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A. Sector Performance, Problems, and Opportunities 
 
1. While the Government of Pakistan is fully committed to reaching the Millennium 
Development Goals (MDGs) by 2015, with most on track, the health-related MDGs are flagging. 
In particular, MDG 4 and 5 relating to infant and maternal mortality rates are problematic. 
Pakistan has the highest infant mortality rate (IMR) and under-5 mortality rates in South Asia. 
The maternal mortality ratio (MMR) compares more favorably with other countries in the region, 
but still remains well above the MDG target. The challenges to improving these statistics are 
daunting as Pakistan has the highest population growth rate and the lowest rate of 
contraceptive availability in South Asia. The situation in Punjab with respect to the IMR and 
MMR tends to follow the national pattern. The IMR remained virtually unchanged between 
FY2001 and FY2007 at 77 infant deaths per 1,000 live births, higher than the MDG target of 52 
per 1,000 live births. The MMR is similarly high at 227 maternal deaths per 100,000 live births, 
substantially above the MDG target of 140 per 100,000 live births.1  
 
2. Coverage. The coverage of all essential health care interventions is unacceptably low. 
Urban areas have significantly better coverage than rural areas, which account for 69% of 
Punjab's population. One of the more troubling statistics is the low proportion of women 
delivering babies either in health facilities in rural areas or, at a minimum, with the assistance of 
a skilled health worker, which is clearly linked to both infant and maternal mortality. More than 
half of the under-5 deaths and an estimated 70% of infant deaths occur during the neonatal 
period. Mortality rates could be substantially reduced with improved availability and utilization of 
public health facilities, access to trained medical staff, and readily available essential drugs. 
Similarly, the major causes of under-5 mortality (infectious disease, mainly diarrhea and 
pneumonia) could be prevented with access to adequate health care. The main causes of 
maternal death (hemorrhage [53%], puerperal sepsis [16%], and incomplete abortion and 
retained placenta [11%]) also require timely access to care. Current mortality rates, if they 
remain unchanged, imply that more than 257,000 infants will die per year. In the absence of 
improved access to transfusions and obstetric care, about 10,000 mothers will die in the 
process of giving birth within a year. 
 
3. Punjab’s public primary and secondary health care system is expansive, yet 
significantly underutilized due to the lack of trained health workers. Primary health care includes 
188 maternal and child health centers, 2,456 basic health units (BHUs), and 239 rural health 
centers (RHCs). Secondary health care encompasses 77 tehsil headquarter hospitals (THQs) 
and 35 district headquarter hospitals (DHQs) for inpatient and outpatient care. Numerous 
facilities notwithstanding, service utilization at BHUs and RHCs did not increase from 1997 to 
2006, with about 72% of patients relying on the private sector.2 The low utilization of public 
health services impacts largely on the poor, and reflects the effects of the lack of qualified staff, 
poor attitude of staff, short hours during which staff are available, and shortage of necessary 
drugs and supplies.  
 

                                                 
1 Government of the Punjab. 2008. District-Based Multiple Indicator Cluster Survey 2007–2008. Lahore. 
2 Government of Pakistan. 2007. Pakistan Social and Living Standards Measurement Survey 2006–2007. 

Islamabad. 
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Selected Indicators Showing Coverage of Health Interventions in Punjab 
Coverage (%) Health Indicator Urban Rural Total 

Proportion of pregnant mothers who received antenatal care from 
skilled health worker 

71.3 45.5 52.7 

Proportion of pregnant women who received tetanus toxoid vaccine 72.0a 52.4a 64.0b 
Proportion of women who delivered in a health facilitya 56.5a 31.2a 38.3 
Proportion of deliveries attended by skilled birth attendants 63.0 34.7 42.6 
Proportion of mothers who received professional postnatal care for 
last birth within first 24 hours 

61.6 32.9 41.0 

Current use of modern contraceptives among currently married 
women 

32.4 21.7 25.1 

Proportion of fully immunized children between 12 and 23 months of 
agea 

54.0a 44.0a 53.0b 

Proportion of underweight children below the age of 5 years 28.0 35.7 33.6 
a Figures for urban and rural are countrywide since specific statistics for Punjab are not available. Other data 

from Government of Punjab. 2008. District Based Multiple Indicator Cluster Survey 2007–2008. Lahore. 
b  United States Agency for International Development.; Pakistan Demographic and Health Survey 2006–

2007. Islamabad. 
 
4. Effective changes and a move to MDG targets in Punjab require serious reforms to the 
public health care system. To alter health-seeking behavior, a number of measures are needed, 
including effective communication and education. At the same time, the IMR and MMR will not 
likely be improved unless minimum service delivery standards (MSDS) are implemented and 
enforced, providing improved access to gynecologists, obstetricians, women medical officers, 
lady health visitors, midwives, and paramedics. The quality of health care personnel must be 
brought in line with acceptable standards with updated training, continuous education 
requirements, and effective registration requirements. BHUs; RHCs; and maternal, neonatal, 
and child health (MNCH)-related departments of DHQs and THQs also require adequate 
functioning equipment, and improved procurement systems for drugs and supplies to eliminate 
frequent stock outages of essential drugs. 
 
