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List of abbreviations 

BHU- Basic Health Unit 

CMW- Community Midwife 

DHQ- District Health Quarter 

FP- Family Planning 

HCP- Health Care Provider 

LHV- Lady Health Visitor 

MO- Medical Officers 

MVA- Manual Vacum Aspiration 

NMNCH- National Maternal Neonatal Child Health 

PAC- Post Abortion Care 

PID- Pelvic Inflammatory Disease 

RHC- Rural Health Centre 

RTI- Reproductive Tract Infection 

SRHR- Sexual and Reproductive Health and Rights 

STI- Sexually Transmitted Infection 

THQ- Tehsil Head Quarter 

WMO- Women Medical Officers 
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About Aahung 

Aahung is a Karachi-based NGO that has been working to improve the sexual and reproductive health 
(SRH) of men, women, and young people since 1995. The team of Aahung works for capacity 
development to improve the quality of sexual and reproductive health services while advocating for 
an enabling environment in which every individual’s sexual rights are respected, protected, and 
fulfilled. For 20 years, Aahung has advocated for Sexual and Reproductive Health and Rights (SRHR) to 
be accepted as fundamental human rights and be integrated into health and education services across 
Pakistan. By developing local, culturally appropriate teaching tools and replicable, evidence-based 
models, Aahung has influenced private and public schools to integrate comprehensive sexuality 
education into the teaching curriculum to ensure that young people have access to critical 
reproductive health information. Similarly, Aahung has worked with healthcare providers (HCPs) and 
institutions to integrate a rights-based approach to Sexual and Reproductive Health, thereby 
improving the quality of services provided and increasing the demand for these higher quality 
Reproductive Health services. 

Executive Summary 

Through this project, Aahung will build the capacity of Health Care Providers working within the public 
health system in Pakistan to improve the quality of Comprehensive Reproductive Health Services, 
including Family Planning, to reduce unwanted pregnancies and unsafe abortions. This will lead to a 
greater understanding of, and comfort communicating about reproductive health. A deeper 
recognition of client rights will reduce stigma and discrimination and play a key role in empowering 
clients to access services more readily. 
Prior to implementation, Aahung conducted a Baseline evaluation study with Lady Health Visitors 
(LHV’s), Community Midwives (CMW’s) and Women Medical Officers (WMO’s) in District Headquarter 
Badin and Tehsil Headquarter Thatta. The objective of the baseline evaluation is to build evidence 
base for the importance of improving knowledge and skills and clarifying values and attitudes of Health 
Care Provider’s (HCP’s) in order to improve quality services and increase access to reproductive health 
services. 
This evaluation will also test Aahung's conceptual framework by examining the relationship between 
key variables such as provision of Family Planning (FP) counselling and incidence of Post Abortion Care 
(PAC) complications. Results of this evaluation will be used as an evidence base for ongoing advocacy 
with government departments. The process of advocacy for this project will also be thoroughly 
documented in order to have a best practice model on working in the public health sector. In order to 
maximize accessibility to institutes, departments and providers for this evaluation, Aahung take an 
institutional approach and encourage active participation of stakeholders in the evaluation process, 
including assistance and technical insight in the strategy, indicator and tool development phases. 
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Background 

 
There are high levels of unintended pregnancies, induced abortions and maternal deaths in Pakistan. 

Of an estimated nine million pregnancies in 2012, 4.2 million were unintended resulting in 2.2 million 

induced abortions – the majority of which were unsafe and contributed to 6% of the latest estimate 

of maternal deaths. The high rates of fertility contribute to 9,700 maternal deaths each year. Only 35% 

of married women of reproductive age in Pakistan are currently using any method of contraception 

(National Institute of Population Studies, 2014). Among South Asian countries, only in Afghanistan is 

this rate lower at 22.5% (The World Bank, 2018). 20% of married women in Pakistan have an unmet 

need to use family planning. Pakistan is experiencing rapid population growth at 2.4%. Unless this 

growth is curtailed, Pakistan will continue to be outperformed by its peers in terms of per capita GDP 

and will not realise its demographic dividend6 potential (Pakistan Bureau of Statistics, 2017). 

PAC continues to be a serious public health concern in Pakistan, due to shortage of skilled health 

workers, and low quality and access to health services. This is a problem especially in rural areas where 

several social, economic and other barriers prevent women experiencing post abortion related 

complications from receiving PAC services. Only half the women who experience post abortion 

complications receive treatment (Sathar et al., 2013).  

In rural areas, the barriers to receiving treatment for abortion-related complications include lack of 

transport facilities, lack of awareness of availability of services, unsupportive spouses and stringent 

gender roles such as reliance on males for decision making, financing and mobility. In addition, after 

they make the decision to end the pregnancy they often use home remedies which are ineffective and 

cause complications. There is also high reliance on traditional birth attendants (TBA’s) dais that are 

not medically trained. This process results in wastage of time and pregnant mothers often develop 

complications such as bleeding, swelling, pain, fever and weakness (Sathar et al., 2013). Such practices 

often result in unsafe abortions which the WHO (1992) describes as “a procedure for terminating a 

pregnancy carried out either by persons lacking the necessary skills or in an environment that does 

not conform to minimal medical standards, or both” (Azmat, Shaikh, Mustafa, Hameed & Bilgrami 

2012). 700,000 women every year develop abortion related complication, which puts a great burden 

on the healthcare system as well (Sathar et al., 2013). However, there is high reliance on traditional 

birth attendants even amongst poor women in urban areas,  yet a higher proportion of women seek 

help form trained health workers such as midwives or gynaecologists in urban than rural areas (Azmat 

et al., 2012).  

