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Abstract 
 

Background:  NCDs have been included as a target in the Sustainable Development Goal 3. This has lent 

impetus to country planning with consensus that amongst other actions, the response to NCDs must be 

integrated with primary health care.  

The objective of the study was to conduct a rapid assessment of the presence and functioning of 

components necessary to address NCDs at the primary health care level in public facilities of the federal 

capital territory of Islamabad in Pakistan.  

Methods:  stratified random sampling technique was used to divide the Islamabad federal capital 

territory into urban and rural health strata. From a list of 29 public sector primary healthcare facilities in 

Islamabad, as a sampling frame, 14 facilities were randomly selected. The Global Hearts initiative’s 

questionnaire was used for data gathering and was supplemented by a review of documents at the PHC 

facilities. Data were collected in December 2017.  

Results:  overall 43% doctors and 98% of the support staff was present in the facilities on the day of data 

collection. Furthermore, doctors were present in 60% of the CDA run facilities (urban areas) and 33% of 

the ICT run rural facilities. There is a statistically significant association of the availability of doctors with 

the likelihood of investigations being conducted at PHC facilities (X=5.091, df=1, Crammer’s V=0.603, p < 

0.05) but no association between the presence of doctors with availability of medicines and basic 

equipment. 93% and 86% of health workers including doctors and non-doctors reported “not having 

seen” CVD and diabetes management guidelines. 79% doctors, 93% nurses and 86% health workers 

reported no training in CVD management. In only 21% of the facilities, blood sugar testing could be 

performed. Metformin, Sulphonylureas and Insulin were not present at 65%, 79% and 93% of the 

facilities, respectively. Thiazides and Statins were not available in any facility and beta blockers were 

available in 29%. 36% of the facilities had a computer and in all except for one it was not being used. 

Internet was available in only 14% of facilities. In the rural areas, a model of reform in one PHC facility 

was underway and provides a basis for further consolidation. 

Policy insights and Conclusions:  given the situation of PHC facilities, overall reform should be tailored in 

ways that enables integration of NCDs into PHC in addition to broader PHC effectiveness. At a bare 

minimum, NCDs should be included in the monthly reporting mandates of existing PHC facilities and 

evidence based training should be included in ongoing district training programs. The reform model in 

the BHU Gokina in the federal capital territory should be continued and provides a base for integration 

of NCDs into PHC, the impact of which should be experimentally assessed. Other NCD service delivery 

models with potential participation of private sector should be explored. Provincially-representative 

readiness surveys should be conducted in all provinces, given current post-decentralization differences 

in management and governance in Pakistan’s health system.   
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Key recommendations  
 
 

1. Public sector PHC infrastructure is a potential asset, the strength of which can be tapped with 
the right reform approaches. Rather than segregating reform/restructuring, overall reform 
should be tailored in ways that enables integration of NCDs into PHC in addition to broader PHC 
effectiveness.  
 

2. At a bare minimum, NCDs should be included in the monthly reporting mandates of existing PHC 
facilities and evidence-based training should be included in ongoing district training programs.  
 

3. The status of readiness of PHC facilities to integrate NCDs in their mode of functioning may wary 
from province to province given their standalone management under post-18th Amendment 
decentralized governance. Therefore, there is need for provincially-representative readiness 
surveys.  
 

4. Any new survey of NCDs relevant readiness should be conducted with a new methodology 
which makes room for qualitative assessments and with a revised instrument.  
 

5. The reform model in the BHU Gokina in the federal capital territory should be continued and 

provides a base for integration of NCDs into PHC, the impact of which should be experimentally 

assessed. 

 

6. Other NCD service delivery models with potential participation of private sector should be 

explored.  
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The problem and mitigating policy approach  
 

The NCD burden in Pakistan and policy response  
 

Non-communicable diseases (NCDs), principally cardiovascular diseases, diabetes, cancers and chronic 

respiratory diseases are the biggest global killers and the leading cause of preventable morbidity and 

disability. They account for more than 60% of annual estimated deaths globally, 80% of which occur in 

developing countries (Mendis, 2014). NCDs have a serious negative impact on human and economic 

development, particularly in low- and middle-income countries (Bloom et al., 2012). For these reasons 

NCDs have been included as a target in the Sustainable Development Goal 3 (Target 3.4: By 2030, reduce 

by one third premature mortality from non-communicable diseases through prevention and treatment 

and promote mental health and well-being).  

According to the Pakistan Demographic Survey 2007 conducted by the Federal Bureau of Statistics, NCDs 

and injuries were responsible for 52% of crude deaths and 66% age standardized deaths. Cardiovascular 

disease (CVD) accounted 23% of all crude deaths rates and 33% of age standardized deaths, making it 

the leading cause of age-standardized deaths. These estimates were used in the WHO Global Burden of 

Disease (GBD) Study 2010, clearly showing the predominance of NCDs as the foremost killers in the 

country (Figure 1) (Jafar et al., 2013) and (Lopez, Mathers, Ezzati, Jamison, & Murray, 2006).  

 

Figure 1: Global Burden of Disease estimates for Pakistan. Source: Pakistan Lancet Series, 2013 
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The 2013 Pakistan lancet series undertook projections of population level mortality rates within age 

bands for Pakistan from the GBD 2010 estimates to 2025 for the major cause clusters. These estimates 

showed that the total number of yearly deaths for the following category of diseases are estimated to 

rise significantly in 2025 compared to 2010 (CVD: rising from 231,400 to 307,200; cancer deaths rising 

from 102,100 to 153,900 and chronic respiratory diseases (CRD) increasing from 78,200 to 100,700. The 

cumulative number of deaths for these diseases (plus injuries) is estimated to be 3.87 million by 2025 

(Figure 2).  

