expenditure in the poor

2. Universal Health Coverage Framework

1

‘ Direct costs:

i Reduce proEnrtion
Ecos(;jt? aring Include || of the costs
iandiees other covered

services
\ 4

P
Extend to ent pooled d
non-covered
Services:
=

which services
Population: who is covered? are covered?

X Ensure ALL PEOPLE have accessto NEEDED SERVICES
X HNANCAL PROTECTION linked to paying for care

19



2. Universal Health Coverage Framework

4 Tracer Areas and 16 Tracer Indicators

O 0
o ©

Reproductive, maternal,

newborn and child health tuberculosis

family planning HIV

pregnancy and delivery malaria

immunization water and sanitation

child treatment

Noncommunicable diseases Service capacity and access,

@ cardiovascular disease hospital access &)
diabetes health worker density @
@ cancer essential medicines _7'0' .

tobacco control health security

Q &

2. Universal Health Coverage Framework

CGonsensus on Measuring UHCIndex developed
after years of debate

Reproductive, maternal, newborn, and child

« Family planning (FP)

- Antenatal care, four or more visits (ANC)

« Immunisation (DTP3)

« Child care seeking suspected pneumonia (PNEUMONIA)

—{ RMNCH = (FP-ANC- DTP3 - PNEUMONIA)"4 ;—

Infectious disease control 5 .1 SH. TN
- Tuberculosis effective treatment (TB) !nfectrous_= (.AR <iE WA H )
if high malaria risk

« HIV antiretroviral treatment (ART) — . —
- Insecticide-treated bednets (ITN) Infectlo.uj . (AR'I; -8 '_VZASH)'B
« At least basic sanitation (WASH) if low malariaris|

UHC service coverage index =
(RMNCH -Infectious -NCD - Capacity) "

Non-communicable diseases

= Non-raised blood pressure (BP)*

« Mean fasting plasma glucose (FPG)T
« Cervical cancer screening®

« Non-use of tobacco (Tobacco)§

—{ NCD = (BP- FPG - Tobacco)*? }—

Hogan DR Sevens GA, Hosseinpoor
AR Boerma T. Monitoring universal

Service capacity and access

- Hospital bed density (Hospital)||
= Health worker density (HWD)¥
» Access to essential medicines®

« IHR core capacity index (IHR)

—4 Capacity = (Hospital -HWD -IHR)"?

}_

health coverage within the Sustainable
Development Goals: development and
baseline data for an index of essential
health services. Lancet Glob Health.
2018 Feb;6(2):e152-e168.

Figure 1: Calculation of universal health coverage service coverage index on the basis of national levels of coverage

20



2. Universal Health Coverage Framework
Qurrent (2020) UHCIndex iIn SNDH EPHSDlstrlcts

2. Universal Health Coverage Framework

Year wise UHCIndex

District 2015 | 2016 | 2017 | 2018 | 2019 | 2020

Larkana 37.05 | 4012 | 4126 | 4217 | 4453 | 5116
Hyderabad 4096 | 4451 | 47.20 | 4854 | 50.33 | 56.46
Malir (Karachi) 4307 | 4592 | 4847 | 4953 | 50.89 | 4587
Shaheed Benazir Abad 3524 | 3826 | 39.45 | 4032 | 4163 | 47.43
Khairpur 3365 | 3642 | 3801 | 3884 | 4030 | 4514
Sanghar 3401 | 3690 | 3812 | 3896 | 40.44 | 4063
Tharparkar 2009 | 2193 | 2261 | 2311 | 2488 | 28.09
Jamshoro 30.68 | 4261 | 4361 | 4439 | 4568 | 4561
Provincial 37.64 | 40.65 | 43.90 | 45.03 | 46.76 | 48.61

Target: 80%t+ by 2030

UHC Indicators Larkana Malir SBenazirabad  Khairpur Tharparkar Jamshoro Sindh
1. Family Planning demand satisfied with 52.60 62 30 60.90 44.90 49.70 49 80 13.10 41.90 50.2
modern methods (%)
2. Antenatal care -4+ visits 44.70 67.40 64.20 35.10 44.90 21.60 19.30 26.00 54.1
3.  Child immunization (Penta 3) (%) 72.40 77.00 71.00 73.70 84.50 63.40 64.60 75.20 73.2
4, Care-seeking behaviour for child 59.90 64.90 66.00 88.90 69.10 79.30 83.90 49.90 85.4
pneumonia (%)
RMNCH Aggregate Score 56.51 67.68 65.42 56.69 60.08 48.22 3321 44.97 64.19
5. Tuberculosis effective treatment (%) 56.40 61.45 31.07 61.47 48.57 50.33 28.11 97.95 43.5
6. HIV treatment (%) 10.45 10.45 10.45 10.45 10.45 10.45 10.45 10.45 10.5
7.  Insecticide-treated nets for malaria NA NA NA NA NA NA NA NA NA
prevention (%) **
8. At least basic sanitation (%) 78.00 90.00 97.60 56.90 51.0 52.30 21.10 70.40 76.0
CD Aggregate Score 35.82 38.66 31.64 33.19 29.75 30.19 18.37 41.61 32.58
9.  Normal blood pressure (%) 69.00 69.00 69.00 69.00 69.00 69.00 69.00 69.00 69.0
10. Normal mean plasma blood sugar (%) 39.00 39.00 39.00 39.00 39.00 39.00 39.00 39.00 39.0
11. Cervical cancer screening among NA NA NA NA NA NA NA NA NA
women 30-49 years (%) **
12. Tobacco non-smoking (%) 59.00 59.00 59.00 59.00 59.00 59.00 59.00 59.00 59.0
NCD Aggregate Score 54.15 54.15 54.15 54.15 54.15 54.15 54.15 54.15 54.15
13. Hospital beds per 10,000 population 85.58 96.41 11.31 50.20 34.22 22.98 15.89 31.95 39.3
against threshold (%)
14. (Physicians*Psychiatrist*Surgeon) 59.27 68.67 81.91 54.86 53.32 47.09 21.77 54.86 61.3
density against threshold (%)
15. Availability of essential medicines in NA NA NA NA NA NA NA NA NA
PHC (%) **
16. International Health Regulations core 48.10 55.72 66.46 44,52 43.27 38.21 17.67 44.52 49.8
capacity index (%)
SAC Aggregate Score 62.49 71.72 39.49 49.68 42.90 34.58 18.28 42.73 49.32
UHC Index 51.16 56.46 45.87 47.43 45.14 40.63 28.09 45.61 48.61
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2. Universal Health Coverage Framework

