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ABOUT THIS REPORT
This monitoring and assessment report aims to provide citizens’ oversight of the COVID-19 response. Data for the report was collected
through key informant interviews (KIIs), observation checklists, and media monitoring at national, provincial, and district levels. KIIs
involved important government officials at the district level, including Deputy Commissioners, District Disaster Management Authority
representatives, District Health Officers, Executive District Officers, heads of doctors and paramedic associations, those of local civil
society organizations, journalists, beneficiaries of health institutions, and direct observation of health facilities.
The current report is based on data colleted from 35 project districts between December 11, 2020 and January 11, 2021. The ifindings
are based on interviews of 32 district health/administration officials, 35 representatives of doctors’ associations, 34 representatives of
paramedics’ associations, 133 attendants of COVID-19 patients, 45 journalists, 32 CSO representatives, and observation of 82 health
facilities.
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EXECUTIVE SUMMARY
Although December 2020 ended with a decline in the total number of active cases by 15,007, the month was the
deadliest month for Pakistan, death toll due to COVID-19 rising as high as 2,010. Based on the findings from data
collected through stakeholders’ surveys and direct observation of enumerators deployed in 34 project districts, this
report highlights the challenges and opportunities at hand as the government heads towards the daunting task of
procurement and the administration of the COVID-19 vaccine.
This monthly response monitoring report identifies regulation of COVID-19 testing and effective disbursement and
administration of vaccination as two priority areas for better governance of the pandemic response in Pakistan.
Findings also indicate continuing health-governance challenges at both policy and implementation levels that remain
mostly unaddressed with the potential to worsen the healthcare crisis in the country.
Some of the significant findings are:







COVID-19 testing came out as one of the weakest areas requiring immediate and close government attention.
At present, Pakistan has the lowest per capita testing capacity in the region. In December, the country
conducted 1.2 million tests. Comparing this data with the number of deaths shows that the response has failed
to keep pace with the increase in cases. Such grave shortcomings in response management are both the cause
and effect of lapses in the overall pandemic governance. For instance, the lack of effective regulation of
testing prices can be seen as a cause of the relatively smaller number of tests that harms the overall pandemic
response itself.
The chronic lack of legislative oversight of the COVID-19 response did not improve in December as both houses
of parliament paid next to no attention to the COVID-19 response. The elected representatives’ persistent lack
of seriousness has affected the ongoing response’s quality and the upcoming task of COVID-19 vaccination.
With COVID-19 vaccine procurement being in its initial stages, questions of accountability, transparency, and
participatory decision-making remain unanswered at all policy and decision-making levels. Considering this
being one of the largest health-related procurement in Pakistan’s history, the government needs to have
transparent and interactive communication about the vaccine’s selection and disbursement. Failure to do so
makes the procurement process look dubious and may also affect the credibility and acceptance of vaccines
among the masses.
The lack of public trust and seriousness is already hindering the effort to implement SOPs. A similar public
attitude towards vaccination is bound to compound the pandemics’ impact on the community. The report,
through direct observation, found:
o Lack of unanimity among various vital stakeholders on SOP implementation in 18 (51 percent) districts
and an absence of coordination among different stakeholders. Such lack of coordination also existed
at the infrastructural level, where there are varying opinions of the healthcare professionals and
district management on the availability of PPEs. Similarly, whereas the interviewed government
officials reported sufficient healthcare infrastructure like PPEs in place, most representatives of
doctors’ and paramedics’ associations only partially endorsed the statement.
o Technical capacity to deal with COVID-19 stays an area where the government needs to invest
resources in terms of the numbers and skillset of healthcare providers. Although the number of
paramedics’ deaths declined, doctors remain at risk and have expressed the need to undergo training
on COVID-19, patient management, and personal protection. According to the healthcare
professionals, the specific training areas include knowledge about the disease, use of medical and
personal protective equipment, testing, and patient management.
o SOP implementation remains an issue that demands attention. Observation of public offices and
health facilities points towards the fact that wearing masks and maintaining social distancing are the
two major, yet crucial, SOPs not followed by the public.
o A clear and consistent communication strategy is lacking at both the regional and national levels
leading to haphazard compliance in public areas, offices, and even health facilities.

As Pakistan gears to enter the vaccination phase—the most significant step in its COVID-19 response in the coming
days—the importance of transparency and information-sharing will become critical to public trust in the exercise’s
efficacy. Transparency in all aspects of vaccine selection, procurement, priority groups, and smooth implementation
will only be possible with enhanced oversight and ownership of elected bodies and representatives, a requirement
that has remained seriously deficient in the COVID-19 response to date.
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SECTION I: STAKEHOLDERS’ SURVEY AND OBSERVATION
FINDINGS
This section analyses the stakeholders’ survey findings and direct
observation of enumerators deployed in 35 project districts.1 The
results reflect the opinions and information collected on standardized
checklists that aim to understand the governance of COVID-19
response using a multi-pronged approach. Interviews were conducted
with district administration and health service providers to understand
the governance mechanisms at the district level. The team sought a
comparative perspective on several critical issues from representatives
of doctors’ and paramedics’ associations for a holistic review from
practitioners’ point of view. The team members also consulted local civil
society organizations and journalists to enrich the findings as these
stakeholders have a strong public outreach. An additional layer of health
and public institutional observation was added to strengthen the analysis
further.
The project team collected data for this report from December 11,
2020, to January 11, 2021, for the COVID-19 response efforts in
December 2020. The data includes interviews of 32 district
health/administration officials, 35 representatives of doctors’
associations, 34 representing paramedics’ associations, 133 attendants
of COVID-19 patients, 45 journalists, 32 CSO representatives, and
observation of 82 health facilities.2

1. CONTEXT: THE SECOND WAVE
The death toll continued to rise in December, reaching the highest for
any month since the start of the pandemic, with 2,010 deaths compared
to 1,256 the previous month.
Figure 1 Monthly Deaths due to COVID-19

2,010

Chronology of COVID-19 spread and
response
February 2020: Pakistan reports its first case
of coronavirus.
March 13, 2020: A meeting of the National
Security Committee (NSC) discusses the
crisis after the World Health Organization
(WHO) declares a pandemic and the
government announces a countrywide
lockdown.
August 7, 2020: The government begins to
ease lockdown in phases starting with the
construction industry; National
Coordination Committee (NCC) on
COVID-19 lifts restrictions on tourism,
restaurants, and the transport sector.
September 15 & 26, 2020: Schools and
marriage halls reopen.
October 2020: Significant increase in
infections reported. Government issues new
guidelines and SOPs, making face masks in
public places mandatory.
November 2020: All offices of senate closed
for three days (starting from November 3);
office hours reduced, minimum staff for
offices, visitors’ entry banned (from
November 9).
December 3, 2020: All employees of the
senate asked to work from home.
December 21, 2020: A senator passes away
due to COVID-19.

1,256

324

October

November

December

It is imperative to note that the number of active COVID-19 cases is decreasing. The number of those who died
are also accounted for in the number of people who are not more active. What is also worrying is the rate of
deaths has increased exponentially in individuals under 20 years of age 3. Within the ambit of this monitoring
exercise, this increase in deaths may be attributed to the consistent burden of COVID-19 cases in specific
healthcare facilities (Section-2), lack of readiness among the healthcare staff to tend to the increasing number of
1

For details of the selection criteria for districts, please refer to Annexure-I.
For details of interviews and observations in the selected districts, please refer to Annexure-II.
3
. Data of deceased by age group extracted from the situation report of National Command and Operations
Centre (NCOC) which are available at the website (ncoc.gov.pk).
2
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COVID-19 patients (Section 2.2), and perhaps most importantly, due to lack of compliance with SOPs (Section
5). Weak coordination between different stakeholders is evident in findings and discussion on infrastructure and
SOP implementation aspects.

