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I: BACKGROUND 

On October 26, 2015, at 14.09 hrs., an earthquake of magnitude 7.7 hit the Hindu Kush region of 
Afghanistan. The epicenter was centered in Badakhsan Province of Afghanistan, 76 km north of the 
Chitral border of Pakistan. The earthquake was calculated to have occurred due to reverse faulting at 
approximately 213 km (132 miles) below the earth’s surface where the Indian tectonic plate collides 
with the Eurasian plate, this convergence collision having produced the highest mountain peaks in the 
world including the Himalayan, the Karakoram and the Hindu Kush ranges. The U.S. Geological Survey 
measured the magnitude at 7.5. Sustained tremors were felt all the way down to Islamabad, Lahore and 
New Delhi in India.   

Due to the depth of the earthquake the damage impact of this otherwise powerful earthquake was 
controlled, but the main quake was followed by 87 aftershocks, which along with the winter rains, 
triggered off a series of landslides in the mountainous regions causing weakly structured house built on 
hill slopes to collapse. It was estimated that over 59,000 houses were destroyed in the following two 
winter months rendering nearly 600,000 people homeless or living in makeshift shelters.  The ensuing 
freezing winter weather placed the lives of those who are living in the open or temporary shelters at 
further risk. Mortality and morbidity figures in KPK’s key affected areas of Districts Dir, Chitral, Buner, 
Swat, Shangla and Malakand was controlled at 300 dead and over 2,000 injured.  

Emergency response by the National Disaster Management Emergency Response teams and Pakistani 
Army Rapid Response units was the initial face of the rescue operations.  

1.1:  Emergency Response by Government  

The response to this earthquake by the nation was one of panic and frenzy, triggered by the memories 
of the devastating 2005 earthquake where thousands died, hundreds of thousands were injured and 
rendered homeless. The post-traumatic stress effect has lingered on and surfaced with this incident. 

The National Disaster Management Programs led the immediate rescue and relief efforts of the road 
accessible areas of the affected districts. The Pakistan Army, already based in these areas for their on-
going operation against the Taliban in the KPK province, also assisted in the rescue and relief operations. 
Together, they initiated the response by supplying all districts of KPK, FATA and Pakistan Administered 
Kashmir with relief services of provision of winterized tents along-with plastic mats for in-tent flooring, 
blankets, food packages and bottled water.  Within the first fortnight forty water filter plants were set 
up in key affected areas to ensure clean drinking water supply. By augmenting the Government health 
facilities with nearly 5 tons of medical supplies, medical care services were enhanced.  Volunteers 
registered with the government health facilities were the immediate face of assistance to ease the 
human resource burden on the health facilities. 

No formal request was made by the Government for international assistance, a fact attributable to the 
security concerns related to these previously Taliban infested areas. Hence local NGOs and CSOs were 
encouraged to take an active role in providing rescue and immediate relief services to victims.  
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1.2: RMF Needs Assessment Report 

Detailed data of affected populations in terms of shelter, food and health needs was lacking in the 
immediate aftermath of the quake. So Real Medicine Foundation Pakistan carried out a quick and short 
needs assessment survey. A team of two RMF staff members visited three affected districts, namely 
Shangla, Dir and Swat over a period of 5 days from 29th October to 2nd November 2015.  

The team selected District Swat for intervention because local feedback was that remote pockets of 
villages in this district that had very poor road accessibility were badly affected but were not being 
accessed by the Government and Army response teams whose focus was on Swat’s more accessible 
areas which were equally affected. RMF’s experience with the 2005 earthquake has shown that whole 
villages can be destroyed and they remain unidentified having fallen through the cracks of the relief 
services by the active players in the field at that time. The other two districts, mainly Shangla and Dir 
had relatively good road access and hence relief operations were already underway. Following this lead, 
the RMF team zoned into District Swat. 

On the ground, our team based itself at the periphery of a blocked area and went on foot into the 
surrounding areas to identify the poorest of the poor who have been dealt with the worst hand. Thirty 
households in Mohalla Bhakharawan in Union Council Kabal, Tehsil Matta and 70 households from 
Mohalla Akhonbaba, Union Council Shagai, Tehsil Saidu Shariff were observed to have had homes 
destroyed and were approached to participate in our survey. These 100 households were registered 
with RMF using the National Identification Card number (NIC) of the head of the household. Their 
demographics and needs, both short-term and long-term, were evaluated.  