 

Figure 2: Projected deaths in Pakistan in 2010 and 2025 by age group and cause  

WHO has recommended an overall target which entails 25% reduction in overall mortality rate from 

NCDs (CVDs, cancer, diabetes and CRD).1 For Pakistan, a 20% reduction in NCD mortality relative to 

projected mortality by 2025 translates into 57,240 deaths averted of the 286,200 projected deaths per 

year from NCDs in 2025. In order to achieve this ambitious target, it would be critical to reduce risk 

factors with resulting gains in mortality reduction (Figure 3). The necessary measures include integration 

of NCDs into health systems at the primary health care level. 

                                                           
1 Target established during the 65th World Health Assembly, May 2012 after the 2011 UN high level meeting on 
NCDs 
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Figure 3: Residual projected attributable mortality rates from NCDs in 2025 with modification of risk factors 

(adults aged 30-69) Pakistan Lancet Series 

At the PHC level, effective approaches to reduce the NCD burden include a mix of population-wide and 

individual interventions. These methods include early detection, inexpensive diagnostic technology, 

modification of risk factors and affordable medications for prevention and control of NCDs. Delivery of 

NCD interventions through PHC will also have beneficial effects on the health system, overall. In 

addition, it will help support broader objectives towards Universal Health Coverage (UHC) and access to 

medicines and will also contribute to quality enhancements.   

Pakistan was the first in the developing countries to develop an integrated National Action Plan for the 

Prevention and Control of Non-communicable diseases, (Nishtar et al., 2004) which addressed the four 

diseases through a common risk factors approach as well as injuries and mental health. The plan 

envisaged integration of NCDs with PHC, in particular through Lady Health Workers (LHWs).  

  
 
 
 
 
 
 
 
 
 
 
One of the Lady health workers’ NCD tools as 
part of the National Action Plan for the 
Prevention and Control of Non-Communicable 
Diseases in Pakistan. Developed in 2005 



8 | P a g e  
 

Lady health workers are Pakistan’s field force of grass roots workers, which provide reproductive health 

services door-to-door in rural areas. In 2004, the National Action Plan for the Prevention and Control of 

Non-communicable diseases integrated NCDs into their workplan. Tools were developed to enable 

integration and some trainings were conducted. However, the program was discontinued. Recently, the 

high level of attention accorded to NCDs at the global level, evident in the 2011 High level Political 

Declaration on NCDs (Assembly, 2011), the inclusion of NCDs in the framework of the Sustainable 

Development Goals, and the normative work at WHO (target-setting, Global Action plan on NCDs 

(Organization, 2013), Monitoring framework (Organization, 2014)) has resulted in a policy focus on NCDs 

at the country level—Pakistan is also aligning its policy priories in health accordingly. Therefore, there is 

a renewed and auspicious interest in NCDs, both at the federal and provincial levels. However, the 

mandates for action, subsequent to the 18th Constitutional Amendment of Pakistan differ, with the 

federal level responsible for policymaking revenant to trade, agriculture, commerce and finance (the 

multi-sectoral determinants responsible for NCDs) whereas the provincial level is gearing up to plan for 

the integration of NCDs into Primary Health Care. Within this context, inspiration is being drawn from 

the National Action Plan for the Prevention and Control of Non-communicable diseases. During the 

recently held “WHO Consensus Workshop on Integration of Non-communicable diseases in Primary 

Healthcare” the following information about federal and provincial plans to integrate NCDs in PHC was 

shared:  

 

• Federal government:  a task force on NCDs is being constituted and its Terms of Refence are 

under consideration. A family physician model will be implemented in 10 districts, which are 

being currently identified.  On the tertiary care side, the federal government has launched an 

NCDs relevant National Health Insurance scheme to protect the poor against catastrophic health 

expenditures. 

• Khyber Paktunkhwa: the Khyber Paktunkhwa Heath Sector Strategy 2010-17 includes a 

reference to non-communicable diseases. In addition, their Minimal Health Sector Package 

(MHSP) factors integration of NCDs at the PHC and a donor funded, public-private initiative aims 

to step up advocacy. Draft law for a provincial tobacco control cell (TCC) has been submitted to 

the provincial assembly. An NCDs relevant insurance scheme has been to protect the poor 

against catastrophic health expenditures 

• Sindh: Work has commended from beginning of 2017. A district Action Plan on NCDs has been 

developed, and includes hypertension and diabetes. There is ample supply of medicines, but 

there is human resource shortage.  

• Baluchistan: no NCD initiative reported  

• Punjab: Punjab Health Sector Plan 2018 and Health Sector Strategy 2012-2020 has integrated 

NCDs at the PHC level. In 40 health facilities in 36 districts, NCD screening has commenced and 

an NCD card has been introduced. On the tertiary care side, the Punjab government has also 

launched an insurance scheme to protect the poor against catastrophic health expenditures 

• Gilgit Baltistan: There is an emphasis on tertiary care facilities. According to Secretary Health, 

GB “there is no lack of funding, but lack of expertise is a problem. There is no drug for NCDs in 

the National Essential Drug List of GB; the culture of having salt in tea poses a special issue with 

regard to the CVD burden”. 
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WHO is helping Pakistan’s provincial governments integrate NCDs into PHC structures. An assessment of 

health facility readiness is the first step in this regard. To help exploit synergy with other existing global 

effort, WHO is promoting the use of the WHO Package for Essential Non-communicable disease 

interventions (WHO PEN Package) and the Global Hearts’ technical package, which also includes as 

assessment tool. A WHO technical workshop has recently been conducted in Islamabad with 

representation of government NCD technical leads from all five provinces, where a consensus has been 

achieved to use the Global Heart’s rapid health systems assessment tool to gauge readiness of PHC 

facilities in various provinces.  

