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FOREWORD

The Government of Pakistan is fuly committed forintroduwing gender responsive
budgetingand this has been reflected in the key policy documents which irclude Poverty
Reductions Stategy Paper (PRSP), Mediun Term Developmert Framework (MTDF)
and Gender Reform Action Plan (GRAP) which all explicitly advocate for instituting
gender responsive budgeting

The Ministry of Finarce, Government of Pakistan with the technical and fimncial
support of UNDP and its cost sharing donors has initiated the ‘Gender Responsive
Budgeting Initiative’ (GRBI) project to promote policy and resource allocation with a
gender perspective.

Gender Aware Policy Appraisal is one of the tools of gender responsive
budgeting which analyses policies and programmes funded through the budget from a
gender perspective by asking whether policies and their associated resource allocations
are likely to reduce or ircrease gender inequalities. The project commissioned three
appraisal studes for the sectors of Education Health and Population Welfare as part of
its planred activities. The studies undertook a sector-specific situation analysis to
understand the needs and identify gaps fran a gender perspective. The draf reports were
shared with the departmental focal persons as well as other stakeholders in a workshop
and a focus group discussion for feedback and inputs received have been subsequently
incorporatedin the final report.

The reports were supervised, with valwble inpus, by Ms. Deborah Budlender,
founding member of South African Women’s Budget anda leading intermtioml adviser
on gender responsive budgeting.

I would also like to take this opportunity to thank UNDP and its cost sharing
donors, namely Swiss Agency for Development and Cooperation and Royal Norwegian
Embassy, for their cortinued support as well as the depatmertal focal persons, both
federal and provincial, fortheir contribuion

Malik Iftikhar Hussain Javed
Natioral Prgect Director GRBI/Jaint Secretary
Minigry of Fimrce
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EXECUTIVE SUMMARY
Introduction

Betterhealth has welfare implications not only forthe individwal and the household they
form part of, but also for the country as a whole. The government undettakes health
intervertions because peoples’ healthstatus plays a crucial rde in determining the social
and econanic development of a country. The focus ofthe studyis on health differences
prevailing between males and females and differerces in health losses and gins that
make some groups of people worse off than others The study covers the federal,
provincial and district level with sub-national amlysis confired to the Punjab province
and two districts namely Gujrat and Rajanpur.

Situation Analysis

Overall, Pakistan performs poorly in terms of health indcators. Pakistanis have a lower
expectation of life at birth than the avemge for South Asian countries. Furthe;, UNDP’s
Human Development Report states that female life expectarcy in Pakistan stands at 60.7,
comparedto 61.0 years formales. This, and the fact that the £male:male ratioin Pakistan
is 95:100, are unnatuml patterns in that bidogically one can expect females to outlive
males by seveml years, and the female population to outnumber the male population
Probable causes for this unnatuml pattern include a high maternal motality mte and
possible underenumemtion of £males insome communities.

Other macrolevel indicators support the picture of owerall poor health in Pakistan with
an added gender bias. For example, the infart motality rate per 1000 live births was 83
in 2002, canparedto 66 for cther courtriesin the region Genderis an issue here tothe
extent that the infint mortality mte is closely rlated tothe health of mothers Mortality
statistics show that female inthe early reproductive age group are morme likelyto de than
theirmale courterpaits. Atleast some ofthis patternis explained by Pakistan’s high rate
of maternal mortality and the young age at which many women start bearing children

More generally, statistics suggest that women are more likely than men to die from
communicable diseases such as typhoid diarrhea, tuberculosis jaundce and pneunonia.
In absolute terms, more womenin Pakistan die as a result oftubercuosis than die from
materml mortality.

Pakistan has a ‘ery high matermal motality rate at 500 per 100,000 live births. A
contributory factor is that in the period 1995-2002 only 43% of pregnant women
received antenatal care and only 58% received tetanus toxoid vaccinations. During this
same peiod, skilled birthattendants attended only 20% of pregmncies. Anotler cause of
the high materml mortality rate is that 34% of pregnant women are malnourished
Similady, 48% of lactating mothers had a caloie irtake less than 70% of the
recommended levwel.
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Policy Analysis

The National Health Policy of 2001 identifiesten key awas forachieving comprehensive
progress in the health sector The fourth of the ten areas is ‘promoting greater gender
equity in the health sector’. The major physical targets ofthe pdicy include redwtionin
the maternal mortality mte (MMR) to 250'100,000 live births by 2010.

In Pakistan, delivery of health services is primarily a provincial or district matter
Ordinary citizens’ main interface withthe public health system is through dstrict-based
first lewel car facilities (FLCFs). However, the federal Ministry designs and funds a
range of vertical progmammes which are implemented through the provirces and disticts.

At the provincial level, there is a specific provincial unit responsible for materml and
child health (MCH). However, this is not the only unit in Pakistanthat plays a role in
promoting women’s health Wamen’s issues are also addressed through seveml cther
programs such asLHWs, the mtioml progmmme for fimily panningand pimary health
care (FP & PHC), and the Women’s Health Project.

Budget Analysis

The overall governmert budget allocation for the health sector increased from Rs 24.4
billionin 2001-02, to Rs 38.0 billion in 2004/05. The allccation nevertheless remains a
small fiaction of gross domestic product. More than 70% of the health allccation is
through the recurrent budget.

Alongside Population Welfare, the Ministry of Health was one of the two pilot ministries
for the federal lewel Medium Tem Budgetary Framework (MTBF) initiative. The
Ministry’s first MTBF, for the peiod 2005/06 — 200708, provides for a significant
allocationinrespect of pranoting gender equity in the health sector. For 2005/06, Rs 291
million of the total of Rs 124 billion wasallccated for promaing greater gender equity.
The amount increases to 306m in 200607 and then decreasesto in2007/08 For 2005/06
this area receives the third biggest allacation of the eight. In 200708 it is the fourth
biggest.

Punjab accourts for about 45% of the tctal of all provircial expenditure on health and
18% of the feceral allocation Punjab’s share of the fderal allocation is based on its
population share andthe actwal needs of people relative tothose in ather provirces. The
provincial health budget shows that almost 93% of expenditure is on curative services.
This cortradicts the pdicy thrustin fivour of prevertive and PHC.

About 50% oftotal governmert health expenditure isaccourted for indistict budgets At
the district lewvel, the ovemll responsibility lies with the Distict Health Officer (DHO).
However, the DHO has limited control over national vettical programmes such as the
LHW or FP & PHC progranmesas the budget is allocated through the provinces.
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The vertical programmes often receive significant support fran donors. Reliarce on
donors raises issues of sustainability. In addtion having vetical programmes in a
devolved situation can hinder seamless service dlivery to the women and men who reed
the services, as well as diminishing distict ownershipand canmitmert.

Analysis o Senice Delivery

The Pakistan Integrated Household Survey of 2001/02 revealed that LHWSs have better
reachthanall athertypes of health facility in Pakistan. In Punjab 80% of responderts said
that there were LHW s in their village, and 64% nation-wide. A cortrol study showed that
for a range of selected health indcators such as use of antemtal came, tefanus injections
for expecting motlers, and iron supplemerts, areas served by LHWs performed much
better than those without this service. Similady, the percentage of births attended by
doctors or cther healthcare profssionals was fir higherinareas served by the LHWSs.

In Pakistan, popuation per hospital bed is 1,536, a figue that is in line with cther
developing courtries However, dispensaries and basic health units are usually not
equipped withbeds or labor rooms. Motler and child health clinics sometimes have one
or two beds to hande non-camplicated deliveres but ae unable to handle obstetic
emergercies Punjabhasa tatal of three bedsin these ficilities across the whole province.
Yet provision of emergency obstetric care is recognized irternationally as a crucial
element ifa country is to reduce the maternal mortality mte.

57% of people in Pakistan use private health certers as campared to 21% who use
government ficiliies. Of the remainder, 14% used private dispensaies and 3% use
private pharmacies. Factors promaing use of pivate health care ficilities rather than
public ficilities includ distance to the govermment facilities and umvailability of
medicines at the outlets. Some ofthe otherreported reasons are urcooperative staff (who
probably are mor uncoopemtive with women than men) lack of technical expertise to
treat complications and unawailability of specialized doctors at the public health care
centers

Overall, the analysis reveals that while the reproductive needs of women are relatively

well catered for, other genderd aspects of health ar not adequately addressed in the
healthpolicies of the government.
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INTRODU CTION

Better health has welfare implications not only for the individual and the
household they form part of, but also forthe country as a whole. The government
undertakes health irtervertions because peoples’ healthstatus plays a crucial rde
in determining the social and economic developmert of a country. World
Developmert Reports show that the past few decades witnessed an increase in
health gins not only in the developed counties, but also in the developing
countries Yet, at the adwent of 21st certury, where many developing courtries
have achieved substartial improvements in health, the situation in Pakistan
remains poor.

The focus of the study is on health dffererces prevailing between males and
females and dffererces in lealth losses and gins that make some groups of
people worse offthan athers.

Why Does Health Mater?

According to the World Dewelopment Report (1993, pp.17) tenefits of improved
healthare manifold Broady these can be summarized as follows:

Healthy people are better able tolearn In dewloping counties, where ore ofthe
major causes of lowenrolment mtes ischild morbidty, better health can result in
higher enrolment mtes in schods. Low enrolment mtes, especially those of
females, associated with poor health redwe the gains from schoding and ability
to learn Studes by Jamison and Leslie (1990)and Psacharopouos (1993) show
education berefits of improved health and econamic benefits of improved
education. These studies show a strong link between schooling and incane. Bliss
and Stern (1978) show that better health and nutrition may increase labor
productivity. Therefore, deficiencies that are dewveloped in early childhood can
have long tem damaging effcts on productivity in later lif as well as on
individual earning ability. Further, econamic giins of improved health statusare
greater for poor people who can benefit fran the use of resources otherwise
inaccessible because of disease.

For the economy as whole, improved health can prodwe savings in treatment
costs by reducing the irciderce of disease. In developing countries, many
illnesses can be preverted through strengthening the primary health care system,
and resources can be saved that otherwise have to be spent on treatmert costs.
For the indvidua household as well, improved health results in better use of
resources. For example, resources that ctherwise have to be spert on treating
illnesses can be freed and used in health promoting practices. However, costs and
benefits of health may vary across individwals, especially males and females,
because of differerces in life sitwations they face and the strengh of their
preferences for healthand their contrd over how household resources are used.
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The World Development Repott (1993, pp. 7) notes, “Advances in incane and
education have allowed houscholds almost everywhere to improve their health
Of the economic policies, increasing the income ofthose in povertyis the most
efficacious for improving health. The reason is that the poor are most likely to
spend additioml income in ways that enhance their health improving their diet,
obtaining saf water, and upgrading sanitation and housing.” In Pakistan, the
prevalerce ofhigh infint and child mortality mtesand poor health are mainly the
result of prevertable conditions. Broady, they indude poor socioeconomic
conditions malnutrition and high prevalence of infectious discases.
Improvemerts in health status therefore, ideally require that causes of ill health
be tackled rather than their consequerces. Promoting factors that drectly
influence the well being of vulnemble groups, such as women and childen can
assist in doing this. In Pakistan ther is a strong needto foster anenvironment
that embles households to promde the health of their members. Within the
household, it is mainly women who are responsible for the health of other
household members. In this regard public policy can be helpful if it results in
better health outcome. Better health means improved family welfare and a more
productive nation. It also means more time for women to spend on cher
activities.