Challengesin Measuring UHCIndex at

National & Provincial level

Three indicators not reported at global, national and provincial level:
A Insecticide treated bed nets for malaria prevention (%)
A Cervical cancer screening (30-49 years) (%)
A Availability of essential medicinesin PHC (%)

Why not measured in Pakistan?
A Bed nets intervention only in 72 districts (comparability issue)
A No formal cervical screening and vaccination (new intervention)
A No formal mechanism of measuring availability of essential medicines
(consensus on list and methodology)

Better to use global approach at national and provincial level (consensus)

2. Universal Health Coverage Framework

Challenges for Measuring UHCIndex at
District level

A Sakeholders mostly do not have full understanding on the UHCand UHCindex

A UHClIndex is a composite indicator and its disaggregation by income quintile
and gender would be very difficult (no need to waste efforts)

A Source of datais mainly surveys but national/ provincial vs provincial/ district
results vary significantly (definition, sampling and measuring issues e.g.
modern methods for family planning)

A Someindicators are only measured at national level (e.g. IHRindex)X what
value should be used at district level (proxy indicator - IDSRstatus?) or apply
weightage of national value by district?

A How to link district planning with performance in different cluster values?
A What about interventions beyond 16 proxy indicators?
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3. Provincial Essential Package of Health Services

ESSENTIAL PACKAGE OF
HEALTH SERVICES

WITH LOCALIZED EVIDENCE

UNIVERSAL HEALTH CARE FOR ALL
SINDH

Review of Essential Health Servicesin Sndh based
on DCP3 and Generic EPHS (22-23 April 2021)

A The review was carried out by the DOH Sndh and other key
stakeholders

A Compare the current availability of Essential Health Services
in the province against the DCP3 recommended 218
interventions for Essential UHC (BJHC) and 151 initially
prioritized interventions under the generic BPHSof Pakistan

AResults are based on general consensus among 51
participants

A Sgnificant variation in service provision not only among
districts of Sndh but also expected worse coverage in hard
to reach/ socio-economically poor districts
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Review of Essential Health Servicesin Sndh based
on DCP3 and Generic EPHS (22-23 April 2021)

Considering DCP3
recommended 218 interventions

Patform No of BUHC Not Available | Available | Available | Available
interventions | available 1-25% 26-50% 51-75% >75%
Community 59 /66%\ 14% 14% % -
PHCCentre 68 \_49% / 26% 18% % -
First Level Hospital 58 41% 38% 7% 10% 3%
Tertiary Hospital 20 20% 25% 10% 35% 10%
Population 13 46% 23% 23% 8% -
Comparison by
Platforms Considering Generic BEPHS
recommended 151 interventions
Platform No of BPHS Not Available | Available | Available | Available
interventions | available 1-25% 26-50% 51-75% >75%
Community 28 /18% )\ | 32% 39% 11% -
PHCCentre 43 \16% /|  42% 26% 16% -
First Level Hospital 46 13% 63% 13% 11% -
Tertiary Hospital 22 9% 18% 5% 41% 27%
Population 12 42% 33% 17% 8% -

Review of Essential Health Servicesin Sndh based
on DCP3 and Generic EPHS (22-23 April 2021)

CGonsidering DCP3
recommended 218 interventions

Quster No of BUHC Not Available | Available | Available | Available
interventions| available 1-25% 26-50% 51-75% >75%
RMINCH/ Age 59 29% 41% 20% 10% -
related
Infectious diseases 51 57% 24% 12% 8% -
NCD and Injuries 52 60% 19% 10% 12% -
Services access 56 52% 18% 11% 13% 7%
TOTAL 218 49% 25% 13% 11% 2%
Q)mpa“SOn by Considering Generic BPHS
G usters recommended 151 interventions
Quster No of BPHS Not Available | Available | Available | Available
interventions| available 1-25% 26-50% 51-75% >75%
RMINCH/ Age 53 8% 51% 26% 15% -
related
Infectious diseases 30 23% 43% 20% 13% -
NCD and Injuries 29 28% 34% 17% 21% -
Services access 39 15% 36% 15% 18% 15%
TOTAL 151 18% 41% 20% 17% 4%
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Hndings of Review (Com, PHCand HH)