35,863

93,874

3,715

Removed (recovered + deceased) Net Increase of COVID-19 Cases

October

November

December

(15,007)

Infected

29,526

78,867

16,824

20,539

65,389

Figure 2: Comparative reading of COVID-19 cases

Source: http://COVID.gov.pk/
As shown in Figure 2, the overall number of active cases decreased by 15,007. The net decrease in active cases
is not due to a significant drawdown in the number of newly infected in the month but due to the cumulatively
larger number of recoveries and deaths that have resulted in a net decrease in active cases.
1.1 Scale and Impact of the Pandemic at the District Level
The project interviewed Deputy Commissioners (DCs), Executive District Officers (EDOs) of the health
departments in 32 districts, officials at the District Disaster Management Authorities (DDMAs), and District
Management Authorities (DMAs). Deputy Commissioners (DCs), and Executive District Officers (EDOs) of
Health Department in 32 districts were interviewed while the officials in Abbottabad, Lahore, and Tharparkar
refused interviews. The interviewers learned that as many as 3,870 COVID-19 patients were undergoing
treatment in public healthcare facilities. This district-level data also confirms the decline in the number of active
cases in December. However, COVID-19 continued to take doctors’ lives, but no casualties were reported
among the paramedics.

2. CAPACITY TO RESPOND AT THE DISTRICT LEVEL
The project team interviewed different stakeholders, including DCs/EDOs Health or their representatives,
head/representative of doctors’ associations, and head/representative of paramedics staff associations to analyze
the district level infrastructural capacity. Besides, the report also relies on data obtained from district observers
monitoring health institutions.
DCs/EDOs of Thirty-two out of 35 (91 percent) districts agreed to the interview, but the remaining three from
Abbottabad, Lahore, and Tharparkar, refused. Officials from Lahore and Tharparkar had not given interviews
even in the preceding month. Moreover, the project received no data from Karachi West, despite successful
interviews. However, the project received data from Karachi East and Khairpur, which had not previously
shared material.
The respondents interviewed shared data on the pandemic’s scale and the availability of necessary supplies in
the districts. It revealed that public sector hospitals in 31 districts had 531 ventilators. The number of private
sector facilities providing COVID-19 treatment/care decreased to 49 in December 2020 from 53 in the
preceding month. In contrast, the number of welfare/NGO/INGO facilities offering such care increased to 17
compared to 13 in November 2020.
The findings show a total of 1,458 public and 1,069 private health facilities provide COVID-19 testing, a decrease
of 930 and 1,185 units, respectively, from the last month. There exist 84 quarantine centers that can
accommodate 17,682 patients, and 912 public sector isolation wards/facilities with a total capacity of 6,263. At
these facilities, 3,575 doctors and paramedics perform their duties4.
4

Refer to Annexure-III.
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In line with the data for the preceding month, the disparities in availability and resource allocation remain almost
the same. For instance, there was less than one patient per bed at quarantine/isolation centers in nine out of 31
districts—Jacobabad, Mandi Bahauddin, Mardan, Mianwali, Multan, Narowal, Quetta, Shikarpur, and Tor Ghar.
In three other districts, namely, Hyderabad, Islamabad, and Karachi Central, the corresponding figures for
patients per bed were 212, 1,613, and 4,502. These figures show that huge margins exist in allocating and reallocating resources in these districts to provide equitable COVID-19 treatment facilities.
There is a similar trend concerning the data on patients per ventilator and patients per doctor/paramedic. In
Lasbela and Peshawar, there are 409 and 514 patients per ventilator, respectively, whereas, for Mardan and
Multan, the figures are one and four, respectively. Likewise, for patients per doctor/paramedic, there is an equal
number of doctors for patients in Quetta, but are as many as 754 patients per doctor/paramedic in Karachi East.
2.1 Infrastructural Capacity: Varying Perspectives
The project team conducted interviews of heads/representatives of doctors’ associations of 34 districts and
leads/representatives of paramedic staff of 32 districts for their views on infrastructural capacity. The
interviewers sought comment on the availability of Personal Protective Equipment (PPE) at district facilities,
among other aspects.
In response, 18 (52 percent) doctors said PPE was available in all facilitues of their districts, four (12 percent)
said at most facilities, five (15 percent) said at some facilities, and seven (21 percent) said it was not available at
most facilities. On the other hand, 14 (44 percent) paramedics reported PPE availability in all the districts. Four
(13 percent) stated it was available at most facilities, nine (28 percent) said at some facilities, and five (16 percent)
were of the view that it was not available at most facilities.
Figure 3: Availability of PPEs

Head of Paramedic Association

14

Head of Doctors' Association

In all the district

At most facilities

4

18

9

4

At some facilities only

5

5

7

Not available at most facilities

Others

Asked to report the time for which PPE stock was available, representatives of DCs-EDOs Health from different
districts said that seven (23 percent) districts had PPE stock to last more than a month. Twelve (39 percent)
districts would use the available inventory in one month, and five (16 percent) districts would require additional
PPE stock after two weeks. However, in seven (23 percent) districts, however, the situation was problematic,
where PPE availability was for less than a week.
Table 1 Availability of PPEs in districts on quartile basis

Categories of Number of Day worth of PPEs are Available
More than a Month
Month
Two Weeks
Less than a Week
Overall

Number of Districts

Percent

7
12
5
7
31

23
39
16
23
100

Results of triangulation of the PPE data provided by DC-EDO Health officials with the statement of doctors and
paramedics, are overall satisfactory, with some stark differences. For the seven (7) districts in the upper quartile
which reported availability of PPEs for more than a month, only in five (5) districts – Hafizabad, Hyderabad,
Peshawar, Sanghar, Sialkot – were the statements of doctors and paramedics more or less in agreement with
the official claims. For instance, all stakeholders – DC/EDO health, doctors and paramedics – in Hyderabad and
Sialkot agreed that PPEs were adequately available in the district. In Hafizabad and Peshawar, official claims were
slightly at variance with those of doctors and paramedics. However, in Khanewal doctors and paramedics’
statements, stating adequate PPEs at some facilities only, were substantively at odds with the data provided by
district officials, who reported significantly large number of days (2,000) for which PPE are available. This lopsided
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resource-allocation necessitates government taking into consideration the actual resource need at the district
level to ensure that healthcare staff in all districts has access to resources. To that end, strong coordination
mechanisms should be set in place between higher and ground-level tiers of administrative decision-making, that
is, between the district, divisional, and provincial tiers.
Table 2 Comparative analysis of PPE availability in upper quartile districts
Claims of
District
Officials
about
availability of
PPE (in days)

District

Statements of Healthcare Staff
Doctors

Paramedic

PPEs are not available at most facilities

PPEs are adequately available at some
facilities only
PPEs are adequately available in the
district
PPEs are adequately available in the
district

Hafizabad

60

Hyderabad

180

Sialkot

200

Khanewal

2,000

PPEs are adequately available in the
district
PPEs are adequately available in the
district
PPEs are adequately available at some
facilities only

Mianwali

5,596

PPEs are not available at most facilities

PPEs are adequately available in the
district

Peshawar

350

PPEs are adequately available at some
facilities only

Sanghar

1500

PPEs are adequately available at most
facilities
PPEs are adequately available in the
district

PPEs are adequately available at some
facilities only

NA

On the other hand, authorities of districts in the lowest quartile, namely Islamabad, Karachi Central, Lasbela,
Loralai, Mandi Bahauddin, Shikarpur, and Sukkur reported that they had PPE available for less-than-a-week.
Doctors and paramedics in these districts, however, reported a general adequacy of PPE availability in these
districts. These diverging point of views indicate that there is a lack of coordination and/or communication
between technical and management aspects of COVID response in the said districts. Going by the data, it should
be pointed out that some of these districts are densely populated with a relatively higher concentration of
COVID cases. This warrants an urgent need for revisiting the PPE distribution plan and providing the equipment
to those districts on priority basis that require it the most.
Figure 4 Available facilities

