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Executive Summary

While global immunization coverage is increasing
progressively, there is still a long way to achieve sustainable
development goals in this regard. Pakistan stands 3rd in the
top ten countries in the world with high numbers of under and
unvaccinated children 1 .UNICEF and World Health
Organization report 958000 children unvaccinated 2 in
Pakistan against Diphtheria, Tetanus, and Pertussis (DTP1)
as of July 2019. Within the country, there are regions and
provinces with even more vulnerable children such as
Balochistan with the lowest immunization rates in the
country.

An in-depth profiling of slums and underserved areas of
Quetta city located in Balochistan province has been
conducted to compile information on the number of slums

Box 1:

Health Facilities

1  20% Union Councils are without Health Facility

1 18% Union Councils are without EPI Facility

1 64% slums/underserved areas are not covered
for outreach vaccination

1  67% slums/underserved areas are not covered by
Lady Health Workers

Childhood Immunization

1 27% children have not received any antigen
hence are zero dose

1  46% children have received one or two antigens
hence are partially vaccinated

1  27% children are fully immunized.

Housing

1 60% housing structures are kacha (mud made)
and 21% are kacha-pacca (mud/plaster mixed).

Water and Sanitation

Major Inequities

and underserved areas, availability of Expanded Programme | 1  37% slums/underserved areas are without drains
on Immunization (EPI) facilities and health faciliies. The @1 S'%mséu?]defseweﬂ I?fgﬁfhWhefe drains  exist,
profiing also collected information about the types of = duc‘zi{;’noF;;miaersec oked/tilthy

residents, their housing structures, availability of water and 1 47 % Slums and underserved areas do not have

sanitation facilities, schools and social welfare services. Schools

There are 315 slums and underserved areas located in 44% of the 50 Union Councils of Quetta city. 57%
slums are not found in any of the government records. Quetta city has 2 Million population out of which 35%
lives in slums and underserved areas. 13% residents of these disadvantaged areas are temporarily
displaced either in the province or are of other nationalities (mostly Afghans).

In the 315 areas assessed, 60% houses are Kacha (non-concrete). Assessment of water and sanitation
conditions reveals that the government water supply is non-existent in 85% slums and underserved areas. In
terms of sanitation, it is observed that open defecation is practiced in 9% of the slums, even in areas where
toilets are available. Further analysis on the status of drainage system shows that around 84% of the areas
have either filthy or choked drains, or they are completely absent. 91% of these areas do not have solid
waste disposal system.

Out of the 50 Union Councils, 20% Union Councils do not have any health facility. Similarly, 18% Union
Councils do not have EPI facility. 64% slums/underserved areas do not have outreach vaccination services.
67% slums/underserved areas are not covered by Lady Health Workers (LHWs). 48% EPI facilities are
without gender segregated waiting areas. Drinking water is not available in 48% and toilets are not available
in 26% of EPI facilities. If toilets are available, they are not gender segregated in 19% of the EPI facilities.

Although informal groups such as Masjid Committees and Jirgas are present in 14% slums/underserved
areas, all of the slums/underserved areas do not have any formal Civil Society Organization. 47%
slums/underserved areas are without any kind of schools. 89% slums/underserved areas do not have any
presence of government social welfare schemes.

For household coverage survey in this research study, a total of 1,782 households with 1,786 mothers and
1,792 children are assessed. On record and recall bases, only 27% children are fully immunized and 46%
children are partially immunized. 27% of the children have not received any antigens hence are zero dosed.
43% mothers do not know importance of childhood vaccination. Card retention is found only in 35% of the
children.

The report concludes that majority of the slum residents are living under extreme level of vulnerability. The
housing structures are weak and access to safe sanitation and water is limited. Liquid and solid waste
management services are unavailable hence surroundings in areas under study are extremely unhygienic.
This leads to increased chances of disease outbreaks. The study suggests that realistic micro planning of
vaccinators, deployment of community based volunteers and LHWSs, and linking socio-economic wellbeing
programs with coverage ones is extremely important for generating demand for health and EPI services, and
achieving higher coverage rates in slums and underserved areas of Quetta City.