A Out of the DOP3 recommended community level BUHC interventions, 34%
(20/59) and out of the generic community level BPHS interventions 82%
(23/28) are available partially in Sndh. However, only 7% of community level
BUHC interventions and 11% of generic community BPHS interventions are
available more than 50%

A Out of the DOP3 recommended PHC centre level BUHC interventions, 51%
(35/68) and out of the generic PHC centre level BPHS interventions 84%
(36/43) are available partially in Sndh. However, only 7% of PHC level BUHC
interventions and 16% of generic PHC centre BPHS interventions are available
in more than 50%of facilities;

A Out of the DOP3 recommended AH level BUHC interventions, 59% (34/ 58)
and out of the generic HH level BPHS interventions 87% (40/46) are
available partially in Sndh. However, only 14% of HH level BUHC
interventions and 11%of generic ALH BPHSIinterventions are available in more
than 50%of facilities,

Hndings of Review (TH & Population)

Aout of the DCP3 recommended TH level BUHC
interventions, 80% (16/20) and out of the generic TH level
BPHS interventions 90% (20/22) are available partially in
Sndh. However, only 45% of TH level BUHC interventions
and 68% of generic TH BPHS interventions are available in
more than 50%of facilities;

AOut of the DOP3 recommended Population level BUHC
interventions, 54% (7/13) and out of the generic
population level HPHS interventions 58% (7/12) are
available partially in Sndh. However, only 7% of Population
level BUHC interventions and 8% of generic Population level
BPHSIinterventions are available;




Hndings of Review (by cluster)

A Analysis of cluster-based results indicate that out of 218 DCP3
recommended BUHC services, partially available RMNCH and age-
related cluster interventions are 42/59 (71%, for infectious diseases
cluster 22/51 (43%), for NCD & injuries cluster 21/52 (40%) and for
health services cluster 27/56 (48%). Non-communicable diseases
and infectious diseases clusters appearsto be neglected areas;

A Analysis of cdluster-based results indicate that out of 151
recommended generic BPHS services, partially available RMNCH and
age-related cluster interventions are 49/53 (92%), for infectious
diseases cluster 23/30 (76.6%), for NCD & injuries cluster 21/29
(72%) and for health services cluster 33/39 (85%). Again, Non-
communicable diseases and infectious diseases clusters need more
attention.

ummary

A Qurrent services not sufficient to make significant progress
towards achieving UHC

A Two platforms ¢ community and PHC centre level should have
scaled up servicesthrough an integrated approach

A Where services are included in the package they should be
provided with the appropriate technology and to a high quality

A BPHS should be a live document and should be reviewed regularly

AUHC benefit package should also consider inter-sectoral
interventions, which are mostly cost-effective and have long
lasting impact on the health outcomes
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Sages for development of UHCBenefit Package

Defining the decision and dialogue process and framework
Defining goals and criteria

Scoping

Defining the interventions

Burden of Disease/ Target population/ Costing/ ICER
Assessment / Optimization

Appraisal

Communication and appeal

Implementation

REQEROTE>

A. Governance ¢ Decision & Dialogue process

UHC Seering Committee
(Chair: Minister of Health, Sndh)

UHC Technical Committee (Chair: DGHS

A RMNCHTWG

A CDTWG

A NOD TWG

A Services Access TWG
A Health System TWG
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B. Qriteriato Prioritize Interventions

m 1 Notimportant m2 =3 m4 m5 Very important

C Scoping (same as used in Generic)

Initial selection and Description of interventions at
five platformsthrough a consultative process ¢ 193
interventions

Disaggregation of interventionsinto inputs ¢
workforce, equipment, medicines, diagnostics etc.
Unit costs estimated [government/ market prices]
¢ Haborate Bxcel Sheet ¢ Unit cost of intervention
extended to population coverage
Initial Iteration - 86 Interventions at Community &
PHClevel

- 98 Interventions at Population, Arst
level & Tertiary hospital

28



Optimisation

of
Disease

Optimization of LCSRY ) — Inputs
interventions based on:
Cost Hfectiveness,
DALYs averted,

Targeted population
and Budgetary impact

hlptool

health interventions prioritization lool
m BILL& MELINDA
GATES foundation

833 oo e THE WORLD BANK Potentia

Population urden

Optimisation

DA
averted

Investment cascade

Investment cascade:

Condoms and V{m%ﬂ co’dra[mp es (PHC 4
men

gement ¢
al'\n mn

weliii BeeRts e%;,%.‘,s 4
Investment PRETLG P e

Cascades of o :g*fg“s;szq? ,%"énig?;s;m i
Interventions iz '?ége *c}% N
based on “W *var i :

Tresiment o ealy soge beeas cancer-

L . ‘camrmlmysip nanc 3
Optimization =g w:m:%s‘m - . S—
g ”Wﬁrw*i o G e
by the HI P menm»ca'fmn % m(ﬁe o “R;'B(\ \nﬁvﬁ‘,‘,?@i

-I-OOI ECD reha Percudaneous corenary iniemverkion

Basic managem) .