Treatment

46

Tests
Quarantine
Isolation Ward

22

51

11
22

33

38
49

8
25

Yes

No

6

5

Missing

Additional data on facilities and services related to treating, testing, quarantining and isolating COVID-19 patients
was obtained through monitoring of district health institutions by observers, who inspected a total of 82 facilities
while data could be collected from 79 facilities in 33 districts (while three facilities could not be observed) Of
these facilities, 49 (62 percent) had isolation wards, 33 (42 percent) had quarantine facilities, 51 (65 percent) had
testing facilities, and 46 (58 percent) had treatment facilities. The total number of doctors assigned to 69 of these
facilities (no data was shared by the remaining 10 facilities) was 1,540, of which 946 (61 percent) and 594 (39
percent) were male and female respectively.
2.2 Technical Skills and Expertise
2.2.1 Healthcare Providers
To fully evaluate the district level capacity, it was deemed indispensable to assess the extent and degree of the
preparedness of healthcare providers to deal with the pandemic.
In response to the question as to whether doctors were adequately trained to respond to the crisis, 22 (63
percent) representatives of doctors’ association said yes, while 12 (34 percent) said no. Of the total 34
respondents from Doctors’ Associations interviewed, 23 (66 percent) believed that orientations were
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conducted to prepare them for dealing with the pandemic safely, while 11 (31 percent) refuted the statement.
Nonetheless, 23 (66 percent) doctors underlined the need for further training to enhance their capacity, while
nine (23 percent) reponded as no when asked if they need any such training.
Figure 5 Technical readiness to deal with pandemic- Head of Doctors' Association

No

12

Yes

11

22

9

23

Adequacy of Training Provided

23

Orientations Conducted on dealing

Need for further Training

In addition to the doctors, 20 (59 percent) paramedic staff stated that they had received adequate training, while
12 (35 percent) said they had not received any such training. Likewise, 20 (59 percent) affirmed that orientations
were conducted to prepare them for the pandemic, while 28 (82 percent) called for further capacity-building
sessions.
Figure 6 Technical readiness to deal with Pandemic- Head of Paramedics' Associations

No
Yes

12

12

20

20

Adequacy of Training Provided

4
28

Orientations Conducted on dealing

Need for further Training

Analysis of the respondent data reveals that both doctors and paramedics are overall adequately equipped than
they were in the preceding month, to effectively respond to the crisis; however, to ensure capacity-building,
further training sessions, especially for paramedics who are relatively less trained than doctors, are needed.
Doctors’ representatives were asked to identify training areas that would enhance their capacity for dealing with
the pandemic. 23 out of 35 doctors gave a total of 51 responses, of which 20 underlined that doctors needed
technical knowledge/awareness about the disease, 11 were on giving doctors technical knowledge about the use
of equipment (PPEs, ventilator, ICU), six pointed out the need for awareness about protective measures and
precautions against the virus, five called for orientations on patient management/protection, one was related to
testing training, and eight others were miscellaneous.
Figure 7 Training requirements for doctors

Technical Knowledge - About the disease

20

Technical Knowledge - About the equipment

11

Technical Knowledge - About protective…

6

Patient Management/Protection
Testing
Miscellaneous

5
1
8

The same question was posed to the representatives of paramedics’ associations as well, who came up with the
following mix of 69 responses on training/orientations: 26 (38 percent) called attention to providing technical
knowledge/awareness about the disease, 11 (16 percent) laid stress on training on the use of equipment (PPEs,
ventilator, ICU), 15 (22 percent) gave weight to knowledge about protective measures and precautions against
the virus, seven (10 percent) had to do with orientations on patient management/protection, four (six percent)
were related to testing, and six (nine percent) others were miscellaneous.
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Figure 8 Training requirements for paramedics

Patient Management/Protection

7

Technical Knowledge - About protective measures &…

15
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Testing
Miscellaneous

26

4
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2.2.2 Media and CSOs
When local CSO representatives were asked if they faced problems/hurdles in carrying out relief work, 18 (56
percent) responded in affirmative, with another 12 (38 percent) saying they did not face hurdles/problems. The
situation is more worrisome for local journalists, among whom a majority, that is 35 (78 percent), were of the
view that they were not adequately trained/skilled to report COVID-19 pandemic related stories. Furthermore,
43 (96 percent) local journalists emphasized the need for additional training and orientations on effective
reporting of health issues in general and pandemic related reporting in particular.
Figure 9 Training requirements for local journalists

Awareness (Virus/SOPs/Protection)

32

Use of Modern Technology/Digital Skills

33

Data Gathering & Reporting (General/COVID-…
Miscellaneous

39
22

A total of 126 responses were received when journalists were asked about the kind of training/orienations that
would help them in enchancing their pandemic/health governance related reporting skills. Of these responses,
32 (25 percent) laid stress on the need for greater awareness/knowledge among journalists regarding the
virus/pandemic, the SOPs and the protection measures against the virus; 39 (31 percent) highlighted the
necessity of training and orientations for journalists with regards to general and COVID-specific data gathering
and reporting techniques; 33 (26 percent) underlined the imperative of equipping journalists with modern
technology/digital skills, while 22 (17 percent) were miscellaneous responses.
2.3 Coordination Mechanisms and Platforms
Considering the imperative of effective collaboration between local stakeholders in articulating a coherent
response to the pandemic, government has formed different coordination and oversight platforms to that end
as part of its COVID-19 response. For this report, interviews were conducted with all relevant stakeholders to
judge the efficacy of coordination mechanisms set in place by the government.
When representatives of DC-EDO Health were asked about the coordination mechanisms and platforms
established in the district, 29 (90 percent) said they had an active DDMA in their districts. Moreover, in 28 (87
percent) districts, the respondents said coordination bodies were established with provincial health ministries,
while in 27 (84 percent) districts coordination with the Provincial Disaster Management Authority (PDMA) was
also reported. Inclusive review and decision-making mechanisms/platforms other than DDMA were also
reportedly set up in 27 (84 percent) districts. Finally, 27 (84 percent) reported coordination with public sector
healthcare institutions established/represented in DDMA; 24 (75 percent) informed of coordination/cooperation
mechanisms with CSOs established/given membership/allowed participation/contribution in DDMA; and 27 (84
percent) stated that an awareness and information dissemination mechanisms/communication strategy was
adopted and implemented.
Gauging the stakeholder representation at coordination level, it was found that 15 (43 percent) of the
representatives of doctors’ association, six (18 percent) paramedic representatives, 15 (47 percent) CSO
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representatives, and 22 (49 percent) local journalists reported their association/community was represented in
the COVID-19 response coordination committees/platform.
Figure 10 Stakeholder representation in coordination bodies/committees

Head of Doctors' Association

15

Head of Paramedics' Association

15

6

Head of CSO

23

4 1
4 1

15

17

Local Journalists

22

Yes

No

22

Don't Know

1

No Response

CSO representatives were also inquired about the effectiveness of the coordination platforms in helping
coordinate the COVID-19 response. Of this, only 10 (31 percent) deemed them to be mostly effective, 11 (34
percent) believed they were average, five (16 percent) stated they were mostly ineffective, while only one (three
percent) terming them as completely ineffective and dysfunctional.
Comparing district officials’ claims with those of other stakeholders indicate that there is a further need for
involving and representing doctors, paramedics, journalists and CSOs in coordination platforms and committees
at district level to evolve a concerted and unified response to the pandemic.

