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Abstract 

Foreign assistance is considered to play an important role in socioeconomic development 

of the developing countries. Since July 1951 Pakistan has received foreign assistance 

from USAID in different forms for various purposes. However, empirical data are limited 

to evaluate the effectiveness of all the aspects of foreign aid in Pakistan. Therefore, this 

study was initiated with an objective to determine the effectiveness of USAID assistance 

provided in the health sector during 2004 to 2009 in Upper Dir District of Khyber 

Pakhtunkhwa Pakistan. The survey was conducted in 2010 in two districts Upper Dir as 

treated and Lower Dir as non-treated of KP. A Sample size of 494 families covering 1047 

children was questioned in both districts. The variables studied related to health sector 

included child health (birth weight and size, immunization, diarrhea, treatment of 

diarrhea, fever, acute respiratory infection and their treatments) infant and child mortality 

(gravidity, parity, neonatal, post neonatal, infant and child mortality, cause of child death) 

maternal mortality (causes of the woman's death, maternal rates and ratio) and health  

infrastructure physical health infrastructure, human resources. A conceptual framework 

for impact evaluation developed by multilateral financial institutions was adopted to 

collect and analysis data in this study. The household level impacts were measured by 

computing the difference of the value of the outcomes of health variables between the 

treatment and comparison households as simple differences between treatment and 

comparison households provided impact estimates. The results of this study indicated that 

USAID assistance doesn't bring any positive change in the child health, infant and child 

mortality rate, maternal mortality rate and ratio in the Upper Dir District as compared 



 XIII

with Lower Dir District having received no such assistance. However there was a positive 

change in infrastructure, which is a prerequisite to provide health facilities if properly 

utilized. But that infrastructure was not properly used to improve health indicators. It may 

be concluded from this study that foreign assistance did not show any effect in the health 

improvements of the area. However it may have caused positive changes if it were 

properly utilized. So further research is needed to pinpoint the various causes for non-

efficiency and non-effectiveness of this foreign assistance and suggest remedial measures 

accordingly to enhance the quality of life in these undeveloped areas of KP      .   

 



 

 

 

 

 

 

CHAPTER ONE 

INTRODUCTION 
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1.1 Introduction 

There always has been a need for investment to improve different social structures of 

the developing countries which require domestic growth as well as foreign assistance. 

The latter is salient for local socioeconomic strengthening. These countries obviously 

rely on foreign aid to finance their various dealings like indigenous development plans, 

strategies prevailing over the capacity gaps in effective delivery of public services. 

Almost all the developing countries rely on foreign assistance inflows for their 

development, however, it differs from county to country in kind, intensity and amount. 

Pakistan also relies on foreign assistance and all other overseas resource inflows for its 

development.  

Foreign assistance is a billion dollar industry and Pakistan remained attached with it 

since July 1951.The major sources of foreign assistance to Pakistan have been the 

Consortium, a non-Consortium and Islamic countries. Among these, the Pakistan 

Development Forum is still the largest source of economic assistance to Pakistan 

(Pakistan 2001).  Not only in Pakistan but many other countries in the world allow 

foreign assistance and obtained different benefits. Despite the inflow of billions of 

dollars, Pakistan has not grown its agricultural, industrial sector and human resource to 

fulfill its local needs, a number of questions related to foreign assistance particularly 

U.S assistances come to mind of economists, politicians, and researchers. These 

implications of foreign assistance have made it a debatable issue. 

On the other hand, foreign assistance inflows depend upon several imperative 

characteristics (Webster 1990). The foremost decisive factors of the quantity and 

structure of these means included a strong and active system of governance, politics, 

economic conditions, political stability, democratic market-friendly strategies, former 
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colonial history, size and human resources beside strategic location of a country. 

Foreign aid has been contributory towards promoting miscellaneous improvement, if 

the recipient countries have good policies (Khan 2008). Burnside and Dollar (2000) 

concluded that aid has a positive impact on development and growth in developing 

countries where good policies existed. If poor policies were present then aid did not 

have a positive impact on development. It was evident that effectiveness of alien aid 

mainly depends upon the institutions and policies of recipient countries. 

 The following section addresses in detail foreign aid, history of United States Agency 

for International Development (USAID), USAID assistance to Pakistan. It also 

describes the nature, history, objectives, and challenges of development and closes with 

a problem statement, objectives of the study and its significance. 

1.2 Foreign Aid and Donors 

Todaro (1989) described that the foreign aid includes all official grants and 

concessional loans, in currency or in kind, and technical assistance provided by the 

donor agency to the recipient country for its socioeconomic development. The bilateral 

and multilateral foreign assistances include the flow of grants, loans in currency or in 

kinds and technical assistance (Zia-ud-Din, 2004). The existing donors are generally 

divided into two categories i.e., Multilateral agencies and bilateral bodies. 

The foreign financial resources are broadly categorized as private and public 

development assistances by various donors such as USAID, Agencies in Great Britain, 

France, Japan, West Germany and other Western countries (Zia-ud-Din, 2004).  

1.3 Brief History of USAID 

According to USAID (2005) the phenomenon of foreign aid was developed after World 

War II when Europe urged to help. Responding to their call, some multilateral and 
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bilateral agencies were established. In this regard, the United States of America (USA) 

made a Marshall Plan with a specific goal to enable Europe’s stability and stated that 

“Our policy is directed not against any country or doctrine but against hunger, poverty, 

desperation and chaos”.  

The USAID was established by subsuming International Cooperation Administration 

(ICA) and Development Loan Fund (DLF) to address the requirements for an extensive 

and long range foreign development programs. Congress approved Foreign Assistance 

Act (FAA) on 4th September, 1961 to reorganize the USAID by separating and military 

and non-military aides. Accordingly, the US President agreed to USAID on 3rd 

November, 1961 (USAID 2005). 

1.4 USAID Assistance to Pakistan at a Glance 

Initially in early 1950’s, Pakistan did not accept the United States assistance for three 

times (Hassan, 1999). However, according to USAID (2007) since July 1951, Pakistan 

received foreign assistance from USAID in different forms for its development 

purposes. Among all the seventeen countries included in the Paris Club and six as Non-

Paris Club, USA has been the largest bilateral donor of foreign resources to Pakistan 

(Pakistan, 2010). Reportedly Pakistan obtained an amount of approximately US$10. 

107 billion up to 2001 and US$15 billion up to 2004 (Kronstadt, 2005) as US economic 

and military assistance. 

Kronstadt (2009) portrayed the circumstances and reported that during Fiscal years 

2002 to 2009, Pakistan received nearly $3.774 billion US Development Assistance 

under different programs with some ups and down. He further elucidated that U.S. 

economic assistance disbursements remained at $654 million in 2002 which decreased 

to $374 million in 2003, $296 million in 2004 and $388 million in 2005 but the sharp 
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enhancing trend (US$539 million in 2006 & US$521 million in 2007) was noticed. 

However, it again fell down to US$449 million in 2008 with a slight increment to $653 

million in 2009. It has been observed that economic assistance ascended more rapidly 

during the last six years since 1951. 

The USAID adjourned their mission for a period of nearly twelve years after the 

imposition of sanctions in 1990. However, they reopened the mission in July 2002. The 

major projects of USAID focused on four important sectors namely health, education, 

governance and economic development (USAID, 2007). As a whole, they intervened 

through 26 diversified projects at different capital costs at various locations to achieve 

the targets in these sectors (Annexure-I). 

Realizing the importance of health sector in Pakistan, during 2003, the USAID 

programs was instigated to focus mainly on improving the specific health sector 

throughout the country. Ten projects at a cost of US$ 139.45 million were being 

implemented, in which a huge amount to the tune of US$50. 00 million among all was 

allocated to Pakistan Initiative for Mothers and Newborns (PAIMAN) project. For this 

reason, PAIMAN project was chosen for the current study. 

A huge amount has been spent in the health sector and on the contrary, no scientific 

work was performed in Pakistan to find out the impact of USAID aid in this area. But it 

was assumed without evidences that foreign investment positively contributed to its 

welfare and growth. Hence, this research work was initiated to analyze the effect of 

USAID assistance on the development and improvement of the health sector in 

perspective of the new phase of relationship between Pakistan and United States. 



                                                  USAID Assistance and Development in KP 6

1.5 Development 

The term development has been used with several interrelated meanings. The frequent 

challenge identified by experts in the field of development was to make superior in 

identification of specific strategies. Generally the main issue for intellectuals was to do 

better. In general, the word development means high-quality change. Chamber (2004) 

stated that “To do better, we have to examine not only the normally defined agenda of 

development out there; but ourselves, how our ideas are formed, how we think, how we 

change, and what we do and do not do”. The development would suggest various 

phenomena at different tenures, spaces in diverse nations and societies. In this 

dissertation it was used as a change for betterment. 

1.5.1 Development Perspectives 

Researchers, scholars, policy makers, economists and teachers have been extensively 

involved in describing the concept of development from a variety of perspectives, 

contributing to explore its multifaceted fact. The issue was the most important theme at 

the individual, national and international level. Although, there was a greater 

commonality of thinking in respect of many development issues and solutions, yet a lot 

still remained to be learnt about the complexities of development dynamics. 

Remarkable progress has been made in some areas while the other aspects of 

development have left behind. For the last five or six decades, the issue of development 

has been the most important theme among the intellectuals. They defined and refined 

the concept in light of their experiences in the field of development. Aziz (2000) stated 

that “The first important lesson before us is that development cannot be perceived in 

purely economic terms. Development is a process of change that affects not only the 

economic structures in a society but also its cultural, social and political life”.  



                                                  USAID Assistance and Development in KP 7

Looking at the history of the development paradigm, one could clearly delineate an 

evolutionary process in development thinking at individual, nationwide and worldwide. 

The first development decade of 1950s dominated development through 

industrialization. According to Todaro (1989), “The thinking of the 1950s and 1960s, 

focused mainly on the concept of stages of economic growth, in which process of 

development was viewed as a series of successive stages through which all countries 

must pass”. Strategies were developed to mobilize domestic and foreign savings to 

reinvest and finance the states directed industrialization programs. Different theories 

were adopted and directions usually came in the form of state development plans and by 

means of control over scarce foreign reserves. It was believed that once high growth 

was achieved, its fruit must eventually trickle down to the population at large but 

unfortunately it was not experienced. The doctrine of ‘functional inequality’ was 

therefore, pursued where the general aim of the policy was to focus on already well to 

do and increase their wealth on the promise that they had high saving rates and would 

thus reinvest their incremental wealth.  

At the end of the 1960s and early 1970s, it was discovered that the policies of growth 

have caused as many problems as they had sought to solve. Economic growth occurred 

in different countries but development was not yielding the required results and 

condition of the population became worse. Due to flaws in the system of 

underdeveloped nations, the only beneficiaries of this modernization drive were perhaps 

a handful of the urban elite from whom little or nothing at all trickled down to lower 

level. The assumption that high growth would lead to reduce poverty and bring 

betterment in the lives of the common man did not prove true. Resultantly, the 

intellectuals started rethinking to overcome this difficulty. Haq (1997) reported, “It 

greatly puzzled us that the majority of the people were not as impressed with the 
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quantum of growth as we were and instead were asking for an instant demise of the 

government. What has really happened was that while national income had increased, 

human lives had thrived, as the benefits of growth had been hijacked by powerful 

pressure groups”.  

In 1970s, the incomplete success of this stage of economic growth and trickle down 

approach gave birth to basic needs approach and redistribution with growth. This shift, 

from economic growth to the basic need to more comprehensive concept of social, 

sustainable and participated development to the general concept of human development, 

has been the outcome of the historical quest for synthesis and refinement. An extensive 

array of programs was introduced across the third world to improve health, education, 

farming and production practices. During this era, it was observed that the policies to 

stimulate economic growth through investment and production incentives had not been 

found successful in many underdeveloped countries. In certain countries, these were 

partially successful but the condition of the general population was worsened. The main 

objectives such as to reduce poverty, increase the employment, minimize gender 

discrimination, and keeping inflation under control had not fulfilled in most of the 

developing nations even achieving their targeted economic growth. So a new concept 

was evolved from the name of structural change. 

Though growth remained important, a new terminal human capital was introduced in 

the overall development process during 1980s. Strategies were developed to modify 

human capital in developing countries by ensuring the minimum welfare level of the 

whole population. During this period of time, low growth, domestic deficits, 

unsustainable balance of payments, international debt, rapid inflation, increase in 

unemployment or even economic decline reached at such a position where it was 
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thought to modify the incidents. In those days, the communist economies also tried to 

change their rigidities of controlled economy with reliance on free market policies. 

The World Bank introduced the structural adjustment programmed and provided loans 

to countries that agreed to promote free market policies; planned economic reforms 

leading to a reduction in imports and limiting the state controls. This caused not only 

the immediate economic hardships but also severely criticized for its adverse 

consequences on poor sections of the major population. In early 1990s, experts in the 

field of development emphasized the benefits of moderating concepts (like adjustment 

with a human face, social action programs, poverty reduction and sustainable human 

development) originated to mitigate the pains of structural adjustment. According to 

World Bank (2006), development was a process that enables the population to enhance 

their well-being. Investment in human capital and other social services was essential to 

the development of people. 

The success of capitalism and the end of the cold war had made under developed 

countries more vulnerable to external pressure. The official members of development 

aids were mostly involved to pursue the new strategy often called the “Washington 

Consensus”. The modern concept of development became more comprehensive that 

included different aspects. It was called for the eradication of all forms of poverty 

which was dependent on increasing income of the common people but also equitable 

economic distribution, protection of civil liberties and promotion of social integration. 

This concept was further amplified to sustainable development by adding 

environmental dimension as well. 

Haq (1997) believed that investment in people, if done rightly and precisely, will 

provide the firmest foundation for lasting development. The concept of human 
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development not only covered all possible capacity building provisions to facilitate the 

realization of human potentials but also promoted their overall common growth. It also 

served as a procedure to enlarge the working class choices. World Bank (2007) added 

that, “Given the importance of building human capital in youth, it comes as no surprise 

that this stage of life is given some prominence in the international commitment to 

development as reflected in the Millennium Development Goals. Seven out of eight 

goals relate to outcomes for young people either directly or indirectly”.  

1.5.2 Purposes of Development 

Each society lives with a certain combination of values, norms, ways of living, physical 

goods and states of mind of the people or population. Growth was a procedure through 

which the society’s members try to obtain better form of their existing life. The 

mechanisms of the improved life differed at different communities. The components of 

quality life were different for rich countries from the poor countries. According to 

Todaro (1989), “Whatever the specific components of this better life, development in 

all societies must have at least the three objectives: to increase the availability and 

widen the distribution of basic life sustaining goods such as food, shelter, health and 

protection; to raise levels of living, and to expand the range of economic and social 

choices to individual and nations”. 

Haq (1997) stated that “There is a widespread consensus today that the purpose of 

development is not just to enlarge incomes, but to enlarge people's choices, and that 

these choices extend to a decent education, good health, political freedom, cultural 

identity, personal security, community participation, environmental security and many 

other areas of human well-being. Development must deal with the entire society, not 

just with the economy, and people must put at the center of the stage. As such the 
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quality and distribution of GNP growth became as important as the quantum of 

growth.”  

The above discussion implied that the development has different dimensions such as 

social, economic, technological and political. Whereas each dimension has a number of 

variables and each variable has a numerous indicators on the bases of which 

development may be measured. 

1.5.3 Development in Khyber Pakhtunkhwa 

The province of Khyber Pakhtunkhwa (KP) having twenty five districts is extremely 

diverse in terms of physical, cultural and other characteristics. It has long and 

mountainous areas in the North along with the border of Afghanistan. It also has well-

watered plain areas in the center along with the border of Punjab Province and dry areas 

in its Southern part. The incomes of household are low due to small land holdings, low 

agriculture productivity and lack of employment. The poverty situation of the province 

is slightly worse to the national average with greater severity in the rain fed areas and 

among women and children. There exists poorly developed physical and institutional 

infrastructure; an inflow of non production based hard currency from the war in 

Afghanistan; costly raw material; and transportation to major markets has discouraged 

sound industrial development in the province. The political situation, security, the 

Afghan refugees, high population growth rate, low literacy rate, huge unemployment, 

lack of social infrastructure and other issues has generated socioeconomic problems 

with severe implications. 

Being a front line region, its net deficit and limited resources lack the capacity to start 

the development programs from its own to raise the living standards of residents. The 

increased attention of different multilateral and bilateral donors and the variety of 



                                                  USAID Assistance and Development in KP 12

interventions underway virtually turned the province into a center of different types of 

experiments. The province also became host to several foreign donors’ assisted 

government projects and NGO's. Increasing the basic infrastructures and grass root 

human capital is encouraged for their identified needs, priorities formulate and 

implement schemes with the financial and technological assistance of the supporting 

agency. 

1.5.4 The Challenges of Development in Khyber Pakhtunkhwa  

Being at a strategic location in the South West Asia, different events in Pakistan affect 

some countries directly or indirectly. It is important to note that these events are not 

affecting all parts/regions of the country uniformly; rather certain regions particularly in 

KP are more affected than the others. Thus the world needs to be greatly aware about 

how to deal with this region so that they could reach to their strategic objectives and 

what nature of support they may supply. The assistance promoting agencies and 

countries particularly those with whom Pakistan joined hands to eliminate terrorism 

gradually bewildered and incoherent efforts. 

Most of the areas of KP have unpredictable environment, particularly in the border 

areas including the seven agencies adjacent to the Afghan border, where the members 

of the same tribe live mutually along with the boundary. They consider themselves the 

citizens of both the countries, Pakistan and Afghanistan. This segment of the population 

receives the benefits from both the countries but do not accept the rule of law of either 

of them. In those areas, the state effectiveness is weak. 

KP is highly diverse socially and economically. Most of its people are illiterate, poor 

with large family members and live in remote areas. Yet within and across all the 

districts, one thing is common that they continue suffering from maternal and newborn 
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morbidity, high maternal and child mortality, lack of health infrastructure, infant 

diarrhea and unawareness about transmitted diseases.  

A health system exists that provides health care to the public of all the districts. Health 

institutions and human resources have a vast network in KP. Health Ministry of KP is 

the central authority responsible for implementation of a number of initiatives and 

programs in areas of family planning and primary health care, extended program for 

immunization, optimal birth spacing, prevention and control of main diseases. The 

USAID intended to interfere with the health system of the province to improve its 

efficiency.  