OBJECTIVE AND SCOPE OF THE STUDY

This study intends to analyze gender differences in health outcomes/states and
argues that these ar perpetuated through resource allccations for health and
healthcare pdicies in Pakistan. Generally, budget documents are claimedto be
gender neutral, but the study will explore expenditure patterns of major health
care proglams to find out if they are gender biased gender-neural or gender-
sensitive. The study will also amlyze health care policies to find out the same.
The major causal factors responsible for gender differences in health outcomes
and states are social, economic and pditical.

In 2005, UNDP Pakistan, in partnership with the Government of Pakistan,
initiated Gender Responsive Budgeting in order to mainsteam gender in all
stages of budget cycles for health, education and population welfire. This study
is part of that exercise and will find out the extent of the problem for Pakistan
The fdlowingcritical issues have been explored

1. Pakistan’s healthindicesare very low ascompared to other developing
countriesor courtriesat a similar stage of development.

2. Biologically, £malesare expected tolive longer but in Pakistan £malestend
to die youngerthan males

3. Femalesin Pakistan have higher mortality mtesthanmales, especially in the
rural areas of Pakistan where mome than 70 percent of the popuation lives.

4. Incidence ofarange of majordiseasesillresses is muwch higher forthe females
as compared to the males.
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The study covers the fedeml, provircial and district lewvel with sub-natioml
analysis confined to the Punjab province and two districts namely Gujrat and
Rajanpur the pilot district of the GRBI prgect.
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3.

3.1

SITUATION ANALYSIS

This section explores the prevailing sitwtion of health in Pakistan The health
situationis explored broady at the macro lewl, and microlewl healthindicators
are preserted where data are awailable. The macro-level data have been obtained
from the published sources of the Ministry of Health, and from the sources of
international organizations such as the World Bank and the Woidd Health
Organization.

Pakistan’s Health Profile

To represent Pakistan’s health profile, various macro-lewel indicators have been
selected such as crude bitth and death mtes lif expectancy ate, infint motality
rate, matermal mortality rate. Pakistan’s crude birth rate per 1000 live births in
2002 was 36, higherthanthe South Asiancountries’ weighted avege of26 and
similaily, the crude death rate per 1000 live birthsin 2002 was 10 as canpared to
the South Asian weighted average of 9. As an indication of better health
expectation of 1if at birth has improved massively around the world since the
1950s. However, in Pakistan, overall lif expectancy at bith was 61 years in
2002 as compredto the South Asianaverage of 63 Othermacro level indicators
such as infant motality ate per 1000 live births in year 2002 is 83 compared to
66 prevailing in South Asian countiies including, India, Bangadesh, Nepal, Sri
Lanka, Bhutan, and Maldives.

In Pakistan the Fedeml Buwau of Statistics conducts demogmaphic surveys to
provide information on births and deaths during intercensl periods. The
following data have been obtained from Pakistan’s Demographic Surveys (2001
& 2003) to highlight patterns of mortality across gender by area of residence in
Pakistan. Distribtion of deaths by age and gender highlights certain
characteristics of the population that are impottant for health policy interventions
and overall socioeconomic developments. In Pakistan, however, the registration
system of biths and deaths is nat efficient. Therefore, DHS data are used to
inform onbirthsand deaths

Table 3 1: Distribution ofinfant deaths by sex and region

Region/Age PDS 2001 PDS 2003

Males I Females Males I Females
All Areas 523% 47.7% 55.0% 45.0%
Unde 1 month 543% 457% 59.6% 404%
Restof the year 492% 50.8% 49.1% 509%
[Urban Areas 509% 49.1% 539% 46.1%
[Unde 1 month 51.5% 48.5% 573% 42.7%
Restof theyear 50.0% 50.0% 50.6% 49.4%
[RuralAreas 52.8% 472% 55.4% 44.6%
[Unda 1 month 555% 44.5% 604% 39.6%
Restof the year 48.9% 51.1% 48.3% 51.7%

ource:PDS 2001 &2 003
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Table 3.1 cdpicts distribition of deaths forall areas, urbanand ruml, of Pakistan
It shows that almost half of infant deaths occur in the first month of their life.
Moreover, the number of deaths of male infants is higher than that for female
infants in bath rural and urban areas. This findingis consistert withthe expected
biological diffrences between the sexes. However, after first morth the nunber
of deaths of female infants is slightly higherthan that for male infants in rural
areas.

The World Health Organization idertifies the main stages for which health
intervertions can be implemented using a life cycle appraach The fdlowing
diagram shows the key stages in the lif cycle statting from infancy to late
adulthood Inthe life cycle approach, outcane indicatorsare linked to the risks of
healthat eachstage oflife.

Figure-31 The Life Cycle Hypothesis

Parinatal perkod

Meonatal perked

a I
meonatal .

period 20 days
1 yoar

T ———
yoars
il Chiteacesd

Adolescence
~Sehool-age

The highinfant mortality rate relates toone ofthe early stages of the lifecycles.
Gender considerations in respect of the high infant mortality rate are two-fold.
Firstly, as seenabove, at the time of bitth biologically females are strongerthan m
ales, and as a result more male infants are likely to de as compard to female
infants. The fact that reonatal deaths form a significart portion of the overall
infant deaths suggests that it should be prioritized for health intervention through
policy or resource allecations. Secondly, maternal health has an important
influence over neonatal charces of survival. Thus greater attention to matermal
healthwould be ore of the ways, in which the high mte ofneonatal deaths could
be addessed.
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Chart 3.1 Distribu tion of deaths by sexin selectedage groups
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Chart 3.1 shows the distibution of deaths across areas forselected age groups. It
highlightsthat ovenll, females inthe ealy reprodiwctive age tend to die more than
males This is tree for bath urbanand ruml areas At least, some ofthis mttern is
explaired by Pakistan’s high mte of materml mortality and the young age at
which many women statt beating children Inaddition to earlyage child bearing
during 1995-2002, only 43 percent pregmnt women received antenatal care and
58 percent received tetanus toxoid vaccination. During this period skilled birth
attendants attended only 20 percent of pregnarcies. These fictors all together
contributed to high materml mortality rate.

The following table shows macrodevel indicators of mortality, and life
expectancy. Females hawe a noticeably higher expectation oflost healthy yearsat
birth, of total lif expectarcy lost and probability of dying before reaching five
years.

Table-32: Gender disaggregated hedth indicabors

Healthindcators Male Female
| Lif Expectarcy 61.0 60.7
| IMR (nfintmortality rate) 78.0 4.3
MR (Rinjab) 85.5 73.3
Exrectatian of Jost Iealthy vearsat bith 2002 0.9 93
ercertage of tatal life expectarcy log 11.3 15.0
Probability of dvingunderS vears (er1000)

Q. 115
Source: Human (dndition Report (2003, pp2 35). P istan Demog raphic Surv ey, 2003 ,UN DP, Human
Developmant Report 2004

As shown in the table above, female child mortality is higher than male child
mortality. Accordng tothe World Health Organization in Pakistan, about 40% or
8 million children under five years of age are malnouidshed and about fifty

GenderAwaePolicy Appraisal for Health Sector 9



percent of deaths of childen under five years of age are due to malnutrition
During the period 1995-2002 the percentage of under five underweiglt children
was 38, with 37% children suffeiing from stunting and 13% suffering from
wasting. The government of Pakistan has been promaing breastfeeding practices
to overcame under nourishmert of young children and during 1995-2002;
exclusively breast®d children under 6 months of age wewr 16 percent. For
children between 6-9 months of age, who are started on canplementary food
along with breast-feding the percentage is 31 and still breast€eding children
were 56%. However, with 61% childrenliving underabsolute povety, it scems
harder for the government to overcane malnutitionand prevent pemature child
deaths. The gender patterns suggest that the relationship between malnutitionand
child mortality is not stmightforward Thus while female child mortality is higher
than male mortality, Table 3.3 suggests that gid childen are slightly less likely
than boy children to be malnourished.

Table- 3.3: Rate of malnutriion among Pakistanichildren

|_Sex/Tgcafion Underveight Stunted Wasted |
ale 41.5 29.9 1.6
Female 40.4 27.5 1.8
rban 38 245 2.1
ural 423 325 12
Source: GOP axd UNICEF(2004).

Breastfeedng is often promoted as a way of reducing infart mottality. However,
while breastfeding is good for bahies and cheaper for the household, it can
constrain women’s opportunities to engag in ircome<arning Effctive
breastfeedingalso requiresthat the mether be adequately fed

The following table shows the incidence of selected diseases that are much higher
for femalesas campared to the malesin respect of resultingin death

Table-34: Distribution of cdeathsby type of dieae, locationand sex

Allareas Urbanareas Ruralareas
Diseases Male Female | Male Female Male Female
Typhoid fever 535 797 368 6.12 644 9.15
Diarrhea 279 559 276 5.76 2.82 549
Tuberculosis 3.65 559 368 5.04 362 595
Pneumonia 583 587 583 6.12 584 572
Jaundice 5.1 517 552 5.04 483 526
"ﬂ:}_‘;’;z‘l“‘)‘:"&lsm 267 | 434 1.84 576 322 343
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Diseases ofthenervous | 509 | 4 67 491 432 322 481
system (Paralys is)
Heartfailure 1337 | 825 | 1656 | 1259 | 1127 549
Respiratory infections | 555 | 476 | 368 | 468 | 342 481
asthma
Kidney failuire 231 | 252 276 288 201 229
Someother major

1324 | 1203 | 1166 | 1043 | 14290 | 1304
disease

Source: P&istnn Daro graphic2 001

The evidence presented inthis table shows that in all aras of Pakistan females
are mor likely than males to die because of communicable dseases such as
typhoid, diarrhea, TB, jaundice and pneumonia. The trend is similar for urban
and rural aras. Meanwhile males are more prone todie from heart failure. Table
3.4 shows that among the significant causes of deaths, most orignate in
respiratory prodems, swh as lower spiratory infections, chronic obstructive
pulmonary disease, TB and lung cancer. Susceptibility to most of these is
increased by poor socio-econamic and living condtions. The Federal Burau of
Statistics groups major diseases in 18 major categories and these include,
intestiml infections, tuberculosis, bacterial diseases, viral diseases, rickettsiosis
and other arthropod-bore diseases, wenereal diseases, malignant neoplasm,
endocrine diseases blood diseases diseases ofthe rervous system, diseases ofthe
circulatory system, respimtory system, digestive system, utnary system,
congenital anomalies and deformities, maternal deaths, sign symptoms and ill-
defined conditions, and accidents, injuiesand poisoning Across all geogmphical
areas, incidence of diarrhea typhdad fewr, food poisoning TB malignant
neoplasm, disease ofthe nervous system, congenital dseases, is much higher for
females ascomparedto the males.