3. TESTING REGULATIONS
Since the beginning of the pandemic, Pakistan’s daily testing has been abysmally low, with per capita testing rate
among the lowest in the region.5 During the month of December, Pakistan conducted approximately 1.2 million
tests, a slight improvement as compared to November 2020 (where 1.1 million tests were being conducted),
implying an average daily testing rate of 38,311. Around the mid of the month, testing peaked at 48,000 tests per
day, but then it fell below 40,000 for the rest of the month.6 Furthermore, average daily testing capacity figure
was 63,250 as calculated from NCOC daily Situation Reports for the month of December.7 In other words, daily
utilized capacity for month of December was 60 percent of the original capacity.
To evaluate whether patients had access to COVID-19 testing or whether they could afford testing costs, both
quantitative and qualitative questions were posed to the patients or their attendants. This primary data was
triangulated with secondary data to produce an analysis of testing regulation, cost and access.
3.1 Testing Access
Patients/their attendants were asked if they/their patients faced any difficulty during COVID-19 testing. Of the
total 133 respondents, 22 (17 percent) said yes, 109 (82 percent) said no, while responses for two (two percent)
were reported missing.
Figure 11 Access to COVID Testing
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When those who answered in affirmative were asked to comment on the problems they faced, 13 (59 percent)
said that the testing center was far, 11 (50 percent) said testing costs were too high, nine (41 percent) reported
that testing centers were crowded, while three (13 percent) said that there was shortage of testing capacity/kits
in the city.
Figure 12 Problems faced by patients during COVID-19 testing
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A total of 133 patients or their attendants were asked as to where they/their patients got themselves tested, in
response to which 51 (39 percent) said private laboratory, 74 (56 percent) said government facility, two (two
percent) said welfare organizations, while responses for six (five percent) were reported missing.
Figure 13 Facility at which COVID-19 test was conducted
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3.2 Testing Cost
In response to a question on the testing cost from 127 respondents, 57 (45 percent) said it they got it for free,
one (one percent) stated he/she paid less than or equal to Rs. 500, two (two percent) said Rs. 500 to 2000, 22
(17 percent) said Rs. 2000 to 5000, 31 (24 percent) shared it costed them more than Rs, 5000, while responses
for 14 (11 percent) did not provide the figure.
Figure 14 Cost of first test
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When asked whether patients got a second test, 67 (50 percent) responded in affirmative, 57 (43 percent) said
no, while responses for nine (seven percent) were not ascertained.
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Figure 15 Second COVID test
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Of those who answered in affirmative, 35 (52 percent) said government facility, 29 (43 percent) said they got
tested at a private facility, while responses for three (Five percent) could not be ascertained.
Figure 16 Facility at which second test was conducted
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Those who got a second test were asked about the testing cost, to which 32 (48 percent) responded they were
not charged any fee, one ( two percent) reported paying less than or equal to 500, two (three percent) said
they paid between Rs. 500 to 2,000, six (nine percent) said Rs. 2,000 to 5,000, 23 (35 percent) shared it costed
them more than Rs. 5,000, while two responses (3 percent) were reported missing.
Figure 17 Cost of second test
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Analysis of testing data shows that these variations in the testing cost reflect the differences in amounts charged
by public facilities and private laboratories. It was noted that some private testing facilities reqire the customer
to pay on average more than Rs. 5,000 per test, and in some cases, charging as high as Rs. 8,000 per test. This is
in stark contrast to the situation in government hospitals which have been providing cheap or free testing
services. Some government hospitals, however, have been charging very high, with upper limit of Rs. 10,000 per
test at some facilities, necessitating introduction of government regulations and strict oversight mechanisms to
ensure cheaper tests are being provided to patients at government hospitals.
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Since private laboratories are providing 50 percent of overall testing capacity,8 patients have been reporting very
high costs as one of the problems faced by them during COVID-19 testing. As verified by other observers, a
reliable COVID-19 testing in Pakistan costs patients more than Rs. 6,000, which is unaffordable for people from
weak socio-economic background. On top of this high testing fee, prices as high as Rs. 8,000 should be a matter
of concern for authorities that should play an active role in regulating the prices of this basic element of COVID19 response.
Given that cheaper and rapid testing is one of the crucial strategies in containing the pandemic, government must
further reduce the cost of testing while also introducing tests that yield quick results. Although some strides
have been in this regard (consider, for example, NCOC approval of Rapid Anti-Gen Test at the end of October
to increase testing level9), further steps need to be taken, such as introducing regulations to bring down prices
in private facilities or forging effective public-private partnerships to ensure that less privileged have greater and
equitable access to testing and other services.

4. RELIEF PROGRAMS: EFFICACY AND ACCESS
During the initial phase of the pandemic the federal government had unveiled Rs.1.2 trillion relief package to
mitigate the socio-economic impacts of COVID-19. This included Rs. 150 billion cash transfers to poor families
through Ehsaas/BISP program, Rs. 200 billion assistance for workers laid-off in the formal industrial sector, Rs.
50 billion for medical staff, along with supplementary grant of Rs. 100 billion for the Residual-Emergency Relief
Fund10. Additional provincial relief packages of varying sizes were announced by Punjab (Rs. 10 billion),11 Sindh
(Rs. 34 billion),12 Khyber Pakhtunkhwa – KP (Rs. 32 billion),13 and Balochistan (Rs. 750 million),14 with all but
Sindh transferring varying chunks of the earmarked funds to federal government for provision of cash assistance
through Ehsaas/BISP/Kafalat program. To provide financial relief and award compensation to frontline healthcare
providers, different Shuhada Packages were also set aside by federal and provincial governments. So while KP
government decided to award Rs. 7 million amongst other incentives to each deceased healthcare provider,15
the federal government announced monetary compensation of Rs. 3-10 million alongside other benefits and
privileges included in the Shuhada Package.16
For judging the access and efficacy of these programs, the government officials were asked if their respective
districts were covered in Ehsaas/BISP COVID-19 relief program. In response, 24 (75 percent) answered in
affirmative, two (six percent) stated their districts were not covered while six (19 percent) were unsure if their
district was covered or not. On identification of new beneficiaires, it was notified by 11 (46 percent) officials
that new beneficiaries were identified for these prevailing relief programs, five (21 percent) stated no new
additions to the number of beneficiaries, while six (25 percent) said they didn’t know as to whether new
beneficiaries were identified or not.
When asked about the mechanisms adopted to identify new beneficiaries of national level schemes at the district
levels, six (55 percent) reported that applications were opened on portal/website, seven (64 percent) informed
that a mobile application was launched for this purpose, another seven (64 percent) stated they conducted a
survey to identify new beneficiaries, while five (45 percent) informed that new beneficiaries were referred by
elected representatives.
Upon being asked if there were any relief programs implemented in their districts with provincial assistance, 11
(34 percent) responded in affirmative while 10 (31 percent) informed that there were no provincial relief
programs in their districts. It is surprising to note that six (19 percent) officials interviewed were not aware of
the programs existence. Finally, data was not shared by (16%) officials and was not recorded. These findings
point towards the increased need of awareness about relief packages at all levels of COVID-19 response,
especially when such programs are needed by the health institutions’ beneficiaries as well as healthcare
professionals.
It was stated by eight (73 percent) officials that new beneficiaries were identified for their provincial relief
programs, one (nine percent) claimed no new beneficiaries had been added while one (9 percent) was not aware
of any new additions to the program. When enquired about the mechanisms adopted for new application by the
https://www.dawn.com/news/1597881
https://www.thenews.com.pk/latest/736031-ncoc-gives-go-ahead-for-antigen-testing-for-coronavirus-announces-asad-umar
10 https://www.thenews.com.pk/print/637287-ecc-approves-rs-1-2tr-relief-package
11 https://www.dawn.com/news/1544624/punjab-unveils-rs10bn-relief-package-for-daily-wage-earners
12 https://www.dawn.com/news/1567822
13 https://www.dawn.com/news/1544619/kp-chief-minister-announces-rs32bn-package
14 https://tribune.com.pk/story/2191097/1-balochistan-govt-approves-relief-package-daily-wagers
15 https://www.dawn.com/news/1572511/govt-to-award-shuhada-package-to-fallen-health-workers
16 https://www.thenews.com.pk/print/672124-7-point-package-for-frontline-health-workers-announced
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provincial relief programs, four (50 percent) reported that applications were opened on portal/website, four (50
percent) informed that a mobile application was launched for this purpose, another 5 (63 percent) stated they
conducted a survey to identify new beneficiaries, while 5 (63 percent) informed that new beneficiaries were
referred by elected representatives.
Only 8 (25 percent) responded in affirmative when asked if any district relief programs were being implemented,
14 (44 percent) stated no district relief programs were in place while 5 (16 percent) were unaware of their
existence. On beneficiary identification, six (75 percent) respondents reproted that new beneficiaries had been
identified for the district relief programs, 1 (13 percent) claimed no new beneficiaries were added, 1 (13 percent)
was not aware if any new beneficiary had been added, while data for others could not be had.
4.1. Relief for Patients
Health Institution Beneficiary Feedback was gathered from 133 respondents in 29 districts. They were asked to
state/notify if they themselves or any of their patients had applied for any relief/assistance programs, to which 4
(3 percent) stated they or their patients had applied, 124 (93 percent) stated they had not, while data for
remaining 5 (4 percent) could not be ascertained. Among the four who had submitted their applications, it was
found that relief package had been delivered to one (25 percent), status of further one (25 percent) was pending
while request for relief of two (50 percent) respondents had been denied.
To further assess the situation, the health institution beneficiaires were also asked if any welfare/nongovernmental organization provided aid/assistance at any stage during the treatment of their patient, to which
110 (83 percent) replied in negative saying no such assistance was provided while four (three percent) informed
welfare organizations provided aid. They were further asked to elaborate on the type of assistance provided by
these organizations, one (25 percent) stated they were provided PPE/medicine, a further two (50 percent) stated
they were provided subsidized testing/treatment, and one (25 percent) was provided unidentified aid.
4.2 Relief for Healthcare Providers
As both doctors and paramedics were also infected by the virus during duty, these stakeholders were asked to
state if there had been any assistance/relief package. A total of 6 (28 percent) representatives of Doctors’
Association informed that doctors who had contracted COVID-19 were being provided relief packages;
however, 18 (72 percent) stated that no relief packages were available for the doctors.
Figure 18 Provision of Relief Package for Doctors
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Nine responses were received from six doctors. Five representatives of the Doctors’ Assocaition stated
assistance was provided by the health department, three said provincial government provided assistance, and
one stated it was provided by the federal government.
Figure 19 Providers of Relief Package to Doctors
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All respondents reported that no assistance was extended to the families from the provincial government or the
health department. All respondents chose the ‘others’ category for the type of assistance being provided to
them.
The representatives of the paramedics’ association were asked to state if the paramedics in their districts had
been receiving any assistance/relief package from the government for the paramedics who contracted COVID19 infection. Only six (29 percent) stated that such relief was extended to the paramedics while 15 (71 percent)
said no such packages were available for the paramedics.
Figure 20 Provision of relief package for Paramedics