1.6    Identification of Knowledge Gap 

Many countries allowed foreign assistance and obtained different benefits but majority 

experienced adverse consequences in the long run (Easterly, 2009). In Pakistan, even 

though the inflow of billions of dollars, the country remained deprived, that leads to 

essentially reliance on foreign assistance. Because it failed to grow its agricultural and 

industrial sectors beside human resource to fulfill its local needs, thus a number of 

questions on foreign assistance arose in the minds of economists, politicians and 

researchers. These implications of foreign aid made it a debatable issue. 

Various researchers discussed the importance of foreign aid. Most of the work was 

concerned with economic development aspects. Some social development studies have 

also been reported from Pakistan but the influence of USAID Health Assistance 

particularly on child health, maternal and child mortality and health infrastructure in KP 

is almost negligible. Although USAID invested millions of dollars but its influence 

either positive or negative on social development in Pakistan was invisible. It was 

assumed without evidences that foreign investment positively contributed to the welfare 
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and growth, characterized more by ideology and based on the theories than by appeal to 

evidence. Foreign aid interventions in almost all the developing countries are rarely 

evidence-based. 

 The impact of foreign intervention on social activities particularly in the health sector 

has not been investigated and adequately discussed with respect to present prevailing 

situation of Pakistan. There is not a single study existed in the country for evaluating 

the impact of USAID assistance in this sector, therefore, the current research was 

carried out which aimed at to analyze exclusively the effectiveness of the USAID 

Health Assistance on selected health variables such as child health, maternal & child 

mortality and health infrastructure in KP. This study would serve to fill a gap in the 

body of knowledge to a great extent. 

1.7   Statement of the Problem 

The USAID intervened in social sector improvement particular health conditions in the 

deprived and affected region of KP in the recent years especially in maternal and 

newborn health by spending a lot of resources. However, it was observed that the health 

situation in target areas was not better than other part of the province and no significant 

change was observed. Hence the impact of USAID assistance on the child health, 

maternal and child death and health infrastructure needed data based investigation.  

1.8 Objectives of the Study 

Keeping in view the importance of the USAID assistance and its impact on the health 

sector of the Upper Dir district of KP, the present study was conducted to analyze the 

impact of this foreign intervention with the following objectives to:  
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 Evaluate the impact of USAID assistance in child health such as birth 

weight/size, level of immunization and a common childhood illness such as 

diarrhea, acute respiratory infection (ARI) and fever  

 Review the effect of USAID assistance on neonatal, post neonatal/infant, child 

and under five mortality rates  

 Assess the impact of USAID assistance on the maternal mortality rate and ratio 

 Find the impact of USAID assistance on health infrastructure, where, it has 

undertaken intervention. 

1.9   Significance and Expected Contribution of the Study 

The current study would empirically verify the effect of US foreign assistance on social 

development particularly the health sector in KP and assess its positive and negative 

aspects. Such an assessment may provide guidelines for the future planners and 

stakeholders to get the best possible benefits from US as well as other multilateral and 

bilateral donors’ assistance. The study would equally be helpful for the US and other 

donors to take rational decisions about addressing the actual problem of the area and 

excellent delivery. The evaluation of projects financed by US assistance on social sector 

particularly the healthy development of the deprived and affected regions of KP would 

also help the donors and recipient countries to increase their efficiency and 

effectiveness. Major involvement in the study would identify primary, logical and 

widespread grassroots proof of the impact of US assistance on health outcomes. It 

would be the first ever study to determine the effect of the USAID assistance on health 

outcomes in KP, Pakistan. 
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2.1 Foreign Intervention and Social Development 

The review of literature revealed that different research studies on the effectiveness of 

foreign interventions have been carried out to find out the problem of social sector 

through impact evaluation methods from a number of perspectives by using different 

impact evaluation techniques, utilized different sources and forms of data. The effect of 

foreign activities has also been examined both from the theoretical and empirical points 

of view. A number of methods have been used by the researchers to assess the impact 

of the intervention according to the situation and requirements of the studies.  

There have been a lot of research works to measure the concept of an impact evaluation 

of intervention on the development indicators. Following were some of the recent and 

relevant impact evaluation studies, given in chronological order, which assessed the 

influence of foreign intervention impacts on a variety of variables of social and 

economic developmental dimensions. The research design/conceptual framework 

employed in almost all these studies and throughout the impact evaluation literature to 

assess the impact of interventions on the development indicators is also nearly alike the 

present research work. 

2.2 Health Sector 

The socioeconomic development is the process of social and economic development in 

a society. The inequitable distribution of benefits was likely to continue unless social 

objective were integrated into the developmental procedures. With the integration of 

social objectives into development models, according to WHO (1995) health was 

considered one of the essential sectors in social and economic plans. However, 

practically it was kept at low priority as minimum investments were involved. As  

motherly death could be believed the best single factor for efficacy of health 

mechanism. Boone (1996) studied to examine the effects of foreign fund on variation in 
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fundamental human developmental factors like infant death rate, the proportion of basic 

education and expectancy of life. Neither significant impact of aid in improving in 

infant mortality, primary schooling ratios nor life expectancy was found. A single 

record of foreign assistance succeeded to improve human developmental factors was 

observed rather it increased the size of the governments instead of developing the basic 

human indicators in the recipient countries. Easterly (1999) found that a number of 

welfare factors were liable to influence not only global structural modifications but 

other durable variations in advancement in socioeconomic and geographical 

circumstances by foreign aid, too. 

Jalen and Ravallion (2001) assessed the impact of Piped Water Project on health 

particularly diarrhea in children of rural areas by using simple different method on the 

basis of India’s National Council of Applied Research Survey. The treatment group was 

consisted of the households having access to piped water while the comparison group 

without access to piped water by using propensity score matching. A total of 650 

treatment group households and comparison groups were matched. They found that the 

prevalence and duration of diarrhea among children under the age of five years were 

significantly lesser with piped water as compared to without piped water.  

Newman et al., (2002) employed difference-in-difference method to work out for the 

impact evaluation of a community driven development (CDD) project on the coverage 

and quality of four social-developmental indicators including health in Bolivia. It 

included the infrastructure development projects in the health sector financed by the 

World Bank. A treatment group was developed in the project areas while a comparison 

group was created on the basis of those areas which were not incorporated in the project 

areas. They found a positive impact on child mortality as well as under age five 
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mortality with a significant decrease in these indicators. They further noticed a 

significant increment in the proportion of women who received prenatal care. 

Pradhan et al., (2002) evaluated the impact of the Nicaragua Emergency Social 

Investment Fund for health centers, schools, water systems and sanitation facilities 

targeted in poor communities and households to improve access to basic social services 

and enhance health and education outcomes. The treatment and comparison groups 

were made for health and education, respectively. The simple difference method was 

used because the baseline data were not available. They obtained unbiased 

approximations of the average treatment effect by using simple comparisons of mean 

outcomes in both groups. They revealed that investment in health was less clear and did 

not differ significantly for diarrhea or malnutrition. They further concluded that social 

fund investments in water and sanitation did not affect the health sector. 

Robert and Chase (2002) assessed of influence of the Armenian Social Investment Fund 

to determine effects on rehabilitating schools and water systems. The treatment and 

comparison groups were developed by using propensity and pipeline matching 

techniques, the treatment group comprised those incumbents who got the benefits of the 

project while the comparison group consisted of those who did not get the benefits of 

the project. Survey enumerators visited 2260 households in 113 clusters of both group's 

additions to 3600 households beyond the primarily household survey. The simple 

difference method for the impact evaluation was used. The differences between both the 

groups isolated the impact of this intervention. The results showed that the social fund 

reached poor households. The education project also boasted the school attendance. 

Furthermore, potable water projects revealed mild positive effects on health. 



                                                  USAID Assistance and Development in KP 20

Burnside and Dollar (2003) worked out to construct an index for fiscal excess, inflation 

and trading liberalization which were interrelated with overseas funds and tools. They 

observed that effect of assistance was positive on the growth rate of third world nations 

if proper monetary and trade policies were followed. If these policies were inefficient, 

the effect on growth was negative.  

Bertrand, et al., (2005) conducted a study to encourage business registration in Soa 

Paulo Brazil. They developed comparison and treatment groups and questionnaires 

were delivered to about 1000 businesses of each group. They used the simple difference 

method for impact evaluation. Comparing outcomes between the two groups were used 

to evaluate the impact of the treatment on the registration and on economic outcomes. 

Legovini (2005) examined and evaluated Mexico’s PROGRESA program. Mexico’s 

health, nutrition and education (PROGRESA) program were introduced in 1997 in 

order to reduce the country’s high poverty rate and to replace a set of food subsidy and 

other poverty programs. The treatment and comparison groups were developed, each 

consisted of 506 villages. He used simple different method for impact evaluation 

between the two groups. In comparison villages the program was delayed by two years. 

He discovered that the poverty was declined to a tune of 8% in treating communities 

after two years, poverty gap by 30% and poverty by depth 45%. He further reported that 

previously enrolled attendance in schools was enhanced by 33% whereas children of 

ages between 0 to 5 years experienced a 12% decrease in disease incidence and annual 

average growth of children aged 12-36 months was increased by 16%.  

Masud and Yontcheva (2005) conducted a pragmatic dimensional research on the 

impact of funds for infant mortality. Two variables were exercised to assessment of 

alien assistance, two pronged public funds from donors and relief programs through 
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International NGOs in third world countries. They illustrated that infant mortality was 

reduced as increased per capita investments in health. Reinikka (2005) studied to 

evaluate the impact of the citizen report card at the community level on health service 

delivery performance in Uganda. The treatment group consisted of the health clinics 

(20-25). Another comparison group of the same number of clinics was made. They used 

the simple difference method for evaluating the impact of using report cards. 

Comparing outcomes between the two groups were used to measure the impact. Ashraf 

et al., (2005) carried out a study to test the effectiveness and sustainability of Drum Net, 

an agricultural service program with credit in Kenya. Treatment and comparison groups 

were developed having 750 individuals in each group. They utilized difference in 

difference method for impact evaluation assessment. Comparing outcomes between the 

two groups to measure the effect of the credit was generated. 

Llosa et al., (2006) examined USAID for the last decade and found that there was no 

relationship between this assistance and poverty declination. Poverty remained at the 

highest in the Egyptian population despite the second largest recipient of USAID. 

Whereas Chinese poverty was reduced to half, in despite of getting two thousand times 

less aid as compared to Egypt. Bolivia being the eleven biggest beneficiaries of US 

assistance succeeded in doubling the percentage of standard of peoples’ life regarding 

poverty. According to Easterly (2006) donors’ fund was not mandatory and even 

adequate to develop livelihood standards in third world nations as evidenced in Korea 

where lifestyle was quite right without substantial funds. Countries in Africa even with 

recipient of considerable alien assistance were still hindered in poverty.  

Mishra and Newhouse (2007) studied the relations between health aid and infant 

mortality, using data from 118 countries for the period of 1973 to 2004. They showed 
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that assistance in health sector affected child death significantly, however, the assumed 

outcome was relatively little as compared to the targets. Fielding et al., (2008) 

determined simultaneous equations on a number of well-being measures and health 

results, and the effect of the entire fund as a percentage of GDP was significantly 

negative on infant death. 

Kondo et al., (2008) studied to review the impact of the rural micro enterprise finance 

project (RMFP) on a variety of indicators which also included health in the Philippines. 

In the case of health, only four variables such as proportion ill or injured; the proportion 

who seek treatment if ill or injured; proportion of fully immunized children 0–5 years 

old; and per capita medical expenditures were used. The treatment and comparison 

groups were elaborated; the treatment group consisted of those households who got the 

benefits of the project while the comparison group comprised of those who did not 

obtain the benefits of the project. For each village a sample of 10 clients and 10 non 

participating households were considered sufficient. Each 55 treatment villages and 

corresponding comparison villages were taken to generate the sample size. A total of 

each 550 treatment households and corresponding comparison households were taken 

as sample size for the assessment purposes. They applied the simple difference method 

of the impact evaluation. They isolated differences between both groups to achieve the 

impact of this intervention and found that take up of a programmed loan did not 

significantly affect all the four health variables. 

According to Asian Development Bank Independent Evaluation Department (2009), an 

assessment of the two projects, titled “The Punjab Rural Water Supply and Sanitation  

Project (PRWSSP)” and “The Punjab Community Water Supply and Sanitation Project 

(PCWSSP)” in Pakistan were carried out focusing on health, education, labor force 



                                                  USAID Assistance and Development in KP 23

participation, hours worked and other aspect of development. The treatment and 

comparison groups were established like the treatment group consisted of those 

households who got the benefits of the project while the comparison group comprised  

those who did not obtain the benefits of the project. The sample sub-projects was 

accounted for 10% of all sub-projects under PRWSSP and PCWSSP and 22% of sub-

projects in seven sample districts of the country. The sample for the household survey 

comprised a total of each 1,301 treatments and comparison households. The stratified 

random sampling method was used. The absence of baseline data for individuals and 

households checked the said studies to adopt a single difference “with and without 

project” approach rather than augmenting with “before and after” to produce double 

difference comparisons. 

The results revealed that both these programs were aimed at integration of water supply; 

its sanitation, sanitary hazards and hygiene promotion in those locations. The 

information generated to educate and communicate was ineffective for the requirements 

of local peoples. The results also showed that the intermediary conclusions were fair 

and effective. Their impact on health is consistently revealed in the drudgery or pain 

from fetching water but only for the lower socioeconomic group. The impact of primary 

health measures such as diarrhea incidence and severity did not turn out to be 

significant on average, though cases of significant reduction were found, such as 

diarrhea incidence for all ages in the middle socioeconomic group.  

Chauvet et al., (2009) conducted a study in 84 developing countries to find out the 

effect of foreign funds, their payments and expertise human migration with respect to 

hygienic factors of infants. They assessed the respective effectiveness of aid and 

remittances in reducing child mortality. The outcome of this venture showed that 
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reimbursement was valid to reduce their death rates. These results suggested that the 

stipend as a source of overseas outside finances were not efficient to improve kids’ 

health in recipient countries.  

Banerjee et al., (2009) conceded a research work using the simple difference method of 

impact evaluation to examine the influence of micro credit intervention on various 

social developmental indicators containing health. The treatment and comparison 

groups were created. The treatment group was consisted of the areas whose households 

obtained loans from the projects whereas the comparison group was consisted of those 

areas where households did not receive the loan from the projects. To estimate the 

effect of micro-financing, they observed intent to treat estimates i.e., Simple 

comparisons of averages in the treatment and comparison areas averaged over 

borrowers and non-borrowers. Results showed that micro-credit succeeded in affecting 

household expenditures and created expansion in businesses while it did not appear to 

have a discernible effect on health, education and women’s empowerment.  

According to the independent evaluation group World Bank, the Punjab Female School 

Stipend Program (PFSSP) was executed in Pakistan (IEG 2011). The treatment group of 

girls who were enrolled in the Stipend School during the program was created while a 

comparison group of girls who were enrolled in non-stipend schools was also made. 

This empirical research design was implemented with difference in difference (i.e., 

Comparing changes between the base-line and follow up across treatment and 

comparison groups). The results explained that the PFSSP imposed positive impact on 

their outcomes. 

Faulu’s Financial Education Project (Kenya) was assessed by Masomo and Pesa (2011). 

The purpose of this evaluation was to assess the impact of the change in client and the 
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general public’s knowledge, skills, attitude and behavior regarding saving, loan 

management and education. The treatment and comparison groups were made. The 

treatment covered the Faulu’s Financial Education Project areas while the non Faulu’s 

Financial Education Project areas came under the comparison group. The authors 

calculated the impact by using the difference in difference method because baseline 

data were existed. They measured the impact by comparing the outcomes between both 

groups and indicated that Faulu’s Financial Education Project did not contribute to or 

influence the respondent’s behavior regarding to save themes. 

Overall, the above discussed literature review of foreign interventions and collective as 

evaluated by developmental factors in human beings did not fetch an obvious 

conclusion. A number of empirical studies were conducted and found that foreign 

interventions had significantly positive impact on human and other developmental 

indicators either directly or indirectly while some pragmatic facts proposed that foreign 

interventions did not impact at all rather it imposed negative influences.  

White (2009) informed that in the review of 32 boot camp evaluations carried out by 

Campbell no overall impact was reported. Among these, significant positive impact was 

recorded in five evaluations whereas, eight created significant negative impacts. He 

emphasized further examination needed to find out that why it worked in some cases 

and vice versa. Pakistan heavily depended upon foreign interventions and resources 

receiving from different multilateral and bilateral agencies since its inception. Data on 

foreign assistance indicated that the assistance in different sectors was kept on 

increasing for the last eight years. Therefore, it was important to analyze to find out that 

the foreign assistance worked or not in the present situation in Pakistan particularly in 
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the province of KP as there was hardly any comprehensive study that covered this 

deprived region at a grass root level facing social and economic problems. 

The understanding developed from the review of literature, as under: 

 Foreign intervention has been studied in various perspectives 

 Studies have mixed findings regarding positive and negative impacts of the 

foreign interventions on different developmental variables 

 Social development has hardly been focused on almost all the empirical studies 

 Health being a sensitive dimension of social development desired to be studied 

 A realistic analysis on the impact of foreign interventions in social progress, 

particularly with reference to the health sector in the less developed province of 

Pakistan i.e., KP appeared as the need of the day 

 Such a study would contribute not only theoretically by paving the way for 

further investigations on the lives to find out the relationship of alien funds and 

social improvement especially health to bridge the knowledge gap. It would be 

equally beneficial for all the stakeholders. 

 The benefits of the foreign assistance would only be possible if sound 

governmental strategies of the recipient countries in relevant sectors were 

existed.  
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  3.1 Theoretical Framework 

The current study addressed the relationship among the variables of the USAID 

assistance and selected variables of social development particularly maternal and 

newborn to analyze the impact of foreign intervention in health sector in Upper Dir, KP 

Pakistan.  

The USAID assistance was assumed to influence the development in either a positive or 

a negative manner. However data on foreign aid revealed that USAID assistance 

explained a greater variance in the development variable than any other interference 

(Sekaran, 2000). With the increase or decrease of USAID assistance, there were also a 

corresponding increase or decreases in the development. It was also believed that the 

variation in development of the region occurred due to the involvement of USAID 

assistance. So the USAID assistance was considered as an independent variable in this 

recent research work. All dimensions of development have five hundred and twenty-six 

indicators. Out of which the existing research work was based on every indicator 

involved in maternal and newborn assisted by USAID. 