Placement of External F1X

Bpwer ol sfr(:(on%n Ut segery o othgec s
or

management
Testing SRITARER ﬁﬁs': ik 'ﬁglﬁgg
""ew.mﬁﬂpw’mm g
ign, of inseclicid et\\L_'ls
"ean-‘zrsm'z':fng'%wﬁ i
loniazkd Peeh S LeTRe S |
Iron mg“')({:‘llc aetsld for " preg) (!6
Wit ot o
Expedited treatment rr‘, 3
Childhopd vacinall
Uil Sy gpative care v m s’
Diagnosis of 16 arid.

Integrated ¢ OB % @ ® 0 1 M @
Spendng o cpimaes ivestest cascate

0 200 400 600 800 1000 1200 1400 1600
Spending for optimized investment cascade

29



Assessment & Appraisal

Details of interventions prioritized for the Sndh EPHSare asfollowing:

Number of . L Immediate :
DCP3 High Priority Priority Interventions

Platform Interventions ; through Special
recommended (with split) Inte.rventlpns nitiatives
Interventions (with split)
1. Community level 59 28 21 5
2. PHCcentre level 68 43 37 3

3. FHrst level hospital

District EPHS

4. Tertiary hospital
5. Population level

All Rve Platforms

Assessment & Appraisal

A summary of interventions (immediate priority) of Sndh BEPHSfor the year 2021 are asfollows:
Unit Cost ($)/
Immediate Priority person/ year

G EUEl ] Interventions (indusive of health AR (ot
system cost)
1. Community level 21 2.91 565,518
2. PHCcentre level 37 4.22 1,836,851
3. FHrst level hospital 36 10.95 510,871

District EPHS 94 18.09 2,913, 240

4. Tertiary hospital 25 7.29 539,236
5. Population level 12 3.36 ++
All five platforms 131 28.66 3,452,476 ++

An addition of 10 interventions through special initiatives will cost USE6.48/
person/ year and will avert additional 279,460 DALYs through District BPHS
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Twelve Categories of EPHSInterventions

RH/Birth Spacing

Neonatal Care

Adolescent Health

Antenatal Care

Delivery Care

Child Care

Postnatal Care

School age Child
Care

Health Services
Access

Health System Interventions

Health Financing

)

o

88848

Capacity
Developmen

tinline with
UHCBP

[ ] o -]
oo
HeH ﬁ @ 23
Supervision Referral Drug supply WASH
System System management services
o
& EiT
Go & i i
Patient safety oo\éfzi?r?gtcix;n Information ﬁ;’;g iﬂgﬁg di
measures mechanism system
Information Technology and Innovations
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Hve Platforms of Healthcare Delivery System

Administrative Level Public Health Facilities Referral

Federal , Provincial &
Large District

Tertiary
Hospital

District Headquarter
Hospital

Rural Health Centre /
Basic Health Unit

Commun Health House - LHWs
1 ty Outreach Workers— CDC, EPI etc.

Private Health Facilities

Tertiary 5
Hospital

Large Hospital
(>100 bedded)

Nursing Home /
Maternity Clinic/ Clinic

SUOI3UIAIRIU| |2AI] uone|ndogd

Community Based Organisations
and Outreach Worker

Universal Heslth Coverage Benefit Package of

SINDH

ESSENTIAL PACKAGE OF
HEALTH SERVICES

WITH LOCALIZED EVIDENCE

Aprd 2021

o
Government of Pakistan

Ministry of National Health Services,
Regulations & Coordination

&

™

w World Health

Organization

unicef &
@ (N N

e o) i
TheGlobal Fund

e Universi
@ «Manitoba\WwORLD BANK

A h:l_yl
= ralns
ukaid

i B
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Securing Human Investmentsto
Foster Transformation (SHIFT | & II)

and UHCReformsin Sndh

Securing Human Investmentsto Foster Transformatior

Alntroduction

0 Development Policy Credit (DPC) Series under WB Gountry Partnership Srategy
(CPS) FY15-20; Results Areas 3 and 4 ¢ Service Delivery and Inclusion

0 SHIFT supports Social Sector and aims at enhancing human capital

0 In Health focus on: Universal Health Coverage (UHC) Policy and progressive
integration of vertical programsin the health sector starting by national
Immunization

0 Borrower: Ministry of Fnance

o Implementing agencies.

Benazr Income Support Program

Ministry of Planning Development and Reform
Ministry of Federal Education and Professional Training
Ministry of National Health Services Regulations and
Goordination
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HIFT Series in Pakistan

ASHIFT - |
o Amounting US$ 500 million DPC

o Prior actionsrelated to health:

A Development of costed Generic Essential Package of Health Services (BPHS
A hift of BPl Programme from development to recurrent budget

0 Generic BPHSendorsed by the Inter-Ministerial Health & Population Gouncil on
22nd October 2020; BPI shifted to recurrent budget in all provinces

0 Amount disbursed by the WBto Ministry of Finance
ASHIFT-1I

0 Amounting US$ 300 million DPC

o Prior actionsrelated to Health (by 31 March 2021)

A Development of all provincial costed Action Plans/ EPHS
A Transfer of development budget of all vertical health programsto recurrent
budget / horizontal integration

