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Rural Sindh: An overview of existing
health and education situation

Poverty in Pakistan is generally a
rural phenomenon. Of all rural areas
in the country, rural Sindh stands
out as the poorest region. Table 1
reflects growing incidence of poverty
in rural Sindh in comparison with
the rest of rural Pakistan.
Interestingly, when poverty was on
rise in Pakistan through the 90’s
decade, poverty headcount ratio for

rural Sindh remained below the
national rural average. In 2001-2,
however, it outstripped the national
rural average by approximately 6
percentage points. Similarly, the
Poverty Gap and Severity of Poverty
indices for rural Sindh also shot up
in the six years between 1996 and
2002,

Table 1: Poverty Indices For Rural Areas by Province (1992-2002) 1

1992-93 | 1993-94 | 1996-97| 1998-99| 2001-02
HIES HIES HIES PIHS PIHS

HEAD COUNT RATIO
Rural Areas 27.63 33.54 30.17 35.13 39.26
Punjab 25.37 32.95 27.89 34.62 35.86
Sindh 28.56 30.24 19.22 34.00 45.07
NWFP 3491 38.22 42.36 43.72 43.61
Balochistan 26.21 36.75 41.61 21.34 37.45
POVERTY GAP
Rural Areas 4.6 6.25 5.25 7.55 8.04
Punjab 4.4 6.47 4.9 7.53 7.48
Sindh 5.03 5.18 3.03 7.27 10.03
NWFP 4.94 6.53 7.33 9.47 7.86
Balochistan 4.28 6.72 8.02 3.76 6.35
SEVERITY OF POVERTY
Rural Areas 1.18 1.76 1.39 2.38 2.44
Punjab 1.15 1.9 1.33 2.39 2.34
Sindh 1.4 1.47 0.72 2.33 3.19
NWFP 1.11 1.63 1.89 2.98 2.09
Balochistan 1.07 1.7 2.29 1.02 1.53

Source: CRPRID (Planning Commission)

1- Adapted from Iftikhar Ahmad Cheema, ‘A Profile of Poverty in Pakistan,’

CRPRID, Planning Commission, Islamabad, November 2005
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The relationship between a large
household size, a relatively high
percentage of dependents within
the household and a higher
likelihood of poverty is well
established. The average household
size in the poorest income category
(or in the lowest consumption
quintile) in rural Sindh is larger than
in rural Pakistan as a whole (Table
2). Similarly, the average number
of children in the poorest income

The higher rate of poverty in rural
Sindh is also reflected in the state
of its social indicators, particularly
in education and health sectors.
For instance, one recent survey
estimates literacy rate (10 years
and above) in rural Sindh to be 38
percent compared to 44 percent for
rural Pakistan as a whole (PSLM
2004-5). The gaps are further
accentuated when disaggregated
by gender (Table 3). Only 18 percent

Table 2: Composition and Percentage Number of Households by Consumption Quintiles

Quintiles
1st 2nd 3th 4th 5th

Rural Pakistan

% HHs 18.35 19.90 20.28 21.45 20.02 100
Avg. HH Size 8.69 7.86 7.14 6.2 5.29 7
Avg. No of Children 4.77 4.12 3.52 2.8 2.08 3.43
Rural Sindh

% HHs 22.66 19.97 20.50 20.05 16.81 100
Avg. HH Size 9.94 8.74 7.86 6.81 5.3 7.87
Avg. No of Children 5.26 4.66 3.84 3.2 1.99 3.88

Source: HIES (2001-2)

group is 5.26 for rural Sindh in
comparison with 4.77 for rural
Pakistan as a whole. A higher
number of children in the household
contributes to a higher dependency
ratio, increasing burden on the
economically active population. It
is also evident from the table below
that in comparison with rural
Pakistan as a whole, rural Sindh
has a higher percentage of
households in the lowest income
category.

females over the age of 10 years
in rural Sindh were estimated to be
literate compared to 29 percent
females in rural Pakistan. Similarly,
whereas 18 percent females in rural
Sindh were estimated to have ever
attended school, the figure for rural
Pakistan as a whole was 31
percent.



Table 3: Literacy Rates in Rural Areas by Province and Gender-Population (10 years & older)

1998-99 PIHS 2001-02 PIHS 2004-05 PSLM
Male Female Both | Male Female Both| Male Female Both
Rural Areas 52 20 36 51 21 36 58 29 44
Punjab 52 24 38 51 26 38 59 35 47
Sindh 53 15 35 51 14 33 56 18 38
NWFP 54 16 34 55 16 35 61 23 41
Baluchistan 51 12 33 49 11 32 47 13 32

Source: PSLM (2004-05)

Other surveys have shown that the
likelihood of a female from lower
income groups to ever attend school
is lowest in rural Sindh of all other
provinces (Table 4). For instance,
the likelihood of a female from
poorest income group (1st Quintile)
is only 7 percent in rural Sindh,
compared to 9 percent in rural
Balochistan, 12 percent in rural
NWFP, and 18 percent in rural
Punjab. Naturally, rural Sindh lags
well behind the 14 percent national
average for rural Pakistan as a
whole in this income category.
Moreover, rural Sindh also lags
behind national averages for all five
income categories respectively.
Interestingly, Table 5 shows that
whereas the likelihood of males
attending school in richest income
group (5th Quintile) is almost similar
for rural Sindh and rural Pakistan
as a whole, the likelihood for
females is almost double for rural
Pakistan than for rural Sindh.