The primary focus was to describe certain factors of development and explain/predict 

its variability through the analysis of the selected factors of social development 

particularly health sector and determine the impact of the USAID assistance 

intervention. Different authors from the world over argued the significance of foreign 

support and found certain causes and reasons for long term problems in its effectiveness 

(Radhakrishna et al., 2003). On the basis of various analyses, they determined and 

quantified the selected variables of heath developments and measures in the relationship 

of these variables with USAID assistance to achieve the purpose. 
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The framework for viewing development entailed four interrelated and interdependent 

dimensions that affected each other directly. These were social, political, technological 

and economic dimensions. Among the aforesaid four dimensions, emphasis was given 

to the social aspect of development in the present study. 

Social dimension of development involved improvement in individual capacities, skills, 

and knowledge by enhancing education, well-being and poverty alleviation (Camp, 

2001). For sustainable development investment in people was essential. Developing 

education also increased income of people, their entrepreneurial potential and 

productive capacity. Educating the human resource reduced birth rate, boosted family 

income, increased agricultural and industrial productivity and improved health 

condition of the people. 

Real development affected nations, regions, groups as much as individuals, too. To 

improve the income generating capacity of individuals as well as the country required 

healthy, well educated, well trained work force and full scope of economic freedom/ 

opportunity (Elliott, 2005). The chronic illness not only considered as an obstacle for 

human but also for economic growth. Little or no access to basic needs degraded the 

human spirit, blocked the cultural, physical and social attributes which were needed for 

a dignified life. The process of real development required security, economic 

opportunity, political stability, and healthy people to work, produce products on the 

bases on demand, save and invest freely according to their wishes.  

It was perceived that vigorous support of aid donors particularly, USAID for public 

health as well as strong physical health resulted in declining infant and child mortality, 

increased child health, decreased maternal mortality, decreased fertility and control 

deadly and disabling diseases. It also contributed to reduce poverty, raised productivity 



                                                  USAID Assistance and Development in KP 30

and sustained economic growth. No doubt health affected all the above discussed 

dimensions and variables.   

As per record of the USAID, the health sector was the most important sector and 

USAID invested more resource in it as compared to other sectors and after they come 

back to Pakistan in 2002, they mainly focused on four important key sectors of 

development i.e., Health, education, democracy and economic growth (USAID 2005); 

therefore, the health sector was selected for the current study. 

The USAID had launched different projects to implement a full range of health 

activities and to develop the health sector. Since the USAID program began in 2003, the 

activities were focused on improving maternal health, child health, child survival, child 

nutrition, demographic health survey, supporting reproductive health and birth spacing, 

preventing and controlling major infectious diseases and reducing the transmission and 

impact of HIV/AIDS. For these interrelated activities different projects were initiated 

by USAID at a total capital cost of US$139. 850 million during 2003 to 2009.  

Among all the USAID financed projects in the health sector, Pakistan Initiative for 

Mothers and Newborns (PAIMAN) was chosen on the basis of receiving huge funding 

of US$50 millions as compared to other projects in the health sector and for its 

geographic location. According to PAIMAN (2005), “The PAIMAN was a five year 

project funded by the USAID. The goal of the PAIMAN project was to reduce 

maternal, newborn and child mortality in Pakistan through viable and demonstrable 

initiatives in 10 districts of Pakistan”. Two districts (Upper Dir and Buner) of KP were 

also included in interventions in the PAIMAN target area. The data comprised a 

moderately enriched group of health variables for comparing the treatment and 

comparison districts.  
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In this study four variables (naming child health, infant & child mortality, maternal 

mortality & health infrastructure) (Figure 3.1) were analyzed to see the effect of USAID 

assistance on the above mentioned health variables. 

 

 

Schematic diagram for theoretical framework 

         Independent Variable           Dependent Variable 

 

 

 

 

Figure 3.1 

3.2 Hypothesis 

In Pakistan, studied regarding on the subject are nearly negligible; it was assumed 

without evidences that foreign investment positively contributed to child health. 

Keeping in view the results obtained by different authors worldwide, the country’s 

perception and to comprehensively conclude, the following four hypotheses were 

developed (two each positive and negative) for empirical testing the influence of 

USAID assistance in the health sector that: 

Hypothesis 1: The USAID intervention did not have significant positive impact 

on child health in Upper Dir, KP  

 
USAID Assistance 
To Upper Dir district 
of KP Pakistan 

Health Variables 
 

 Child Health  
 Maternal Mortality 
 Child Mortality 
 Infrastructure 
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Hypothesis 2:  The USAID intervention did not have a significant impact to 

reduce the infant and child death rate in Upper Dir, KP 

Hypothesis 3:  The USAID intervention reduced the maternal death rate in 

Upper Dir, KP  

Hypothesis 4: The USAID intervention had a positive impact on health 

infrastructure in Upper Dir, KP  
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  4.1 Research Design 

A rational decision, to select a research design, depends on the purpose of one’s 

research study and review of literature. Using the quantitative research paradigm, the 

researcher used all the three categories of the research design that were exploratory, 

descriptive and testing of hypotheses in a field experiment. The goals of exploratory 

research were to identify and portray accurately the phenomena, distribution and 

characteristics of the USAID assistance and development in KP. In essence it described 

the development and USAID assistance in KP.  

In this study several variables were examined to describe the situation. Up to theoretical 

framework the variables such as development and USAID funding were not 

distinguished as independent and dependent variables. Initially the two concepts 

USAID financial assistance and development were examined to identify variables that 

can be studied in depth. In the current study, the goal of descriptive research was to 

develop profiles for identification of the variables and indicators of the USAID funding 

and development particularly social development.  

For testing of hypothesis the USAID financial assistance was identified as independent 

variable and social development particularly health development of Khyber 

Pakhtunkhwa as the dependent variable to explain the possible relationship between the 

two. In developing research design, the question of time was essential hence ex-post 

facto design and prediction was adopted. To answer the question; did the treatment 

make the difference, experimental research design was required. The most important 

points in experimental research design included the use of treatment and comparison 

groups, selection of appropriate empirical method to reduce the bias and manipulation.  
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In the current study, experimental/intervention research would answer the question 

“Why” a relationship exists between USAID assistance to the health sector and 

development in health indicators in KP. In answering the question why, the researcher 

would incorporate the “What” questions from exploration, and explain them with 

descriptive research. So the impact evaluation builds on the exploratory and descriptive 

dimension of the research. In sum, all the three types of research design were used 

hierarchical and cumulative for the current study. To determine the impact evaluation of 

USAID assistance on health indicators in KP, it was important to address some 

basic/actual problems of impact evaluation.  

4.2  Actual Problem in Impact Evaluation 

The studies conducted by different authors ( Mayer, 1999 and Duflo, 2005) where the 

detailed and excellent examples of program evaluation and natural experiment to 

empirically develop on the problem in hand.  

Different authors developed various impact evaluation methods and certain 

counterfactual questions were arisen in the fields of social development. For instance; 

what would have happened to the development of that region/area if it had been 

subjected to the intervention of foreign assistance particularly USAID assistance. 

Would the people were more healthy, if they were provided with more health security. 

Would the infant and child mortality of the region were decreased if there existed a 

health care center at every village. Would the children were more likely to be healthy if 

there had been at least one health center in the village or town. Had the injured woman 

survived, if the hospital of the village/town had professional staff. Had the maternal 

mortality rate been reduced if the women of the area had more information about 

pregnancy related issues. 
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To address the fundamental difficulty of program/intervention evaluation, let T
iY  

denotes as the average health indicators of the people in a given district i  (Upper Dir, 

KP) that was having the USAID intervention in the health sector, while C
iY  denoting 

the average health indicators of the people in a given district i  that has no USAID 

intervention. The researcher interested in the difference T
iY - C

iY , the basic problem, 

would be that there would never have a district, both with and without USAID 

intervention at the same time. What could the researcher do? He may never know the 

effect of having USAID intervention on a district in particular, but may hope to learn 

the average effect, that it would have on districts. 

Imagine there was an access to information/data on the certain districts like Lower Dir, 

Upper Dir, Buner, Abbottabad and some other districts in Khyber Pakhtunkhwa (KP) 

province. Among these, some districts had received the intervention of USAID i.e. 

Upper Dir and Buner and the other districts of KP had not received the same 

intervention. Then the districts of KP were divided into two groups. The first group 

consisted of only two districts Upper Dir and Buner, where the USAID intervention in 

health sector taken place, whereas the other group consists of all the other districts of 

KP, which had no USAID intervention in the health sector.  

The researcher selected one district from each group for further analysis and the 

difference between selected average health indicators of the people with USAID 

intervention and average health indicators of the people without USAID intervention.  

Mathematically it is expressed asunder: 

T
iYED [  District with USAID intervention] - C

iYE[  District without USAID 

intervention] 
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= ][][ CYETYE C
i

T
i   

By subtracting and adding, ][ TYE C
i we obtained. 
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The term E [ ]TYY C
i

T
i   was the treatment impact. It was also known as the effect of 

treatment on the treated (Duflo 2005). On average, in the treatment district i.e., Upper 

Dir and Buner what difference the USAID intervention would make in the health sector 

of the area? While the term E [ ][] CYETY C
i

C
i   was the bias and some authors denoted 

it as selection bias. It showed that beside the effect of the USAID intervention, there 

might be exist difference between districts with USAID intervention and other districts 

without USAID interventions. This was the actual problem faced by the researchers and 

policy makers. All the empirical methods tried to solve the basic problem.  

4.3 Data Collection 

The primary objective of the second phase (descriptive study) was to collect 

information for all the main indicators on infant and child deaths, child health, 

immunization, mothers/women's deaths and infrastructure of the treatment group 

(Upper Dir, KP) and without treatment i.e., Comparison groups (Lower Dir, KP). On 

the basis of that data the researcher assessed and evaluated the impact of USAID 

intervention in the health sector at the Upper Dir District of KP. 

The author used the same questionnaire, method of sampling, data collection and 

analysis with the primary objective to collect data on demographic and selected 

variables of health for both the treatment and comparison group. The actual problem in 

the impact evaluation was to reduce the selection bias; for which, he planned to collect 
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the required data from the adjoining areas (boundaries) of both groups. The family units 

were obtained of a stratified sampling technique randomly. The treatments with their 

comparison arrived at nearly the identical samples. The method for the data collection 

in the current study was in agreement with Pakistan Demographic Health Survey (NIPS 

2008) conducted in Pakistan with the help of USAID. 

4.4 Population 

The population of the existing study comprised of ever-married living and deceased 

females aged 12 to 49 those were the residents of the household for maternal mortality, 

while the living and deceased children of less than five years of age for child mortality 

and child health of KP. For infrastructure analysis, the population consisted of 

hospitals, basic health units and other health facility providers. The population was 

finite and discrete. 

4.5  Sample 

For administration purposes, the Khyber Pakhtunkhwa Province (KP) was divided into 

twenty five (25) districts. The author divided them into treatment group and comparison 

group as per methodology of Banerjee et al., (2009). The treatment group consisted of 

only two districts namely Upper Dir and Buner, which received the USAID health 

assistance especially in maternal and newborn health, whereas the comparison group 

comprised of the Lower Dir out of the rest twenty three districts without receiving 

USAID intervention.  

The Upper Dir as the treatment group was selected because severe insurgency existed in 

district Buner during the study, while Lower Dir from the non treatment group. The 

researcher selected the Lower Dir as a comparison district because as per PAIMAN, 

(2005) after independence in 1947, Dir was a separate state and maintained its 
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independent status for twenty two years and after amalgamated with Pakistan in 1970, it 

was stated as an Dir District. The Dir District was divided into two separate districts 

Upper Dir and Lower Dir for administrative purposes in 1996. As per Population 

Census Organization (2000), the people of the Upper Dir District were very simple, 

hospitable and known for their hard working Pathan. They were Sunni Muslims. 

Poverty was widely spread. People live and die for their honor and dignity. They feel 

pride in taking revenge on their enemies but Jirga and hospitality were very dear to 

them. Visits to shrines or Ziarats were quite common.  

According to Population Census Organization (1999), People of Lower Dir District 

were hundred percent Pathan and Sunni Muslims. They were hard working, having 

strong religious beliefs. Due to lack of education they were conservative in their 

customs and traditions. Communal life like common hujra, mosque, graveyard and 

Ashar were the most striking features of the people of this area. Poverty was widely 

spread. People live and die for their honor and dignity. They feel pride in taking 

revenge from their enemies. But Jirga and hospitality were very dear to them. 

The author was convinced with the descriptive evidences based on census that both the 

regions had a common support, the same economic conditions, culture, behavior, 

norms, values with the only difference was the intervention of USAID assistance. There 

might be slight differences but not huge ones as compared to the other twenty one (21) 

districts of KP. There would be unobserved variables that might influence both the 

regions.  

The Health Minister of KP, belonging from Upper Dir (Treatment) remained for five 

years during the major period of this project. It was not being said that the treatment 

and comparison groups have the same conditions and there were no differences but the 
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selection was based on the physical contiguity of the two districts intended to select in 

order to reduce the selection bias in absolute value. The administrative units below the 

district level were generally known as Tehsil/subdivision. There were two Tehsils each 

in Upper Dir (Treatment) and Lower Dir (Comparison). 

Each district of KP was also divided into urban and rural areas. Both the selected 

districts of Upper and Lower Dir had also urban and rural areas.  Federal Bureau of 

Statistics (2008) developed enumeration block consisted of about 200-250 houses in 

urban areas. In rural areas, tehsil was divided into union councils and it was further 

divided into villages. The lists of villages were available at all the union councils were 

used as the sampling frame in the present study. The quota sampling technique has been 

used for selecting sample. The sample consists of enumeration blocks and villages are 

considered as independent stratum. A sample size of 979 families out of total 12525 

enumerated from a sample of 64 primary sampling units (PSU) out of total 849 as 

shown in Table 4.1 was used. 

4.6 Primary Sampling Units (PSU) 

The second stage involved in selecting 64 sample points from both the treatment and 

comparison groups i.e., Upper and Lower Dir districts. Villages and enumeration blocks 

of the two target districts were measured as PSUs. For rural areas, these were selected 

from a frame maintained by FBS that comprised of a list of all the villages, while for 

urban areas; PSUs were selected from all the enumeration blocks in both the groups. 

The detail is depicted in Table 4.1.  
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4.7 Secondary Sampling Units (SSU) 

The selection of families and mothers from the above mentioned PSUs in two districts 

of KP was the third phase of the sampling. Families and mothers in selected PSU were 

measured as SSU as per Table 4.1. 

 

Table 4.1 

District Wise Distribution of Sample Areas 

Districts 
Sample Area  Sample Families 

Urban Rural Total  Urban Rural Total 

Upper Dir 5 26 31  59 416 475 

Lower Dir 6 27 33  72 432 504 

Total 11 53 64  131 848 979 

Source: Federal Bureau of Statistics, (2008) P. 441. 

4.8  Instruments 

The questionnaire used to carry five sections as below:  

 Child’s personal information 

 All births of the eligible woman during survey period 

 Deceased women 

 Deceased children 

 Child Health 

The overall content and format were derived from the questionnaires designed for 

PDHS (2006-07), conducted by the national institute of population studies (NIPS), 

Islamabad. Their content and design were based on the demographic health survey 

(DHS) Model B questionnaire developed primarily by the MEASURE DHS 

programmed. While, the questionnaires used in PDHS (2007) were amended by 
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Pakistani experts and made additions to the model questionnaires which were patterned 

on the basis of one used by NIPS in the past surveys. These questionnaires were 

particularly preceded with fixed response categories. The NIPS developed these 

questionnaires in consultation with technical experts, government agencies, national 

and international organizations in order to reflect important and relevant issues of 

population. A number of meetings were arranged by NIPS and based on their 

recommendations, the survey questionnaires were finalized.  

A pre-test of these questionnaires were carried out in Peshawar, Rawalpindi and 

Hyderabad in July to September, 2006 for its sensitivity and specificity. For the pre-

testing of the questionnaires, a total of 128 pre-test interviews were completed in the 

twin cities (Rawalpindi and Islamabad). After the pretest, the questionnaires were 

finalized and used in conducting the PDHS (2007). Questionnaires used in each district 

were in English. Keeping in view the KP particularly, Upper Dir and Lower Dir 

Districts socio-cultural milieu and requirement of the study certain modification were 

made up to the model questionnaires used in PDHS (2007), after extensive deliberation 

by a panel of fives (5) PhD’s from varied subjects like population studies psychology, 

management sciences and sociology. Consequently, some questions and sections were 

dropped, being beyond the scope of the current study and repetitive in nature. The 

wording and sequence of the sentences, coding and categorization remained unchanged 

as used in the PDHS (2007).  

4.8.1 Infant and Child Mortality 

The second part of the questionnaire looked for information about infant and child 

mortality and their causes. This information was important for assessment of mother 

and newborn health and comparison of the two districts. These indicators reflected 
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deprivation and poverty level of the region. For each of the births, during the survey 

period, more detailed information was collected on sex, survival status, mother’s age 

and her education at the child birth etc. Causes of child death were important but 

complicated information. The standard infant and child verbal autopsy (VA) 

questionnaire (Anker et al., 2008), utilized in a number of settings (Etard et al., 2004; 

Baqui et al., 1998) was used in the current research study. This modified instrument 

was also validated by different studies conducted in India (Baqui et al., 2006) and 

Pakistan (Bhutta et al., 2004) and further changed to evaluate causes of stillbirths for 

the Pakistan Demographics and Health Survey (2007). This questionnaire was used in 

field studies of perinatal mortality in rural Pakistan (Bhutta et al., 2008).        

4.8.2 Child Health 

This part of the questionnaire examined the indicators of the child health of the sampled 

areas of Upper Dir and Lower Dir districts. The questions in the questionnaire collected 

in detail information about birth weight, if birth weight was not available then birth size 

from the responses of mothers, level of immunization among children as well as certain 

common but frequently and dangerous childhood illness such as diarrhea, ARI and 

fever. The newborn who weighed less than the normal weight not only had lower 

chances of survival but also faced a higher risk of mortality and morbidity (Mahmood, 

2001).  

