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15% to 50% of the rural population by 1981. The increase in health manpower trainees,physicians, nurses, and technicians augurs well for the long term.
The five principal health problems now a challenge to Pakistan's socioeconomic progress 

are: 
Excessive population growth; it exceeds 3. 0% and may be as high as 4. 2%.The effect of morbidity upon the productive population, in both urban and rural Pakistan.The competition of the health services for skilled manpower required for other sectors.The need for much of the foreign assistance under the Fifth Plan to be devoted to health 
care. 
Serious deficiencies in environmental sanitation. 
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PREFACE
 

This document was prepared within the Division of Program Analysis of the Office of Inter­
national Health, Public Health Service, U.S. Department of Health, Education and Welfare at the
 
request and with the support of the U.S. Agency for International Development (AID). It is
 
part of the Syncrisis series, which consists of country profiles describing and analyzing health
 
conditions in particular countries and the relationship of those conditions to the country's 
socioeconomic development. 

The primary purpose of these studies is to provide a concise and up-to-date introduction to the 
health situation in a country, for use by AID and throughout the international health conunity. 
The studies do not necessarily reflect United States government policy, and they do not include 
reconnendations for specific programmatic actions by AID. They do provide a background against 
which further analysis and health program development may occur. 

Specifically, Sncrisis studies are intended to acquaint the generalist in development adminis­
tration with (1 interventions in the health system of the country which will contribute to 
socioeconomic development, and (2) the effects of other developmental activities on health. To 
the specialist in comprehensive health planning, they will provide both a preliminary document 
for his work, and an indication of the sources of information available for health planning in 
that country. For the specialist in a specific aspect of health care, Svcrisis studies are 
intended to provide insight into the relationship of the subsystem with which ie is concerned 
to the comprehensive health system and the larger society. For each of these professionals, 
Syncrisis studies are intended not as a final definitive doctunent, but rather as a point of 
departure from which their own professional skills can be applied to develop activities which 
will benefit the country. 

In addition to the principal target audience, which will probably include a few dozen persons 
for a specific country, it has been demonstrated that Syncrisis studies are useful to others. 
For this reason the studies are published and made avalle -for sale to the public. Some con­
sideration is given in the preparation of the documnents to their possible use in health science 
education in the subject country, in international health education, and by scholars concerned 
with more general aspects of the country or with closely related sectors. 

Syncrisis studies form an unusual resource for the student of comparative health systems. They 
present, in a uniform format, parallel descriptions of health systems in countries with widely 
varying cultural, social, economic, and government systems. It is hoped that in the future this 
aspect of the Syncrisis series can be of increasing value. 

The sources for the Pakistan Syncrisis derive from recent Government of Pakistan documents, 
USAID information papers and analyses, and various studies, reports and analyses by private 
consultants employed both by the IUSAID and the Government of Pakistan. In addition, studies 
and monographs by specialists from universities and interpational institutions concerned with 
Pakistani affairs were also utilized. These data, in turn, were supplemented by interviews with 
recent visitors to Pakistan having first-hand knowledge of Pakistan's health enviro nent. 

Such diverse sources of information, although credible, nevertheless produced varying and, at 
times, conflicting data. In particular, some Government of Pakistan docunents provided data 
uhich conflicted with other Government of Pakistan documents and with various consultants' 
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reports. 
Through extensive citations an effort was made to record these differences so as to
provide the reader with a basis upon which to evolve his own judgments. Nevertheless, the limi­tations of the research effort and the conflicting data must serve to inhibit our conclusions.
All figures and analyses, therefore, are tentative and must be viewed with caution.
 

I would especially thank Dr. Robert de Caires for his invaluable guidance in developing the for­mat and substance of this study, Messrs. John Gallivan and Paul Ahmed for their essential editor­
ial support, and Ms. Lucille Shivers and Ms. Jessica Auerbach for their patient typing of the
 
several drafts of this document.
 

Arthur H. Furnia
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SUNARY 

The passion for independence, so evident among the Muslims of the Indian sub-continent in
 
August 1947, was soon compromised by the vulnerability of the new Pakistan nation. The new state
 
was not only bifurcated, but was all but devoid of industrial, transportation, communication,
 
financial and human resources. These scarce human resources had to cope with partition and more
 
than 6 million refugees from India. Indeed, in 1947 many did not regard Pakistan as viable.
 

Key factors in survival were the early leadership of Mohammed Ali Jinnah and Liaquat Ali 
Khan, the successful implementation of long-term planning, considerable and timely foreign

assistance and the fortitude of the peasant-farmer upon whom Pakistan ultimately depended. The
 
three decades of Pakistan's history have been marked by economic, political and natural disas­
ters, and defeat by India, resulting in the loss of East Pakistan (Bangladesh). However, the 
four Five-Year Plans, beginning in 1955 and leading to the current Fifth Plan, created a highly 
productive agricultural sector, basic industries in textiles, chemicals, electricity and engi­
neering, effective irrigation and power systems, and new transportation and conunication facili­
ties. The GNP reached $10,876,000,000 or $129 per capita in 1974-75 from a miniscule quantity
in .1947. There has even been some upward social mobility by the masses. But the average Paki­
stani's life has improved only marginally in three decades, with literacy still under 20%,

unemployment unacceptably high, and daily living and environmental conditions remaining poor to
 
desperate.
 

No sector of Pakistani life more graphically reflects the immense sacrifice to render Paki­
stan a viable state than does the health sector. When the Government of Pakistan was constituted
 
in 1947-48, planners pursued a diffident policy toward health care, concentrating their scarce
 
resources instead on defense and later, upon industrial and agricultural development. These
 
policies were pursued in spite of Pakistan being one of the least healthy of the world's 
developing nations. This condition, except in one or two instances, has not improved substan­
tially during the past three decades.
 

As in 1947, malaria, tuberculosis, and cholera continue to constitute threats to health.
 
Gastrointestinal, infectious and other parasitic diseases continue to contribute substantially
 
to morbidity and mortality. These diseases are exacerbated by extremely primitive water supplies

and waste disposal, bad housing, nutritional problems and an increasingly heavy population

growth. Public health resources to cope with these conditions have not hitherto been available.
 

Thus, Pakistan's poor health environment appears to derive from three fundamental causes:
 

-- widespread infectious and communicable diseases; 
-- poverty and socio-cultural attitudes which inhibit improving the environment; and 
-- ineffective policies administered by limited numbers of inadequately trained 

health workers, affecting both the urban poor and the rural population.
 

Major contributors to morbidity in Pakistan in 1973 were gastrointestinal, parasitic and respira­
tory diseases. The Pakistani Government reported that the principal causes of mortality were
 
infectious and parasitic diseases, neonatal problems, tuberculosis, and enteric infections.
 
Therefore, disease- of an ancient primitive society continue to hold sway while those of an
 
emerging urban civilization are being added.
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There is a pervasive ignorance of western medicine and a fatal acceptance of the inevi­
tability of morbidity and mortality. The people turn to the traditional hakims, most of whom
 
cannot administer effective treatment, thus perpetuating the vicious circle of morbidity and
 
mortality.
 

Life expectancy is currently estimated at 47.5 years for males and 45.1 years for females.
 
Infant mortality is approximately 111 per 1,000 population. Approximately 26% of children born
 
alive die before they reach age five. The crude mortality rate for maternal deaths in preg­
nancy or childbirth was estimated to be eight per thousand in 1975, several times greater than 
in the United States.
 

The Government, until only recently, subjugated health care to defense and economic
 
development. A comprehensive public health service initiated three decades ago is still in an
 
embryonic state. Nevertheless there has been significant progress since independence.
 

In 1947 there were 163 hospitals in the Punjab and 416 dispensaries. Each province had a

single TB clinic and maternal and child health centers existed in the large urban areas of
 
Lahore, Multan and Rawalpindi. There was one functioning medical college and one public health
 
nursing school. Physicians numbered 1,200, one for every 60,000 people, combining public and
 
private practice, much to the detriment of the former. Lack of rural health facilities forced
 
the rural Pakistanis to depend on tile traditional hakims and vaids.
 

Since independence, progress in providing public health care has derived from acceptance of 
the premise that good health is essential to economic development. Thus, by 195S the focus on 
increasing medical and paramedical manpower resulted in the establishnent of several medical 
and nursing schools, as well as an Institute of Hygiene and Preventive Medicine at Lahore, to 
train medical administrators. There emerged a Health Department and later a Ministry of Health,

within the Department of Health, Labor and Social Welfare. 

The First Five-Year Plan in 1955 included a fifteen-year master health plan for rural
 
health services. The plan was rejected by the Planning Commission but the objectives continued
 
to receive the attention of health officials.
 

Except inmalaria eradication little progress occurred in the delivery of health services
 
during the Second and Third Five-Year Plans of the sixties, while the other Pakistan sectors 
were enjoying substantial growth and the GDP was increasing by 6.0% annually. During the Fourth 
Plan, however, the Government launched the "People's Health Scheme," to bring primary health 
care to rural areas. Another plan, called "Health Guards" provided paramedics to deliver 
health services in the northern regions of Pakistan. 

The earl), seventies brought the loss of the war with India, the secession of Bangladesh, 
severe floods in 1973 and drought the following year. With the financial structure threatened 
by inflated oil prices in 1974-75, health plans were again compromised, yet there was some
 
encouraging progress in facilities and manpower.
 

Government expenditures for health services during 1970-75 were still wholly inadequate.

Between 1970-75, they were only 2.47% of total expenditures. Only about 15% of rural Pakistanis
 
receive western type medical services and because of health manpower shortages, rural clinics,
 
centers and hospitals are understaffed. Moreover, due to management problems such as the
 
failure to delineate responsibilities between federal and provincial governments, the health
 
"outlets" are frequently without medical supplies. All of these factors contribute tu the
 
majority of rurpl Pakistanis continuing to rely on the services of the hakims and vaids.
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In the latest Five-Year Plan, the Fifth, 1975-1980, there is increasing attention to
health. The Ministry of Health's long-term plan is directed toward achieving a balance between

rural and urban areas, at least in primary health care. 'I'he Government hopes to extend cover­age from the present 15% to 50% of the rural population by 1981. Thie increase in health man­
power trainees, physicians, nurses and technicians augurs well for the long term. It may be
prophetic that three of the four major areas emphasized in the new Fifth Five-Year Plan, generalhealth, population planning and nutrition, legitimately fall within the health field. Certainly,
the focus of the Government on these areas underscores the interrelationships of health to Paki­
stan's socioeconomic development. 

The five principal health problems which parallel those of concern to the Government and

which are a challenge to Pakistan's socioeconomic progress are:
 

--	 Excessive population growth. The growth rate exceeds 3.0% and some experts

believe may well be between 3.5 and 4.2% ;
 

The effect of morbidity upon the productive population, both in rural and
 
urban Pakistan.
 

--	 The competition of the health services for skilled manpower required for
 
other sectors.
 

--	 Much of the foreign assistance must be devoted under the Fifth Plan to health 
care ; and 

--	 Serious deficiencies in environmental sanitation 
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BASIC COUNTRY DATA
 

Population 
 70.26 million (197S) Gross National Product $10,876,000,000
 

Population Density 86/square kilometer (1974) 
 GNP Per Capita $129
 

Percent 0-15 Years 44.9% Annual public health
 
expenditure per capita US$0.48


Population Growth Rate 3.0%+ per year
 
Percent Literate 19%
Crude Death Rate 15.5/1,000 persons
 
Population Distribution


Crude Birth Rate 45.5/1,000 persons
 
Urban 28.94%
Infant Mortality 111.0/1,000 live births 
 Rural 71.06%
 

Maternal Mortality 8.0/1,000 live births 
 Percent Unemployed 21.8%
 

Average Life Expectancy 
 Surfaced & Unsurfaced
 
Roads 80,863 kilometers
 

Males 47.5 years (1974)

Females 45.1 years (1974) 
 Currency Equivalents
 

Before 5/12/72: 4.7619 rs = US$1.00
 
After 2/16/73: 9.90 rs = US$1.00
 

Rural Urban Average
 

Percent of population with access to
 
potable water 
 5% 30% 12.25%
 

Percent of population with access to
 
sewerage 
 15% 1.3 %
 

Percent of population with anemia 76% 56% -


Population per hospital bed 13,000 600 -


Population per physician 
 - 25,000 1,400
 

Population per nurse 
 - 23,300 
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CHAPTER ONE 

SYNOPSIS OF THE PAKISTAN HEALTH ENVIRONMENT: PROBLEMS, 
ISSUES AND POLICIES
 

Pakistan: Viscissitudes of Economic and Social Development
 

The partitioning of the Indian sub-continent in 1947 to create India and the Islamic state
 
of Pakistan was a harsh, traumatic experience for the people of both of these emerging nations,
 
but, we believe, it involved an especially difficult trial for the people of Pakistan. The dif­
ficulties involved for the Pakistanis were initially dictated by the terms of partition inwhich
 
Pakistan was to consist of the contiguous Muslim majority areas of British India: Bengal and
 
Punjab were to be partitioned. The result was a bifurcated Pakistan, with East and West Paki­
stan separated by the width of the Indian State, a distance of more tharn 1,000 air miles. The
 
partition itself, moreover, was accompanied by considerable rioting and violence in which thou­
sands were killed while an exchange of populations took place, with about six million Muslims
 
fleeing to Pakistan and a similar number of Hindus and Sikhs migrating to Tndia. 1
 

After the initial shock of partition, the Pakistanis' exuberance for independence was
 
quickly tempered by a realization that their new nation was politically and economically vul­
nerable. 2 Political and administrative leadership in Pakistan in the immediate post-partition
 
years was desperately limited. Only about 100 members of the former Indian Civil Service
 
remained in Pakistan to provide the nucleus for a future Pakistan civil service. Inaddition,
 
the two outstanding Pakistan political leaders were soon removed from the scene. In 1948
 
Mohammed Ali Jinnah died just a year after becoming Pakistan's first governor general (Pakistan
 

1 	See especially the following sources: J.R. Andries and A.F. %mohamnid. The Economy of Pakistanl 
London: Oxford U. Press, 1958; Mohaimied Ali Chaudhri. The Einergence of Itistan. N.y.: ColoLm­
bia U. Press, 1967; Dr. J.G. Hardee and Dr. A.P. Satterthwaite. Country Profiles: Pakistan. 
N.Y.: The Population Council, 1970; E.X.R. Lunby. The Transfer of Power in India, 1945-1947. 
London: Allen and Unwin, 1954; Syed Naj iul lah. "Aftermath: A Rethinking of )evelopment Plans,
Resilience and Formidable Tasks Ahead." Ceres: FAO Review, September-October 1972, pp. 51-5,; 
Zabrid Shariff. "Social Information and Government-Sponsoed Development: A Case Study from 
West Pakistan." The Annals of the American Academy of Political and Social Science, Vol. 393, 
January 1971, pp. 92-108; Percival Spear. India: A Modern History. Ann Arbor, Mi-ch.: U. of 
Michigan Press, 1961; Richard Symond. The of Pakistan. London:Wking Faber and Faber, 1949; 
Background Notes: Pakistan. Washington, l).C.: Department of State, 1975; 1)evelpmcnt Assist­
ance Program(DAP)_YT ST5 Pakistan. Washington, D.C.: Dept. of State, 1:)71; iTFl -
Data Publications: Islamic Republic of Pakistan, No. 40, July 1967. Washington, ).C.: Walter 
Reed Army Institute of Research, 1967; A Programme for Rural Health in the Northern Areas of 
Pakistan. Islamabad: Planning Commission, Government of Pakistan, 1972; plus additional sour­
ces to be cited subsequently. 

2 	See Appendices I and II for a more detailed survey of Pakistan's political and eocnomic
 
history and current status.
 



had dominion status from 1947 to 1956) and in 1951, his associate in founding Pakistan and his
 
prime minister, Liaquat Ali Khan, was assassinated by fanatics. It was only with the greatest

difficulties amidst frequent political instability that a Pakistan government took shape and
 
attempted to govern in accordance with the Pakistan constitution. 

In the remaining years of the decade of the fifties, as the Pakistan economy failed to
expand as anticipated, and the masses became increasingly alienated, political tensions also
mounted. A revision of the constitution in March 1956, in which Pakistan ceased to have 
dominion status, and frequent Cabinet reshuffling, failed to exorcise this political instabil­
ity. Indeed, in the following decade, even though the Pakistan economy began to reflect the
stimulus of the second and third five-year plans during the middle sixties, the Pakistanis 
appeared unable to achieve political equilibrium. 

In October 1958 martial law was proclaimed and General than became "President" and virtual
dictator. Still another new constitution in 1962 allowed President Ayub Khan to assume office
legally and be re-elected in 1965. But General Ayub failed to complete his term and resigned
in March 1969, to be replaced by Ceneral A. M. Yahya Khan amidst a new proclamation of martial 
law. 'lhereafter, new reverses beset the Pakistanis. 

These reverses stemned in significant measure, at least, from Pakistan's historical and
increasingly bitter conflict with India (Hindu-Muslim rivalry and the Kashmir dispute). But 
they also dcrived from the emerging class struggle, from sociological problems including an 
excessive birth rate and from the federal-provincial struggle and its offshoot, the internal 
conflict between East and West Pakistan. It was the latter which finally brought Pakistan a 
political disaster. 

East Pakistanis, under the leadership of the Awami League Party and Sheikh Mujibur Rahman,
sought a greater provincial autonomy, but such an arrangement failed to materialize innegoti­
ations that took place in 1969 and 1970. InMarch 1971, by which time these negotiations had 
collapsed, the East Pakistanis declared an independent "Bangladesh" and engaged in guerrilla
warfare against the Pakistan army of occupation, a movement fully supported by India. On 
December 3, 1971, open warfare broke out between Indian and Pakistani forces with the resulting
invasion and conquest of East Pakistan by the Indian Army later that month.
 

The military defeat and loss of Bangladesh forced President Yahya Khan to resign on )ecem­
ber 20, and induced the proclamation of martial law once again. Zulfikar Ali Bhutto, head of 
the Pakistan People's Party, the majority party in West Pakistan, assumed power as Chief Martial
Law Administrator. The Bhutto administration, although faced with governing a demoralized and
defeated nation, appears to have performed well in restoring Pakistan's stability. In foreign
affairs, Bhutto recognized the loss of Bangladesh and instituted a reconciliation with India.
Domestically, although exercising firm political control, he has restored the constitution,
parlianentary democracy and the federal system of government. And of equal importance, Ali 
Bhutto has promoted a vigorous economic recovery. 

Indeed, contemporary Pakistani economic success, although it must be viewed in relative 
terms, has been impressive especially in light of economic conditions in Pakistan at its incep­
tion in 1947 and the subsequent political vicissitudes endured by Pakistan since that date. It
should be recalled that at the time of partition the area which became Pakistan was almost
wholly an agricultural area and the society agrarian. Nearly all manufactured goods were im­ported, either from or through India. West Pakistan had only limited port facilities and the
rail system was part of the larger western railway system of India. Apart from these limita­
tions, the Indians controlled the hLadwaters for several of Pakistan's rivers, canals and part
of her irrigation system, thereby rendering further Pakistan agricultural production, in part at 
least, subject to intemational negotiations. In short, by the beginning of the decade of the
fifties, Pakistan suffered all of the socioeconomic disadvantages of most developing countries, 
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including a large and growing population (especially after assimilating six million plus 
refugees), a rigid, highly stratified society, a high rate of illiteracy and a completely in­
adequate educational system, an inefficient agricultural system of small farms, inadequate
 
infrastn,'cture and virtually no manufacturing industry.
 

But Pakistan did possess abundant arable land which, if subjected to scientific agro­
practices, could provide the basis for a viable economy. In addition, Pakistan's arable land
 
was supported by one of the world's largest irrigation systems fed by the Indus River, the full
 
utilization of which, however, was subject to settlement with India. This river system was
 
also capable of supporting large hydroelectric stations. This potential electric power, to­
gether with the natural gas fields, was also cf considerab)le significance in developing tne 
Pakistan economy.
 

In order to better utilize these agricultural and power potentials, after initial fumbling 
with bureaucratic controls, rationing and public distribution, the Government of Pakistan (GOP)
adopted state planning in the form of five-year plans, the first of which was initiated in 1955. 
The course of the Pakistan economy since that time has largely been the record of the success 
or failure of these long-term plans. 

When partition of the subcontinent occurred in 1947, as noted previously, Pakistan was a
 
rural, agrarian society with virtually no industry. Even at the beginning of the first five­
year plan in 1955, Pakistan industry was limited essentially to a score of cotton mills inherit­
ed from the British era supplemented by cottage manufacturing of textiles. With the introduc­
tion of the first two five-year plans, covering a period of 1955 through 1965, however, a sig­
nificant and rapid expansion of light industry was undertaken in West Pakistan. The new plants
 
thus established were based on local raw materials, fertilizer and textiles. By 1968-69 Paki­
stan industry accounted for 12% of a substantially enlarged GNT.
 

The first five-year plan, 1955-60, committed Pakistan to the construction of light indus­
try both for domestic use and foreign export. The plan sought to promote savings for capital
formation from income and wealth accumulation. Thus, it made no effort towards promoting 
equity or social progress among its citizens. Nor did it seek to encourage large-scale invest­
ment in the agricultural sector. Accordingly, agriculture exxanded below the population growth 
rate, while light industry took root. Finally, due to the limited growth inagriculture, real
 
per capita GNP declined between 1955-1960.
 

During the second five-year plan, 1960-65, Pakistan's agriculture finally began to expand,
 
along with light industry, and so retain its place as the most important sector of the Pakistan
 
economy. As such, it contributed significantly to a real per capita GNP increase of 3% annually

between 1960-65. Nevertheless, agriculture's relative importance had begun to decline with the
 
emergence of the first five-year plan. In 1955 agriculture represented over 50% of GNP, but
 
through the subsequent five-year plans the relative contribution of agriculture slowly declined
 
until it represented only 36% of the GNP in 1973. Shilarly, Pakistan's population began to
 
move inexorably toward the cities so that the urban population has been growing at the rate of
 
4.9% since the early fifties.
 

The third five-year plan, 1965-70, witnessed concomitant growth both in agriculture and
 
industry. During this plan both agriculture and industry exhibited considerable impetus. Agri­
culture grew at a rate of about 5% of GDP while industry progressed at 10% and overall GDP
 
growth averaged about 6.0% per annum. These high growth rates derived from the use of high­
yield varieties of seed and tubewell irrigation, while industry prospered from high growth
 
export-oriented industries.
 

The fourth five-year plan, 1970-75, scarcely enjoyed the success of its predecessor. Before
 
it could be implemented, Bangladesh seceded and Pakistan was defeated by India. This disaster
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was followed by devastating floods in 1973 and severe drought in 1974. 
The new Pakistan
 
Premier, Zulfikar All Bhutto, sought to implement the plan on an annual basis. The result of

this considerable ill fortune was almost predictable: 
 a decline in savings, high inflation and
 an increasing balance of payment current accounts deficit from $130 million in FY 1973 to $1.2billion in FY 1975. Finally, the average G)P growth rate was limited to 4.0-2.5% during the
plan, while the increase in per cap itI a GDP, we bel ieve, was very I imited. -

The implementation of these several plans with considerable bilateral and multilateral

assistance, nevertheless, 
 provided Pakistan with modest but timely economic growth and permitted
competition with other LI's. It has been estimated 1)byknowledgeable economists that in the
period 1965-1975 Pakistan's (NP grew at an average rate of 4.3? per year. Wilile the average
Pakistani has not truly prospered (with a rate of growth of population of over 3.0% per year,
70% of economic g;:ins have been absorbed by population increase), the quality of his life has
reflected some recent and very modest improvement. 4 Evidence of this improvement includes some 
of the following benchmarks. 