1 file:///C:/Users/ansaroo/Downloads/wuenic_2018rev_progress-challenges.pdf

2 https://data.unicef.org/topic/child-health/immunization/
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Chapter 1: Introduction

Though Balochistan is the largest province of pakistan by area, population of the province is the lowest at
12.34 millions among provinces and is thinly dispersed around the province. Quetta is the provincial capital
and the most urbanized city of balochistan hosting 29% of its entire urban populationas.

1.1 Demography

As per the National Census of 2017, popuulation of Quetta City is 1,001,205 and population of Quetta
District is 2,085,8605. Socio-economic push factors coupled with socio-political pull factors attract influx of
people to Quetta from the province; rest of the country and from Afghanistan.

1.2 Number of Slums

There are 47 identified slum areas as per the records of the Katchi Abadi Directorate® in Quetta City,
although the actual numbers are higher than this. These slums are mostly accompanied by temporary
houses (mud houses) with substandard basic and health facilities”. The slum areas are highly populated
with poor or no infrastructure®. The slum dwellers of Quetta lack access to basic resources and are living far
beyond the standards laid down by the Sustainable Development Goals (SDGSs).

1.3 Social Features

Quetta city accommodates multiple ethnic groups including Pashtun, Baloch, Brahvi, Hazara and Punjabi
and is enriched with cultural and language diversity. The multi-dimensional poverty at headcount for Quetta
stands at 46% and the Average Intensity of Deprivation is 46%, thus making poverty rate in Quetta the
highest among all provincial capitals of Pakistan®. Furthermore, about 17% of the population is living below
poverty line in this city’?. The literacy rate stands at 66% in 15+ age group and 70% in 10+ old populations
in Quetta city. However, there is a noticeable difference between overall literacy rate and the female literacy
rate that stands at 46% in 15+ and 52% in 10+ populations'?,

1.4 Situation of Health in Balochistan

Balochistan Comprehensive Development Strategy (2013-2020) reveals that the health sector of the
province has extremely underperformed in the last decade. The poor performance has been attributed to
financial deficit of the province.

1.4.1 Mother & Childcare

The detailed evaluation of the health sector of the province indicates that the biggest challenge faced by the
province is related to primary and preventive healthcare specifically in the context of mother and childcare.
The study shows that the percentage of deliveries in the province at designated health facilities is 26%, a
figure 10% lower than the rest of the provinces. In the rural areas of Balochistan, over 80% deliveries by
mothers take place at home and by untrained attendants that increase the risk of mother and child mortality.

1.4.2 Prenatal & Postnatal Care

The condition of prenatal and postnatal care delivery is also quite dismal for the province of Balochistan.
Urban areas of Balochistan reveal only 55% cases of prenatal consultation, whereas, this figures drops
further in the urban slums and for rural areas. The postnatal care reception is also poor for the province and
only 31% of pregnant women in the province receive Tetanus Toxoid injections. Pertaining to these alarming
statistics, the PDHS 2006-2007 reveals that the Mother Mortality Rate (MMR) was highest for Balochsitan
among four provinces at 785 maternal deaths per 100,000 births.

1.4.3 Infant Mortality Rate

According to the (MICS) report of 2010, the Infant Mortality Rate (IMR) of Balochistan is also the highest
among all the other provinces of the country. IMR is reported to be 89 per 1000 live births against the SDGs
target of 25 per 1000 live births.

1.4.4 Childhood Immunization
As per the (PSLM) results of 2010-2011the overall immunization coverage rate for Balochistan is only 45%
for the children under 5 years of age when compared to Punjab (86%), Khyber Pakhtunkhwa (77%) and

3 http://www.pbs.gov.pk/content/provisional-summary-results-6th-population-and-housing-census-2017-0

4 State of Pakistani Cities, 2008

5 See #3

6 Qutub, S.A.; Salam, N.; Shah, K. and Anjum D. (2008). Community-based sanitation for urban poor: the case of Quetta, Pakistan

7 Growth of slum areas on rise in Baochistan. Pakistan Economist, Sep 11, 2017.

8 Huma Batool.; Mega cities And Climate Change Sustainable Cities in a Changing World. LEAD Pakistan.

9 http://www.pk.undp.org/content/dam/pakistan/docs/MP1/MP1%204pager.pdf

10 Geography of Poverty and Public Service Delivery in Pakistan. Research Brief April 2017, Pakistan Poverty Alleviation Fund

11 http://emis.gob.pk/Uploads/QUETTA%20DISTRICT%20EDUCATION%20PLAN%20FOR%202016-2017%20T0%202020-2021. pdf
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Sindh (67%). When checked for Bacillus Calmette-Guerin (BCG) coverage of the province, the results reveal
that the coverage for 12-23 months of children is only 35%, Polio 1 has been administered to 61% of the
children, a figure that dipped to 46% for Polio 3 (MICS, 2010).

