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I: BACKGROUND 
 
1.1 Situational Background 
On October 26, 2015, a magnitude 7.7 earthquake hit the Hindu Kush regions of Afghanistan and Pakistan. Due to 
the depth of the earthquake, the damage caused by its otherwise powerful tremors was controlled. However, the 
main quake was followed by 87 aftershocks, which along with the winter rains and snowfall, triggered a series of 
landslides in these mountainous regions, causing weakly structured houses built on hill slopes to collapse. 300 
people died, 2,000 were injured, and nearly 59,000 houses were destroyed, rendering more than 600,000 people 
homeless.  
 
The initial response was through relief services carried out by the government’s National Disaster Management 
Authority, the Pakistan Army, and local NGOs. International assistance was not sought for security reasons, as 
these areas had been Taliban infested a couple of years ago, but were now under the security of the Pakistan 
Army.  

RMF, with collaboration and funding from LDS, launched the Swat Earthquake Relief Project on December 1st, 
2015 in District Swat. The two project sites were Mohalla Bhakharawan of Union Council Kabal, Tehsil Matta and 
Mohalla Akhonbaba of Union Council Shagai, Tehsil Saidu Shariff, District Swat. The four project objectives were 
carried out in two phases.  

Objective I: To provide immediate relief shelter in the form of winterized tents and blankets to 100 needy 
families 

Phase I, Objective I—distribution of winterized tents and blankets—was conducted on December 
10th, 2015 for 50 families. The remaining tents and blankets were distributed to 50 additional 
families over the next couple of weeks. Families were identified using a snowball technique, and 
each family was assessed individually by RMF’s ground staff. This objective was achieved 
successfully by the end of January 2016.  

Objective II: To provide immediate relief food to 100 families over the next three months 
Phase I, Objective II—provision of food rations—was carried out alongside Objective I. The one-
day distribution of tents and blankets to 50 families also included food ration distribution. The 
remaining food rations were distributed to the above-mentioned deserving families identified 
over the months of December and January. This objective is ongoing on a monthly basis.  

Objective III: To provide immediate health care to the people residing in the project site of UC Kabal  
Phase I and Phase II, Objective III—provision of health care—was initiated on December 21st, 2015 
in Mohalla Laloo Bandee, UC Kabal, Tehsil Matta, District Swat, when the health clinic was 
inaugurated by the local councilor and began operations that same day. Health services were 
estimated to be provided for 3 months, but the budget allowed us to continue services for an 
additional month within Phase 1. Given the track record of RMF, it is our organizational policy to 
stop health services to a community only when another source has been established before our 
departure. There it is expected that this objective will continue into Phase II of the project 
alongside Objective IV. 

Objective IV: To assist in rebuilding destroyed homes in both the project site UCs 
Phase II, Objective IV—rebuilding homes—is expected to be launched in June 2016. The baseline 
housing needs assessment was conducted from February to March 2016, and 44 households were 
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identified in need of either a complete rebuild of their house or repair of the damaged portion of 
the house. The processing of documentation of the housing phase is in the pipeline.  

1.2 Health Clinic Set-Up 
 
1.2.1 Groundwork for Health Clinic Site 
For selection of a clinic site, RMF’s policy is to choose a site outside of a minimum 20 km radius from the 
nearest health facility. This policy guided our  evaluation of project sites. Mohalla Akhonbaba of UC Shagai, 
Tehsil Saidu Shariff revealed that the government based Akhonbaba 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 women of the area revealed that they were relatively satisfied with the health services, 
and 6 of the 8 women interviewed had had hospital based births.  
 
Mohalla Bhakharawan of UC Kabal, Tehsil Matta was then evaluated, which yielded similar results. A local NGO 
was already providing free healthcare services to the people, and services were to their satisfaction. We then 
moved farther inward, towards the more remote regions of Tehsil Matta. After several days of snowball technique 
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 the ground was 
quite different, and the option to take up a permanent structure was possible. We rented a local house centrally 
located in the mohalla for the clinic site. Technically this is not a complete house, but 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 fit for a clinic setting. 
The compound is divided by a curtain into 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.  
 