RESULTS: The average household size is composed of 7-11 family members with an average income of 
USD 100 per month. The occupations of members of these households were daily laborers, carpenters, 
farmhands and sweepers. Most of their houses had been constructed with weak mud/stone 
infrastructure, often built with their own hands that collapsed at the first tremors. While all of their 
houses have been destroyed, some people lost their livestock which was being kept indoors to protect 
them from the cold. Their hand-to-mouth existence (average income is 100 USD per month for an 
average of 7-9 member families) meant that their entire existence collapsed with the rubble. The short 
and long term needs were identified as following: 

Short term Relief needs: 

1. Shelter – People needed winterized tents for immediate shelter. The tents would be used over 
the rubble of additional matting for the floor of the tent in the face of the impending winter 
months and protection in the rain flow down the hills. 

2. Food – Most families managed to salvage some of their home furniture, cooking utensils etc. 
from the rubble, hence were able to cook for themselves using firewood as was their normal 
practice. They need uncooked food rations for the family. 

3. Health services – Families located in Mohalla Akhonbaba, UC Shagai in Tehsil Saidu Shariff were 
close to a large teaching hospital and hence had access to free medical services offered by the 
government. However, families in UC Kabal were at a distance from this facility and needed 
health care services. Beyond Kabal were remote villages which were still not accessible but it 
was expected that people would trek down in need of healthcare. 
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Long-term Rehabilitation needs: 

4. Rebuilding of homes. The impending winter which would last for 3-4 months of snow would 
impede construction of damaged and destroyed houses but the long term plan was to address 
reconstruction once the snow thawed out. 

1.3: Collaboration between RMF and LDS 

To participate in the rescue and relief operations for the earthquake affected victims, RMF approached 
Latter-day Saint Charities, Inc. (LDS), a not-for-profit organization organized under the laws of Utah, USA 
for support. Interaction between the two organizations culminated in a meeting in Islamabad, Pakistan. 
A meeting with the members of LDS Inc. visiting Pakistan was held on 21st November 2015 in the RMF 
Pakistan office in Islamabad. The following persons from the respective organizations attended: 

LDS Inc.  RMF Pakistan 

1. Elder Ronald Rasband,  Apostle 1. Dr. Rubina Mumtaz, Country Director 

2. Elder Gerrit Gong, Asia Area President  2. Ms. Afshan Bhatti, Research Manager 

 3. Mr. Mujeeb Rehman, Field Supervisor 

 4. Ms. Fozia Hussain, Admin/HR Manager 

The meeting commenced with introduction of the respective organizations and personnel, following 
which details of RMF Pakistan’s projects were discussed and organizational administrative protocols 
were shared. The Swat needs assessment report was discussed. Folders with RMF Pakistan’s projects 
history and published reports, inclusive of academic publications of our research studies, were given to 
the LDS delegates. The meeting concluded at a mutually satisfactory note and joint hope to work 
together towards the alleviation of suffering of the underserved and deserving.  

Signing of the MOU was carried out between LDS Inc., USA and RMF USA on 1st December 2015 for a 
relief project for earthquake affectees in District Swat, KPK. LDS was the funding partner and RMF 
Pakistan, registered as a local welfare trust, was the implementing partner. The Swat Earthquake Relief 
Project was officially launched on 1st December 2015. 

 

L-R: MS Fozia Hussain, MS Afshan Bhatti, Dry Rubina Mumtaz, Elder Ronald Rasband,                                                                                                      
Elder Gerrit Gong, Mr. Mujeeb Rehman 
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II: PARTNERS CAPACITY 
 
2.1:  Real Medicine Foundation (RMF):  Real Medicine Foundation was established in 2005 following the 
December 2004 Indian Ocean Tsunami as a non-for-profit humanitarian relief and development 
organization based in Los Angeles, USA. RMF’s vision is to move beyond traditional humanitarian aid 
programs by creating long-term solutions to health care and poverty related issues, focusing on 
development and capacity building. A global management team operates offices in currently 18 
countries.  
 
RMF Pakistan was established in October 2005 and is registered as a Welfare Trust with the Government 
of Pakistan under the Welfare Trust Act 1882.  RMF Pakistan has two wings of operation, a service 
delivery wing and a research wing.  The RMF research cell, in collaboration with different universities, 
conducts qualitative research studies on gender, class, social exclusion and Menstrual Health 
Management in Punjab and Balochistan. Under the service delivery wing, RMF’s experience lies in 
provision of quality healthcare services to over 200,000 victims of disasters e.g. 2005 earthquake, 2010 
floods and 2011-15 IDP crisis via six operations of static/mobile health clinics and outreach through free 
medical camps in KPK, Kashmir and Sindh. All our basic healthcare clinics operate on the premise to 
provide healthcare services until the local health departments take over for stand-alone function. 
 