According to a study conducted by Population Council in 2013, most women seeking PAC services are 

“married, aged 30 years or more, residents of rural areas, uneducated, poor and with five or more 

children” (Sathar et al., 2013). They are also mostly housewives and have never used contraception 

(Azmat et al., 2012). However, since 1980s contraception use has increased greatly, but the growth 

has been slow over the past few years due to several factors; which include weak support by the 

government and gaps between community and service. In addition, less invasive methods are now 

used in health care facilities, which are recommended by WHO such as misoprostol in place of surgery; 

however dilatation and curettage (D&C) is still commonly used (Sathar et al., 2013). 
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Program Development Objective Indicators 

The development objective of this program is to improve the knowledge, skills and practices of 
healthcare providers around Sexual and Reproductive Health and Rights (SRHR) thereby enabling 
them to provide higher quality reproductive health services free from stigma and discrimination. 

 

Project Objective 

To Improve the Quality of Comprehensive Sexual and Reproductive Health Services for Vulnerable 

Women in Rural Sindh, Pakistan 

In response to preliminary results and stakeholder analysis from previous projects, Aahung aims on 

prioritizing the capacity building of 315 rurally-based public health providers due to the frequency 

with which they are accessed for SRHR services. Capacity building sessions will develop essential 

knowledge and skills and curtail discriminatory practices in order to provide quality, comprehensive 

SRHR services which promote dignity, individual choice and consent. Thematic areas covered will 

include: Client cantered care, value clarification on FP and PAC, STIs, and maternal health. In this 

project, a greater emphasis on the use of misoprostol (recently added to Sindh's essential drug list) 

for PPH and management of Post Abortion Care will be integrated into the training to improve 

provider familiarity with its use and dispel currently held myths. Trainings will be tailored to 

accommodate each HCP's skill level and mandate within the system (CMWs and LHVs operate at the 

community level and conduct deliveries). 
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Role of Stakeholders as per designed Guidelines by the Governing bodies 

Community Midwives 

In order to prevent the maternal mortality rate in Pakistan, the Ministry of Health initiated the 
Community Midwifery Program in 2006, which is considered an effective and cost efficient way of 
reducing Maternal Mortality. The Community Midwives (CMW) program is being run under the 
establishment of National Maternal New-born Child Health (NMNCH), which is a government body. 
The objective of this program is to provide 18-24 month training to women of local communities on 
antenatal, intra-partum, post-natal and new-born care.  Once these CMW’s are deployed upon being 
awarded the CMW certificate, NMNCH with collaboration with an organization assists the deployed 
CMW’s to open up a birthing station. This birthing station is also fully equipped by NMNCH, and then 
it is restocked periodically by DKT.  

 NMNCH has set certain guidelines in which the responsibilities of CMW’s have been defined. These 
guidelines are defined on the basis of the CMW curriculum. CMW’s are obliged to adhere to these 
guidelines and not provide services apart from whatever has already been defined.    

Table 1 

Indicator Milestones to be achieved by End of Project 

New evidence on SRHR generated, or existing 
evidence synthesized or major gaps in SRHR 
knowledge/ attitudes/ behaviour synthesized, 
which is used for evidence-based advocacy and 
policy engagement. 

End line evaluation report completed 

Evidence from project presented as best practice 
model to policy makers and managers at advocacy 
seminar 

Number and type of legislators, regulators, and 
other decision-makers increase awareness and 
engagement in SRHR 

15 legislators, regulators and other decision makers 
from the province of Sindh attend advocacy seminar 
and make their action plans for upscale of program 
successes throughout the province 

SRHR service delivery protocols institutionalized at the 
facility level in 75% of intervention facilities 

Improved quality of services/ information/ 
products (using recognized quality standard as 
defined in conjunction with CSO) (e.g. better 
quality youth friendly services) 

Quality service delivery protocols on management of 
Reproductive Tract Infections, Misoprostol usage, 
Integrated FP counselling, and PAC at the institutional 
level of at least 75% facilities in the intervention area. 

Greater access to SRHR services/ information/ 
products for marginalized groups 

At least 15% increase in clients accessing SRHR services 
and referrals at intervention sites 

Increased range (i.e. # of different types) of SRHR 
services (including information and products) 
available due to Amplify Change grantee activity 

At least 70% of trained providers are providing an 
increased range of quality SRHR services from baseline 
including the following: 

• PAC  service provision 

• Misoprostol for PPH prevention and management 

• Integrated FP counselling 

• SRHR counselling 

• Holistic management of RTI’s 

• Referrals to higher level facilities where needed 
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Lady Health Visitors 

Lady Health Visitors are primary community health workers. Their responsibility includes meeting the 
health needs of the community along with working with Rural Community Health Services. Lady Health 
Visitors are expected to use their knowledge in providing nursing care to sick individuals. They are 
responsible for the prevention of disease, promotion and maintenance of health theory and reduction 
of morbidity and mortality of mothers and children. Their duties are not limited to the clinic. They are 
expected to look after the health needs of families with homes in a specified area. Their main 
responsibility is however, to use effective written and verbal communication skills with these family 
members to change their attitude and behaviour towards their health. An essential part of their 
services include effective utilization of resources to improve the health status of families, and 
therefore the whole community. 