29%

71%

Yes

No

Seven responses werer received from six paramedics on the question of providers of relief package. Four (57
percent) responses stated these packages were being provided by the health department, two (29 percent)
stated the provincial government was providing them, while one (14 percent) stated they assistance came from
federal government. No assistance provisions have been made to the families of the deceased paramedics (an
observation that was reported in November’s monthly report as well). At this point, it is important to reiterate
that when it comes to the healthcare professionals, doctors are the first priority for whatsoever resources are
available, with the paramedics being the second cadre.
Figure 21 Providers of relief package to Paramedics
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Although overall socio-economic response to the pandemic and scale of disbursement have been impressive, as
independent observers have noted17, the analysis of the data provided by district officials and its triangulation
with health-providers and beneficiaries surveys conducted for this report reveals that the implementation of
relief programs, especially of those announced by provincial and district governments, has been far from being
completely satisfactory, or from achieving the intended results.
Not all districts, as the government officials reported, were covered under federal and provincial relief programs.
Furthermore, even though separate relief packages were announced for the healthcare staff, few received any
financial assistance from federal or provincial governments, as the doctors and paramedics responses show,
something also exemplified by the concerns and complaints voiced recently by KP Provincial Doctors’
Association over increasing deaths of doctors, lack of financial assistance from government and of
implementation of Shuhada Program announced in April 2020.18 Not much different has been the fate of patient
beneficiaries, among whom few applied to relief program, pointing perhaps to the lack of awareness campaigns
regarding the relief programs being extended, and even fewer patients who did apply were able to receive
assistance.

5. OBSERVATION OF PUBLIC ATTITUDE AND ADHERENCE TO COVID-19 SAFETY GUIDELINES
17
18
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5.1 At Public Offices
In order to strengthen data collection and analysis framework about governance of COVID-19 response,
information on public attitude and adherence to guidelines were recorded using two sources. First, the
enumerators were asked to document their own observation regarding adherence to SOPs at health institutions
and public offices they visited for conducting interviews/gathering data. Second, stakeholders were asked about
adherence to guidelines among the general public. Observation of public offices revealed adherence to some of
the key guidelines in most of the offices. However, there remains a clear gap in display of safety information and
adherence to guidelines like wearing of mask, social distancing and availability of sanitizers at the public offices.
Figure 22 Compliance of SOPs at Public Offices
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Similarly, at healthcare facilities visited by the enumerators for conducting interviews and data collection, the
trend among these facilities reflected an overall compliance with general guidelines and SOPs. Social distancing
remained the weakest area of compliance with only 57 (72 percent) of the health facilities following this SOP.
Hand sanitizer was available at 62 (78 percent) of the observed facilities. Third weakest area of compliance was
visitors not wearing masks, where compliance to this SOP was observed at only 69 (87 percent) facilities. These
findings show that there still exists room for improvement in implementation of SOPs at public institutions.
Figure 23 Compliance of SOPs at Healthcare Facilities
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5.2 Public Attitude and COVID-19 Resurgence
Responses of healthcare staff further confirmed these observations. As many as 16 (46 percent) of the doctors,
and 17 (50 percent) paramedics’ representatives interviewed reported that not all health facilities are compliant
with SOPs related to maintaining social distancing and compulsory mask wearing. A total of 15 (43 percent)
doctors and 18 (53 percent) paramedic medical staff reported that only some hospitals and other health facilities
were compliant with the SOPs for disposal of medical waste and sanitization of the work area. These
observations are being consistently reported since last two months, highlighting a general non-compliance with
the SOPs at public offices and healthcare facilities, exposing the healthcare staff to increased risk of infection and
disease.
Number of new COVID-19 infections reported by the district officials reflect a general lack of compliance of
SOPs by public. 24 (75 percent) of the CSO representatives and 35 (78 percent) of the journalists reported
general non-compliance of SOPs related to individual safety. Given the highly infectious nature of COVID-19,
these consistent observations require immediate attention from authorities.
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Table 3 District quartiles according to implementation of SOPs

Opinion of
Stakeholders about
Level of
Implementation of
COVID-19 SOPs

Largely same

Same

Different19

Overall
Implementation
Level

Number
of
Districts

All facilities are
Most facilities are
not

2

Faisalabad & Tank

2

Jacobabad & Loralai

Some facilities are

7

Karachi East, Khairpur, Khanewal, Lasbela, Mandi
Bahauddin, Multan & Quetta

All facilities are

4

Bahawalpur, Karachi West, Peshawar & Sialkot

Some facilities are

2

Hyderabad & Lahore

18

Abbottabad, Bannu, Chakwal, Hafizabad,
Islamabad, Karachi Central, Lodhran, Mardan,
Mianwali, Muzaffargarh, Narowal, Rahim Yar Khan,
Sanghar, Shikarpur, Sukkur, Swat, Tharparkar & Tor
Ghar

Unable to
Determine

District

Comparative analysis of statements of different stakeholders on implementation of SOPs at district level shows
that a large proportion of the districts 18 (51 percent) had diverging point of views about following of SOPs.
This shows lack of coordination between these different groups of stakeholders as some of them may think that
the SOPs are being followed while other groups are of the view that SOPs are not being followed by public.
Attention is also required for the 8 (25 percent) districts where the opinions of all stakeholders are same about
compliance with SOPs at only some facilities. These districts include Karachi East, Khairpur, Khanewal,

Lasbela, Mandi Bahauddin, Multan, Quetta, Lahore and Hyderabad, most of which are densely
populated and hence have higher risk of spread of the disease. Such an analysis shows that governments
needs to pay strong emphasis on implementation of SOPs to curtail the spread of the virus.

Operational Definitions
Largely same
All the four stakeholders have same perspective about the implementation of SOPs
Same
Three out of four stakeholders have same perspective about the implementation of SOPs
Different Stakeholders have difference of opinion in implementation of SOPs
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SECTION II: COVID-19 RESPONSE: POLICY AND POLITICS
The second wave of COVID-19, which started in October 2020 in the country and gained strength in
November, continued unabated in the month of December 2020. The month began with a warning from
the World Health Organization (WHO) declaring that the pandemic had pushed the number of people
needing humanitarian assistance worldwide to a record high -- up by 40 percent to the corresponding
period last year. Despite of repeated warnings by the health experts that the second wave of the
pandemic could be more lethal than the first one, the government failed to develop and implement a
clear strategy regarding imposition of lockdown and
implementation of SOPs.
A report prepared by the National
Addressing the UN General Assembly’s special session on the
Emergency Centre, Islamabad, said
COVID-19 pandemic on December 3, Prime Minister Imran Khan
111 healthcare providers had died
described the COVID-19 pandemic as the most serious global
since start of the pandemic in the
crisis since the Second World War and presented a 10-point country. A total of 12,434 infections
agenda for urgent action underlining the measures the
have been reported in healthcare
international community needed to take to defeat the pandemic.
providers which account for 3
The first item on his list was a request for debt suspension till the
percent of the total national
end of the pandemic for low-income and most affected countries.
incidence. The infected people
The Pakistan Medical Association (PMA), the representative
included 60 percent doctors, 26
body of doctors, voiced concern over the rapid increase of
percent paramedics and 14 percent
COVID-19 patients and said doctors were getting infected and
nurses.
losing their lives at an accelerated rate. The PMA on December
31 said that 154 doctors had lost their lives to COVID-19 in
Pakistan. During the second wave which started from November, 45 doctors have lost their lives (16 in
Punjab, 14 in Sindh, 13 in KP and two in Azad Jammu and Kashmir).