Progress on SHIFT-1l in Sndh

A Update on Prior Actions
1. Development of all provincial costed Action Plans/ BPHS

A Sndh isthe first province in Pakistan to draft costed BPHS
A However need endorsement of BPHSfrom the Sndh UHC Seering
Committee:
U Chair: Minister of Health, Sndh
U Members: Secretary Finance; Scretary P&D; Secretary Health and
DGHS

2. Transfer of development budget of all vertical health programmesto
recurrent budget / horizontal integration

A Again, Sndhisthe first province implementing horizontal integration,
with shift of development budget of vertical programsto recurrent
budget

A Department of Finance expected to raise budget of vertical programsto
15-25%+ for FY 2021-22

A Restructuring of DGHSoffice done
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Brief on Sndh BPHS

Process

A Ontheinstruction of Chief Minister of Sndh
A Sndh UHC Technical Committee led by DGHS

A Technical support provided by the DCP3 secretariat /
London School for Hygiene & Tropical Medicine,
World Health Organization, United Nations Children
Fund and Ministry of NHSR&.C

A Consultationsin two workshops with stakeholders
(71+)

A Scientific evidence localized in the context of Sn
province

A Biidence used to prioritise global best practices/
interventionsfor inclusion in the Sndh BPHS

A Costed BPHS Action Plan ready to be presented to
the Sndh UHC Seering Committee for endorsement

Development Budget to Recurrent Budget

Why? What isthe Logic?

A \ertical Programs mostly emerged during 1990Q and later on to access funds from
PSDP and offer an additionality to provincesto tackle high burden challenges

A This created a vertical structures of programs management at federal, provincial
and digtrict level

A With 18" constitutional amendment, more resources provided to provinces
through NFCaward and allocation for vertical programs ended after 2017-18 (other
than international investment in health)

A No need for PG1s (time consuming) as PSDP funds are not available; Need to
revert back to execution by the Department of Health (directorates and specialized
units at the provincial level) and District Health Offices through integrated
approach

A The concept of Horizontal Integration being implemented in Sndh ¢ Lesson
learning opportunity for other provinces

A Additional financing for ex-vertical programs can be ensured through recurrent
budget
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Vertical and Development Approach
before duly 2011

| Po1s |
B Federal | | | | | | National Planning, Policy development,

aé $ Qoordination, M&E, Financing, Resource generation,

% | | | | o Guidelines, International coordination, Procurement,

5 o o g | E Media 2011

. é 1= OE) g % E Devolution
Province J4 g § 5 S §’ Finandial distribution, Logistics management,

= dc__’ 2 @O E 5 Training of trainers, Monitoring, Supervision,

§ . x _5 | 2| £ Management of HRH, Intra-provincial coordination,

£ 2 B £ é 8 Tertiary care, MIS

§= 2 p £

L L E — .

E §- Serwc_:e d_ellvery, Informatlon system _ar_1d
compilation of data, Supervision, Training,
Distribution of logistics, Community engagement,

Health education

Horizontal Integration &
Recurrent Budget Approach

National Planning, Regulations, National coordination, International collaboration,
International health regulations, Research & SDG3 monitoring, Financing (Pay for Results/
Innovations), Inter-sectoral interventions, Population level interventions
| Pay for |
Results

Srategic and Technical work, Intra-provincial coordination, Financing, Procurement &
Logistics management, Training of trainers, Monitoring, MIS Supervision, Management of
HRH, Requlations, Tertiary care, Inter-sectoral interventions, Population level interventions

Recurrent
Budget

’7 District BPHSC 12 Categories: 1.Reproductive health/ birth spacing, 2.Antenatal care, 3.Delivery

care, 4.Post-natal care, 5.New-born care, 6,Nutrition, 7.Child care, 8.School-age child care,
9.Adolescent health, 10.Infectious diseases, 11.NCDs & injuries, 12.Health services access
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Forth-coming National Health upport Program (NHS-

Salient Features
On the pattern of National Immunization Support Project (NISP) ¢ with an emphasison
integrated primary & essential healthcare

Objective: To support Pakistan in improving Universal Health Goverage through
Integrated Primary Health Care, with a focus on RMNCH&N, Infectious and Non-
Communicable Diseases

Could be designed to include response to the pandemic/ QOVID-19 vaccine

Qupport the provinces to achieve some of the prior actions agreed under ecuring
Human Investmentsto Foster TransformationCQ(SHIFT)

Timeline: board approve the NHSPin September 2021
Partners: WB, GH; GAVI, B&MGF UN organizations and others

Forth-coming National Health Qupport Program (NHS

Salient Features X

Predominantly support the DOH through the recurrent budget and health system.
under a DU mechanism (pay for agreed results)

M/o NHSRC role in overall coordination, national procurements, and delivery of
servicesin federal territories

Governance: A national committee convened by the M/o NHSR&Cand constituted at a
minimum by senior health department/ ministry officials (Secretary or delegate), civil
society and development partner representatives

Economic case: A common analytic framework - UHC BP of Pakistan, Fscal Space for
Health and UHCInvestment Case

Potential World Bank IDA US$300M and MDTHgrant) up to total $160M+ over five
years
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Key Outcome ¢ DG 3.8.1

Target: 80%t+ by 2030

Year wise UHC Service Coverage Index

Province/ Area 2015 | 2016 | 2017 | 2018 | 2019 | 2020
Islamabad (ICT) 447 477 489 485 | 513 514
Punjab 406 428 456 473 482 479
Sndh 376 406 439 450 467 469
Azad Jammu & Kashmir (AX) = 39.0 407 436 462 479 480
Khyber Pakhtunkhwa (KP) 362 407 @ 458 473 476 @ 478
Gilgit Baltistan (GB) 358 393 410 426 435 437
Balochistan 271 293 323 335 350 348

National 30.7 421 | 453 463 471 | 471

UHCIndex for 2020 may increase with availability of new surveys and administrative data.