Within this context, this study uses the Global Heart’s Rapid health systems assessment tool to gauge 

PHC facilities in the Islamabad federal capital territory region with regard to their readiness to integrate 

NCD prevention and control-related activities in their mandate and frame of functioning.  

NCD integration in PHC: international experiences  
 

It is being increasingly recognized that existing primary healthcare systems, worldwide, offer an 

opportunity to achieve many NCD related goals. Therefore, various models of “integration” are evolving. 

A recent literature review on the subject outlined three models. NCD services integrated into centers 

originally providing HIV care; HIV care integrated into primary health care (PHC) already 

offering NCD services and simultaneous introduction of integrated HIV and NCD services (Duffy et al., 

2017). However, regardless of the model, existing HIV chronic care platforms offer an opportunity to 

jumpstart nascent NCD programs (Rabkin & Nishtar, 2011). This creates a strong imperative for 

operational research. In addition to integration, many attempts are underway to redesign primary 

healthcare in order to tackle the global epidemic of NCDs; innovative service delivery models, a focus on 

patients and communities (Kruk, Nigenda, & Knaul, 2015), and adoption of new technologies for 

communication especially mobile technologies, the internet of medical things and artificial intelligence 

are some of the innovations which are helping to redesign service delivery. 

 

In the developed countries various models of integration are being tested such as the potential for 

coordination of care with primary care physicians and interdisciplinary teams (Provost et al., 2017), 

leveraging inter professional collaboration and drawing on the support of professionals who have not 

traditionally worked in the health sector (Gucciardi, Espin, Morganti, & Dorado, 2016), approaches to 

shifting care from secondary to primary level (Price, Baker, Krause, & Keen, 2014), introduction of new 

professional disciplines, such as a “prevention practitioner” (Manca et al., 2014), launching of new 

disciplines, for example, “behavioral healthcare” (Chwastiak et al., 2017) embedding of CHWs into 

primary care (Price et al., 2014) and integration of existing PHC level NCD prevention and care into 

existing quality outcome frameworks (Chauhan, 2007). There is also greater attention being accorded to 

NCD care of indigenous communities in certain countries (Si et al., 2008). 

 

Many economies in transition and developing countries are also gearing up to integrate NCD prevention 

and control at the PHC level. 
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In Sri Lanka, the Ministry of Health has introduced a service to screen for NCDs through PHC institutions 

under the rubric of the National multisectoral action plan for the prevention and control of NCDs in Sri 

Lanka 2016-2020.  Those with a 10-year CVD risk of more than 30% are referred to the specialized 

medical clinics while the other are followed up (Mallaawarachchi, Wickremasinghe, Somatunga, 

Siriwardena, & Gunawardena, 2016).  

 

In Bangladesh, readiness of PHC facilities to deliver services for acute vascular events (MI and stroke) is 

being assessed (Ahmed, Chowdhury, Khan, Huq, & Naheed, 2017) and the government has declared 

NCDs a priority  

 

In Mexico and South Africa, following the successful and effective integration of CHWs into primary and 

secondary prevention functions in health programs and service delivery, their systematic and 

comprehensive integration for primary and secondary prevention of NCDs is underway (Abrahams-

Gessel, Denman, Gaziano, Levitt, & Puoane, 2016). 

 

In India, amongst other initiatives the National Program for Prevention & Control of 

Cancer, Diabetes, Cardiovascular Diseases and Stroke (NPCDCS) has been launched and a study in 

Madhya Pradesh has been conducted as a starting point to understand facility-level gaps (Pakhare, 

Kumar, Goyal, & Joshi, 2015). In another Indian state, Ballabgarh, empirical evidence shows that 

opportunistic screening is feasible and cost-effective strategy for risk screening. Studies have shown that 

it is possible and feasible to integrate NCD prevention and control at the PHC level in India (Amarchand 

et al., 2015). 

 

In China, the model for community based integration of management of NCDs centers on building a 

general practitioner-led PHC delivery system for China. A number of locally relevant impediments have 

been identified such as shortages of quality generalists, lack of incentives and restrictive basic health 

insurance policies (Xiao, 2015) 

 

Africa has not lagged behind in planning to integrate NCDs management with PHC given that the health 

and demographic transitions leading to the surge of NCDs in Africa are occurring faster than those 

observed in developed countries (Kengne & Mayosi, 2014). New models of integration with the existing 

PHC structure are being explored (Temu, Leonhardt, Carter, & Thiam, 2014). In Uganda, the urgent need 

to improve lower level facilities has been recognized (Katende et al., 2015). In Kinshasa, the role of 

clinical guidelines sensitization and supervision is being emphasized in the context of non-medical 

doctors (Kapongo et al., 2015) and in Tanzania along with many other countries, programs are being 

leveraged for outpatient primary care of hypertension and diabetes (Peck et al., 2014).  

In Malaysia, an evidence driven approach is being adopted to integrate NCDs with PHC and budgets 

have been allocated (Mustapha et al., 2014). Other countries in Asia such as Vietnam are also 

recognizing critical weaknesses of their PHC infrastructure to take on the responsibility of NCDs (Van 

Minh, Do, Bautista, & Tuan Anh, 2014).  
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There are some examples of integration of mental health with NCDs. In Pakistan, the National Action 

Plan on NCDs integrated both mental health and injuries with the NCD framework (Nishtar et al., 2006). 

A similar approach has been undertaken (Diez-Canseco et al., 2014) 

  

Study objective  

The objective of the study was to conduct a rapid assessment of the presence and functioning of 

components necessary to address NCDs at the primary healthcare level in public facilities of federal 

capital territory, Islamabad in Pakistan.   

Methods 

Data source  

This study was undertaken by Heartfile in collaboration with the World Health Organization, Pakistan 

office and the Capital Development Authority of Islamabad Directorate of Health Services. The study was 

funded by World Health Organization, Pakistan.  