Medical Officers and Women Medical Officers 

Medical officers (MO) and women medical officers (WMO) are qualified doctors who have completed 
their degree in MBBS, recognized by Pakistan Medical and Dental Council. The designation/title of MO 
or WMO is endorsed by the government; hence doctors who are working in the public sector are 
recognized as MOs or WMOs. These officers complete their degrees from various recognized medical 
institutions, after which they either work for the government, or start their private practice in their 
designated home town.  

Women medical officers are mostly responsible to respond to the specific health needs of infant/ 
children less than five years of age, women of child bearing age and adolescents. Moreover, WMO’s 
are accountable to create awareness in men and women about maternal health care including the 
advantage of proper antenatal, natal and postpartum care, and nutritional needs during and after 
pregnancy and care of the new-born and mother. In their scope of work, WMO’s are also predisposed 
to meet specific needs of infant health care including counselling/referral for immunization, early 
detection and referral of congenital anomalies, parent counselling on child nutrition, promote 
exclusive breastfeeding and timely and appropriate weaning. In terms of maintaining records, BHU 
patient OPD records/registers, stock register and other data collection instruments are required for 
reporting purposes (insert citation). 
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Methodology 

This section explains the procedure of conducting the baseline, as well as the data collection 
techniques employed. 

Research Design 

A mix method design was employed for the research, which includes qualitative research, wherein 
data was collected through conducting two focus group discussions and 28 in-depth interviews. 
Quantitative research was also carried out employing the use of a health facility assessment. The 

number of assessments conducted was 16. 
 
Population 
 
The population of this study comprise of female health care providers, consisting of 14 Community 
Midwives, eight Lady Health Visitors and six Women Medical Officers. This study took place in two 
Districts of Sindh namely Badin and Thatta. 

 
Consent 

Verbal consent was taken from Health care providers before involving them in discussions. District 
Health Officers and the representatives from the Community Midwifery schools of Badin and Thatta 
were notified about the number of participants required for the Baseline. All respondents were 
informed about the content of the questions, and that answering them is entirely voluntary and 
interviews can be stopped at any point. Risk to respondents in this study is minimal. 
 

Tool Development 

There were three tools developed that focused on assessing the knowledge, attitudes and practices 
of CMWs, LHVs and WMOs affiliated with public healthcare institutions in Badin and Thatta. One was 
a FGD guide, one was an In-depth Interview guide and the other was an interviewer administered 
Health Facility Assessment. Following sexual and reproductive health management (SRHM) issues 
were addressed through the interviews:  

• Basic understanding of Sexual and Reproductive Health and Rights 

• Post-partum haemorrhage  

• Antenatal care 

• Postnatal care and abortion 

• Family planning 

• Client centered approach  

• Post Abortion Care 

• RTI’s/STI’s 
 
Procedure  

• Two Data collectors were hired and trained to conduct in depth interviews and focus group 
discussions 

• Appointments from community midwifery schools were taken prior 

• Focus group discussions were conducted by Aahung staff and data collectors 

• All data was collected in the premises of schools, birthing stations, District Head Quarter, 
Tehsil Head Quarter and Basic Health Unit 
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• Data is presented on the basis of analysis which was generated after applying different 
measures to find out the variety of relationships between indicators 

 

 

 

 

 

Tools 
Stakeholder/ 
Respondents 

Number 
Administered 

Location 
Objective of 

Tools 

Quantitative 
survey-
Health 
facility 
Assessments 

Birthing 
stations of 
Community 
Midwives 

16 
assessments 

8 in Badin 
8 in Thatta 

To assess Health 
facility status and 

quality of 
services on 

family planning 
and Post 

Abortion Care 

Focus Group 
Discussions 

Groups of 
midwifery 
students 
who are 
currently 

enrolled in 
CMW 

program 

18 students 
through 2 

Focus Groups 

     1 in Badin 
     1 in Thatta  

To gauge the 
knowledge of 
students on 
Sexual and 

Reproductive 
health issues 

along with their 
understanding of  

Post Abortion 
Care, Family 

Planning 
techniques and 

STI’s/RTI’s 

In-depth 
Interviews 

Community 
Midwives, 

Lady Health 
Visitors and 

Women 
Medical 
Officers 

  28 interviews 

           Badin 
        -  6 CMW’s 
        - 3 LHV’s 
        - 2 WMO’s 
 
          Thatta 
        - 8 CMW’s 
        - 5 LHV’s 
         - 4 WMO’s 
 

In-depth 
understanding of 

sexual and 
reproductive 

health and rights 
and the 

ramifications of 
using unsafe 

procedures on 
maternal and 
child health 

Table 2 
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Qualitative Findings 