Consumption of western type protein (meat and eggs) have increased from two to four times
 per capita since 1947 as has sugar. Consumer implements, such as bicycles and sewing machines,

have also increased dramatically. Evidence isavailable that life expectancy rose more than
 
twelve years during the sixties, while the death rate dropped from 17.8 per 100 to 13. 
 Even

the number of poorer Pakistanis, those in the lowest income groups, has declined markedly since
 
1960.
 

In stumnuary, the four development plans, 1955-1975, focused on creation of infrastructure, 
some increased agricultural productivity and light industry for export promotion. In these
endeavors the Pakistanis have been relatively successful. During the course of implementing

these plans exports have steadily increased, even since the loss of Bangladesh in 1971. The

composition of these exports is still limited, however, to textiles, yarn, carpets, cement, andsporting goods. Ihe later plans, as noted above, have stressed more complex manufacturing such 
as fertilizer, electrical equipment and chemicals. Finally, the lakistanis enjoyed a spectacu­
lar success in the Indus Water Treaty, which settled a Pakistan-India dispute over the allotment
of Indus water, and permnitted substantial foreign contributions to Pakistan through the Indis
Basin Fund established in 1960.5 Under this program six western donors contribtoted over $2 bil­
lion since 1960, enabl ing Paki stan to develop the Indus water system complete with new canals,
dams and hydroelectric power, giving emhlnlnent to over 15,000 people and contributing heavilyto increases in Pakistin's GN\P. As a final measure of Pakistar's development, installed gener­ating capacity in Pakistan ire eased from 90 megawatts in 19.17 to 2, 4.15 megawatts in 1974. 

The GOP has now completed drafting its fifth five-year plan to cover the period July 1975
through June 1980. The emphasis in this plauu is reported to be focused on export-oriented
public enterprises, some in public (cement, steelheavy industry the sector products, fertili­
zers and chemicals) and on agricultural production. For the first time, however, significant 

3 See DAP, op. cit., pp. 8-12 and Najiullah, op. cit., pp. 52-54, for data and analyses on
Pakistan's economic development ander the seTeral five-year plans. See also especially

Appendix II of this study and the sources cited therein. 

4 Ibid., pp. 52-53 and the IAP, op. cit., p. 11; this despite a grave unemployment condition
which Mr. Najiullah claims was run-ning between 16% and 40% among certificate and degree
holding Pakistanis in 1972. 

5 See Ibid., page 8 for more details on the Indus Basin development. 
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funding has been planned for human resources to provide the average Pakistani with improved
health care, education, housing and infrastructure. Import substitution will be pressed, but 
the import substitution will focus on Pakistan's natural resources: people, land, water and 
fertilizer. The nature of the funding available and problems associated with this latest plan
will be examined in the final chapters of this study in an effort to establish a meaningful
relationship between Pakistan's health environment and her socioeconomic development. For the 
purpose of introduction here, however, suffice it to observe that despite the significant socio­
economic progress achi ,-cd by Pakistan since 1947 and recorded above, as one might expect the 
Pakistanis face formidable development problems in the foreseeable future. Very briefly, these 
problems, economic and social, may be sunarized as follows: 

Foremost among these problems is the unfortunate physical and health
 
environment of the Pakistani people which, despite some recent very
 
modest improvements, constitutes severe deterrents to development,
 
and which are due to a lack of investment by the GOP in health care,
 
education, and infrastructure since 1947;
 

--	 A concomitant problem is an excessive population growth rate (at a
 
mininum over 3.0%) which, in turn, implies myriad other problems;
 

--	 One of these is a high rate of unemployment (25% of urban workers and as
 
high as 40% among educated Pakistanis) as well as much underemployment;
 

--	 This high unemployment/underemployment has caused intense socioeconomic
 
pressure on the GOP to maintain unwarranted levels of employment in govern­
ment and national industry, thereby reducing efficiency and productivity;
 

--	 Similar pressure has been applied to the private sector to maintain
 
unrequired employment;
 

The nationalized industries and the GOP subsidizing of the private sector
 
industry and agriculture has rendered fewer funds for savings and invest­
ment and has required more foreign assistance for development and an
 
increasing debt service charge despite concessionary terms;
 

--	 Heavy defense exlpenditures have reduced public and private savings, and,
 
therefore, investment potential;
 

--	 The excessive inflation rate suffered by Pakistan since 1973 has also
 
undermined the GOP's ability to fund required development programs;
 

--	 This excessive inflation rate has also contributed to Pakistan's
 
recent trade deficit and balance of pa)nlents deficit;
 

--	 The natural disasters of flood and drought in 1973 and 1974 added still
 
other burdens; and,
 

Finally, then, the GOP must solve what one source has termed its "resource 
mobilization" problem. Increased public savings must be derived from
 
increased revenue, while less must be spent on non-development expenditures.

We would regard an increased investment in the health sector, however, as
 
one of the most significant development projects confronting the GOP.
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The People's Party of Pakistan (PPP) under the leadership of Zulfikar Ali Bhutto, is

cognizant of this formidable list of socioeconomic barriers to national development, and in
theory, at least, the PPP isdedicated to solving these problems and promoting the development

of Pakistan into an economically viable democratic state. This dedication includes breaking up

large estates, creating a mixed economy with heavy industry in the public sector, land to the

landless peasants, local self-government, free education and compulsory primary education; and,
 
as to the principal interest of this study, the PPP is also dedicated to assuring the good

health of all Pakistani citizens.
 

The Health Environment of a Developing Nation
 

The people of Pakistan are forced to tolerate living conditions which inhibit the pursuit

cf good health practices. These conditions include: poor income distribution, subsistance
 
agriculture for a certain minority of Pakistanis, a small but growing urban migration, deficient
 
housing, sewage and potable water, general slum conditions in several cities, increasing mal­
nutrition and much nutritional deficiency, a very high and growing population growth rate, a
high mortality rate among infant and growing children, and generally inadequate health care.
 

A health environment exists in Pakistan, therefore, in which the diseases of an ancient

primitive society have been combined with those of an emerging urban civilization and which is

subject to significantly improved health care given an adequate contribution of resources to
that objective. Ihat such resources have not been forthcoming in the past is only too evident 
when the existing health organization and facilities are examined. 

hen the Government of Pakistan (GOP) was organized in 1947-48, Pakistani planners took 
very diffident attitude tow:rd health services, being conc mred with national survival rather 

a 

than mortality and morbidity data. 11hus, once health care was assured for the Army and the
GOP civil servants, health services responsibility was handed to the provinces with the GOP'srole limited to a dvice, coordination and malaria eradication. 6 By the decade of the sixties a
Ministry of Health had emerged, hut not as an independent agency. Rather, it was lodged within 
Islamabad, and two provincial directors, one for East and one for West Pakistan. Since the lossof Bangladesh, the former post has been abolished. Primary responsibility for health activities 
of Pakistan continued to rest with the provinces, in any event. T'he Ministry of Health, at
least until the drafting nf the fifth five-year plan, had only asstuied responsibility for over­all health planning, of which there was a minimun until the present decade, and in providing
financial support for special health activities such as environmental sanitation, malaria 
eradication, family planning and international cooperative health projects. 

le Pakistan health system including the public health organization, the Ministry of 
Health, and the private health services, will he examined in detail in a subsequent chapter.
Some very general, preliminary working data on facilities, health manpower, and diseases within
 
the context of this survey of the Pakistani health environment, would be useful, however.
 

6 See Mohammed Ali Chaudhri, o2. cit., p. 347; see also Chapter Three for background and details
 
on the health organization inPaTstan.
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Initially, it should be emphasized that Pakistani health data is not entirely reliable and
 
is subject to varying interpretations and challenges from other sources. With that caveat,
 
according to GOP data compiled in the early sixties, Pakistan (reference hereinafter is to West
 
Pakistan unless otherwise indicated) had approximately 29,000 beds (two-thirds of which were
 
in West Pakistan).7 By 1975, after the defection of Bangladesh, Pakistan had 38,033 hospital
 
beds, of which 7,480 were located in rural areas. Inmid 1965 the GOP also initiated a program
 
of constructing Rural Health Centers inboth West and East Pakistan. Each health center was
 
designed to support three sub-centers or Basic Health Units (BHU) and, under the later "People's
 
Health Scheme," each BHU was to serve 10,000 people. By 1970 the GOP claimed to have construct­
ed 83 Rural Health Centers and 250 Basic Health Units. By 1975 the GOP anticipated having
 
constructed 120 Rural Health Centers and 310 Basic Health Units at a cost of 51.95 million
 
rupees for the RHC's.8 The latest GOP data indicate 137 RHC's and 369 BHU's have been
 
constructed to date.
 

In 1965 there were about 15,000 physicians in both East and West Pakistan, again, with more
 
than two-thirds in West Pakistan. Of all of these physicians, about two-thirds were in private
 
practice and were practicing in urban areas, as were most of the remaining third in public
 
practice. Sources differ as to the number of physicians in Pakistan in 1974-75. The GOP Plan­
ning Commission assumes that there were only 10,000 physicians in June 1974. Other sources
 
believe the number may have increased to about 15,000 by 1975, with about 5,000 of the 1965
 
total number remaining in Bangladesh upon partition.9 In any event, the large majority of the
 
posts in the public health institutions in rural areas of Pakistan are without physicians.
 

There is also a severe shortage of nurses and paramedical personnel, which would include 
assistant nurses, midwives, assistant midwives, pharmacists and lady health visitors and health
 
guards. There is, in short, an extremely limited number of medically trained personnel to ser­
vice the large rural Pakistan population. One source has estimated that available medical per­
sonnel implies one physicif per 1,400 persons, one nurse for 23,300 people, and one lady health
 
visitor per 70,000 people. Under these circumstances rural Pakistanis are forced to rely upon
 
about 40,000 plus traditional practitioners (hakims) for health services.
 

In attempting to assess the health environment of Pakistan, as we noted above, health
 
officials are confronted with a lack of reliable data upon which to base their analyses. The
 
foregoing has been suggested already in connection with health facilities and health manpower.
 
This condition is especially relevant, however, in connection with delineating the diseases of
 
Pakistan. This situation emerges not simply because the Pakistan health authorities lack cer­
tain expertise to produce such data, but beyond this, the local customs of withholding morbidity
 
and mortality information from the local authorities by frightened, suspicious peasants and
 
secluded Moslem women render the task of collecting, such data especially difficult. It should
 

7 Health Data Publications, 2p. cit., pp. 54 and 70, Appendix 14.
 

8 See Working Papers for the Development Perspective (1975-1980): Health. Government of Paki­

stan, 1975, pp. 302-303; see Tables 7, 8, and 9, Chapter Ihree for the most recent RHC and BHU 
construction goals.
 

9 See USAID Briefing Documents, Pakistan, 1975.
 

10 See Trip Re ort, November 19, 1974, AID; see also GOP Development Perspective, 0p. cit.,
 
one--nurse
p. 249! whichclaims that there was only one physician for each 7,000 persons an 


for each 23,000 persons assuming 10,000 physicians and 3,000 nurses in June 1974. See also
 
additional data on health manpower cited in Chapter Three.
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be 	stressed, of course, that the local authority is a village policeman and not a health tech­
nician who could be expected to solicit more of this data. 
We shall explore these conditions
 
in more detail below.
 

Be that as it may, health authorities have been able to produce a general image of Paki­
stan's health environment expressly related to diseases and illne ses. 
 As 	one source has sug­
gested, "Pakistan cannot be classed as a healthy plae to live. 11 There is sufficient if not 
abundant data available to support this conclusion.1
 

Pakistan is tormented by all of the diseases connonly found in LDC's, but with particular
virulence of some of these diseases. At the close of the sixties, for example, the then East

Pakistan was the so-called "home" of cholera. It continues to appear periodically in Pakistan 
in epidemics. 
Malaria is another extremely virulent disease in Pakistan. Due to a concentrated
 
malaria control and eradication program in the late sixties, itappeared that control and dimi­nution of this disease might occur. As a result of administrative breakdowns attendant upon
Pakistan's international problems, the malaria program began suffer. Thus, in 1974to 	 there 
had been a dramatic resurgence of malaria with the GOP anticipating twelve millionl 3 cases by

1975 in Pakistan.
 

Even more important, according to GOP data, is the mortality and morbidity resulting from
 
the various gastrointestinal, infective and other parasitic diseases.14 Both amebic and bacil­
lary dysenteries, as well as the coimnon diarrheas, are present. Typhoid and paratyphoid fevers
 
are also common although exact data are not available. Tuberculosis has been described as a

massive problem in Pakistan, while trachoma is regarded as a serious problem. Various kinds of 
typhus are also prevalent. Several other diseases, including relapsing fever, infectious hepa­
titis, tetanus, dengue and various respiratory diseases, are also present. These and other

id.ntifiable diseases will be examined in more detail in Chapter Two, along with other problems
af,'ecting Pakistan's health environment. Those above were recorded to illustrate the range and 
scope of diseases confronting the GOP health officials. 

Problems, Issues and Policies
 

Itmay be noted, accordingly, that Pakistan's poor health environment stems from three
 
fundamental causes. These causes may be characterized as follows although they are not neces­
sarily recorded in a logical cause-and-effect sequence: (1)widespread and often uncontrolled
 

11 	Health Data Publications, op. cit., p. 32. 

12 	See GOP Development Perspective, op. cit., pp. 320-321, and Tables 3 ("Health Institution 
Based Data of Sickness") and 4 ("Estima-ted Deaths by Cause of Death") at the end of
 
Chapter Two.
 

13 	See DAP, 2p. cit., p. 7, Health Section.
 

14 	See GOP Development Perspective, op. cit., pp. 320-321; Pakist-'ihealth authorities attri­
bute 53.84% of all mortality to inective and parasitic diseases.
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infectious and communicable diseases; (2)poverty and socio-cultural attitudes which inhibit
 
attacking basic maladies of Pakistan's deficient health environment, and (3)erroneous and
 
ineffective health policies administered by inadequately trained, often inefficient and limited
 
numbers of health officials.
 

Infectious and Communicable Diseases
 

Infectious and communicable diseases, the most irlrtant of which were recorded above, are
 
believed to be very widespread and frequently uncontrLced. There are estimated, for example,
 
to be twelve million cases of malaria, while water-borne diseases of the gastrointestinal sys­
tem are believed to be more prevalent still. Chronic bronchitis, pneumonia, and tuberculosis
 
are also especially virulent. These diseases take a very heavy toll of the Pakistani populatioi
 
especially in nral Pakistan where the majority of the people live and where medical care is 
negligible.15
 

The most tragic victims in Pakistan, as inmost other LDC's, are the mothers and young 
children. It is thought, for example, that five to six times as many mothers die inpregnancy 
and childbirth as in tile industrial states such as the United States. 16 A 1966 nutritional 
survey showed that 20% of the Pakistani children died within their first five years of life. 
Many Pakistanis are ill much of their lives from one or more of the diseases noted previously. 
In any event, it is alleged, and most probably accurately, that many millions of Pakistanis are 
ineffective producers due to chronic and debilitating diseases which nevertheless could be pre­
vented with adequate health care.1

7 

Poverty and Socio-cultural Attitudes
 

Pakistan's desperate health environment stems to a large extent, of course, from the sta­
tus of Pakistan as an LDC. Pakistan suffers from extreme poverty, especially in many of the
 
rural areas, and from this poverty emerges a long list of maladies which undermine her health 
environment. Deplorable sanitation conditions, substandard or nonexistent housing, lack of
 
potable water and effluent disposal, malnutrition and extensive overcrowding in some villages 
and cities, are direct attributes of Pakistan's poverty. 

The secondary legacies of this economic status are the severe weakening of tile general 
population from malnutrition, making them very susceptible to the many prevalent diseases. 
Another legacy, of course, is the pervasive ignorance stemming from these primitive conditions 
and lack of formal eduigtion. In 1961 the literacy rate was 19.2%, which has not improved sub 
stantially since then. This results, in turn, in a primitive, fatalistic attitude toward 

15 Ibid., p. 321; tuberculosis, malaria, bacillary dysentery, and amoebiasis and infective 

and-parasitic diseases, according to GOP estimates, account for over 72% of all recorded
 
mortality in Pakistan.
 

16 DAP, p. cit., p. 6.
 

17 Ibid., p. 6.
 

18 See Hardee and Satterthwaite, 2R. cit., p. 2. 
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disease: it is accepted as part of the peoples' destiny, not to be contested. Thus, the peo­
ple are not shocked by the inordinately high mortality rate among mothers and small children.
 

Still another legacy of this poverty and ignorance, and one which torments most LDC's, is
 
a very high population growth rate. InPakistan, although again demographic data isnot espe­
cially reliable, the Population Council has estimated PakisBn's population growth rate at
 
3.3% between 1960-1965 and at least 3.0% between 1965-1970. Another source has estimated
 
the population growth rate at 3.5 to 4.2% between 1970-1975. Inany event, all sources accept
 
a growth rate at a minimum of at least 3.0% for 1970-1975. Such a high growth rate, as we
 
know, has a number of unfortunate economic and health implications ranging from a very low rate
 
of participation in the labor force, to virtual stagnation of GNP per capita.
 

Perhaps the most seriously detrimental socio-cultural attitude toward improving the Paki­
stani health evnironment, however, is the fatal acceptance by the rural population of the 
inevitability of the morbidity and mortality which they presently endure. Hand inhand with
 
such a fatalism isthe current necessity for their depending upon the traditional practitioners
 
the hakims, for any kind of health care due to the inadequacies, for whatever reasons, of the
 
Pakistan public health service to provide even rudimentary care, a point we will examine immedi­
ately below. Inany event, itwould appear mandatory that the Pakistani peasants be enlight­
ened to the advantages of scientific, western medicine as rapidly as possible so as to affect a
 
fundamental change in their attitudes toward health care. This might be accomplished through
 
several methods operating simultaneously, including formal education and training. Obviously,
 
however, the most potent means with which to wean these peasants away from the dubious care of
 
the hakimn is to provide them with an efficacious system of public health care upon which they 
can depend.
 

Inadequacies of the Pakistan Public Health System
 

Data on the Pakistani health system, both public and private, are largely incomplete and
 
oftdn contradictory, with conflicting statistics on health facilities and health manpower.

Despite the difficulty of analysis due to these conflicting data, some elements in this con­
fusing situation do emerge, however.
 

The most important is that the Pakistani public health system, such as it is, has been 
oriented toward urban Pakistan, although even this orientation has been interspersed with fre­
quent changes in direction reflecting political biases of individuals who exercised influence
 
in the GOP from time to time. Thus, generally it has been alleged that the public health ser­
vice has never reached more than 15% of the Pakistan population. Itmust be recalled that even
 
in 1975, over 7C% of the Pakistani population still reside inrural areas, whereas 80% of the
 
Pakistani physicians practice inurban Pakistan.20
 

19 Ibid., p. 1.
 

20 GOP Development Perspective, op. cit., p. 299. 
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Another factor is the domination of the public health service by Pakistan physicians to
 
the exclusion of public health professionals. It has been alleged, moreover, that most of these
 
physicians are retired army physicians.21 They have no familiarity with rural or village life
 
and, apparently, little interest in promoting rural health.
 

Still another factor in Pakistan's poor health environment is its acute health manpower
 
situation. Given a reasonably accurate estimate of approximately 15,000 Pakistan physicians in
 
1975, there is about one physician for every 1,400 Pakistanis. It is also assumed that there is
 
about one nurse for every 23,300 people and one lady health visitor (see below) per 70,000
 
people.22 In reality, however, since most of the physicians practice in urban areas, there is
 
only one physician for every 25,000 people in rural Pakistan.
 

Since the Pakistan public health service is so inadequate and since about two-thirds of
 
Pakistan's physicians are in private practice, one would assume that the Pakistani citizens
 
would avail themselves of the private practitioners. Unfortunately, the vast majority of Paki­
stanis can neither afford the private physicians (Pakistan's private medical care was thought to
 
have cost about $150 million last year) nor obtain access to them in urban areas. They turn to
 
the hakims, therefore, as suggested above. The hakims (about 40,000 of them), it is believed,
 
earned about $30 million from Pakistan's peasants last year, funds the Pakistanis could ill
 
afford for the treatment received.
 

We have already alluded to the problem of inadequate health facilities in Pakistan. Again,
 
this seems also to be a problem of proper administration as well as one of limited facilities.
 
In addition to the hospitals, which provide one bed for about every 600 urban Pakistanis and one 
bed for every 13,000 ruial Pakistanis, the system also provides Rural Health Centers, Basic 
Health Units, dispensaries, maternal and child health centers, and tuberculosis clinics. 23 We
 
have noted the GOP construction plans for the RtC's and BHU's above and will deal with facili­
ties indetail elsewhere. Suffice it here to note that these facilities are quite inadequate 
with only 3,086 dispensaries available for all of Pakistan in 1975 of which 2,097 were in rural 
Pakistan.24 This lack of facilities is exacerbated, of course, by the inability of the Ministry
 
of Health and the provincial health officials to staff these various facilities with sufficient
 
health manpower from physicians to health technicians. 

The Pakistan health environment is also plagued by other problems common to LDC's including 
inadequate data collection and analysis, financial problems, training difficulties and lack of
 
planning, in addition to those of health manpower, health facilities and administration already
 
noted.
 

Data collection and analysis by the Ministry of Health and the health department in each 
province appears, inpart at least, to be suspect. Indeed, the GOP's Ministry of Health does 
have official data on health manpower, facilities, mortality and morbidity, training, etc. al­
ready cited above. But in sume instances, these data differ from that provided by other 
reliable sources and also obtained from the GOP. Moreover, as noted previously, these data on 

21 	DAP, op. cit., p. 7. 

22 GOP Development Perspective, pk. cit., p. 298, Table 1, see Appendix V; see also citation of
 
other health manpower data in subsequent chapters.
 

23 	Ibid., p. 299, Table 2.
 

24 	Ibid., p. 299; the Development Perspective publication claimed 2,400 dispensaries of which
 

7W--were in rural Pakistan. The above figures are from a later publication cited in Chap­
ter Three. See also Table 7 in Chapter Three. 
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morbidity and mortality often reflect only those diseases, illnesses and death occurring in GOP.
 
facilities, which largely ignores the rural areas, where such facilities are scarce or nonexist­
ent. The unreliability of some GOP health data has been reported by most international health 
specialists. The GOP, of course, is aware of these data problems and is attempting to rectify 
them. 