Sample size and sampling procedure      

From a list of 29 public sector primary healthcare facilities in Islamabad (both rural and urban areas), as 

a sampling frame, 14 facilities were randomly selected for inclusion in the survey. The sample was 

designed to provide representative results according to facility and managing authority. Stratified 

random sampling technique was used to divide the Islamabad federal capital territory into urban and 

rural health strata (stage 1). Then, using the simple random sample method (stage 2), a sample was 

drawn from each stratum.  

In Islamabad, there are two authorities managing primary healthcare facilities. The Capital Development 

Authority (CDA) Directorate of Health Services runs 11 PHC facilities in the urban areas, of which 5 were 

randomly selected. 18 PHC facilities in the rural areas are run by the District Health Office, Islamabad 

Capital Territory (ICT), of which 9 were randomly selected. In the ICT list, one facility was closed, and 

hence another of the same Union Council was selected. In the CDA list, one of the randomly selected 

facilities was no longer present on the site,2 and another one was selected randomly to complete the 

sample size. 50% of the health facilities were therefore selected from each stratum of urban and rural 

health facilities. All of the primary health care facilities have uniformity with respect to provision of PHC 

services therefore, a 50% sample was generalizable to all. This sample reflects 3% + precision and 95% 

confidence interval.  

                                                           
2 Instead, a commercial plaza has been constructed 
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Figure 4: Location of facilities sampled in the rural (ICT) areas (Red were included) 

Data collection  

Data were collected from December 13th to 22nd, 2017. Three teams, each consisting of a medical doctor 

and one public health professional were simultaneously mobilized for data collection after seeking 

authorization from government agencies to access health facilities. Visits were not announced in 

advance. The commissioning agency (WHO Pakistan) had stipulated the use of a questionnaire, which is 

part of the technical package of the “Global Hearts initiative”. This tool was used for data gathering. The 

Global Hearts Initiative aims to support governments in strengthening the prevention and control of 

CVDs and is a collaborative initiative of the US Government’s Centers for Disease Control and Prevention 

and the World Health Organization. Debriefing sessions with data collectors enabled gathering 

qualitative information from respondents. Data gathering was supplemented by a review of necessary 

documents (forms and checklists) at the PHC facility.   

Data processing and management  

Data in the files were cleaned, edited and coded to obtain meaningful information for addressing the 

research objectives. Data cleaning was performed by calculating frequencies and sorting.  

Statistical analysis  

Data were analyzed using SPSS Version 25 and through both statistical and graphical procedures. The 

first step in statistical analysis involved summarizing data values and examining frequency distributions 

of all values by performing univariate analysis. Bivariate analysis was performed in which associations 

amongst two variables were assessed for selected variables. Cross tabulation with chi-square and 

Crammer’s V was applied to check the association of doctor’s absence from the facility with a range of 
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variables. Multivariate analysis was conducted, and Man Whitney U test was applied to gauge rural-

urban differences/difference between ICT and CDA managed health facilities. To check relationship 

between availability of medicines and patient turn over, Spearman’s Rho Rank Order Correlation was 

performed.  

 

Results and discussion  

 

Background characteristics of the selected health facilities  

 

A total of 14 health facilities surveyed, 5 were in the urban areas and 9 were in rural settings. In the rural 

setting, two were Rural Health Centers (RHCs) whereas 7 were Basic Health Units (BHUs). All the PHC 

facilities in the urban areas were Medical Centers (MC).  

 

Description given on http://health.punjab.gov.pk/PHC 
“Basic Health Unit: The BHU is located at a Union Council and serves a catchment 
population of up to 25,000. Services provided at BHU are promotive, preventive, 
curative and referral. Outreach/community based services are part of package 
provided by the BHU. BHU provides all PHC services along with integral services that 
include basic medical and surgical care, CDD, CDC, ARI, malaria and TB control. MCH 
services are also part of the services package being provided at BHU. BHU provides 
first level referral to patients referred by LHWs. BHU refers patients to higher level 
facilities as and when necessary. The BHU also provides clinical, logistical and 
managerial support to the LHWs. It also serves as a focal point, where community 
and the public-sector health functionaries may come together to resolve issues 
concerning health. (Medical Center is the Equivalent of a Basic Health Unit in the 
urban areas of the Islamabad) 
Rural Health Centre: The RHCs have 10-20 inpatients beds and each serves a 
catchment population of up to 100,000 people. The RHC provides promotive, 
preventive, curative, diagnostics and referral services along with inpatient services. 
The RHC also provides clinical, logistical and managerial support to the BHUs, LHWs, 
MCH Centers, and Dispensaries that fall within its geographical limits. RHC 
also provides medico-legal, basic surgical, dental and ambulance services” 
 

 

There were some differences between the ICT and CDA run facilities. The CDA run areas are in urban 

settings, and therefore geographic access is not a problem. However, the ICT-run facilities in rural areas 

(especially BHUs) are invariably in far flung areas—noticeably far from where population habitation 

exists. In the rural areas in some cases, there are poor roads leading up to the BHUs and no sign boards 

on main roads point in their direction. Residents of adjoining areas are often not aware of the location 

of the BHU.   

 

Low priority accorded to health infrastructure is evidenced by a comparison of one of the Rural Health 

Centers surveyed with a Police Training School, which is right across the road from where the RHC is 

situated; a pipeline is also adjacent to the road. As opposed to the police training school which is 

equipped with infrastructure (e.g. schools for staff children), there are no facilities for the RHC, which 

http://health.punjab.gov.pk/PHC
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additionally has no gas connection from the pipeline which crosses right in front of it to serve the police 

facility.   