Midlevel Providers 

As part of the Baseline study, Aahung interviewed 14 deployed community midwives, 18 pre-service 

community midwives eight Lady Health Visitors 

Motivation of becoming a Health Practitioner 
It was observed that the CMW course is considered as a more viable option to become a health 
practitioner as opposed to becoming a specialized doctor. This course is financially economical and 
also gives women an opportunity to pursue it after marriage. ‘I always wanted to become a doctor, 
but due to lack of financial resources I was not able to become a doctor, hence I did this 18 month 
course of Midwifery’. Once deployed, National Maternal Neonatal and Child Health (NMNCH) sets up 
a birthing station for each deployed CMW who wishes to continue the practice. This facility is usually 
situated in a separate part of the house of the CMW. This gives practitioners the liberty to practice at 
flexible timings, catering to the needs of women even during odd times. ‘My uncle is a doctor so since 
I was a child, I used to wear his stethoscope and pretend to be a doctor. Due to financial instability, I 
could not pursue my dream, however, after marriage, my husband made me do the CMW course’. 
Moreover, students who were currently enrolled in the Midwifery course had expressed concern over 
inept practices and services of traditional birth attendants in their respective villages as the core 
motivation for opting for the CMW course. ‘I chose to become a CMW because I live in a remote village 
where there is only one doctor who is a male. Many women die while giving birth due to unsterilized 
equipment and unhygienic practices adopted by the traditional birth attendants. Overall, it was 
observed that the central motivation for CMWs pursuing the course and coming in the occupation was 
to provide quality services to overcome the complications which were being experienced by new 
mothers. 

The CMWs interviewed in Thatta seemed to be following the CMW guidelines as prescribed by MNCH 
more dedicatedly as opposed to that of Badin. This means that they were aware of their limitations in 
terms of their scope of work, which is why the network of referral is relatively more organized in 
Thatta.   

CMWs who were interviewed had been in practice since at least three years. This gave them the edge 
of being well aware about other health facilities and the kind of services which are being offered. 
Majority of the CMWs had started their practice right after completing their midwifery course, and 
some of them had taken a gap year either because they were transitioning from a separate tehsil or 
waiting for their clinics to set up.    

Pre-service and In-service 
In order to assess the kind of decisions CMWs can make once deployed or while still in training, it was 
observed that during the training, students go through skill building processes in school, and in the 
fourth month of training they are rotated in different wards of Civil Hospital to perform observations 
and to get hands on training and experience. Although students accompany skilled doctors during 
their placements in the hospital, they are not given the opportunity to conduct any examination on 
the patient until they get deployed and run their own clinics or work at any facility. If the students 
were given an opportunity to perform examination under the supervision of specialized personnel 
while training, this will reduce the chances of error or poor diagnosis once the provider is providing 
services independently. Once deployed, CMWs operate their own birthing stations/clinics and have 
complete autonomy to make decisions regarding the services which were being provided, the clients 
which were given services, flexibility in the timings of the clinic and taking part in various trainings for 
development. However those who were working in public health settings such as a DHQ or THQ 
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continue to have limited independence since they are mostly working under a doctor who is in charge 
of making most of the decisions. 

Moreover, it was observed that during practical, some CMWs under training in Thatta are given the 
opportunity to perform normal deliveries, so as to prepare them once they are deployed and 
operating their own clinics. Students under training work under the supervision of specialized doctors 
in civil hospital or in other facilities depending on their placements.  

Nevertheless a lot of participants expressed a major gap in their confidence and skills to treat a patient 
when they complete the CMW course and start their own clinic. 

Lady Health Visitor’s milieu 
Previously, LHVs were responsible for going into the communities and look after the health needs of 
the families whereas now they are mostly designated at a public facility or a birthing station. Given 
the experience of working in the field, the LHVs have basic understanding of sexual and reproductive 
health issues and the general needs of pregnant mothers including the importance of safe access to 
antenatal and post-natal services and family planning counselling. Major responsibilities of a LHV 
working at a THQ included antennal check-up in which the foetal heart sounds were heard, 
prescription of blood tests and taking medical history of the clients who come for treatment. It was 
observed that the haemoglobin levels were normally checked through conventional methods. This 
was primarily done through checking the colour of the sclera of the eyes, lips, or face colour of the 
client. In terms of provision of family planning services, the LHV‘s revealed that there is a separate 
family planning centre at THQ level where clients go to seek for services related to family planning. 
However, the doctors at the THQ also have limited family planning methods which they recommend 
to the client. These include condoms and oral pills. It was observed that when clients come with PPH 
or PAC related cases, the LHV at THQ level does not perform any examination on them and they are 
referred directly to the doctor who is working at the facility. There are two public LHVs designated to 
work at the THQ. These LHVs are also responsible to maintain a record of the patients. These records 
are maintained manually in registers. At the facility level it was observed at the THQ that rooms which 
were designated for antenatal and post-natal services were locked and not being used. Mostly, 
conventional methods were being used to perform examinations on clients.  

Quality of Service Provision  
Prenatal, antenatal, post-natal, parturition and family planning counselling are the common services 
rendered by CMW’s. ‘Mostly I provide antennal services and look after delivery cases. If the patient is 
anaemic, so I handle it accordingly, but if blood pressure (BP) is constantly fluctuating or if there is any 
other complication, I refer the patient to the doctor’. Adolescent or young girls also seek for services 
regarding irregular menstruation or infections. Some of the common infections identified among 
young girls were due to the usage of unhygienic sanitary napkins. Adolescent or young girls make use 
of unhygienic pieces of cloth as substitutes of sanitary napkins which result in various kinds of 
infections. Mostly, these infections are not treated which is why later on they result in infertility or in 
some cases they are transmitted to their partners. ‘Sometimes unmarried girls come with irregular 
menstruation problems. I give them medicines and by the grace of God I have a lot of them overcome 
this problem’. During one interview with the CMW, it was observed that influx of flagyl was given to 
treat majority of the infections. Flagyl is a metronidazole which treats certain bacterial and parasitical 
infections, and doesn’t work for viral infections. Hence, it cannot be used for all sorts of infections. 
Whereas it was noticed that it was being used extensively by CMWs. Some CMWs also operate OPD 
in their birthing stations, where patients suffering from all sort of infections come to seek for services.   