The disease burcen in Pakistancan be dvided between canmunicable and non-
communicable diseases. Canmunicable diseases account for 49% and non-
communicable diseases account for 41% of the burden of disease in the country
(HCR 2004, pp. 180) Injuies account for the remaining 10% of the dsease
burden (GOP 2001b). An analysis of the burden of disease in Pakistanindicates
that such burdens are mostly borre by the poorand the more vulrerable groups.
In Pakistan, the major causes of morbidity are diarrhea, respiratory tract
infections, and tuberculosis. Non-communicabe dseases, in Pakistan are
primarily cardiovascular, diabetes, cancer, and chronic respiratory diseases. For
non-communicable diseases, the incidence is higher for females as compared to
the males due to sk factors and vulnerability. Some of the isk factors for
females include lack of decision-making power to access health servicesand cther
necessities (such as food)as and whenneeded, lack of mobility (most women are
not allowed to tmavel on their own to seek health care) and lack of monetary
resources. Due tothe prewailing socio-economic culture inthe courtry, there are
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gaps in access and uilization of health care services in Pakistan along gender
lines as well as along cther lines such as rural/urbanand ricpoor. The higher
male rate for communicable diseases could be a reflection of the fact that they
operate more in ‘public’ spaces while womenatwre mome confinedto prvate spaces,
such as the hame.

Some other indictors that are used toassess the success of health policies being
practiced in a country include immunization cowrage and bitths attended by
skilled attendarts and access to primary health cae. These basic indicators are
used because people who lack access to even primary services, gererally lack
access tospecialized orquality health servicesas well. Skilled bitth attencants or
lady health workers are anindicator of quality health care and reflect availability
of health infiastructure that is accessible to expecting mathers. The fdlowing
table shows child immunizationrates for major diseases in Pakistan for males and
females.

Table-35: Children’s ful immurization rate, age 12-23 months 2001-02)

Bu/provi Boys Gils Bofh
Urban Punjab 72 80 76
Rural Rinjab 52 50 S
Ovenll Pnjab 57 58 57

Pakistan by income grows)
Ist quirtile 19 21 20
2™ quintile 24 3 24
3" quirtile 2 26
4" quirtile 33 2 33
S quintile 33 S 42

Source: Pakistn higratel Housholl Survey 003)

In Pakistan, the Expanded Program on Immunizations (EPI) waslaunchedin 1976
and was expandedina phasd mannerto coverthe entire country. The program is
implemented at all levels, ®deral, provincial and dstrict. However, the above
table shows that there is not universal coverage of immunization for children
against these major diseases. Overall, there is a regligble male/€male dffererce
in coverage. However, whil in urbanareas gids are noticeably more likely than
boys to be fulyimmunized in the more populous ruml areasgirls seem to be ata
slight disadvantage. Similady, while girls from the wealthiest quirtile are well
protected compared to boys, thisis not the case forthe midde quintiles.

Pakistan’s composite health index shows the status of health in the country.
According to the Human Development Repott (2004), the health status index is
calcdated in two stps (i) Indices of materml mortality index, under five
mortality index and under-nourishment index receive a value of 0-1, and then (i)
indices are combined to create health status indx (see page, 214, Human
Developmert in South Asia, 2004) The healthstatusindex’s value for Pakistan is
0.701. The infiastructure index consists of public expenditure on health, skilled
birth attendarts, child inmunization rate, number of physicians per 1000, access
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to safe drinking water and access to sanitation A value closerto zero reflects a
poor health infrastricture index and close to one a farly good one. For Pakistan
the value ofhealth infrastructure index is very low (0.282) as campared to certain
other south Asiancounties suchas Sri Lanka (0.619) and Maldives (0.704) The
limitations index is defined as the number of people living and earning less than
US $ one day, adult illiteracy rates, contraceptive prevalence rate, and prevalerce
of smoking. The value ofthis index for Pakistanis relatively high (0.565). It is
importart to ndte that inclusion of indcators such as materml mortality mte,
skilled bitth attenchnts, access to waterand sanitation pull the value ofthe index
up or down. Therefore, improving the status of women on these indicators will
resultin a better profile of the courtry’s healthand vice versa

Box-1Pakistan's Heal th Indices

Status Infrastre | Limitati- | Health HDI | HDI | Health
index cture onsindex | index value | rank | index
index value rank

| Pakisan| 0700 | 020 | o056 | o0ax |oawl 14| 147

The tctal female populationin Pakistanis 73.13 millionin 2002 and the female to
male popuation ratio is 95:100. This ratio is unusual internationally and
contradicts biology, which would usually see females tending tolive longerthan
malesand outnumber them. This reversed picture in Pakistan is paitly explained
by the high maternal mortality ate. As noted above, during 1995-2002, only 43
percent pregnant women received antematal care and 58 percent eceived tetanus
toxoid vaccination. During this peiod, skilled birth attendants attended only 20
percent of pregnancies.

In Pakistan, more than 30 million womenare in the reprodwctive age group of 15-
49 and the country is going though a slow demographic transition from a
previously high to lower population growth rate. However, the process is not
complete because of the large share of youh in the populationand slow rate of
declire in the population growth rate, which currently stands at 2.5. The crude
birth rates in Pakistan has been steadily but slowly declining due to factors of
rising incames, slow ircrease in literacy rates, especially those of women
increasing use of effective birth cortrol mechanisms and declines in child
mortality rates.

Table-36: Macrodevd indicatars for women heath

Indicatars Values
Total £riility mte 5.1
| Materml mortality @ate/100000 live biiths 300
Anemia_@ll wanen) year 2000-01 20.3
| Birhsattended by siglled saff 20
Genderrelated develgpment index 2002 0.471
% Pregrant wanen receiving anenatal care 195-2002 43
Iliterateadilt fennle 229

Source: Huma D evebpmart Report(2004 ), Pk istm”sHuman (onditions R ort 20 03).
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The table shows that Pakistan has a very high pevailing materml motality rate
(500/100,000 live bitths). One ofthe significant factors cortributing to this high
materml mortality rate is child delivery at home that is not assisted by any trained
medical atendart to prevert complications arising mostly dwe to female
malnutitionand lack ofawareress. MMR ismuch higherin Pakistan’s ruml areas
than in urtan areas (HDR, 2004, PP. 176); forexample, MMR in Karachi is 281
as compared to 673 in rural Balochistan This is largely due to the fact that the
proportion of hirths attended by skilled medical staff inthe rural awras of Pakistan
is fairly low. Another cause of the high maternal morality rate is in Pakistan is
malnutition that afects34 percent of pregmnt women. This figure shows that in
Pakistan, a significant propottion of women is severely undernourished. Similarly
48 percert ofthe lactating mothers had a calorie intake less than 70 percert of the
recommended level (Pakistan Human Condtions Report: pp. 20) This is tad for
the healthof the matheras well the baby. A related problem is iron dficiencyin
women (45 percent of women suffer from iron deficiency in Pakistan) that results
in stillbirths bith defcts, mertal retardation, and infant deaths, in additionto the
effect on the women’s lives and well-being. Among cher significart factors that
result inmaternal deaths are hemorrhage, hypertensive diseases, unsafe abortion
infections and prolonged labour Women’s health in Pakistan is linked to their
socio-economic status. Thus, public sector health pdicy needs to focus on
intervertionsthat empower poor women.

This profile of Pakistan’s health, suggests that the health status of Pakistani
people, especially that of £males and childen, is poor. Health indicators for
women are poorer than for males for life expectarcy, and ther is greater
probability of deaths for female childen as campared to their male courterparts.
Pakistan’s health indicators lag behind other developing courtries, and migh be
linked to resource allocation for healththat is imdequate and does ndt adequately
take gender related issues into account Within the country, many socio-
economic, demogmphic and health care vaidables cortribute to poor health.
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POLICY ANALY SIS
Pakistan’s Health System

Pakistan’s health system has three tiers (i) £deral (ii) provincial and (iii) distict
In Pakistan, health services delivery is primarily a provincial matter, while, the
federal government plays a supportive and coordinating rde. The functions ofthe
Federal Ministry of Health include the fdlowing:

1. National planning and coordination

2. Agreementswith athercountiies and international organizations

3. International aspects of medical facilities, issues of public health and
international health

4. Trainingsin the health sector through £llowships/ training in collaboration
with the WHOand UNICEF.

5. Education/ training in medicine, nursing pharmaceutical and otler allied
subjects.

6. Standardization of pharmaceutical prodwts and drugs.

7. Vital health statistics

8. Medical and healthservices for £deral government employees.

The feceral Ministry of Health runs a number of public health progmams.
Although, the fderal government funds these programs, their implementation is
carried out a the provincial and the district levels In Pakistan the private sector
also plays a major role and both for-profit and nd-for-profit private providers
play asignificart rok in healthservice dlivery. The following diagramsshow the
provincial and district governmert health setups The first diagram reveals that
there is a specific provincial unit esponsible for maternal and child health
(MCH). However, this is not the only unit in Pakistan that plays a role in
promoting women’s health Women issues are addessed through seveml other
programs such as lady health workers (LHWs), Twana Pakistan (that address the
issue of lack of nutritionin females but fundng for the program was stopped by
the end of 2005), the natioml program for family planning and primary health
care, andthe women’shealth prgect.
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Organizational Set-up : Provincial Level
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Organizational Set-up : District Level
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For implemerting health care programs, the following box shows levels of
responsibility and tasks at dfferert levels of governmert. It suggests that the
district and first level care facility (FLCF) are the main implemerting agercies
with which women, men and children will come into contact However, budgeting
takes place primarily at the fedeml and provincial levels.
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Box2: Orgarizatioml Responsbilities
Federal Ministry ofHeath Policy Fomulation
Natioral Reporting
Monitoring and evaluation
Opemntiomal planningand budgeting
Distribution
Health Management Inomation Sysem
Internal manitoring
Program reportting
Accauntingand budgeting
Organization of training and distibution
Data cdlection
Health Management Inomatian Sydem
Allecation, supervision and training of personrel
Plan implementation
Accauntingand digribution
Program reporting
Health Management Inbmatian Sysem
Selection of warkers, Training of workers, HMIS

Provicia Ministry

DistrictHeath Offices

YIVVYVYVYY|IVYYVYYYY|IVYVYYYY

Firstlevel care facility
(FLA)

In Pakistan, health sector reforms hawe been proposed through three mtioml
health pdicies in 1990, 1997 and 2001. These refoms aimed to improwe health
services delivery through good govermnce, self-rliarce and improving
management to control communicable diseases The policies proposed new
strategies to contrd the spread of communicable and non-canmunicable diseases.
The implementation of policies took place parfly through improved health
infrastructue. At presert Pakistan hasa fairly well established network ofhealth
facilities with trained health personnel that includ 906 hospitals, 4,554
dispensaries, 289 TBclinics, 907 MCH certres, 552 rural health certers, 704 sub
healthcenters/ first aid posts and 4586 basic health units beds inthe courtry. In
health services delivery, the nationwide network of health ficilities with trained
health personnel irclude
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Box-3 Hedth Service Ddivery in Pakistan

Hospitals: Aswociated with teading institutons andbasal inbig cities

Distri¢ hosptals:
Have full-scale serv ice p ecialists,
Serve populationof 1-2million hare 200400bels

\

RunlHalh Cates

Provideboh inpatientad outpatin t care

Serve population of 50000 to 100,000

Have 10-12beds

Equippal wih baic diagno stic facilities

Staffel with2-3 malical officers, nuses, dipmsas,, lady healh wotkass,
dmtal technicians and vaccinabr

Basic Health Units Vertical Programs
Poviearatvead Maternity aud chill health carters
preativeoupatient Tuberaibsis con o lprogran

care National AIDS ©ntolprogran
Serve 1000-20,000 Expadalprogran of immun izations
populations Malaria contolprogran