As one might expect, therefore, reports on Pakistan health expenditures differ somewhat, 
although they all agree in illustrating the limited funding for health by the GOP duying the 
fourth five-year plan. Utilizing the GOP Planning Conmission data cited previousy2 the fol­
lowing general expenditures for health and medical services are noteworthy. In the year 1970-71 
61. 73 mill ion rupees were expended on the Pakistan health sector (Rs 4. 7619 = $1.00 before 
May 1972 and Rs 9.90 = $1.00 in March 1973). In 1971-72 this figure climbed to 57.26 million 
rupees, to 95.55 million rupees in 1972-73 and 157.67 million rupees in 1973-74. By 1974-75, 
the GOP estimated 307.92 million rupees would be expended. Private consultants have estimated 
that the per capita expenditure for the health sector was 4.73 rupees for 1972-73 utilizing a 
more liberal expenditure of 322 million rupees. More data on financing the Pakistan health 
sector are set forth in Chapter X. It is quite apparent from the above data, nevertheless, that 
adequate health services for rural Pakistanis could not be financed from this limited funding. 

Although Pakistan has several medical schools and plans are underway to open additional 
schools, as sugested above, there is a severe shortage of health manpower, especially in 
auxi I iary health manpower, technicians, sanitary inspectors, midwives, lady health visitors, and 
family planning officers.20 Moreover, Pakistan continues to lose substantial numbers of physi­
cians and n'ses through immigration. It is clear, in any event, that substantially increased 
numbers of paramedical personnel must be trained, as well as physicians and nurses, and inclu­
ing a greater number of female personnel, if health care is to be provided rural Pakistan. 

lnlike other aspects of the Pakistani public health progran, the Ministry of Health did 
develop a planning section and over the past few years, promoted a health plan the essence of 
which we will examine immediately below. Nevertheless, foreign health consultants believe that 
this planning has been faulty and may have to be radically revised. This has occurred, they 
bel iev, because of th, lack of understanding by officials of the Ministry of Health concerning 
the ,holc t'aki.st health environment. Thus, while unable to accurately identify existing and 
future health prob lems, they have failed to establish realistic goals and objectives. It is 
not surprising, thcn, that they have consistently failed to provide the required resources 
with ,hich to solve Pakistan's health problems and, similarly, have not been able to establish 
priorit ic-, nor hawv they integrated objectives into overall Pakistan economic planning, at 
least, not unti I the fifth five-year plan and then only minimally. l.nvironmental sanitation, 
preventive medicine, curative medicine, health manpower and rural health facilities are some of 
the areas in which health planning still appears to be deficient. Finally, there is also the 
basic flaw: too many Pakistani political leaders still regard investment in public health as 
investment in a consumer good rather than a capital investment. Many still fail to perceive 
good public health as an investment which will greatly increase worker production. 

25 	 Ibid., p. 302, Table 5. 

20 	 Ibid., p. 312, the (;O' Planning Commission claims that six new medical schools were opened 
between 1971 and 1975 and that the number of openings for medical students in existing 
schools increased from 900 in 1971 to 3,200 by the end of 1974. 
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As recorded above, however, the Ministry of Health in cooperation with the GOP's Planning
Commission, has undertaken some health planning in connection with the current five-year plan
(1975-80). One of these schemes was termed the People's Health Scheme, which was actually 
supposed to have been launched in 1973-74. Under this plan the GO' hoped to bring comprehensive 
health services to rural Pakistan. The plan provided for constructing mnd staffing Basic lealith 
Whits (B.1(Ithroughout rural Pakistan, one for every 10,(00 people inheavily populated areas 
and one for every 5,00 people in sparsely populated areas. The plu also provided for expan­
sion of services provided by district hospitals, improveme2nt and expansion of medical and para­
medical training, integration of all connunity health services such as family planning and 
colnuunicable diseases, and new drug shops at the rate of one for every 50),00()0 population. Data 
on the implementation of this program are not available but ancillary" information suggests that 
the program remains largely in the planning stage. 

Still another experimental program called the Heal th Guards Progran has been launched by
the GOP to assist the rural Pakistanis in the northern areas of Pakistan. The lealth Guards
 
are paramedics who do regular jobs together with medical work on a part-time basis. This
 
program, although funded by' the GOP, is not operated by the central government's \inistry of 
Health. Nor, as clearly as we can determine, have the guards been integrated into the 
provincial, district or th.iZ public health scivices. Indeed, one of the reasons why it has 
not been more successful is the rivalry between the guards and the regular provincial and 
district public health service. Nevertheless, the Htealth Guards Program has been continued 
under tie current fifth plan. These and other health plans are reviewed inmore detail in 
Chapters Two, 'hree and Four. 

This brief synopsis of the Pakistan health environment, in any event, strongly suggest
that the GOI' is confronted with a complex series of health problems wlhich constitute a serious 
drain upon Pakistan's development progress. These health problems are essentially those of a 
developing nation mid can be duplicated in most countries at the sune stage of development.
These health problems include conunoicable diseases (tuberculos is, cholera, bacillary dvsentery),
serious malnutrition, ar unacceptable population growth rate, ma ternal and ch i ld hiealth 
deficiencies, and aggravated ma 1ar ia incidence, although the latter may not he pre-ent ini sone 
LDC's. The problems also include compounded failures by the ;', suLIch as focusinug its limited 
health resources in urban areas instead of rural Pakistan wheic the deuaild isgreatest, in ­
adequate facilities to train health manpower, administ'at ive problems in the central, provincial 
and local public health services, grossly inadequate health data collection, and a nriad of 
financial problems.
 

There are recorded in Chapter Iwo and the subseque.nt ciIapters the d'tails of the principal 
diseases afflicting the Pakistanis and a delineation of other health problems such as health 
organization, health manpower, malnutrit ion, MCiIt defic iencies, and others set forth i Fimiulnary 
above. Finally, an attempt has also been nmde to understand the difficulties encolntered by the 
GOP with its programns, or lack thereof in some instances, in meeting the demands of hPakistan's 
health environment. FrOm these analyses some modest proposals are offered to complett this 
paper. 
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CHAPTER TWO 

HEALTH RISKS, DISEASES AND OTIER PROBL1INS AFFECTING THE PAKISTAN HEALTH ENVIRONMENT 

In the previous chapter al effort was made to characterize the health environment of Paki­
stan. This characterization clearly suggested that Pakistan was generally an unhealthy geograph­
ic area. Indeed, it has been described in terms of health status as "miserable." Its inhabi­
tants suffer from a variety of conmunicable diseases such as enteric fever, cholera, malaria, in­

fluenza, diptheria, scarlet fever, measles, mumps, tuberculosis, dysentery alid typhoid, as well 
other direct and related (see of this cjapter).as numerous health problems the tables at the end 

The following is an attempt, to the extent permitted by our data, to examine these diseases as 
well as other areas of prominent health risks to Pakistan. 1 

Areas of Prominent Health Risks
 

Malaria
 

Malaria continues to be a major public health problem of Pakistan despite an intensive pro­

gram in recent years designed to eradicate the disease. Before this project got underway, it was
 
estimated that malaria was responsible for 24 million cases and 500,000 deaths per year. By the 
end of 1965 about 53% of the population of both wings were living in areas protected by spraying 
operations. Although significant progress was thus achieved, malaria remained a serious problem 
with large areas in which malaria was not eraJicated. Understandably, priority was given to 
those sections which had a high population density and where the incidence had been greatest in 
the past. Unfortunately, clue to a slackening of effort in the late sixties and early seventies, 
especially in the long-run maintenance phase of the program, the progress achieved in tile middle 
sixties was lost and ma laria rates have increased strikingly to the epidemic level once again. 

Throughout Pakistan, malaria is most prevalent during tile years when the monsoon rains are 
heaviest and in tile areas which are poorly drained. ien the pre-monsoon rains and the July-
August precipitation are above normal, certain areas of Pakistan are flooded, and conditions are 
conducive to mosquito breeding, particularly in the riverine plains. The end result is a high 
mosquito pop)ulation and a high incidence and mortality from malaria. In 1971, 10.'1% of all 
recorded deaths in Pakistan were attributed to malaria. 2 

1 The data used in delineating specific diseases in this Chapter are derived principally from 

the Health Data Publication, 9L. cit., pp. 31-45; Prof. A.H. Awan, M.D., Tle System of Local 
Health Services in Rural Pakistan. Lahore: Public Health Association of Pa-kistan, 1969, 
pp. 7-18; GOP Development Perspective, oLp. cit., pp. 287-298, 320-321; Annual Plan: liealth 
and Population Plannin ', 1975-1976. Islamabad: GOP Planning Commission, 1975; tealth and 
ealt Related Statistics o tPakistan. Islamabad: GOP Planning (,ommissio,, 1975; an i unptib-

I ished documlents provided various consultants by the GOP. 

2 See GOP Development Perspective, _ ci. , p. 321, and Table 4 at the end of this chapter. 
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In many parts of Pakistan the situation is being compounded by man himself. The improper
construction of many irrigation canals and dams in thehas resulted soil becoming waterlogged,particularly where drainage is inadequate. Standing water in low-lying land not only renders
the land unfit for cultivation, but also provides excellent breeding places for the malaria
 
vectors.
 

A small survey made in 1960 in then West Pakistan, indicated that about 60% of the malaria
 cases were caused by Plasmodiwn vivax, and 35% were due to P. falciparwn. The remainder weremixed infections. 
This survey was made along the Indo-Pakistan border, and it is not known
whether these percentages are applicable to the rest of Pakistan. 
Transmission in Pakistan is

said to be greatest in the fall and early winter months.
 

The chief vectors of malaria in Pakistan are: 4nopheles culicifacies, A. ouperpictus andA. stephensi. A. culicifacies is widely distributed throughout Pakistan, while A. supe2pictuais common in those divisions which border on Afghanistan in the west and the northeast. In theGilgit district, A. superpictus is believed to be transmitting malaria at elevations up to10,000 feet. A. stephensi is largely restricted to the Hyderabad division (Sind). 

Cholera
 

In Pakistan, cholera appears from time to time in epidemic form, and after partition from
India, epidemics occurred in the then West Pakistan for three or four years. 
It was thought the
disease was imported from India by the refugees and this was strengthened when it disappeared
from West Pakistan during the 1950's. However, in 1960 there was an epidemic involving about
7,500 cases and 1,225 deaths. This epidemic was most severe in the vicinity of Lahore, Sialkot,
and Gujranwala; cases were also reported in Peshawar, Quetta, Makran, Kalat and Ilyderabad. 
 No
further cases were reported until June 1965, when twelve cases were reported from Karachi.There was cholera in Baluchistan and it spread widely in Afghanistan and Iran. luring thelatter sixties many more cases were seen in Lahore and elsewhere, but these were not rcported.In 1971, tb.-re were 224 cases of cholera and six deaths reported. 3 Later data on cholera are 
not available.
 

Tuberculosis
 

Tuberculosis is a 
massive public health problem in PakisLan. Its size has never been accu­rately determined. Officials have estimated that there may be well over 9ne million active
 
cases, and that two thousand persons may die from this disease each year. 
 The official data
released by the GOP on notifiable diseases for 1973 showed 33,256 cases with only 514 deaths.5
Inany event, many do not seek medical care of any type and are unaware that they have tuber­culosis. 
 Inaddition, health analysts believe that most of the cases are never reported.veys have been made of selected groups of the population, however, and these indicate a high 

Sur­

3 Unpublished GOP statistics on communicable diseases. See tables at the end of this chapter.
 

4 See Awan, p. cit., p. 16 citing the GOP's Outline of the Third -Year Plan which suggests
that as many as 150,000 may die of this disease each year which, it course, appears to be an
 
inordinately high figure.
 

5 See Tables at close of this chapter.
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level of infection and disease among high school and college students and mill workers. A
 
countrywide BCG vaccination program was inaugurated in 1951, and thirty-two mobile combat teams 
were in operation. During the early sixties, over 40 million were tuberculin tested and some 
20 million vaccinated. About 13 million of these were tested during the four-year period, 1960­
1963. The effect of this program upon the incidence of tuberculosis during the remainder of
 
the sixties and early seventies is not precisely known, but its effect seems to have been mini­
mal at best.
 

Trachoma 

Trachoma isa very serious problem in Pakistan. It is a major caur? of blindness among the 

Pakistani. Surveys taken in the late sixties showed the disease to be active in 30-70% of the 
The World
population, and that as high as 90% of the people have or have had the disease. 

Health Organization (WHO) has sponsored a control program which began operations in 1962. Five 

teams, each headed by an ophthalmologist, have been active in this program and have been treat­
ing patients since 1964.
 

Smallpox
 

During the late sixties Pakistan and India constituted the main reservoir of smallpox in
 

the world. The disease was always present in the country and severe epidemics occurred at ir­
regular intervals. In 1958, a severe epidemic affected the then East Pakistan, and within a
 

The disease was classical small­six-month period there were 45,000 cases and 20,500 deaths. 

pox, and the case fatality ranged from 35-45%. During the same year, there were reported over 
3,000 cases frmn then West Pakistan. An extensive vaccination program was instituted during 
the epidemic of 1958 and is reported to have been maintained since that time. The incidence of 
smallpox has declined in recent years which is reflected in GOP data for 1973 showing 9,258 
cases and 1,122 deaths.() Since 1973 continuing surveillance suggests that transmission of this 
disease may have ceased. 

Other l-iteric Diseases 

Enteric diseases are a major cause of illness and death in Pakistan. The Ministry of 

Health reported that for 1973 there were 9,714 cases of enteric fever recorded with 67 deaths. 
of the GOP data, we believe this represents gross underreporting. AnotherLike virtually all 

of enteric fever annually in Pakistansource, for example, estimates at least 1.2 million cases
7 

with a fatality rate of 2.259. 

As is usiLrl whCn a multiplicity of etiologies is involved, specific diagnosis is seldom
 

possible. Thus, the relative importance of the various types of enteric disease is unknown.
 

Both ainehic and hacillary dysenteries are also present, as are the common diarrheas. It 
r than bacillary dysentery. This may not beis reported that ;uehic dysente y is more conmon 

true, because it is easier to demonstrate in the laboratory the presence of Entaroeba histoly­

6 See Awan, op. cit., p. 17 in which he claims a smallpox morbidity rate of 90 per 100,000 and 

a mortality rate of 36 per 100,000. 

7 Ibid., p. 17. 
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tica, than the presence of Shigella infections. All hospitals have microscopes used for stool
 
examination, but very few can perform bacteriological isolations for Shigella. There is also
 
a tendency for some workers to make a diagnosis of amebic dysentery whenever an amjeba is found,
 
and this overlooks the fact that man can harbor the amoeba without giving rise to disease. In 
any event, the GOP's Ministry of Health reported that in 1973 there were 86,580 cases of dysen­
tery in Pakistan with 164 deaths. These data may also represent serious underreporting.
 

The occurrences of enteric disease in Pakistan can reasonably be ascribed to a lack of 
basic sanitation, with the resulting pollution of water supplies, inadequate excreta disposal,
contamination of food, and an abundance of flies. Until these defects in the culture are over­
come, the so-called filth-borne diseases will remain widespread.
 

Typhoid and Paratyphoid 

Although typhoid and paratyphoid fevers are quite common, no reliable data are available
 
to indicate their prevalence. Two thousand to 4,000 cases were reported to the Ministry of
 
Health each year during the sixties. Most cases were seen in children, and the adult popula­
tion appears to be immune. The adult Pakistani has probably become resistant to infection with

enteric organisms as a result of previous experience with these diseases.
 

Tetanus
 

Tetanus is quite common in all parts of Pakistan, but the number of cases isnot known.
 
The disease results from infection of wounds by the tetanus bacillus - often puncture wounds.
 
The case fatality is high. Tetanus of the newborn is particularly prevalent and, to a large
 
extent, is the result of dressing the umbilicus at birth with non-sterile applications.
 

Dengue 

Dengue is said to be endemic in all parts of Pakistan except in the mountainous areas of
 
the northwestern frontiers. Studies conducted in the late sixties indicated that many cases
 
may be misdiagnosed and are really West Nile virus disease. Dengue is seldom fatal and rarely
 
requires hospitalization but is likely to occur in extensive, explosive epidemics. It ismos­
quito-transmitted, and the chief vectors in Pakistan are Aedes aegypti and A. albopictus. 

Respiratory Dis(ase 

Until recently, it was commonly assumed by residents of the temperate zones that tropical

and semitropical countries do not have much respiratory disease. This is not so, and respira­
tory disease is quite conmn in tropical climates. In Pakistan there is a high incidence of 
acute respiratory disease, ranging from the common cold to influenza and pneumonia. GOP health 
institution-based data of sickness records respiratory diseases as constituting up to 20% of 
all institution reported illnesses. 

Pneumonia is quite common in both children and adults, and both bacterial and viral pneu­
monias occur. Streptococcal disease is also prevalent. Influenza occurs in the epidemic form 
at irregular intervals. In 1973, however, the GOP reported only 3,165 cases of influenza with
 
one death; again, we believe, another instance of serious underreporting.
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Intestinal Helminthiasis
 

As a result of the defective sanitation and the non-hygienic habits of the people, most
 
Pakistani are infected with one or more types of intestinal parasites. According to the GOP,
 
parasitic diseases constitute up to 30% of institution reported morbidity and over 53% of
 
reported mortality. Helminthiasis is highly prevalent and is directly related to soil pollu­
tion. The most common forms of helminths are hookworm, roundworm, whipworm and pinworm. In 
Pakistan tihe predominating type is Ancyiostoma duodenale. The roundworm, Ascaria lumbricoides, 
is particularly common in children. The whipworm, Trichuris trichiura, and the pinworm, Entero­
bius vernmicuarios, have widespread distribution.
 

Infection with tapeworms is limited by tile dietary habits of the people. The Moslems do 
not eat pork, and most Hindus are vegetarians and look upon the cow as a sacred animal. Conse­
quently, the Moslems are seldom infected by the pork tapeworm (Taenia solium) and the Hindus 
rarely acquire the beef tapeworm (Taenia ,aginata). Infections with the rodent tapeworm (Hymen­
olepsis diminuta) and the dwarf tapeworm are seen but they are rarely reported, but may be more 
common than supposed. 

Other Diseases of Lesser Health Risks
 

Lepro0sy
 

Leprosy is found it certain areas of Pakistan. Estimates of its prevalence vary widely and
 
are not reliable. It has been reported by the GOP that in 1973 there were 376 cases of leprosy
 
recorded in Pakistan. This, of course, may be very low since other sources believe that there
 
were at least 20,000 cases in the sixties.
 

In the late sixties there were asylums for advanced cases but they had little or no equip­
ment for treatnent, and most lacked medical supervision. Many of the leprosy patients were 
treated on an outpatient status, and there were leprosy drug dispensaries located in the 
Regional Health Centers. There were also a number of mobile treatment units.
 

Typhus Fevers
 

Epidemic typhus occurs in some parts of Pakistan, notably where the winter is cold and 
heavy clothing is worn. The disease ismost frequently encountered in the following districts:
 
Dera Ismail Khan, Multan (around Dera Ghazi klan) and Peshawar (around Hazara) in tile tribal 
areas of the old Northwestern Province (Dir, Swat, jnb, Kalam, Chitral) and in Gilgit district. 
Since the vector is the htnan body louse, tile seasonal incidence is during the late winter and 
earl' spring months when the louse population is greatest. The 1973 GOP reported recorded only 
fifty-five cases of typhus with no deaths. 

Murine typhus was also reported in the cities of Pakistan during the sixties. It is pri­
marily a disease of rats and can he transmitted to man by the rat flea, XenyoyZ 7c chopain. It 
is only in recent years that scrub typhus has been recognized in Pakistan. Conditions are favor­
able for the vector mite, Lptpoto,! f hasA?li ,ip,and it has been seen in parts of Sialkot. 
Other species probably act as vectors among the hills, mountains and oases. However, scrub 
typhus is a rural disease, and the majority of those attacked do not receive medical care. Its 
presence was suspected, but human cases were first recognized (uring the Kashmir War when they 
occurred on both sides of the cease-fire line. The number of human cases has not been great, 
but recent surveys have isolated the causative agent, Rickettoia tnutsugamushl, from rodents 
and chiggers in many parts of northern Pakistan, including places at elevations up to 10,500 
feet where snow lies on the ground for nine to ten months of the year. 
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Relapsing Fever 

Louse-borne relapsing fever has not been reported in Pakistan in the past few years. Al­
though no epidemics have occurred, the disease is probably present. It is most likely to occur 
in the mountainous regions along the northwestern frontier of Pakistan where the people wear 
heavy clothing during the winter months. Louse control measures against epidemic typhus are 
equally effective against this form of relapsing fever and the anti-typhus canipaign has probably
been effective in reducing relapsing fever. llowever, lice are still present and the disease is 
a potential threat. 

Infectious Hepatitis 

Infectious hepatitis occurs infrequently among Pakistani adults but is the cause of con­
siderable illness and incapacitot ion aiuqg Visitori and resident, who have come to Pakistan from 
America anl lurope. It is l ived that most Iakl ;taui develop tiht' disease in childhood and 
e Cl'tP WitieiC' ol WiA,';e1 il:1 mi tlelll So the)' Jo haI diseasemild ill.lpp;i(C1it h m z'e,; that lot e tei 
as ad~ulit,. 

Sandfly Fever (I'appataci fever, Phlehotomus fever, three-day fever) 

Ihis acute, seilf-1imited, febrile disease is non-fatal hut incapacitating. It is transmit­
ted mainly by a blood-sucking fly (JJ' ,t,om ; litw i ), although other sandflies have been 
found infected and may also transmit it. The disease is highly endemic in Pakistan, particularly
in the central and northern parts. Sandfly fever occurs more frequently in the smuner and early
autunul when the sandfly population is at its height. 

Brucellosis 

Brucellosis occurs in both man and animals and is a serious economic problem. Bruie Z.a 
ahortun infect ions are coianon in cattle, including buffaloes, and B. ,' fitenclr is found in 
sheep alld goatsP.. I'.; has not been recogn i zed, probably because swine are proscribed to the 
Moslem popul ation. Iransmission ot this disease to man usually occurs through the ingestion of 
milk and other dairy products, although it can also be contracted through contact with infected 
animls, their tissues or secretions. Most infections can be avoided by hoilivig or pasteurizing
all milk before use. 

Leishnanias is 

Leislmaniasis occurs in both the visceral and cutaneous forms in Pakistan. The disease is 
transmitted by species of sandflies, Transmission is greatest between November and February when 
the sandfly popuait ion is at its height. Its greatest impact appears to he in young adults, and 
the disease is most prevalent in rurali areas. 

The cutaneous form (Oriental sore) is found in Pakistan. is caused by LoinhnIt mafia 
tropica and is fotud where the climate is hot and dry. '[he most conmon vectors are P. 'pataei;
and P. aepqwati. Oriental qore is endemic in the vicinity of Lahore. It is also found in Pesh­
awar, Iera Ismail Khian , Rawalpindi, Sarghoda, ultan, Ilyderabad, and Karachi. 
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Rabies
 

Rabies is endemic in Pakistan, md hunan cases frequently occur. In addition to dogs anld 
other domestic animals, much of the reservoir is among wild animals. Rabies is not reportable,
and the incidence is not knovql. A phenolized vaccine is used to vaccinate dogs, but this is not 
compulsory, and the destruction of stray dogs meets with public opposition. Ituring 190, for 
example, an epidemic in lower aniik' ls and man was reported. 