In most of the discussions it was revealed that mostly women come to seek for services when they are  

full term.. However, they would also come during their gestational period but most of them only seek 

for services incase of complications such as ante-partum haemorrhage, missed abortion or cramping.  
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While community midwives were equipped with scarce knowledge related to ante-partum 

haemorrhage and missed abortion, it was noticed that they did not follow safe procedures for medical 

care. With the absence of gloves and sterilized equipment, they were using perilous techniques which 

could affect maternal health. One CMW narrated that she once got a case where a three month 

pregnant woman came with the complaint of excessive bleeding. The CMW treated her case by giving 

her a drip which helped in the evacuation of tissues from the uterus. With its complications, Dilation 

and Curettage (D&C) is still used extensively to handle cases related to missed/incomplete abortion. 

D&C is a surgical procedure which requires local anaesthesia and a safe facility. CMWs are not 

equipped in birthing stations to carry out this procedure, whereas D&Cs are still conducted at these 

facilities- which are ill-equipped. At another occasion during an interview it was revealed by a CMW 

that the uterus is cleaned with the help of bare hands, without taking into consideration of the 

possibility of multiple infections that may be a result of it. ‘I wash my hands with soap before carrying 

out any examination or conducting any procedure’ 

 Some deployed CMWs of Thatta and those under training were able to articulate the issues regarding 

sexual and reproductive health. This reflects their understanding towards this subject. In terms of the 

services which are being rendered, antenatal care, post-natal, parturition and family planning 

counselling were among the common services. ‘Women mostly come to me to seek for antenatal, post-

natal and normal delivery services’. It was observed that women who come to seek for post-natal 

services are normally weak, because they don’t consume healthy diet. ‘I recommend them to take 

healthy food because most of them get anaemic after delivering babies. I also counsel them for family 

planning, so that their body gets rest and they can focus on bringing up the child’. However, one CMW 

reported that family planning is a relatively new practice in Thatta. Three to four years ago people 

were not aware of family planning methods, but now due to the presence of various NGOs and 

provision of door to door services by mid-level health care providers, people are getting more 

information regarding it. 

It was observed that some LHVs were working closely with CMWs. While working closely in the 

designated community, they often sit at the CMWs clinic. At the clinic, although the LHV is responsible 

to give services to pregnant women she also runs OPD where services are provided to patients of all 

ages. ‘In my OPD, mostly patients come with the complaint of flu, fever and children with various 

infections etc’. In case of treating any wound or infection, LHV cleans it with the help of 

pyodine/antiseptic and prescribes an antibiotic. Women with low levels of haemoglobin also often 

come to seek for advice. It was observed that that low levels of haemoglobin was diagnosed through 

examining the eyes, palm colour or the breathing of patients, a common practice noticed among 

midlevel health care providers. In order to treat low levels of haemoglobin blood is arranged for 

transfusion and the patient is prescribed a 5 day course of antibiotic. With regards to reproductive 

health services, discussions revealed that antenatal, post-natal, parturition and family planning 

counselling are offered by the LHV.  

FP Counselling and related Myths and Misconceptions 
In most of the discussions it was revealed that mostly women come to seek for services when they are 
full term. However, they would also come during their gestational period but most women come to 
seek for services in case of complications such as ante-partum haemorrhage, missed abortion or 
cramping. During their visits, CMW’s counsel pregnant women regarding healthy diet, safe practices, 
family planning and importance of regular check-ups.  

From discussions, it was revealed that the providers did not only deal with family planning related 
myths and misconceptions of the clients, but they also had certain misconceptions which need to be 
clarified so that unbiased services could be provided. One CMW revealed that ‘I normally recommend 
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young girls to use family planning methods after the first child, so as to avoid infertility in future’. At 
another occasion, one CMW said that ‘generally infections such as RTI’s/STI’s are a result of using FP 
techniques such as injections or oral pills’. One CMW also said, ‘I tell women to convince their husbands 
on using condoms instead of women using contraceptives because contraceptives cause weakness in 
women’. This shows lack of knowledge regarding the use of family planning methods, and that of 
primary and secondary infertility, which has various layers to it. 

However, the idea of using family planning method before the first child is still unquestionable, 
because in Thatta it is mandatory for a woman to get pregnant as soon as she is married. Therefore, 
CMW’s also avoid counselling women to delay their first pregnancy, because of the strongly rooted 
customs and practices. Moreover, this also accounts for some personal prejudices of the CMW’s. One 
CMW is reported to have said, ‘such a thing would only happen in wealthy families who breed 
actresses, otherwise such a thing doesn’t exist in normal respectable families’. As far as students under 
training are concerned, they had sufficient knowledge regarding family planning methods.  