Haveno labor oom ‘Wome healh project
Onemalical o fficer, a

ladyhealthvisitor and

adispamsa

Source: The Cartrefor Reproductive Rghts 2004

The box on the lower ight abowe shows a range of vertical progams for which
funding comes directly from federal gowernmert, very often assisted by the
donors.  For example, the National Program for Family Planning and Primary
Health Care (FP& PHC) was launched in 1994 to extend oureach services to the
communities through selectionand tmining oflady health workers. An estimated
Rs. 9.104 billion was allocated with UNICEF, UNFP A, WHO, DFID and JICA
providing financial and technical assistance. Although, significant achievements
have been made, provision of necessary support and strengthening of health
facilities, and the reed for improved warehousing, storage and transportation of
supplies remain importart issues. EPI was launched in 1978 with the aim of
achieving targets of reductions in mortality and morbidity. This program also
received finarcial and technical assistarce from the WHO, UNICEF, JICA and
the Woild Bank Inthe PC-1 foryear2003-04, an amount of Rs. 110 million was
allocated and under the national health ficility (NHF) of the Department for
International Developmert (DFID), Rs. 800 million were allocated in 2004-05.
Although in this program, significant achievements have been mace, the fedeml
government requires an additional Rs 300 million to laurch sub-natiomal
immunization days formeasles reduction More recently, the £deral EPIcell has
included Hemtitis B vaccine in the Natioml EPI program schedue and an
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additioml Rs. 325 millions are required for vaccines and syringes afier the end of
Global Alliarce for Vaccimtion Initiative or (GAVI) support in the year 2001.
The Women Health Project has been developed in collaboration with Save the
Children USA, to develop a behavior chang communication strategy that
includes health eduwcation, social mobilizationand advocacy strategies that place
emphasis onidentification and targeting of negative behaviorthat hinder matermal
healthinterventions Thisis done through the recruitment of thousands of LHWs
who are dstinct from those employed by the FP & PHC. In 2002-03 an estimated
Rs. 237,000 was allecated for £deral govermment and 62% was utilized. The
objectives of the program include expanding women’s health irtervertions tothe
under-served population, and the stengthening of the institutional capacity to
improve women health. However, 2005-06 isthe last year of the progam.

The sustainability of these vettical programs in absence of donor’s support is a
question and needs to be addressed while formuating mtioml health policies.
There is alsoa question asto how well vettical progams ar irtegrated into cther
programs. In many countries, the existerce of vettical programs in a context of
decentmlization has hindered integration and seamless service celivery to the
women and men who need the services. Vertical programs also tend to lessen
district ownership and commitment to the particularissues on which they focus.

National Heath Policy (2000-01)

The national health pdicy (2001) aims to pratect people fran communicable and
non-communicable diseases, and promote public healthand better prevertive and
curative health services. The policy document idertifies ten key awras for
achieving compretensive progess in the health sector, asfollows:

1. To reduce widespread prvalnce of communicable disease, Expanded
Program of Immunizations (EPI), TB malaria, Hematitis B and HIV/AIDS.

2. To addess the inadequacies in primary and secondary health care services

3. To remove profssional and managedal ceficiencies in the dstrict health

system

4. To promde grater gonder equity in the health sector

5. To bridge the basic nutrition gap in the target population childien, women

and vulrerable groups

6. To correcturbanbiasinthe health sector urban modalities.

7. To introduce required regulationin the private medical sector with a view to
ensuring proper standards of equipmert and services in hospitals, clinics and
laboratoiies aswell as private medcal colleges and tibb homeopathic teaching
institutions.

. To create mass awareress in pullic health matters.

9. To effect improvements in the drug sector with a view to ensuring the

availability, afforcability, and quality of drugsinthe country.

10. Capacity building for health policy monitoring in the ministry of health.

o
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Since the inception ofthe National Health Policy, progress has been made on all
ten icentified aras. For example in 1999 Pakistan won the Glotal Alliance for
Vaccinesand Immunizations (GAVI) award of US $ 72 millionon a competitive
basis as a gant fornew vaccines, infrastructure support, and irjection safty. For
eradication of poliq Pakistan reportted 62 cases in 2002 as compared to 200 in
year 2000 The number of disticts eporting polio has also decreased (from 76 to
32) in 2002. Similarly, vaccination for materml and reonatal tetanus intensified
in high-risk areas. The focus on gender-related irtervertions resulted in
reductions of MMR per 100,000 live bitths and the cortraceptive prevalence rate
increased significartly, although the indicatorsare still not at the desired levels.

Through thisNatioml Health Policy; it is expected that the owerall health scemrio
will be improved The National Health Policy identifies physical targets in the
health sector in line with both the MDGs and the PRSP. The major targets
include reduction of IMR fram 77to 60'1000 live birthsand reduction in MMR to
250/100,000 live births by 2010. Similady, inmunization rates for childrenare
expected to increase to 85% during 2005-2010. The National Health Policy
(2001) is, therefore, taken as the guidng development framework in the health
sector for the next five years, with roles defined for all the levels of the
government, £deral, provincial and districts.

The key area number 4 of the Natioml Health Policy (2001, pp. 18-21) aims at
promoting grater gender equity in the health sector and provides various
modalities to achieve this objective. The documernt records the fdlowing
achievemerts and planred activities for gender equity in the health sector:

1. Focus on gender rlated interventions resulted in reduction in matermal
mortality rate, total €rtility rate, and increase in contraceptive prevalence rate.

2. Senior level managemert positions haves been given to femalk officers e.g.,
the Director General Health Services Punjab, Nursing Advisor, Executive
Director Pakistan Medical Research Courcil, Head of Biologcal Controls
Authority and Project mamgers of Wamen Health Project and HIV/AIDS
program.

3. The corcept of women fiiendly districts has been launched under the Wamen
Health Project. Under this project 20 districts were to be made women
friendly by year 2006. Under the reproductive health prgect, a further 34
districts would be made women friendly. In these villages there will be well-
organized retwork of health infrastructure wherby, more Lady Health
Workers will take care of the basic healthneeds of women

4. By the year 2005-06, it is planned that the recruitment of LHWs will reach a
number of 100,000

5. In NWEFP, the Women Medical Officer (WMO) and Medical Officer (MO)
cadres hawe beenmerged so asto provide equal opportunities for lady doctors.
This will nat only redwce the gender gapin high posts but will provide equal
remunerationto £males hired forthese posts.
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6. Training of midwiws is being inttiated in collaboration with the Natioml
Commission on Human Development, JICA, UNFPA, and the World Bank.
The target is to tmin 25,000 midwives within five years. A memomndum of
understanding between the Ministry of Health and National Human
Developmert Canmission wassigned in 2002

The Wamen Health Project was laurched in 2000 with an oulay of Rs 3750
million with assistarce fran the Asian Development Bank The fedeml
component of the Women Health Project costsUS $ 15.8 million for

Support tothe national program for fimily planning and primary health care
Strengthening ofthe nursing sectorincluding buildng for Pakistan Nursing
Council and gading of schoolsand colleges of nursing.

Maternal and neonatal tetanus special immunization activities.

Human resource dewelopment

Strengthening of emergency obstetiic care services in Islamabad

>
>

Yvy

The provincial componert of the project cost US$ 59.2 million for

» Developmert of 20 women friendly districts that will deliver comprehensive
reproductive healthcar services (8in Punjab 4inSindh, 4in NWFP, and
4 in Balochistan)

> Basic and comprelensive emergency obstetric care services will be
strengthened in these disticts.

Poverty Reduction Strategy Paper

Pakistan’s Poverty Reduction Stategy Paper (PRSP) of 2003 was prepared aftera
comprehensive consultative process involving all the mlevant ministries,
provincial and distict lewel gowernmerts, civil society orginizations and cther
interest groups The paper oulires a broad framework and povety reduction
strategy through accelemting growth good governarce, investment in human
capital and ftargeting the poor for povety redwtion The paper ndes that
Pakistan’s overall health profile is poor. More than 60% ofthe burden of disease
is borne by the poor population due mainly to lack of emphasis on preventive
healthcare. The PRSP highlights facts relating to poor maternal and child health
and quality of care in light of the widely prevailing poverty in Pakistan In the
health sector, improving the quality of services is expected to bring major
improvements inthe health outcome. Tlerefor, increased investmert in health is
seen as a means of povetty reduction and bringing improvements in primary and
secondary healthservices. The PRSP notesthat poverty plays a significant role in
spreading communicable diseases and urban biases mean that provision of quality
care mainly remains inaccessible to the majoiity of the population. The PRSP
intends to link stmteges of powrty reduction toimprovemert in health outcomes
so as to be able toachieve the targets of the millennium dewlopment goals. For
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this purpose a medium term stmtegy is also proposed that focuses on mising
public sector health expendtures through a focus on prevention and control of
communicable and noncommunicable dseases, eproductive and child health
and nutrient deficiencies. The PRSP also recanmends shifing the focus from
curative toprewentive healthcawe andinthis way, focusing on providing access to
adequate health care to the poor sections of the society.

The PRSP specifically recanmends pranoting gender equity through targeted
healthinterventions. For thispurpose, there has beena massive increase inhealth
doorstep health services delivery by the tmined lady health workers. The LHW
programme is a community based initiative of the ministry of Health through
which basic health pramotive, prevertive and some curative servicesare provided
to the rural population of Pakistan ona house-to-house basis. This program was
launched in 1994 and covers almost all 110-119 districts of Pakistan. The
program has recruited 84,000 LHWs and the number is expected to rise to
100,000. This program is expected to meet the health care needs of about 100
million people. Besides the LHW's program, other progams in which significant
investmerts are intended include Roll Back Malaiia (RBM), Directly Observed
Treatment Strategy (DOTS) against TB, measures for preventing the spread of
Hepatitis B, neomtal tetanusand pdiq and HIV/AIDS control programs.

The main focus of the PRSP is on the stiengthening of primary health care
services thatare expectedto bring improvemerts in health outcomes.  For this
purpose, re-training of medical staffand provision of obstetiic care facilities are
considered important forimproving the quality of health care services. Provision
of obstetric care is especially importart in addessing the issue of high materml
mortality mte in Pakistan A national program for pimary health care isexpected
to provide prevertive, promotive and cumtive health services at the doorstep of
the poor canmunity. Inthe long tem, itis expected that by redefining the roles
of the fedeml and provircial governments, mor emphasis will be placed onthe
empowermert of the district health systems. Through more active district health
system, cost recovery of the health care services can be possible that will help
generate more resources for the health sector development One method to
achiewe this can be introduction of user fees in large hospitals and private wards
so that fundscan be gererated from the ones who canafford topay. InPakistan
there is not yet a national system of cost recowery through user fees. In some
hospitals, nominal charges are levied for consultations, with fee waivers for the
very poor. As hospitals hawe not been successful incost recovery, irtroduction of
user fess is one option based on the ability to pay. However, if user fees are
introduced a strict exemption policy for poor and the needy (incuding many
females) should be ensured (Shehzad 2005) Inorderto improve the efficiercy of
the distict health systems adequate finarcial powers need to gvento the district
health offices under the devdution plan.