5. Management of the primary and secondary health care system faces an additional 
challenge. With implementation of the 2001 Punjab Local Government Ordinance, responsibility 
for the delivery of primary and secondary health care was devolved to the districts, leaving 
policy issues for the federal government and their implementation, such as the definition of the 
MSDS, to provincial departments. The system inherited by the districts and tehsils was uneven: 
while each district should have a DHQ, 4 of the 36 districts do not. Similarly, at least 48 of the 
125 tehsils lack a THQ and, as of 2009, only 11 of the 77 existing THQs were in reasonable 
physical condition. The decentralization of service provision was not initially accompanied by 
adequate resources, in terms of financing, management, or physical plant to successfully deliver 
primary and secondary health services. Nine years on from the introduction of devolution, the 
province may be set to return responsibility for delivery of secondary health care to the 
provincial government, potentially leading to fragmentation of service delivery. 
 
6. Against this backdrop, the Punjab provincial government (PPG) has implemented the 
Health Sector Reform Program, which, supported by the Punjab Millennium Development Goals 
Program of the Asian Development Bank (ADB), looks to implement minimum service delivery 
standards (MSDS) at BHUs, RHCs, and MNCH-related departments of DHQs and THQs to 
support achievement of the MDG targets for IMR and MMR by 2015. PPG developed the MSDS 
in 2007; they define a set of services to be available at every facility and target coverage for 
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each service. In this way, PPG looks to translate the national policy commitments articulated in 
the Punjab Rural Support Program II on poverty reduction, primary and secondary health care, 
and good governance, into investments and action plans consistent with meeting MDG targets.3  
 
7. Several recent innovations in various districts, with PPG support, highlight the fact that 
implementing MNCH-related MSDS can have a dramatic effect on the willingness of women to 
give birth in a public health facility. Upgrading one rural health center in Rawalpindi to enable 
24-hour access to fully staffed operations resulted in an increase of more than 800% in the 
number of normal deliveries per month at the facility between 2005 and 2009, with a 300% 
increase each in visits to the obstetrician for antenatal and obstetric care. In Sialkot, 30 BHUs 
were upgraded and provided with equipment, emergency rooms, labor rooms, and basic clinical 
laboratory facilities. This was coupled with an intensive community involvement campaign, 
including creation of a steering committee to monitor service delivery and the availability of 
records on inflows of funds and their use. Within 12 months, deliveries at BHUs and RHCs 
increased by more than 300%, while deliveries at DHQs and THQs increased by about 162%.4 
 
8. PPG is implementing the MSDS in stages, beginning with public sector health care and 
later extending to private facilities and practitioners. The first stage focuses on MNCH-related 
MSDS to reduce the IMR and MMR by 2015. The MSDS implementation guidelines prepared by 
PPG indicate technical and financial resources available for district governments and steps for 
planning, implementation, and monitoring. During subprogram 1, all districts agreed to reach 
minimum acceptable levels of the MSDS by 2012. The memorandums of understanding signed 
with PPG clearly specify responsibilities for the provincial and district governments. Under 
subprogram 2, seven districts achieved the MSDS; this number is expected to double under 
subprogram 3. Also under subprogram 2, each district includes a plan for incorporating the 
MSDS into the district 3-year rolling plans developed under the ADB-supported Punjab 
Devolved Social Services Program. The plan formats will be improved to cover the MSDS 
implementation plan, situation analysis, problem identification, and strategic priority actions. 
District governments have ensured that the MSDS is disseminated through health care facilities 
and by house-to-house contacts with direct beneficiaries. Under subprogram 3, the performance 
of the health sector will be evaluated by a third party assessment of progress in attaining the 
MSDS and a citizen satisfaction survey. 
 
B. Availability and Quality of Primary and Secondary Health Care 
 
9. Availability of health care workers. The lack of well-trained human resources is the 
biggest constraint to implementing the MSDS. In all, implementation of MNCH-related MSDS 
requires about 14,400 new posts, including 660 specialists (gynecologists, obstetricians, 
anesthetists, and pediatricians); 1,500 medical officers (including female medical officers); 5,000 
nurses; 3,000 each of lady health workers and midwives; and about 1,000 paramedics. Against 
this requirement, during 2004–2006 Punjab produced 1,400–1,600 nurses and 78–351 lady 
health visitors per year. However, not all of those trained can be expected to remain in the 
public sector. Although the production of doctors, including female doctors, is higher than 
nurses, many female doctors either leave the profession after marriage, or prefer the shorter 
hours available in urban facilities. A particular problem has been the lack of women heath 
officers at RHCs, reinforcing the reluctance of women to come to health services for antenatal 

                                                 
3 The MSDS were developed under the ADB-supported Punjab Devolved Social Services Program – ADB (2004). 

RRP to the BOD, Proposed Loan to Pakistan for the Punjab Devolved Social Services Program. Loan 2144-PAK 
for US $75,000,000 and 2145-PAK (SF) for SDR 49,770,000 approved on 29 November 2004.  