 

Additionally, in facilities under the administration of ICT, human resource issues—for example posting of 

doctors—were far more serious and medicine stock outs were more frequently observed (although not 

statistically significant, as explained later, probably due to the small sample size). The physical 

infrastructure of ICT facilities in terms of constructed space was relatively elaborate compared to the 

use it was being put to. There are several rooms even in a BHU but consistently only one room is used 

where the non-doctor sits to run the facility. ICT facilities also include staff residential quarters, which 

are generally inhabited. However, doctors say that “[they] don’t live in the facilities because of poor 

infrastructure”. It should be noted that BHU infrastructure is also used for other purposes; for example, 

we noted that in one BHU a vocational training center has been established.  

 

Furthermore, in terms of differences, CDA facilities have entitlement cards for CDA employees and in 

some cases, have introduced a ten Rupee ‘Parchi system’ to ensure access of those that are non-

entitled. On the other hand, in the ICT run facilities, access is free.  

 

Overall, health facilities in all categories needed critical improvements. Two of the study data collectors 

had also attended the “WHO Consensus Workshop on Integration of Non-communicable diseases in 

Primary Healthcare” on November 2nd, 2017 where provincial representatives had reported back on the 

status of readiness of PHC to take on NCDs. According to the study data collectors, “the situation on 

ground was in stark contrast with what we heard during the workshop”. One of the data collectors, who 

was from Balochistan said “Now that I have visited federal capital facilities, I feel Balochistan is not 

backward. Now, I am not sad that we don’t have anything in Balochistan” 

 

One of the ICT-run BHUs was an outlier as an innovative public private partnership had been established 

with a technology parastatal (Comsats) as a result of which a telemedicine unit and a solar power plant 

had been deployed in the health facility, automation of information systems and online training had 

been enabled and even mental health counseling was being performed. The facility was well-equipped, 

ran 9 am to 5 pm and staff reported that due to the technology-driven quality enhancements (especially 

tele-ultrasound enabled ante-natal care), utilization of the facility had improved in the past. However, 

the fate of the partnership was unclear, and it seemed that the technology enhancements would be 

plugged out soon. It is ironic that the best BHU is in the process of winding up. 

 

There was one dominating theme throughout the facilities regardless of which administrative hierarchy 

they belonged to: the emphasis on polio eradication. Polio branding was visible everywhere and 

awareness both about polio and Tuberculosis was very high. Polio AFP surveillance forms and contact 

persons responsible for surveillance were visible in health facilities. The focus on EPI was also evident. 

As opposed to this, there was little knowledge about NCDs. As one doctor asked, “what exactly does 

NCD stand for?”.  

 

There are serious human resource issues in all the facilities surveyed. “Out of 14 facilities that were 

visited, in 8, the relevant health professional was not in the clinic room when the visit was made—in 7 
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facilities, non-doctors was sitting outside in the sun in the lawn, whereas in one, the non-doctor—a 

female—was sitting inside but was not examining patients”.  

 

In 57% of facilities, a doctor was not seen in the facility, which were being run by non-doctors on the day 

of the data collection visit. In most of the facilities where a doctor was available on the day of the 

survey, the doctor was a female (5 out of 6). One of the facilities had been closed for the last 7 months 

as the lab technician who had been manning the facility for years had died. In order to fill the vacancy, a 

‘doctor’ from a nearby facility has been assigned to temporarily look after the facility. Chowkidar in the 

facility stated that “This person comes to the BHU once a week to ‘clean up the place’ and then leaves, 

but the facility is not running”. It was further elaborated that there have been no fresh appointments for 

years, even to replace someone who has died or retired. Staff is generally rotated amongst PHC facilities 

and when they have to go on leave, they have to arrange their own replacements.   

 

According to administrative orders, the facilities are meant to run from 9am to 5pm. However, these 

timings were observed in only two facilities and in others even the registers did not document cases 

after 2 pm.  

 

Serious issues of quality (especially responsiveness) and accountability were evident and there seemed 

no incentive to improve quality. In many facilities, electricity bills had not been paid and one electricity 

has been cut; water was not available in several facilities. Both these variables could not be assessed, as 

it was not part of the questionnaire. These things were outlined by the enumerators in the debriefing 

sessions. Telephones had been disconnected in 79% of the facilities, as outlined later. Staff did not have 

the flexibility to expend even meager amounts from government allocated funds and were therefore 

spending out of pocket for petty expenses, e.g., to buy a light bulb. In one facility, there was only one 

bedsheet which had gone for washing.  

 

It was evident that there will little responsiveness to improve the ground situation. Only one of the 

facilities had an ambulance but did not have a driver; where there was an ECG machine, there was no 

operator. All the facilities with a functioning glucometer complained that they did not have the 

disposable ‘sticks’ to enable its functionality for the last six months. In the RHC which had the X-ray 

machine, the machine was closed for the last two years after the atomic energy commission branded it 

as a “safety hazard” and no attempt was made to make it functional again. In another RHC, the 

ultrasound machine had gone for repair for the last one year. In another BHU, the solar panels had gone 

for recharge and had not come back for some time. In the emergency room of the RHC, there is no IV-

line, drip or stand. In the supposed labor room there is no delivery table and the oxygen cylinder was 

empty.  

 

As one respondent remarked: “facilities available in 2000 are not available in 2017; facilities have 

degraded with each passing year. Instead of moving forward, we have cut down on many things with 

each passing year”. 
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Human resource availability at PHC facilities 
 

Figure 5 shows the frequency distribution of human resource deployment in Primary health facilities. In 

terms of the total number of staff, the lowest number deployed was 2 and highest was 48.  