The governmert is giving priority to eproductive health services by increasing
the number of distribution outlets. However, the numbers of these outlets vary
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across provinces and dstricts. The aim isto institutiomlize quality health care at
the commurnity lewel For nutritional deficiencies in childen and women, a
nutrition progam has been launchedto overcome problems of low birth weight
babies, deficiency of micronurierts and promotion of breasteding A Tawana
Pakistan program is a nutition package for school going girls of age 5-9 years,
introduced in 2000-01 in 26 high povetty disticts of Pakistan. This prgect is
implemented through Bait ul- Mal (Zakat Fund). Recertly, the funding for the
program as been stopped

Medium Term Devedopment Framework (MTDF)

According to a decision of the Natioml Economic Council, the Planning
Commission of Pakistan was authorized to prepare a five-year plan 2005-10 for
presentation at the time of budget of 2005-06. This assignment was called the
Medium Term Development Framework (MTDF, 2005-10). MTDF was tased on
a consultative process of working groups in differert sectors includng health and
involved expeits from the federal and provincial governments under the
facilitatory role ofthe Planning Commission. For the health sector, MTDF values
health pimaily asa determimnt of economic growth andaims to reduce infant,
child and maternal mortality rates and improve the nutritional status of women
and children MTDF envisions shifting public priority towards preventive and
primary health care. Another piority area is combating noncommuncable
diseases such as malada in line with the commitments of the MDGs. MTDF
identifiesmajor health car issuesas the following:

» Widespread prevalerce of canmunicable diseases

Inadequaciesin healthcare services

Urban/rural divide

Professional and mamgerial deficierciesinthe dstrict health system
Basic nutrition gaps

Addiction and mental health

Improper health edwcation system

Unregulated private sector

YYVYVYVYVYY

The above listing of issues shows that in the MTDF, gender equity and
women’s empowerment do not appear explicitly as anissue beyond the issue of
nutrition Based onevidence, MTDF suggests that by improving outreach and
community based activities (that focus on immunization, sanitation, malaria
control, and fimily planning), pimary cawe facilities, specialized care facilities
it is possible to reduce 30% of under five deaths and hame based services can
further redwe another third of all deaths. During the period 2001-2004 an
estimated Rs. 87 billion was spent on health in the public sector. Out of this
amount 21.8 billion was developmert expenditure and 65 billion for non-
development expenditue. Inthe same period 2,800 hospital beds were added
and abou 35,000 health care personnel (doctors, dertists, nurses, and
paramedics) were added. MTDF recommends biinging the district health system
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in the loop through better coordination, monitoring and evalwationand pooling
of health care rsources. The health sector is envisiored to promote healthy
population through erncouraging them to practice healthy life style, anda health
system that is responsive to the health care needs ofthe poor or more vulnemble
groups. A £w ofthe strategiesthat have beenidentifiedare the following:

> Strengthening of primary health care inthe rural areas where all outlets will
function as focal pants for pimary health and fimily planning services
This is often rerred toas ‘integated’ services, which males it easier, for
example, forwomento avail eproductive services and at the same time get
vaccimtion for their children It also allows health budgets to be shared
among services, users and expenditures.

> Provision of health car facilities in the underserved areas of the urban
population This needs to be emplhasized in light of limited resources and
shortage of medcal personnel Usually, efforts to improve health care
facilities in underserved areas remain unsuccessful. There 1s therefore a need
to increase the number of nurses, pammedcs and community health
workers, introduce service contmcts of specialized staff and funding of
recurrent costs.

> Further training of the medical staffat all levels. Since community health
workers can advocate preventive measures, for teatments of canplications
and surgeries, there is reed formome specialized personnel.

> A better system of cost recowery through a mix of health car fimncing
strategies and better subsidization for the poor

Millennium Development Goals (MDGs).

In the year 2000, the United Nations, through the MDG initiative, provided an
opportunity for concete efforts to improwe global health. MDGs place health
among other things, at the centie of economic and human development by linking
developing and developed courtries through commitments towards better health
However, achieving MDGs is not easy for many of the dewloping countries.
Among major factors that weaken the link between the developed and developing
country’s health status are unfair intermtioml trade polides, inadequacy of
official developmert assistance, &bt relief and technology transfer The World
Health Report (2003, pp 25) recognizes the fict that without commitments from
both developing and dewloped courtries, the MDGs will not be met and
outcomes will remain poor or far telow the ores hoped far. Health-elated
millennium dvelopment goals targets and indicators ar presented in the
following table:
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Box-4:Millenniun DevelopmentGoas

Goals Target Indicators

Halve the Prevalence ofunderweight childen
Eradicate extreme | proportion of Population telowminimum lewl of dietary
poverty and hunger | people suffering energy consumption

from hunger

Reduce by two- Under five mortality, infart mortality, and
Reduce child thirds of under proportion of 1-year children immunized
mortality five mortality against measles.

rates

Reduce maternal | Maternal mortality mtiq propoition of
LZ‘S:;VC maternal mortalityratio by | births attended by skilled health personnel

three quarters

HIV prevalence among 15-24 years,
Halve halted by contraceptive prevalence rate, number of
Combat HIV/AIDS, 2015 and everse | children orphared by HIV/AIDS

malatia and ather the spread of Preva!enoe and f:leathrate assolciat.edwithA

discases HIV/AIDS, malaiia, proportion of populationinmalarial
malaiia and aher | risk areas, prevalence and death rates
diseases associated with TB, proportion of TB

detected and cured under DOTS.
Provide access to | Proportion of popuation with accessto

Global mrtnershi affordable affordable essential drugs ona sustainable
fofdzvgi)pnmeer;lp essemia!drugs in | basis.

developing

countries

Source: HimaDevebpma t Report(2003).

In Pakistan, progress towards achieving MDGs is very slow and nat guamnteed toattain
the objectives by the year 2015. The World Health Organization is supporting natioml
efforts to achieve MDGs through extensive technical support in areas of materral and
child health, HIV/AIDS, TB, malaria, andaccess tomedcine. However, some targetsare
questioned inrespect of equity issues, suchas the national averages versus gains for the
poor and the disadvartaged Gwatkin (2002) finds that significant progess in non-poor
groups can esult in achievement of goals, but with only minor improvement in the health
status of the poor MDGs should thewrfore, be achieved by crating a balance across
groups, (focusing onthe dsadvantaged who needit most), and regions to ensure equality
and flexibility in appraach with a focus on those who are worse off. Similarly,
crosscutting issues that are not directly connected to health may also be impottant for
attaining the targets, suchas access to water, sanitation and addressing genderinequities
in health To owercome irequity issues, more emphasisshould be placed on safeguarding
the irterestsof the most vulrerable groups, such aswomen, childrenand the elderly. The
following table shows currert statusin Pakistanand highlights how unlikely the country
is to rachthe desied ofjectives by the year 2015,

GenderAwaePolicy Appraisal for Health Sector 25



Table-4.1: Camparative situation of health targets and achievements

Goals Indicators Current Status ERSE MDGE
2005 | o1
Prevalence of under weight 37% 359 <10%
Eradicate extreme ;lnldren}(< vaears)h -
overty and hmger | Proportion of population
P ; ] below minimum levelof 32.6% 31% 16.3%
dietary energy consunption
Unde 5 mortality per 1,000 105 95 47
livebirths
Reduce child IMR 77.1-82.0 65 40
mortality
Proportion of Iyear old 57% >00%
immunized againstmeasles
MMRper 100,000 livebirths 340-400 300-350 140
Improvematernal | Birthsattended by skilled 24% 28% >80%
health labor
Contraceptive prevalence rate 28% 35% 55%

Soure: Health Sector Reviav (2005)

GenderAwaePolicy Appraisal for Health Sector 26



5.1

BUDGET ANALY SIS

The budget for health is a pdicy statement, and reflects government’s priorities
for the sector, and the fufillmert of its political commitment, in terms of funds
and allecations for specific programs and policies. Although the budgets for
health may appear to be gender-neural governmert expenditures can have
different impacts on women and men. This section intends to highlight the
importarce of gender-responsive budget analysis to see the extert to which the
government is committed toimprovements in health outcamnes and suggest ways
through which commitments to gender equality can be achieved through
allocation dstribution, and expenditure on differert health care progmms.

Federal and provincial budgets for health are summary statistics and reflect the
way the health sector will operate ina gven year. The (fedemnl orcential) budget
of Pakistan reflects the courtry’s fedeml structue as definedin 1973 Constitution
in that Pakistan is a fedemtion consisting of Federal Government and four
provinces of Punjab, North West Frontier Province (NWFP), Sindh, and
Balochistan. According tothe Constitution, fiscal responsibilities are earmarked
between the federl and the provincial governmerts with various tasks defired for
the local governments as well in view of recently proposed decentralization of
budgets. The Ministry of Health budget is divided into development or recurrent.
The Ministry includes in the recurent budget estabishmert (staff) traweling
fixed allowances and contingent expenditures. The dewelopment budget provides
for development projectscoordimted by the Planning Commission of Pakistan.

Budget Analysis (Federa and Provincia)

Total expenditure on health at bath the fderal and provircial levels is preserted
in tatle 51. It shows expendture on health (development and non-dewelopment)
since 2001-2002. The table shows a sigrificant increase in health expenditure
since 2001-02

Table-51: Total Expenditue onH h (Fecera and Provircial) (Rs M)
[Year Development Non-Development Total
20012002 6683 18717 25405
20022003 6609 22205 28814
20032004 8500 24305 32805
20042005 8500 33000 41500

Soutce: Invartory of healh and p opu lation inv estma in Pak istan, Plnniig Commisson 2005 pp 3),
Economic SuveysofPakistm, VaiousIsuies

The fdlowing table shows the breakdown of expenditue irto dewvelopmert and non-
dewlgpment expenditures. Over the years, mor than 70 pewent of the health
expend tue is for nan-developmentexpend ture and the st is for develgpmert purposes.
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Table-52: Development and non-cevelopmenrt as percentage of total expenditure on

Health (Rs.M)
Year Development Non-Development Total

20022003 6609 22205 28814

% of total heal th 22.9% 77.1% 100%

20032004 8500 24305 32805

% of total heal th 259% 74.0% 100%

20042005 8500 33000 41500

% of total heal th 20.5% 79.5% 100%

SourceInvatory of healh and p opulation investmartin P& istn, Plannng Gommisson 2005, pp.5),

Economic SuwvegysofPakistm, VaiousIsuies

Although, for a developing country like Pakistan where health infrastruwcture is
being expanded such a high component of non-development budget is not
unjustified to make health projects and programs more sustainable the
development budget needs to be increased in line with the non-dewlopment
budget.

The Poverty Reduction Strategy Paper (PRSP-I and 2003) provided forincreased
healthallocations through the Public Sector Developmert Program (PSDP) that is
published annwally by the Planning Commission of Pakistan The allocations and
breakdown of spending is presented below. Table 53 shows that these
expenditures were expected to ircrease by a significant amount by the year 2005-
06, and also asa percentage of GDP.

Table-33 Budgetary Expenditues for Health (Rs.M)
Year Health Expenditures As % of GDP|Total PRSP AIEP"]/{&{
0012002 TO21 1+ 052% 1334% T48%
20022003 22368 * 056% 708340 520%
F00s 2004 291707 % 0.66% 7387% S40%
20042005 38,075 F 0.74% 27800 570%
F005 2006 Ta315 " 082% 32387 5.00%
Source: Poverty Reduction Straegy Papa (PRSP)* Baseline (Actual) * * Projected valies

TPRSP covers figures of all programs of which health is one.