Although plague has not been a great problem in Pakistan since independeince, t . ,
does occur, and during the sixties it was reported in and around the city' of lhaoai, Itur .i h' 
presence of rats in the large cities is a constant menace. Internationally, plague was at a l(1%
ebb during the 1950's but signs of recrudescence occurred in the sixties. 

Most cases of plague are of the bubonic type which is transmitted by t i t fleca. Ihu, c I 
septicemic cases occllr from time to time, and even the pnetlulonic type may oL.'cur. Pi'rll'pt t 
ment with the broad spectrum antibiotics or streptomycin is highly effective %%ith the pnutLiint, 
fo111, al1though less so than with bubonic fomn. 

Venereal Disease 

As in all other countries of the world, venereal dlsCase is prescnt I. P'l-t,1,. 'Itti.. 
the cases ;ire nev'er seen by a physician and their nluht'er" is utnknoWnt. It hi I Ic I I.,, III I,;., 
of venereal disease comnon. always, and ael' l n J1,are As s.Nv)hiiis gOlnOrrlhia i- It)IIhT , 

;.croid, , . ." .' i' v,' and jr v-, '. , a' ., are all presen;C t. 

Other Coianunicahle Vonst ituting Mi nor RisksC)1_.-asy_ flea Itlh 

Ill addition Ito c d lhei es l'of tlr' ii''iOIS IrId liti 1k.l 11idA.li'eild 

Gov(cFiunilct Of .nist '\ of(lkistiji'sIl'tlti has usc inhicd "ccil t'eL I. 1
 
ment the Iaki-t,1r1liept1. Ag ill, 1,e helCicee that tWcIC data 1a i.'I I -, ,
 
but are runable to nCrIv thes;e si>picions at thik tll'. 

Thus, ill 19173 the Mini ;t' ,v of Ik1:lcith rcoFdCd se tlalcCIt nd -,1
 

whooping cough \Nith no deathno )I] cas'> ()f pdIirol t lit 1 l1 -- J(.1' ,
 
spinal disease reulttlllJgt Ill A - a1se> 01 Iicke..ilpo.,. iith I i k .: ,.
 
dipthenia \iith -19 deaths; lIM) cases Of sprtne, no deaths; I F cae0- i I;' i 

deaths; 5,003 cases of measles and 321) deaths; and, 2,531 ci-ts f ,,n. 1... .
 

Finally, the Gover'nlielt reported i ] '. c - oof sc t' e\il i 'AI,1
 
and 13(0 cases of frvsipela.s
 

()tlller" \(M ( oiulIiil i It Ii> .i- '-- , md t ' I 

Klnutrition and Nutritional Iilse,i-t. 

,A la r'ge pallt ()f" Ill(' pi llalI IonI 1)1- 1'14,ISI/IlI Slif-fol-' I"I (t l'i 't } r?. '["IT'y' ' 1 --.. i 

pl-odtl¢" 01 Lh IdtL'il c l'()% 1,1( IAFllilt I,'l!l t 1 1 I l- 11! i,;~L CV11 0 1 1 tl lt ,1 (R l t, l,"', 1' 1 1, 



tion, malnutrition still occurs due to imbalance inproduction toward cash crops, bad distribu­tion of food and inadequate facilities for the preservation of food. 
The principal agricultural products of vegetable origin are wheat, fruits, rice and vege­tabJes which contribute about half of the production. The main products of animal origin arebuf 	 lo milk, beef, buffalo, mutton, poultry and fish. Only about one-third of the proteins arefrom 	 animal origin while two-thirds are from vegetable origin.
 
Distribution of food 


from 	
is variable according to income. Therefore, the poor suffer the mostmalnutrition. But the problem of distribution existsthe wage earner 	 also at the household level. There(male) consumes the biggest and conse­quent concentration of malnutrition women, 

best share of the food available with thein especially when pregnant, and in children. 
Inadequate facilities for the preservation of food are responsible for loss of a sizeableamount of the grains produced. Lack of transportation facilities also contributesing of varieties of foods among all Pakistanis. Additional 	

to the limit­
problems are the lack of dietaryeducation which does 	 not allow the population to consume inexpensive but adequate foods,adulteration of foods 	 andwhich, by press reports, seems to be very frequent in the country. 

Evidence of malnutrition among the population has beensurveys which 	 obtained from Government nutritionindicate 
varies with income 

that caloric intake is on the average adequate, but that this intakeso that poorer Pakistanis only get aestimated 	 fraction of the minimmnn requirementsby FAO for Pakistan.8 The same
variable 	

thing happens with protein intake, although the incomeseems to be less important in this case. The primary problem with proteinbasically one of quality insofar as only about 12 	
intake is

of the protein intake is from animal origin. 
For both the urban and rural populations, thus, there are deficiencies of Vitamin A, Ribo­flavin, Vitamin C, iron, and iodine. le urban population also shows a deficiency of calciunintake. In particular, there are serious deficiencies of vitumins, iodine andnant 	and lactating women. iron among preg-The surveys show that malnutrition is very prewent and of theprincipal causes of disease, not only because 	

one
it produces disease butdebilitates the body, reducing 	 itself, also because itthe resistance to other diseases (see Chapter Four for additionaldetail).
 

Ma ternal and ChildIlealth 

It was estimated at the close of the sixties by the Government Planning Comission thatadequate MCII services in Pakistan would require one NICIcenterwas assumed at that 	 for every, 10,000 population. Ittime 	 that this would require 12,000 MCII centers for both East and West Paki­stan.
 

At the close of the decade, 862 such units were available, 585 in West Pakistan and inEast 	 117Pakistan. After the secession of Bangladesh some additional centers were constructedthat 	by the beginning of 1974 the Govermment believed there 
so 

were 715 MCII centers in Pakistan. 

8 See Awan, o .cit., p. 14, see also Government of Pakistan, Nutrition Survey ofWest Pakistan
(FebruaryT165-November 1966): A Report, JMe 1970. Islamabad: Government of Pakistan, Minis­try' of flealth, Labor and Family Planning, 1-- 7 ,-and others, see bibliography.
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Along with the family planning program, the Government of Pakistan hopes through the new
MCH centers to reduce maternal and infant mortality significantly. The infant mortality rate
 was believed to be 150 per 1,000 live births in 1960 but has improved somewhat since then,

registering about 111 per 1,000 in 1974. 
Maternal mortality has also improved over the past

decade and in 1974 stood at about eight per 1,000. 
At the same time infant mortality was 25 per

1,000 in 1965 and maternal mortality was 0.9 per 1,000 in 1949 in the United States.
 

Degenerative Diseases
 

The data available from the GOP Ministry of Health on degenerative diseases in Pakistan is
extremely limited. 
As inmost LDC's, the degenerative diseases, cardiovascular and carcinoma,

are, as yet, only a minor blight on the health environment but will undoubtedly become more 
prominent as urban industrialization gains momentum.
 

Thus, the Government of Pakistan has recorded that diseases of the heart and circulatory

system account for only 3.0 to 4.0% of health institution sickness, while tumors comprise only
0.5 to 1.0% of such illnesses. Cardiovascular diseases account for only 1.79% of estimated

deaths in Fakistan while tumors are accorded only 0.34% of estimated mortality in Pakistan.
 

Special Aspects of Pakistan's Health Environment: Associated Conditions
 

Environmental Deficiencies
 

Most of the population of Pakistan live in rural areas where there are not adequate means
for collecting and disposing excreta and refuse. Bodily functions, such as defecation, areusually done in open fields, where the excreta serves as breeding grounds for disease vectors,

contaminates the water supply and serves as sustenance for mosquitoes and flies, from whence
they transmit infections to animals and humans alike. One of the most urgent needs in Pakistan
from the health point of view is the provision of sanitary latrines appropriate to the cultural 
framework of the Pakistani rural population. 

Lack of pure and safe water supply is an equally important problem, Although naturalsources of pure water are often avai lable, the water is usually contuninated before it isconsumed. This is due to lack of education of the population, lack of latrines, and no specialprovisions for drinking water for animals. Further, there are no proper drainage facilitieseven in urban areas. Air pollution is also beginning to affect the industrial areas and to bea cause of concern due to the respiratory diseases that this may provoke. 

Lack of personal hygiene has to be added to environmental problems as a cause of disease inPakistan. The population may wash in polluted water but the lack of use of soap makes the con­
ditions substantially worse. (See Chapter Eight for a more detailed survey.) 

Excessive Population Growth
 

The excessive growth of the population and the consequent redistribution by age and resi­dence has also contributed to the poor health of the population by putting pressure on the

nutritional resources, accentuatitig environmental deficiencies recorded just above, and by dif­
fusing the gains produced by the economy.
 

Preliminary results of the 1972 census indicated a population of 64.9 million persons for
Pakistan. 
By the close of 1974 Pakistan vas estimatcd to have a population of approximately
70 million. This implies a doubling of the rate of growth since the 1950's. 
At the same time
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excessive growth has increased the proportion of people in the younger ages (0-14) which today
 

account for about 45% of the population. Excessive growth has also changed the distribution
 

among provinces and the distribution between rural and urban areas.
 

During the period 1970-74, the GNP grew only at an average rate of 3.7% per year, although
 

it grew at 4.3% for the period 1964-74. With a rate of growth of population of 3% per year (or
 
perhaps more) the average GNP per capita could only grow at a rate of about 0.7% per annum.
 

Moreover, food crops increased only by 79% since the early fifties, whereas the population has
 
decline inper capita food production while
doubled as noted above. Thus, there has been a 


practically all the gains of thu economy during the last four years were absorbed by population
 

increase rather than by higher standards of living. Continuation of present trends in the
 
economy, in population growth, and in health expenditures, would then imply that few improve­

ments in health care would be forthcoming until the balance between the GNP and population
 
changes. (See Chapter Five for the details of the Pakistan family planning program designed to
 
reduce the population growth rate to below 3.0% by 1980.)
 

Health Services Inadequacies
 

The high mortality due to disease is to a large extent a consequence of the lack of medical
 

services. It is estimated that the country had approximately 15,000 physicians in 1973-74, but
 
far fewer numbers of nurses, lady health visitors, and various medical technicians to provide
 
medical services for the population. This implies only one doctor per 1,400 persons; one nurse
 
for 23,300 people and one lady health visitor per 70,000 people (see Chapter Four for details of
 
health manpower resources).
 

Distribution of personnel and physical facilities between rural and urban areas, however,
 
makes the situation worse for the rural popilation. There is one physician in the rural areas 
for 25,000 people. Medical facilities are also totally inadequate. There is one hospital bed
 
per about 600 people in urban areas, but there is only one hospital bed for 13,000 people in
 
rural areas. Furthermore, dispensaries, which constitute the smallest unit for the provision of
 
health care, number only 3,086 for the whole country with 2,097 of these in rural areas. The 
nonexistence or inadequate number of professional medical services implies that the population 
has to use the services of hakims, homeopaths and similar personnel, or go without services. The 
non-professional medical personnel (hakim and others) are estimated to be about 40,000 in the 
country, or one per 1,750 people. 

Thus, the rural population remains largely in the hands of the private sector mainly for
 
curative services, which suggests virtually no western-oriented medical care for the masses of
 
Pakistani people. The private sector is relatively expensive, given the fact that the average
 
income per capita is only about $100 per year, and in rural areas it is possibly only about $20
 
to $25. Although the services may be expensive for the public, they are not expensive enough
 
for the western-trained medical practitioner. Professionals, therefore, prefer not to practice
 
in the rural areas. High costs of drugs also contribute to the lack of medical care for the
 
general population (see Chapter IV for details of Pakistan health manpower).
 

Financial, Manpower and Other Constraints
 

Financial Problems - As reported in Chapter I, the data on Pakistan health budgets differ,
 
depending on the source. The Government official data for 1972-73 indicated only 95.55 million
 
1upees (Rs) expended, while private sources suggested the health budget for fiscal year 1972-73
 
was Rs 322 million. Out of this Rs 139 million correspond to the development budget and Rs 183
 
milliop to the non-development budget. The estimated expenditure per capita came to Rs 4.73 per
 
year. For 1973-74 private sources estimated the budget to be Rs 415 million, while the Govern­
ment recorded only 157.67 expended. The budgetary differences, however, may reflect the dif­
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ference between actual GOP health expenditures and planned budgetary funding, Using the private
estimates, this increase suggested that the expenditure per capita would amount to Rs 5.93 per
year. 
The significant point to observe, in any event, is that this corresponds to approximately
0.50% of GNP which refiects no increase in priority for the health sector as compared to the
 
past fifteen years.9
 

Expenditures on health in the private sector do not appear to be proportionately higher.
Private expenditures in health, calculated by the GOP for 1972, were about Rs 1,600 million.
This figure apears to increase the per capita public and private health expenditure to about
 
3.2% of GNP. I
 

These data, whether official Government or private estimates, imply that the GOP will face
considerable difficulties in providing more services for the rural population. 
 Improved quanti­tative and qualitative services depend on expansion of the budget in real terms. 
 But budgetary
expansion in real terms implies an increase in per capita productivity, which does not seem
apparent. 
Until the present time, a large part of the health budget has been financed by
foreign aid, especially from the United States, the UNDP, and WHO. 
 Such bountiful aid may not
be forthcoming in the future. 
Even if this aid continues in the future as planned, however,
health improvement will only be accomplished with a larger quantitative commitment on the part

of the Government.
 

Manpower Restrictions - The Pakistani quantitative deficiencies in health manpon:er were
summarized previously. Although the Government is making efforts to increase the health man­power by opening new medical colleges and expanding admissions in already existing colleges,the
problems of distribution and migration of personnel to foreign countries are still present.
 

Several questions arise regarding the training of health personnel. One is the quality of
personnel to be trained. Secondly, in respect to paramedical personnel it is evident that given
the cultural background of the population, more female personnel are required. A third question
arises in respect to the contents of the curricula. h(hat is needed in the country ispeople
trained in new environmental and preventive medicine (see above and Chapter Four for details on
 
health manpower).
 

Administrative Problems -
It isevident that the health delivery system in Pakistan is
plagued by administrative problems. 
There are problems in the performance of functions; in pro­per maintenance of physical facilities; in the logistics to move drugs and money; in coordina­tion within the different branches of the health system; in recruitment; and, finally, there are
problems in supervision, and use of a management information system (see Chapter Three for de­
tails on Pakistan's health administration).
 

9 See Development Perspective, 2R. cit., p. 302, Table 5; 
see also Table 25 at the end of Chap­ter Ten reflecting combined healtF-ind population expenditures which for 1974-75 were recorded
 as 788.51 million rupees or 0.79% of GDP. 
The CowtryHealth Programme: Information Document
(unpublished GOP document), December 1974, Tabl- A-13, indicates a total health expenditure
of only 578.10 million rupees for 1974-75 which represents 2.52% of total GOP expenditures, a
decline from 3.15% in 1970-71. This doc;iment is subsequently cited as Tahir (ed.), op. cit.
 
10 Unpublished source.
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Problems and Conditions: A Statistical Summary
 

One observer of the Pakistan health environment has described it as "miserable." Despite
 
the paucity of data he was able to cite several statistics on morbidity and mortality, in addi­
tion to those on the several problems recorded imnediately above, all tending to support the
 
relative accuracy of this description. These statistics were derived from Pakistani public
 
health officials.
 

Life expectancy, for example, has been estimated at 47.5 years for males and 45.1 years for
 
females. Infant mortality is 113-121 per 1,000. About 26% of children born die before they
 
reach age five.
 

At least five times as many maternal deaths in pregnancy or childbirth occur in Pakistan as
 
in the United States. The crude mortality rate is estimated to be 15-19 per 1,000 in 1975.
 

It is estimated that approximately 12 million Pakistanis contacted malaria in 1975. Tuber­
culosis appears to affect 50% of some regional populations. A sample survey of four villages in
 
the northern areas of Pakistan found that among the sampled population, 36.4 per thousand suf­
fered from goiter, 27.2 per thousand had chronic bronchitis, 23.5 per thousand suffered from
 
pneumonia, 22.0 per thousand suffer from anemia, and 20.8 per thousand had rheumatoid arthritis.
 

Environmental conditions, as we suggested above, contribute substantially to the diseases 
afflicting the Pakistanis. The physical environment in most of urban and almost all of rural 
Pakistan is extremely unsanitary. 'wenty-two to twenty-five percent either live in or are sur­
rounded by urban slum conditions, ,andtile rest of the population lives inor is surrounded by 
unsanitary rural environmental conditions. 

Only 15% of the urban population enjoy access to basic sewerage facilities. Thirty percent 
of urban residents are currently served by some system of potable water supply (i.e. the water 
is safe to drink if it is boiled for fifteen minutes). The rural situation is even worse. Less 
than 15% have potable water supplies. There are no adequate facilities for collection and dis­
posal of excrement and refuse. 

In some rural areas, people defecate in open fields, where the excrement serves as an ideal 
breeding ground for disease vectors and contaminates tile water supply. Even in cities, there 
are few areas that have proper drainage facilities. Parts of cities are laced with open cement 
catchment bins where nite soil and garbage are deposited. 

There are comparatively few motor vehicles in Pakistan, but tile exhaust from the scooters, 
trucks, etc., is exceptionally repugnant because the gasoline is mixed with oil. The result is 
a bluish haze in urban areas where there is not any traffic congestion at all. 

Air pollution from factories is beginning to affect the industrial areas. There is still 
time for the GOP to control this potential source of illness, however.
 

Lack of personal hygiene has to be added to environmental problems as a cause of disease in 
Pakistan. Perhaps elementary health education an( the cultivation of habits of personal clean­
liness would be an area of major emphasis in programs to clean up the environment. 

Finally, there follow several tables prepared by the GOt' s Ministry of Health on morbidity 
and mortality. At best, we believe these data to be infonral estimates. The table on conuni­
cable diseases in the MFP was accompanied by a cautionary note observing that for the common 
communicable diseases, "these figures only present the tip of a submerged iceberg. Only a frac­
tion of the people so afflicted go to the government hospitals where their diseases are recorded 
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Table 1: 	 STATEMENT SHtOWING NUMBER OF PATIENTS TREATED FROM * 
CONIJNICABLE DISEASES IN NWFP DURING 111E YEAR 1968 

(Patients Treated)
 
Disease Indoor Outdoor Tota [)eaths 

Cholera 

Smallpox 98 334 432 23 

Plague 

Louse-Borne 'yphus Fever .... 

Louse-Borne Relapsing Fever ....... 

Yellow Fever 

Measles 173 11,136 11,209 6 

Chickenpox 39 531 570 - -

Diptheria 99 2,329 2,428 14 

Tuberculosis (including T.B. 
of lungs) 5,014 78,639 83,653 145 

Scarlet Fever -- 6 6 --

Enteric Fever 1,303 23,397 24,700 19 

Brys ipelae -- 1,096 1,096 --

Influenza 440 21,579 22,019 --

Peurperal Fever ... 

Cerebrospinal Meningitis 
(Meningococcal Infections) 254 707 961 1 

Dysentery 1,614 206,707 208,321 19 

Leprosy 422 2,146 2,568 I 

Mumps 71 3,770 3,841 --

Whooping Cough 186 17,616 17,802 -

Sprue 2 511 513 --

Acute Anterior Poliomyelitis 1 572 573 -­

* Government of Pakistan, Ministry of Health, 1968. 
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Table 2: COMt4UNICABLE DISEASES NOTIFIABLE IN PAKISTAN IN 1973 * 

Punjab 


Cases 


7,848 

3,165 


S 

4,446 


91] 

26 


516 

149 


1,239 

311 

406 

447 

60 


7,469 

50,001 

24,641 


130 

3,904 

2,377 


Sind 


Deaths 


897 

1 


38 


40 

1 

49 


2 


2 

39 

85 


161 

6 


N.W.F.P.
 

Cases Deaths
 

194 35
 

187 -­

""
 

""
 
772 -­

15,170 

3,680 


442 -­
57 --

Total
 
Cases Deaths
 

9,258 1,122
 

3,165 1
 
55 -­

38
 
26 -­

516 40
 
517 1
 

1,241 49
 
376 -­

447 2

9,714 67
 

86,580 164
 
33,256
 

514
 
533
 
5,003 320
 

158,878 2,324 

Disease 


Smallpox 

Influenza 

Typhus 

Whooping Cough 

Poliomyelitis 

Relapsing Fever 

Cerebrospinal 

Chickenpox 

Diptheria 

Leprosy 

Sprue 

Puerperal Fever 
Scarlet Fever 

Enteric Fever 

Dysentery 

Tuberculosis 

Frysipelas 

Measles 

Mumps 


Disease 


Smallpox 


Influenza 

Typhus 

Whooping Cough

Poliomyelitis 

Relapsing Fever 

Cerebrospinal 

Chickenpox 

Diptheria 

Leprosy 


Sprue

Puerperal Fever 

Scarlet Fever 

Enteric Fever 

Dysentery 

Tuberculosis 

Frysipelas

Measles 

Mumps 


Cases-


415 


53 


.. 

--. 

140 

2 


.. 

616 

15,931 

3,155 


363 

97 


-eaths 


50 


-,55 


.. 


.. 

65 

92 


348 


159 


Baluchistan 

Cases 
 Deaths 


801 
 140 


__ "" 

""
_. 


."4,686 

.911 

- -" 

228 " 
. --
65 

.
 
- -" 

"406 


857 --
5,478 33 
1,780 81 

-- --
294 "" 

-- --

* Government of Pakistan, Ministry of Health, 1973. 
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Table 3: HEALTH INSTITUTION BASED DATA OF SICKNESS
 

Disease Percentage of Total
 

Gastrointestinal including parasitic diseases 25 - 30
 
Respiratory diseases 15 - 20
 
Fevers 10 - 15
 
Diseases of the skin and areolar tissue 5 - 10
 
Malaria 5 - 8
 
Diseases of the eyes 5 - 6
 
Injuries general and local 4 - 6
 
Diseases of the ear and nose 4 - 6
 
Diseases of genito-urinary tract 3 - S
 
Dental diseases 3 - 5
 
Diseases of the heart and circulatory system 3 - 4
 
Diseases of bones, joints, muscles, etc. 2 - 3
 
Diseases of nervous system 2 - 3
 
Tuberculosis of all forms 1.5 - 3
 

(80% TB of lungs) 
Infectious/coinuunicable diseases 1.5 2.5 
Deficiency diseases 1- 2 
Diseases of lymphatic system 0.75 - 1 
Tumors 0.5 -1 
Other diseases 1.5 - 2 

Source: Patient records of reporting public hospitals and dispensaries, 1973.
 