While speaking to a LHV, it was revealed that ‘if any unmarried girl comes to ask for family planning 

methods, I turn them away because I don’t provide any illegal services, I tell them that it’s a sin for 

unmarried girls to use these methods’. Moreover, if a woman comes for abortion, LHV tries to counsel 

her to keep the baby, but on her insistence, if she is less than 40 days pregnant, then the LHV would 

carry out the abortion. ‘Initially I try to convince mothers by saying that they should keep the baby and 

later give to any poor family in case they cannot bring up the baby’. If the case is 40 days older than 

the LHV does not carry out the procedure. It was observed that the LHV’s doesn’t even refer their 

patients to any doctor. One LHV also has a firm belief in the fact that oral pills and injections causes 

major hormonal fluctuations which may be dangerous for the health of women. Services are mostly 

limited to married women. Unmarried girls mostly come with the complaint of irregular periods. In 

terms of family planning, the LHV recommend women to go for IUCD insertion, without providing them 

any options. This is mainly because the LHVs has certain targets to accomplish in terms of the usage 

of family planning methods and also because of personal biases regarding certain family planning 

methods 

In terms of satisfying clients and answering their queries, the CMW’s narrated to be providing them 
with enough information. It was observed that mostly clients are not aware of family planning 
techniques such as injections or IUCD. In such situations the provider said that she takes a client 
centred approach whereby she informs the client of all possible techniques. ‘I keep all forms of 
methods, and upon the client’s need I inform them about all the possibilities. The end decision is always 
theirs to decide which method suits them best’. Mostly women avoid taking oral pills because they find 
it inconvenient to take it regularly. For IUCD insertions, it was observed that the CMWs arrange for a 
camp when they have enough requests for IUCD insertions, so that IUCDs can be inserted under 
hygienic conditions and under the supervision of specialized personnel. Moreover, when CMWs were 
enquired about the general myths and misconceptions about family planning methods at the 
community level, it was revealed that people come with concerns such as thinning of blood, excessive 
bleeding and difficulty in intercourse due to IUCD insertion. KHV’s informed that a lot of times 
excessive loss of blood is one of the greatest fears of women, which is why they avoid opting for Family 
planning methods. 

Post Abortion Care 
In terms of handling cases related to Post Abortion Care, there was little or no information provided 
during the interviews. One CMW casually said that if a client comes with excessive bleeding during 
pregnancy, ‘I would clean her uterus, because she would have aborted the baby’. Such cases are mostly 
handled in civil hospital. During discussions, students under training informed that DNC is practiced 
extensively in civil hospital. If there is any case of missed/incomplete abortion, the patient undergoes 
an ultra sound. If needed, the patient is given a medicine (normally misoprostol or syntocinon) which 
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helps in the evacuation of the foetus. If the tissues are not completely evacuated, then the doctor 
would perform a DNC. CMWs had never undergone any training on MVA, neither are they equipped 
with any information on it.  

Patients with missed/incomplete abortion were observed to be treated by LHVs in Badin. At one 
instance, the LHV narrated that she gives the patient misoprostol so that the foetus is evacuated. Upon 
conducting an ultrasound, if there are still some tissues left, then the LHV would perform a DNC on 
the patient. Although the LHV had undergone training on MVA, DNC was still being practiced. LHVs 
also seemed confident about managing PPH cases even though those interviewed had never treated 
any independently. It was also observed that majority of the LHVs who were interviewed felt that 
there has never been a need to refer any patient, because somehow all the issues are resolved. ‘I don’t 
refer patients, because by the grace of God I get nice patients who I can deal with myself. In Thatta, In 
case of missed and incomplete abortion, the LHV adopts the practice of an ultra sound and then 
further decides the most suitable medication to prescribe, or of the case needs to be referred. It was 
observed that misoprostol and ST mom were being used at DHQ level for incomplete or missed 
abortion. It was also observed that the LHV is performing Manual Vacuum Aspiration on clients. She 
underwent the training for it while she was working with another non-profit organization which is 
working on family planning. As far as PPH is concerned, it was observed that the LHV working at the 
THQ was following the acceptable procedure for the management of PPH. Misoprostol and ST mom 
was being used for its management. However, it was also discovered that if an anaemic client comes 
to the LHV for treatment, the LHV refers that client to a doctor after getting the haemoglobin test 
done. Moreover, it was observed that in case of complicated deliveries, clients are normally referred 
to DHQ from THQ, RHC’s or BHU’s.  

Referrals 
During discussions, it was told that if the CMW observed any complication or abnormality in a 
pregnant mother, she would immediately be referred to the civil hospital so that the pregnant woman 
could get her ultra sound performed and case diagnosed under a specialist. CMWs generally avoided 
dealing with complicated cases and avoided misguiding their clients. Recommending women to 
undergo ultra sound was seen as a common practice. This shows that no diagnosis was performed on 
the basis of assumptions, which is generally a good practice. Referral network in Thatta is relatively 
stronger. It was observed that CMWs would refer patients immediately to civil hospital in case of 
complications. Although one CMW said that initially doctors in civil hospital would not take patients 
upon referral. This was mainly due to poor relationships between the CMW and the doctors. The 
CMWs have to build up this relationship by constant visits to civil hospital in order to acquaint 
themselves to the doctor, so in case of referrals, the doctor takes up the patient immediately. 
‘Whenever I get any case of PPH, I try to manage the situation temporarily until the patient is referred 
and safely transferred to civil hospital’.  