1. MEDIA MONITORING
1.1 NATIONAL LEVEL
The national media gave high importance to data and statistics regarding the COVID-19 cases and
reported on daily basis the number of new patients and deaths. The death toll from COVID-19 surpassed
the 10,000 mark on December 30 when 299 ventilators were in use across Pakistan. On December 24,
the country reported highest number of 111 deaths during the second wave of COVID-19. Earlier, 124
people had died of COVID-19 on June 15.
Punjab’s mortality rate due to COVID-19 reached 5.5 percent on December 28, higher than other
provinces and double than the mortality rate of 2.51 percent in the first wave. On December 29,
ventilator occupancy increased to as 181 critical patients were shifted to Punjab’s government-run
hospitals. According to the official figures, 147 patients were struggling for life at the public and private
sector hospitals of Punjab on December 28 and the number, suddenly jumped to 328 on December 29.
On December 8, Sindh reported highest number of fatalities in the province in a single day since the
outbreak of coronavirus pandemic when 41 patients died.

1.2 DISTRICT LEVEL
At district level, TDEA monitored 399 pieces of media from 30 project districts while no media was monitored
from Hafizabad, Hyderabad, Jacobabad, Sanghar and Tharparkar. Press releases remained the most common
form of media monitored with 220 (55 percent) of the total media pieces. This was follwoed by 66 (17 percent)
statements made by the locally influential people at different events covered in media. 61 media pieces (15
percent) focused on a range of issues like death toll due to COVID-19, lack in infrastructural facilites at district
level, need to follow SOPs and mention of imposition of smart lockdown. This shows that local media can be a
useful tool to have an idea of what infrastructural issues are being faced at the district level.
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Figure 24 Summary of local media pieces analysed
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In terms of nature of discussion, majority of media offered critical perspectives referring to the
problems faced by general public, as well as stakeholder groups of which medical professionals
stayed at the top. Other stakeholders focused in local media discussions include women, teachers,
labourers, minorities and transgender community.
Table 4 Stakeholders focused in local media

Stakeholders focused in local media
General Public
Doctors and Medical professionals
Teachers
Labour
Minorities
Sects
ethnic communities
women/transgender

Frequency
328
37
22
11
7
11
17
21

In terms of areas covered, the district level media pieces provided statistics on deaths, situation of
SOPs implementation and reporting on identification of new strains of the virus. A total of 214 media
pieces refer to specific administrative measures taken including SOPs and lockdown, and
Table 5 Dimensions covered by district level media

Dimensions covered by district level media
Refers to specific Policy
Refers to specific administrative measure
Refers to data

Frequency
197
214
176

2. COVID-19 RESPONSE: LEGISLATIVE OVERSIGHT
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Trend of no parliamentary oversight over the government actions to deal with the pandemic continued,
with almost no activity in the two houses of parliament or its committees throughout the month on this issue.
There was no session of the National Assembly throughout the month.
Senate chairman convened the sitting of the Upper House of the Parliament on December 31 on the
requisition of the opposition, but there was no mention of COVID-19 on the agenda as the opposition
was only interested in holding a debate on the political matters, specifically the role of the National
Accountability Bureau and the government’s alleged crackdown on the opposition workers and activists
in different parts of the country during the anti-government campaign.
The National Assembly Standing Committee on Overseas Pakistanis and Human Resource Development
met on December 30 and its agenda was to discuss the sufferings of the overseas Pakistanis due to
COVID-19. The proceedings, however, remained confined to the mere briefings. The committee was
informed that 76,968 Pakistani workers had returned to Pakistan since the outbreak of the pandemic.
However, there was no discussion on the impact of this mass return on Pakistani economy and socioeconomic well-being of these individuals.
Instead of taking up the matter at the committee level, Chairman of Senate Standing Committee on
Interior Rehman Malik preferred to hold a news conference on December 2 to ask the authorities
concerned to take “extraordinary steps” to check further spread of the virus. He said a detailed meeting
of the committee would be held soon to deliberate on the precautionary measures being adopted by
the capital administration to stop the spread of coronavirus, but it never happened.

3. GOVERNMENT STRATEGY AND IMPLEMENTATION
3.1 NATIONAL COMMAND AND OPERATION CENTRE (NCOC)
Surprisingly, despite increase in the COVID-19 cases, activities of the NCOC did not come out with any
major decision to contain the pandemic, and focused on sharing data about the situation and spread of
pandemic. However, the meetings in which the participants discussed the issues related to vaccines
procurement got special attention of the media.
National Institute of Health (NIH) Executive Director Major General Aamer Ikram informed the NCOC on
December 1 that based on recommendations of the WHO and other guidelines, a national policy had
been framed to initiate rapid antigen testing through a swift method under strict control and all the
provinces were being taken on board to devise a unified strategy.
The NCOC on December 19 issued guidelines for the Christmas events to prevent the spread of the virus.
Terming events related to Christmas a major challenge, the NCOC announced guidelines to mitigate
person-to-person spread of the virus. It said with the pandemic in full rage, the safest thing that could
be done during this Christmas holiday was to stay home. Precautions are required by public, especially
the Christian community, to protect themselves and prevent transmission,” the centre said. “The traditional
gift exchange and largescale home gatherings are likely to increase transmission so they should also be
avoided,” it said.
On December 30, NCOC announced the development of National Immunisation Management System
(NIMS), a national level database to enable automated phase wise registration of citizens for vaccine
through SMS/internet, based on CNIC numbers. NIMS shall be developed by National Database and
Registration Authority (NADRA) and National Information Technology Board, and is expected to be
available by the middle of January 2021.
During a special session on vaccine availability and efficient administration on December 31, the NCOC
decided to establish vaccine administration cells across the country, at all district and tehsil headquarters
hospitals and regional health centers.

3.2 PUBLIC OUTREACH, PANDEMIC AWARENESS AND MEASURES COMMUNICATION
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On December 1, Islamabad administration imposed a ban on indoor dining in restaurants and hotels in
view of the rising cases of COVID-19. The restaurants and hotels were, however, allowed to serve food
and takeaway in open areas.
On December 2, the KP and Punjab governments also banned indoor dining in hotels and restaurants,
and entry of visitors to jails across the province. In Punjab, the restaurants, cafes and hotels were also
directed to stop operating after 10pm.
On the same day, KP government took initiative to introduce antigen detection rapid test (Ag-RDT) testing
readily available across far flung areas of the province. Under the new strategy, the hospitals in these
districts shall use Ag-RDT method which shall reduce the results time from 24 hours to 30 minutes.
Presiding a national level meeting of religious scholars on December 3, Dr. Arif Alvi issued a declaration
to revive the already agreed 20-point SOPs for collective prayers in mosques and Imambargahs. The
joint declaration was issued after a meeting of more than 86 clerics from the four mainstream schools of
thought in the country.
On December 4, Punjab government issued directions to three teaching hospitals of the city and the Expo
Centre Lahore to operational ICUs and high dependency units (HDUs) operational to admit serious
COVID-19 patients. A high alert was issued to the hospitals following a rapid increase in the number of
critical patients and rising trend in death rate in Punjab.
The electronic and print media gave extensive coverage to a tragedy that took place at Peshawar’s
Khyber Teaching Hospital on December 6 when six coronavirus patients died for want of oxygen supply.
The findings of the initial inquiry later suggested a “system failure”.
On December 17, Sindh government decided to close all madressahs across the province which had
continued their educational activities despite closure of formal educational institutions. Conversely,
madressahs in Punjab continued their educational activities despite the notification by the Government
of Punjab.
In its editorial on December 18, Dawn wrote that in Pakistan, people appear to be ‘enjoying’ the winter
season as they did before, with a spate of weddings and parties. Our politicians, too, appear to have
pushed the COVID-19 threat to the far corners of their minds as the opposition parties continues their
public meetings at the cost of their own and their supporters’ health. In all of this, the government has
neither developed a plan of action to stop the rising tide of cases, nor it has also not been able to
convince the public about prevention mechanisms.
Pakistan on December 19 made COVID-19 testing mandatory for all symptomatic Afghan nationals and
its own citizens entering the country via Torkham border (KP), Chaman (Balochistan), and Kharlachi
(Kurram).
On December 21, the government placed travel restrictions on UK passengers after emergence of a new
mutated strain of COVID-19 that was spreading rapidly in England. On December 25, the government
announced that it was conducting an investigation and research to detect the new variant of Sars-CoV2, named B117, in “relevant population where it can possibly be present”. Despite the ban, three cases
of the potentially more contagious variant were confirmed on December 29 in Karachi by the health
department of Sindh.