Table 4: Percentage of Population (10 yrs &
older) that has ever attended school by
Province and Income-Group — Rural Areas

Income Group Male |Female Both

Pakistan 60 25 | 43
1st Quintile 47 14 | 30
2nd Quintile 55 19 | 37
3rd Quintile 62 23 43
4th Quintile 65 | 30 | 47
5th Quintile 75 42 58
Provinces

Punjab 62 30 46
1st Quintile 48 18 | 33
2nd Quintile 56 23 | 39
3rd Quintile 64 28 | 46
4th Quintile 66 35 | 50
5th Quintile 76 47 | 61
Sindh 54 16 36
1st Quintile 41 7 125
2nd Quintile 54 14 | 35
3rd Quintile 57 17 38
4th Quintile 59 | 22 | 42
5th Quintile 71 24 | 50
NWFP 65 21 42
1st Quintile 54 12 | 32
2nd Quintile 59 18 | 38
3rd Quintile 66 20 | 43
4th Quintile 72 24 |47
5th Quintile 84 41 | 61
Baluchistan 50 12 33
1st Quintile 39 9 | 25
2nd Quintile 44 12 | 30
3rd Quintile 55 13 | 35
4th Quintile 53 1235

5th Quintile 61 | 15 | 40



This would suggest that negative
bias towards female education is
comparatively greater in rural Sindh
than in rural Pakistan as a whole,
and that the tendency cuts across
all income groups even though the
percentages improve from the
poorest to the richest rural
households. However, evidence
from the Pakistan Integrated
Household Survey 2001-2 suggests
that conservative values alone are
not responsible for reducing female
participation in educational
institutions as far as rural Sindh is
concerned. For instance, only 27
percent of females between ages
10 and 18 who had never attended
school in rural Sindh couldn’t do so
because of parent disapproval. In
this respect, rural areas in other

provinces proved more
conservative: 54 percent girls of
the same age group in rural
Baluohistan, 48 percent in rural
NWFP, and 33 percent in rural
Punjab could never attend school
because their parents disapproved
of it. Compared with 27 percent
girls between ages 10 and 18 in
rural Sindh who could never attend
school because of parent
disapproval, 24 percent and 16
percent females between same age
group couldn’'t do so because of
long distance and unbearable
expenses respectively. This might
in turn suggest that female literacy
rates in rural Sindh can potentially
increase with better access in terms
of both minimum fee structures and
geographical proximity.

Table 5: Gross Primary Enrollment Rate (Age 5-9) in Rural Areas by Province and

Gender (excluding Katchi Class)

1998-99 PIHS 2001-02 PIHS 2004-05 PSLM
Male | Female | Both | Male | Female | Both | Male | Female| Both
Rural Areas 75 50 63 80 52 66 89 68 79
Punjab 79 58 69 80 61 70 96 82 89
Sindh 59 33 47 69 37 53 70 44 58
NWFP 82 49 66 96 52 74 92 62 78
Baluchistan 77 42 61 73 38 57 79 41 61

Source: PSLM (2004-05)

1. Gross enrolment rate: [Number of children attending primary level (classes 1-5) divided
by number of children aged 5 - 9 years] multiplied by 100. Enrolment in katchi is excluded.
2. Numerator of GER: Raised sum of all individuals who report currently attending primary

level.

3 Denominator of GER: Raised sum of all individuals aged 5 - 9 years who respond to the

relevant questions



Better and cheaper access to
primary level education will not only
have an effect on Gross Enrollment
Rate (GER) at the primary level,
but also at the higher levels by
creating demand for more education
in the long run. Presently, rural
Sindh lags behind all other rural
areas in terms of primary level GER
(Table 5). Although Gross (primary)
Enroliment Rate for rural Sindh has
increased from 47 percent in 1998-

from class 1 to 5 to the number of
children of primary school going
age (5-9), it fails to account for over-
age students. The Net Enrollment
Rate (NER), on the other hand,
measures proportion of students of
primary school-going age that are
enrolled at primary level to the
number of children of the same age-
group in the population. The NER
will thus naturally be much lower
than GER.

Table 6: Net Primary Enrollment Rate (Age 5-9) in Rural Areas by Province and

Gender (excluding Katchi Class)

Gross Primary Level Enroliment Rate

1998-99 PIHS 2001-02 PIHS 2004-05 PSLM
Male |Female |Both | Male | Female | Both | Male | Female | Both
Rural Areas 43 30 37 43 33 38 53 42 48
Punjab 44 35 40 44 38 41 57 50 54
Sindh 37 21 29 41 25 33 45 29 38
NWFP 45 27 37 47 31 39 52 37 45
Baluchistan 42 25 34 36 21 29 41 24 33

Source: PSLM (2004-05)

1. Net Enrolment Rate: [Number of children of primary school going age (5-9 years) attending primary
level (classes 1-5) divided by number of children aged 5 - 9 years] multiplied by 100. Enrolment in

katchi is excluded.

2. Numerator of GER: Raised sum of all individuals aged 5 — 9 years who report currently attending

primary level.