In case of LHVs it was observed that LHVs were not referring their patients to other doctors. They were 
either trying to treat the patient themselves, or else the patients were being turned away. At one 
instance the LHV said, ‘although I am trained to take care of most complications, times when I am 
unable to treat the patient, I simply inform her that I can’t do any procedure’.  

Training and Development 
Through discussions it was revealed that a selective number of CMW’s are given the opportunity to 

undergo trainings. Most of the CMW’s interviewed expressed the need of trainings and refreshers on 

Manual Vacuum Aspiration and Post Abortion Care. Very few CMW’s had taken the training of MVA, 

and in some cases they had taught the use of MVA to their fellow colleagues. However it was noticed 

that there was still large extent of discomfort in using the MVA. 
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An Overview of the Facility 
During the baseline, the facilities of all CMWs interviewed were assessed. Most of the facilities of 
CMWs are called birthing stations, otherwise known as dhanak clinics.  

Badin 

The facility in most cases was a small congested room, with a bed with no bed sheet on it, dust bins 
had no linings for safe wastage disposal, and bathrooms were unclean with no access to water. In 
addition to this, there was little or no practice of sterilizing the equipment. The same equipment are 
repetitively used on patients. Moreover, no CMW had knowledge about the recommended number of 
check-ups for a pregnant woman. 

 

 

 

 

 

 

 

Thatta 

Facilities in Thatta were relatively better equipped. There was adequate room for examination. 

Dustbins were also lined properly in some facilities. As far as wastage is concerned, the providers 

adopted proper mechanism for waste disposal. Some clinics had clean sheets on the beds, and some 

of the clinics were using antiseptic solutions. Whereas all providers stated the importance of using 

gloves while examining the patients, only a few even had gloves present at the facility.  

 

 

 

 

 

 

Health Care Providers 

During the baseline study, Aahung interviewed six Women Medical Officers (WMO), two women 
medical officers were from Badin and four were from Thatta.  

At the THQ facility, two WMOs are employed by NMNCH to ensure the provision of safe services for 
maternal and child health care. It was revealed that apart from antenatal services, clients mostly come 
with the complaint of pelvic inflammatory diseases (PID) which is an infection in the female 
reproductive organ. According to a WMO, PID is common amongst women in Tando Bhago mostly 
because they get married at an early age and they have less information about safe sexual intercourse. 

S.No Title Percentage 

1 Adequate Room for Examination 63 

2 Dustbin with linings for Disposal 0 

3 Bed with Clean sheets 25 

4 Antiseptic Solutions 38 

5 Sterile Equipment for Procedures 13 

6 Use of gloves 50 

Table 3 

S.No Title Percentage 

1 Adequate Room for Examinations 83 

2 Dustbin with linings for Disposal 66 

3 Bed with Clean Sheets 33 

4 Antiseptic Solutions 33 

5 Sterile Equipment for Procedures 50 

6 Use of gloves 33 

Table 4 
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Mostly married women are given services related to family planning. If an unmarried girl comes to 
seek for information related to contraceptives, or abortion, she is not assisted at a public facility. This 
is the reason why unmarried girls resort to private clinics for services related to the use of 
contraception or abortion. Whenever a client comes with complication at the health facility, there is 
a proper mechanism of taking sexual history and checking for blood pressure. If there is no previous 
record of the client at the facility then they are normally referred to DHQ where the services and 
health facility are more advanced. In terms of family planning services, the clients are given 
information about all the available methods of contraception and then it is left up to them to decide 
which method they would like to choose. In majority cases, it was observed that the WMO would 
recommend the client to go for an injection as opposed to taking oral pills; on the assumption that 
clients forget to take oral pills on time. Injection is recommended mainly because it relieves the client 
from taking pills every day for at least three months. Moreover, it was also observed that the WMOs 
of both Thatta and Badin were of the belief that family planning methods should not be used before 
the first child. While clients come up with certain myths and misconceptions about IUCD and other 
forms of family planning methods HCPs convince them about its consequences how they vary from 
each individual. These myths include excessive bleeding, pain during intercourse, spotting at intervals 
and severe dysmenorrhoea. During the discussion, it was observed that although the WMOs were 
dealing with ovarian cysts, uterine cysts, and fibroids, they were less acquainted with the symptoms 
and management of STIs and RTIs. The frequency of missed and incomplete abortion cases was very 
high in the THQ facility. It was observed that the LHVs or trained staff nurses were responsible to carry 
out Manual Vaccum Aspiration (MVA). According to a WMO ‘manual vacuum aspiration is a safer way 
to remove uterine contents through cervix’. WMOs don’t adopt the practice of filling referral books, 
which also leads to lack of follow up from the clients about the services provided by the provider who 
was referred.  