3.3 VACCINE
Amidst the time of distress, the nation found some positive and welcoming reports in the media regarding
the achievements in the ongoing fight against COVID-19. The Aga Khan University, Karachi, on December
1 announced that it would launch a clinical trial of a portable and low-cost ventilator manufactured to
make lifesaving treatment such as assisted ‘breathing’ available to patients before they reach hospital.
The government on December 3 decided to almost double the sample size of clinical trial of a Chinese
vaccine as the target of vaccinating 10,000 volunteers was enhanced to 18,000. A senior official of the
NHS ministry said the ministry had signed non-disclosure agreements with some global vaccine producers
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due to which they were sharing data and progress of vaccine trials. “We are part of the COVAX by
GAVI in which there are 189 countries and we will get free vaccine for 20 percent of the population. I
hope that we will acquire the vaccine for three percent of our population in the second quarter of 2021
and the remaining by the end of 2021. However, there will be questions about the cold chain
management of the vaccine as it would not be easy to provide the vaccine across the country,” the official
added.
The media reported on December 6 that Pakistan had
completed all prerequisites to submit the vaccine request to
GAVI through the COVAX facility — a coalition for equitable
access to COVID-19 vaccines by all countries. GAVI had fixed
December 7 as the deadline to receive applications.
According to an official statement, the proposal drafted
therein was endorsed by the National Immunization Technical
Advisory Group on December 1 and approved by the
National Interagency Coordination Committee in a meeting
presided over by SAPM on Health Dr. Faisal Sultan.

“The [vaccine acquisition] arrangements
[made under the CEPI alliance] will enable
all participating economies to have access to
doses in the first half of 2021, with first
deliveries anticipated to begin in the first
quarter of 2021,” (WHO, December 18,
2020). The vaccine developers that have
so far committed hundreds of millions of
doses each are: AstraZeneca, Johnson &
Johnson, Novovax and Sanofi/GSK.
None of these have so far received
authorisation for use.

SAPM on Health Dr. Faisal Sultan on December 7 stated that
they were in talks with China, Russia and some other countries
for procurement of the vaccine after narrowing down their priority list. The vaccine, he said, would be
available in Pakistan sometime between January and March 2021.
Parliamentary Secretary on NHS Dr. Nausheen Hamid on December 12 said the government had
increased its funds allocated for purchasing COVID-19 vaccine to $250 million and that multiple
purchase agreements shall be signed to ensure the country gets vaccine. However, the question remains
about the effects and side-effects of clinical trials on volunteers if any of the vaccines being tested fails.
Similarly, as companies like Pfizer have made offers to provide cold chain solutions to Pakistan, there is
question on the motive behind such offers and the role of such offers in making one of largest
procurements in Pakistani history.
WHO said on December 18 that the COVAX is expected to begin delivering jabs in the early days of
the year 2021. The UN health agency, the Gavi vaccine alliance, and the Coalition for Epidemic
Preparedness Innovations (CEPI) announced they had now secured nearly two billion doses of various
vaccine candidates still under development on behalf of the 190 countries taking part in COVAX.
Among all the provinces, Sindh was found to be more
“We need WHO’s assistance in its
proactive in devising a plan for the procurement of vaccine
procurement,
storage,
cold-chain
and its administration. On December 15 sought support of the
management and distribution so that we
federal government to prepare and plan for an effective
could vaccinate our elderly people, who
vaccination strategy. On December 18 communicated a
have comorbidities [and] can’t afford it.
detailed plan for the upcoming vaccination drive under which
We don’t want anyone to be missed.”
first priority would be given to frontline health workers then
Sindh Health Minister Dr Azra Pechuho,
December 10,2020.
senior citizens and people with underlying conditions before
turning to the general public. The plan was announced in a
letter sent to deputy commissioners across the province from
the Emergency Operation Centre for Polio Eradication explaining administrative and technical measures
about the campaign once the coronavirus vaccine was made available in the country. The provincial
health authorities have decided to replicate the polio eradication plan for the vaccination of millions of
people across the province.
University of Health Sciences Vice Chancellor and Scientific Task Force on COVID-19 member Dr. Javed
Akram on December 20 said 15,000 people — 80 percent of the total volunteers — had been
vaccinated and hoped that the trial would end in December. He said though some of the volunteers who
were administered Pfizer-BioNtech vaccine were hospitalized, not a single incident had occurred with
the Chinese vaccine in Pakistan. He showed optimism regarding administration of one of the vaccines
being trialed and stated that, “It is Australian, insect-based, vaccine and arrangements are being made
to get approval from DRAP and National Bioethics Committee”. None of the other officials, either at
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national or provincial level, have mentioned the approval of vaccines and role of Pakistan’s drug
authorities in the vaccine approval process, leave alone the bioethics aspects of the ongoing trials and
the ensuing administration of vaccine/s.
The activities with respect to the research and development of COVID-19 vaccine and its trials around
the world and the Pakistan government’s strategy and policy for procuring it got prominence in the
national media. The media reports on one hand created a hope among the masses that soon they will
be able to lead a normal life like in the pre-COVID phase and on the other hand, it raise questions over
the transparency of the mechanism to be adopted by the government for procurement of the vaccine.
The $150 million supplementary grant approved by the government on November 20, 2020, to procure
the vaccine was also enhanced to $250 million.
The government made this huge allocation without bringing the matter to the parliament and the elected
representatives are totally unaware of vaccine procurement and management strategy which the
government plans to implement through a special cabinet committee under Federal Minister for Planning
and Development Asad Umer.
The committee during its meeting on December 30 has already decided to pre-book 1.1 million doses
of vaccine from a Chinese state-owned company ‘Sinopharm’. The decision, which was made on the day
when Sinopharm announced that its vaccine was 79.34 percent effective, is contingent upon emergency
use approval by the Drug Regulatory Authority of Pakistan (DRAP). Asad Umer said the price would be
negotiated later but it had been decided that 1.1 million doses would be procured before the end of
the first quarter of 2021. Once approved and procured, the government will provide free of cost vaccine
for all frontline health workers in the first quarter of 2021. As two doses will be given to each individual,
the vaccine will be administered to 500,000 persons with a margin of 10 percent spoilage. In the second
phase, it will be procured for the citizens over 65 years of age.
The committee was apprised that a number of countries had pre-booked COVID-19 vaccine based on
preliminary or incomplete results in order to ensure its timely availability for their populations. It was
also decided in the meeting that other manufacturers of vaccine would continue to be engaged for future
bookings for the remaining phases of vaccination, based on further data and availability. The committee
reiterated that the private sector would also be encouraged to approach DRAP and follow the laid
down procedures for emergency use authorization of any available and safe vaccine.
To sum up the analysis, it is evident that government needs to exercise more vigilance in a number of
areas. First of all, there is need of close legislative oversight of the whole process, an element which was
clearly missing from the activity of both houses of parliament. Secondly, there is no communication,
whatsoever, on the basis of selection of the COVID-19 vaccine from the available options. Thirdly, while
there is one-way flow of communication about the order of priority for administration of vaccine, there
is no communication about the timeline and infrastructural arrangements required for this nationwide
drive. All these elements, addressed or otherwise, shall have serious implications on the success of
vaccination drive which may fall prey to lack of credibility if the publics are not involved in the
communication process.