 

Specialist doctors were not present in any of the facilities. Generalist doctors were present in 43% of the 

facilities (6 facilities); 5 out of these were women. Furthermore, doctors were present in 60% of the CDA 

run facilities (urban areas) and 33% of the ICT run rural facilities. CHW (LHWs) were registered in (79% of 

the facilities (11 facilities). The number of LHWs ranged from 2-34 in RHCs and 1-23 in BHUs. In none of 

the facilities was a pharmacist posted.  Lab technicians were posted in both the RHCs and none of the 

BHUs. Nurse was present in only 1 BHU whereas a data clerk was present in 6 facilities, including both 

the RHCs. The “Other” category included some technical staff (dispensers, midwives, paramedics, 

nursing assistants, DOT facilitators, vaccinators) in addition to support staff (Sweeper, Peon, Mali 

[Gardener], Naib Qasid [Messenger]. Their number ranged from 6-10 in RHCs and 1-6 in BHUs.  

 

There were two RHCs in the sample. However, their number of staff varied. In one there were 48 staff 

deployed whereas in the other, there were 11, even lower than some of the BHU and MCs.  

We compared the percentage of staff present at the facility in three categories—doctors, Community 

health workers and “other support staff” which included medical and nonmedical staff (Figure 6). The 

reason CHWs were treated separately in this analysis was because they are not supposed to be 

stationed at health facilities and their “absence” from the facility on the day of the survey not 

necessarily represents absenteeism. It is of note that doctors were present only in 43% of the facilities. 

On the other hand, however, 98% of the support staff was present at the facility.   

 

There is a statistically significant association of the availability of doctors with the likelihood of a blood 

sugar test and serum creatinine being performed (X=5.091, df=1, Crammer’s V=0.603, p < 0.05). There 

was however no association between availability of doctor with other medicines, and basic equipment. 

Also, there was no association between the doctor’s availability and the number of patient visit or 

patient counseling. Doctors availability had a strong association with estimated number of patients 

coming to the facility for high blood pressure checks. However, this was not statistically significant (X=4, 

df=2, Crammer’s V=1, p > 0.05).  In the rural facilities, doctors’ absence was more frequent compared to 

urban facilities (doctors were present in 3 facilities out of 5 in urban and 3 out of 9 in rural areas). 

However, this difference was not statistically significant (x=2.363, df=1, Crammer’s V=0.411, p > 0.05). 

Similarly, there was no association of doctor’s availability with the likelihood of record keeping (x=4.128, 

df=2, Crammer’s V=0.563, p > 0.05).  
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Figure 5: Human resource availability at PHC facilities   
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Figure 6: Staff present at PHC facilities 

 

Management guidelines for health workers   
 

93% and 86% of health workers including doctors and non-doctors reported “not having seen” CVD and 

diabetes management guidelines. Where doctors were present, there was a highlighter likelihood of the 

staff having “seen” national guidelines for diabetes. However, association was insignificant (x=3.111, 

df=2, Crammer’s V=.07, p > 0.05) 

 

 

Figure 7: National guidelines for the management of CVD and diabetes  
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Training of health workers  
 

Figure 8 shows the percentage of doctors, nurses and other health workers trained in CVD management. 

None of the above three categories reported regular training. 79% doctors, 93% nurses and 86% 

reported no training in CVD management. There was moderate association of doctor’s presence with 

staff likely to report “yes, one off training”. But the association was not statistically significant (x=1.750, 

df=2, Crammer’s V=0.354, p > 0.05).  

 

 

Figure 8: training of doctors, nurses and other health workers for CVD management  
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Availability of basic equipment for managing CVD 
 

Figure 9 shows availability of basic equipment. Only 50% of the facilities had a glucometer and 

measuring tape and in 21% an ECG machine was available, but operators were not available. 

100% of the glucometers were in order from a hardware point of view (Figure 10) but in all 

cases, there was a stock-out of “glucose-sticks”, which made them non-functional. As already 

mentioned, in one of the RHCs there was an X-ray machine, which had been closed for the last 

years after the Atomic Energy Commission branded it as a “safety hazard” (Figure 11).  

Multivariate analysis showed no difference in the availability of basic equipment between 

urban and rural areas except in the case of measuring tape/height board. Availability was 

higher in urban (mean 7) compared to rural (mean 7.78) areas (U=7.5, Z=-2.277, p < 0.05).   

 

 

Figure 9: availability of devices at the PHC level  
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Figure 10: percentage of devices functional at the PHC level (Note: the glucometer hardware was in running order 

as such but because of lack of glucose-sticks, it was non-functional. Also, ECG machine hardware was in order but 

was not in use as the ECG machine operator had not been posted) 

 

 
Figure 11: X-Ray room in one of the RHCs, labelled as a bio-hazard by the Atomic Energy Commission  
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Frequency of calibration of sphygmomanometers 

The pie chart in Figure 12 shows that in 50% of the facilities, the blood pressure measurement devices 

were never calibrated or checked for accuracy. In 7%, there was no knowledge about the need to 

calibrate/check BP devices. Others calibrated once a year or less.  

 

Figure 12: Frequency of calibration of sphygmomanometers  

In all cases, respondents reported that they sent the non-functioning BP devices (and all other non-

functional devices) to the government store for repairs and not back to the manufacturer. They also 

reported that they had no capacity to repair equipment on their own.  

 

Availability of diagnostics    
 

In only 21% of the facilities, blood sugar testing could be performed and in an even lower number urine 

dipstick test for glucose could be performed. HbA1C, Urine test for microalbuminuria and Urine Ketone 

bodies could not be tested in 100% of the cases even at the referral level. Renal function tests could be 

done in 79% of the cases in referral facilities and serum cholesterol in 14% of the cases only. In one of 

the RHCs where a lab was present, reagents were not being supplied for more than one year; hence 

tests could not be performed.   
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Figure 13: Diagnostics available at PHC facilities and referral sites 

 

Health education at PHC facilities  

 

Figure 14 that in 43% cases, patients and their families were being counselled with regard to CVD risks. 