The WMOs who were interviewed at a THQ facility were observed to be dealing with patients coming 
for all sorts of problems. However clients often come for abortion, pelvic inflammatory disease and 
infertility related cases. Apart from this, clients who go to traditional birth attendants often come with 
the complaint of sepsis or PPH, such cases are dealt in emergency. During discussion, it was revealed 
that there is no gynaecologist in Badin DHQ, which is why often complicated cases are sent to the civil 
hospital in Hyderabad. In terms of protocols and services which are offered at the THQ level, it was 
noticed that if any pregnant client comes with a haemoglobin level of less than seven, in that case the 
client has to be referred to a DHQ facility because in case any complication arises, the THQ is not 
equipped to deal with it. Comprehensive family planning services are provided at the THQ facility. It 
was observed that although the health care providers counsel clients about various family planning 
methods, they still don’t continue those methods and keep changing their decisions. For instance, 
there is a general rise in the trend for clients coming for implants, but at the same time they want to 
discontinue its usage because of the fear of their husbands or in laws. Cases of missed or incomplete 
abortion are managed through DNC. DNC was noticed to be the most common method of the 
evacuation of uterine contents after abortion.  

Through interviews with WMOs, it was revealed that although they had knowledge about Family 
Planning and PAC services, conventional methods were still being used in the facilities with limited 
access to equipments and services at both THQ and DHQ levels. 
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Conclusion 

Women medical officers, lady health visitors and community midwives are the three key stakeholders 
who are involved in improving the quality of service provision around Sexual and Reproductive Health 
at a community level. Findings from the baseline illustrated different attitudes of each stakeholder 
with regards to the facility they are working at. Women medical officers who were interviewed during 
the baseline demonstrated adequate knowledge about the symptoms of RTIs however they had little 
or no information about its management. There were some personal biases with regards to the usage 
of family planning methods before the first child, which was seen as a common trend amongst other 
healthcare providers as well. Similar patterns were observed with LHVs and CMWs, who demonstrated 
adequate knowledge about RTIs but lacked in its management. In addition, they had preferences when 
it came to provision of family planning counselling and services. These preferences were either based 
on targets to be accomplished in terms of using certain methods or because of inadequate knowledge 
about the signs and symptoms of different methods, or even because of the lack of supply of a 
particular method. It was observed that the supply of family planning methods was dependant on the 
organizations who were providing these methods to the health care providers.    

With respect to post abortion care, conventional methods are still being used for the treatment of 
incomplete and unsafe abortions by majority of health care providers. Dilation and curettage (D&C) is 
commonly being practiced for removing the uterine contents from the cervix post abortion. However 
this method has been regarded as unsafe because of the risks of high uterine perforations, severe 
anaemia and increased risks and complications. Manual Vacuum Aspiration constitutes a safer method 
than D&C. However, CMWs, LHVs and WMOs should receive adequate training before using MVA. 
Although some non-profit organizations are involved in trainings of MVA but still there is some level 
of reluctance among the HCP’s to use it. Usage of misoprostol was mainly observed in the treatment 
of post-partum haemorrhage; however some providers were also using it for PAC.   

Mid-level health care providers were providing services beyond their defined capacity. In times of 
complications, the clients are supposed to be referred to senior providers or doctors rather than being 
treated by midlevel providers. This practice was not observed due to ineffective referral network. It 
was also observed that midlevel providers were operating OPDs in their birthing stations where they 
were providing services for all medical issues. Although MNCH had provided WMOs, CMWs and LHVs 
with referral books, but they were not being maintained. Moreover, it was observed that LHVs and 
CMWs have to establish good relationships with senior providers so that they can effectively refer 
clients to them.  

Most of the facilities which were visited during the baseline were in unhygienic conditions. Although 
there were rooms designated for antenatal and post-natal services at DHQ and THQ facilities, but they 
were not being used. Birthing stations were not sufficiently equipped with instruments or family 
planning methods. Sanitation was not taken care of and most of the birthing stations did not have 
antiseptic solutions or means of keeping the instruments sterilized. It was observed that mostly the 
birthing stations were dependant on other organizations for re-stocking.  

• From interviewing LHVs from different areas, it was observed that all LHVs had different scope 
of work. LHVs who are employed by a DHQ or THQ have different roles as opposed to those 
who are allotted a certain catchment area. LHVs who were working at a public facility could 
immediately refer the complicated cases to a doctor from the facility. However, the ones who 
are on field and visiting home to home have to put more effort to link the clients with the 
doctors since the referral network is not very strong and those on field have to make an effort 
to establish good relationships with doctors working at the public facility such as a DHQ or a 
THQ, so that the clients referred by them are taken care of. 

• During interviews, it was revealed that there is a very strong concept of cast system in Thatta, 
because of which a CMW belonging to a certain cast would only provide services to women of 
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her own cast. This creates a gap between the health care provider and those availing services. 
‘because of the existent castes, a CMW who is a jokhio will only provide services to a jokhio 
patient and a palla will always provide services to people of palla caste’.  

Recommendations 

Actions for improving the practices of provision of Sexual and Reproductive health services in Badin 
and Thatta have been identified following the analyses provided in this report 

• It is imperative to work closely with organizations that are responsible for providing 
trainings of family planning and PAC related services to ensure improved quality of service 
provision and adoption of safe practices by health care providers  

• Department of Health and other partner institutions should be made responsible to 
monitor the benefits of training on provider practices and to evaluate its impact on the 
quality of health care services so that they can ensure regulations in case of unsafe 
practices 

• It is vital for mid-level providers to have linkages with other providers so that referrals 
could be made efficiently 

• Working with Pre-service providers could prove to be advantageous because it is easier 
for students to mould their practices based on certain values and beliefs, rather than them 
being tapped into at a later stage where the practices become dogma 
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