3 Denominator of GER: Raised sum of all individuals aged 5 - 9 years who respond to the relevant

questions.

99 to 58 percent in 2004-5, it has
yet to go a long way before
matching the national rural average
of 79 percent.

Given that primary GER as
presented here measures the
proportion of total students enrolled

Net Enroliment Rate for rural Sindh
is marginally better than that for
rural Balochistan, but lags
significantly behind both rural
NWFP and Punjab (Table 6).

Health Indicators for rural Sindh
also leave a lot to be desired. To get



over the problem of incomplete
health records in rural areas, most
surveys in Pakistan collect data on
health indicators like immunization
coverage on the basis of both record
and recall. In either case, the figures
for rural Sindh are worse than those for
rural Pakistan as a whole (Table 7).2

households than in comparatively
better off households. Moreover, in
better off households, male child is
more likely to receive full
immunization than female child in
rural Sindh: data shows that
likelihood of a male child to receive
full immunization is more than twice

Table 7: Percentage of Children (Aged 12-23 Months) that have been Immunized - Rural Areas

2001-02 PIHS

Male Female

2004-05 PSLM

Both Male Female Both

A. BASED ON RECALL - AT LEAST ONE IMMUNIZATION

Pakistan 70 69 70 79 77 78
Sindh 50 44 47 67 65 66
B. BASED ON RECORD - FULLY IMMUNIZED

Pakistan 21 23 22 42 41 41
Sindh 7 5 6 33 32 32
C. BASED ON RECALL AND RECORD - FULLY IMMUNIZED

Pakistan 48 45 46 73 71 72
Sindh 39 26 33 64 60 62

Source: PSLM (2004-05)

Basedonrecall: Childrenreportedashavingreceivedatleastoneimmunizationexpressedasapercentage

of all children aged 12-23 months.

Based on record: Children who reported having received full immunization and who also have an
immunization card expressed as a percentage of all children aged 12-23 months.
Immunizations: To be classed as fully immunized a child must have received BCG, DPT1, DPT2, DPT3,

Poliol, Polio2, Polio3 and Measles vaccination

A comparative analysis of
Immuniztion Coverage by income
categories brings out further
disparities. In rural Sindh, the
likelihood that a child will receive
complete immunization is less in poor

than that of a female child in the
richest consumption quintile.
However, disparities between rural
Sindh and other rural areas are far
worse across all income categories.
The Pakistan Integrated Household

2- The PIHS 2001-2 figures have been recalculated in PSLM 2004-5 to make them comparable with the latter. This has
been done primarily because PSLM 2004-5 does not include polio campaigns whereas PIHS 2001-2 does.



Survey 2001-2 estimates that only
2 percent children 12-23 months of
age in the poorest income category
were fully immunized in rural Sindh
compared to 21 percent in rural
Punjab, 35 percent in rural NWFP,
and 13 percent in rural Balochistan.3

The unprecedented increase in
prevalence of diarrhea in children
under five years of age is a worrying
sign for rural Sindh (Table 8). PIHS
surveys conducted in 1998-99 and
2001-2 had estimated that rural
Sindh had the lowest rate of
diarrhea in children less than 5
years of age. However, Pakistan
Social and Living Standard
Measurement Survey conducted in
2004-5 reflected a reverse trend
with the prevalence of diarrhea in
children less than 5 years of age
estimated to be the highest in rural
Sindh.

Figure 1: Percentage of Children (Males)
12 - 23 Months that have been Fully
Immunized by Income-Group — Rural
Areas

A B
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Source: PIHS 2001-02

Figure 2: Percentage of Children (Females)

12-23 Months that have been Fully

Immunized by Income Group-Rural Areas
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Source: PIHS 2001-02

3- In figures 1 and 2 all values show immunization coverage on the basis of Record, i.e. children aged 12-23 months who
were reported to having received full immunization coverage and who also had an immunization card, expressed as a

percentage of all children aged 12-23 months.




Table 8: Children under 5 suffering from Diarrheain Rural Areas - by Province (1998-2005)

Percentage of Children Under 5 Years

1998-99 PIHS 2001-02 PIHS 2004-05 PSLM
Male |Female |Both | Male|Female | Both | Male | Female | Both
Rural Areas 15 14 14 14 13 14 17 16 16
Punjab 15 16 16 15 13 14 18 16 17
Sindh 10 9 10 9 8 9 19 18 19
NWFP 19 16 17 19 18 18 16 15 16
Baluchistan 13 10 12 16 19 18 11 12 12

Source: PSLM (2004-05)

Quality Pre- and Post-natal care is
an important factor in reduction of
maternal and infant mortality rates.
In rural areas, the percentages for
both pre- and post-natal care
continue to be lower than urban
areas (Table 9). According to PSLM
2004-5, 74 percent of married
women between ages 15 and 49
who had been pregnant in last three
years before the conduct of survey
had attended at least one pre-natal
consultation in urban Sindh,
compared to only 40 percent in rural
Sindh. The same survey shows that
glaring rural-urban differences also
exist in case of post-natal care: 41
percent of married women between
the ages 15-49 who had given birth
in the last three years of the conduct
of the survey had received post-
natal consultation within 6 weeks
of child birth in urban Sindh,
compared to only 16 percent in rural
Sindh.