In both the sample districts, a large number of births occurred at homes, so it was quite 

difficult to obtain the birth weight of those babies. Since the birth of public/private 

hospitals or health providers, birth and death certificates were prepared of a newborn at 

the time of their birth. The birth weight of a child could also be obtained from them in 

the target areas but the record did not present a clear picture. For the births in homes or 
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hospitals, mothers who did not know a birth weight were inquired to inform about the 

size of their children at birth. All the live births during the survey period since January, 

2005 were divided into two categories: child birth weight known from the written 

record, and the mother recalled or estimated by baby’s size at birth. Detailed 

information was collected about mother's age and her education at birth. 

Child immunization was another child health indicator. The World Health Organization 

(WHO) guidelines recommended that all children in the area received, a BCG 

vaccination, three doses of Diphtheria, Pertussis (whooping cough) and tetanus; three 

doses of polio vaccines, and a vaccination against measles during the first year of 

child’s life. All these information were available on a card given by health providers to 

parents at the birth of their children. These cards were also provided at the time of first 

vaccination of the baby. The detail information collected according to the background 

characteristics such as sex, residence, birth order and mother’s education.  

Pneumonia, diarrhea, malaria and neonatal disorders were the major reasons of the 

children mortality world wide (Black et al., 2003). In the current study, mothers of the 

children having age less than five years in the selected areas were asked if these 

children had symptoms associated with pneumonia, diarrhea and fever during last 

fifteen days before data collection. Detailed information was collected for the 

background characteristics such as age in months, sex, residence and mother’s 

education. Fever was another child health indicator of the children under age five. The 

children affected with fever were divided into those who sought treatment and the 

children who took antibiotics and other drugs. Detailed information was collected for 

background characteristics such as age in months, sex, residence and mother’s 

education.  
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Diarrhea was an important child health indicator as well as an important cause of 

malnutrition. In Pakistan, the health program of the National Commission for Human 

Development (NCHD) had been educating women, particularly mothers on how to 

prepare a home made dehydration solution by using different methods. Two special 

solutions, one available in packets, known as ORS and the other was the house made 

mixture usually prepared from water, sugar and salt were means of preventing 

dehydration of a child during diarrhea.  

In the present study, the health providers in the selected areas were asked to provide 

records of the children with diarrhea during the last fifteen days and any actions were 

taken to treat the disease. Detailed information was collected for background 

characteristic such as age, sex, types of diarrhea (bloody or non-bloody), residence, and 

mother education. 

4.8.3 Maternal Mortality 

This part of the questionnaire asked about the deaths of women and was administered in 

the households of the sample villages of both the treatment and without treatment 

districts in which death of ever-married woman aged 12-49 years was reported since 

January 2005. The data were collected year wise from January 2005 to December 2009. 

The questionnaire covered detail about the death of women having the age between 12 

to 49 years, if the dead woman was pregnant or during childbirth and within six weeks 

after delivery. If the answer to any of these three questions was yes, then the death was 

classified as a pregnancy related demise. It was noted that all deaths during pregnancy 

and within six weeks after delivery did not occur due to maternal causes. A number of 

questions were used to elicit pregnancy related deaths for confirmation. 
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A reliable maternal mortality ratio and rate for both Upper Dir and Lower Dir Districts 

were determined. For each of the maternal deaths during the survey period, basic 

information regarding age and residence was also collected. Collecting information on 

maternal mortality through this survey was important for reliable and valid estimates for 

both target districts. The estimates derived from this survey were based on relatively 

small samples because insurgency and insecurity was existed in whole KP and severed 

in some parts of these districts making it quite difficult to cover all the population areas 

of both districts under the given circumstances. 

4.8.4 Health Infrastructure 

The states of health of the population of the area were closely linked with social 

progress. Health infrastructure was important in providing health facility and disease 

free atmosphere to live and develop the efficiency and productivity of the human 

resources. The health of an individual could directly influence the efficiency and 

effectiveness of community development activities. As per the Universal Declaration of 

Human Rights (1948), “Everyone has the right to a standard of living adequate to the 

health and well-being of himself/herself and his/her family. Human development was a 

basic right of every individual and health could be regarded as a prerequisite for 

development”.  

Health infrastructure covered institutions such as hospitals, basic health units (BHUs), 

rural health center (RHCs), a dispensary, maternal child health (MCH), family welfare 

center (FWC), TB clinics, Leprosy clinics and staffing those health units with adequate 

number of medical and paramedical staff such as doctors, dentists, lady health visitors 

(LHV), nurses, lady health worker (LHW) and midwives. The position of the above 

mentioned health services had a significant contribution to human resource 
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development, well-being of the population of the area and also the welfare of the 

society.  

  9.4  Procedure 

To analyze changes in population behavior about health outcome as maternal deaths, 

child deaths and child health, this study relied primarily on a personally administered 

household survey of the sample districts. It was a grassroots investigation that included 

data on household births, dead children age less than five years, the deaths of women 

and child health. The survey mainly depended upon the targeted sample. The fieldwork 

was conducted from January to June 2010. This comprehensively collected districts 

representative data allowed in-depth analysis of child health, child death, maternal death 

and health infrastructure of Upper Dir and Lower Dir population.  

The survey team consisted of three female and two male members. The two female 

members were post graduate trained interviewers and one doctor (Gynecologist), 

respectively. Among male members, one was the author himself and the other was the 

survey supervisor (a PhD in Management Sciences). The team started the survey in the 

villages of the both districts simultaneously. They regularly visited the area to review 

the fieldwork as well as to monitor the data quality. During the fieldwork, a number of 

problems were encountered. Initially the author visited the Lower Dir and Upper Dir 

Districts and had detailed deliberations with the area elders, elites and community 

leaders to get permission and ensure security. They were convinced that the information 

will be used only for a PhD thesis and will remain confidential. The elders of the area 

made contingent, the permission and security with the medical camps and provision of 

free medicines to the affected women and patients of the area. For the purpose, the 
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services of a gynecologist were hired, who ultimately joined the survey team and 

purchased medicines for the female patients of the area.  

Free medical camps were launched and a number of women came for a checkup. Free 

medicines were also provided to the affected women patients. Beside targeted 

population (women of age 12 to 49 years having children of less than five years) many 

other women attended these camps but the data were collected exclusively from the 

sample population comprehensively. Moreover, the team also visited the households 

and collected the required data from eligible women. The duration of the data collection 

was prolonged as the gynecologist was available only for two days a week.  

Some of the eligible women refused to provide the information and data about their 

children, births, deaths and health. The study included data from the remote hilly areas 

and due to non existence of suitable and approachable roads, the team covered the area 

by foot or use of local means of transportation. Therefore, data collection took more 

than the envisaged time span. The hospitality and tradition of the area resulted in 

provision of sitting area, medical checkup rooms, food and drinks with the survey team.  

Some official information about the infrastructure and health system was required from 

the two districts. The local health officials refused to provide that information. The 

author approached the health minister and got written permission to access official 

information. It was observed that some record was inconsistent and poorly maintained 

to depict an actual picture of the health outcomes. The official records of health 

infrastructure were included in this study as there were no other means available except 

to rely on that said record. 
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04.1       Statistical Methodology 

The methodology of Jalan and Ravallion (2001), Pradhan et al., (2002), Rohert and 

Chase (2002), Legovini (2005), Reinikka (2005), Kondo et al., (2008), Banerjee et al., 

(2009), Asian Development Bank (2009), IEG Word Bank (2011) and Masomo and 

Pesa (2011) was followed to assess the impact evaluation of the USAID intervention on 

different developmental indicators in health sector at Upper Dir, KP. Impact evaluation 

was looking forward to find out if a specific interference (a USAID intervention in 

Upper Dir) brought about changes in health outcomes of the beneficiary population. 

The central issue of the said impact evaluation was to establish that what was occurring 

to the health outcomes of citizens in the said area, if they did not obtain the mentioned 

USAID assistance. Duflo (2005) concluded that it was not possible to evaluate the same 

population with and without an intervention at the same time. Kondo et al., (2008) 

seconded the idea and stated that in such situation, a comparison or comparison groups 

nearest to them were used as a substitute for the state of the beneficiaries in the absence 

of the intervention. 

Among the several existed methods such as randomization, difference, matching and 

instrumental variables the difference method was employed as a suitable technique for 

this study. Ravallion (2001) used different methodologies for different types of 

interventions. The availability of baseline reliable data/information, the insurgency and 

insecurity of the region played a vital role in the selection of the evaluation methods. 

Angrist (1998) gave detailed and excellent studies of the matching method for the 

program evaluation.  

Basically, impact evaluation in the current study compared some outcome indicators of 

health for Upper Dir in which USAID intervention occurred and Lower Dir where 
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USAID assistance was not received. For the current evaluation study, primary data, 

used for simple difference between the treatment group (Upper Dir) and a comparison 

group (Lower Dir) were obtained (Banerjee et al., 2009). The nearest places in both 

areas were selected for the data collection as per Kondo et al., (2008) suggestion.  

The difference between the health outcomes of Upper Dir and Lower Dir showed the 

impact of USAID intervention. The comparison group (Lower Dir) was designed to be 

very similar in culture, values, norms and economic condition to the treatment group 

(Upper Dir) with one key difference that was the Lower Dir did not receive USAID 

assistance. The researcher was unable to use other methods of impact evaluation 

because no verifiable and reliable baseline households’ data were available for both the 

treatment and comparison groups before the execution of USAID.  

According to Asian Development Bank (2009) the nonexistence of baseline data for 

individuals and households limited the study to adopt a single difference “with and 

without project” approaches. The conceptual framework used for this evaluation study 

was already developed by the World Bank (2006). The household level impacts were 

measured by computing the difference of the value of the outcomes of health variables 

between the treatment and comparison households. According to Jalan and Ravallion 

(2001) simple differences between treatment and comparison households could provide 

impact estimates.  

4.11 Sample and Data Entry 

To generate relevant data for the current study, the survey team spent eighteen days in 

Upper Dir and nineteen days in Lower Dir and collected data from five hundred and 

eighteen families/mothers from both the treatment and comparison groups. Adopting 

the basic sample design, 130 families /mothers from urban and 388 from the rural areas 



                                                  USAID Assistance and Development in KP 51

were interviewed. Fourteen questionnaires were excluded from the study due to 

incomplete responses (women who refused to give data as required). Further 10 

respondents were also dropped on account of following reasons: 

 Three questionnaires had missing values for more than 10% of the total number 

of the items. 

 Seven questionnaires had a number of cutting/overwriting in the main sections 

that created doubts about the actual response of the participants. 

In a result, a total of twenty four questionnaires was excluded from analyzing them to 

test the impact evaluation. Consequently, the final usable sample size turned out to be 

494 families/mothers with a response rate of 50.4% which turned to be quite sufficient 

to draw the conclusion of the present investigation. 

Before entering the data, editing and checking of each questionnaire was performed to 

identify the missing values and wrong entries beside confirmation their authentication. 

A comprehensive code book was developed for all the variables. Variables of the study 

were tapped on different scales and entered into an SPSS sheet. 

4.12 Data Verification 

After entering all the data into an SPSS sheet, accuracy of data were ensured through 

the following steps: 

 Generating the frequency tables for all the variables and checking the values to 

be within the stipulated range of values that was specified in the preparation of 

code book. Thus, if any variable found to have some unspecified values, the 

correction was made by referring to the original questionnaire. 
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 Selecting randomly 10% of the total respondents and checking for every item 

entered. So, the data entries from 50 participants were confirmed for both the 

districts. A total of 3 errors was found against 4300 (50 x 86 variables) entries 

that represented an error rate of 0.069% being quite negligible. 

4.13 Missing Value Data 

Before the data entry process, missing values were counted for each questionnaire 

against all the variables of the study. As a rule, questionnaires were dropped for which 

9 and above items (10% of total items) were found as missing. Consequently, 3 

questionnaires were omitted from the analysis. For questionnaires having fewer missing 

value were retained and used for the analysis. Don’t know responses were coded as 8 

while items that were not applicable to a particular respondent were given either 9 or 99 

code. 

4.14 Description of the Sample 

A considerable large sample size 494 and 1047 for women and children respectively 

were employed to substantiate the results. Bryson et al., (2002) probed into different 

research work done with small treatment samples and found that the method was still 

effective if lower numbers were used. 

Out of the sampled 494 families/women, 456 women were alive (12 to 49 years of 

ages), ever-married, having alive children of age less than five years whereas 17 women 

were without the living kids of ages less than 5 years. Out of the total samples, 21 

women were identified as dead (Table 4.2). Based on the above data, all the tables that 

follow were based on it.  

 

 



                                                  USAID Assistance and Development in KP 53

Table 4.2 

Survival Status of Target Women (12 to 49 Years of Ages)  

Target women Frequency Percent 

Alive with the living kids < 5 years 456 92.31 

Alive without the living kids < 5 years 17 3.44 

Dead 21 4.25 

Total 494 100 

Source: Calculated from field data 

The data in Table 4.3 indicated that out of the total sample of 494 women, 125 mothers 

were from urban while 369 were from rural areas. 

Table 4.3 

Residential Status of Women in urban and rural of Upper Dir and Lower Dir, KP 

Particular Frequency Percent 

Urban 125 25.3 

Rural 369 74.7 

Total 494 100 

Source: Calculated from field data 

It is evident from the data in Table 4.4 explained that the age of the women ranged from 

15 to 45 years with an average age of 28.26 years having the standard deviation of 5.3. 

Table 4.4 

Age Distribution of Respondents in Upper Dir and Lower Dir, KP 

Particular N Minimum Maximum Mean Std. Deviation

Mother's age  473 15 45 28.26 5.339 

Source: Calculated from field data 

The data in Table 4.5 illustrated that on the basis of educational composition, the 

majority of the women was illiterate (81.4%), followed by primary (7%), higher 
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education (5.9 %), secondary (3.2 %) and middle (2.5%) for both treatment and 

comparison groups. 

Table 4.5  

Educational Composition of Respondents 

Education Frequency Percent 

No 385 81.4 

Primary 33 7.0 

Middle 12 2.5 

Secondary 15 3.2 

Higher 28 5.9 

Total 473 100 

Source: Calculated from field data 

It is evident from the data in Table 4.6 that a total of 1047 children, having the age less 

than five years were identified from 473 eligible families/women at both districts. Alive 

children (918) with a percentage of 87.7 having a minimum one month and maximum 

sixty months age of the total children were described in the child health, while the 

remaining dead children (129) were further described for the infant and child mortality 

in both the treatment and comparison districts. 

Table 4.6  

Survival Status of Child 

Source: Calculated from field data 

It is apparent from data in Table 4.7 that the minimum age of a child was one month 

and maximum 60 months the mean of which turned out to be 36.22 with a standard 

deviation of 18.74 for the both treatment and comparison districts. 

Child Frequency Percent 

Alive 918 87.7 
Dead 129 12.3 
Total 1047 100 
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Table 4.7 

Descriptive Statistics 

Particular N Minimum Maximum Mean Std Deviation 

Age of Child 918 1 60 36.22 18.744 

Source: Calculated from field data 

The data in Table 4.8 indicated the children’s residential status. It depicted that 24.7% 

of the children were from urban and 75.3% from rural areas of both the sample districts. 

Table 4.8  
Residential Status of Children 

Source: Calculated from field data 

 

 

 

 

 

 

 

 

 

 

Particular Frequency Percent 

Urban 918 87.7 

Rural 129 12.3 

Total 1047 100 
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5.1 Data Analysis 

In this chapter two experimental plans specifically descriptive and inferential are given 

as an outcome of the statistical analysis of the data collected from the two districts i.e., 

Treatment and comparison groups separately. As discussed in the previous chapter, 

among the available evaluation methods namely randomization, matching, difference 

and instrumental variables; the simple difference method was applied for the analysis of 

the current experimentation except in case of infrastructure, the difference in difference 

was used.  

For every hypothesis, the characteristics of each variable of the treatment group (Upper 

Dir, KP) were matched/compared to the comparison group (Lower Dir, KP). Under 

such conditions when the baseline data were missing, the difference in each outcome 

between these two regions was the reasonable estimate of the consequences of the effect 

of USAID intervention in the Upper Dir District. 

The evidences presented in this part give descriptive statistics comparing the two 

districts. The tables, from 9 to 16 derived on the basis of statistical analysis compare 

every individual in the treatment group to its correspondent in the comparison group. 

After matching, the differences between these two groups (i.e., Positive, negative or no 

effect) might be able to recognize the influence of USAID intervention in Upper Dir. 

Beyond this level, the rest of the section deals with testing of the hypothesis. 

5.2 Descriptive Statistics 

All the data collected from 494 individuals who included 473 alive and 21 dead women 

in the treatment and comparison districts were used for further analysis. At the time of 

interview, out of the alive women, seventeen of them informed that they did not have 

living children of ages less than five years. Out of these seventeen women, 7 and 10 
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belonged to treatment (Upper Dir) and comparison (Lower Dir) districts, respectively. 

A total of 456 families/women of both districts were identified, out of which each 

district had 60 families/women from urban and 168 from rural area. These women had 

918 alive and 129 dead children. Data were obtained from the mothers of these children 

for child health. 

5.3 Vaccination Status of Treatment and Comparison Groups 

Most of the children below the age of five years (89.5%) were vaccinated in both the 

groups (Table 5.1). Discussion with the respondents revealed that some segments of 

society in both the districts opposed the vaccination in their respective areas because 

they were of the view that in the long run the vaccinated children would remain 

infertile. 

Table 5.1  
Vaccination Status 

Vaccination Frequency Percent 

Yes 822 89.5 

No 96 10.5 

Total 918 100 

Source: Calculated from field data 

5.4 Diarrhea in Last 2 Weeks of Survey 

The data in Table 5.2 indicated that 33.4% of the total children suffered from diarrhea 

in both of the districts during last fifteen days prior to the survey. 

Table 5.2 
Diarrhea in Last Two Weeks Prior To Survey 

Diarrhea Frequency Percent 

Yes 307 33.4 

No 611 66.6 

Total 918 100 

Source: Calculated from field data 
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5.5 Source of Treatment for Diarrhea 

Out of the children under age five suffered from diarrhea during last fifteen days prior 

to the survey, 67.3% were taken to a public and the rest of 32.7% were treated in private 

health outlets for consultation in both the districts (Table 5.3). 

Table 5.3 
Source of Treatment for Diarrhea 

Sources Frequency Percent 

Public sector 204 67.3 

Private sector 99 32.7 

Total 303 100 

Source: Calculated from field data 

5.6 Acute Respiratory Infection (ARI) 

The data in Table 5.4 illustrated that 36.5% of children contained symptom of 

Pneumonia in the last two weeks preceding the survey in treatment as well as 

comparison districts. 