(]
J

UNIVERSAL HEALTH CARE FOR ALL

o — . S -

SINDH
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GROUP WORK

PARTICIPANTS TO DISTRIBUTE IN FOUR
GROUPS (DISTRICT WISE)

AND

PREPARE A SUMMARY OF THE KEY ELEMENTS
OF THE PROVINCIAL HEALTH POLICY [/
STRATEGY, UHC FRAMEWORK AND
PROVINCIAL EPHS DOCUMENT
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DAY 1

(%}

Government of Pakistan
Ministry of National Health Services,
Regulations & Coordination

el

EXPLANATION AND GAPSIDENTIHCATION FOR BEPHS
IMPLEMENTATION

///// 3\
)

< RN
v )/
S /4
7S

Objectives

At the end of the session, each participant should terefully reviewedthe interventions in
the EPHS and have

A Understanding of the interventions at different platforms
A identified the problems solved / needs addressed with the interventions

A identified the limitations / deficiencies in the existing system to implement the

interventions proposed in District EPHS and suggest changes

Materials
PresentationIntervention Matrix(Annexure 6) District Health Planning Manual

Tasks
Participants to distribute in four groups (district wiaedl develop intervention matrix
Products

Filled intervention matrix
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PRESENTATION AND GROUP WORK

Development of Intervention Matrix

Three steps

Step 1 - Participants to use the session tool to identify the problems solved /
needs addressed with the interventions proposed in the District EPHS

EPHS Intervention Problems solved / needs
addressed

Step 2 - Participants identify the problems that remain unsolved / needs not addressed
with the interventions proposed in District EPHS and suggest additional interventions

Step 3 - Participants identify the limitations / deficiencies in the existing system to implement
the interventions proposed in District EPHS and suggest changes

EPHS Intervention limitations / deficiencies in | Suggested changes
the existing system

THANK YOU
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DAY 2

Government of Pakistan
* | Ministry of National Health Services,
# | Regulations & Coordination

ON

STUATION ANALYSS
UNIVERSAL HEALTH (I)VEF\’AGE

unicef&®

Objectives

At the end of the session, each participant should leavet

A the demographic profile of their district
A the situation of Universal Health Coverage in their district
A thestatus of key health indicators in their district

Materials

Presentation District Health Planning ManugaData brought by the team from their district
describing the general health and service situaltaps and distribution of health facilities
in thedistrict

Tasks
Participants taontribute during the course of presentation
Products

Finalised situation analysis / Key indicator templ@enexure 1)
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PRESENTATION

Demography

Malir | SBenazir

Larkana [Hyderabad (Karachi) | Abad Khairpur | Sanghar | Tharparkar | Jamshoro
Total Population | 1,649,964 | 2,365,620 | 2,301,662 | 1,732,857 | 2,612,469 | 2,236,700| 1,843,995 | 1,098,570
Total Area 1,948 km2 | 993 km?2 2,160 km2 | 4,502 km2 | 15,910 km2|10,728km2| 19,637km2 | 11,204km2
Children under 5 232,645 333,552 324,534 244,333 368,358 | 315,375 260,003 154,898
[l e 362992 | 520436 | 506366 | 381,220 | 574743 | 492074 | 405679 | 241,685
reproductive age
Pregnant women | 494,989 709,686 690,498 519,857 783,741 | 671,010 553,199 329,571

Universal Health Coverage Framework

A Direct costs:
iReduce proportion
i cost sharing oftﬁe costs
:and fees covered
Extend to Current pooled funds
non-covered
i
Services:
which services

Population: who is covered? are covered?
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Measuring UHCIndex

4 Tracer Areas and 16 Tracer Indicators

Reproductive, maternal,
newborn and child health

family planning
pregnancy and delivery
immunization

child treatment

Infectious diseases

tuberculosis o
(s

malaria

water and sanitation e

Noncommunicable diseases
cardiovascular disease
diabetes
cancer
tobacco control

6@@@ @@Q@

Service capacity and access

hospital access ('?"y
health worker density @
10 .=

essential medicines
health security

UHCIndex
Year wise UHCIndex

District 2015 | 2016 | 2017 | 2018 | 2019 | 2020
Larkana 37.05 | 4012 | 41.26 | 4217 | 4453 | 51.16
Hyderabad 4096 | 4451 | 4720 | 4854 | 50.33 | 56.46
Malir (Karachi) 4307 | 4592 | 4847 | 4953 | 50.89 | 45.87
Shaheed Benazir Abad 35.24 | 38.26 | 39.45 | 40.32 | 41.63 47.43
Khairpur 3365 | 36.42 | 3801 | 3884 | 4030 | 45.14
Sanghar 3401 | 36.90 | 38.12 | 38.96 | 40.44 | 40.63
Tharparkar 20.09 | 21.93 | 2261 | 23.11 | 24.88 | 28.09
Jamshoro 3068 | 42.61 | 4361 | 4439 | 4568 | 4561
Provincial 37.64 | 40.65 | 4390 | 45.03 | 46.76 | 48.61
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Qurrent UHCIndex Sndh Districts (2020)