Tetanus Toxoid injections during
pregnancy, in addition to protecting
mothers from tetanus, also protect
newborns from neonatal tetanus, a
major cause of infant mortality.
PSLM 2004-5 estimated that only
34 percent women between the
ages 15 and 49 had received a
Tetanus Toxoid injection during their
last pregnancy in rural Sindh
compared to 54 percent in rural
Punjab, 40 percent in rural NWFP
and 17 percent in rural Balochistan.



Table 9: Pre and Post-Natal Care by Province and Region

1998-99 PIHS 2001-02 PIHS 2004-05 PSLM
Urban | Rural | Overall Urban | Rural| Overall| Urban| Rural| Overall

1. Percentage of Women Visiting Health Facility for Pre-Natal Consultation

Pakistan 60 22 31 63 26 35 66 40 50
Punjab 58 25 33 64 31 40 67 47 56
Sindh 70 19 37 68 22 38 74 40 55
NWFP 36 20 22 45 19 22 51 35 39
Baluchistan 43 15 18 45 16 21 57 27 35

2.Percentageof Womenwhoreceived aPost-Natal Consultationwithin 6 Weeks after Delivery

Pakistan 17 6 9 16 6 9 34 16 23
Punjab 18 7 10 15 8 10 32 17 23
Sindh 19 4 9 19 6 10 41 16 27
NWFP 8 6 6 8 4 4 29 17 21
Balochistan 13 3 4 16 5 7 32 10 16

3. Pregnant Women who have received Tetanus Toxoid Injection

Pakistan 66 31 39 69 38 46 67 41 51
Punjab 65 38 45 73 46 53 72 54 62
Sindh 72 23 40 68 30 43 68 34 48
NWFP 54 26 29 59 31 35 58 40 45
Balochistan 41 9 13 39 12 17 46 17 25

Source: PSLM (2004-05)

Pre-Natal Consultation: Currently married women aged 15-49 years who had given birth in the last
three years and who had attended at least one pre-natal consultation during the last pregnancy, expressed
as a percentage of all currently married women aged 15 -49 years who had given birth in the last three
years.

Post-Natal Consultation: Currently married women aged 15-49 years who received post-natal check-
up expressed as a percentage of all currently married women aged 15-49 years who had a birth in the
last three years.

Women Receiving Tetanus Toxoid Injections: Currently married women aged 15-49 years who had a
birth in the last three years and received a tetanus toxoid injection during the last pregnancy, expressed
as a percentage of all currently married women aged 15-49 years who had a birth in the last three years.



Table 10: Awareness and Use of Family Planning Methods by Income Group (Pakistan &
Sindh Province)

Percentage of Currently Married Women 15 - 49 Years

Urban Rural

Know Ever Currently Know Ever |Currently

About Used Using About Used Using
Sindh 100 35 27 98 10 8
1st Quintile 100 18 14 98 5 4
2nd Quintile 100 24 19 98 12 9
3rd Quintile 99 35 29 97 12 10
4th Quintile 100 38 29 98 11 9
5th Quintile 100 40 31 97 12 10
Pakistan 99 40 31 95 21 14
1st Quintile 98 31 22 96 18 11
2nd Quintile 99 36 27 95 20 13
3rd Quintile 99 40 32 96 20 14
4th Quintile 99 42 32 94 22 16

5th Quintile 99 44 34 95 25 17



Foundations for tomorrow

Poverty has many faces: it is not
only lack of financial resources but
also lack of access to basic services
like health and education. In order
to address the multidimensional
phenomena of poverty, PPAF has
recently ventured in the areas of
health and education.

Dearth of education has caused
certain social behavior patterns in
our poor rural communities which
have contributed greatly in their
increasing poverty and unhealthy
living. Additionally, illiterate masses
have restricted career choices
causing exclusion from social and
economic mainstreams.

Sindh Agricultural and Forestry
Workers Coordinating Organization
(SAFWCO), a partner organization
of PPAF is based in the remote
Shahdadpur Taluka of district
Sanghar in Sindh. The area is
predominantly tribal where strong
traditional values prevail. Women
are considered second rate citizens:
their basic rights trampled at the

altar of age-old honour codes that
militate against evolution of feminine
space outside the household. For
instance, traditional values consider
female education an anathema to
family honor.

Even men remain illiterate due to
lack of resources. Government
services of schools and health
facilities are either non existent or
are left unattended as the staff fails
to attend their duties. It was under
these tough circumstances that

Health & Education —1




SAFWCO started working in this
area a few years back with financial
and technical assistance of PPAF
in areas of microcredit and
community physical infrastructure.
Ever since, communities have
established a relationship of trust
and confidence with SAFWCO as
they have always strived to provide
quality services to the poor. Keeping
this in view, PPAF chose SAFWCO
as one of its first partners in the
field of education.

The project started in July 2005. It
was decided that SAFWCO would
initially establish two primary
schools in Shadadpur. One of these
two schools is located in the village
of Mir Ghulam Shah, 21 km from
Taluga HQ Shadadpur. Like most
villages in the area, general
population is predominantly illiterate
and is dependent on agriculture and
livestock rearing for livelihoods.