RMF Pakistan was the implementing partner. 

 
2.2: Latter-day Saint Charities, Inc. (LDS):  A non-for-profit organization organized under the laws of 
Utah, United States of America, LDS Charities is the humanitarian arm of The Church of Jesus Christ of 
Latter-day Saints. With the main purpose of relief of suffering, fostering self-reliance and providing 
opportunities for service for people of all nationalities and religions, LDS has sponsored relief and 
development projects in 179 countries.  
 
LDS gives assistance without regard to race, religious affiliation, or nationality and is based on the core 
principles of personal responsibility, community support, self-reliance, and sustainability. Largely run 
with volunteer labor, LDS operates both independently and in cooperation with other charitable 
organizations and governments. More than one million workdays of labor are contributed each year by 
volunteers in support of welfare initiatives. 
 
LDS funded projects include emergency relief assistance in times of natural disasters, clean water, 
neonatal resuscitation training, vision care, wheelchairs, immunizations, food production, and other 
community projects. The funding is made possible by generous donations of cash and materials from 
members and friends of the LDS Church. 

 

LDS Inc. was the funding partner.  
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III: PROJECT DESCRIPTION 

3.1: Project Goal: To rehabilitate 2015 October earthquake affected victims of District Swat, Province of 
Khyber Pukhtunkhawa (KPK), Pakistan. 

3.2: Project Objectives: 

1. To provide immediate relief shelter 
2. To provide immediate relief food 
3. To provide immediate health care 
4. To assist in rebuilding of destroyed homes 

3.3: Project Location and Target population 

The project took place in two areas 

1. Mohalla Bhakharawan, Union Council Kabal, Tehsil Matta, District Swat 
2. Mohalla Akhonbaba, Union Council Shagai, Tehsil Saidu Shariff, District Swat 

The target population was 100 households (1,106 men, women and children), all residents of the above 
two Mohallas (villages). 

3.4:  Description of Project Activities:  The project was composed of two phases; Phase I was the short-
term provision of relief services and Phase II reconstruction of damaged and destroyed houses. This 
report is for Phase I of the project.  

1. Description of Objective 1 of provision of immediate shelter: People needed winterized tents 
for immediate shelter. Some houses were partially damaged while others were completely 
destroyed. The tents would be set up either to restore the partial damage or over the same area 
after the rubble has been removed. Additional plastic matting for the floor of the tent was 
determined as a mandatory need for insulation in the face of the impending winter months and 
also for protection during heavy rain flow down the hills. Each tent was to be large enough to 
house at least 5 people. So families larger than that would be issued two tents. Blankets were an 
immediate need and we calculated an average need of 5 blankets (Queen sized) for a family.  
 

2. Description of Objective 2 of Provision of Food Rations: Most families managed to salvage some 
of their home furniture, cooking utensils etc. from the rubble of damaged and destroyed homes, 
hence they were able to cook for themselves using firewood as was their normal practice. The 
average family lived below poverty line and often had lost their livestock in the catastrophe, so 
they were in a hand-to-mouth situation. Food rations for families were the call of the day. 
Uncooked, non-perishable, dry rations suitably nutritious and based on the local cuisine were 
determined based on RMF’s previous experience of relief and food programs. Following RMF 
quality control protocols and packaged into a deliverable form, one RMF Food Ration Package 
was estimated to be enough to feed a family of 7-8 for one month. The food package included: 

 Wheat Flour 20 kg 

 Rice 20 kg 

 Cooking oil 5 kg 

 Tea 1 kg 

PHASE I 

PHASE II 
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 Powder milk 2 kg 

 Sugar 5 kg 

 Lentils 10 kg (of 5 different varieties of 2 kg each)  

 Spices/salt – 1 pkt each 

 Matchboxes – 1 pkt of 2 dozen matchboxes 
 

3. Description of Objective III of Provision of Quality Primary Healthcare Services: RMF’s policy for 
provision of primary healthcare services to the poor and vulnerable follows pre-defined 
protocols. For the site of a static clinic, our policy is to choose an area that is outside a minimum 
of a 20 km radius of the nearest health facility. Our initial proposal had envisioned a large tent 
to house the clinic. However, the reality on-ground was quite different and the option to take up 
a permanent built structure was possible. The Medical team would consist of a doctor, LHV, 
Medical technician/pharmacy in-charge and para-auxiliary staff. The clinic infrastructure 
followed the basic minimum requirement of a Basic Health Unit (BHU) as per Government 
Ministry of Health standards. This includes simple apparatus inclusive of nebulizer and sterilizing 
equipment and basic furnishing to operate an OPD and conduct basic examinations, both 
general and maternal/child health. 