1.2.2 Hiring of Health Staff 
As per RMF’s hiring policy, we employ staff from the local areas. A call for interviews was made at the very 
beginning of the project in early December, and interviews w e r e  conducted on a first come, first served basis. 
A selection criterion was based first on qualifications, but with a strong emphasis on a compassionate and 
empathetic nature. We selected a husband and wife doctor 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 Lady Health Visitor (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 building 
and a security guard for the night.  
 
1.2.3 Procurement of Clinic Furnishings, Medical Equipment, and Supplies 
The bare minimum clinic furnishings were procured from Mingora, the nearest large town, and transported to 
the clinic. The doctors set up the clinic as per their requirements. At this stage, we limited the purchased 
procurement of furnishing to a bare minimum and took up several u n u se d  items from our existing inventory 
at the Nowshera Health Clinic. 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 the clinic. 
For details on the furnishings, medical equipment, and medical supplies please refer to annexes 1, 2, and 3 
respectively.  
 
1.2.4 Inauguration of the Health Clinic 
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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 December 21st, 2015, unannounced patients had started to arrive 
in need of health care from as early as December 16th, 2015. The formal inauguration took place at 10:00 AM on 
December 21st, 2015, 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’s Medical Officer RMF) 
• Mr. Mujeeb-ur-Rehman (Project Coordinator RMF) 
• Mr. Adnan Khan (Medical Technician RMF) 
• Ms. Afshan Bhatti (National Research Manager RMF) 
• Ijaz Khan (Volunteer RMF) 
• Mahwish Shamim (Volunteer RMF)  
• 20 community members, both men and women 

 
Inauguration ceremony: The medical clinic was formally inaugurated by Local General Councilor Mr. Lajbar 
Khan from the area. Twenty local men and women were also present during the ceremony. After the 
inauguration, the traditional Dua was performed and small talks were given by Mr. Lajbar Khan, Ms. Afshan 
Bhatti, and Mr. Mujeeb-ur-Rehman.  

 

 
Left to right: Mujeeb-ur-Rehman, Adnan Khan, Dr. Nasar, Mr. Lajbar Khan, Ms. Afshan Bhatti, Dr. Fatima Nasar 

 
Mr. Lajbar Khan 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 
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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 receiving the initiative so positively. She also 
thanked the RMF staff and volunteers who worked very hard to establish the center. Ms. Bhatti introduced the 
staff of the center to the local people and requested the staff to work hard and reach out to the poorest of the 
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.  
 

II: MORBIDITY REPORT DECEMBER 2015 – APRIL 2016 
 
This first tri-annual morbidity report covers a four-month period: December 16th, 2015 to April 16th, 2016. The 
daily clinic operating hours were observed: 8:00 AM to 5:00 PM, Monday to Saturday. Sunday is a day off and 
Friday is a half-day, in line with religious demand for Friday afternoon prayers, which are considered sacred.  

2.1 Demographic Distribution 
Over the period of four months, 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 among adults was a trend of predominantly women at 74.9% 
(1,346) with men at a low 25.1% (449). Among the children, gender distribution was somewhat equal, with boys 
slightly more in number at 53.6% (875) and girls at 47.3% (755). 

 
AGE AND GENDER DISTRIBUTION OF PATIENTS 
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2.2 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 infections at 46.7%, accounting for nearly half of all 
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 of the complainants were 
children. Lack of hygiene and lack of clean drinking water were deduced to be the contributing factors. 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 Infection (UTI) came in as the third most commonly reported pathology, at 13.1%, and most of the 
cases were women. This can be attributed poor hygiene, again consistent with their living conditions, 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 in 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 stress is placed on the physical 
manifestations of depression, such as lethargy, lack of will and energy, and appetite/sleep pattern changes. Thus, 
depression, as a result of patients’ experience of trauma and loss of 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 multivitamins 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 fifth mostly 
common ailment at 4.8% and 4.5%. The former is consistent with cultural demands of large families, lifestyles, 
and conditions.  Other pathologies and their numbers reported at the clinic are shown in the table below: 
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 Primary Health Presentation Number of Cases 

1 Respiratory Illness 1,042 

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 2,231 
 
2.3 Maternal and Child Health Care Statistics 

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

 