Table 5.4 
Incidence of Acute Respiratory Infection (ARI) 

Faster breathing during cough Frequency Percent 

Yes 335 36.5 

No 582 63.5 

Total 917 100 

Source: Calculated from field data 

5.7 Fever with Cough 

The data in Table 5.5 depicted that 58.6% of the children suffered fever along with 

cough in the last two weeks before the survey. 
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Table 5.5 
Fever With Cough in Two Weeks Prior to Survey 

Fever with cough Frequency Percent 

Yes 538 58.6 

 No 380 41.4 

 Total 918 100 

Source: Calculated from field data 

The data in Table 5.6 pointed out that 84.7% of the mothers of the treatment district and 

78.2% of the comparison district were illiterate. It showed that the majority of the 

women of both the districts were uneducated. 

Table 5.6 
Cross tabulation for Categories of Mother's Education and District  

Mother's 
education 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

No  199 84.7  186 78.2  385 81.4 

Primary 9 3.8  24 10.1  33 7.0 

Middle 9 3.8  3 1.3  12 2.5 

Secondary 5 2.1  10 4.2  15 3.2 

Higher 13 5.5  15 6.3  28 5.9 

Total 235 100  236 100  473 100 

Source: Calculated from field data 

The data in Table 5.7 showed the gender of the children of the target area. They're 54.1 

and 52.7% of treatment and of comparison were male children, respectively while 

45.9% of treatment and 47.3% of the comparison were females’ children. In a nutshell, 

it was clear that male children were in excess of female children in the two target 

districts. 
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Table 5.7 
Cross tabulation for District and Sex of the Child 

Gender 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Male 310 54.1  250 52.7  560 53.5 

Female 263 45.9  224 47.3  487 46.5 

Total 573 100  474 100  1047 100 

Source: Calculated from field data 

The data in Table 5.8 demonstrated that postpartum hemorrhage and puerperal sepsis 

were identified as the major causes of women's deaths which accounted for 23.8% and 

14.3%, respectively in both the treatment and comparison districts. 

Table 5.8 
Immediate Causes of Women's Death 

Causes Frequency Percent 

Postpartum hemorrhage 5 23.8 

Eclampsia of pregnancy 2 9.5 

Puerperal sepsis 3 14.3 

Cancer 2 9.5 

Placental disorder 1 4.8 

Unexplained deaths 8 38.1 

Total 21 100 

Source: Calculated from field data 

   5.8  Hypothesis 1 : Child Health 

To be current, the first hypothesis of the present study stated that the USAID 

intervention did not have significant positive impact on child health in KP. To analyze 

this hypothesis, data regarding different parameters such as child weight/size, level of 



                                                  USAID Assistance and Development in KP 62

immunization with sources, common childhood illness (diarrhea, ARI and fever, blood 

in stool), treatment and its sources were collected and analyzed accordingly. The 

indicator-wise data were presented below to reach a result oriented conclusion. 

 18.5 Birth Weight and Size 

Birth weight/size of newborn was the reflection of maternal nutrition while child 

mortality was especially due to malnutrition and susceptibility to infection. Prematurity 

was a more common etiological factor in the developed countries whereas intrauterine 

growth retardation were common in developing ones (WHO, 1981). In the developing 

countries, there were strong epidemiological evidences of a relationship between 

maternal nutritional status and birth weight (UNICEIF, 1981). Villar & Rivera (1988) 

reported that Guatemalan nutritional supplementation’s study showed a significant 

increase (150 g) in the birth weight of newborn in supplemented mothers compared to a 

control group. 

A large majority of children in these areas was not weighted at birth. Even if the baby 

was weighed, the mother could not provide information on birth weight during the 

interview. In the target districts, non-reporting of birth weight and size by mothers were 

because most of the deliveries took place at homes and being illiterate they could not 

inform the exact weight/size of the child. Only 24 birth weights were reported in 918 

live births for both regions, out of which 19 were of treatment while 5 from comparison 

districts. Interestingly all of them were of the same weight of 2.5 kg or above category. 

Thus the resulting sample of birth weight/size turned out to be small and of the same 

category.  

The data in Table 5.9 revealed the child size at birth for treatment and comparison 

districts based on the data provided by mothers of the children. Thirty five percent of 
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the children of treatment and 48.7% of the comparison districts were categorized as 

very small having child weight less than 2.5 kg. It explained that the treatment group 

was slightly better that comparison group in terms of child weight/size which elaborates 

that the women/mothers were received balance nutrition during the pregnancy in the 

upper die.   

Table 5.9 
Cross tabulation for Size of the Child at Birth 

Size of the child 
at birth 

Group 
Total 

Treatment Comparison 

Count % within Count % within Count % within

Very small 182 35.6 218 48.6 400 41.8 

Smaller than 
average 

235 46.1 184 41.1 419 43.7 

Average or large 85 16.7 43 9.6 128 13.4 

Don't know 8 1.6 3 0.7 11 1.1 

Total 510 100 448 100 958 100 

Source: Calculated from field data 

   5.8.2 Immunization 

Immunization or vaccination coverage rates reflect that the families living in a region 

were aware of their importance in respect of their children’s life, development and 

morbidity. According to UNICEF (1979), this appeared to be universal agreement that 

the most important factor in a child’s life and development was the family in which kid 

grew up. The well being of an individual was profoundly affected by the primary social 

group the family (WHO, 1978). The Vaccination coverage rate of BCG vaccine up to 

HBV had consistently decreasing trend in both regions with the passage of time. 
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The data in Table 5.10 presented the percentage and number of children age from 1 to 

60 months with both vaccination cards and mother reports. 88.33 % of the treatment 

district while 90.9 % of the comparison district received at least one dose of vaccination 

during first five years of children’s life. The treatment – comparison districts 

differences in vaccination coverage rates were substantial. The difference in percentage 

showed that the comparison district was better than the treatment district for 

immunization without the recipient of USAID assistance. 

Table 5.10 
Cross tabulation for Vaccination Status and District  

Status 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Yes 422 88.3  400 90.9  822 89.5 

No*  56 11.7  40 9.1  96 10.5 

Total 478 100  440 100  918 100 

Source: Calculated from field data 

* No vaccination means the children had not taken any vaccination 

During the data collection, 456 women were asked if they had vaccination cards for 

each child born since 1st January, 2005 to 31st December, 2009. It was informed that 

only 30 women were having the cards, out of which 9 were from the treatment and 21 

from comparison districts (Table 5.11). In most of the cases, the women/mothers were 

illiterate and unaware about the importance of these cards. In many cases, the 

vaccination cards of older children were either discarded on the completion of 

vaccination or the cards were lost. It was evident from the data that 96.7% of the 

women of both districts could not produce the vaccination cards. Therefore, the team 

members were asked about oral drops intake or injections by children in the early days 



                                                  USAID Assistance and Development in KP 65

of their life in detail and other related vaccination questions from their mothers. Almost 

all the mothers were not aware about the exact date of vaccination. 

Table 5.11 
Cross tabulation for Source of Vaccination Information and District 

Source 

Group 
Total 

Treatment Comparison 

Count % within Count % within Count % within 

Vaccination card 9 1.9 21 4.8 30 3.3 

Mother's report 469 98.1 419 95.2 888 96.7 

Total 478 100 440 100 918 100 

Source: Calculated from field data 

The data of individual vaccines, received by the children less than five years of age 

during the treatment and comparison sample regions wherein vaccination coverage rates 

as well as number for each type of vaccination were also provided (Table 5.12). It was 

apparent that the treatment district was less likely than the comparison district except 

HBV vaccination No.1 & 3. The comparison district and treatment district differences 

were also marked for individual vaccines. The coverage rates of comparison distract for 

BCG, polio, DPT, one dose of HBV vaccine No. 2 and measles were higher than 

coverage rates in the treatment area. Considerable differences existed in the coverage 

rates for different vaccinations in both the groups which proved that comparison was 

better than the treatment district.  

5.8.3 Diarrhea 

Malnutrition was closely associated with all major child killers (WHO, 1995). Diarrhea 

was an important cause of malnutrition (PDHS, 2006-07). It was estimated that each 

child suffered from about three episodes every year (WHO, 1990). During diarrhea, the 

nutrition requirements were increased while nutrient intake and digestion were usually 
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decreased. Diarrhea could cause weight and water loss. The prevention and its treatment 

with Oral Rehydration Therapy (ORT) were necessary. WHO initiated a program 

known as Diarrheas Diseases Control (DDC) in 1980 with the specific objective of 

reducing diarrheas disease associated with morbidity, malnutrition and mortality among 

infants and children in the developing countries (WHO, 1988-89). 

Table 5.12 
Vaccination Coverage and Their Types in Upper and Lower Dir 

Vaccination 

Group 
Total 

Treatment No. 

Count % within Count % within Count % within

BCG  414 86.6 400 90.9 814 88.7 

Polio at birth 422 88.3 399 90.7 821 89.4 

Polio 1 416 87.0 398 90.5 814 88.7 

Polio 2 406 84.9 392 89.1 798 86.9 

Polio 3 388 81.2 387 88.0 775 84.4 

DPT 1 379 79.5 387 88.0 766 83.5 

DPT 2  365 76.4 378 85.9 743 80.9 

DPT 3 342 71.5 361 82.0 703 76.6 

HBV 1 317 66.3 279 63.4 596 64.9 

HBV 2 294 61.5 271 60.6 565 61.5 

HBV 3 278 58.2 248 56.4 526 57.3 

Measles injection 347 72.7 339 77.0 686 74.8 

Vitamin A 0 0 0 0 0 0 

Source: Calculated from field data 

The number and percentage of children who suffered diarrhea during the last fifteen 

days prior to the survey in treatment and comparison districts were given in Table 5.13. 

The children i.e., 190 (39.7 %) suffered diarrhea while in Lower Dir, 117 children (26.6 
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%) were affected. The difference confirmed that the highest prevalence of the disease 

occurred among the children of treatment district compared to the comparison district 

which explained that comparison district was better than the treatment one. 

Table 5.13 
Cross Tabulation for Diarrhea in Last Two Weeks and District  

Diarrhea 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Yes 190 39.7  117 26.6  307 33.4 

No 288 60.3  323 73.3  611 66.6 

Total 478 100  440 100  918 100 

Source: Calculated from field data 

It is observed during the survey (Table 5.14) that children (60 in a number or 31.6%) 

who suffered from diarrhea with bloody stool, an indicator of severe dysentery, in the 

treatment district while in the comparison district the number of kids suffered from the 

same disease were 33 or 28.2 %. Marked differences were observed across the 

treatment and comparison districts. Hence the difference showed that the effect of 

USAID Health intervention was negative in Upper Dir. According to these results the 

comparison district was superior to the treatment district. 

Table 5.14 
Blood in Stool and District-wise Cross tabulation   

Blood in 
Stool 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Yes 60 31.6  33 28.2  93 30.3 

No 130 68.4  84 71.8  214 69.7 

Total 190 100  117 100  307 100 

Source: Calculated from field data 
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  5.8.4 Treatment of Diarrhea 

The data in Table 5.15 indicated that more than 98% of the children with diarrhea were 

taken to available health facilitator for consultation in the treatment and comparison 

districts of Upper and Lower Dir. There were no significant differences existed in these 

districts. It might be concluded that both the districts were equivalent with each other in 

this regard. 

Table 5.15 
Treatment for Diarrhea and District-wise Cross Tabulation  

Diarrhea 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Yes 188 98.9  115 98.3  303 98.7 

No 2 1.1  2 1.7  4 1.3 

Total 190 100  117 100  307 100 

Source: Calculated from field data 

5.8.5 Source of Treatment 

It is obvious from data Table 5.16, that 72.9% children of treatment and 58.3% of 

comparison districts suffering from diarrhea were taken to public sector health 

providers. 27% children of Upper while 41.7% children of Lower Dir district who 

suffered from diarrhea, were taken to private health centers for treatment and 

consultation. Treatment from a private health service provider was more commonly 

prevailed in Lower Dir. This difference revealed that the people of the comparison 

district spent more resources on health facilities as compared to treatment one. In this 

regard, the comparison district was better than the treatment district where no USAID 

Health assistance was provided. 
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Table 5.16 
Source of Treatment for Diarrhea and District –wise Cross Tabulation  

Facilitators 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within

Public sector 137 72.9  67 58.3  204 67.3 

Private sector 51 27.1  48 41.7  99 32.7 

Total 188 100  115 100  303 100 

Source: Calculated from field data 

The data about all the private health facilities or providers in the treatment and 

comparison districts are presented in Table 5.17. It was revealed that 54.9% of children 

in Upper Dir and 27.1% in Lower Dir were taken up to none or low qualified persons 

such as dispensers for consultation/treatment. They examined more than half of the 

children with diarrhea in treatment (Upper Dir) as compared to the comparison (Lower 

Dir) districts. Keeping in view this difference, it might be said that the comparison 

district stood much better than the treatment district for curing the diseases from the 

appropriate physicians. 

Table 5.17 
Private Medical Sector and District-wise Cross Tabulation  

Private 
facilitators 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Pvt. Hospitals 4 7.8  14 29.1  18 18.2 

Chemists 1 2.0  2 4.2  3 3.0 

Pvt. Doctors 18 35.3  17 35.4  35 35.4 

Homeopaths 0 0  2 4.2  2 2.0 

Dispensers 28 54.9  13 27.1  41 41.4 

Total 51 100  48 100  99 100 

Source: Calculated from field data 
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It is revealed from the data (Table 5.18) showed that 73.7% of mothers in treatment 

district while 92.2% in the comparison district were aware about the oral dehydration 

salt (ORS) and previously they used to give ORS packets at some time to their children. 

Both knowledge and use of ORS packet in the comparison district were higher as 

compared to the treatment one. The results also explained for other medicines such as 

injection, IV drip, home remedy, herbal, and other treatments locally used for 

diarrhea’s cure. More injections (64.9 %) were used by the comparison than the 

treatment (46.8 %) districts. This difference showed that the treatment district was 

better than the comparison but the use of IV drip, home remedy, and herbal  the 

comparison district was higher than treatment regime. The use of a home remedy, and 

herbal by women of Lower Dir was four times more than Upper Dir. These outcomes 

confirmed that women belonging to comparison district had more information about the 

disease and the use of homemade treats. Based on the aforesaid, it might be concluded 

that the comparison district (Lower Dir) is better than the treatment district (Upper Dir) 

in treatment/curing of diarrhea.  

Table 5.18 
Treatment for Diarrhea in Upper and Lower Dir, KP  

Available remedies 

Group 
 Total 

Treatment Comparison 

Count % within Count % within  Count % within

For diarrhea 188 98.9 115 98.3  303 98.7 

ORS has given 140 73.7 107 98.2  247 80.7 

Homemade drinks  12 6.3 6 5.1  18 5.9 

Injections 88 46.8 72 64.9  160 53.5 

IV drips 75 39.9 39 35.1  114 38.1 

Home remedy etc.  23 12.2 60 54.1  83 27.8 

Other treatment 0 0 0 0  0 0 

Source: Calculated from field data 
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  5.8.6 Fever 

It is known factors that fever adversely affects the growth of children and create 

morbidity of them in the area. The present study also verified (Table 5.19) that fever 

was the most commonly prevailing disease in the target area. It was found that 62.3% of 

the children, suffering from this disease were reported in treatment district while 54.5 % 

in comparison district. According to these figures a significant difference was observed 

between the two districts. The comparison district was better than the treatment one in 

this matter as well. 

Table 5.19 
Fever in Last Two Weeks Prior to Survey and District Cross Tabulation  

Fever 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Yes 298 62.3  240 54.5  538 58.6 

No 180 37.7  200 45.5  380 41.4 

Total 478 100  440 100  918 100 

Source: Calculated from field data 

5.8.7 Acute Respiratory Infection (ARI) 

The ARI was also among the most dangerous diseases of children in these two districts. 

It was a common cause of deaths and morbidity of children of less than five years of 

age. It was observed that maximum number of children were admitted for treatment of 

this disease in District Head Quarter Hospitals, Upper Dir & Lower Dir and tehsil 

hospital Wari.  

The results (Table 5.20) showed that 38.3 and 34.6% of the total 478 and 439 children 

of treatment and comparison districts had indicators of ARI. There were considerable 

variations with respect to numbers and percentages among children in both the sample 



                                                  USAID Assistance and Development in KP 72

districts. In this regard, the differences between these two districts not only reflect on 

the health conditions of the children but also the way mothers perceive diseases among 

them. The high prevalence rate for ARI was reported in the treatment district. The 

difference showed that comparison district was likely better than treatment one. It was 

evident that the USAID intervention did not affect positively on the children in Upper 

Dir regarding this disease. 

Table 5.20 
Faster Breathing during Cough and District-wise Cross Tabulation 

ARI 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Yes 183 38.3  152 34.6  335 36.5 

No 295 61.7  287 65.4  582 63.5 

Total 478 100  439 100  917 100 

Source: Calculated from field data 

The data presented in Table 5.21 showed that 70.1 and 58.8% children suffering from 

fever/ARI were brought to public sector health facilitators located in the treatment and 

comparison districts for treatment/consultation, respectively. Whereas, 29.9 % children 

of the treatment district and 41.7% of the comparison district suffered from the same 

disease were checked up in private health providers. Treatment at private health centers 

or from a private health provider was more commonly sought in children of the 

comparison district (Lower Dir). This difference reflected that people of the comparison 

district spent more in monetary terms on health facilities as compared to treatment 

district. It was found that the comparison group was superior to the treatment one. 

It is evident that 42.7% children of treatment district and 29.3 % children of the 

comparison district with fever/ARI were taken up to non/low qualified persons such as 
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a dispenser for consultation (Table 5.22). More children of treatment district were taken 

up with lowest qualified individual as compared to comparison district. Due to the 

marked difference, the treatment district did not perform well as compared to the 

comparison district that stood much better. 