All RMF Basic Health Clinics across the globe follow a model of health care called ‘RMF 
Comprehensive Integrative Primary Health Care Model’ (CIPHC)” This is a four-component 
model that can be modified to local needs, different situations (e.g. disaster affected, poverty 
driven etc.) and implemented using local employment. Using these clinics as hubs, additional 
modules of care that address the priority needs of the region e.g. Maternal Child Healthcare, 
Malnutrition Eradication, HIV/AIDS Care, Malaria Treatment and Prevention etc. are added 
systematically as per the need. By staying for the longer term and by working with local staff 
and resources, we ensure long term sustainability, local ownership and capacity building. By 
empowering people and providing them with the necessary resources, we pave the way for 
communities to become strong and self-sufficient.  
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IV: PROJECT LAUNCH ACTIVITIES 

The project was carried out according to the following activities and exercises 

4.1 Permissions, Re-verifications and Procurements 

4.1.1 Permission for the project was sought from the National Disaster Management Authority 
(NDMA) of KPK and the military based in District Swat. The purpose of the permission was not only for 
security reasons since Swat was the hotbed for Taliban militant activity but to ensure that there is no 
duplication of services and the target population is genuinely in need and has not received similar aid 
from another source. A meeting with the NDMA head office in Islamabad was held on 25th November 
with the member in-charge of operations. Details of our needs survey and the organizational profile was 
shared. They recommended District Shangla for intervention with aid of different types such as jackets 
and hats etc. but left the decision to our choice. We then decided to have a meeting of the Army 
Commander in District Swat for their opinion and recommendations. This meeting was held on 27th 
November 2015 in Islamabad. The recommendations received from the Army was that they would first 
run the NIC numbers of our list of registered families from our needs assessment report in their 
database and identify how many of these families are in genuine need. It was decided that we stay with 
the original plan of distributing tents and blankets instead of jackets/hats/shawls simply because the 
logistics of the latter would create chaotic disorder. 

4.1.2 Re-verification of our list of registered families from our needs assessment was shared 
with the Army and they ran the NIC numbers in their data base. Twenty-eight families had already 
received relief aid from other sources. Among the remaining 72 families, 54 families were contacted and 
informed to reach a distribution point in the center of Mingora City. The remaining families were 
untraceable. The Army brigade of that area offered to help in the distribution process to maintain 
discipline, an aspect that often dissipates quickly when dealing with a large crowd.  

4.1.3 Procurement of supplies was initiated following the RMF operating protocols of seeking at 
least three quotations. 100 winterized tents, plastic mats and 500 quilts/blankets were purchased from 
Peshawar City and transported via two trucks to Swat on 3rd December and kept in a storage facility. We 
had underestimated the bulk of the supplies; two trucks were needed instead of one. Regarding food 
supplies, we received quotations from several vendors but considering that a third truck would be 
needed, thus increasing the transport budget considerably, it was decided that the most cost effective 
option would be to purchase food supplies from Mingora City in Swat District. A vendor close to the 
distribution point set up by the Army was selected and orders placed. This vendor remained our source 
for food ration supplies for the next three months. 

4.2 Data Validation and Quality Assurance 

The date for distribution of relief supplies was set for 5th December 2015. On 4th December, the RMF 
team from Islamabad drove down to Swat to carry out three main exercises prior to the actual 
distribution. These included:  

4.2.1 Data Validation: The RMF team made random selection of three households from the 
Army verified list of families in Mohalla Akhonbaba and visited them on ground, meeting with 
the families. The purpose was to validate the data collected from our needs assessment survey 
and ensure that we are reaching out to the genuinely poor and vulnerable. All three houses 
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were in need of food and warm blankets. Two needed tents but one house had already received 
compensation money from the government and was ready to re-construct the house. This 
exercise revealed that families with some social capital managed to get their names on lists of 
the government offices making them eligible for government funded compensation allowance, a 
one-time amount of PKR 200,000/-(USD 2,000). Marginalized and socially excluded families with 
little or no social capital like Mr. Tariq-ur-Rehman and Mr. Wazir Khan had no access to any aid 
for the sheer virtue of having no contacts in the right places. 
 