Of OB/GYN pathologies presented, the most common complaint was dysmenorrhea by 232 women (18.3%), 
followed by complaints of abnormal leukorrhea by 192 women (15.8%). The third most common complaint was 
irregular periods and PV bleeding by 139 women (11.4%). 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 in the graph below:  
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III: WAY FORWARD 
 
Phase I of the Swat Earthquake Relief Project came to an end by mid-March 2016. The third objective of providing 
quality primary healthcare services to the earthquake affected victims was successfully achieved, and was in fact 
extended for an additional month. Frugal utilization of the approved budget facilitated this additional month. 
 
With Phase I now completed, the project enters into Phase II, which will address the fourth objective of repair and 
rehabilitation of damaged and destroyed houses. Phase II does not include a health service component. However, 
during our four months of implementation, RMF has observed that the local population in and around the field 
sites where we have worked is very poor and vulnerable, with limited or no access to health care. They need a 
continuation of this service.  
 
What makes RMF unique is the characteristic of continuing to help communities long after the world’s spotlight 
has faded; we leave only when the community is self-sufficient or the government is ready to take over. Keeping 
this approach in view, RMF Pakistan will continue to provide this health service from our core funds until we can 
find suitable grants.  
 

IV: ANNEXES 

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

4.2 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 

4.3 Medical Supplies 

 Form Generic Name of Medicine 

1 Injection Lignocaine 

2 Injection Adrenaline 

3 Injection Dexamethasone 
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4 Injection Gentamycin 

5 Injection Diclofenac 

6 Injection Gravinate 

7 Injection Metomide 

8 Injection Lincomycin 

9 Injection Chlorpheniramine 

10 Injection Cyclizine 

11 Injection Cimetidine 

12 Injection Aminophylline 

13 Injection Ampicillin 

14 Injection 10% Dextrose Water 

15 Injection 5% Dextrose Water 

16 Injection Dextrose N/Saline 

17 Injection 0.9% Normal Saline 

18 Tablet  Paracetamol 

19 Tablet  Diclofenac Sodium 

20 Tablet  Aspirin 

21 Tablet  Trisil 

22 Tablet  Metronidazole 

23 Tablet  Ciprofloxacin 

24 Tablet  Ofloxacin 

25 Tablet  Salbutamol 

25 Tablet  Atenolol 

26 Tablet  Glibenclamide 

27 Tablet  Metformin 

28 Tablet  Hyoscine 

29 Tablet  Ferrous Sulfate 

30 Tablet  Folic Acid  

31 Tablet  Calcium + Vitamin D 

32 Tablet  Bisacodyl 

33 Tablet  Chloroquine 

34 Tablet  Chlorpheniramine 

35 Tablet  Albendazole 

36 Capsules  Amoxil 

37 Capsules Amoxil 

38 Capsules Doxycycline 

39 Capsules Transamine 

40 Syrup  Amoxil 

41 Syrup Paracetamol 

42 Syrup Metronidazole 

43 Syrup Aminophylline 

44 Syrup B Complex 
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45 Syrup Promethazine 

46 Syrup Sodium Acid Citrate 

47 Syrup Trisil 

48 Syrup Anti-Acid Syrup 

49 Syrup Albendazole (Anti-Helminthic) 

50 Syrup Cremaffin 

51 Powder Oral Rehydration Salts 

52 Eye Drops Chloramphenicol 

53 Eye drops Polymyxin Eye Ointment 

54 Ear Drops  Chloramphenicol 

55 Surgical items Cotton Bandage 

56 Surgical items Cotton Wool 

57 Surgical items Povidone solution Bottle 

58 Surgical items Tincture Benzoin Compound 

59 Surgical items Disposable Syringes 

60 Surgical items Disposable Syringes 

61 Surgical items Spirit Methylated 

62 Surgical items Disposable Gloves 

63 Surgical items Surgical Gloves 

64 FP items Contraceptive Pills 

65 FP Items Injection Depo-Provera  

66 FP Items Norigest 

67 FP Items Copper T 

68 FP items Multiload 

69 FP Items Condoms 

 

 

 
 