Table 4: ESTIMATED DEAT1IS BY CAUSE OF I1\11t 

Disease Pakistan Urban Rural
 

All Causes 100. 00 100.00 100.00 
Tuberculosis of all forms 5.55 2.86 6.09 
Bacillary dysentery and amoebiasis 2.51 2.88 2.44 
W~laria 10.44 -. 80 10.96 
Diabetes mellitus 1.14 0.75 1.22 
Diseases of heart and circulatory 
system 1.79 3.92 I.35 

Tumors 0.34 0.00 0.41 
Peptic ulcer, appendicitis, intestinal 
obstruction and hernia 1.20 1.09 1.22 

Complications of pregnancy t childbirth 1.13 1.39 1.08 
Congenital anomalies, birth-injury, 

difficult labor anu causes of 
perinatal mortality 7.36 5.64 7.71 

Infective and parasitic diseases 53.84 b7.64 63.07 
Accidents, poisoning & violence 1.88 1.05 3.03 
Unknown causes 12.82 4.92 1.42 

Source: Statistical Division, Population Growth Survey, 1971. Karachi, 1974.
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with partial accuracy." This situation, of course, has been suggested when reviewing the pre­
vious data. These statistics, however, are useful in that they illustrate very poignantly the
 
scope, ifnot the depth, of disease in Pakistan.
 

The aforementioned data are especially illustrative of the nature of the Pakistan health 
environment. Taken together, we believe they support the conclusions of private consultants
 
who listed the principal causes for the "miserable" state of Pakistan's health environment as
 
follows: (1)environmental conditions, (2)malnutrition, (3)excessive rate of population

growth, and (4)a severely deficient health care system.
 

In this and the previous chapter, we have attempted to provide an overview of the Pakistan 
health environment, only touching upon the major factors: diseases, human pollution, lack of
health manpower and faciities, etc., which comprised this health environment. In the subse­
quent chapters an effort will be undertaken to review, in as much detail as sources permit,
each of these major factors which influence the Pakistan health environment and its economic
and social development. Diseases will be omitted, of course, since we have already delineated
in Chapter Two this aspect of the Pakistan health environment as extensively as our data 
penn t. 
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CHAPTER THREE 

ORGANIZATION AND FUNCTIONING OF THE PAKISTAN HEALTH SYSTI21: 
tEALH AND DELIVERY OF HEALTh CARE 

The Foremost Challenge 

The available data, inadequate though they are, clearly reflect the inability of the currentPakistan public health system to serve the people. This is especially true with respect to car­ing for the rural population. Pakistan has a rapidly growing population which is primarily ruraland which is afflicted with a wide variety of diseases and related problems stemning in large

measure from the peoples' physical environment and socioeconomic status. These illnesses 
 com­monly include intestinal wons, goiter, respiratory infections, dvsenteries, enteritis, rheuma­
toid arthritis, zuberculosis, pneumonia and chronic bronchitis. I)espite this depressing health 
status, it has been reliably estimated that only about 15. of this rural population receives 
coverage from existing western-oriented health services. 

Thus, the problem of providing health care to the rural population of Pakistan constitutes

the foremost challenge facing the Government relating to the 
social welfare of the Pakistani
people. Given this dearth of public health care, it is hardly surprising, therefore, that
vast majority of the Pakistani people have had to rely on 

the
 
private health care, to a limited ex­tent upon western-trained professionals, and to a far greater extent upon the native, traditional 

hakims and vaido. 

The Imperial Hfealth Service and Its Legacy 

Caste and Charity 

In 1947 the new Pakistan inherited a health structure pressed onto it by British imperial
administrators. The health system uinder the British was designed to insure medical care for the
armed forces and the civil services. The staff for this medical care was drawn from the British 
Indian Army Medical Se:vices. 

Thus, most of the Pakistanis who were accorded even this meaver western medical care 
were the ruling hierarchy. The civil servants iere provided medical undercare an elaboratesystem which afforded medical care to the civil servant in accordance with his status in thegovernment hierarchy. For the officers of the civil services there was a civil surgeon in each
district belonging to the army medical service, lie had a small staff and simple facilities.
Lesser civil servants in each district were attended by an assistant surgeon or the sub-assistant surgeon according to the cadre to which each belonged. This service, in theory at least, wasavailable only to the civil servant and not to his family or dependents altbough we doubt this 
structure was adhered to very strictly. 1 

1 Data for this chapter was derived in part from unpublished briefing papers provided by USAID 
consultants and derived ultimately from the Governnent's Ministry of Hla lth. 
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Inan effort to keep the staff of government hospitals and dispensaries occupied, however,

the custom was adopted of permitting native citizens to use these facilities, sometimes as a
 
matter of charity, but more often if they could pay for the medical care so dispensed. Thus, an

interesting custom developed whereby government-employed physicians in the imperial service

gradually became entitled to practice along with their government service. This practice has
continued to the present time whereby, as our source observed, "the doctors in Government ser­
vice ineffect are whole-time private practitioners and part-time Government servants." 

Although these hospitals and dispensaries were designated as charitable institutions, most

of the care was on a fee-for-service basis. Thus, the native population, for the most part, was

forced to depend upon the indigenous systems of medicine, variously called Islamic Systems ofMedicine, and these systems, directed by the hakima and vaida, has continued up to the present

time. Similarly, the hospitals ani dispensaries retained their designation as "charitable"
 
inst itut ions.
 

British administrators did undertake some health measures for the general population, how­
ever. l'eriodically, they provided vaccination against the epidemic diseases such as smallpox,

and undertook emergency treatment in the face of outbreaks of cholera, plague, and typhus andsought to combat malaria. It was also the British who introduced local self-government insti­
tutions and made the local governments responsible for providing indigenous medical care. To
assist these local governments, the British established as many hospitals and dispensaries
throughout the sub-continent as resources would permit. 

Upon independence in 1947, the hospitals and dispensaries in each province belonged to the
local government. The total ntuber of hospitals in the Punjab in 1947 was 163, with 416 dispen­saries. There were reportedly only 1,200 physicians (one for every 60,000 people). There was 
one It clinic in each province. There were no rural health centers or basic health units, of 
course, hut there were Maternal and Child Health Centers in the large urban areas of Lahore,
fultan and Rawalpindi. There was also one functioning medical college and one public health 

nursing school. A second medical college had just been organized in Sind Province. Moreover,
I'akistan also found the influx of six million plus refugees needing medical care. Such was

the background and status of the health sector upon independence in 1947.
 

Ilealth Services Since Independence 

For continuity and before reviewing private health services the statusand current of Paki­
stan's health organization, a word on the nearly three decades which separate independence from 
contrmporary Pakistan might he in order. Since the Government lacked health administrators and

had io strggle to survive in any event, nothing in the way of public health services was accom­
plished immediately after 1947. Indeed, at best, the development of Pakistan's health services was haphazard. lDuring those early years after independence attention was focused on expanding
training facilities for medical and paramedical manpower. Several medical and nursing schools 
were established weil the Preventive Medicine at toInstitute of Hygiene Lahoreas as and train 
medical aininistr tors. 

ly 1955, however, the then West Pakistan Health Department put forth a fifteen-year master
health plan for rural health services and referral hospital development. It would have providedfor Ruiral Ilealth Centers, district, and tchaii hospitals and would have been completed in 1972.
This plan was rejected by the Planning Conission as too expensive and ambitious. aring the 
secund and third five-year plans, the objectives of rural health services contained in theoriginal master plan were mentioned but no progress was made in improving rural health, nor did
the Governmment have an articulate national health policy. During these years, however, the
Ministry of Hlealth did expand and obtained a full staff with tile new graduates from the medical 
schools and the school at Lahore. 
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Finally, by March 1972, the Pakistani Government did unveil its first national health

policy which was called the "People's Health Scheme." Its objective was to provide basic health
services to the long neglected rural areas of Pakistan and it assigned priorities and artic­ulated the financial and human resources required. The scheme, as noted elsewhere, was develop­
ed around the Basic Health Unit, to serve between 6,000 and 15,000 people as a sub-unit of tileRural Health Center. These BHU's and RHC's were then to feed the seriously ill into tallsiZ
hospitals of sixty beds and/or district hospitals of 250 beds. Thus, the People's Health Scheme was designed to serve all of the rural people in the provinces by adhering to the system oflocal government, the Union Council, of which there were approximately 2,350, and providingevery Union Council with a facility of which every fifth facility would be a Rural Health Center. 

Of the 2,350 facilities initially to be built (a facility being either a BHIU or an forRtIC
each Union Council), only 137 RHC's and 369 BHU's had been constructed by 1975. Thus, for a

variety of reasons discussed below, the People's Health Scheme is foundering and the rural Paki­stanis must continue to rely on so-called private health care, i.e., the traditional hakim8 and
 
vaida.
 

Private Health Care 

In 1972 there were approximately 14,000 medical doctors, i.e., 
western trained, in Pakistan
serving an undetermined number of Pakistanis. 2 By 1975 it is believed that there were about15,000 physicians in Pakistan. Approximately two-thirds of this number are in private practicewith the remaining third in the public health service.3 
Many of those in tile public health ser­
vice are retired army physicians who, in any event as noted above, engage in dual practice. 
A
 very large number of the private practitioners are located in Pakistan's urban centers, leaving

the rural areas either devoid of or sparsely served by western trained physicians.
 

The Government health officials have sought to alleviate this shortage of western-trainedphysicians by two means: 
 (1) utilizing paramedicals and auxiliaries, the details of which we
will examine in a subsequent chapter, and (2)promoting the practice of indigenous medicine.
 

Hakims 

This indigenous system of medicine is termed unani (Tebbi) and has been practiced in Paki­stan for many centuries, having been introduced during the Moslem conquest of the Indian sub­
continent.
 

The unani system is derived from ancient Greek medicine as developed by Hippocrates and
evolved through the Arab conquests of the Near and Middle East. 
The practitioners of the wza~ni
 system of care are called hakims, and in theory, are registered by a government board; but, in

fact, are entirely engaged in the private practice of medicine.
 

The unani system is an empirical type of medicine, most of the medications of which are
herbal. 
Many of the hakims have received almost no training while others have had several years
 

2 See Chapter Four for details.
 

3 See Health Data Publications, oR. cit., p. 50, reference is to 1960 data.
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of training, either from an experienced hakim or from one of three schools now training hakins 
on a regular basis. It is estimated that there might now be as many as 40,000 hakims practicing 
in Pakistan. 4 

Vaids
 

There is also another system of native medicine practiced privately in Pakistan. This is
 
the Ayervedic system, deriving from India where it was introduced about 250 B.C. This system is
 
based on the Hindu religion and philosophy, and employs the use of herbs in its treatment. Prac­
titioners of the Ayervedic system are called vaids and this system is also recognized by the
 
Pakistani Government. 5
 

Both the Unani and Ayervedic systems have continued to prosper in the face of western medi­
cine due to the extreme shortage of western-trained Pakistani physicians and the availability
 
among the people of the hakims and vaids.
 

Private Health Sector Income
 

In any event, it is apparent that the average Pakistani, whether rural resident or urbanite,
 
relies much more on the private sector, including, of course, the hakims and vaids, than upon
 
the public sector. Thus, ithad been calculated that the annual expenditure for private services
 
for western-trained physicians, drug and private hospital services, amount to about $150 million.
 
It has also been calculated that the Pakistanis spend about an additional $30 million per year
 
for the drugs and services dispensed by the 40,00' hakirns. No figure has been estimated for the
 
less prevalent vaids. But, the calculable expenditures for the services of the private health
 
sector in 1973 or 1974, for example, amounted to about $180 million. By comparison, the total 
public expenditure for health in FY 1974 was only approximately $38 million, while the GOP 
budget for public health in FY 1975 called for health expenditures of only $58 million.

6
 

The Public Health Sector 

The Ministry of Health and Social Welfare Organization
 

Our available data provide somewhat conflicting information on the organizational and opera­
tional status of the Government's federal ministry of health, perhaps because the health sector 
has been in a state of flux since 1971. In ny event, a recent GOP publication designates the 
Ministry of Health and Social Welfare as pal of the Health and Social Welfare Division, Depart­
ment of Health, Labor and Social Welfare, Govrnment of Pakistan. 7 The Minister of Health is 

4 Unpublished USAD Briefing Paper on Hlakims, September 1974. 

5 Health Data Publications, op. cit., p. 51.
 

6 	 DAP, op. cit., p. 8, Health Sector; see the Table in C'iapter Ten on annual expenditures for
 
treatment Ti- the private sector. The GOP estimated this to be 1,528,000,000 rupees (annually,
 
1970-1975), some $25+ million less than the private consultant's estimate of $180 million. As
 
to the GOP health budget, initially itwas set at 578,100,000 rupees for 1974-1975, approxi­
mately $57,374,000, but later was increased to 788,100,000 rupees.
 

7 Annual Report of the Director General Health, June 1971-June 1972. Government of Pakistan, 
Ministry of Health and Social Welfare, Health and Social Welfare Division, 1972. 
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J -s;ited by a I rectol (;cler,ii ''Iliealth Services, located in Islainabad. The Director General 
S it~ons ible, il lt .wo at 1,, ;t , for the implementation of Government policies (see tables of 

1J"ll:It ien he]'] . 

Prior i'o Ih il k-,,neCe if Bangladesh, the Minister of Ilealth and Social Welfare was also 

a-sted 1) t o tPlli t rectors of Hlealth Services, one each for East and West P'akistan. 
At that t ime , th 1.,) r'rovincial Directors were supposed to enjoy relative autonomy, hut in 
practice, We r sub I t to the approbation both of the Minister and the lDirector General of 
Health Services, cp;eciallv since tile national goverrnent pro'ided a significant part of the 
provinces' health huidtgets.k 

Again, before the secession of Bangladesh, tile Director of iHealth for West Pakistan was 
located in Lahore. lieadministered the public health ser'ices in West Pakistan throligh four 
divisions whose headquarters were located in Peshawar, Multan, lyderabad and Quetta. [hes 

eachadministrative divisions were further subdivided into fifty health districts, of wihich was' 
further acninistered by a civil surgeon for curative and a health officer for publ ic hetIlth. 

The Ministry of ttealth and Social Welfare: Official Functions 

The Federal Health Ministry is concerned with policy making and coordinat ing inter-pnrl it­
cial matters concerning health in the following specific areas: 

--	 Negotiations and agreements with other countries and internaticnal organi zat i,)n, 
in the field of medicine and health; 

International aspects of medical f;c 11it ies and public health; interiat iolA 
sanitary regulations; port health and medical facilities abroad; 

Medical, nursing, pharmaceutical and allied subject s Such as (I mlin tc1' 1i0'tt' 
educational standards, (2) education abroad, artd (31 educat ioiaI facie it fll 
backward areas and for foreign nationals;
 

--	 Standardization and irmanrfacture of biological and phani:,cenit ical lrIii&
 
and standards for export and import drugs;
 

--	 Medical research; 

--	 Vital health statistics; 

8 lealth Data Publication, op. cit., p. -19; Alnnual Report , op. cit., pp. , 0. 

p. SO; table for 1974 does not-sow this Provincial Iirect-i '-pt, itiq, I 1 1!1( , 1.1,1
 
showing that some similar provision for federal -provincial relat ion- ,., - i .! ,. Ii ,1:, ...
 
have delineated the situation prior to 19"1 for want of precise, defiti, 1t IT..,
 

alternative federal-provincial relationship.
 

9 See Trip Report, July 1974. A consultant visiting Pakistan in 19"1 trmt 1,
 
awar, nd Karachi to talk to the Secretaries of Heallth foir lintial, 'Slr .i,. !I,(,

Province. lie was unable to visit ( uetta. 



--	 Medical and health services for central Governrment employees; 

--	 Medical service of Pakistan; 

--	 National associations in medical and iflied fields, such as the Red Cross,
 
'1.1. Association, etc.
 

'liere are attacheu two tWtes shot, in; thw ,ra Ani 7 t ion of the Ministry of Ilcalth and Social
Welfar. hithin the opirtmtn hllth, 110,p o_ heilfare of the Government of Pakistanot l. in iAI 
and its planning div i,n. 

ILThe Mini strv .nod i It'v, . 1: 1 1, ! tire Pihl ic Ilealth Sector 

Mit lt has fluid 
chalnge > I. LIf in" I Id'lt i L;.ion pll'; the vestiges of the colo­
nial h!;ac- . ,,,I... , - ;.,1,, 1 ': ,. I CI,? 1., ' ever,ely reduced its 
effictn yv AriOdat 1' 1 1! IV All o i l j , ,j ll Kil)oiIt icial WI publications,
attest to tl t I)[),:,, i, , t- ... I I m ire thelprincipal factors sustaining 
tit pool flict lonIJICh . ' 	 t I 

The ,. 	 r,, Ilk .he . , been and undergoing 
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Table S:
 

POSION CHART OF THE HEALTH AND SOCIAL WELFARE DIVISION, ISLAMABAD* 
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Table 6: 
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--	The federal and provincial health officials do not cooperate which some claim
 
results from the failure to integrate all health programs, i.e., a causation
 
for the retrogression of the malaria eradication program and the Health Guards
 
experiment.
 

There are other important factors working against improved public health care including
 
manpower constraints, planning deficiencies, educational shortcomings, etc., which will be re­
viewed in subsequent chapters. The historical, philosophical and administrative deterrents,
 
recorded above, however, are alone severe enough to undermine implementation of the objectives
 
of the fifth five-year plan, including the People's Health Scheme.
 

Provincial and Local Health Departments and Services
 

In the prior review of the functions of the Pakistan Ministry of Health, itwas noted that
 
as a practical matter the provision of health care fell to a great extent on the provisional
 
health departments and thence upon local districts. Indeed, as the Pakistan federal system
 
progressed after 1947, primary responsibility for public health was supposed to rest with the
 
provincial secretaries of the respective 'epartments of health. But the federal Ministry re­
tained control of special projects such as malaria eradication, family planning, etc. Thus
 
emerged the current dispute between vertical and integration programming. Nevertheless, a re­
view of the health environment, health activities and the structure and functioning of the 
health department of one of the provinces, the Northwest Frontier Province, will provide a use­
ful example of the organization and operation of the provincial and district public health
 
organizations and services in Pakistan.
 

Health Environment and Activities in the N.W.F.P. 1 0 - The North West Frontier Province is 
subject to virtually all of tile diseases tormenting Pakistanis which were recorded in detail in 
Chapter Two. In particular, the people of the N.W.F.P. suffer from respiratory diseases due to 
the severity of the cold climate, water-borne diseases resulting from contaminated water and 
lack of excreta disposal, malaria, parasitic diseases, and high maternal and child mortality. 

The provincial and district health departments pursue several active health activities, 
some in cooperation with the national Ministry of Health to combat these diseases. There are, 
for example, eighty-two MCII centers, nineteen Rural Health Centers and fifty Basic Health Units 
operating within the N.W.F.P. Not only is curative and preventive treatment practiced in the 
MCH centers, but each center also dispenses family planning assistance. In addition, there are 
also iimunization programs tuderway in smallpox, cholera, and typho:d at the district and tehaiZ 
level. Finally, there is an extensive malaria eradication program underway in cooperation with 
the Ministry of Health funded by the central government, W1O, and other foreign donors. 

The available data show that there were 439 physicians practicing in the province. There 
were also 205 nurses and 94 Lady Health Visitors as of 1973. Thus, in 1973 there was one 
physician for every 19,138 people, one nurse for each 40,985 persons and one Lady Health Visitor 
for every 89,382 persons. Not only is this a very unsatisfactory health worker-to-population 
ratio, but many of the physicians practice in the few cities of the province. Still, the above 
health programs are operable.
 

10 	See Tahir, op cit., Chapter Five, pp. 11-23.
. 


39 



Finally, due to the rugged terrain and poor roads, transportation is a very vexing problem.
Most of the transport for health services in the N.W.F.P. has been proviced by vehicles loaned

by the UNICEF and WHO in connection with specific projects. The N.W.F.P. Department of Health 
has provided ambulance service to the district and tehaiZ level hospitals for secondary and 
tertiary care.
 

Provincial Department of Health - The provincial Department of Health of the N.W.F.P. is
 
headed by the N.W.F.P. Secretary of Health who reports directly to the Minister of Health in
 
Islamabad (see the following table delineating the organization of the N.W.F.P. Department of
 
Health). The Secretary of Health is served by a Deputy Secretary of Health who, in turn, is

assisted by six section officers that handle technical matters, budget, personnel, research,
 
etc.
 

There is also a Health Directorate headed by a Director of Health Services who is assisted
 
by four Assistant Directors for: (1) Medical, (2) Public Health, (3) Administration, and
(4)Planning and Development. The Assistant Director for the Medical Section is responsible for
 
drug inspection, for example, while the Assistant Director for Public Health covers the inspec­
torate of health services, health education and the T.B. program.
 

District Department of Health - In the districts, administration of preventive medicine,
and supervision of the district hospital and dispensaries are the responsibilities of the 
district health officers. The district headquarters hospital is adinistered by the District

Medical Superintendent. The rural health centers are also under the administration of the
District Medical Superintendent. Finally, there is a straight line of authority in the malaria 
program from the Minister of Health down to the province level and, it would seem, to the 
district level. 

Other Programs - The provincial Department of Health also ha3 other health related respon­
sibilities. One of these is supervising medical education in the provinces. Inthe N.W.F.P.
 
there is only one medical college at the University of Peshawar, which isautonomous but there

is clinical instruction at the Lady Reading Hospital in Peshawar, which is a government insti­
tution and is under the direct authority of the N.W.F.P. Secretary of Health. The provincial

department is also responsible for health education in the education system. Italso issues
 
licenses to drug companies for the manufacture of pharmaceuticals. Finally, it is the respon­
sibility of the provincial departments to provide transport service, i.e., ambulances, at the
 
district and tehaiZ level.
 

Health Functions of Union Councils - The system of Union Councils was introduced in Pakistan
 
by the Ayub Government through the Basic Democracies order of 1959. The objectives of the
 
Government in creating the Union Councils included the association of the local Pakistanis in

the management of public affairs and the promotion of basic democracy through local self­
government. 

The Union Councils were given a number of functions dealing with local governing matters
including several public health functiuns concerning primarily environmental aspects. These 
public health functions included: 
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-- environmental cleanliness
 
-- clean water supply
 
-- excreta and refuse disposal
 
-- insuring adequate housing
 
-- food hygiene and supervision of slaughterhouses
 
-- collection of vital statistics
 
-- occupational health, and
 
-- first aid.
 

In addition, the Union Councils were to cooperate with the District Councils and the Dis­
trict Departments of Health in such functions as: 

-- direct medical care 
-- infectious disease control 
-- vaccinations 
-- provision of management of water works 
-- supervision of environmental sanitation
 
-- health education
 
-- malaria eradication, and
 
-- medical education of paramedical personnel.
 

Health Facilities and Medical Care at Various Levels in Pakistan
 

In the early sixties the GOP reported that West Pakistan had 390 general government hos­
pitals and 39 specialized government hospitals (maternity, chest, leprosy, eye, etc.), with a 
total of 4,057 beds.11 This report also observed that there were an additional 353 "cottage and
 
dispensary" government hospitals with 1,592 beds. At that time, there were also reported thirty 
general and nine specialized private hospitals with 2,598 beds.
 

By 1975 the health facilities in Pakistan had increased substantially even though tile health 
care had not kept pace, and indeed, had only inproved marginally due to several factors. There 
were then 548 hospitals, 3,086 dispensaries, 715 maternity and child health centers, 137 rural 
health c'-ters, 369 sub-centers of rural health centers (BIR1Us) and 92 tuberculosis clinics. 1 2 

There were also in 1975 a total of 38,033 hospital beds of which 7,379 beds were in rural areas. 
Although official COP data claim that there were only 10,000 physicians in Pakistan in 1975, 
other data suggest that there were probably about 15,000.13 Over one-third of the posts for 
physicians in the public health service (presumably at rural hospitals) and all in the rural 
areas were vacant, however, which suggests that there continues to be a severe shortage of 
physicians in rural Pakistan. 