 

Residence of Mr and Mrs Tariq-ur-Rehman and their 4 children. 

 
Residence of Mr. Wazir Khan, his two wives and family of 5 children 
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Residence of Mr Khanzada 

The above house, residence of Mr. Khanzada had received construction compensation money in 
mid-November and had already begun construction. The validation exercise showed us that we 
will have to carefully identify the families who have fallen through the cracks of the government 
and other aid agencies and are in genuine need of our help in the phase II of our project of 
reconstruction of damaged houses.  
The validation exercise was satisfactory and up to mark. 
 
4.2.2. Quality Assurance: The RMF team then went to the food rations supplier/vendor. Micro-
evaluation of each and every food item was made inclusive of their accurate weight and air-tight 
sealed packing. The flour and rice sacks and the cooking oil tins were kept separate and 
remaining smaller items were all packed into one individual carton. The quality assurance 
exercise involved randomly picking up three sealed cartons and opening them to count all the 
items and then separately weighing each item individually wherever applicable. We are lucky to 
have found an honest vendor as all the items were found up to mark. He also provided free 
delivery of the food rations to the distribution point in Mingora City.  
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Weighing the rice sacks 

 

Randomly picking up a packed carton to count all contents 

 

Weighing the lentils and sugar packs in the randomly selected carton 

 
4.2.3. Coordination with the Army Brigade Headquarters: The team then drove down to the 
Army Brigade headquarters to finalize the coordination of the distribution of supplies the 
following day. They were extremely helpful and efficient, making this exercise so much easier.  
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L to R: Mr. Mujeeb-ur-Rehman (project supervisor), Dr Zahoor (National Health Coordinator) Brigadier Hassaim Malik 
(Commander of Brigade Mingora), Dr Rubina Mumtaz (Country Director) and Ms Afshan Bhatti (National Research 
Coordinator) 

4.3 Distribution of Relief Supplies:  

The distribution of relief supplies was carried out on 5th December 2015 at Grassy Ground, Mingora City. 
The Army Brigade Jawans (soldiers) arranged for the target population to reach to the site at 9.00 am. 
Our supplies were delivered to the site within the same time. At 10.00 am, the distribution began after 
recitation of the Quran.  

A total of 54 families received relief items of which 6 were women headed households. Out of these 19 
were given tents as well because the rest had already received tents from the Army Aid. Some of the 
families were given blankets according to their need e.g. some took just one blanket while some took 5 
or 6. The distribution activity took place over 4 hours as each recipient was verified using their NIC cards, 
cross-checked with the print-out of the army and then after receiving the parcel, registration with the 
local administrative office. A total of 31 tents were left over and handed over to the Army office who, 
over the next 3 days, distributed them to extremely remote homes that were high up the mountain tops 
and accessible only by foot. It was only made possible as the military camps are spread across the 
mountain ridges in remote far flung areas, a fact that would have been impossible for the RMF team to 
access.  

At the end of the distribution exercise, we met up with some local councilors of surrounding union 
councils who sought our help and wanted us to visit their constituencies to see the damage sustained 
there with our own eyes.  
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4.4: Media Coverage: The event was covered by the local print and electronic media. The next day, 6 
local newspapers gave a detailed news article on our intervention (please see Annexure 1). A local TV 
channel, Kohinoor TV broadcasted video footage on the event in the evening news on 5th December. 
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V: ACHIEVEMENT OF PROJECT OBJECTIVES 

5.1:  Objective I:  Provision of Immediate Relief Shelter 

A total of 100 winterized tents, plastic mats and 500 blankets (5 for each family) were procured in 
Peshawar and transported to Swat. With the assistance of the local Army Brigade, distribution of 
winterized tents, plastic mats and blankets was conducted on 10th December 2015 to 54 families. The 
remaining tents and blankets were distributed to 46 families that were identified over the next couple of 
weeks using a snow balling technique; each family was assessed individually by the RMF ground staff 
before clearance. This exercise was carried out over the following couple of weeks. Objective I was 
achieved successfully by the mid of January 2016. 