As noted above, the Medium Tem Development Framework was the result of a
consultative process under the auspices of the Planning Commission to prepare
the five year plan for years 2005-2010 for presentation and approval of the
National Economic Council. The year 2005-06 is the first year of the MTDF
2005-2010. The MTDF in turn will inform the public sector dewelopment
program, which is a yearly activity financed through the budget for all sectors
including health Table 54 shows actual PSDP allocations versus health care
expenditures for the period 2001/02 through 2005/06 and thus includes the first
year of the MTDF. The table shows thatin all previous years, health allocations
exceed expenditures, hence reflecting under-spending of available resources If
this pattern continues, allocation of larger amourts will hawve limited impact.
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Table-54: PSDP Heath Allocafions and Expendtures Rs M)

Year Allocations Expenditures Expenditureas % of
allocation
20012002 419 .40 2638.17 63.43%
20022003 3309253 2814.504 85.04%
20032004 4372525 3781.306 86.47%
20042005 6044.556 4820.90 70.82%
20052006 9439.107 - -

Source: PSDP,Varous Isues.

The government of Pakistan has been using the Ministry of Health as a pilot for
the Mediun Term Budgetary Framework (MTBF). MTBF isaimed at improving
the quality of planning and budgetary process for effectiveness of public
expenditue. MTBF is a multi year activity that aims to formulate, plan and
implement health pdiciesand focus onpublic service celivery or “outpus” rather
than only on financial allocations In the MTBF, three year budgetary ceilings
have been issued to the Ministry under the MTBF Budget call circular as well as
guidelires for determining (i) outpu indicators (ii) defining activities to match
these outputs, and (iii) costing of these activities ina mediun term perspective. In
line with the objectives givenin the National Health Policy (2001), the fdlowing
table shows that for the next thee years, the government has allocated a
significart amount to promcte greater gender equityin the healthsector, although
the amount for 200708 is smaller than for 2006/07. This allocation of funds
shows that the govermment is paying attention to gender issues in the health
sector. Such resource allocation islikely to educe genderimbalance in Pakistan
in the caning yearsas compared to previous years ifthe money is well-spent. The
expenditure activities will focus onimproved health services dlivery for mothers
and children
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Table-55: Mediun term budget dlocation under NationalPolicy Objectives (Rs M
Policy ohjecﬁves Budget Budget Budget
estimate forecast forecast
200506 200607 200708
Reduwe the widespread prevalence of
canmunicable diseases 2,02 2,68 2,706
Y - —
ddressimdequaciesin primary and 9,43 12,4 12,910
secondaty health care
Remove profssiomland mamagerial
deficierciesin digrict lealth sysem 271 544 369
Pramote greater gender equity in
the hedth ecor 291 306 273
Bridge the basc nurition gap in the . -
target popuation )
Tocreatemassawaenessin public
health matters 5 6 6
Toefkct improvement in the drug
sector for availability, affardability 65 71 78
and quality of dugs
Cammcity building for health pdicy
monitaing in the MoH 258 180 159
Total 12,408 15,811 16,31

Source: MTBF (2004).

In Pakistan health is a provincial matter. The following table shows budgetary
allocations for healthin Punjab wersus other provinces and share of Punjabintotal
resources.

Table-56: Federd andProvimcia allocations - 2004-05 (Rs. M)
ProvirceyDistricts Development Non-development Total
Fedral Government 65319 3399 6871.8
Share ofPunjabin
Federal Government 18.3% 58.1% 46.6%

Lallocation
TotalProvirces 4468 1 266600 311281
Punjab 20164 15701.3 17717.7
Share ofPunjabin
total provimces 45.1% 58.9% 56.9%

Soutce: Invanrtory of healh andpopulation in P istar, Min sty o [H calt, Planig and Dev obp mait
Divison.pp. 18.2005).
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Figures in table 56 eflect that ofthe total £deral and provincial expenditures on
health the share of Punjab as percentage of all provirces is around 45 percent,
and of fedeml government’s allocationis 18 percent Punjab’s share is based on
its population and actual needsof people.

In Pakistan’s health sector, bilateral agencies and various multi-lateml
organizations such as the Depattmert for International Development, the United
States Agency for Irternational Developmert (USAID), Camdian Intermtioml
Development Agency (CIDA), and Japan Irternational Coopemtion Agency
(JICA) are providing major support to the Ministry of Health. The Department
for International Dewelopment (DFID) is providing budget support and technical
assistance to Pakistan’s seven national health and population welfare progams.
The National Health and Population Welfire Facility is a four year (2003-07)
project to improve the utilization of health services by poor people. This project
consists of £60 Mn in financial aid (2003-2007) and £4.5 Mn in technical
assistance at federal, provircial and districts levels to help improve the quality of
programs and support the devdution pracess in the health sector. The NHF aims
to strengthen the link between policy objectives innational health and population
programs and resource allocationand management. Itis expected that the budget
support will enable mespective ministies (health and population) to eceive
allocations on the basis of their strategic plans to attain policy objectives. The
Ministry of Finance and the Planning Commission are esponsible for budget
preparationand executionin respect of the NHF.

The following table shows resource allecation and spendng onmajor health care
programs under the mtioml lealth facility These amounts form part of the larger
amounts eflected in the (fedeml and provincial) sectoml budgets.

Table -5.7: Natioml Heath Facility: Program alocations
[fPepC____ | 20012002 20022003
"Allocation 2256 1701
Relcas cs 179386 1632379
Expenditire 1770415 T617.891
EPL 20032004 20042005

Allo cation 70 0
[ Relcas cs 20 0
[ Expendiure 944 7
CHW 20032004 20042005
Originalbudgel 2100.00 700.00
[ Revised budget 2600.00 73078
[ Expendiure 2427012 952 43
Nutrition 20032004 20042005
[ Allocaton 60.713 64.772
Surrader 15985 768
Expenditire 74727 60089
Malaria 20032004 20042005
"Allocation 29 CR
Expenditire 22 T4
Soutce: Reporo T he Program Managas, Ministy of Heallh .
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Table 5.7 shows that uncer the National Health Facility, major expenditue is
incurred for Family Planning and Primary Health Cawr services. The primary
purpose of this program isto addess the reproductive healthneeds of females, to
increase family planning services especially among lower and middle-incame
groups, to ircrease access to quality and cost effective contiaceptive services.
Similady, the Lady Health Workers program created community health workers
for delivering low cost primary health carwe services especially for the females.
The program initially startedin 1994 as a vertical program with funding from the
Ministry of Health and aimed at improving access, especially of rural poor, to
primary health care services. LHW are multi- purpose workers who provide basic
health services to communities and receive three months training on preventive
and basic curative care. Each LHW is expectedto serve 1000 women and visit
each household in a month The services include provision of basic health
education, lealth promdion, and infoming £males about family planning
services and how to improve health and hygiene. The LHW program has been
successful for increasingawareness about health issues and improving access to
basic health care.

The following table shows federal and provincial allocations for the major
programs.

Table-58: Program alocations (Rs.M)

| Years 19992000 to 20(3-04 Totalcost % Share
EPI

| Entanced plogiam 5335275 100%

| Federl Ara 26.676 0.50%

| Punjab 2777011 52.06%

IV/AIDS

| Federl area 1137.366 39.%
Puniab 632523 22. 1%

| Maaria

| Totlcost of program 27300 100%
Fedemnl area 0.72. 02.60%
Punjab 98.00 35.9%
1B
Totalcost of program 15897 100%

| Fedenl are 200 15.40%
Punjab 25.40 19.08%

| Women HealthProject

| Entarced pogiam 3675332 100%

| Federl area 788.020 21. 4%
Punizh 1260034 4R

Source: Invatoty of Healh and PopulationInvetmaitin Pistan (2005 ). Pp.1725)

One indicator of gendcer sensitivity inthe health budget isthe amourt allccated for
programs that explicitly target gender issues. In this respect the Government of
Pakistan has, for example, given special emphasis to Primary Health Care and
Family Planning Services. The following table shows total budget allocations for

GenderAwaePolicy Appraisal for Health Sector 32



5.2

the differert programmes, including NHF as well as other funds, for the major
health care programs in Pakistan. It reweals that PHC & FP gets a much larger
share thanall the other major health care progmms. This table also shows that for
all major health care progmms, spending are lessthan budget

Table 59: Budet vsspending of major heath care programs (Rs M)
e 2003-04 200405 200506
Budget Revised| Spending | Budget] Revised [Spending Budget
[HIV/AIDDS 175 173 48 227 200 288 253
lE_Pl 400 400 -- 800 800 - 1117
[FP& PHC 2100 2600 2427 3700 3431 2955 4080
[Malaria 29 29 27 30 30 -- 33
[TB 19 9 -- 15 13 - 39
ufrition 61 61 45 67 65 60 73
Source: MTBF: Ministry o f Fhance

As noted above, the natioml health policy 2001 through its intervertion points
emphasizes the provision of primary health care. At the feceral lewel, this is
achiewed through various national health care programs such as family planning
and primary health care. However, the provincial breakdown for Punjab shows
expenditues in fivor of government tertiary health care facilities. Thus table 510
shows almost 93% of expenditure on curative services as campared to 7% on
preventive care.

Table-510:Punjab’s Health care expenses on prewentive and curative care  (Rs.M)

ear Preventive %o Curative Yo Total
20012002 1309.693 13% 839 97 87% 9704.663
20022003 723951 7% 9564 506 93% 10288457

0032004 4364 47% 4934 048 3% 9318656

Districts Data

)
Source: invarbtyof investenth health axl populaton

Table-511 shows the development and non-developmernt health budgets for

districtsin Punjab

Table-5 11: Districts Hea th Budgets far Punjab 2004-05) (Rs.M)
Districts of Punjab Development Non-development | Total
1 Attock 14.603 117125 317
2 Rawalpindi 30.120 236901 67021
3 Jhelum 35203 158081 93284
4 Chakwal 16908 193995 903
5 argodha 49.188 366867 055
[3 Mian w ali 9734 52521 255
7 Bhak k ar 33917 80530 47
8 husab 8.960 36223 8
9 Gujranwala 46732 294383 341120
0 Hafizabad 32.129 99.369 3149
1 Gujrat 6.374 90319 2669
2 Narowal 4.090 3086l 44951
3 Mb din 2.809 16716
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4 Laore 56.10 406604 462704
5 Kasur 414 189867 210281
6 Okara 70 20 242698
7 Lodhan 52 10 112664
8 Vehari 21 2392 258419
9 ahiw al 7.9 20189 21982
20 ak p attan 8.2 1065 12474
21 hanewal 20.404 5278 2731
22 Faisalab ad 56.7 347 4450
23 Tobateck singh 1537 4561 199932
24 Jhan 23 0 353056
25 DG Kha 12 36 2 12
26 Rajanpur 54812 30997 09
27 Muzaffargath 7932 72246 2 8
28 Layyah 0247 1363 37
9 Bahawalpur 47.187 166507 213694
0 Bahawalnagar 3.000 752 25375,
1 RY Khan 5.618 5653 3127
2 Mu ltan 44.002 8 382
3 Sheikhupura 7.000 1631 20863
4 Sialk ot 6.879 295417 322296
9235001 D7 RIGR R |

Total
Source: Invartoty of healh and p opulation investmentin Pakista, pp.20.