4 Nuzhut Rafique. 2009. Good Promising Local Practices in Punjab. Lahore, Pakistan. 
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care and deliveries. A review of existing incentives is needed to increase the number of 
available staff, and to encourage them to take on the hard-to-fill rural posts. Under subprogram 
3, a range of incentives is planned, including accelerated courses to address the shortage of 
some specialists such as anesthetists, and possible education subsidies for those who serve in 
rural areas.  
 
10. Quality of health care workers. Improving the quality of health care workers is 
essential for achieving the MNCH-related MSDS. Medical training institutions in Pakistan 
produce the bulk of doctors and paramedics without recourse to quality standards, and training 
for nurses and other health workers is similarly problematic. Other issues include the contract-
based tenure of health workers, lack of continuing education, absence of incentives for good 
performance, as well as objective and effective performance review. Improving the quality of 
nurses, lady health visitors, midwives, and paramedics requires upgrading training institutes, 
most of which lack adequate equipment and resources. A continuing medical education system 
developed under subprogram 2 will be linked to promotions for medical and paramedical staff in 
Punjab under subprogram 3. 
 
C. Management of Health Service Delivery 
  
11. Performance monitoring and availability of information. Monitoring district 
performance in the delivery of health services is weak. Following devolution and the transfer of 
responsibility for primary and secondary health care to the districts, the Office of the Director 
General for Health Services was assigned responsibility for providing technical support to the 
districts and monitoring the performance of district health services, although initially with 
inadequate staff and limited information for monitoring and evaluation. Recent review and 
restructuring of the office has laid the foundation for stronger managerial and technical 
assistance. To facilitate improved management, a comprehensive district health information 
system (DHIS) was developed, which tracks indicators related to service delivery, human 
resources, financial management, logistics, and capital assets. Under subprogram 1, the DHIS 
was introduced to 10 districts, with coverage extended to the remaining districts under 
subprogram 2. Continued support from the Office of the Director General for Health Services will 
be needed to improve the quality of district reporting. 
 
12. Adequacy of drugs, supplies, and equipment. The chronic shortage of drugs across 
primary and secondary public health facilities reflects inadequate budget allocations and 
cumbersome procurement procedures. The lack of stock is inconsistent both with the MSDS 
and the commitment to provide essential drugs free of charge through primary and secondary 
health facilities. It contributes to the low utilization rates of public health facilities. The 
decentralization of drug procurement was introduced as part of devolution in the health sector. 
Under this system, large variations appeared in procurement prices for essential drugs across 
districts, prompting a partial recentralization of the procurement process in FY2008. This 
resulted in the responsibility for determining the price range being given to the procurement cell 
of the Punjab Health Department on behalf of all district governments. PPG has since 
conducted a comprehensive review of drug, equipment, and supply management systems, 
identifying options for improving the efficiency and cost-effectiveness of the procurement 
system. To limit out-of-stock situations, the Health Department is tracking the availability of  
18 "tracer drugs" at primary and secondary health facilities on a monthly basis using the DHIS. 
The more comprehensive essential drug list will be reviewed to rationalize the number of drugs 
down from 300 and bring it inline with the MSDS. 
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13. Contracting models. An important issue under the program is the need to 
institutionalize arrangements to support new service delivery modalities that can potentially 
improve the efficiency and quality of public health service delivery. PPG has contracted out 
BHUs in 11 districts to the Punjab Rural Support Program, and is evaluating the results of the 
two contracting models to assess the effectiveness of contracting on efficiency. Based on the 
results of the evaluation, PPG will determine a suitable contracting strategy for Punjab. PPG 
has also taken steps to improve efficiency through the integration of BHU health services 
financed by the federal, provincial, and district governments, thereby avoiding overlap and 
duplication. Under subprogram 2, results from the five pilot districts under subprogram 1 were 
analyzed, with a view to expanding the functional integration to other districts under  
subprogram 3.  
 