Table 5.21 
Source of Treatment/cure for Fever and ARI and District-wise Cross Tabulation 

Facilitators 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Public sector  209 70.1  141 58.7  350 65.1 

Private 
sector 

89 29.9  99 41.3  188 34.9 

Total 298 100  240 100  538 100 

Source: Calculated from field data 

Table 5.22 
Private Sector treatment for fever and District-wise Cross Tabulation 

Facilitators 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Pvt. Hospitals 19 21.3  27 27.3  46 24.5 

Pharmacy 0 0  8 8.1  8 4.3 

Pvt. Doctors 32 36  30 30.3  62 33 

Homeopaths 0 0  5 5.1  5 2.7 

Dispensers 38 42.7  29 29.2  67 35.5 

Total 89 100  99 100  188 100 

Source: Calculated from field data 

Based upon the summarized performance indicators of child health (Table 5.23), it 

might be verified that the contribution of the USAID intervention did not positively 



                                                  USAID Assistance and Development in KP 74

affect the child health in Upper Dir of KP), confirming/accepting the first hypothesis of 

the recent study. 

Table 5.23  
Summary of the Performance Indicators for First Hypothesis - Child Health 

Performance Indicators 
District 

Treatment Comparison 

Child weight (Table 5.9) Better ------- 

Immunization status (Table 5.10) ------- Better 

Source of information on immunization (Table 5.11) ------- Better 

Vaccination (Table 5.12) ------- Better 

Diarrhea (Table 5.13) ------- Better 

Blood in stool (Table 5.14) ------- Better 

Treatment for diarrhea (Table 5.15) ------- Better 

Sources of treatment (Table 5.16) ------- Better 

Private medical sector (Table 5.17) ------- Better 

Available remedies (Table 5.18) ------- Better 

Fever (Table 5.19) ------- Better 

Acute Respiratory Infection (Table 5.20) ------- Better 

Treatment of fever in ARI (Table 5.21) ------- Better 

Private sector treatment (Table 5.22) ------- Better 

Source: Calculated from field data 

5.9 Hypothesis 2 Infant and Child Mortality 

Data were collected from each eligible woman ( aged from 12 to 49 years) at the time of 

the interview as an extension of pregnancy history in detail to analyze the second 

hypothesis which states that the USAID intervention has no significant effect in the 

reduction of infant and child death rate in KP, especially Upper Dir. 
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According to WHO (1995) the mortality rates in children were classified into the usual 

risk periods namely under 1 month (neonatal), 1-11 months (post neonatal) and 1-4 

years (child). The information was gathered for all births whether the children lived or 

not and how long after birth they died. For data on child mortality in the current study, 

the eligible women/mothers of the dead children were asked to furnish information 

about the deaths of their children that occurred since January 2005. The data depended 

upon the retrospective births and deaths histories that were reported by women/mothers 

of the respective children. Most of them were illiterate, so about the exact age at deaths, 

pregnancy losses/stillbirths and of early infant births and deaths were commonly 

observed. However the mothers remembered the births and deaths of their children but 

were selective about the age at death occurred. In such cases, heaping would bias the 

one category of mortality rate downward and the other upward. 

5.9.1 Gravidity 

Gravidity means the number of pregnancies per woman. In treatment district the total 

number of births (dead & alive) was 573 and the total women who gave birth to them 

were 251 in the survey period, so the gravidity was recorded in 2.438. In the 

comparison district gravidity was observed to be 1.991. After comparing these two 

figures of both the districts, it was acknowledged that an average woman of the 

treatment district produced more children than the woman of comparison district. It was 

apparent that the comparison district was better than the treatment district.  

5.9.2 Parity 

Parity means the number of live births per woman. Total live births divided by the total 

number of the women. On average, each social status had a parity of 2.034 in each age 

group in the treatment district (Upper Dir) while it was 1.8487 in comparison district 

during the survey time. It was apparent from data in Table 5.24 that in each age group 
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and social status, more live births and low death rate were recorded as compared to the 

one Upper Dir. The difference might support that the comparison district was healthier 

than the treatment district of KP. 

The data in Table 5.24 indicated that 83.4% of the children were alive and 16.6% were 

dead in a treatment district in contrast, 92.8% were documented as alive. A percentage 

of 7.2 children were reportedly dead. Of 573 births, 7 babies were stillbirths while 566 

were alive births. The Table 32 presented that as a whole the children were dying by 

more than 2.5 times in Upper Dir as compared to the Lower Dir Districts. Marked 

differences were observed between these two districts which explained that comparison 

district was better than the treatment one.   

Table 5.24 
Survival Status of Child and District-wise Cross Tabulation 

Survival 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Alive 478 83.4  440 92.8  918 87.7 

Dead 95 16.6  34 7.2  129 12.3 

Total 573 100  474 100  1047 100 

Source: Calculated from field data 

5.9.3 Children Deaths 

Out of the total 95 deaths, 7 stillbirths, 62 neonates, 19 post neonatal and 7 child deaths 

were identified in the treatment district (Upper Dir). While out of the total 34 deaths, no 

stillbirth, 17 neonates, 11 post neonatal and 6 child deaths were reported for the 

comparable district (Lower Dir) (Table 5.25). The result revealed that 73.6 and 26.4% 

child deaths were occurring in the treatment and comparison districts, respectively. 

Which indicated that comparison district was better than treatment district. 
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5.9.4 Children Mortality Rates 

The PDHS (2007) calculated the neonatal mortality as the total deaths up to the age of 

one month divided by the total live births, the post neonatal mortality as the total deaths 

from one month to twelve months of age divided by the live births, the Infant mortality 

by the addition of neonatal and post neonatal deaths divided by total live births, and the 

child mortality was calculated as the total child deaths divided by the total children 

surviving to 12 months of age. All those mortality rates were expressed per 1000 live 

births but the Child mortality rate was expressed per 1000 children surviving to 12 

months of age. 

Table 5.25 
Categories of Child Death and District-wise Cross Tabulation  

Death 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Stillbirth 7 7.4  0 0  7 5.4 

Neonatal  62 65.2  17 50  79 61.2 

Post 
neonatal  

19 20.0  11 32.4  30 23.3 

Child 7 7.4  6 17.6  13 10.1 

Total 95 73.6  34 26.4  129 100 

Source: Calculated from field data 

All types of death rates in treatment and comparison districts in the current study are 

presented in Table 5.26. A total of 566 and 474 live births were reported by eligible 

women in treatment and comparison districts, respectfully. The mortality rate for 

neonatal (110), post neonatal (34), infant (143), child (14) and less than five (155) was 

recorded in the treatment district (Upper Dir). The mortality rate for neonatal (36), post 
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neonatal (23), infant (59), child (13) and less than five (72) was documented in the 

comparison district (Lower Dir).  

Treatment district stood higher in all categories of mortality rates than comparison 

district. This marked disparity in all categories between the two districts exposed the 

fundamental difference in treatment and comparison districts that comparison district 

was superior to treatment district.  

Table 5.26 
District and Categories of Child Deaths Cross Tabulation 

Mortality rates 
District 

Difference 
Treatment Comparison 

Neonatal1 110 36 74 

Post neonatal2 34 23 11 

Infant3 143 59 84 

Child4 14 13 1 

Under five years of age5 155 72 83 

1 Number of neonatal deaths divided by total live births multiplied by 1,000  

2 Number of post neonatal deaths divided by total live births multiplied by 1,000 

3 Sum of neonatal and post neonatal mortality rates 

4 Total deaths from 1 to 5 years of age divided by total births surviving to 12 months of age 

6 Total deaths under age 5 divided by total live births 

5.9.5 Immediate Causes of Children Death 

Boone (1996) stated that factors of baby death responded quickly to improve the health 

services and therefore, were categorized as “flash indicators of improvement in the 

conditions of the poor”.  

The data (Table 5.27) expressed that birth asphyxia (39), pneumonia/ARI (22), 

congenital abnormality (11), diarrhea (10), prematurely (3), accidents/injuries (1), 

disease not mentioned (7) and not reported (2) were observed as the main causes of 

deaths among children under age five in treatment district. In the comparison district, 
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these were birth asphyxia (13), pneumonia/ARI (3), congenital abnormality (8), 

diarrhea (5), accident/injuries (2) and disease not mentioned (3). The results showed 

that the treatment district was higher than the comparison district in all main causes of a 

child's death, which proved comparison district was better than treatment district. 

Table 5.27 
Immediate Causes of Child's Death and District- wise Cross Tabulation 

Causes of 
child's death 

Group 
 Difference 

Treatment 
 

Comparison 

Count % within Count % within  Count % within

Birth asphyxia 39 75.00  13 25  26 50 
Pneumonia/ 
chest infection 

22 88.00  3 12  19 76 

Congenital 
abnormality 

11 57.89  8 42.11  3 15.78 

Diarrhea 10 66.67  5 33.33  5 33.34 

Prematurely 3 100.00  0 0  3 100 
Accident/ 
injuries 

1 33.34  2 66.67  -1 33.33 

Disease not 
mentioned 

7 70.00  3 30.00  4 40.00 

Not reported 2 100  0 0  2 100 

Total 95 -  34 -  61 - 

Source: Calculated from field data 

The second hypothesis of the present research work were accepted on the basis of 

encapsulate performance indicators (Table 5.28), which confirmed that the USAID 

intervention did not positively influence infant and child mortality in the treatment 

district (Upper Dir, KP). 
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Table 5.28 
Summary of the Performance Indicators for Second Hypothesis - Infant and Child 
Mortality 

Performance Indicators 
District 

Treatment Comparison 

Gravidity  ------- Better 

Parity ------- Better 

Survival Status of Child (Table 5.24) ------- Better 

Category of Child Death (Table 5.25) ------- Better 

Neonatal Mortality Rate (Table 5.26) ------- Better 

Post Neonatal Mortality Rate (Table 5.26) ------- Better 

Infant Mortality Rate (Table 5.26) ------- Better 

Child Mortality Rate (Table 5.26) ------- Better 

Under Five Mortality Rate (Table 5.26) ------- Better 

Immediate cause of Child Deaths (Table 5.27) ------- Better 

Source: Calculated from field data 

5.10 Hypothesis 3: Maternal Mortality 

It was assumed that the USAID intervention reduced the maternal mortality rate 

(MMR) in KP especially Upper Dir. Rosenfield et al., (2006) told that MMR was 

widely recognized as a key human rights issue which reflected the failure of society to 

look after mothers for their lives and health. As per DFID (2004) motherly death could 

be believed the best single factor for efficacy of health mechanism. According to WHO 

(1991) more than one and a half million females died each year worldwide due to 

causes related to births of children. They further reported that 99% of these deaths 

occurred in developing countries. 

A total of 21 adult female deaths were recorded which occurred during the last five 

years in the sample areas of both the districts (Table 5.29). Out of these, 16 deaths were 

reported from the treatment while 5 from the comparison districts. It demonstrated that 

treatment without USAID involvement was 4.3% lowered in MMR than the treatment 

with USAID intervention. The comparison district showed excellent results in case of 

adult female deaths than the treatment district. 
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Table 5.29 
Survival Status of Women and District-wise Cross Tabulation  

Women 
survival 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Alive 235 93.6  238 97.9  473 95.7 

Dead 16 6.4  5 2.1  21 4.3 

Total 251 100  243 100  494 100 

Source: Calculated from field data 

The mean age of the women/mothers in the treatment and comparison districts stood at 

28.03 and 28.48 years, respectively (Table 5.30). These results did not differ 

significantly. 

Table 5.30 
Women/Mothers’ Age 

Groups N Mean Std Deviation Std  Error Mean 

Treatment 235 28.03 5.490 0.358 

Comparison 238 28.48 5.188 0.336 

Source: Calculated from field data 

In both the districts, a total of 21 deaths were reported (Table 5.31) which included 16 

in the treatment district and 5 in the comparison district. It was further revealed that out 

of 16 deaths, 9 women had died at home and 7 at hospital in Upper Dir while out of 5 

dead women in Lower Dir, 3 had passed away at home and 2 at the hospital. It was 

apparent from the results of the present study that more women died at home 

irrespective of USAID.  
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Table 5.31 
Place of Women's Death and District-wise Cross Tabulation   

Women's 
Death 

Group 
 Total 

Treatment 
 

Comparison 

Count % within Count % within  Count % within 

Home 9 56.25  3 60  12 57.14 

Hospital 7 43.75  2 40  9 42.86 

Total 16 100  5 100  21 100 

Source: Calculated from field data 

5.10.1 Immediate Cause of Women's Death 

The causes of the pregnant women's deaths are multiple, interrelated and complex. The 

current study limited to only a few such cases as postpartum hemorrhage, 

eclampsia/toxemia of pregnancy, puerperal sepsis, cancer and placental disorders. 

The results (Table 5.32) revealed that Postpartum Hemorrhage (4), Eclampsia/Toxemia 

of pregnancy (1), Puerperal Sepsis (2), Cancer (2), no Placental disorders and 

unexplained deaths (7) were reported as the key factors of women's deaths of treatment 

district. In comparison district, these included Postpartum Hemorrhage (1), 

Eclampsia/Toxemia of pregnancy (1), Puerperal Sepsis (2), no Cancer, Placental 

disorders (1) and unexplained deaths (1). The difference for all reasons of woman's 

death showed that the treatment district was higher than the comparison district which 

affirmed that the comparison district remained superior to treat one. 
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Table 5.32 
Immediate Causes of Women's Death and District-wise Cross Tabulation  

Death’s causes 

Group 
 Total 

Treatment Comparison 

Count % within Count % within  Count % within

Postpartum 
hemorrhage 

4 25.0 1 20.0  5 23.80 

Pregnancy 
Eclampsia  

1 6.25 1 20.0  2 9.52 

Puerperal sepsis 2 12.50 1 20.0  3 14.29 

Cancer 2 12.50 0 0.0  2 9.52 

Placental disorder 0 0.0 1 20.0  1 4.76 

Unexplained 7 43.75 1 20.0  8 38.11 

Total 16 100 5 100  21 100 

Source: Calculated from field data 

5.10.2 Maternal Deaths 

In case of women’s deaths aging 12 to 49 years during the survey, a series of questions 

were asked like whether it occurred during the pregnancy, childbirth, died within two 

months of the end of pregnancy. If the woman / mother died of obstetric causes then, it 

was known as a maternal death. Four main reasons were identified and reported in 

Table 5.33 for the maternal deaths. Wherein, its main causes were declared as 

postpartum hemorrhage (4), eclampsia/toxemia of pregnancy (1) and puerperal sepsis 

(2) in treatment district. While in the comparison district, these causes were asserted as 

postpartum hemorrhage (1), eclampsia/toxemia of pregnancy (1), puerperal sepsis (1) 

and placental disorders (1). The data portrayed a clear difference in both the districts. 

The comparison district was categorized better from the treatment district for all the 

reasons except the Placental disorder. 

 



                                                  USAID Assistance and Development in KP 84

 
Table 5.33 
Causes of Maternal Deaths and District-wise Cross Tabulation  

Causes of Maternal 
Deaths 

Group 
 Total 

Treatment Comparison 

Count % within Count % within  Count % within

Postpartum hemorrhage 4 57.14 1 25  5 45.45 

Eclampsia of pregnancy 1 14.30 1 25  2 18.18 

Puerperal sepsis 2 28.56 1 25  3 27.28 

Placental disorder 0 0 1 25  1 9.09 

Total 7 100 4 100  11 100 

Source: Calculated from field data 

5.10.3 Maternal Mortality Rates (MMR) and Ratios 

The MMR was calculated as the total maternal deaths divided by the total women 

multiplied by 1,000 whereas the maternal mortality ratio was calculated as the total 

maternal deaths divided by the total live births multiplied by 100,000. The current study 

also worked out MMR and the ratios of the sampled areas during the survey of the 

treatment and comparison districts (Table 5.34).  

A total of 566 live births was reported by 235 eligible women, out of which 7 women 

were reportedly known to be maternal deaths in treatment district. While in comparison 

district, 238 eligible women gave live births to a total of 474 children. Out of them, 4 

women were affirmed the maternal deaths. The maternal mortality rate was 29.8 and 

16.8 in treatment and comparison districts while the maternal mortality ratio was 1236.7 

and 843.9 in the same districts. Mortality figures highlight the great disparity and clear 

inequality between comparison and treatment districts. The comparison district was 

better than treatment district in this regard.  
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Table 5.34 
Maternal Mortality Rates and Ratios  

Particular  
District 

Difference 
Treatment Comparison 

Maternal mortality rate1 29.8 16.8 13 

Maternal mortality ratio2 1236.7 843.9 392.8 

1 Number of maternal deaths divided by total women multiplied by 1,000 

2 Number of maternal deaths divided by total live births multiplied by 100,000 

Based upon the summary of the performance indicators (Table 5.35), the third 

hypothesis of maternal mortality rate for the study was rejected. This asserted that 

USAID intervention did not affect the maternal mortality rate in Upper Dir, KP.  

Table 5.35 
Summary of the Performance Indicators for Third Hypothesis-Maternal Mortality 

Performance Indicators 
District 

Treatment Comparison 

Survival Status of Women (Table 5.29) ------- Better 

Place of Women Death (Table 5.31) ------- Better 

Immediate Causes of Women Deaths (Table 5.32) ------- Better 

Causes of Maternal Deaths (Table 5.33) ------- Better 

Maternal Mortality Rate (Table 5.34) ------- Better 

Maternal Mortality Ratio (Table 5.34) ------- Better 

Source: Calculated from field data 

5.11 Hypothesis 4: Health Infrastructure 

The last hypothesis of the current study stated that the USAID intervention affected 

positively the health infrastructure of KP especially Upper Dir. Health care is provided 

to the public of both the districts through institutes having a vast network of health 

infrastructure facilities. These institutions (hospital & category d hospital, dispensary, 

RHC, MCH Center and Sub-Health Center & BHU) are categorized as physical health 
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infrastructure and human resources (doctors, radiologists, dental surgeons, dispensers, 

nurses, midwives, nurse midwives, LHVs and Other paramedical staff). These two 

dimensions of health infrastructure facilities are depicted later. The health system 

comprised all the above mentioned factors, which are interrelated and interdependent 

and directly impinged on each other. 

5.11.1 Physical Health Infrastructure 

The facilities/institutions that are currently providing health services in the treatment 

(Upper Dir) and comparison (Lower Dir) Districts are: 

 5.11.1.1 Hospital 

It is the uppermost referral center which has 10 or more beds along with all types 

specialists and other medical facilities. However, it has different levels depending on 

skillful human resources, physical facilities and equipments.  

  5.11.1.2 Category D hospital 

Category D hospital forming the upper tier is established and maintained by the 

provincial governments. Four medical specialists including physician, surgeon, 

gynecologist and pediatrician are supported by necessary paramedical and other staff. 

Norms require a typical category D hospital to have 30 to 120 indoor beds having labor 

room (LR), OT, X-Ray and laboratory facilities. A category D hospital is a referral 

center for RH centers, Sub-health centers, dispensaries and basic health units within its 

jurisdiction, providing facilities for obstetric care and specialist expertise. 