In Pakistan, health is a provincial matter At the district level the overall
responsibility lies with District Health Officer (DHO) who is part of the
provincial bureaucracy. However, the DHO has no control over national programs
such as the LHWs program, as this is part of the overall fedemlly adninistered
Family Planning and Primary Health Care (FP& PHC), the budget is allocated
through the province and the devolution precess is not yet complete. In Pakistan
there ar 34 distictsin Punjab, 21 in Sindh 25 in NWFP and 26 in Balcchistan
There are all together 116 district inthe four provinces of Pakistan

Rajanpur is one of the four districts of Dera Ghazi Khan Division (consists of
many districts). It consists of Jampur, Rajanpur, and Rojhan sub Divisions and
De-excludedareas. Rajanpuris the district headquarters that was created on Ist
July, 1982. The following health profile of Rajanpur Distiict is preserted from the
Census of Report of Rajanpur (1998 pp. 25) Rajanpur has one district
headquarter hospital, 32 basic health units, 6 rural health centers 2 dispensaries 1
mother and child kealth certre and 42 health camw facilities The total population
of Rajanpur was 1,103,618 as enumerated in March 1998 with an inter-census
percentage ircrease of 1727. In Rajanpur, the number of child beaing women
in the age group 15-47 years was 180,166 and tctal number of children born was
819,127. In Rajanpur, 9995 persons were disabled due to (among others)
blindness, deafness, physical disability, insanity and mental retardation Tofal
populationlessthan 10 yearsimmunized is 397,762. Total vaccinated are 254,637
and not vaccinated are 89,064

" De-excluded areaof Dera Ghazi Khan is special areaincluding Rajanpur wherejirgas administered the
districts. After 1950, thesejirgas were presided over Naib Tehsildars and in 1958, became partof the basic
democratic system, Rajanpur Census Report, 1998.pp. 17.
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Budget: In Rajanpug healthestimates were 190.977 million for 2004-05. Of this
total budget for health about half, Rs. 960,000 is for establishment charges
(salaries)

Gujrat District takes its name fron the headquarter town of Gujrat and is
bounded on the north east by districts Mirpur and Bhimber of Jammu and
Kashmir, and on the north west by the dver JeHum. The total popuation of
Gujrat district was 2,048,008 as enumented in March 1998 census with a 45.5
inter census increase. The average annwal growthrate was 2.1 percent during this
year. Gujrat’s population censity is 642 persons persquare kilometer The urban
populationis 27.7% of the total population and gew at anaverage rate of 2.8%
during 1981-98. Ther ar fourtown canmittees, thiee municipal canmittees and
one cartonmert in the distict The sex mtioin Gujratis 100 -96in rural and 105
in urban areas. Of the tatal female population, 47% are in the reprodwctive age
group of 15-49. Percentage of population under ten years of age that is
immunized (bath sexes) is 81.7, not vaccinatedis 3.1% Gender disparity prevails
for immunization of male and female children, where the rates are 421 and 396
respectively. In Gujit, there are 170 healthcare ficilities. These include, 94 tasic
healthunits, 20 dispensaties, 9hospitals, 13 motherand child health care centers,
9 rural healthcerters and 25 welfare certers. Distiict Gujrat has incane index of
0.113, tealth index (0.913), educatioml atainment (0.603), tasic health facilities
(156) and persons per househdd of 6.6

Budget for health: For distict Gujrat in the year 2004-05 tctal health

expenditure is 190319 million, of which Rs. 128337 millionis for salary and Rs.
61.982 million fornon-salary.
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6.1

SERVICE DELIVE RY AND IMPACT ANALYSIS
Health Service Delivery

In Pakistan, the £deral ministry and provincial depatmert of Health provide
public lealth servicesthrough fourmajor comporents. These include (i) outreach
and community-based activities witha focus on inmunization, sanitation malaia
control, maternal and child health, fimily planning and LHWs program; (i)
primary health care: e.g. out-patiert facilities; (iii) tehsil and district head quater
hospital forbasic inpatient and outpatient facilities; and (iv) tertiary care hospitals
located inmajor cities. However, to explore what impact healthservices delivery
has on the health of people, especially the ores that are vulrerable and reglected
a specific question can be addressed “what changes in the health situation have
been effected by health services delivery and related budgets?” Answering this
question leads us to explore how health services delivery happens. This is done
firstly through examining the distibution of ficilities, and then through looking at
utilizaionand examining performarce ofthe major vertical progranmes

The previous chapter documented that in Pakistan much of the government
funding, especially at provincial lewel, goes into expensive tertiary care mostly
located inthe urbanareas. Although Pakistan has a faily good retwork ofhealth
infrastructue in the courtry, statistics reported in the health and population
welfare facilities atlas show that the wtilization in tem of number of patients
served per day in these faciliies vary across districts. In Pakistan, the big
hospitals are usually used for providing primary health care services,
immunizations and outpatiert services. People travel from long distances to big
hospitals in the hope of getting quality services and availability of drugs. Other
healthcare facilities such as tasic health unitslocated in rural aras aw eithernot
well equipped, or lack tmined medical staff. Herce, theireffectiveness in terms
of quality healthcareis a question The following tables showthe distribution of
health care ficiliiesand bedsin Pakistan

Table-61: Distribufion of health care fadilities

[Health care facility NWEFP Sindh Balochistin Punjab
Hospitals 183 328 88 302
[Dispensiries 534 1945 650 1457
RHC 88 97 60 293
[BHU 944 712 436 2402
IMCH 118 152 88 516
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Table 62: Distribution of keds in lealthcare fadliies

[Bea Sindh Balochistin NWEFP Punjab
Hospital 25672 4610 14225 34268
[Dispensaries 569 77 130 2055
RHC 1454 718 1075 5545
[BHU 1470 16 0 3944
IMCH 60 0 16 3

Source: Health axd pop ulation Welfare Facilities A tlas (2002)

These tables show that tasic health units far outnumter other types of facilities in
NWHP and Punjab, while dispensaries are the most common form of facility in
Sindh and Balcchistan  Beth of these two types basically provide primary health
services in the aras. Table 4.2 shows that the number of beds in rural health
centres ounumbers those in BHUs in thiee of the four provinces in Pakistan, and
is more orless equal in Sindh InNWFP, there are no beds inbasic health units.
A point tonote is that in Punjabh NWFP and Balochistan, there ar eitherno beds
or theirnumberis very litle. In face of very high maternal mortality rates, lack of
adequate number of beds in MCH is very alarming. It highlights a lack of
specialized orinpatient services that may be crucial in obstetiic emergencies.

The following table shows district-wise wilization of healthinstitutionsin Punjah
The two selected districts for this study are Rajanpurand Gujrat. The table shows
that in both these districts, the total number of new cases tatal repotts, and
utilization ishigh ascanparedto other districts.

Table-63: Districts wise ufilizaion of health insfitutions: BHUs RHCs
Dispensaries M(H centers Hospitals

Districts of Punjab Population TotalNew Total Utiliza tion
Cases Reports

1 Attock 1.274.935 421267 697 4
2 Rawalpindi 3363911 997980 1295 1
3 Jhelum 936957 565482 719 1
4 Chak wal 1.083.725 743300 932 2
5 argodha 2,665.9 1080919 1691 6
6 lian w ali 1.056.6 97741 523 0
7 Bhak k ar 1,051 .45 438183 530 3
hushab 905711 55623 561 5
Gujranw ala 3,400,940 74939 1247 2
H afizabad 8329 46297 462 0
Gujrat 048,008 1120378 1202 7
arowal 265,097 573258 824 8
MB d in ,160,552 478430 739 6
4 Lahore 318,745 558862 683 3
asur 2375875 81158 1126 4
3 kara 2232, 474574 1189 6
7 Lodhan 1,171 61 90 674 4
Vehari 2,09 .4 1 9775 1177 7
Sahiwal 1,843,194 787552 1061 0
2 Pakpattan 1286080 410314 0 9
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21 Khanewal 2.068.49% 904276 1141 32
22 Faisalabad 5429547 1661538 2328 29
23 Tobateck singh 621.593 921933 917 40
24 Jhang 834.545 110115 146! 0
25 DG khan 043, 52134 65 2
26| Rapnpur 103 3929 a8 2
27 Muzaffargah 2,635, 1136544 114 0
28 Layyah .120.95 575035 69 3
9 Bahawapur 2.433.09 89 17. 0
0 Bahawalnagar 061 .44 1138201 469 1
1 RY khan ,141.05; 1542599 564 9
2 Mu ltan .116.85 74 001 0
3 Sheikhupura 321.02 1148443 771 26
7| Salkor i} —71a07 & 2
ource: Health Ma g emant In o rmation Sy stan Datal 982000

A look at Pakistan’s health care facilities shows that the health care network is
strong and present indifferent places in ore form oranother However, the poor
quality of health services, unavailability of drugs and medcires, staffabsentecism
are some of the main issues that make health service dlivery system nat as
effective as one would expect in the preserce of physical infastructue. In
Pakistan, popuation per hospital beds is 1,536, a figure that is in line with cther
developing courtries However, in Pakistan dispensaries and BHUs are not
equipped with beds or labour roans. Taking irtoaccourt the fict that a very high
matermal mortality rate prevails in Pakistan due mainly to non-availability of
skilled bitth atendarts and other medcal facilities, it is recommended that more
resources are allocated for upgmding these BHUs. On the other hand MCHCs that
are providing mother child health care and midwifery services sometimes have
one or two beds to handle non-complicated deliveries but are unable to hande
obstetric emergencies. Provision of emergency obstetric care is rcognized
internationally as a crucial elemert if a country isto reduce the maternal motality
rate. Hence, to save maternal lives, it is importart to equip these MCHCs with
modern and advanced health care facilities and to provide emergency obstetiic
care eitherat these certres or through prompt referal to cthers.

The private sector in Pakistan has also been very active in health care service
delivery, but mostly concertrates on the more lucative tertiary lewel curative
services. Many ofthese facilities are located inthe urbanareas According to the
Government of Pakistan, 57% of people in Pakistan use private health centres as
comparedto 21% who use gowvernmert doctors (GoP, 999b) The other 14% used
private dispensaries and 3% use pivate pharmacies. One major factor for using
private health care facilities mther than public facilities is distance to the
government hospitals and uravailability of medicines at the outlets. Some ofthe
other repoted wrasons are uncoopemtive staff (who protably are more
uncooperative with women than men), lack of technical expetise to treat
complications and unavailability of specialized doctors at the public health care
centers The fdlowingtable shows the availability of health facilities inthe ruml
areas of Pakistan as repottedin the Pakistan Itegrated Household Survey, 2001-
02. The table illustrates impressive reach ofthe LHWs, but mwh poorerreach of
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most other forms. The second most prevalert form isa non-governmert one,
namely hakim and hanoeopath.