Gearing up at grassroots, SAFWCO
approached the community through
Village Development Organization.
Several detailed meetings were held
with representatives of the
community highlighting aims and
objectives of the project. Further
project requirements including
community’s role for proper
implementation and long lasting
sustainability were also thoroughly

Sahiba Khatoon is the mother of six
boys and one girl. Her daughter, Nabila,
at the age of 5 is one of the youngest
students in school. Sahiba is busy all
day helping her husband in fields and
yet one cannot find a mother more
dedicated to her daughters education.
“l send my daughter to school just like
my sons... | want her to have an
education she can make use of later in
life.”

In an environment where personal
hygiene is hardly a priority, Nabila wakes
up early in the morning and asks her
mother to heat up water for her so she
can take a bath before she goes to
school. Sabiha says that when Nabila
plays with other children in her village,
she stands out from those who do not
go to school as she is better behaved
and well mannered. Sahiba does not
want her daughter to grow up to become
a farm hand like herself. “I have spent
my entire life clearing grass off the
fields... | don’t want my Nabila to suffer
the same existence”



discussed. As the project is social
in nature, it was very important to
gauge community interest and keep
influential villagers, parents,
community members, especially
mothers involved to ensure
persistent community participation.
Door to door visits were carried out
to raise awareness among
community about benefits of
educating their girl children.

Children Resource International
(CRI), an independent training
institute, was brought in to train staff
and teachers of the school. The
training enabled teaching staff to
provide an enabling environment
for children so that they look forward
to going to school every day. The
training includes a module where
teachers are taught how to manage
school activities properly while
maintaining discipline and a
standard of education that could be
compared to schools following best
practices around the world.

The school established in Mir
Ghulam Shah is a primary school
catering to girls. The central
objective of the project is to reduce
gender disparity in education by
promoting quality education for girls.

In a short span of time, 83 girls have
been enrolled, while an increasing

Central objective of the
project is to reduce
gender disparity in
education by promo-
ting quality education
for girls

number of parents are showing
interest in educating their daughters
at the school. The nominal fee of
Rs. 25 is something parents can
easily afford.

The PPAF/SAFWCO schools are
different from other privately run
schools in rural areas because they
have adopted innovative teaching
techniques and run like high
standard professional schools.

PPAF schools are
different from other
privately run schools in
rural areas because
they have adopted
innovative teaching
techniques

Classes are divided according to
age group and academic level: one
will not find 12 year olds and 6 year
olds lumped together in the same
class as is the case with most state
run schools in rural areas.



Where traditional village schools
employ the blackboard to slate
methods that encourage rote
learning with little retention of
knowledge, PPAF encourages POs
to imply interactive learning
techniques and children are divided
into small groups for activity based
learning.

Another important aspect of PPAF
schools is the psychological
environment. Instead of instilling
fear of the “ustaad” (teacher) and
beatings, teachers show tenderness
and encouragement.

Upon entering, the first thing that
one notices in school is the physical
environment which is not at all like
other village schools. The children
come to school neatly dressed in
uniforms specially designed for all
PPAF funded schools. The class
rooms are equipped with smart
furniture and modern teaching
aides; again standard design for all
PPAF assisted schools. Teaching
aides are effectively employed
during the teaching process and
are not merely displayed to impress.

The classrooms are child friendly
and there is a special playroom-
cum-library which most girls claimed
was their favorite place in the
school. The room is full of clay and

Instead of instilling fear
of the ‘Ustaad’ (teacher)
and beatings, teachers
show tenderness and
encouragement

rag dolls and toys that have been
made by teachers and students
themselves. Drawings made by
children adorn most walls in the
library, whereas educational charts
are displayed in classrooms.

The school is being run with strict
adherence to rules. With the
success that this school has had,
a number of parents wanted their
overage girls to be given
admissions. However, since the



school observes set rules and
regulations of formal schools, girls
over the age of 12 could not be
admitted. This nonetheless shows
community acceptance of girl
education as a beneficial, yet
essential requirement and not as a
luxury.

Parents, especially mothers, are
extremely happy to see their
daughters receive quality education
and get empowered in the process.
They believe that their daughters
are the ones who will carry future
generations in the village to a better
and more enlightened future.

“Rabiya” is a special child who
attends school just like other girls.
Even though she cant stand or
walk, she is an active participant
in all curricular and extra
curricular activities. She is given
special attention by the staff and
her presence has taught other
girls to be more tolerant and
considerate of people who are
different than themselves.

Their daughters will
carry future generations
in the village to a better
and more enlightened
future



Little steps to big changes

Strengthening quality of education
has become a global agenda at all
educational levels and more so at
the primary level. The quality of
basic education is important not
only for preparing individuals for
subsequent educational levels but
to equip them with the requisite
basic life skills. Quality education
also ensures increased access and
equality and it is mainly due to these
reasons that various international
forums and declarations have
pledged improvements in quality of
education. National commitment
towards quality education has
become significantly visible since
the late eighties. Since then, various
stakeholders have started taking
initiatives and interventions for
improving quality with national and
foreign funding.

Responding to a long standing
demand of rural communities,
Pakistan Poverty Alleviation Fund,
which is committed to improve living
standards of poor, introduced a
health and education component in

6— Health & Education

National commitment
towards quality educa-
tion has become
significantly visible
since the late eighties

their programme in 2004. The
education programme is
significantly designed to provide
guality learning at primary levels. It
aims at empowering poor families/
groups/communities through
improved access to quality
education. It is expected that
through this, children from
marginalized communities would




be mainstreamed. Major features
of the PPAF education Programme
include:

Establishment of formal primary
schools.