The GOP also reported in 1975 that there was only one nurse for each 23,300 people and one 
Lady Health Visitor for each 70,000 population. Thus, the RUC's and BIU dispensaries and MCH 
centers continue to be staffed, when staffed at all, with nurses and paramedicals whose morale 
is often low due to poor management and administrative problems. Moreover, almost all of these 
health outlets are poorly supplied with medicines and supplies. Finally, despite elaborate 
charts and tables of organizations, health consultants have repeatedly confirmed that these 

11 llealti Data Publication, 2p. cit., p. 70. 

12 See Health Statistics, 2R. cit., p. 71. 

13 DAP, 2p. Sit., p. 7, health sector; see also Annual Plan, 2R. cit., p. 1. 
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"outlets" have not been organized properly so as to insure adequate supervision and support by 
western-trained public health physicians. It is of no surprise, then, that the rural Pakistanis 
continue to rely on the hakims for medical care. 

Government Health Policies and Plans
 

Despite the almost overwhelming lack of western-style medical care for rural Pakistanis, 
the GOP, especially over the past several years, even prior to Bangladesh's independence, has 
been concerned with plans and schemes to correct this gross deficiency. As early as 196S a 
scheme for constructing health centers both in West and East Pakistan was begun. At that time 
seventy-six Rural Health Centers were constructed in West Pakistan and thirty-one in East Paki­
stan. 1 4 ien the Bhutto administration assumed office in December 1971, after the Bangladesh 
disaster, one of the first programs adopted was the so-called "People's lealth Scheme," which 
called for substantially increased expenditures for health.1 5 According to this program the 
increased expenditures were to bring new health care to the rural Pakistanis in such areas as 
clean water, environmental sanitation, health and nutrition education, mternal and child 
health, and preventive medicine. The conduit for the direct medical care was to be the new Basic 
Health Units and the supervisory Rural Health Centers, the construction of which had faltered in 
the latter sixties. These new Basic Health Units were to be constructed throughout runal Paki­
stan and were to be staffed by a health team of well-trained auxiliaries. This implied, of 
course, an expanded training program for health auxiliarios. 

But the new People's Health Scheme foundered on several obstacles over the following years. 
First, the staff of the GOP Ministry of Health was severely reduced by the defection of the 
Bangladesh personnel who departed for service in the east. Second, the remaining personnel con­
centrated their efforts on the adoption of a new drug law (Generic Drug Law) with which to pro­
vide cheaper phanmaceuticals for the Pakistanis. Third, the Pakistan Medical Association criti­
cized the People's Health Scheme for offering inadequate protection anL incentives to Pakistani 
physicians whose cooperation, of course, was indispensable. Finally, the scheme was widely 
criticized throughout Pakistan as one which, in fact, neglected the rural population in favor of 
physician training, hospital construction and sophisticated research. Then, in August 1973, the 
new Pakistan const i tution was adopted which placed the primary burden for health care on the pro­
vincial governments rather than the national government. Although this had little practical 
effect on public health administration, it did appear to further inhibit the People's tHealth 
Scheme which, in any event, was only implemented on a very limited, ad hoc basis, at least 
through 1975. In conjunction with the new five-year plan (197S-80!) the GOP Federal Planning 
Conmmission in 1973 and 1974 underte.r both to upgrade and delineate the requirements for finally 
implementing a much revised People's IHealth Scheme, taking care that it would fit into overall 
Pakistan economic development and would respond to the various criticisms leveled at the initial 
People's Health Scheme. The new health policy drafted to he incorporated into the five-year plan 
for the first time focused GOP resources on the provision of health services for rural Paki­
stanis. The basic objective of the Ministry of Health long-term plano is to achieve a balance 
between rural and urban areas in basic health coverage. Thus, it is hoped that by constructing 
new RIlC's and Btl's and staffing them with a health team of auxiliary health workers under an 

14 Health Data Publications, op. cit., p. 54.
 

15 DAP, op. cit., p. 3, health sector, and previous discussion. 
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area physician's supervision, to extend coverage from the present 15% to 50% of the rural
 
populations by 1980, and by 1990-1995 to embrace the whole of Pakistan's rural population.

16
 

In drafting this new health program, the government has been able to take advantage of 
several projects undertaken during the past few years. One has been a joint GOP-WHO Country 
Health Planning Exercise which developed the guidelines for the new government health policies. 
Still another has been the Northern Areas Health Scheme which trained and employed Health Guards 
(paramedical) to diagnose si~mple ailments and provide standard medicines in treating these dis­
eases. The government has attempted to respond to the critique of the physicians and provin­
cial officials alike. 

The new COP health plan which has emerged focused Pakistani resources in increasing amounts 
on preventive medicine, environmental sanitation, health education and maternal and child health. 
The media for achieving this improved health, as we noted above, remains the Rural Health Center 
and its sub-unit, the Basic Health Unit, which are to be staffed with sufficient numbers of 
physicians, nurses and paramedical personnel. 

Specifically, the new program provides for constructing Basic Health Units at the rate of 
about 700 per year and to complete construction in about seven years (1975 through 1981). The 
BHtU/population ratio would then be one BHU to 10,000 rural Pakistanis. This schedule would pro­
vide about 3,250 BU's for general rural areas and 1,650 for sparsely populated rural areas.17 
Each BIU would be staffed by auxiliary paramedical personnel. This new health team would include 
a female auxiliary for midwifery and family planning, an auxiliary for care and control of com­
municable diseases, and a third for general curative medical care and administering the BIIU. 
This would be a minimal health teamn. 

Other features of this new plan include: (1) improvement, utilization and integration of 
existing government dispensaries, both urban and rural, into the new BIJU system; (2) increasing 
available medicines for existing hospitals; (3) increased funds for medicine and equipment for 
tehniZ and district hospitals; (4)substantially expanded medical school facilities, together 
with teaching hospitals; (5) new paramedical training facilities for paramedicals such as health 
guards; and, (o,) a scheme to make the services of physicians in rura! areas much more remunera­
tive so as to encourage the to pursue the practice of medicine at the new RIlC's also to be 
constructed under the health plan, where they would have supe-,vsory functions over several 
(four or five) 1RIM health teams (above). 

inder the long-term objectives of this plan all the preventive and curative services are to 
emanate from the BI's with the same staff having respo~nsibility for the total health conditions 
in their area of jurisdiction. It is anticipated that all services connected with the health of 
a conmMUlity, including the programs for family planning, malaria eradication, smallpox and tuber­
culosis control, will he provided by the same health units in an "integrated" system. Along 
with this integrated system at the local level, the teheiZ and district hospitals are expected 
to he substantially improved so as to handle those cases which are too serious for the local 
BHIU's. The plan also envisages creating national institutes in twelve major fields, including 
nutritional disorders, gastrointestinal diseases, tuberculosis, coronary heart disease, and can­
cer, as well as expanding the public health laboratory system. 18 The GOP planners hope, through 
this integrated system, to cover each entire province with curative and preventive health ser­

16 	 See the Annual Plan, op. cit., p. 7. 

17 	 See Dr. Siraj-ul-lUaq Malmud and Prof. N.R. .. Fendall, Primary Health Care in Rural Areas of 

Pakistan. Islamabad: Government Planning Commission, 1975, pp. 8-9; we have rounded these 
figures off to comply with a seven-year program. 

18 	See Research rograune on National Ilealth Problems, 1976-1980. Karachi: Pakistan Medical 
Researc1 oT-tiii, 97. 44 
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vices. Included in this system will be provision for health education, environmental sanita­
tion, potable water, adequate disposal of sewage and wastes, better nutrition and a school
 
health program.19
 

Finally, even before this new health plan can be launched, the GOP in 1974 decided to 
launch a new malaria control program.20 This new malaria control program may cost as much as 
$100 million over the next five years (the life of the next five-year plan). As suggested in 
Chapter I'wo, malaria is one of the major diseases afflicting the Pakistanis, especially rural 
Pakistanis. Moreover, in recent years it has revived or recovered from earlier malaria control 
efforts and is threatening to assume catastrophic increases in new victims. In fact, the Govern
 
ment Planning Coirmission anticipates the number of cases increasing from 2.4 million in1974 to
 
12.0 million in 1975.21 A revived campaign against malaria, of course, fits in very well with
 
the new health program which focuses on preventive care as well as curative health care.
 

Problems, Conditions and Difficulties Associated
 
with the Pakistan Health Sector
 

Despite an almost bewildering array of socioeconomic and health problems, the GOP has demon­
strated a conmmendable grasp of the deplorable state of its health environment by the unveiling
 
of its new health programs, the most innovative and objective since independence. For the first
 
time the government planners appear to have recognized several elements in devising their health 
plan: (1)that good health for Pakistani citizens, especially the abundanit iiral poor, is a 
very important factor in promoting increased product ivitv and therefore, a sigrnificant element 
in boosting the GI)P/GNP; (2) in order to make any signift'icant impact in inuprowini the cmtional 
health of Pakistan, a substantial expansion of health services for tie rirail Pakistanis mist be 
undertaken; (3) that some kind of treatment center must he availaie and acces ihile to the riral 
Pakistanis, hence the Basic Ilealth Unit programs; (1) that these hl1l's nust be staffed withI 
western trained health teams to provide adequate medical care and that an increaised supply of 
western trained physicians and nurses must be forthcom iig and inducemi~ents must he proffered to 
bring these physicians and nurses to the countryside to practice (asimiliir situat ion exists for 
paramedical personnel); and, finally, (5) the (O1P has apparentlv come to believe that if the 
above measures are instituted, a large segment of the nral population can he conyinced to aban­
don the traditional hakima, at least those not accredited with par:amedical training, and in lieu 
thereof to accept western oriented medical care. 

lie government faces imposing obstacles toward ful fill ing the amb it ions heal th plan set 
forth above, however. Initially, two fundamental attitudes of very long standing will have to 
be reversed: (1) the tradition of government parsimoniousness with healtIh budgets and (2)faith 
by rural Pakistanis in the Eak=mm of western medicine must be altered. Mliereas theand distrust 
first attitude may be dispensed with in a radical faslhion if the goverrmvent has, in fact, 
altered its attitude toward health care as is now indicated, the second can only be eliminated
 
over a relatively long period of time.
 

19 See Country Health Programs, p. cit., p. 25, and Annual Plan, op. cit., pp. 1-3.
 

20 DAP, op. cit., p. 5, Health Sector.
 

21 Ibid., p. 2.
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The GOP, of course, is confronted with other obstacles of an immediate but practical nature. 
One is the increased training for physicians and paramedical personnel. Although several new 
medical schools have opened recently, with an entering class of over 3,800 per year, western 
observers suspect that they may be quite substandard in instruction and lab facilities, libra­
ries, etc. Moreover, the government has not yet made known its plans for convincing new physi­
cians to work in the rural areas. For that matter, ithas not completely succeeded in even 
retaining Pakistani physicians in Pakistan instead of losing them to emigration. 

Other problems are also evident. There is inadequate production of drugs and medicines,
 
for example, as well as convalescent equipment. Nor is there adequate foreign exchange to pur­
chase equipment abroad.
 

There are also abundant administrative and policy problems as were recorded above. The 
relationship between the national and provincial health administrations is not clear, with the 
latter theoretically independent but heavily dependent upon the national administration for 
funding, technical assistance and guidance. Then, too, within the national Ministry of Health 
there are Iany administrative problems over such items as job descriptions. Staff positions
 
are often unfulfilled which leads to too much overwork on the part of the existing staff.
 

These and the myriad other problems, i.e., environmental sanitation, funding, health man­
power training, overpopulation, malnutrition, referenced previously, will be reviewed indetail 
below. Individual chapters have been prepared in an effort to analyze available data on the con­
ditions influencing the GOP's health programs. 

22 See Annual Plan, op. cit., p. 2; a ban was imposed on the emigration of physicians in 1973. 

They are not permitte to go abroad for service except on a government-to-government basis. 
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Table 7: HEALTH INSTALLATION BY URBAN AND RURAL AREAS
 

Pakistan Urban Rural
 
Facility -Number Number- % Numbe%
 

Hospitals 548 413 75.36 135 24.64
 
Dispensaries 3,086 989 32.05 2,097 67.95
 
Maternity child health centers 715 399 55.80 316 44.20
 
Rural health centers 137 1 0.72 136 99.27
 
Sub-centers of rural health
 
clinics 369 - Nil 369 100.00 

Tuberculosis clinics 92 87 94.57 5 5.43
 

Total installations 4,947 1,889 38.19 3,058 61.81
 

Hospital beds 38,033 30,553 80.33 7,480 19.67
 

Source: Federal Health Ministry and Provincial Health Department data.
 

Table 8: PHYSICAL TARGETS FOR 1975-1976
 

---------------- Annual Targets for 1975 - 1976-------------

Item Punjab Sind N.W.F.P. Baluchistan FATA Total
 

Doctors 400 550 144 86 -- 1,180 
Nurses 300 116 35 34 -- 485 
Lady Health Visitors 130 45 36 17 -- 228 
Technicians -- 160 -- 16 -- 176 
Midwives -- 200 69 .... 269 
Auxiliaries 

(Medical Assistants) 1,000 ........ 1,000
 
Dispensers N.A. N.A. 190 80 60 330
 
Sanitarians 100 ........ 100
 
Dais N.A. N.A. 57 .... 57
 
Hospital Beds 961 1,500 .... 58 2,519
 
Rural Health Centers 5 30 24 2 2 63 
Basic Health Units .... 96 10 8 114 
lispensaries/MCH Centers -- 100 72 6 57 235 
T.B. Centers -- 4 -- 3 -- 7 
T.B. Beds 108 ...... 50 158
 
Training Schools for 

Auxiliaries -- 1 2 14 
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Table 9: PHYSICAL ACHIEVEMENTS/TARGETS INTHE HEALTH SECTOR
 

Category 	 1973-74 1974-75 1975-76
 

Doctors 745 1,560* 1,180 

Nurses 414 732* 485 

Lady Health Visitors -- 214 228 

Technicians -- 154 176 

Midwives 115 248 269 

Auxiliaries (Medical Assistants) -- -- 1,000 

Dispensers 426 370 350 

Sanitarians 96 100 100 

Hospital Beds 515 721 2,519 

Rural Health Centers 12 29 63 

Basic Health Units -- 16 114 

Dispensaries/MCH Centers -- 72 235 

T.B. Centers 	 5 4 7
 

T.B. Beds -- 24 158
 

Training Schools for Auxiliaries -- 4
 

* 	The increase in the production in 1974-75 compared to targeted figures for 1975-76 is due 
to graduation of two different classes. 
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CHAPTER FOUR
 

HEALTH MANPOWER RESOURCES 

Background
 

In the previous chapters, the severe shortages of Pakistani health manpower from physicians

through health auxiliaries was noted. 
 In this chapter we shall endeavor to delineate more pre­cisely the state of Pakistan's health manpower resources and the future requirements attendant
 upon creating a viable Pakistan health program. Such a delineation, it should be noted, must

be limited, however, by the paucity of available Pakistan health data.
 

Despite the current admittedly severe shortage of health manpower in Pakistan, even a 
cur­sory review of the evolution of that country's health manpower resources since 1960 reveals some
 
progress toward better health care. 
The following health manpower status prevailed in 1960.
 

Physicians
 

In both East and West Pakistan in 1960 there were 10,587 physicians registered with the
Ministry of Health. 
Of this number, 4,782 held Bachelor of Medicine or Bachelor o,' Surgery

degrees, while 5,805 held Licentiates indicating four years of medical training. 
 The number of

physicians in private practice in 1960 was 3,187 inWest Pakistan and 4,372 in East Pakistan.1
Even at this time virtually all of these were practicing inurban areas. We have no data on the
number of physicians in the public health service in 1960, but the number is believed to have
 
been very small.
 

Nurses
 

In 1960 there were only 1,657 registered nurses with diplomas. of this number, 1,379 were in
West Pakistan. It 
was reported at that time that most of these nurses were in the government

public health service. Nevertheless, the shortage was very acute, with the result that many of

the nursing positions in the hospitals remained vacant.
 

Dentists
 

In 1960 there were reported to be only 141 graduate dentists in West Pakistan. At the same
time, only five were reported practicing in East Pakistan, in Dacca. 
 (See also Chapter Nine).
 

1 Health Data Publications, op. cit., p. 50.
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Midwives 

There were 816 midwives with certificate-, 0 dipI. as registered with the Pakistani govern­
ment in 1960. Unlike physicians, most of thw ,mjdi.i\cs were not in private practice, but 
operated from hospitals and MICII centers. he r:,t iooF midwives, including assistant midwives, 
to the population was one to 42,000 in West Pakistan and one to 176,000 in East Pakistan. 

Assistant Midwives 

In 1960 there were 454 assistant midwives registered with the Pakistani government. These
 
midwives had not earned a diploma and like the registered midwives, worked out of hospitals and
 

MCH centers. Nonetheless, it is believed that then, as now, most Pakistan births occurred
 
unattended by any western trained personnel.
 

Auxiliary Personnel
 

Unfortunately, there are no data available on auxiliary health personnel in Pakistan during
 

the decades of the fifties and sixties. The only exception isa reported 600 Pakistan veterin­
arians in 1955.
 

Current Health Manpower Status (1970-1975)
 

Physicians
 

As reported previously, in 1972 it was estimated that there were then ahout 14,000 physi­
cians in Pakistan. Our data does not delineate the nature of their degrees, degree or licen­
tiates. By 1975 it was further estimated that the number of Pakistan 2physicians had increased
 

at least to 15,000 (in1960 there were 10,587 registered physicians).
 

Financial remuneration in Pakistan, even though practicing in urban areas, is low relative
 

to other countries. The result has been a significant loss of medical personnel to the United 
Kingdom, the United States, Libya, Iraq and other Arab countries. Thus, the encouraging 
increase in medical school graduates over the past several years has been negated to some 
extent.
 

Nurses
 

The Moslem tradition of secluding women has provided another severe restraint on intro­

ducing women into tile health profession. It has worked especially against an increase in
 
nurses and the all-important lady health visitors. Thus, by 1970, the number of nurses had
 

2 See table at end of chapter provided by Ministry of Health and Health Statistics, op. cit.,
 

p. 77, table 64. These data, both presumably from the Ministry of Health, present conTT-lct­

ing statistics on the number of physicians. The health data publication lists only 10,000
 
The USAID table lists 16,485 registered
physicians in 1974, the same number as in 1960. 


physicians in 1973. Even given secession and emigration, we must assume a 5,000 increase in
 

physicians in fifteen years.
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increased to about 4,000, most of whom, we must assume, were in West Pakistan. By 1972, the 
number of murses in Pakistan had increased to about 5,500 (in1960 only 1,657 nurses were
 
reported in Pakistan).3 

Dentists
 

By 1974 the number of dental surgeons had increased to 700 (in1960 there were only 141
 
dentists) .4
 

Midwives
 

In 1972 the number of registered midwives with certification or diplomas had only increased
 
very slightly, from 816 in 1960 to 887 (according to other published government data, however,
 
the number of midwives had increased to 2,700 in 1974 - see table at end of chapter).5
 

Nurse Midwives
 

There were no data available for 1970 on Assistant Midwives, of which there were 454 in
 
1960. In lieu thereof, in 1970 there were 2,642 registered nurse midwives in Pakistan.
 

Lady Health Visitors
 

In 1971 there were 1,322 Lady i,"Ith Visitors in Pakistan.6 Until recently, i.e., during
 
the sixties, between 75 and 100 girls were trained each year as health visitors. These girls
 
provide a variety of nursing services both in rural and urban areas.
 

Lady Family Planning Visitors
 

In 1970 there were about 500 Lady Family Planning Visitors. These women devote their efforts
 
toward the practical aspects of family planning such as demonstzation of various types of 
contraceptive usage including IUD insertions.
 

Family Planning Officers 

In 1970 there were approximately 600 family planning officers, principally in West Pakistan 
at that time. These family planning officers not only develop family planning programs on the 
local level, but supervise family planning activities in their jurisdictions including use of
 
contraceptives and IUD insertions. 

3 Health Statistics, op. cit., p. 77 lists 3,000 nurses in 1974, while the USAID data lists 

5,504 registered nurses.
 

4 Ibid., p. 77 provides figures of 700 dental surgeons.
 

5 Ibid., p. 77.
 

6 Ibid., p. 77 this government report listed 1,000 health visitors in 1974.
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Other Categories of Health Workers 

There were also reported to be 201 Medical Technologists in 197Z, 117 Physiotherapists in
 
1973; 7,026 Dispensers in 1972; 1,418 Sanitary Inspectors in 1973; and, 636 Malaria Inspectors
 
in 1973. In 1972 there were 752 qualified pharmacy graduates in Pakistan.
 

Health Manpower Training Programs and Facilities
 

Since the defection of Bangladesh in 1971 the Pakistani government has taken cognizance of 
the poor quality of health care in the rural areas of Pakistan. In its efforts to repair these
 
shortcomings, the government has launched several programs designed to provide adequate health 
care to at least 50% of rural Pakistanis by 1981 (in1974 it was estimated that only 15% of 
rural Pakistanis received adequate health care). 7 One of these programs is a commitment to an 
extensive training program for medical auxiliaries. Under this new training program (which we 
are not certain has actually been launched) three kinds of auxiliary or paramedical personnel 
will be trained, in addition to those already provided for. These will include: 8 

-- Maternal and Child Health (NICI) auxiliaries 
-- Comnunicable disease control (preventive) auxiliaries 
-- General medical auxiliaries. 

A training period of two years was programmed for these auxiliary personnel. The entire program 
was coordinated with the physical plans of the Ministry of Health, i.e., the construction of 
rural health centers and basic health units (RPC and BHU). The staffing pattern for these 
health facilities would require approximately the following ntmbers of auxiliary personnel: 

-- MCI auxiliaries: 17,616 
-- Communicable disease 

and general medicine 14,220 

-- Total new personnel 31,836 

Other programs are either planned or underway to augment the critical shortage of physicians
 
and nurses in the rural areas. One of these, as noted above, is the basic health worker,9 known
 
as the "llealth Guard." The period of training for the Health Guard was to be limited to three 
months. Htis focus would be on preventive medicine, but he would also have the ability to treat 
relatively .Kiapleailments and diseases. The Health Guards have already been active in the 
northern provinces but an analysis of their work is not yet available. 

7 A. McPherson and John W. LeSar, Health Manpower Development in Pakistan. Honolulu: University 

of Hawaii, 1975, p. 1.
 

8 Ibid., pp. 2-4.
 

Ibid., p. 2. 
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The GOP Ministry of Health also developed a program to train tutors for the massive health
 
training programs outlined above. These tutors, in turn, would be expect.-d to help develop cur­
ricula for the training programs for the proposed approximately 32,000 paramedical personnel as
 
well as ,o teach many of the courses involved.
 