Table 64:Percentage of rurdl housholds with facilities preentin their villages

Type of Fadlity Punjab Pakistan
jtal 2
Govt _Dispensaty 1 12
asic Hhalth Thit 8 18
Lady Health Wakers 0 62
Private hospital 3 4
Private dispensary 13 13
Private practitioner 21 22
urse/canpainder 33 2
akim/Hanegpath 4] 3

Source GoP2002¢

The National Program for Family Planning and Primary Health Care is mostly
implemented through the LHWs. The following table campares various health
measuresin aras served by LHWs and cortrol areas

Table 65:Health measures for LHW andcontrol areas

Measure LHW Contrd | Nationa
ALcas ALCas

Wanen who had tirth snee 1997 epating on their lag bitth
% who had atleast ore anteratal consultation at 58 1 31
a health facility
% who had atleast two tetanus toxad injections 51 26 B
inthe lag pregnancy

| % wio tookiron Hlets during lag pregnanc 43 26 =
% ofhirthsattended by doctor, nure ar LHV 27 19 19

[ uing any nend ofcntpeenticn 33 26 2%
% udng any modem method of cortiaception 23 18 20
% who know at least ore way to prevert 66 5 -
diarhea

| % wip knowhowtogeme QRS 3 61 -
% wio know howmalaa iscaught 58 42 -
% ofchildren aged under 4morths exclusvely 39 20 _
breast®d
% ofchilden under 3 yearsever weighed bya 38 13 B
health wakers
% ofchilden aged 12to 35 months fully 57 40 49
vaccinated (baed on recall and record methad)

|2 ofchildien with diarrhea given ORS 47 3> 24
% ofchildien with respimatory infctions given 70 63 B
maowe lignidsto drirk

Source: Health Sector Reviev: An Ad to Bid g etF ormu lation

This table shows that the selected health indicators for mothers such as use of
antenatal care, tetanus injections for expecting mothers iron supplements ae far
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better in terms of perentage coverag for those areas that are served by the
LHWSs. Similady, the percentage of births that are attended by doctors or any
other healthcare professional is far higher in aras that are served by the LHWSs.
All such efforts to improve the health of women have a positive impact on their
healthoutcame. Through the assistance of LHWs more womenare using family
planning techniques. The resultant longer bitth intervals have a positive impact
on both the mother and child health  Women who are assisted by the LHWs,
especially in the rural/poor aras, are betterable to overcome child illnesses such
as diarrhea and respimtory infections than women inareas that are not served by
LHWSs. They also have improved awareness of disease causation and methods/
ways to overcome them and treatmert asand when needed.

According to the progam managers of the FP& PHC, the fdlowingare the main
weaknesses/ gaps in this program () most LHWs are uncer supplied with drugs
and contmceptives (i) limited services for patients after referrals @ii) lack of
timely paymens to LHWs (iv) lack of knowledge and expetise among the
workers. However, the significant achievements irclude serving of the 60% of
target popuation, a significart increase in the number for both LHWs and their
supervisors. LHWSs also played a significant rde for increase in the number of
child immunizations, where out of 30 million childen, about 16 million are
immunized by the LHWs. Similady, out of 5 million target women, 4.5 were
vaccimted against materml and neonatal tetanus by the LHWs and they also
ensure safe completion of the TB DOTS program. To gin significant
improvements in health oucomes, the number of of LHWSs should be increased
substantially, especiallyin areas thatare under served by the mainstream health
system. Lady health workers canadvise on various healthmatters including safe
and hygienic techniques for normal deliveiies, and for more complicated ones,
timely refrral to clinics and hospitals. They can also telp in identifying post
partum hemorrhages, however, that may require tmining that is beyond the safe
motherhood practices For reproductive health care services, increase inaccess to
contraception cansignificanty redwce maternal deaths by reducing the number of
times women may became pregnart and may be exposed to risks related from
complications. Lady health workers have been doing this job quite successfully
but ther is still scope of expansionand advancement in their skills. According to
the Human Development Report (2003), if unmet need for cortraceptionis met
and women haw only the number of pregmncies at the irtervals they want
materml mortality would drop by 20-35%.

The above figures show that in Pakistan, the governmert is focusing on primary/
preventive health care services through use of an effective LHWSs program. The
selected health indcators reflect a success story, where relatively larg numbers
of women have access to basic and pimary health care through doorstep health
services delivery. The private sector may not be very willing to provide these
basic services because oflack of opportunities for profit making However, there
is always a need to improve the skills and tminings of those workers that are
providing car through proper monitoring and evaluation of their perfomance in
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all aras. In this regards, attention should bte focused on strenghening cther
supportive healthcare personnel, such as nursesand paramedicsthat can substitue
the services of the doctors for primary health care provision Special attertion
needs to be given to people living away from urban centers through special
outreach and health care services

Another important growing health problem in Pakistan is HIV/AIDS. The first
officially announced case of HIV/AIDS was in 1987 in Lahore. To date, the
majority of cases reported for HIV/AIDS are for males, with a malk to female
ratio of sixto ore, in 2003-04 (HDR, 2004) Part of this pattern coud be related
to socio-cultuml norms that inhibit females to disclose their condition or access
health cawe. Over time, it is expected that poor women will be especially
vulnerable to HIV, because of poor nutritional status loweducational levels their
engagements in unegulated sector employments that do not provide any medical
insurance and their imbility because of the social norms to pactice saf sex
habits. As female atonomy is a majorissue in Pakistan it often menwho decide
when and how sex should happenand incase ofillness, when they seek medical
advice.

Although HIV/AIDSs incidence is not yet high in Pakistan, the government has
been proactive in creating awareness abou the disease. In case of rew cases
detected of HIV/AIDS, the demand for health cae services is incrasing
massively. This needis dfficut tomeet through existing structure and system and
quality of services

In Pakistan, expenditure for HIV/AIDS has increased over the past few years.
However, it is also impottant to address social issues that ar responsible for
increase in the number of HIV/AIDS patients. Among these are stigna gender
discrimimtion and most impotantly, urequal power elations between males and
females in Pakistan. The expectation is that a Iet more poor women, especially
expecting mchers may be at an increased iisk of the disease. Therefore
prevention and treatment progmams must address the condtions that can make
women more vulrerable to HIV infctions ascompared tomales

As Pakistan has now been identified as a high-risk country, the national AIDS
control program has now been earmarked as a priority program with enharced
budgets forthe rext decade. The entanced HIV/AIDS Control Program (2003-08)
is being implemented with the assistance of the World Bank at a cost of Rs. 285
billion

For the Expanded Program of Immunizations (EPI), Rs. 1117 million was
allocated for the fiscal year 2005-06. The Fedeml EPI cell is responsible for
overall panning policymaking, ftechnical gudance, co-ordnation with
international agencies, evaluation and repotting of the program. The equirements
that were put up in 2001-02 were Rs. 911.058 and in the year 2002-03 Rs.
1019.571. As against actual requiemerts, Rs. 500 million was allocated and
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releasedand slightly more than this amourt utilized. The owrall cowerage (urban
and rural) aras ircreased steadily but relatively low coverage was witnessed for
the rural aras due mainly to absence of an effective ruml health infrastructure,
shortage of funding with the provincial health funding and administrative
mismanagemert. EPI is especially impottart from a gender perspective interms
of the provision of tetanustoxoid for pregnant women

In the year 2004 5.6 million children of 0-11 months and 62 million expecting
mothers formed the target group for the EPI programme. Inthe same year, 69% of
the target group of childen and 48% of the target women were immunized
showing that women were less well reached than children

In Pakistan’s 5year’s prgect on Inprovement of nutrition through pimary health
car and nurition education/public awareness, Rs. 3082 million was allocated for
supplementation, fortification, growth monitorng, lactation mamgement, weight
gain during pregnarcy and nutition awareress. In this project, main activities
include purchase and distribtion of micronutients to 40,000 TB patients
receiving DOTS therapy, and nation wide training in lactation management
During 2004-05 Rs. 64,772,000 wasalloccated and Rs. 60,089,786 was spent.

6.2 Digussion

In Pakistan there are gender dffererces in health and health care in respect of
(i) access and (i) utilization and (iii) health behaviors Although the extent of
differences remains less well documented at the micro or household level, the
macro level indicators suggest that gils and young women face relatively more
threats to their health and well-being than males. While eproductive reeds are
relatively well catered for, other issues are nat adequately addressed in the health
policies of the government A detailed look at the budget allocated for health and
expenditures incuried by the government also reweal that gender issues are nct
adequately addressed.

To find out the various socioeconomic determinarts of health, it is impottant that
relevart data are gathered through household level surveys. Inaddition there needs
to be greater sex disaggregation in respect of data collected through the National
Health Mamgement Information System. More detailed sex-disaggregated data will
better reveal the health care meeds of all and help in hdding govermment
accountable for their commitment to promoting the nations’ health. Similady, the
Ministry of Finance in conjunction with the Ministry of Health can carry ou
expenditure reviews of budgets. In this way the government can increase its
capacity to address the gender impact of health budget, evenue collection and
resource mobilization stmateges forhealth

The success and efficiency of ongoing vertical health care programs needs to be

improved Access can be improwed by irtegrating these programs irto the egular
healthcar system and efficiency can be improwed by extendng efective cowerage
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to the most vulrerable groups. For redwtionin materml motality, betteraccess to
quality health services should be ensured, and provision of artenatal car that
enablesthe family and the women to recognize dangersigns of pregnancy, ensuring
the avwailability of skilled bith attendants and provision of basic emergency
obstetric care available at all primary health car outlets. Similarly, better health
education is important for all womento atfain better health outcomes and can be
enhanced through community based health workersand media. Finally, the scope of
the BHUs and dispensaries should be enhanced to accommodate inpatiert services
instead of only outpatient curative services.
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Annex-1
Definiti

GDP: Taal market valwe ofall fiml goods and services producedina countryina gven
year.

GNP: GDP plus the ircome accruing to domestic residents from productive activities
abroad, minusthe incane earred in domestic marketsaccrung to foreigners abread.

CBR: Annual number ofbirthsper 1000 population
Crude death rate (CDR): Total number of deaths per 1000 population

TFR: Taal fertility mte: Average number of biths a women could expect to lave duing
her life time, ifshe followed obserwed levelsof fetility for age groupatevery level

Immunization coverage: The percent of childrenimmunized under dif€rent programs.

IMR: The protability of dying between birthand exactly 1 year ofage per thousand live
births.

Child mortality: the probahility of dying between 1-5 years of age expressed as per 1000
Live births.

Life expectancy: the number of years a newborn will live if'subject to mortality risks
prevailing for cross section of populationat the ime of their bitths.

Under nourished people: people whose intake is chronically insufficient to meet their
minimum energy.

Wasting below 2 SD [standard deviations] fran median weiglt forheight ofreference
population

Stunting: below2 SD from median height forage ofrefrence population

MMR anmal number of deaths of women from pregnancy related causes per 1000 live
births

Safe drinking water: teated surface waterand urtreated but uncontaminated water such
as that from protected borehdes, springs and sanitary wells.

Status index: relative status ofhealthina country, calcuatedin twosteps: separate

index that receivesa value between 0-1and uses other indcators suchas MMR, USMR
and undernouishment index
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Infrastructure index: the elative achievement ofa country in bulding an appropriate
infrastrue for health Uses spending index, skilled atendance, immunization, physicians,
accessto sanitation indices.

Limitations index: Uses poverty, illiteracy, contmceptive prevalence and smoking
indices

Healthindex is the weighted average of three indices = status, limitationsand

infrastructure index.

Sources: Human Development Repott (2004) UNICEF (2001), The State of Woids
Children

The World Bank (2000), “Socio-economic differences inhealth nutrition and
population”
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