 

 

 

 

 

5.2:  Objective II:  Provision of Food Relief 

Objective II of providing uncooked food rations was launched simultaneously along with Objective I. The 
one-day distribution of tents and blankets to 54 families also included the food ration distribution. The 
rest was distributed to the above mentioned deserving families identified over the month of December 
2015. Although we have 100 families registered with us, we developed strict criteria for selection of 
families in need of food rations. We based our criteria on the following factors: 

 Women headed households 

 Households with children under 12 

 Households with geriatric adults 

 Family size of 5 or more 

 Households that have a single family earner 
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Based on these criteria, our list of households eligible for our food rations came down to 83 families out 
of our 100 households. Objective II had been initially proposed and budgeted for 3 months from 
December 2015 to February 2016 for our initial estimate of 100 families. Since our strict criteria 
identified less, an administrative decision was made that the most vulnerable of the families on our list 
would continue to receive monthly food rations beyond this three-month period. Vulnerability was 
determined by how many families fulfill all five criteria mentioned above. Eight families fulfilling the 
eligibility criteria were selected to receive monthly food rations for an additional 6 months post-project 
closure.  

The mechanism of food distribution followed a pre-determined system. RMF entered into a contract 
with a reliable and honest vendor in Mingora City and trained him to make the RMF Food Rations 
Packages as per the proscribed amounts. He was then given the list our registered families, each family 
identifiable by a designated adult with a National Identification Card (NIC) number to receive the 
package. This meant that only the designated person could pick up the package and no-one else. 
Families were informed of the time and date of each month on which they are eligible to pick up their 
monthly rations. At the beginning of each month, from the 1st to the 4th, approximately 20 families per 
day would pick up their food package.  Food distribution was carried out over 4 days to avoid the rush of 
a huge crowd on one day. Further, to ensure transparency and accountability of the vendor, a RMF staff 
member would be present on ground during these four days. The vulnerable families selected to receive 
this monthly food package over the next six months will follow the same protocol on the 1st of each 
month. 

Objective II was achieved by the end of three months on March 1st 2016. A total of 252 families received 
a RMF Food package at least once or three times over the months of December 2015, and January and 
February 2016. Eight extremely vulnerable families will continue to receive a monthly food package till 
September 2016.  
 

5.3:  Objective III:  Provision of Health Care Services 

   

  5.3.1: Groundwork for Health Clinic Site: 
 
For selection of a clinic site, RMF’s policy is to choose a site that is outside a minimum of a 20 km 
radius of the nearest health facility. Once on ground, we carried out an evaluation of our project sites. 
Mohalla Akhonababa of UC Shagai, Tehsil Saidu Shariff revealed that the government based 
Akhonababa BHU was closely situated to the mohalla (village). In addition, the tertiary care 
teaching hospital was within a distance of 8 km from the mohalla. Our interviews with the 
women of the area revealed that they were relatively satisfied with the health services and 6 out of 

8 of the women interviewed had had hospital based births. 

 
Mohalla Bhakharawan of UC Kabal, Tehsil Matta was then evaluated and we came up with a similar 
result. A local NGO was already providing free healthcare services to the people and to their 
satisfaction. This meant that we then moved on further inwards towards the more remote regions 
of Tehsil Matta. After several days of a  snowballing technique of identification, we finalized our 
site in Mohalla Laloo Bandee of the same UC and Tehsil where the nearest health facility is 
beyond a radius of nearly 20 km. 

 

Our initial proposal had envisioned a large tent to house the clinic. However, the reality on 
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ground was quite different and the option to take up a permanent built structure was possible. We 
took up, on rent, a local house centrally located in the mohalla for the clinic site. Technically this is 
not a complete house, but a part of a larger house that was being used for storage purposes. 
This portion has a separate entrance from the back and is composed of two rooms and a shared 
compound. Intensive cleaning over two days made the space habitable for a clinic setting. The 
compound is divided by a curtain into two gender segregated waiting areas. One room is for the 
female patients and the other room is the male doctor as well as the pharmacy stand. 
 

  5.3.2 Hiring of Health Human Resource 
 

As per RMF’s hiring policy, we employ staff from the local areas. A call for interviews was made right 
at the start of the project at the beginning of December and interviews conducted on a first come first 
served basis. A selection criterion was based naturally first on qualifications but with a strong 
emphasis on a compassionate and empathetic nature. 
 
We selected a husband and wife doctors’ team since the couple not only belonged to Tehsil Matta 
but had decided to give up lucrative careers in the main cities to come back to their hometown 

to serve their people. So instead of a LHV, we have a fully qualified female doctor in her place. Since 
the clinic site was now not a tent service, we hired a cleaning lady for the sanitation of the place and 
security guard for the night. 
 