The core of any health manpower training program, of course, is the capacity of a country to 
train physicians and nurses. The dire shortage of physicians and nurses in the rural areas belie 
the capacity for this training in Pakistan which, as early as 1961, had six medical schools in 
West Pakistan and three in East Pakistan.10 Since 1972, the government reports that seven new 
medical colleges have been conmmissioned, presumably providing a total of thirteen medical schools 
in Pakistan. Moreover, the capacity of existing schools has been increased since the early six­
ties. In 1960, there were 586 graduates from the six medicai schools inWest Pakistan. In 1973 
it was reported there were 800 new physician graduates, both M.D.'s and Licentiates. 1l The GOP 
also reports that the number of entrants to Pakistan medical schools has increased from 976 to 
3,885 per year in 1975.12 In any event, the government estimates that the current output of phy­
sicians in 1975 is aliost 1,201 annually. Uinfortunatel v, Pakistan has not been able to utilize 
this total increase in the number of physicians since many have emigrated to the U.S., the 
British Comnonwealth countries, and the Arab States.13 

In the early sixties the West Pakistan medical schools were located in Lahore (King Edward), 
Karachi (Dow), Lahore (Fatima Jinnah), Multan (Nishtar), lyderabad (Liaquat), and ,eshawar (Khy­
ber). These university medical schools offered courses leading to the degree of M.B.B.S. Two 
years of premedical training were required for admission to the medical college. The course was

14 five years, Our current data do not reveal any changes in the curriculum along with the expan­
sion of the medical schools' capacity and the new medical schools. 

In the early sixties there were also facilities in both East and West Pakistan for training
of Licentiates. In West Pakistan these were at Quetta and Bahawalpur. At that time each of these 
schools could admit a maximum for four-year Wh11enT hadof thirty students a course. they success­
fully completed this course they were awarded the L.M.F. diploma (Licentiate of Medical Faculty). 

The Licentiate graduates were and are regarded as medical assistants or second class physi­
cians in Pakistan. They suffer this condition due to the allegedly inferior trainin they
receive. Both the Licentiates and M.B.B.S. candidates are required to have ten ye s of primary
and secondary education, but the latter are also required to have two years of premedical univer­
sity training. We cannot verify the quality of training for the Licentiates, but it if alleged 
to be inferior due to lack of staff and clinical facilities at the Licentiate institutions.
 

10 See Health Data Publications, op. cit., pp. 52-54.
 

11 See unpublished tables prepared from government data for the USAID.
 
1 2 Annual Plan, op. cit., p. 2. 

13 In 1973 a ban was imposed on physician emigration, however.
 

14 Health Data Publications, op. cit., p. 52.
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The only dental college in Pakistan in the early sixties was the de V'ntmorency College of
 
Dentistry at Lahore. This college offered a four-year course and awarded a degree of Bachelor
 
of Dental Surgery. Admissions to this college numbered only thirty annually in the eTly six­
ties. By 1975 the government estimated that sixty dentists were graduating annually.
 

Despite the reluctance of Moslem girls to enter nursing, there were six nursing training
 
facilities in West Pakistan and two in East Pakistan in the early sixties. These training cen­
ters were established in hospitals in Lahore, Karachi, Hyderabad, Mifltan, Peshawar and Bahawal­
pur in West Pakistan, and Dacca and Chittagong in East Pakistan. These training facities or 
schools of nursing were never fully utilized during the sixties due to the low repute in which 
nurses were held, the Moslem custom of secluding women and the lack of suitable living quar­
ters for these Pakistani girls. Thus, by 1970 there were only about 4,000 nurses in both East 
and West Pakistan.
 

Since 1960, however, the government has gradually increased the number -f nursing schools
 
to twenty-eight, of which twenty-five are for women and three for men. The annual entering 
classes in these twenty-eight schools total about 650. Nurses graduating now number about
 
500.16
 

As indicated above, during the past decade there were also facilities in Pakistan to train 
auxiliary health or paramedical personnel, including midwives, sanitary inspectors and health 
visitors. Thus, courses in midwifery Aere given in Karachi, Lahore, Peshawar, Hy..-rabad, and 
Dacca during the sixties. These courses covered a two-year period and the graduate,-, of which 
there were about 500 per year, were awarded diplomas. Sanitary inspectors were trained at the
 
Institute of Hygiene and Preventive Medicine at Lahore, the Sanitary School at Karachi, and 
the Institute of Public Health in Dacca. During the sixties these three schools awarded about 
100 diplomas each year.
 

About 100 girls were also trained as health visitors in training centers in Karachi, Lahore,
 
Peshawar, and Dacca during the sixties. It is estimated that about 200 health visitors are
 
now graduated annually. 

Finally, recipients of the M.B.B.S. degree who had at least one year's experience could
 
attend the Institute of Hygiene and Preventive Medicine at Lahore. After completing an eleven­
month course these students were awarded a Diploma of Public Health. A maximum of twenty
 
students graduated from this course each year during the last decade.
 

Prospects for Health Manpower in Pakistan: Problems and Considerations
 

It is clear enough from the foregoing that Pakistan suffers severe qualitative and quanti­
tative deficiencies in health manpower. This is especially true regarding the latter and has
 
resulted in extremely limited numbers of western trained health manpower to serve the majority
 
of Pakistan's population living in rural Pakistan. With the new RHC-BHU program at last under­

15 Annual Plan, op. cit., p. 2. 

16 Ibid., p. 2.
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way, with plans to construct 700 BHU's per year, about 3,500 auxiliary health workers (five
workers per urnit, not counting extras at the R11C) will be required annually. As noted above,the GOP has taken some measures to provide this new training. Interestingly, however, in 1.975the ratio of Pakistan physicians to auxiliary workers was still one-to-one, whereas it should
have been one-to-five.
 

In any event, a number of problems and considerations remain to torment Pakistan's health
manpower. 
These include the nature of the training both for Pakistani physicians and auxiliary
health personnel and its relevance to Pakistan's short- and long-term health requirements. Also
included are problems of incentives and remunerations which might curtail the desire of Paki­stan's physicians and nurses to emigrate. 
Problems involving the paramedical personnel adjust­ing to alien regions and villages, and their acceptance by the local population, are also appar­ent. An effort. to examine these and associated problems follows. 

Several key questions concerning training of Pakistan health personnel have been raised by
consultants from various agencies who have investigated Pakistan's health system over the past
two years. With respect to Pakistan physicians, given the acute shortages of physicians in rural
areas, consultants have questioned whether it is necessary that these physicians be trained to
western professional standards. Thus, they might well opt for the Licentiates or even a training
program for physicians reduced by another year. 
This option may be realistic and very empirical
given Pakistan's limited professional and financial resources. 
Under a program of reduced time
frame for llaki,;tani physicians, the number of graduates might be doubled within a few years.This might also be made acceptable to the student candidates if they could be promised additionalpost-graduace training at government expense after completing a stint of rural service. 

Inconnection with training auxiliary and/or paramedical personnel, apparently there is dis­agreement among the Ministry of Health arid Social Welfare, the provincial health departments, andthe Pakistan Medical Association over the curricula. 
Disagreements have occurred over the number
of years of formal schooling required for the "medical auxiliary" and whether or not a standard"core" curriculum should be used for the whole country.1 7 Consultants examining the "auxiliary"curriculum problem for the USAID believe it should be oriented toward environmental and preven­tive medicine, or at least, environmental and preventive medicine should be given equal statuswith curative services so that they all proceed in a parallel fashion. Traditionally, medicaltraining of any level in Pakistan has been oriented toward curative services only. 

The consultants also believed, by way of example, that the current activities of the inno­vative health guards is not sufficiertly oriented toward preventive and environmental medicine.They have observed that whereas they -ire given parallel training in preventive and environmentalmedicine, it is much easier for them to dispense medicines than to undertake the harder preven­tive measures. Thus, they rapidly become curative agents once again. 

But there are also problems and issues of a more abstract nature which impede the develop­ment of Pakistani health manpower. With respect to paramedical personnel, it isvery evidentthat many more female personnel are required to help service the health units and centers and
to serve as Lady Health Visitors and in the family planning program. Nevertheless, the Moslems
 

17 McPherson and LeSar, op. cit., p. 4.
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frown upon their girls entering this service. While this taboo is breaking down in urban areas,
 
it is still a forcr in rural Pakistan. Moreover, urban girls do not want to serve the rural
 
areas due to unacceptable living conditions.
 

Other areas affecting the availability of health personnel, both physicians and auxiliary
 

workers, involve how the health personnel regard themselves and how they are accepted by the
 

rural community to which they are sent. The auxiliary personnel, in particular, require suf­

ficient training to make medical decisions and treat patients in an area where a western-trained
 
physician isnot available. le must be presented to this community as a competent health or
 

medical assistant and be accepted as such by the community. The rural communities must not be
 

allowed to feel they have a second class health system.
 

The Pakistan health system also faces severe problems of adequate support systems for the
 
rural health programs. These support systems have to provide the auxiliary health professional
 
with physician leadership, regular supplies of medicines and sufficient consultative services or
 
backup from the hospitals in urban areas and the Ministry of Health through the provincial
 
health departments. Otherwise, the "medical assistants" will be reluctant to serve in the rural
 
areas without a "receptive framework." 

Finally, there is the grave problem of the lack of an organized health system in which
 
physicians and auxiliary medical assistants can take pride. The curriculum and other educa­

tional disputes between the Ministry of Health and the provinces illustrate the lack of an
 

acceptable program as well as the lack of federal leadership. Strenuous efforts should be made
 

during this current plan, 1975-1980, to overcome these several differences in health policies
 

between federal and provincial health agencies. This may necessitate a reduction of provincial
 
autonomy in the long term.
 

Inany event, the decision of the government to introduce auxiliary and/or paramedical per­
sonnel on a relatively large scale as a means of bringing some health care to rural areas
 
appears to have the concurrence of the provinces. Consultants who have studied Pakistan's
 
health problems also believe it to be one of the few viable alternatives to leaving rural health
 
care to the hakims. One group of consultants has offered some suggestions as to how the use of
 

auxiliary workers might best be facilitated.
18 In summary, the most pertinent of these include:
 

--	 Obtain the concurrence and cooperation of the Pakistan Medical Association and
 
use it to help formulate policy for the auxiliaries;

19
 

--	 Make the auxiliary service as attractive as possible by affording auxiliary
 
workers adequate responsibility and appropriate salary for that responsibility;
 

--	 Keep entrance requirements modest enough, however, to attract rural Pakistanis
 
into the service;
 

--	 Deploy some auxiliaries into urban hospital outpatient clinics for training and
 
to avoid perception of a "second class" health system;
 

18 	Ibid., pp. 9-11.
 

19 	Ibid., p. 10.
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--	 A sound economic and logistical support system must be in place before large­
scale training of auxiliaries takes place; 

--	 Use of modern curriculum adapted to rural requirements and keep early classes 
of auxiliary trainees modest in size to avoid major errors; 

--	 Develop full-time, competent teachers with rural health experience for use in 
auxiliary training programs; 

--	 Provide an adequate training budget for continuing education of auxiliary grades; 

--	 These suggestions are applicable both for provincial and federal training programs 
which should be coordinated to avoid inconsistencies. 

Table 10: HEALTH MANPOWER DATA
 

GOP Health Health New
 
Type of Published Data Pro- Data used Entrants
 
Health GOP Health vided USAID in this into
 
Worker Data* Consultants Report Health Care Year
 

Physicians 10,000 -- 1,200** 1974 
-- 16,485 15,000 -- 1973 

Dental Surgeons 700 -- 700 60** 1974 
-- 539 -- 1973 

Nurses 3,000 -- "500 1974 
-- 5,504 5,500 -- 1972 

Health Visitors 1,000 -- - 200** 1974 
-- 1,322 1,322 -- 197' 

Midwives 2,700 ...... 1974 
-- 887 887 -- 1972 

Nurse Midwives 
-- 2,642 2,642 -- 1970 

Physiotherapists 150 .... 50** 1974 
-- 117 117 -- 1973 

Pharmacists 500 ...... 1974 
- - 72 752 -- 1972 

Medical Technologists 100 ...... 1974 
-- 201 201 -- 1973 

Dispensers 8,000 ...... 1974 
"- 7,026 7,026 -- 1972 

Sanitary Inspectors 1,450 ...... 1974 
-- 1,418 1,418 -" 1973 

A Health Statistics, op. cit., p. 77, Table 64. 
** Derived from Annual Report, 2p. cit., p. 2. 
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Table 11: STATEMENT SHOWING REGISTERED NUMBER OF DOCTORS IN PAKISTAN 

Progressive
 
Year Number Total
 

1947
 
1948 1,360 1,360
 
1949 552 
 1,912
 
1950 
 386 	 2,298
 

2,621
1951 	 323 

1952 	 239 2,860
 
1953 	 367 
 3,227
 

371 3,598
 
1955 325 3,923
 
1956 347 4,270
 
1957 500 4,770
 
1958 617 5,387
 
1959 581 5,968
 
1960 517 6,485
 
1961 770 7,255
 
1962 639 7,894
 
1963 725 8,619
 
1964 799 9,418
 
1965 664 10,082
 
1966 763 10,845
 
1967 887 11,732
 
1968 637 12,369
 
1969 642 13,011
 
1970 1,098 14,109
 
1971 753 14,862
 
1972 927 15,789
 

1954 


1973 	 646 16,485
 
1974
 
1975
 

Number of Re-enrollments 	 Not included in the registered number of
 
doctors
 

Year 	 Number Progressive total
 

1966 326 	 326
 
1967 628 954
 
1968 236 1,190
 
1969 100 1,290
 
1970 109 1,399
 
1971 59 1,458
 
1972 42 1,500
 
1973 31 1,531
 
1974
 
1975
 

Source: Ministry of Health for the U.S. Agency for International Development.
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CHAPTER FIVE
 

POPULATION AND FAMILY PLANNING
 

Background: Statistical Data and the Context of Overpopulation
 

Basic Demographic Statistics
 

At the close of the decade of the sixties, Pakistan (East and West) had an estimated popu­
lation of 127 million and, at that time, ranked fifth in the world. Although Pakistan popula­
tion data is not completely reliable, the census data of 1961 permitted the government to pro­
duce some revealing statistics on Pakistan's population growth which, in the area that eventual­
ly became Pakistan, has been striking since the turn of the century. 

In 1901 the population of the Muslim area of the sub-continent was thought to be approxi­
mately 45.5 million. By 1951, Pakistan having achieved nationhood in the intervening years, 
the population had increased to 93.8 million and in 1970, just prior to the defection of Bangla­
desh, it had reached something over 120 million. In 1972, after tihe independence of Bangladesh 
the populatinn of (west) Pakistan was reduced to about 65 million, but by mid-1974 it had 
already climbed to about 70 million. Thus, the population of ()westj Pakistan, it is believed, 
had about doubled since 1951.1 

In the early sixties the age for women at marriage was about nineteen years, hut the trend 
since that time has been toward marriage at a later age. [le nober of females of reproductive 
age (fifteen to forty-four) in 1965 was 20.4 million (both East and West). By 1975, due to the 
secession of Bangladesh, thie number of females aged fifteen to forty-four stood at 14.3 mil­
lion.2 Approximately 85% of all Pakistani women are married.3 

In 1961, 44. 52 of the population was Wider fifteen years of age and 16.3t was forty-five 
years of age or over. In 1975, despite the substantial increase in population growth, the popu­
lation fourteen years and tunder had reached only 44.,1 of the total population. 4 The population 
forty-five and over was reduced to 13.5%. In 196l, about 87, of the population lived in rural 
areas (95% in East Pakistan). During the past decade, however, migration to urban centers has 

1 See Hardee and Satterthwaite, p. cit., p. 1; see also Health Statistics, op. cit., p. 17, 
Table 19. 

2 Annual Plan, op. cit., p. 13.
 

3 Hardee and Satterthwaite, op. cit., p. 1. 

4 See Health Statistics, op. cit., p. 18.
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accelerated so that in the 1972 census, the rural population had slipped to 75% and in 1975 thle
 
government projected rural population as 71.16% and urban population at 28.94%. 5
 

Ethnic and Religious Background
 

historic and geopolitical factors concerning Pakistan have been delineated in the appen­
dices of this paper. Suffice it to note here that the Pakistanis derive from various tribes of 
central and western Asia bit have been innundated by numerous invaders over the past 5,000 years 
including Dravidian, Aryans, Greeks, Persians, Afghans, Arabs, and Monghuls. The dominant racial 
type in Pakistan is Indo-Vryan, however. 

In 1961, about 88% of the Pakistanis practiced the Muslim religion, while 11% were Hindus.
 
The remainder were Christian and others. It should be noted, however, that inWest Pakistan,
 
97% were Muslims while 80% practiced the Muslim religion in East Pakistan.6
 

Literacy and Economic Levels
 

Tile literacy rate for both East and West Pakistan was reported to have been about 19%
 
during the early sixties. 7 There were wide variations, however. Urban males in Fast Pakistan
 
were reported to have a 55% literacy rate, while urban males in West Pakistan had only a 33%
 
rate. Rural females in East Pakistan had about a 10% rate, while rural females in West Pakistan
 
had only slightly over a 3" rate. Since the independence of Bangladesh, the literacy rate for
 
Pakistan is not known precisely, but reportedly is still under 20'.8
 

Economic conditions, including industry, employment, per capita GNT, etc., have been re­
po rtcd illetmi ill l uHkl I, , I ' (G'1N about $90a t 1(, , I il'ly, h Wl w'l.V ill .'pc k;ipii wa 
(rupees 432). By 1974, despite excessive population growth rate and other economic factors, 
per capita GNP had increased to $129.00. 

5 Ibid, p. 21, Table 21.
 

6 Hardee and Satterthwaite, 2p. cit., p. 2.
 

7 Ibid., p. 2.
 

8 Health Statistics, op. cit., p. 45, Table 43, which showed a literacy rate of 19.4% in sample
 

surveys of villages in t-e Punjab and Northern Areas; see also DAP, op. cit., pp. 1-3; Educa­
tion Sector; educational investment and achievement in Pakistan is still very limited. Until
 
the present time, GOP expenditures for formal education were less than 2.0% of the GNP. Al­
though student enrollment increased threefold between 1961 and 1971, from 2.9 million to 6.6
 
million, this still only represented 22% and 27%, respectively, of the school age population
 
(five to nineteen years).
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Population Growth Data
 

Given the frequent unreliability of GOP health data, it is not surprising that there is a
 
divergence of the statistics on the Pakistan population growth rate. Thus, the government sta­
tistics on Pakistan's population growth rate are somewhat different from and lower than, those
 
prepared by private consultants. 9 The GOP data maintain that the growth rate for the first
 
three decades of the twentieth century was less than 1.0%, while during the fifties it averaged

about 2.2%. By 1975 the government conceded that it had reached 3.00.10
 

Tile PGEi survey, on the other hand, assumed an average annual growth rate of 3.3% during 
the period 1962-1965. Other consultants have adopted population growth rates from 2.9% for the 
period 1970-1973, to 3.0% for the period 1970-1974. Still others have suggested that the growth 
rate ismuch in excess of 3.0%.11 

One of the principal reasons for the increase in the population growth rate has been the 
rapid decrease in the death rate over the past several decades. During the twenties the crude 
death rate for Pakistan and India was 36/1,000 and 31/1,000 during the thirties. By the decade 
of the sixties the death rate had dropped to 16/1,000 and by 1975 is estimated to be 15.S/1,000. 

Fertility Trends
 

During the period 1962-65 when Pakistan was experiencing an average annual population

growth rate of 3.3%, private analysts calculated that Pakistan's average crude birth rate was
 
52/1,000. The GOP, however, used the rate of 50/1,000 in drafting its third five-year plan,

1965-70. There are various estimates of the level of the crude birth rate between 1970 and 1975 
but the government has adopted a figure of 45.5 per 1,000 population.12 

If the mortality continues to decl ine, which may result from the very slowly improving
health care in Pakistan, private analysts believe the population of Pakistan in 1985 may range
anywhere from approximately 80 to 123 million. 13  Others, however, believe that it will be 95 
million as a minimun and may surpass the 123 million mark by 1985. Even the most conservative 
estimate now available, which set the growth rate at 2.7%, concedes that Pakistan has increased 
its population by 50% in tho past twelve years. 

9 	Hardee and Satterthwaite, op. cit., p. 1; reference is made by the authors to the Population
Growth Estimation Project -TGl'J which presumably was conducted by a private consulting firm. 
Other private population consultants are referenced by these authors. 
by AID and other documents. 

Still others are cited 

10 Health Statistics, op. cit., p. IV. 

11 See Country Program Analysis Paper (CPAP) for Pakistan (draft), ISAID, 1973, p. 1, which used 
a 2.7% growth rate for 1971. See also General Background Paper on Pakistan, USAIT), 1974,
which upgraded the population growth rate for the period 1970-1974 to S.5-4.2%. We would tend 
to agree with these latter figures but have used 3.0%, the official GOP figure, in this study. 

12 Health Statistics, op. cit., p. IV.
 

13 Ibid., p. 17, Table 19, projects the population in 1980 at 81,450,000.
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Population Growth and the Labor Force 

During the sixties it is believed that the labor force in Pakistan constituted only about 
31% of the Pakistan population. This is regarded as a low figure, even for a developing coun­
try. It results from the very low rate of female employment, the high dependence ratio, and of 
course, the general economic performance of a developing nation. With respect to the dependency
ratio, in particular, in 1961 it was estimated that 47% of the population was under fifteen 
years of age. The ratio has scarcely changed since it is also reported by the GOP that in 1975 
44.9% of the population was fourteen years of age or younger.14 

At the middle of the last decade the labor force included about 37.3 million persons (for 
both East and West Pakistan), with a total population of 115.7 million. We do not have data on
 
the current level of the labor force for (West) Pakistan, but in keeping with the level of 
population growth for (West) Pakistan and the same ratio of labor force to population as in 
1965, the current labor force should be approximately 22.4 million in a population of about 79 
million. In any event, in the year 1965, out of the total labor force, 21.8% were without 
regular employment.15 

As to projections, the Pakistan Central Planning Commission anticipated the size of the 
labor force in 1985 to be from 60 million to 74 million (for both East and West Pakistan). They 
assumed that at least 27 million new jobs would have to be created to take care of this huge 
increase inthe labor force, but still leaving an unemployed rate of at least 5%. If thesa 
data are applied to Pakistan for 1985, it would seem that there would be a labor force of at 
least 31 million and the necessity of creating another 8.6 million jobs just to keep the unem­
ployment rate from exceeding the 1965 level of almost 22%.
 

The Pakistan Family Planning Program
 

Early Attempts at Family Planning
 

The Concept and Iater, the impl ementa t ion Of fmin]l y planning[ developed only slowiy in Paki­
stan. After the creation of a new nation of Pakistan as a member of the British Commonwealth in
 
1947, a few dedicated wives of prominent Pakistani officials, along with other social workers,
 
began to organize family planning activities and to disseminate family planning literature as
 
part of the social work programs. The Pakistan Women's Voluntary Service and the All Pakistan 
Women's Association al-) sponsored family planiing activities in those years immediately after
 
independence. 