4. POLITICS AND POLITICIZATION
Politicization around the pandemic which was at its peak in November saw a considerable decrease in
the second half of the month apparently after the end of the first phase of the anti-government campaign
of the 11-party opposition Pakistan Democratic Movement (PDM) with the public meeting in Lahore on
December 13. There was less mention of the disease in the political statements from both the government
and the opposition members after the public meeting held on December 13. This trend made it more
difficult for the government to make the people realize what danger the pandemic posed to their lives
as a general belief was found among the public that the government was using the COVID-19 pandemic
issue only as a political tool to target its opponents.
On the other hand, despite stern warnings by the government and criticism from medical experts as well
as some media circles, the opposition parties went ahead with holding of their last public meeting in
Lahore. Only a day before their public meeting, Dawn in its editorial wrote that “if there were ever a

26

TDEA-FAFEN

time for politics to take a back seat for the greater public good, it is now.” The newspaper termed the
opposition’s behaviour “supremely irresponsible and reckless.”
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ANNEXURE I: DISTRICT SELECTION CRITERIA
Trust for Democratic Education and Accountability (TDEA) adopted four-fold criteria to select the 35 project
districts – 15 in Punjab, 10 in Sindh, six in Khyber Pakhtunkhwa (KP), three in Balochistan and one in Islamabad
Capital Territory (ICT). The selected districts represent the political and demographic diversities in the country.

• In the proposed districts, FAFEN partner
organizations have the requisite
infrastructure required for the prompt
mobilization and delivery of project
activities. Moreover, TDEA has also
taken into consideration the challenges
regarding various state oversight and
security protocols.

• The proposed district distribution
across provinces reflect the allocation
of districts in the four provinces that is
largely proportionate and within a five
percent variance.

Ease of
implementation

Districts from all
Human Development
Index (HDI) categories

• The proposed districts include districts
from each of the HDI category – a
factor that will help in highlighting the
role of pre-COVID 19 development in
the proposed districts.
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Distribution of
districts among
provinces
proportionate to the
provinces’ shares in
the national
population

Selection of districts
with cumulatively
proportionate political
party representation
in the National
Assembly
• The overall percentage of elected
representatives on general seats in the
National Assembly from different party
platforms is closely reflected in their
respective percentage of seats in the
proposed districts.
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ANNEXURE II: STAKEHOLDER INTERVIEWS/OBSERVATIONS OF FACILITIES AT DISTRICT LEVEL
Sr.
No.

District

Interview with DC -EDO Health -- Head
of DDMA

Interview with
HeadRepresentative of
Doctors
Association

Interview with
HeadRepresentative
of Paramedic
Staff
Association

Health
Institution
Monitoring
Form

Health
Institution
Beneficiary
Feedback

Interview
with Head of
CSO -Welfare
organization

Interview
with Local
Journalist

Political
Leaders'
Media
Statement
Monitoring

Overall

1

Abbottabad

Refused

1

1

2

5

1

1

28

39

2

Bahawalpur

1

1

1

1

4

1

1

19

29

3

Bannu

1

1

1

1

2

0

1

43

50

4

Chakwal

1

1

1

3

8

1

1

1

17

5

Faisalabad

1

1

1

4

6

1

1

5

20

6

Hafizabad

1

1

1

3

1

1

1

0

9

7

Hyderabad

1

1

1

3

6

1

1

0

14

8

Islamabad

1

1

1

4

8

1

1

3

20

9

Jacobabad

1

1

1

1

0

1

1

0

6

10

Karachi Central

1

1

1

4

8

1

1

31

48

11

Karachi East

1

1

1

2

3

1

1

17

27

12

Karachi West

1

1

1

4

9

1

1

21

39

13

Khairpur

1

1

1

1

1

1

1

2

9

14

Khanewal

1

1

1

2

4

1

1

5

16

15

Lahore

Refused

1

1

4

4

1

1

19

31

16

Lasbela

1

1

1

1

1

1

1

8

15

17

Lodhran

1

1

1

4

8

1

4

8

28

18

Loralai

1

1

1

1

0

1

1

4

10

19

Mandi Bahauddin

1

1

1

2

0

1

1

4

11

20

Mardan

1

1

1

3

3

1

1

6

17

21

Mianwali

1

1

1

4

0

1

1

2

11

22

Multan

1

1

1

2

8

1

1

14

29

23

Muzaffargarh

1

1

1

1

2

1

4

17

28

29

Interview with
HeadRepresentative of
Doctors
Association

Interview with
HeadRepresentative
of Paramedic
Staff
Association

Health
Institution
Monitoring
Form

Health
Institution
Beneficiary
Feedback

Interview
with Head of
CSO -Welfare
organization

Interview
with Local
Journalist

Political
Leaders'
Media
Statement
Monitoring

Overall

Sr.
No.

District

Interview with DC -EDO Health -- Head
of DDMA

24

Narowal

1

1

1

3

8

1

1

16

32

25

Peshawar

1

1

1

4

9

1

1

26

44

26

Quetta

1

1

1

2

2

1

1

21

30

27

Rahim Yar Khan

1

1

1

4

9

1

1

31

49

28

Sanghar

1

1

0

1

0

0

1

0

4

29

Shikarpur

1

1

1

2

1

0

1

8

15

30

Sialkot

1

1

1

3

2

1

1

9

19

31

Sukkur

1

1

1

2

2

1

1

2

11

32

Swat

1

1

1

0

2

1

1

18

25

33

Tank

1

1

1

2

0

1

4

9

19

34

Tharparkar

Refused

1

1

0

5

1

1

0

9

35

Tor Ghar

1

1

1

2

2

1

2

2

12

32

35

34

82

133

32

45

399

792

Overall
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ANNEXURE III: SCALE OF THE PANDEMIC AND SITUATION OF INFRASTRUCTURAL CAPACITY
Sr.
No.

District

Population

COVID-19 Cases

Patients per
Ventilator

Patients per
Doctors/Paramedics

Patients per Bed at
Quarantine/Isolation

1

Abbottabad

1,332,912

No Data

NA

NA

NA

2

Bahawalpur

3,668,106

3,023

33

86

1.4

3

Bannu

1,167,892

345

345

9

1.0

4

Chakwal

1,495,982

421

84

140

1.0

5

Faisalabad

7,873,910

1,550

57

78

1.3

6

Hafizabad

1,156,957

597

119

6

1.1

7

Hyderabad

2,199,463

8,510

284

34

212.8

8

Islamabad

2,006,572

37,105

NA

1,613.3

9

Jacobabad

1,006,297

55

5

0.3

10

Karachi Central

2,971,626

22,513

NA

4,502.6

11

Karachi East

2,907,467

28,667

754

11.9

12

Karachi West

3,914,757

No Data

NA

NA

13

Khairpur

2,404,334

3,074

44

43.9

14

Khanewal

2,921,986

204

1

4.1

15

Lahore

11,126,285

Refused

NA

NA

16

Lasbela

574,292

409

409

11

2.4

17

Lodhran

1,700,620

133

67

5

1.3

18

Loralai

397,400

300

NA

NA

19

Mandi Bahauddin

1,593,292

53

18

18

0.5

20

Mardan

2,373,061

18

1

1

0.0

21

Mianwali

1,546,094

373

75

3

0.5

22

Multan

4,745,109

126

4

0

0.4

28

204

31

Sr.
No.

District

Population

COVID-19 Cases

Patients per
Ventilator

Patients per
Doctors/Paramedics

Patients per Bed at
Quarantine/Isolation

23

Muzaffargarh

4,322,009

1,033

129

94

1.1

24

Narowal

1,709,757

205

51

4

0.3

25

Peshawar

4,269,079

17,978

514

599

24.0

26

Quetta

2,275,699

1,435

18

1

0.2

27

Rahim Yar Khan

4,814,006

233

19

2

1.6

28

Sanghar

2,057,057

1,753

18

4.6

29

Shikarpur

1,231,481

20

2

0.1

30

Sialkot

3,893,672

2,746

72

196

2.0

31

Sukkur

1,487,903

3,498

NA

NA

NA

32

Swat

2,309,570

3,560

237

NA

33

Tank

391,885

208

1

1.6

34

Tharparkar

1,649,661

No Data

NA

NA

35

Tor Ghar

171,395

60

15

0.4

91,667,588

140,205

39

5.9

Overall

32

104

264
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