1.4.5 Polio Epidemic

Recently polio epidemic has remerged in Pakistan. As per the report by Independent Monitoring

Board of the Global Polio Eradication Initiative (GPEI), for Balochistan, majority of the cases for Balochistan
occurs in three major areas: Pishin, Killa Abdullah and Quetta.

1.5 Status of Healthcare in Quetta

Comprehensive Multi Year Plan (CMYP) Balochistan 2014-2018 depicts acute shortage of health personnel
in Quetta’?. Among the most common diseases reported by the health facilities are Respiratory Tract
Infections, Gastrointestinal, Urinary Tract Infection and Diarrhea/ Dysentery, whereas other communicable
diseases include Malaria, Meningitis, Fever and Scabies!3. To address the health needs, there are 07 health
programmes that are running in Quetta city, namely: TB (Tuberculosis) Control Programme, Malaria Control
Programme, Hepatitis Prevention Control Programme, AIDS (Acquired Immune Deficiency Syndrome)
Control Programme, National Programme on Family Planning and Primary Healthcare, and National,
Maternal, Newborn & Child Healthcare Programme?“.

1.6 Diseases and Mortality Rates

The prevalence of water-borne disease indicates 44% of the households are affected by Diarrhea, 25% by
Gastrointestinal (Gl), 21% by Cholera, 5% by Typhoid and 3% by other common diseases®. As for the
status on child health, it is reported that for every 1,000 live births, 59 babies do not survive up to their first
birthday and another 12 die before reaching the age of 5 years16.

1.7 Infrastructure

The housing structures accommodating over 800,000 residents of Quetta lack the facilities and infrastructure
for adequate drainage and sanitation'’. While the situation of disposal and drainage of wastewater in the city
remains poor, drainage system in the slums is almost non-existent8. Safe water is available to only 39% of
the households?®. Water is found to be scarce due to which a majority of residents end up paying private
vendors for their water-supply?°. To assess the quality of consumable water, a study was conducted in 16
different locations of Quetta, which revealed high contamination in tap water owed to the seepage and
leakage of the water supply and sewer lines?l. Furthermore, fecal contamination of drinking water is known
to cause 30% of all diseases??.

1.8 Major Challenges

Major challenges of Quetta city are exponential growth-rate, lack of resources and city planning for
managing a large influx of economic migrants and those affected by natural disasters or conflict. Poor
access to health and Expanded Programme on Immunization (EPI) services, lack of safe water and almost
non-existent drainage system also pose serious health risks as cited by different researchers.

1.9 Objectives

The general objective of this study was to prepare the in-depth profiling of slums and underserved areas
located within the Quetta city of Balochistan province in Pakistan. The specific objectives of this study were
to:

To collect the socio-demographic information of the residents of slums and underserved areas
To assess the fixed EPI facilities located in the slums and underserved areas

To compile the data of health and EPI recourses at the union councils level

To determine the childhood immunization coverage rates in the slums and underserved areas

Qoo

12 Comprehensive multi-year plan 2014-2018. Islamabad, Expanded Programme on Immunization, Balochistan

3 http://www.ndma.gov.pk/Publications/Development%20Profile%20District%20Quetta.pd

14 http://www.ndma.gov.pk/Publications/Development%20Profile%20District%20Quetta.pd

15 Butt, M., & Khair, S. M. (2016). Cost of iliness of water-borne diseases: a case study of Quetta. Journal of applied and emerging sciences, 5(2), pp133-
143

16 http://www.ndma.gov.pk/Publications/Development%20Profile%20District%20Quetta.pdf

17 Urbanization Challenges in Balochistan, 2015. Pakistan Urban Forum, The Urban Unit

18 http://www.balochistan.gov.pk/index.php?option=com_content&view=article&id=839&Itemid=1087

19 pakistan Economist

20 State of Pakistani Cities, 2018

21 Khattak M I. (2011). Study of Common Inorganic Anions in Water Samples of Quetta City By Technique Of lon Chromatography. Sci.Int.
(Lahore).23(2):135i 141.