This is in contrast with the paucity of availability of health education materials. However, a smaller 

number reported counseling for CVD risk assessment (21%) patient counseling for self-management of 

diabetes (36%), and patient education for self-administration of insulin (29%). Figure 14 shows that 

availability of health education materials for smoking was 43%; for other areas it was lower than 30%.  
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Figure 14: Health education at PHC facilties  

 

Figure 15: availability of health education material at PHC facilities 

 

By and large, health professionals valued promotional/educational material. However, there was a 

predominance of polio-related material (Figure 16) and some presence of anti-tobacco and dengue-

related material. Health education materials related to NCDs was largely provided by commercial 

entities (Figure 17).  
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Figure 16: Government provided, polio related health education material  

 

 
Figure 17: NCD related health education material provided by a pharmaceutical company  

Availability of medicines  
 

In 100% of the cases, medicines were purchased directly by the government and given to the facility for 

distribution to patients. Figure 18 shows the status of availability of three anti-diabetic medications, 4 

anti-hypertensives, aspirin and statins at PHC level. Except for statins all others are included the Pakistan 

National Essential Drug List (NEDL); Statins were not initially excluded from the NEDL. Later in a 

supplementary list they were included for secondary and tertiary facilities, but not at the primary 

healthcare level (Figure 19). Metformin, Sulphonylureas and Insulin were not present at 65%, 79% and 
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93% of the facilities, respectively. Thiazides were not present in any health facility despite them being 

the cheapest antihypertensive.  

 

Multivariate analysis showed that there was no significant association of patient turn over with 

availability of medicines. Aspirin was more likely to be available in urban compared with rural facilities: 

rural areas (median 9) differed from availability in urban facilities (median 3.750) (U=5, Z=-2.958, p < 

0.05). Otherwise, there was no rural-vs-urban difference in availability of medicines.   

 

To ascertain the relationship between availability of medicines and patient turn over, Spearman’s Rho 

Rank Order Correlation was performed. Results revealed that there is no significant association between 

patient turn over with availability of medicines.  

 

Staff reported that there is a frequent disconnect between demand lists and actual supply of medicines. 

BHU staff visit DHO office store physically to get medicines as per the demand list, but often don’t get 

the required medicines. In one facility, a demand dated October 2016 was shown which sought 

Amoxicillin and Ciprofloxacin for the facility—and the demand had not been honored, to date. Staff told 

us that free medicines are greatly valued by patients, and that they tend to come to facilities, when 

medicines are available. Because of the low quantity supplied to facilities, health workers usually give 

medicines for 2-4 days to patients; in addition, stock outs are commonplace, towards the middle of the 

month, as is illustrated in Figure 20.   
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Figure 18: Availabiliy of medicines at PHC facilities 

 
Figure 19: National Essential Drug List: main and supplementary   
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Figure 20: Medicine stock out at PHC facilities 

 

Service utilization  
  

Table 1: Number of visits, patients, consultations 

 
Total number of visits 
to the health facility 

for outpatient 
services last month 

Total number of visits 
to the health facility for 

outpatient services 
yesterday 

Average number of 
consultations per day 

Number of registered 
patients for 

hypertension 

Number of registered 
patients for diabetes 

 
Per 

register 
Per 

estimate 
Per 

register 
Per 

estimate 
Per 

register 
Per 

estimate 
Per 

register 
Per 

estimate 
Per 

register 
Per 

estimate 

MC I-8 - 1500 - 70 - 68 - 13 - 13 

MC G-9 626 - 15 - - 21 - 10 - 10 

MC Simli 
Dam 

207 - 7 - - 9 - - - - 

MC I-10 676 - 31 - - 31 - - - - 

MC Bhara 
Kahu 

219 - 9 - - 10 - - - - 

BHU 
Shahdra 

53 - 1 - - 2 - - - - 

BHU 
Chirrah 

330 - 16 - - 15 - - - - 

BHU 
Bhukhar 

- - - - - - - - - - 

BHU Jagiot - 450 8 - - 20 - 3 3 - 

BHU Pind 
Begwal 

460 - 14 - - 21 - - - - 

BHU 
Humak 
Town 

270 - 3 - - - - - - - 

BHU 
Gokina 

200 - - 5 - - - - - - 

RHC Sihala - 1700 - - - 77 - 13 - 38 

RHC Tarlai - 3000 - - - - - - - - 
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Staff was reluctant to show registers, based on which turn over could be ascertained—and in many 

cases, estimations were given. Underutilization was evident in most of the BHUs. This could be 

explained in some cases due to the remote location of the facility. Figure 21 below shows the GIS 

location of one BHU, in relation to the population hub in that respective rural setting. In addition, 

facilities are poorly connected. Multivariate analysis showed no significant relationship between 

doctors’ presence in the facility and distance of facility from a central point in the capital territory 

(r=0.358, p > 0.05, Spearman’s Rho Rank Order Correlation). 36% of the facilities had a computer and in 

all except for one it was not being used. A landline telephone was functional in only 21% of the facilities 

and internet was available in only 14% of facilities.   

 

 
Figure 21: Location of one of the BHUs in relation to population habitation  

 

 

Figure 22: availability of landline telephone, internet and computers at basic health facilities 
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Patient referral 

Since the facilities studied were all within an hour of Islamabad, transport time to the referral facility 

was less than one hour. However, this is not representative of the rest of Pakistan. an ambulance was 

available in only one facility, but a driver was not present. There was a statistically significant difference 

in relation to access to an ambulance in the rural (mean 6.89) vs urban (mean 8.60) areas. Urban 

facilities more likely to provide an ambulance compared to ICT (U=5, Z=-2.535, p <0.05). Other transport 

modalities used for emergency patients are shown in Figure 23. Private vehicles/taxis are the most 

common of all the modalities used.  