D. Sustainable Pro-Poor Health Financing Arrangement 
 
14. Chronic underfunding of the health sector.  Public health care in Pakistan has been 
persistently underfunded by the federal, provincial, and district governments, and per capita 
health expenditure remains among the lowest among South Asian countries. Trends in 
provincial budgeting were erratic during 2005–2008, averaging 4.5% of the total budget portfolio 
for Punjab. Increases in budget allocations through FY2008 were substantially offset by 
inflation, with little real effect. The chronic underfunding is reflected in reliance on out-of-pocket 
expenditures. The Pakistan National Health Accounts for FY2006 indicate health care 
expenditures have been financed by the government (32%) and private household expenditures 
(64.3%), with only about 2% of financing from development partners, and marginal amounts 
from charities and health insurance. The efficiency of public spending is also problematic: 
current provincial and district spending (largely salaries) absorbs the bulk of resources, 
averaging more than 80% of provincial expenditures and more than 90% of district expenditures 
on health. Moreover, instead of imparting clarity to health care financing, funding for 
development spending under the provincial annual development plan, federally financed 
programs, and aid-financed efforts result in substantial overlap, high transaction costs, and an 
inefficient allocation of human and financial resources. 
 
15. Financing requirements. The extent of understaffing is indicative of the fact that 
attaining the IMR and MMR MDG targets and implementing MNCH-related MSDS will require a 
substantial increase in public expenditure for primary and secondary health services. An 
attendant improvement in the management of resources to ensure their efficient use is critical 
for progress. PPG is committed to successive increases in provincial health allocations, 
including a 15% increase for FY2010. It is also committed to ensuring equivalent sustained 
increases in allocations for district health services. Development spending for primary and 
secondary health is a separate concern: under subprogram 1, districts were provided with 
resources from the program in the form of conditional grants, largely targeted at development 
requirements related to implementing the MNCH-related MSDS. An additional PRs6.37 billion is 
to be disbursed in FY2010 to those districts that have spent 80% or more of the initial round of 
conditional grants.  
   
16. Sustainable, pro-poor health financing. Currently, budget statements do not provide 
reliable, timely, and comprehensive information on provincial or district health spending. In 
concert with the program, the Health Department is in the process of adapting the World Bank-
supported Project for Improved Financial Reporting and Accounting to provide a consolidated 
picture of provincial and district outlays for primary and secondary health services. To address 
more fundamental issues related to financing of the MSDS, the medium-term fiscal framework 
for the Punjab budget will be supplemented with a bottom–up component that looks at provincial 



6 
 

health expenditures on a spending-unit basis, supplemented by a more general model for 
district spending.  
 
17. The medium-term approach to budgeting for the health sector will also progressively 
eliminate the current dual budgeting practice, under which the recurrent and development 
budgets are prepared separately by the Finance Department and the Planning and 
Development Department, respectively. Initially, the newly created Financial Management Cell 
will serve to link the Finance Department and the Planning and Development Department for 
budget preparation, execution, and monitoring. Over time, the Financial Management Cell 
should serve as a focal point in the Health Department for the successive integration of the 
recurrent and development budgets, as both are placed in the context of a fully integrated 
medium-term framework.  
 
18. The reliance on preaudit and external audit as substitutes for internal controls has 
contributed to an increase in fiduciary risk, while the scale of expenditure increases required to 
implement the MNCH-related MSDS requires a strengthening of the fiduciary environment. 
Overall, the system of internal controls compares poorly with internationally recognized 
benchmarks, and the Health Department is taking the lead in addressing these issues as part of 
the program. One major gap is the absence of monitoring to ensure implementation of 
established systems, processes, and procedures. Expenditure management and expenditure 
tracking are also absent, with little diagnostic work available to evaluate the consistency 
between expenditures and key priorities. Under the program, increased attention is given to 
district and provincial internal controls.  
 
19. The costs associated with reforms necessary to bring the primary and secondary health 
facilities, and MNCH-related departments of THQs and DHQs into compliance with MNCH-
related MSDS are considerable, and underscore the need for a pro-poor financing system that 
can ensure equitable access to health services while reducing the burden on the poor. PPG is 
committed to increasing public health expenditure in primary and secondary health services, 
which are proven to be more pro-poor than in tertiary care. PPG is taking a dual approach, 
introducing short-term measures aimed at providing immediate relief for the poor from health 
care-related expenditures while developing an alternative financing system for the medium-term 
and beyond. During subprogram 1, the Health Department has undertaken studies on user 
charges and out-of-pocket expenditures as a basis for designing pro-poor programs and 
possible models to be tested. Under subprogram 2, selected models would be introduced on a 
pilot basis, with implementation of successful models under subprogram 3. Development of 
long-term health financing and provider payment systems requires careful consideration of 
different options and their implications. Under subprogram 1, a working group was established 
comprising representatives from the Finance Department, Health Department, Planning and 
Development Department, private health care providers, and other stakeholders to prepare an 
action plan, and initial policy directions regarding health care financing and provider payment 
options to be reviewed under subprogram 2. PPG will prepare a policy paper on options for a 
pro-poor health financing system under subprogram 3. 