Financial assistance for
construction, furniture and
fixture, teachers salaries,
training of teachers, utilities
and other recurring expenses
Enroliment of children (ages 4-
9 years) according to the criteria
practiced by the education
department

Teacher student ratio of 1:30
Provision of affordable
education (students would pay
school fee regularly), ensuring
that deserving students are
given scholarships to meet the
expenses

Syllabus that allows mainstr-
eaming of education

Local and trained teachers
Proper school uniform clad
students

Morning schools with standard
timings

Ensured community participation

In line with these beliefs, one of the
initial partners that PPAF selected
was SAFWCO in Shahdadpur
Sindh where literacy rates are very
low especially in case of girls. The
project was initiated in July 2005.

Social mobilization
staff held several
deliberations with local
community, stake-
holders, influentials
and parents, especially
mothers

One of two pilot schools was
established in village Magsoodo
Rind. The village is located 16 km
northwest of Shahdadpur with a
population of about 1700 people.
Social mobilization staff of
SAFWCO held several deliberations
with local community, stakeholders,
influentials, and parents, especially
mothers and finally after acquiring
everyone’'s consent, a primary
school was established.

The school fulfils the standards set
by PPAF for its education
interventions. Charging a nominal
fee of Rs. 25, the school is well on



its way to sustainability. Schools
established by PPAF/SAFWCO are
strictly formal schools. The schools
are run in a very professional way
and no lax is cut just because they
are located in remote rural areas.
The children all wear same uniforms
and carry identical schoolbags to
avoid display of social inequalities
between students.

Regular meetings are held at the
school with mothers of the students.
Teachers discuss performance
evaluation of each child with her
parents and suggest measures
which can help parents to create
an environment that is conducive
for learning in the homes. Moreover,
health and hygiene issues are also
discussed for care of children as
well as the whole family.

As the result of a rigorous enrolment
campaign which was carried out in
the village by SAFWCO social
mobilization team, around 100 girls
have already been enrolled in school.
This is a massive achievement for
the school, as most of the villagers,
belonging to Rind caste, did not
even believe in educating their sons,
let alone daughters.

In several little ways, school going
girls are already making a difference
in the society. A villager remarked
that there is an obvious difference

As the result of a
rigorous enrolment
campaign which was
carried out by social
mobilization teams,
around 100 girls have
already been enrolled

in the mannerism of school going
girls and the others. He says that
girls who have been going to school
talk politely and are cultured in their
ways. They have stopped using foul
language common in other children
of the area.

Community members including
parents, counsellors, and Village
Development Organization
members said that they believe the
school is a Godsend for them. They



The quality of education being
imparted has impressed even the
more influential and well to do people
in the village. Girls belonging to well-
off families in the village, who
previously travelled to the city in cars
to attend school, have been enrolled
by their parents to Community Model
School Magsoodo Rind.

Rasool Bux Rind, elected councillor
of UC Lundo, has enrolled three of
his daughters in this school. He says,
“Education is vital for a bright future
for my girls. | am not educating my
daughters because | need them to
work or bring income, but | know
education will help them lead a
prosperous life... education will teach
them the difference between right
and wrong, and give them confidence
to be strong individuals.”

are extremely happy with school
and its staff. Mothers especially are
full of praise for both teachers and
the mode of education employed
there.

Activity based teaching is the
encouraged method in PPAF
funded schools. Children enjoy
participating in activities that are
specially designed to make learning
more fun. This method has proved
to be very successful as it is a far
cry from the traditional way of
teaching in Pakistan. Activity based
techniques refine analytical skills
among students and instead of only
cramming children develop an
understanding of concepts in an
enjoyable way.

“It was sheer misfortune that there
was no school in this village in my
time”, says NoorBano’s grandmother.
“We grew up ignorant and illiterate,
but NoorBano has the opportunity
to make something of herself... the
teachers must be doing something
very right because even though she
threw tantrums and cried the first
day we left her at school, but now
she loves going to school and
misses it on Sundays and holidays.”

In view of the success of existing
schools, PPAF has signed an
agreement to finance 8 additional
schools with SAFWCO in Taluka
Shahdadpur.



Taking Charge

In unprivileged settlements, as is
the case in rural Sindh, women and
men experience health problems
due to lack of basic amenities and
bad hygiene practices. Malnutrition,
anemia, diarrhea, malaria and other
tropical diseases including
tuberculosis are common
occurrences. As a consequence,
mortality rates are very high
especially in expecting mothers and
infants. Women have lesser access
to basic preventive and curative
health facilities due to traditional
biases of society. The lack of
emergency obstetric services is
another matter of particular concern.
Health policies and programs often
perpetuate gender stereotypes by
failing to consider socio-economic
disparities among women and not
fully taking into account the lack of
autonomy experienced by women
with regards to decisions about their
own healthcare.