5.3.3: Procurement of Clinic Furnishing, Medical Equipment and Supplies 

 

The bare minimum clinic furnishing was procured from Mingora City, the nearest large town, and 
transported to the clinic. The doctors set up the clinic as to their requirements. At this stage, we 
limited purchased procurement of furnishing to a bare minimum and took up several items from 
our existing inventory of RMF’s Nowshera Health Clinic that was not in use. The same approach was 
applied for medical equipment; medical supplies were procured from our Peshawar based vendor 
who has been supplying us with medicine for the Nowshera Health Clinic for the last two years. He 
happily agreed to transport the monthly medical supplies directly to  the clinic. For details on the 
furnishings, medical equipment and medical supplies please refer to annexure 2 and 3 respectively. 

5.3.4. Inauguration of the Health Clinic 

Pre-inaugural, clinic operations began the day the staff moved in and the first batch of medicine supplies 
reached the clinic. Although the clinic was formally inaugurated on 21st December, unannounced 
patients had started to straggle in need of health care from as early as of 16th December 2015.  

The formal inauguration took place at 10.00 am with the following guest of honor and participants 
 

Chief Guest: Mr. Lajbar Khan, Local General Councilor, Laloo Bandee, Matta, Swat 
Participants: 

 

 Dr. Nasar Khan (Medical Officer RMF) 

 Dr. Fatima Nasar (Women Medical Officer RMF) 

 Mr. Mujeebur Rehman (Project Coordinator RMF) 

 Mr. Adnan Khan (Medical Technician RMF) 

 Ms. Afshan Bhatti (National Research Manager RMF) 

 Mr. Ijaz Khan (Volunteer RMF) 
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 Mr. Mahwish Shamim (Volunteer RMF) and 

 Twenty community men and women. 
 

Inauguration Ceremony: The Medical Centre was formally inaugurated by Mr. Lajbar Khan 
Local General Councilor of the area. Twenty local men and women were also present 

during the ceremony. After the inauguration, the traditional Dua was performed and short 
talks were given by Mr. Lajbar Khan, Ms. Afshan Bhatti and Mr. Mujeeb-ur-Rehman. 

 

 

 
L-R: Mujeeb-ur-Rehman, Adnan Khan, Dr Nasar, Mr. LAjbar Khan, Ms Afshan Bhatti, Dr Fatima Nasar 

 

Mr. Lajbar thanked RMF for the initiative and said, “We are very grateful to RMF as we 

always needed such a service and after the earthquake the need has increased. People of this 
area are extremely poor and have no means to travel to the nearest facilities, which are very 
far away.” Mr. Lajbar Khan also ensured his cooperation and said that he looks forward to 
the extension of this medical center. 

 
Ms. Bhatti thanked Mr. Lajbar Khan and the local people for taking the initiative so 
positively. She also thanked the RMF staff and volunteers who worked really hard to establish 
the center, and RMF’s generous funders. Ms. Bhatti introduced the staff of the center to the 
local people and requested the staff to work hard and reach to the poorest of poor 
population. 

 

Finally, Mr. Mujeeb thanked everyone and closed the ceremony. Refreshments were served. 
After the ceremony the Medical Officers formally started examining the patients. 
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5.3.5: Morbidity Report 

Phase I of the Swat Relief Project had envisioned provision of healthcare to the poor and needy for three 
months. Fortunately, the budget reliefs allowed us to continue this service for one more additional 
month. Hence the morbidity report for the Swat Health Clinic is for four months from 16th December 
2015 to 16th April 2016. The daily clinic operating hours were observed from 8.00 am to 5.00 pm 
Monday to Saturday. Sunday is a day off and on Friday a half-day is observed in line with religious 
demands for the Friday afternoon prayers which are considered sacred.  

Demographic Distribution:  

Over the period of 4 months (16st December 2015 to 15th April 2016), with an average daily OPD 
of 30-35 patients, a total of 3,425 men, women and children from UC Matta and its surrounding 
areas were provided with primary health care (PHC) and maternal and child health care (MCH) 
services.   

The clinic entertained a somewhat equal number of adults and children whereby the 
distribution was adults (1,795) and children (1,630). The gender distribution amongst adults was 
a trend of predominantly women at 74.9% (1,346) with men at a low 25.1% (449). Amongst the 
children, gender distribution was somewhat equitable with boys slightly more in number at 
53.6% (875) and girls at 47.3% (755). 