22 Aziz J A. (2005). Management of source and drinking-water quality in Pakistan. Eastern Mediterranean Health Journal. 11(5-6):1087i 98



1.10 Rationale

The review of literature reveals that the data on housing infrastructures, water and sanitation practices and
immunization status of children in slum areas is limited. Therefore, this study was designed and conducted
for the following reasons:

f

There is no comprehensive report or tangible dataset available specifically for slums/underserved areas.
The studies are carried out in one specific slum or a few sampled slums and are not a true
representation of inequities prevalent in all slums. Moreover, existing studies rely on outdated or
nationally non-representative datasets, bringing the validity of research in question;

The cities are growing very fast and are most popular for urban migration. Systematically collected
scientific data on geographical scale, locations and population of slums is not only essential to inform
policy-makers for needed interventions. ;

The available literature does not have comprehensive information about the scale and situation of slums/
underserved areas;

A comprehensive list and profile of slums is not available which would inform planners about the
geographical scale, locations and population of slums;

Additionally, it is not clear whether people living in slums which are not considered
legal/registered/regularized in the records of relevant public departments were included in the National
Census or not. The current resource allocations and provision of public services is decided according to
the available information hence do not cater slums which are not recognised officially;

No secondary dataset is available which provides a complete picture of the status of health and
immunization practices in slums and underserved areas. Although some studies mention a few reasons
for zero-dose and unimmunized children, an extensive approach on the pattern of coverage survey has
not been adopted by any of the studies to understand the reasons for under-immunization. An extensive
understanding of slum lifestyle and their socioeconomic conditions is to be undertaken to draft and
implement better immunization-related policies;

Coverage surveys have never been undertaken in slums hence status of immunization was never known
for realistic planning and resource allocation.

The micro plans of vaccinators and LHWs are prepared based on targets only and do not include
specific coverage of slums. The comprehensive data on slums/underserved areas would help in setting
up realistic targets for slums/underserved areas.

Action plans for improvement of vaccination and general health conditions in slums/underserved areas
would become possible.

There is little or no data available on the role of private and not-for-profit sector on the kind of
interventions undertaken by these sectors for the urban poor. The potential for these sectors to provide
for the urban poor has not yet been explore
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Chapter 2: Methodology

This part describes the detailed methodology adopted for the profiling of slums / underserved areas.
This methodology was designed in close consultation with the UNICEF Pakistan Country Office,
UNICEF Pakistan Field Office and Provincial Expanded Programme on Immunization (EPI) Cell. The
process was made participatory and engaging for having community driven perspectives.
Triangulation, validation and supportive monitoring were adopted as the key principles and formed the
backbone of the entire process. The methodology was finalized according to the security situation and
local context.

2.1 Study Design
This was a cross-sectional study undertaken to Fiaure 1: Kev Activities in the Study
prepare the in-depth profiling of slums / underserved
areas. The following four key activities were
conducted for the purpose of this study (Figure.1). 1. In-depth
Profiling of Slums
2.2 Study Sites
The study was conducted in the slums / underserved
areas located in the city and its periphery. The _
administrative structure of Pakistan distributes the 4. Determine the 2. Assess the Fixed
country into four provinces and Islamabad, Azad Childhood EP!I Facilities
Kashmir and Gilgit Baltistan as federally administered
areas. The provinces are further distributed into

districts. Each district is distributed into multiple 3. Compile the
towns (tehsils), which are further distributed into union Health and EPI
councils. Each union council has 5 to 15

villages/areas depending on the context and rural/urban settings in each province. Previously, the
performance of the country used to be assessed either at the provincial level and or at the district level.
Gradually it has been realized that the performance needs to be monitored at the administrative unit
level, which is union council. Each union council has a union council office, which is headed by the
Secretary. The Secretary gets certain resources for the development of villages/areas for that particular
union council. The resources of each union council have direct correlations with the performance
outputs of that particular union council.

2.3 Study Duration
This study was conducted between 2018 and 2019 with different intervals.

2.4 Study Respondents
For the purpose of this study, four key activities were conducted and each activity had different
respondents.