Keeping in view the poor health
scenario in rural areas, Pakistan
Poverty Alleviation Fund has recently
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Occurrence of hepatitis is continuously
growing within outreach areas of
PPAF interventions. Cognizant of the
situation, the health team of
SAFWCO, in collaboration with Army
Welfare Trust provided Hepatitis
vaccination to 61 cases with
subsidized rates at CHC Mua
Chhora. The project also involved
raising awareness within the
community for prevention of Hepatitis
B and C. Meanwhile 142 persons
were tested in which 12 cases are
B positive and C positive. They are
now being given treatment and
advice at the CHC.




ventured into areas of preventive
and curative health care in order to
improve health status of target
communities through provision of
comprehensive quality basic health
services.

The main objectives of this program
are:

Enhanced access to quality
basic health services
Improved health status of target
communities with a special
focus on maternal and child
health

Active participation of all
stakeholders, including
community in health service
management.

In this regard, the PPAF strategy
strives to establish Community
Health Centers (CHC) in villages
constituting around 3000
households and/or a population of
approximately 20,000 people. The
CHC would be equipped by a team
of trained medical practitioners
comprising of a Doctor, Lady Health
Visitor (LHV), Traditional Birth
Attendant (TBA), and Dispenser/
Lab Technician each.

The CHC would also provide mobile
health facilities through 3-4 outreach
teams comprising of 2 TBAS, 2 LHWs
and one Male Health Assistant.

Most deliveries in
remote areas are
conducted by un-
trained TBAS, who use
unhygienic methods
and instruments

One team will cover around 700 to
1000 households.

In district Sanghar, health facilities
are not sufficient to meet needs of
the population. People are also
unaware of good health practices
and modern hygiene tools. The
issue is quite serious in remote rural
areas where there is no treatment
available for even the slightest of
ailments. Women and children are
the most affected. Women hesitate
to visit the doctor for antenatal, natal
and postnatal checkups and
treatment. Many women die during
labor due to non-availability of
quality health care services. Most
deliveries in remote areas are
conducted by untrained TBAs at
home, who often use unhygienic
methods and instruments.

Keeping in view the bad health
conditions in Shahdadpur (district
Sanghar), PPAF was requested by
one of its partners, SAFWCO, to



initiate health services in the area.
Keeping in view the latter’'s strong
footing in the area, PPAF agreed
to support the establishment of two
Community Health Centers in
Shadadpur.

The Village of Mua Chhora, one of
the two sites chosen for the CHC,
is situated 26 km from the taluka
head quarter. The village is about
350 years old with agriculture,
livestock, and small scale enterprise
as the main sources of livelihood.
In the short span of time since the
CHC started its operations, a visible
difference can be observed in the
health conditions of the community.

In order to provide efficient and
technically sound health care
services, training needs assessment
of the project staff, particularly LHVs,
was conducted. The two LHVs of
the two Community Health Centers
Mua Chhora and Sher Khan Leghari
were attached with rural health
centers Tando Jam for training. The
women at Mua Chora are very
happy with their resident LHV.

Nazeeran, now a mother of two,
has undergone the trauma of having
ten stillborn cases. The availability
of trained staff and proper medical
guidance is a strong advantage for
women like her who need special
care. The prospects excite her.

The availability of
trained staff and proper
medical guidance is a
strong advantage for
women who need
special care

Before the CHC was formed in her
village, she had never had a proper
medical checkup in her life. “We are
not rich people. We cannot afford
to hire transport and go all the way
to the city just for a checkup.”

Shabana, another villager, is
expecting her fourth child. “Having
our own health center is most
helpful”, she says, “Before this | had
to go all the way to Nawabshah just



to see a doctor, and that depended
entirely on whether my husband
had enough time to take me there.
Time away from work is not
something we can afford as we
survive on daily wages”. Shabana
also feels that there is a lot of
confusion in the city hospitals. “Most
of the time we were just hustled
from one office to another before
someone actually listened to
us...we are poor and because of
that no one gave us time”.

The villagers and the village
organization feel proud of their CHC
and take complete ownership of its
operations. Recently, the VDO fired
the male doctor who had been
working at the CHC because he
was not taking his work seriously
and had become irregular. “Just
because we are poor does not
mean that doctors should treat us
unprofessionally”, says a VDO
member who wishes to remain
anonymous. “The people who have
established this CHC have putin a
lot of effort and a great deal of
money on this. As a community, if
we fail to run it properly, we will only
be doing ourselves an injustice”.

NOTE: Statistics indicating the performance
of both health centers have been summarized
in Appendix |

the VDO fired the male
doctor who had been
working at the CHC
because he was not
taking his work seriously



A healthy start

Pakistan Poverty Alleviation Fund
projects all over the country are
contributing to improving quality of
life of beneficiaries. PPAF has also
been involved in enhancing public
awareness through community
participation with communities now
willingly contributing in infrastructure
and training programs. Through
active social mobilization, partner
organizations have created a
framework of shared values and
mutual trust, in turn allowing them
to reach new levels of
understanding and maturity.
When Pakistan Poverty Alleviation
Fund initiated health interventions,
the idea was met with great fervour
within communities where PPAF
projects were already operational.
As a pilot, health centres have been
established in Shahdadpur, Sindh,
in partnership with Sindh Agricultural
and Forestry Workers Coordinating
Organization (SAFWCO). One of
these pilot health centres has been
established in village Sher Khan
Leghari.
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Sher Khan Leghari is situated 12
kms from taluka head quarter
Shahdadpur. The village is
reportedly over 300 years old. Most
inhabitants earn their living through
agriculture, livestock, and labour. A
few are also in employment with
government and private services.
SAFWCO, with technical and
financial assistance from PPAF, had
already made several interventions
in the village in areas of microcredit,
drainage systems, street pavements,
community training,etc.