AGE AND GENDER DISTRIBUTION OF PATIENTS 

 

 

Primary Health Care Statistics: 

A total of 2,231 men, women and children sought primary healthcare services. The most 
commonly presented illness overall during this 4-month period was respiratory tract infections 
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at 46.7% accounting for nearly half of all the cases presented at the clinic. Naturally this was in-
line with the winter weather and their precarious living conditions. Of these the majority of 
respiratory cases were children.  

The second most commonly presented illness was diarrhea at 15.7% and again most the 
complainants were children. Lack of hygiene and clean drinking water supply was deduced to be 
the contributing factor. Our project did not have an outreach component for health and hygiene 
awareness as it was an emergency response project of only 3 months duration. 

Urinary Tract Infections (UTI) came as the third most commonly reported pathology at 13.1% 
and most of the cases were women. This can be attributed to the poor hygiene maintained, 
again consistent with their living standards, the bitter cold and lack of heating and warm water 
to maintain personal hygiene.  

 

General body weakness was presented at fourth place by 6.4% patients. This is not an actual 
category of illness but with our experience of health services in Pakistan over the past 10 years, 
this is a commonly presented symptom. Often such cases have no accompanying symptoms. 
Our conclusion is that psychological stress is manifested in many ways and local colloquial 
vocabulary lacks the words for depression. The closest word that can be used is ‘sad’ which does 
not capture the emotional component of depression, so the stress is on the physical 
manifestation of depressions such as lethargy, lack of will and energy and appetites/sleep 
patterns changes. So depression, as a result of their experience of trauma and loss of their 
normal living conditions, is often presented at the clinic as ‘general body aches and weakness” 
with the hope that a medicine may cure them. Our response to this, over the years, has 
graduated from initial rejection of complaint to using the placebo effect whereby we prescribe 
multi-vitamins as a cure. This has been quite successful in the past. Hence such patients are 
issued vitamins which improve their health.  

Anemia, mainly in women, and hypertension were the two categories that came together as the 
5th mostly common ailment at 4.8% and 4.5%. The former is consistent with cultural demands of 
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large families, lifestyles and conditions.  Other pathologies and their numbers reported at the 
clinic are tabulated below: 

 

 Primary Health Presentation Number of Cases 
1 Respiratory Illness 1042 
2 Diarrhea 350 
3 UTI 293 
4 General Body Aches & Weakness 144 
5 Anemia 108 
6 Hypertension 101 
7 Vomiting & Abdominal Pain 

(suspected Food Poisoning) 85 
8 Abdominal Pain alone 41 
9 Non-RTA Injuries 35 

10 Jaundice 15 
11 Suspected Enteric Fever 9 
12 Other minor ailments 8 

 TOTAL 2231 
 
 
Maternal and Child Healthcare Statistics: 

A total of 1,212 women and children sought MCH services. Antenatal care to pregnant 
women was provided to 116 women (9.57%) and post-natal visits by lactating mothers were 
sought by 98 (8%) women. Family planning services were sought by 102 (8.4%) women. 

 

Of the Gynecology/Obstetrics pathologies presentations, the most commonly presented 
complaint was dysmenorrhea by 232 (18.3%) women, followed by complaints of 
abnormal leucorrhea by 192 women (15.8%). The 3rd most common complaint was a tie of 
irregular periods and PV bleeding by 139 women (11.4%). The trends of these complaints 
showed similar trends in our monthly evaluations. Case presentations of primary or 
secondary infertility were 81 (2.5%). Other pathologies and their numbers reported at 
the clinic are represented graphically below.  

 



24 

 

 
 

 

VI:  ANNEXURES 

 

6.1 Annexure 1: Media Clippings of Project Launch 
 

  
Ausaaf Newspaper Khareer Newspaper 
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Sarkar Newspaper Abaadi Newspaper 

 

 

 

6.2 Annexure 2: Clinic Furnishing 
 

1. Three tables 
2. Four chairs 
3. Two patient stools 
4. One pharmacy cupboard 
5. Folding curtain separator 
6. One examination couch 
7. Two seating benches (metallic) 

 

 
 
6.3 Annexure 3: Medical Equipment 
 

1. Two Stethoscopes 
2. BP Apparatus 
3. Examination instruments kit 
4. Surgical instruments kit 
5. Thermometer 
6. Weighing machine 
7. Nebulizer 
8. Sterilization machines (Boiler) 
9. Sterilization trays and kidney bowls 
10. Tongue depressors 
11. Otoscope 
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6.4 Annexure 4: Pictures of Project Operations 
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