UHClndicators Larkana Hyderabad = Malir S.BAbad Khairpur  Sanghar Tharparkar Jamshoro Sndh

Family Planning demand satisfied with| 52.60 62.30 60.90 44.90 49.70 49.80 13.10 41.90 50.2
modern methods (%)
Antenatal care -4+ visits 44.70 67.40 64.20 35.10 44.90 21.60 19.30 26.00 54.1
Child immunization (Penta 3) (%9 72.40 77.00 71.00 73.70 84.50 63.40 64.60 75.20 73.2
Care-seeking  behaviour  for  child| 59.90 64.90 66.00 88.90 69.10 79.30 83.90 49.90 85.4
pneumonia (%)

RVINCH Aggregate Score 56.51 67.68 65.42 56.69 60.08 48.22 34.21 44.97 64.19
Tuberculosis effective treatment (%) 56.40 61.45 31.07 61.47 48.57 50.33 28.11 97.95 435
HIV treatment (%9 10.45 10.45 10.45 10.45 10.45 10.45 10.45 10.45 10.5
Insecticide-treated nets for malaria NA NA NA NA NA NA NA NA NA
prevention (%9 **

At least basic sanitation (%) 78.00 90.00 97.60 56.90 51.90 52.30 21.10 70.40 76.0
CD Aggregate Score 35.82 38.66 31.64 33.19 29.75 30.19 18.37 41.61 32.58
Normal blood pressure (%) 69.00 69.00 69.00 69.00 69.00 69.00 69.00 69.00 69.0
Normal mean plasma blood sugar (%9 39.00 39.00 39.00 39.00 39.00 39.00 39.00 39.00 39.0
Cervical cancer screening among women NA NA NA NA NA NA NA NA NA
30-49 years (%) **

Tobacco non-smoking (%) 59.00 59.00 59.00 59.00 59.00 59.00 59.00 59.00 59.0
NCD Aggregate Score 54.15 54.15 54.15 54.15 54.15 54.15 54.15 54.15 54.15

Hospital beds per 10,000 population| 85.58 96.41 11.31 50.20 34.22 22.98 15.89 31.95 39.3
againgt threshold (%)
(Physicians* Psychiatrist* Qurgeon) density| 59.27 68.67 81.91 54.86 53.32 47.09 21.77 54.86 61.3
against threshold (%9
Availability of essential medicines in PHC| NA NA NA NA NA NA NA NA NA
(0/0) *x
International Health Regulations core| 48.10 55.72 66.46 44.52 43.27 38.21 17.67 44.52 49.8
capacity index (%9

SACAggregate Score 62.49 71.72 39.49 49.68 42.90 34.58 18.28 42.73 49.32
UHCIndex 51.16 56.46 45.87 47.43 45.14 40.63 28.09 45.61 48.61

Child Delivery at Health Facility

826 9% 82% 60% 2% 0% 40% 0%
i- |- i- i- i- i- 3 |
Larkana Hyderabad Malir (Karachi) S. Benazr Abad  Khairpur Sanghar Thar parkar Jamshoro

4
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Delivery assisted by any skilled attendant

94% % =% 2% 42% 96%

| :
larkana  Hyderabad Malir S iﬁ;gz'r Khairpur Sanghar ~ Tharparkar ~ Jamshoro

Percentage of Pre-Mature Births

12.3%

3,50 4.2%
5%

1.9% 2.4% 2.7% 2.7% 2.8%

Larkana  Hyderabad Malir S Benazir  Khairpur Sanghar  Tharparkar  Jamshoro
Abad
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Total Fertility Rate (women age 15-49 years)

4.8
4.1 4.2

4.6

3.60 3.4

3.00 280

Larkana  Hyderabad Malir S Benazir  Khairpur Sanghar  Tharparkar  Jamshoro
Abad

Unmet Need for Family Planning

27.8

23.1
202 192 200 214 201

Larkana  Hyderabad Malir S Benazir  Khairpur Sanghar  Tharparkar  Jamshoro
Abad

%
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ANCVisits (4+)

67.4 64.2

35.1

26
216 193

Larkana  Hyderabad Malir S Benazir  Khairpur Sanghar  Tharparkar  Jamshoro
Abad

Attended at least once by skilled Provider for ANC

58.2
52.4

Larkana Hyderabad Malir S Benazir Khairpur Sanghar Tharparkar Jamshoro
Abad

%
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Child Malnutrition

Under Weight, Sunted, Wasted, Over Weight
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Under Weight below 2 SD m Sunted below 2 D
m Wasted Below 2 D Over Weight Above 2 D

% of children who Received Vitamin A during the last 6 months

87.5

78.8 77.3
68.8

52.5 53.8 53.3

35.6

Larkana Hyderabad Malir S Benazr Khairpur Sanghar Tharparkar Jamshoro
Abad
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% of children with Symptoms of ARI