    5.11.1.3 Dispensary 

A health institution having less than 10 beds known as a dispensary. However, the 

dispensaries located in the target two districts are 29 which have no beds at all. 
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   5.11.1.4 Rural Health Center 

A rural health center (RHC) provides medical cover to a population of 10,000 to 

50,000. An RHC may have up to 25 beds with Laboratory, X-ray and minor surgery. 

RHC is linked through category D hospitals to district headquarter hospitals which have 

all medical facilities. 

  5.11.1.5 Maternal and Child Health (MCH) Center 

The MCH centers are responsible to provide services to mothers and newborns in 

predetermined areas and population as outdoor & indoor patients.  

 5.11.1.6 Sub-Health Center 

It is a form of BHU and the existing sub-health centers are gradually being converted 

into BHUs. 

  5.11.1.7 Basic Health Unit (BHU) 

The basic health unit is the most peripheral institution and first contact point between 

the formal healthcare system and the rural population. A BHU is provided to serve 

about 5,000 to 10,000 populations. A BHU is responsible to provide basic drugs for 

minor ailments and services in relation to maternal and child health, immunization, 

child spacing, diarrhea and control of malaria and communicable diseases. 

  5.11.2 Health System in Treatment District (Upper Dir) 

The health care delivery network is divided into three independent entities in treatment 

district (Upper Dir). Three Category D Hospitals (Warri, Patrak & Barawal), 1 TB 

Clinics, 10 Dispensaries, 3 MCH Centers, 2 Sub-Health Centers and 3 Leprosy Clinics 

work under Executive District Officer Health. District Headquarter Hospital and Zanana 

Hospital Dir Upper are managed by Medical Superintendent who directly reports to 

Director General Health Services, Peshawar. While 32 BHUs are managed by the 
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District Support Unit, People S Primary Health Care Initiative (PPHI) who work under 

the Cabinet Division Secretariat, Government of Pakistan, Islamabad.  

  5.11.3 Health System in Comparison District (Lower Dir) 

The health care delivery network is divided into two independent entities in the 

comparison district (Lower Dir). District Head Quarter (DHQ) Hospital Dir Lower is 

managed by Medical Superintendent (MS) while all the other health institutions 

including 33 Basic Health Units fall under the Executive District Officer Health 

(EDOH). Both directly report to Director General Health Services (DGHS), Peshawar. 

Health Ministry of KP is the central authority responsible for implementation of a 

number of initiatives and programs in areas of family planning and primary health care, 

EPI, optimal birth spacing, prevention and control of the main diseases in the province. 

Table 5.36 shows the data before and after the USAID intervention in health sector of 

the treatment district. The data were analyzed by using the difference in difference 

method. There was a change in the number of hospitals and their beds in both districts. 

Three RH Centers of the treatment district were upgraded to category D hospitals while 

one category D hospital was established in the comparison district. 

The total beds difference was 168 inclusive of 66 beds of the three RH Centers. So the 

actual difference was recorded as 102 beds in the treatment district. With established 

one category D hospital, 149 beds in hospitals and 56 beds in RH Centers were 

increased in the comparison district. This difference showed that the comparison district 

remained much better than treatment district. One dispensary was decreased in 

treatment district, while the number dispensaries were increased to 3 in comparison 

district. One MCH Center increased in the comparison district while there was no 

increase in the treatment district during the last five years. One sub-health center 
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decreased in treatment district while no change occurred in comparison district. The 

BHUs decreased from 36 to 32 in the treatment district and increased from 30 to 33 in 

comparison district. However, USAID had invested a lot of resources in the 

construction of some portions in the existing buildings in the health sector. These 

figures declared that no difference occurred in the physical health infrastructure of the 

treatment district by the intervention of USAID assistance. 

Table 5.36 
Physical Infrastructure of the Upper and Lower Dir 

 District 

Treatment  Comparison 

2005 2010 Change  2005 2010 Change 

Hospitals 
Number 2 5 3  2 3 1 

Beds 106 274 168  281 430 149 

Dispensaries 
Number 11 10 -1  16 19 3 

Beds 0 0 0  0 0 0 

RH centers 
Number 3 0 -3  4 4 0 

Beds 66 0 -66  36 92 56 

TB clinics 
Number 1 1 0  0 0 0 

Beds 0 0 0  0 0 0 

MCH centers 3 3 0  8 9 1 

Sub health centers 3 2 -1  2 2 0 

Basic Health Units (BHU) 36 32 -4  30 33 3 

Leprosy clinics 3 3 0  2 2 0 

Source: Calculated from field data 

   5.11.4 Human Resources 

The time period is enough for the assessment of foreign monetary assistance for a 

positive effect to improve human resource indicators, it gets five years and change in 

health indicators within one or two years are much more time to be recorded.  

The data in Table 5.37 indicate the human resources available for health care of the 

population of both the treatment and comparison districts for the year 2005 ( before the 
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intervention) and for 2010 ( after the USAID intervention). Out of 35 doctors, 18 were 

posted in DHQ hospital, Upper Dir, 12 in 32 basic health units and only 5 in the rest of 

the health institutions such as 3 category D hospitals, 10 dispensaries, one TB clinic, 3 

MCH centers, 2 Sub-health centers and 3 Leprosy clinics in the treatment district. 

While out of 87 doctors, 41 were posted in DHQ hospital Lower Dir, 31 in 33 BHUs 

and only 15 in the rest of the health institutions such as 1 category D hospital, 4 RH 

centers, 19 dispensaries, 9 MCH centers, 2 Sub-health centers and 2 Leprosy clinics in 

the comparison district Lower Dir.  

These figures showed that 29 doctors, 2 dental surgeons and 10 lady health visitors 

were decreased. 20 dispensers, 26 nurses, one nurse Midwives, 25 Midwives and 106 

other paramedical staff got increased in treatment district. While 9 doctors and 5 dental 

surgeons declined and 16 dispensers, 55 nurses, 16 Midwives, 6 LHVs and 247 other 

paramedical staff were increased in comparison district during five years. Appling 

difference-in-difference method of impact evaluation the aggregate difference shows 

that the comparison district is better than the treatment district.    

Based upon the summary of the performance indicators (Table 5.38), the hypothesis of 

the recent study was rejected regarding the positive influence of USAID intervention on 

health infrastructure in Upper Dir of KP. 
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Table 5.37 
Human Resource/Manpower of Upper and Lower Dir 

Human Resource 

District 

Treatment Comparison 

2005 2010 Change 2005 2010 Change

Doctors 64 35 -29 96 87 -9 

Radiologists 0 0 0 1 1 0 

Dental surgeons 3 1 -2 6 1 -5 

Dispensers 27 47 20 59 75 16 

Nurses 8 34 26 14 69 55 

Nurse Midwives  0 1 1 0 0 0 

Midwives  54 79 25 54 70 16 

Lady health visitors 42 32 -10 43 49 6 

Other paramedical staff 141 247 106 173 447 247 

Source: Calculated from field data 

Table 5.38  
Summary of the Performance indicators for Fourth Hypothesis - Health Infrastructure 

Performance Indicators 
District 

Treatment Comparison 

Physical infrastructure (Table 5.36) ------- Better 

Human resource/ manpower (Table 5.37) ------- Better 

Source: Calculated from field data 

This study indicates that treatment district was already inferior in all traits examined. 

Otherwise treated district must not have shown such poor performance after all it was 

positive treated. So where was USAID assistance used and for what purposes, if 

nothing improved rather non-recipient district was better in all aspects. 

 



                                                  USAID Assistance and Development in KP 92

 

 

 

 

 

 

 

 

     

   CHAPTER SIX 

DISCUSSION, CONCLUSION AND RECOMMENDATIONS 
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  6.1 Discussion 

The difference between the two districts on certain factors of health outcomes as child 

health, infant, child & maternal deaths and health infrastructure are discussed. This 

section strives to argue the results of current empirical research in order to reach some 

conclusions on the basis of available relevant research works. Thus, the conclusions 

drawn from these results are an important part of this chapter. Limitations of the present 

study and recommendations are also highlighted.  

6.2 Child Health 

The influence of foreign intervention on child health under different conditions had 

been investigated by different authors. They revealed mixed consequences of the 

foreign intervention in health and demonstrated positive (Rohert & Chase, 2002; 

Legovini, 2005) and negative (Pradhan et al., 2002; Kondo et al., 2008; Asian 

Development Bank, IED, 2009) influences on the welfares of child health.  

In Pakistan, studies regarding on the subject are nearly negligible; it is assumed without 

evidences that foreign investment positively contributed to child health. Keeping in 

view the results obtained by different authors worldwide and the country’s perception, 

this study hypothesized that USAID assistance did not affect positively the child health 

in particular areas of KP. 

The various parameters measured in this study included child weight and size, level of 

immunization, source of vaccination and a common childhood illness like diarrhea, 

blood in stool of diarrhea, treatment of diarrhea, sources of treatment of diarrhea, 

private medical sector, ARI (pneumonia in a local language), fever, sources of treatment 

for fever and ARI, private sector treatment for fever and ARI. Both the areas with and 

without USAID intervention are compared on the basis of the above factors.  
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The results indicated that the foreign aid (USAID) had no positive effect on all the test 

factors except child weight/size. These results were in agreement with Boon (1996) 

who confirmed that aid did not improve indicators of human development. Chauvet et 

al., (2009) also reported that there was no significant impact of health aid on the basis 

of analyzing the relationship between indicators of child health and its aid. From these 

results, it is evident that the contribution of USAID assistance had no positive impact 

on health sector particularly the child health in the region. 

  6.3 Infant and child Mortality 

A number of previous research work done demonstrated mixed consequences of the 

foreign intervention in infant and child mortality. From their results, positively (Masud 

& Yontcheva, 2005; Mishra & Newhouse, 2007 etc.) And negatively (Boone, 1996; 

Fielding et al., 2008; Kondo et al., 2008 etc.) Impacts were evident in respect to the 

deaths of infants and children.  

These types of studies are practically miniature in Pakistan; it is presumed without any 

sound data available that overseas aid contributed positively on infant and child 

mortality. Keeping in view the aforesaid, a result oriented study was carried out with a 

hypothesis that the bilateral foreign aid particularly USAID has no significant impact to 

decrease the mortality rate of children of the fragile region of KP, particularly where 

they intervene in the health sector is accepted.  

This hypothesis on different factors namely: gravidity, parity, survival status of 

children, neonatal mortality rates, post neonatal mortality rates, infant mortality rates, 

child mortality rates, less than five mortality rates and immediate causes of child deaths 

was tested. 
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The results proved that the foreign aid particularly USAID intervention increased all the 

above mentioned factors instead to reduce it, showing that USAID aid intervention had 

an adverse effect on all types of child mortality rates. The results of the present study 

are in line with Newman et al., (2002), Fielding et al., (2008) and Chauvet et al., (2009) 

who found significant negative impacts of foreign assistance on the infant mortality 

rates of children. In general, it would be concluded that USAID health assistance had 

not positively affected the above mentioned factors in captivity. 

  6.4 Maternal Mortality 

The third hypothesis of the present study assert that the foreign aid particularly USAID 

intervention reduces the maternal mortality rate of the designated district (Upper Dir) of 

KP. The hypothesis were measured on survival status of women, place & immediate 

causes of women's deaths, maternal & causes of maternal deaths and maternal rate & 

ratio. The results of these ultimate beneficiaries of this study showed that the USAID 

assistance had no significant effect on the values of all the above mentioned features of 

the hypothesis. Furthermore, the study indicated that the most important indicator of 

health system maternal mortality rate & ratio was rather increased instead of decrease. 

The results obtained by the existing study were similar to those of Newman et al., 

(2002) who found a significant increase in the proportion of women receiving prenatal 

care, the proportion of cough cases treated. Banerjee et al., (2009) also found that 

micro-credit did not appear to have apparent effects on women's health.  Dichter (2005) 

stated that assistance might not only be a waste of resources but even harmful to aid 

getting states were alike to this research finding. 

It must be noted that official data and results on the maternal mortality rate & ratio are 

scarce and inaccurate in most parts of this region. The maternal mortality rate might be 
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attributed as the best intimated gesture in the effective health system of a specific 

country. From this empirical study, the maternal mortality rates highlight the great 

disparity and clear inequality. It might be concluded that the results of the current 

analysis failed to prove that the existing foreign intervention has reduced the maternal 

mortality rate. 

  6.5 Health Infrastructure 

The last hypothesis stated that, the health infrastructure developed by US foreign 

assistance have a positive impact on the human resource, health physical infrastructure 

and health outcomes such as: child health, maternal and child mortality. The 

infrastructure was measured on the basis of physical infrastructure such as: hospitals 

and its beds, dispensaries and its beds, RHC and its beds, TB clinics and its beds, MCH 

centers, Sub-health center and BHU while human resources such as; doctors, 

radiologists, dental surgeons, dispensers, nurses, midwives, nurse midwives, LHV and 

other paramedical staff.  

Newman et al., (2002) found a positive impact on child mortality as well as under age 

five mortality with a significant decrease in these indicators. However, the results of 

current research did not show considerable positive impacts of such interventions of 

USAID on the physical infrastructure as well as human resources. The study could not 

establish that the construction of any portion of the existing District Head Quarter 

Hospital, Upper Dir and category D Hospital, Wari buildings has a positive effect on 

the health outcomes.  

It is further stated that and no research could be found that has examined this 

phenomena in Pakistan. So, alternate explanations may be made based upon somewhat 

relevant works as well as the personal observations made by the present researcher 
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during his frequent and consistent visits of the area with the survey team. The buildings 

constructed through the USAID assistance were still vacant and unoccupied for 

patient’s beds for a long period; this was the actual reason of the ineffectiveness of 

these buildings. Even a single bed for patient did not exist; therefore, these buildings 

did not make a valuable contribution to the improvement of health outcomes of this 

area.  

Moreover, all the dumping equipments for health provided by USAID assistance were 

kept there, only some kinds of furniture such as chairs and tables were in use and the 

other latest equipments were not in use due to non availability of skillful human 

resources for their operation. Therefore, the latest instruments and equipments provided 

by USAID assistance were lying idle with no impact on the health outcomes. One of the 

other reasons of non-use of these equipments was; if such treatments were made 

available at the public health centers, private business of health providers, particularly 

doctors and dispensers having private business would be adversely affected in the area.  

Beyond these results, some information were and some were not so clear cut, but they 

still allowed to say some more about foreign aid failure. The ineffectiveness of USAID 

assistance has a number of reasons which could explain and support the results. 

Determinants of USAID ineffectiveness that depend on different factors such as the 

characteristics of the recipient country like rational policies, patriot, knowledgeable and 

honest bureaucracy, good and strong institutions etc. And the characteristics of the 

donor country, strategic objectives and  the system of aid itself. 

 According to Dichter (2005), “The ineffectiveness of aid has three roots: First is the 

complex nature of the problem of poverty itself (and the related problem of 

dependence); second is the nature of governments and institutions in the developing 
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countries; and third is the nature of the aid industry itself.” The reasons of the 

ineffectiveness of the current interventions are divided into two broad categories; first 

Micro/Local and second national/ international reasons which are described below: 

6.6 Micro/Local Level Reasons 

As USAID assistance might not be efficient to benefit the end users of an area, 

improvement in infant & child mortality, their health & maternal demise could be 

further skillfully accomplished to facilitate the society at a local stage. Rural as well as 

urban health care services did not suffer from a shortage in the public sector physical 

infrastructure of the treatment district (Upper Dir, KP). The failure of the public 

delivery system today in Upper Dir was an outcome of systemic breakdown of 

accountability relationships within the institutional framework of the entire health 

system.  

There was a shortfall in terms of human resources, measured even against the minimal 

norms prescribed by the government of KP. Even though the posts of different health 

cadres were sanctioned, many of them were lying vacant till today. The existing health 

facilities were underutilized particularly in rural areas. Almost all health providers, 

especially the doctors did not want to serve in the far away rural areas due to political 

influence and insecurity. This lead toward widespread absenteeism from service and the 

centers were run by unqualified persons of the health facility in a rural area. Moreover, 

there was no accountability existed in the public sector services. The doctors in 

government services quite often provided private services instead of serving in their 

officially designated centers of rural areas.  

Chaudhury and Hammer (2004) studied the absence pertaining to health clinics in 

countryside of Bangladesh and found 74% and 35% absenteeism for existing physicians 
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and paramedical staff, respectively. On the basis of the survey conducted by Giedion et 

al., (2001), it was evident that absence among physicians in different hospitals was 98% 

in Costa Rica, 38% in Colombia and 30% in Nicaragua. 

Mcpake et al., (1999) discovered that personnel working in the health sector were 

frequently away from their workplaces in Uganda while some of them were “ghost” 

workers and never attended their offices. Even though the government provided a well-

structured public health care system, the physical infrastructure and the human capital 

required to provide the health facility was insufficient from a number of different 

perspectives.  

A handsome proportion of the USAID assistance for health sector were dedicated for 

construction of new portions in the existing health buildings whereas the needs of labor 

room construction in BHU of the rural communities were often ignored. A lot of the 

poor rural residents were not able to obtain treatment for basic illness either due to the 

non-presence of health professionals in the centers or due to lack of access to the same. 

Even for key health services, a significant proportion of the population continued to 

remain untreated. Neither a female nor a male doctor presented at the time of deliveries 

in the rural areas.  

The researcher personally visited along with the survey team and observed that LHVs 

had established labor rooms in their own residences at most of the BHUs in designated 

rural areas of Upper Dir, KP. There were no gynecologies tables exist for delivery in 

some health centers. The delivery occurred on the ordinary sleeping bed in the official 

health centers. It was also a cause of the home delivery in these areas. Among others, 

one main reason of women and a baby's death at home delivery was wrong position of 
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babies of a pregnant woman. The TBA midwives as well as the existing staffs of the 

BHUs in these areas could not manage such complicated cases properly.  