 
Figure 23: frequency of transport option use to transfer emergency patients 

 

Information systems  
 

Information was invariably being manually recorded in registers in all the facilities, except for one BHU 

where a public-private collaboration was implemented. Computers were present in 36% of the facilities 

but were not being used.  Staff reported being overburdened with a plethora of reporting instruments. 

One health worker explained that all of the following registers have to be maintained: Patient Record 

Register, Daily Expense Register, Monthly Report, EPI Register, Polio Register, AFP Register, Demand 

Register, Opd Register, Lab Test Register, Tb (Dots) Register, Stock Register, Equipment Register, 

Stationery Register, LHW Stock Register, Non-Drug Item Register, LHW Referral Slips, LHW Bin Cards, 

Antenatal Card, Child Health Register, Mother Health Register, Family Planning Register, and Attendance 

Register.   

 

64% of the health workers stated that they did not consult patient’s files when a patient revisited (Figure 

24). As opposed to this, medicine log books and consumables registers were being routinely maintained 

and updated (Figure 25 and 26).  

 

We picked up a major anomaly which creates an obstacle in recording patients with NCDs. Although 

patients with high blood pressure and diabetes were presenting to health facilities but they were not 
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being recorded and accounted for. This is because the monthly reporting form only mandates health 

workers to report on communicable diseases (Figure 27). In that form, each disease has a code (e.g., the 

code for diarrhea is 101).  

 

 
Figure 24: Use of patients records during a revisit by the patient  

 

 
Figure 25: Use of medicine log books  
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Figure 26: Use of consumables stock books  
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Figure 27: The monthly reporting form of the health information systems at the PHC level in Pakistan  
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Policy insights and conclusions  
 

 

This study has raised fundamental concerns and questions regarding the PHC system in the Islamabad 

capital territory in two areas: first, regarding overall effectiveness, and secondly, in relation to readiness 

of PHC facilities to achieve the expected effect for NCDs.   

It is evident from the findings that there are many prevailing serious health systems gaps at the PHC 
level. Deep-rooted reforms are needed to overcome these. In addition, while the PHC system has some 
components, which have prepared ground for the integration of NCDs (such as the inclusion of 
medicines in the NEDL), there are serious gaps in relation to readiness, evident in the training of human 
resources and actual availability of medicines and equipment. One option would be to segregate 
solutions—reform for overall functioning of PHC facilities on the one hand and reform to introduce 
NCDs into PHC, on the other. We could potentially obviate the need to segregate solutions by tailoring 
overall reform in ways that also enables integration of NCDs in addition to aiming for broader PHC 
effectiveness goals. Addressing absenteeism and medicine stock outs, alignment of inputs with the 
needs on ground, and a real focus on accountability both of health facilities as well as those that 
supervise them will further both overall PHC as well as NCD objectives.   
 
These results should, however, be interpreted with caution. While these data are representative of the 
situation in the federal capital territory, and provide adequate insights for action, results may not be 
generalizable across Pakistan. Pakistan’s health system has undergone a decentralization reform 
through the 18th Constitutional Amendment, as a result of which the responsibility of service delivery at 
the PHC level has been delegated to Pakistan’s provinces. Several provinces have implemented policy to 
restructure/contract out PHC facilities, building further on reforms, which predated decentralization. 
Such restructuring initiatives have not been undertaken in the federal capital territory (although an 
innovative public-private partnership with technology parastatal—as already referred to—has been 
implemented). In addition, each of the five provinces are approaching PHC changes in different ways. 
For this reason, it is strongly recommended that representative surveys be conducted in the five 
provinces. It is further emphasized that such an activity should be conducted with a revised 
questionnaire.  
 
The study provided useful insights, which can help with revision of the questionnaire to be used in 
future surveys. For example, questions about infrastructure need to be expanded to take into account 
distance of PHC facilities from road and habitation, availability of water and electricity need to be taken 
into account and presence of back-up generators should be ascertained. Human resource related 
questions should conform to staffing for BHUs and RHCs. Similarly, the question regarding availability of 
medicines should factor in medicines that are meant to be available at respective PHC facilities, as 
stipulated by the NEDL. Furthermore, unique insights such as turnaround time for equipment repair, 
requests for reagents and staff time on various initiatives—EPI, Polio, TB, etc., —should be ascertained 
in any future assessment. Moreover, a qualitative patient stakeholder assessment and Patient Exit 
Interview component must also be introduced in any new facility readiness assessment.  
 
For the federal capital territory, the reform model in the BHU Gokina should be continued and provides 
a base for integration of NCDs into PHC, the impact of which should be experimentally assessed, 
potentially through a case-control, pre-test, post-test quasi-experimental analysis. 
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Other NCD service delivery models with potential participation of private sector should be exploded  
 
On a positive note the study findings have indicated that in government priority areas, some level of 
implementation generally follows, such as in the case of Polio. Staff are PHC facilities cannot be solely 
blamed for the lack of focus on in NCDs, as it has never been a priority of governments.  
 
Study findings showed that there is a huge gap to be filled especially in terms of training and availability 
of tools (guidelines, promotional materials). Therefore, there is an urgent need to integrate training for 
NCD prevention and control with existing district training initiatives. Also, the glaring gap with regard to 
the recognition of NCDs at the PHC level evident in the lack of mention of NCDs in the PHC monthly 
reporting forms needs to be bridged. Introduction of NCDs in the monthly reports is mandatory and can 
be undertaken in the short-term, if there is a serious intent to move towards the institutionalization of 
NCDs in the PHC system. This coupled with training and tools for NCDs, could help get some traction on 
NCDs at the PHC level in the short term.  
 
However, it is being reiterated that it is critical to address the current gaps in the PHC system. Public 
sector PHC infrastructure is a potential asset, which can be tapped with the right reform approaches. 
The right investment can work not just for NCD integration but for strengthening PHC overall.  
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