9.6
8.1

4.4

Larkana Hyderabad Malir S Benazir Khairpur  Sanghar Tharparkar Jamshoro
Abad

Tetanus during pregnancy

56.9

0 29.8

Larkana Hyderabad Malir S Benazir Kharpur Sanghar Tharparkar Jamshoro
Abad
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Care seeking during Fever

80.3

54.1 : 56.9 58.3

% 41.3

Larkana Hyderabad  Malir S Benazr Khairpur  Sanghar Tharparkar Jamshoro
Abad

Communicable Diseases (SNDH)

TBincidence 228.7/ 100,000 population
Multi Drug Resistance cases (incidence rate) 13.78/ 100,000 population

9NDH Trend in TB notified cases

Notified 77,392 80,061 78,705
72,830 .

cases /78,705 51, —
CDR(%) 58.5

Source: NTT 2019,

TR 93
CIT's 2015 2016 2017 2018 2019
“TIMBE!"
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Communicable Diseases (SNDH)

> I

HIV incidence: 6.67 per 100,000 people LET'S STOP
Estimated people living with HIV: 9@!“
74,685

A Registered number of cases: 12,880

A ART coverage: 10.5%

Annual parasiticincidence at 1.69
0 SNDH (2.92)

Malaria . _
0.46 million new P vivax: P, falciparum =84.16
cases
A Hepatitis B prevalence: 106
per 100,000 people

A Hepatitis Cprevalence:
10.9 per 100,000 people

Non-Communicable Diseases (SNDH)

I o .
Je
¥

0.336 million with 5.6 mllllon mental health 0.8 million ischemic heart
Sroke disorders disease cases

9

8.72 million chronic liver 2.02 million diabetics
disease

Ischaemic and Haemonhagic Stroke

52



Health Workforce (SNDH)

Essential Health Workforce Density per 1, OS
1.57 population

0.44
L

Physdansand Nurses, Midwives
Soecialists & LHVs

Total

Teachlgg Institutes Prody_v,:tlon Capacity
3 m Rublic
n

m Private
o™
2l g I g
I o‘—| ©Ln
III I III

Medicine Dentistry Nursng Midwives

650
1415 2585
070

245
245

8

57
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. 2250

LHVs

Fecialized Care Trend 2015-2020

2017
*’4’3;1”””” 527
960 1062
2015 2016 2017 2018 2019
m Anaesthesiology m Cardiology
m Obstetric & Gynaecology Family Medicine

m Forensic Medicine

2050

m Intensve Care Medicine

International Health Regulations (IHR) Capacities

Source: EE2016

— Maximum score

Capacity score
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= Capacities

PREVENT DETECT RESPOND

Maximum score

— Maximum score

25 10

Capacity score

20

15

w

Preparedness
Paints of entry

Emergency respense operations
Linking public health and security authorities
Risk communication

Medical countermeasures & personnel deployment

Chemical events

Radiation emergendies

Maximum SCOre smCapacity score
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Health Hnancing

80% of curative
healthcare
services

2 % of GDP

Spending on Health

Health Public
Care Health

80% of preventive

Limited Resources

Resources Required for DALYsto be averted with BPHS

Ratform Number. of Unit Cost USH

Interventions (person/ year)
2 Gommunity level 19 2.92
E Soecial Initiatives 13 5.15
st PHCCentre level 37 4.40
O | FArst Level Hospital 32 5.66
Tertiary Hospital 22 6.29
Population level 0.79

DALYs averted

[in millions]
6.8
4.8
215
12.1
12
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UNIVERSAL HEALTH CARE FOR ALL

SINDH

Thanks
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DAY 2

Shaping Pakistan's Future Health

Government of Pakistan
Ministry of National Health Services,
Regulations & Coordination ﬁ
_ o . D
N #
&) LIE PR A e

REVIEW OF RESOURCE AVAILABILITY

= (R
\l M
A\ 74

S 7

Objectives
At the end of the session, each participant should have

A identified the HR needs of the district
A identified the equipment and medicine needs of the district
A identify the available finances in the district

Materials

Presentation District Health Planning ManudRata brought by the team from their district

Tasks

Group work to finalise the HRemplate (Annexure 2A & 2B), equipment templgd@nexure
7), medicines templat@nnexure 8and Budget templat@nnexure 9)

Products

FinalisedHR, equipment, medicines and budget templates
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PRESENTATION AND GROUP WORK

Review of Resource Availability

> This is a preliminary orientation process to assist the
planners in developing and selecting intervention strategies
that are within the frame of realism and limits of available
resources.

> Having completed the Situation Analysis, the Planning team
is aware of the gaps in service programs, of shortcomings in
the required infrastructure and of the need for specific
interventions.

> Before the team can plunge into developing interventions, it
is essential that a careful review of all resources available

for improving and changing various system components be
made.

Review of Resource Availability
Ascertain the availability of the following, essential for
implementation of District EPHS
> Manpower or Human Resources, in terms of
> number, cadre, gender and quality of the human resource
> Material or Physical Resources (availability and
functionality)
> infrastructure, transport
» equipment,
> Medicines and contraceptives
> Money or Financial Resources to see

> how the financial resources are allocated, in terms of their
distribution with respect to salary and non-salary, their release and
utilization etc.
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