Most of the existing health centers were not constructed in the appropriate accessible 

places and benefited some influential elites. The total area of District Head Quarter 

category A hospital Upper Dir having 104 functional beds is 306816 Square feet, while 

the Tehsil Head Quarter category D Hospital Warri has 50 functional beds was built on 

261120 Square feet. Further 54400 Square feet land was purchased for its extension so 

its total existing area became 315520 Squar feet. It means Warri Hospital has 8704 

Square feet additional lands as compared to the DHQ hospital Upper Dir. The health 

management further purchased 119680 Square feet of land for Warri Hospital which 

were still disputed. So the scare resources were wasted and mismanaged and were 

misused in uncreative areas of asset due to foreign aid. The USAID assistance lead to 

misallocation of scarce resources in unproductive areas and so not only failed to start 

but actually undermine development. Scare resources were also used to construct 

residences for doctors in some BHUs but that were not in use till date. 

 A lot of health instruments and equipments were provided by USAID to health 

authorities in Upper Dir but that still was missing in some BHUs. The latest and 

sophisticated instruments and equipments provided by USAID assistance were not in 

use due to the non-availability of technical staff; resultantly it had no impact on the 

health outcomes so far. The professionals in the private sector did not have an incentive 

to set up their health centers rather non-professionals were practicing successfully. The 

inadequate and ineffective public health services provided opportunities for the private 

health sector expansion in these areas. The private health sector was not only filling up 

the self created gaps but was also rising key player in service provision in the health 
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sector. But in terms of quality of health services both of them had failed to treat the 

patients properly so far that increased their flow and burdened to urban health centers. 

The existing health facilities failed to meet the requirements of the deprived and 

vulnerable people. The USAID supplied adequate mobile vans to solve the problem of 

accessibility to a great extent of the poor segments and more efficient and quality 

services could reach at the grassroots level in these areas, however it was observed that 

these latest mobile vans were misused which did not impact on health outcomes. 

The USAID and government ran information and communication activities but failed to 

raise the awareness level of the users. Many of the poorest women of the area might 

have not obtained free check up and delivery but informal payment was made in the 

public health services. Lewis (2002) referred the informal payments to those 

expenditures, individually or otherwise in kind or cash, incurred through un-official 

means by a health care system. It might be categorized under the table payments to 

physicians and other health workers. Lewis (2006) reported that the incidence of under 

the table payments to the employees in the government community centers of the 

consumers of health services varied from 3% to 96% in Peru and Pakistan, respectively. 

Transparency International (2006) in their report testified that the health sector was at 

threat of deceit especially in the developing nations having ineffective legal policies. 

The World Bank (2008) executed five projects in India worth $569 million and notified 

that not only the deceit but also the malpractice adversely affected all stages of these 

projects. 

There has been no strong and active accountability system existed at the state level in 

health system but political influences pertained at all levels. According to Economic 

Bulletin (November-December, 2011) “Pakistan’s health sector suffers from 
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insufficient funding, mismanagement, inefficiencies, poor governance, inappropriate 

use of resources, inconsistencies of health policies, corruption and poor implementation 

of reforms”. 

The history showed that rational policies, good governance and political stability helped 

countries to grow not only economically and improve human indicators but also 

decrease poverty whether they received aid or not. As per Peter Bauer (1972) “If all 

conditions for development other than capital are present, capital will soon be generated 

locally or will be available from abroad. If, however, the conditions for development 

are not present, then aid will be necessarily unproductive and therefore ineffective. 

Thus, if the mainsprings of development are present, material progress will occur even 

without foreign aid. If they are absent, it will not occur even with the aid.”  Burnside 

and Dollar (2000) claimed that aid had a positive impact on growth in developing 

countries with good fiscal, monetary and trade policies but had little effect in the 

presence of poor strategies. 

The World Bank (2001) said that a well-developed financial system and a moderate 

sized government were also strongly conducive to economic growth. It might be 

adversely affected if they were not present. The reasons given by them that aid could 

only improve the growth rate when policies (like openness to international trade, sound 

monetary and fiscal plans) were in place; supported the results obtained from the 

current study. 

6.7 Macro Level Reasons 

The USAID assistance was allocated more toward with their own security and 

development. It demonstrated that the pattern of aid distribution was inconsistent with 

affirmed intentions of the donor executives who assumed to implement their deliberate 
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official plans. The USAID assistance appeared to be interchangeable and its expansion 

did not give reflection in health costs. 

The USAID selected the Upper Dir district for US intervention on political grounds and 

their main aim seemed to improve public perceptions of the United States in that area 

where anti American segments might exist. The USAID pursued not only their one 

strategic objective but also followed different strategic purposes. In almost all the 

USAID projects inevitably were involved in purchase of equipments, instruments, 

vehicles from United State. Foreign aid created jobs at United State and built overseas 

markets for American goods and services. As bylaw, almost every US foreign aid has to 

use up on items produced by United State, so these assistances helped to create the 

necessary stable and favorable business environment for US companies in the United 

State.  

A few aid-supporting gainers might succeed in setting a donor aid giving policy 

because the benefits of foreign aid might be very concentrated (rich elites) while the 

losses are widely dispersed (tax payers). Actually foreign aid is a program to transfer 

wealth and income of the poor to the rich segments in both donor and recipient 

countries (Mayer 1999). Ayittey (1986) indicated that aid rather incongruously often 

turned out to be a tax on the poor people in rich nations for distribution to the rich 

people in poor nations. Osterfeld (1990) concluded that “Foreign aid is not aid at all; it 

is foreign harm and the sooner this is recognized the better.” 

The desired image of welfare society and to formulate objectives and strategies for 

development are still the main issues in Pakistan. The population is divided into 

different classes and each class has their own needs and priorities. In the existing 

system, the priorities among these classes have not been clearly defined and 
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consistently as well as frequently the wrong class (rich elites) have been benefited and 

favored because a few of them are making strategies and policies. More of the fruits of 

such interventions have been directed towards a privileged class of Pakistan, while poor 

and deprived class and vulnerable female and young children that are in the majority 

seem to receive the smallest share of such development benefits.  

It was reported that the beneficiary states utilized a fair amount of the overseas funding 

on improper and defective schemes. Peter Bauer (1984) said that some foreign aid was 

utilized to construct capital cities like Brasilia in Brazil, Islamabad in Pakistan, Abuja in 

Nigeria and Dodoma in Tanzania and a small number of citizens inclusive of the 

governing group were profiting from developing these cities.  

Alesina and Weder (2002) worried that “More corrupt countries may actually receive 

larger aid inflows,” and further added that “The US, for which the significant negative 

coefficient on the corruption variable, indicates that more US foreign aid goes to more 

corrupt countries”. 

According to Dichter (2005) “As a means of reducing world poverty, aid has not 

worked, is not likely to work in the future, and cannot work”, and further added that 

“When countries get their acts together, they don’t really need much aid; they are 

already on their way. And when they don’t have their acts together, aid is wasted. Either 

way, doubling the aid money is not the answer”. As per Shleifer (2009) “Countless 

empirical studies have failed to find beneficial effects of official foreign aid. The 

consensus that aid has failed is nearly universal among those who look at the data.”  

6.8 Conclusions 

The intervention of USAID in the health sector was evaluated for its helpfulness and 

effect on some human welfare indicators. The researcher assessed how USAID 
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assistance affected child health, maternal mortality rate, infant and child mortality rate 

and health infrastructure because improvements in these indicators were the goals of 

that intervention. This empirical study based on the data collected from two separate 

districts (Upper Dir & Lower Dir) existed in the same area, in which one (Upper Dir) 

has received USAID assistance and the other did not.  

On the basis of the findings and results of the present study, the following important 

and relevant conclusions are offered: 

 Concerning child health, the results derived from the current study were 

imperative. The public sector policies and expenditures obviously increased the 

child health as against the normal control variables (foreign aid) as per 

expectations. The intervention of USAID assistance has no positive impact on 

child health indicators. 

 The USAID assistance did not significantly reduce infant and child mortality in 

the treatment group (Upper Dir, KP).  

 The influence of alien assistance on maternal mortality rate and ratio were also 

examined and obtained that USAID assistance could not lower the maternal 

mortality in Upper Dir. 

 The health infrastructure developed by US assistance had no impact on the 

human resource, physical infrastructure as well as health outcomes 

 The current dissertation was a 1st pragmatic analysis on the USAID efficacy at 

the micro level that measured the impact on the level of ultimate beneficiaries. 

This non-effectiveness meant that much of foreign aid was not helping the poor 

community. The USAID assistance seems to be inefficient to address the poor 

people. 
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 These minimalist conclusions were very robust and not a single case or 

observation was noticed which might be categorized as the helpful impact of 

USAID assistance on health indicators. However, foreign assistance works, it 

provided equipments, training and construction of infrastructure but these were 

not used to affect the health outcomes, so it did not fail, but here it shows no 

impact. 

6.9 Limitations of the Study 

The following are the limitations of the study under consideration: 

 Pakistan has received the financial assistance since 1951 but this study was 

limited to the period form 2002 to 2010.  

 Pakistan received foreign assistance from different multilateral and bilateral 

agencies, but this study was confined to USAID assistance.  

 Pakistan received the foreign resources from different categories of US 

assistance economic and military, but the study was limited to only Official 

Development Assistance (ODA).  

 The USAID projects existed in the four provinces (Punjab, Sindh, Balochistan, 

and KP), Azad Jammu and Kashmir, Northen Area, FATA and PATA, but this 

study was limited to only those projects which operate/completed in KP.  

 After having come back to Pakistan in 2002, the United States focused on the 

four important key sectors of development Health, Education, Governance and 

Economic growth, the study was limited to only health sector.  

 The USAID initiated ten projects in the health sector; this study was limited to 

one titled “PAIMAN”.  
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 The researcher selected the social sector particularly health sector and more 

specifically maternal and child health in Upper Dir, KP.  

 The selected sample comprises mothers of children; most women were illiterate 

and unaware about the exact date of births of their children so the ages of the 

children were recorded in months.  

 Most of the births occurred at home which were not weighed or the records were 

lost due to mothers’ illiteracy, so exact weights of children were not recorded. 

The women also forgot the size and conditions of their children at birth, so any 

inefficiency/deficiency in that source might pollute measures and thus gave rise 

to imprecise results. 

 The whole target region was hilly area. The houses were not as densely packed 

as the other plain parts of KP, but scattered throughout the villages. In addition, 

in these villages and urban areas neither street number nor house number or 

name was existed, so the data collected as of whole community.  

 The sampling frame was unable to be followed in the area. So the study relied 

on convenience sampling at a village level to select participants might be an 

important limitation as the result could only be generalized to the population 

with some cautions.  

 Another limitation was the non-availability of baseline data at the household 

level; the evaluation was restricted only to a single difference method.   

6.10 Recommendations 

It was observed from the present study that the effectiveness of bilateral foreign aid 

(USAID) on the health outcomes was only limited in Upper Dir, KP and left certain 

areas unexplored which need consideration. Hence, the following recommendations are 

made to further explore in the best interest of the nation: 
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 Beside the health, USAID intervention in other sectors such as education, 

economic growth and governance may be investigated for the effectiveness of 

USAID assistance to recognize the overall pattern of influence of these projects 

in the country. 

 As Pakistan not only received foreign aid from United State but also from other 

bilateral and multilateral donors, further studies might be conducted 

longitudinally to determine their efficiencies and effectiveness in respective 

fields. 

 The foreign aid differed on volume, direction and trends which were not 

considered in the current research such phenomena need to be explored.  

 Each and every donor and recipient countries of foreign aid have their own 

motives and objectives. The donors’ try to influence their own benefits while 

recipients have their own, it needs further research to ascertain an approach for 

mutual gains. 

 Any foreign aid (that is by tying either by source or by project) had certain 

priorities of the donors. They devoted less attention to why the third world 

countries accept alien aid and what they believe to be accomplished. The 

dependency on foreign aid from the donors should be studied separately on the 

same line of the present work. 

 The foreign aid usually has grant and debt portions. The latter will have to be 

paid with mark up - a tax on the future generations. Further studies are required 

to be based on debt and debt serving impacts on development. Furthermore, as 

debt portion may become significant burden, therefore, it needs deliberation that 
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from where to be paid in future. It may be concluded from this study that foreign 

assistance works, it did not fail, but here it shows no effect, so further research is 

needed to pinpoint the various causes for non-efficiency and non-effectiveness 

of this foreign assistance and suggest remedial measures accordingly to enhance 

the quality of life in these undeveloped areas of KP.   
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Appendix-I 

 USAIDS PROJECTS IN PAKISTAN  

1. Health sector 

Sr. 
No. 

Project Name Date Funds (US$) Geographic Focus Beneficiaries 

1 Pakistan Initiative for 
Mothers & Newborns 
 

Oct., 2004 to 
Sep., 2009 

50 million 10 districts of 
Pakistan including 
Upper Dir, KP 

More than 2.5 
million married 
couples & 350,000 
newborns 

2 Demographic Health 
Survey 

June, 2005 to 
July, 2007 

2.8million National Pakistani women of 
reproductive age 

3 Improving Child 
Survival, Health & 
Nutrition 

Oct., 2006 to 
Sept., 2009 

11.5 million All the seven 
agencies of the 
FATA

Over 1.5 million 
adults & 210,000 
children 

4 Green star Social 
Marketing 
 

Nov., 2003 
to Sep., 2007 

19.4 million National - Mostly 
in urban areas and 
five rural districts 

Pakistani women & 
men in underserved 
urban areas in all 4 
provinces & 5 rural 
districts 

5 Key Social Marketing 
 

Sept., 2003 
to Sept., 
2007

20.0 million National - Mostly 
in urban areas 

Pakistani women and 
men in Punjab, Sindh 
& KP

6 Pakistan Safe Drinking 
Water & Hygiene 
Promotion Project 
 

Oct., 2006 to 
Sept., 2009 

16.7million 31 districts/ 
agencies covering 
136Tehsils (1,345 
union councils) 
plus a national 
level hygiene and 
sanitation campaign 

30 million people 
from the targeted 
areas 

7 Pakistan Field 
Epidemiology & 
Laboratory Training 
Program 

Oct., 2005 to 
Sept., 2008 

5.7 million KP & Punjab Medical officers, 
epidemiologists at 
national, provincial 
& district level 

8 Strengthening 
Tuberculosis Control 
 

Sept., 2004 
to Sept., 
2007

4.95 million National 250,000 people 
infected with TB 
annually 

9 Pakistan Polio 
Eradication Initiative 
(PEI) 
 

Sept., 2004 
to Sept., 
2007 

6.1 million Children less than 
5 years in all the 
districts of 
Pakistan including 
AJK & Federally 
Administered 
Northern Areas 

32 million children 
under the age of 5 
years 

10 Reducing the 
Transmission & Impact 
of HIV/AIDS 
 

Feb., 2006 to 
Sept., 2009 

2.7 million 7 districts: Punjab 
(Rawalpindi, 
Multan, Lahore); 
Sindh (Larkana, 
Karachi); KP 
(Peshawar); 
Balochistan 
(Turbat-Kech) 

High risk groups 
(men having sex with 
men, out of school 
youth) 

Total USAID funds used for the development of health sector were $139.45 million. 
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2. Education 

Sr. 
No. 

Project Name Date Funds (US$) Geographic Focus Beneficiaries 

11 Education Sector Reform 
Assistance (ESRA) 

Dec., 2002 to 
Sept., 2007 

83.2 million Sindh & 
Balochistan  

10,000 schools  

12 Establishment of the Aga 
Khan University (AKU) 
Examination Board 

July, 2003 to 
Dec., 2007 

4.5 million National 1787 students and 
faculty from 60 
schools 

13 Strengthening Teacher 
Education in Pakistan 
(STEP) 

Oct., 2005 to 
Dec., 2008 

3.4 million National 
 

National 

14 The Federally 
Administered Tribal 
Areas (FATA) School 
Rehabilitation & 
Construction Program 

May, 2004 to 
March, 2007 

10.5 million FATA 65 schools 

15 FATA Water & 
Environmental 
Sanitation (WES) 

Jan., 2006 to 
Dec., 2007 

400,000 Khyber and 
Mohmand 
Agencies (FATA) 

190 girls' primary 
schools & 90 
communities 
(420,000 residents) 

16 Merit & Need-Based 
Scholarship Program (in-
country scholarships) 

July, 2004 to 
June, 2010 

6.8 million 1000 scholarships 
to be awarded for 
Agriculture & 
Business studies 

1000 scholarships 
to be awarded for 
Agriculture & 
Business studies 

17 USAID-Fulbright 
Scholarship Program 

Sept., 2004 to 
Sept., 2009 

93.0 million 750 graduate 
students 

750 graduate 
students 

18 Science & Technology 
Cooperation Program 

June 2005 to 
Sept., 2008 

6.9 million National (300 
researchers/ 
scientists) 

National (300 
researchers/ 
scientists) 

Total USAID funds used for the improvement of education sector were $208.7 millions in which $83.2 millions 
were used only in Sindh and Balochistan Provinces. 
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3. Governance  

Sr. 
No. 

Project Name Date Funds (US$) Geographic Focus Beneficiaries 

19 Strengthening 
Parliament's 
Representation & 
oversight functions 

Sept., 2005 to 
Aug., 2007 

7,858,447 National National 
Assembly, Senate, 
Provincial 
Assemblies 

20 Encouraging credible 
elections 

Sept., 2006 to 
Feb., 2008 

18,998,972 National Election 
Commission of 
Pakistan 

21 "Districts That Work" Aug., 2006 to 
July, 2009 

26,000,000 National Selected districts 
in all 4 provinces 

A total USAID funds used for Democracy and governance were $52857419. 

 
4. Economic Growth 

Sr. 
No. 

Project Name Date Funds (US$) Geographic Focus Beneficiaries 

22 Developing Financial 
Services for 
Communities Without 
Credit 

Sept., 2003 to 
Sept., 2010 

11,052,588 Balochistan, 
FATA, Sindh 

None 

23 Pakistan Initiative for 
Strategic Development & 
Competitiveness 
(PISDAC) 

May, 2004 to 
Feb., 2008 

11,301,758 Punjab, Sindh, 
KP, FATA 
Balochistan,  

Ministry of 
Industries 

24 Competitiveness Support 
Fund (CSF) 

Feb., 2006 to 
Dec., 2008 

11,822,786 Punjab, Sindh, 
KP, FATA 
Balochistan  

Ministry of 
Finance 

25 Commercial Law 
Development Program 
(CLDP) 

Oct., 2005 to 
Sept., 2008 

1,000,000 National Ministry of 
Commerce 

26 USAID’s South Asia 
Regional Initiative for 
Energy (SARI/Energy) 

2000 to 2008 65,000,000 National Various Ministries 

Total USAID funds used for improving economic growth were $100,177,132. 
 

Source: USAID, 2005. 
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