Prior to taking initiative, a baseline
survey was conducted in Sher Khan




Leghari and adjoining villages to
collect relevant information on
health issues. The data thus
collected was analyzed and
pertinent conclusions were drawn
for developing further strategies.
The village already had an active
village development organization
(VDO). Collective meetings were
held with VDO activists to finalize
procedures for health management
committees and distribution of
responsibilities.

Once the groundwork was laid, a
centrally located and easily
accessible house in the village was
rented where the Community Health
Centre (CHC) was established.
Within six months of inception, the
community health centre was fully
functional with all requisite
equipment and staff. The project
staff was on board and busy in
providing services. A male doctor
runs the out-patient department
from 09:00am to 2:30 pm providing
treatment and consultation, while a
Lady Health Visitor (LHV) deals with
female patients who come for
maternity related cases since
cultural values restrict females from
going to male doctors. The LHV is
available round-the-clock to provide
services for safe delivery. Other
staff includes a dispenser who
provides medicine to patients and

maintains staff registers, a lab
assistant who conducts routine lab
tests, maintains the Out-Patient
Department (OPD) and account
registers. A traditional birth attendant
(Dai) is also attached to labour room
to assist the LHV. In addition, a
cleaner and a guard have been
hired to maintain cleanliness and
provide security. Sundays are off
for all working staff, but the doctor
and LHV voluntarily alternate
weekends to deal with emergency
situations.

Recently, a 14 - day training was
conducted at the CHC for
community health workers and
traditional birth attendants (TBAS).
The training was aimed at
developing capacities of outreach
workers and further improving
curative and preventive health
services. Another aspect of the
workshop was to develop local



human resource for sustainability
of the project. Participants learnt to
build bridges between community
and health service partners and
becoming change agents rather
than dispensers. They were further
taught motivation and communication
skills with the aim of refining their
interactive capacities at the grass
roots level. The trained health
workers and traditional birth
attendants have since been
preparing groundwork for creating
a database of people in the village
and adjoining areas.

The Community Health Workers
(CHW) have been trained to raise
awareness in the communities
about mother and child health,
discouraging delivery at home,
regular vaccination, water borne
diseases, disposal of waste water,
malaria prevention and general
hygiene among other issues.
Everyone, including CHC outreach
teams and communities, speak
highly of their professionalism,
especially of their efforts in
spreading awareness about hygiene
issues. Some community health
workers have been allocated
villages far from their homes: in
some cases they daily walk 6
kilometres to reach their allocated
villages. “We talk to people about
how they can make their homes

Lady Health Visitor “Hajyani” is a
graduate from the Public Health
School in Karachi. She has also
completed a Dispensary course from
Dow Medical College. Hajyani had
previously worked in cities like Karachi
and Hyderabad for large projects of
big organizations that include United
Nations. However, Hajyani left more
lucrative offers to work for the CHC,
“If people like me, who actually belong
to these rural areas, turn our back to
it, what hope do these rural areas
have for development?” says Hajyani.



safer and healthier, we encourage
them to visit CHC at the time of
need and educate them about
general health and hygiene
practices. For instance, most
households are now using iodine
salt. Even the local grocers are now
keeping it in their stores”, says a
health worker who participated in
the workshop.

Eighteen-year-old Hamida is a
proud mother of a 21 days old baby
boy whom she has named Wagqar.

The fact that an
episiotomy could be
performed successfully
in the CHC is a huge
achievement

Hamida got married last year to a
man in a neighbouring village which
is an hour and a half’s drive from
her home. As per tradition, Hamida
came home to her mother for
delivery of her first child. She
immediately came to the CHC for
check ups and proper guidance.
Hamida'’s elder sister had recently
lost a child during childbirth because
a Traditional Birth Attendant (TBA)
complicated her case, and the delay
in getting to a hospital resulted in
the death of the child. Hamida’s

own case was a complicated one,
and an episiotomy had to be
performed on her to facilitate
delivery. The fact that this operative
procedure could be performed
successfully in the CHC is a huge
achievement on the part of CHC
staff. In absence of such a
procedure, the wellbeing of both
Hamida and her son would have
been threatened. Hamida is now
prolonging her stay so she can
complete the first round of
vaccinations for her son. She says
that because of a lack of facilities,
her sister had no choice. She, on
the other hand, has the opportunity
to do what is best for her son thanks
to the CHC, and the fact that CHC
staff has helped raise awareness
levels in the village.



Appendix I:

Performance Statistics of Health Centers at Mua Chhora and Sher Khan
Leghari (July 2005 - March 2006)

Graph 1: Age-wise Break-up of Patients Service at Centers
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Graph 2: Services provided at Centers

Growth Monitoring 12
Referrals 74
Post-natal Check up 24

Services

Delivery Cases 46
TT Vaccination 90

Ante-natal Checkup 272
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Graph 4: Disease-wise Break-up of Services Delivered at Centers

450 —

400

350

300 |

200

150 |

Frequency of Patients

100 |

Graph 3: Gender-wise Service Delivery at Centers
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