Table 1: Respondents of the Study

Activities Study Respondents Study Instruments

In-depth profiling of slums and Residents of slums / underserved A. Questionnaire for Group Discussion

underserved areas areas in Slums / Underserved Areas

Assess the fixed EPI facilities In-charge of EPI facilities B. Questionnaire for EPI Facility
Assessment

Compile the health and EPI recourses District Health Officer, District EPI C. Questionnaire for District or Town

data at union council levels Coordinator and District Supervisor Health Office

Vaccination or their nominees for

providing official information on health

and EPI resources
Determine the childhood immunization Mothers of the children aged between D. Questionnaire for Household
coverage rates 12 and 23 months Coverage Survey

2.5 Sampling Procedures and Sample Size

Activities 1: In-depth profiling of slums and underserved areas

Slums/ underserved areas form a maj or Cpnadidatedoimfornmton t he |
about the names, addresses and population sizes of slum / underserved areas were not available for realistic

planning and extension of the health and EPI services. In order to identify the locations and scale of
slums/underserved areas, to know the approximate size of target population and to prepare basic
characteristics of these locations, their holistic profiles were prepared.



Step 1: Desk Research: For the purpose of this activity, initially extensive desk research were carried out by
the study team. The purpose was to understand the different dynamics of the urban poor living in the five
largest cities of Pakistan. These conditions were assessed by gathering the literature retrieved from search
engines on internet, academic research journals, and policy papers on slums / underserved areas.

Step 2: Verification of the Study Areas: As there was no data (i.e. listing) available on the slums /
underserved areas, the study team visited and physically verified these areas.

Step 3: Interactive Group Discussions: Once these areas were verified and listed by the study team, the
process of collecting socio-demographic information of the residents of slums and underserved areas were
started through interactive group discussions. The study team conducted one group discussion from each
union council located in the slums and underserved areas.

Sampling Method: A convenience sampling method was used for the purpose of interactive group
discussions among the residents of slums and underserved areas. This was done because of the following
three key reasons:

A. There were no lists or records of the households. The lists of households prepared by Community Based
Vaccinators (CBVs) did not differentiate between the slums and non-slums areas

B. The security situations and general hostility as well as unwillingness to share information rendered a
simple random sampling nearly improbable

C. Considered to be close knit communities, slums represent wide information sharing networks. Therefore
estimates by these informants were deemed to be close to accurate through cross-validation

Sample Size: One group discussion was conducted in each slum and underserved area. Three to five
respondents were selected based on inclusion and exclusion criteria for the interactive group discussions.

Inclusion and Exclusion Criteria: Following criteria were designed and adopted for the purpose of
identifying the respondents for these interactive group discussions.

Inclusion Criteria Exclusion Criteria

A. Resident of either slum or underserved area which was to be A. Not the resident of either slum or underserved area
profiled which was to be profiled

B. Have been living there for more than two years B. Have been living there for less than two years

C. Have knowledge about physical infrastructure and other facilities C. No knowledge about the physical infrastructure and
of that particular area other facilities available in the area

Activities 2: Assess the fixed EPI facilities

The overall objectives of the assessment of fixed EPI facilities were to know the strengths and weaknesses
of the service delivery system and to analyse correlations between coverage rates and strengths and
weakness of the system.

Step 1: Obtaining the list of fixed EPI facilities: The study team obtained the list of all fixed EPI facilities
from the department of health authorities.

Step 2: Assessment of fixed EPI facilities: Once the lists were obtained, fixed EPI facilities were
physically visited by the study team for assessment.

No sampling method was used for this activity. All listed fixed EPI facilities (i.e. 228) were physically visited
and assessed by the study team.

Activities 3: Compile the health and EPI recourses data

Step 1: Obtaining data of health and EPI resources: The data of health and EPI resources available at

the union council ds | evel were cTohe escttueddy ftreoamm tuhsee dd eGpCaL
for District or Town Health Officed for this purpose.

Step 2: Triangulation of Data: This data was triangulated with the information collected from the residents
of slums and underserved areas through interactive group discussions (activity 1).

No sampling method was used and data on the key variables (section 2.6) were collected by the study team
through study instrument.

Activities 4: Determine the childhood immunization coverage rates