Later in 1952, family planning services were informally organized in Karachi, Lahore, and 
Dacca and the following year a Family Planning Association of Pakistan. with eight branches in 
various Pakistani cities, was formally organized. In 1954 the Family Planning Association of 
Pakistan was affiliated with the International Planned Parenthood Federation. 

14 Ibid., p. 18, Table 20.
 

15 Hardee and Satterthwaite, op. cit., p. 2.
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Government Recognition of the Need for Family Planning Programs 

The first comprehensive and integratcd effort at family planning supported by the Pakistani 
Therein, the
government occurred in the process of drafting Pakistan's first five-year plan. 


GOP planners recognized the increasing dangers to Pakistan's stability and economic development
 
These planners, however, still seemed
by the rapid population growth then underway in Pakistan. 


For planning purposes they assumed the population
to underestimate the nature of this threat. 

growth rate to be only 1.4%, while as we now know, it had already reached 2.2%.16 They agreed
 

to provide Rs 500,000 in the plan for support of family planning by voluntary agencies 
in Paki­

stan.
 

In
During the remainder of the fifties, additional organizational success was achieved. 


February 1958 the Family Planning Council and several government health agencies organized the
 

National Family Planning Board, which was to direct and help organize family planning activities
 

As a result of this new effort, Provincial Family Planning Boards were
throughout Pakistan. 

In 1959 conferences on the
organized in each province to approve projects and allocate funds. 


growing population problem were held in Pakistan and the assistance of the Population Council
 

undertake a general survey of Pakistani population problems.was obtained to 

As a result of this promotional activity of 1958 and 1959, the government planners incor­

an expanded program in both their second (1900-05) and third (1905-70) five-year plans.porated 
million for family planning during the second plan.The government proposed to spend R. 30.5 

This funding was to he used to provide services to hospitals and dispensaries, creation of 

research and training units and estahlishme-t of the National Research Institute of Fertility 

Control. In 1904, for example, a National aunily Planming Directorate was instituted to pro­

pose new policy for the faMily planning program, while similar directorates were establinhed in 

D)uring the early sixties, moreover, about 1,000 physicians, 200 nurses, andthe provinces. 
training in family planning teciniques. 17 

250 la-dy Health Visitors were 

Despite this increased effort and expenditures, more ground was lost to the population 
to 3.31 between 1962-65. The Populationgrowth rate. It increased fron 2.2. in the fifties 

for the dismal showing of the program:18
Council report cited the following causes 

-- inadequate allocations for supplies 
-- poor distribution
 
-- lack of field workcvs
 
-- absence of new contraceptive technology, and
 
-- overburdened health personnel.
 

Despite the failures of the second five-year plan, a still greater effort was scheduled for the 

third five-year plan (1965-70). Foreign assistance was solicited on a large scale from Sweden
 

and the U.S., and several agencies were enlisted to promote this further effort. An Advisory
 

16 Ibid., p. 3; see also above data on population growth rate.
 

17 Ibid., p. 3.
 

18 Ibid., p. 4.
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Coordinating Group, composed of Swedish and American experts, together with representatives of
 
the Population Council and the Ministry of Health, was created to provide new approaches. The
 
objectives of the Family Planning Program of the third five-year plan was, "to reduce the birth
 
rates from fifty to forty per thousand by protecting 25% of the nation's approximately twenty


'
 million fertile couples by 1970. 19 Rs 284 million (US $69 million) was programmed to achieve
 
these objectives.
 

Despite the foreign assistance, an apparent sincere effort by the GOP, and increasing num­
bers of trained family planning personnel, the success of the program during tile period 1965-70 
was marginal. This period was one of political turmoil within Pakistan resulting first in 
martial law and t',en, after the close of this period, in tile civil war and the defection of 
Bangladesh. Tile GOP was swept with discontent and reorganizations, all of which had unfortunate 
effects upon the family planning program. 

The reorganizations were themselves impeding to the program. Initially, a Central Family
 
Planning Council was created apparently to replace the National Family Planning Directorate of
 
the second five-year plan. Then it was replaced by a Division of Family Planning within the
 
Ministry of Iealth, Labor and Social Welfare. In 1968 the Division of Family Planning was up­
graded within the governmental hierarchy and tile Ministry within which it resided was changed
 
to the Ministry of Health, Labor and Family Planning. These changes seem to have reflected the
 
political infighting within the GOP which undermined the objectives of the program. Inany'
 
event, observers seem to agree that with the resignation of President Ayub Klan in September 
1969, the whole family planning program fell into eclipse. 20
 

There were some limited accomplishments during the period (1965-70) nevertheless. The pro­
gram w,,osi1pICemcnted o1 the TWovinCial level thromnuh thme Provinciall l yly Ihim, adP1 Boards 
on the district level by the District Family Planning Boards. The personnel of a district board 
for example, consisted of the executive officer, a physician, a family planning officer, Lady 
Organizers, Lady tlcalth Visitors, and Lady Family Planning Visitors, who actualiy distributed 
the contraceptives and literature. One cannot escape the impression that these boards received 
very little guidance from the Ministry, but had to depend upon their own initiatives. In any 
event, the Population Council claimed that a field staff comprising physicians, LIIV's and LFPV's 
totaling 90,000 was assembled and by 1969 ahd reached aproximately 808 of the Pakistani people 
employing mobile clinics and IU)camps where necessary.21 This activity resulted in the GDP 
releasing some impressive statistics published by the Population Council, hut which have been 
called into question recently, given the continued high population growth rate. According to 
the GOP, from July 1965 through June 1969 over 2,400,000 initial IUD insertions were made, with 
retention rates of as high as 63% over a twelve-month period. By the end of June 1969 about 
479 million conventional contraceptives were sold. Between 1965 and 1969 there were over 
770,000 sterilizations performed, both in East and West Pqkistan. 

19 Ibid., p. 4.
 

20 See DAP, M. cit., p. 37.
 

21 Hardee and Satterthwaite, 2e. cit., p. 5; the LHV's and LFPV's were, in large part at least,
 
"diases," the traditional midwivs, and were employed as field motivators. The Boards also
 
used (commissioned) shopkeepers to sell contraceptives. One source claims there were 15,000
 
"dais" and 30,000 shopkeepers (agents) in 1969.
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It is very difficult to assess the success, if any, of the family plaoning activities
 
was introduced in
during 1965-70. One innovation called the Continuous Motivation System (CMS) 


the Siaklot District inDecember 1969. Its objective was to reduce the birth rate rapidly and
 

The Pakistan authorities apparently regarded the C74S as a suc­dramatically in this district. 

cess since it became the basis for the fourth and fifth five-year plans. It is noteworthy to
 

observe, nevertheless, that it is generally agreed the Pakistan population growth race dropped
 

from 3.3% annually in the period 1962-65, to the range of 3.0% between 1965-1970.
 

Current Policies and Ohjectives
 

In 1968 the UN and W1O completed a detailed evaluation of the Pakistan Family Planning
 

Program the recommendations from which provided the basis for the program in the fourth five-


Although internal political problems, the Bangladesh rebellion, and war
 year plan (1970-75). 

with India intervened to render much of the fourth five-year plan inoperable, the revisions 

in
 

the program so recommended have been retained and are part of Pakistan's current planning 
pro­

cess (for the fifth five-year plan, 1975-80). These revisions included:
22
 

a broadening of the contraceptive method offered to include oral contraception
 

and greater emphasis on female sterilization as part of the "Continuous Moti­

vation System" (see below), a plan designed to cover the entire fertile
 
population of Pakistan;
 

reduction of tile crude birth rate from the current 45.5 per thousand to 35 per
 

thousand during the fifth five-year plan so as to reduce the growth rate some­
what belo'.. tle current 3.0%plus; 

gradual replacerT mt of illiterate "dais" as the basic field worker by male and 
at each Union Coun-il (Unit of local government)female literate teams located 

with a population of 10,000. These teams would be responsible for listing the 
fertile couples in their area and educating them to accept family planning by 
whichever method proved feasible; 

training of family planning visitors was to be broadened to include more aspects
 

of family health and nutrition; and 

the training, research and evaluation activities formerly carried out by several
 

research units were incorporated into an organization called TREC (Training, 
Research, and Evaluation Center) so as to give coordinated direction to family
 

planning iesearch in Pakistan. 

22 Ibid., pp. 8-9. 
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After the Bhutto government assumed power in Pakistan amidst the disasters in the east,

clearly and very early this administration recognized the increasing dangers in overpopulation

and reinvested the family pla,.iing program with new resources and energy. Building upon the UN
 
and W1[O. recommendations of 1968 
 it adopted, for the entire program, the previous experimental

"Continuous Motivation System. ' ' 2 3 The male-female high school educated family planning tcams 
were expanded to cover (a claimed) 75% of the population with the remainder subject to mobile
 
teams, midwives and clinics. More than 8,400 field workers were given training up to 1974 and
 
deployed to their respective areas. The Bhutto administration also decided, "that conventional 
contraceptives were the most acceptable method of contraception in Pakistan." 2 4 The government
thereupon decided on a radical subsidy syste 
to make pills and condoms available through about
 
50,000 outlcts at 2-1/2 cents per month. 

Since the "Continuous Motivation System" now occupies th,, paramount position in the govern­
ment's family planning scheme, a word about its organizatio,, is in order. The entire family
planning program, as suggested above, is directed by the Pakistan Population Planning Council,
whose chairman is the Minister of llealt% and Social Welfare, and whose members include- the pro­
vincial Ministers of Health, the Secretary of Health and Social Welfare and representatives from 
the Ministry of Finance, Planning and )evelopment and other government agencies. There isalso 
a Provincial Population Planning Board ineach province. Each district in the A4S also has a 
district Population Planning Officer who reports to the Provincial Board. A Senior popu­
lation Planning Officer reports to the District Officer and the "Senior Officer" supervises
three Population Planning Officers. Each Population Planning Officer, in turn, supervises six 
teams of Population Planning Workers. In areas with a low desity (less than 300 per square
mile) mobile CMS teans of a male field horker, a lady Welfare Visitor and an assistant operate. 

The objectives of the (MS are to cover the entire country as soon as possible and to reduce
the rate of growth of the population from the current 3.0 plus to 1.S% b" 1985. Tle directors 
of the CMIS also have an intermediate goal of having at least 40% of all eligible couples prac­
ticing contraception by June 1975, which, if achieved, could reduce the birth rate to 40 per 
1,000 soon thereafter.
 

The work of the tvamws, which is basic to the success of the program, consists of almost
 
constant contact with the target population so as to gather statistics, encourage continued

family planning, aud provide supplies. The motivation work of each team is all important and

is handled by the male member for targeted men and by the female member for targeted females.
 
The fundamental objective is to achieve a no-birth record for each family each year. le sig­
nificance and possible results of the M!S are discissed below. 

23 11%,, 2 . cit., p. 37. 

24 Ibid., p. 37. 
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Foreign Assistance
 

In its current attempts at family planning, as in the recent past since 1959, the govern­
ment of Pakistan has received substantial foreign assistance. According o the Population 
Council this assistance amounted to $32.1 million between 1959 and 1970.20 Of this amount, the 
Population Council provided $864,000, the Ford Foundation provided grants in tile amount of $3.8 
million; the Swedish International Development Authority provided $4,940,000 for the Family 
Planning Council; the Rockefeller Foundation granted $200,000 jointly to Johns Hopkins Univer­
sity and the University of Punjab for family planning research; others include $4,260,370 from 
the International Planned Parenthood Federation and $653,000 from UNICEF in the form of vehicles 
and supplies. Both the Netherlands and the UK also provided substantial grants for family 
planning activities in Pakistan. 

The U.S., of course, has also privided a significant part of that total cf $32.1 million 
for family planning up to 1970 and has continued to obligate funds since then. Through .June 30, 
1974, the USAID had obligated $7,900,000 for a project entitled, "Population Planning. "26 
Plans provided for an obligation for $4,860,000) during FY 1975 for this project. In addition, 
through June 30, 1974, the USAID had obligated $398,000 for another population planning pro­
ject within "PII)E," the Pakistan Institute for [Development Economics. This unit within PI)E is 
conducting indepdent research on determinants of population change and evaluating the effect 
on population growth of Pakistan's family planning policies. le USAID planned to obligate an 
additional $140,000 for this PIE project in FY 1975. As for Pakistan, the government Planning 
Comission had planned to allocate Rs 145,000,000 for implementation of the C IS in 1974-75, as 
well as for residual population planning programs.27 

Progress and the Future of the Family Planning Program
 

Evaluation
 

Some analysts of the Pakistan health environment purport to view progress infamily plan­
ning optimistically and point to several positive measures taken within the past few years to 
support this optimism. Tfhey suggest initially that the govenunent has finally come to recognize 
that urgent and dramatic steps are necessary to reduce Pakistan's population growth rate and 
have moved to implement this recognition. The Bhutto administration instituted the "Continuous
 
Motivation System" and has made it an integral and important part of the planning process
 
(fifth five-year plan).
 

25 Hardee and Satterthwaite, op. cit., p. 8.
 

26 See unpublished DAP data provided by the USAID. In addition, the USAII) also supported a
 
"Family Plaaning" project in Pakistan between 1962 and 1973 for which unpublished data
 
indicate $6,499,000 was obligated.
 

27 See Annual Plan, op. cit., p. 14
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Inmore concrete terms, the government has adopted a policy of utilizing conventional
 
contraceptives as the most acceptable method of contraception in Pakistan. Thus, it has ob­
tained a commitment from the USAID and other donors for substantial funding to purchase the 
pill and condom in sufficient quantities. It has instituted a program of distributing the pill
without medical or paramedical constraints. And it has undertaken to subsidize the distribution 
of the pill and condom through some 50,000 outlets at 2.5 cents per monthly supply. 2 8 

In further support of the "Continuous lotivation System," which the government clalns now 
covers up to 9t of the population, the Pakistani government has enlisted the aid of the press
and radio and has lamched a national publicity campaign. Other ministries of the government, 
Education and Agriculture, were also enlisted to promote family planning in response to long­
term food supply. The training programs for health workers in the family planning field is 
being accelerated and the PIl1E has found substantial financial support for its demographic 
research. 

On the other hand, the early performance of the ENS program on a national basis reveals a 
ntumber of very serious tactical flaws. First, the UIS was and is based upon 'notivation" of 
the fertile couples, but this motivation has broken down for several reasons, including failure 
of the workers to maintain "motivation" through required number of visits. Second, the cotples 
have proven less willing to accept family planning than initially anticipated. Third, record­
keeping by the (NS workers has broken lowi recently, mdermining the validity of the national 
data. Fourth, contracept ive sul)plies do not seem to he adequate, despite the government's
subsidization of these supplies. Fifth, the CMS field workers were supposed to receive continu­
ous training, but this effort also seems to have been discontinued ot severely reduced. 
Finally, consultamts have observed that both supervision of the field workers and mnagement
of the progrnm ar' inadequate due both to lethargy among management personnel and lack of ade­
quately trained managers. 

Future Prospects 

In addition to the technical shortcomings in tile CXS noted above, there are also some other 
generally sobering aspects of the population problem in Pakistan, which cast shadc,s over future 
prospects of radically reducing the population growth rate. These include both technical and 
cultural-sociologi a 1 l)roblems, some of which have been touched upon and which in summary are 
as 	follows:
 

--	 The present plan, however innovative it may appear ol paper, remains to be
 
tested and proven feasible and umt il then the government is really only
 
groping loard in fami 1)' planning;
 

--	 The ULSAID 'st at es that at least $150 million will have to be budgeted
 
during tile next five years in order to fund the government family planning
 
program;
 

28 	 DAP, op. cit., pp. 37-38. 
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There are still severe weaknesses in the GOP's public health administration
 
and incooperation and coordination between the GOP Ministry of Health and
 
the provincial and district health departments;
 

Health manpower constraints remain formidable and it isvery doubtful that
 
enough family planning workers, including physicians and nurses, can be
 
trained to implement fully the OS program; 

There are also severe economic and cultural-sociological problems principally
 
concerning convincing the Pakistani peasant that it is in his best interest to
 
curtail the size of his family. 11is is the age-old problem encountered in 
all developing countries and may only be resolved very slowly as economic and
 
educational conditions in the countryside gradually improve; 

Finally, the data are so imperfect that the GOP and its assisting agencies 
may not be informed accurately as to the gravity of the problem. It appears 
now that the growth rate declined from the high of 3.3% per annum between 
1962-1965 to about 3.0% between 1965-70, but the central goverrnent cannot 
be certain of this until more data are collected, refined and analyzed. 
Thereafter, however, some authorities believe that the population growth 
rate has soared to between 3.5 and 4.2% in the period 1970-1975.
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Table 12: AGE-SPECIFIC FERTILITY AND MARITAL FERTILITY RATES FOR 1,000 WOMEN
 
BASED ON PGE 1963-65 AVERAGE AND PGS 1968 AND 1971 AVERAGE FOR PAKISTAN
 

Fertility Rates Marital Fertility Rates
 
PGE PGS PGE PGS
 

1963-65 1968 & 1971 1963-65 1968 & 1971
 
Age Group (CS) (CS)
 

15 - 19 75 58 250 187 
20 - 24 242 223 295 275 
25 - 29 268 261 282 284 
30 - 34 254 252 204 265 
35 - 39 188 200 200 213 
40 - 44 100 124 114 138 
45 - 49 73 85 89 105 

Total fertility 
rate 6,000 6,000 

Total marital 
fertility rate 7,470 7,340 

Gross reproductive rate 2.91 2.93 

Marital gross reproductive rate 3.64 3.58 

Definitions 

Age specific fertility rate - Number of children ever born per 1,000 women in specified age 
group.

Age specific marital fertility rate - Number of children ever born per 1,000 married women in 
specified age group.

Total fertility rate - Total number of children ever born to 1,000 women during the reproductive 
years, 15-49.
 

Total marital fertility rate - Total nUMber of children ever born per 1,000 married women during 
the reproductive years, 15-49. 

Gross reproductive rate - Total number of daughters ever born per 1,000 women during the repro­
ductive years, 15-49. 

Marital gross reproductive rate - Total number of daughters ever born per 1,000 married women 
during reproductive years, 15-49. 

Source: Prologue to development policy and population policy. The Pakistan Experience, Feb­
ruary 25, 1975.
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Table 13: REPRODUCTIVE AGES AND BIRMhS BY AGE OF MOTHERS
 

Rural
 

Ages of females Population Popula-tion Population
 
of females of females 


Pakistan 	 Urban 


in complete years of females births 	 births births
 

Total 	 100.00 100.00 100.00 100.00 100.00 100.00
 

17.83 5.19 20.87 4.86 16.78 5.28
15 - 19 

18.31 21.74 18.52 23.85 18.23 21.16
20 - 24 


25 - 29 18.26 24.68 17.18 27.13 18.65 24.01
 

30 - 34 15.77 21.58 14.93 22.06 16.06 21.45
 

35 - 39 	 12.77 14.71 12.71 14.31 12.79 14.81
 
10.15 7.74 9.08 5.54 10.52 8.34
40 - 44 


4.37 6.71 2.25 6.97 4.95
45 - 49 	 6.91 


Source: 	 Statistical Division, population growth survey: 1971, De facto estimates,
 
Karachi, 1974.
 

Note: 	 Population of females for age 45-49 relates to that age group only, but the births
 

of females of age groups 45-49 includes births to females 45 and over.
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CHAPTER SIX
 

NUTRITIONAL DEFICIENCIES IN PAKISTAN
 

Nutritional Conditions in Pakistan
 

The West Pakistan Nutritional 
Survey, 1964-19661
 

During the period 1964-1966 the Government of Pakistan undertook 
a nutritional survey of the
 

then West Pakistan as part of the National Nutrition Survey, 
having completed a similar survey
 

in East Pakistan some years previously. This nutrition survey inWest Pakistan produced confir­

that there was widespread malnutrition in West
 
mation of a condition long suspected, i.e., 

and studies have been conducted which only confirmed the
1966 surveysPakistan. Since other

Nutrition Survey. 2 
findings of the National 

during the conduct of this survey.
Clinical, dietary and biochemical appraisal was used 

8,800 peopleover 1,400 households with a population of over 2During the course of the survey, 
6,000 people were examined clinically.

were analyzed for nutritional status, while almost 

Significant Results of the Nutritional Survey
 

of this survey revealed a very high mortality
Mortality and Growth Curve Data - The data 

in large measure from poor nutrition. Thus 13% of the children died 
rate among children deriving 

the first four years and 0.9% died between four
of life, 12% died withinwithin the fir-t year first five years

A total of 25.9% of Pakistani children died within the 
and five years of age. it is hardly surprisingWith such deplorable mortality data,
of life according to these data. 

also suggests widespread growth retardation among akistani children of 
that the growth curve 

age. After the first three months a gap develops in height and weights between Pakis­
preschool 	 the age ofuntil 
tani and northern European children. This gap continues 	 to increase at least 

the fifth year the data suggest that nutrient requirements of West Pakistani child­
five. After 

level than that of northern Europeans. Then, too, Pakistani child­
ren are satisfied at a lower 

less than do their northern 
ren in the age five-eighteen years are both shorter and weigh 	

but again, it
of this condition is genetically caused, of course,

European counterparts. Part 

is also due to poor nutritional status.
 

1 See Nutrition Survey of West Pakistan, February 1965-November 1966; A Rert. Islamabad:
 

Laboi Family Planning,
Directorate of Nutrition Survey and Research, Ministry of Health, 
of Pakistan, 

1970.
 
Government 


2 Ibid., p. 1; Blood and urine analyses were also used. 	 See also Report on the Extent of Mal-
Ministry oflltalth;" 1974 and a Baseline

nutition in Flood Affected Areas of njab and Sind. 
Sample Survey of Northern Areas, Planning Conmission, Government of Pakistan, 1974, p.7. 
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Calorie, Protein and Vitamin Deficiencies - There is also widespread calorie and vitamin
 
deficiency. Inthe rural areas 46% of the families consumed less than recommended allowances
 
of calories with a certain number consuming much less than health requirements demand. The
 
principal source of calories is wheat which provides about 70% of the consumed calories.
 

Protein deficiency is also widespread in Pakistan. This survey showed that itwas the pro­
tein from animal sources that was especially lacking. About 70% of the consumed protein tias 
derived from cereals, while only 11% came from animal sources. 

Vitamin deficiency is also widespread. The dietary intake of Vitamin A is insufficient in 
almost the entire population where average consumption is about half the reconmmended allowance. 
The authors of this survey believe that lack of knowledge is the principal cause of Vitamin A 
deficiency rather than unavailability. This survey also revealed that virtually the whole 
population is deficient in Riboflavin consumption. It was also confirmed that about half of 
the population has Vitamin C deficiencies, especially prevalent among the urban poor.
 

Diet Among the Pakistanis - In the la':ter sixties, therefore, this survey established that 
a very large part of the population suffered from undernourishment and certain vitamin defici­
encies. Despite the passage of several years since this survey, more recent analyses reveal 
essentially the same dietary patterns. These deficiencies, moreover, stem only partially from 
a lack of food production since about 70% of the Pakistani population is agrarian and food pro­
duction, although outpaced by the rapid increase in population, is subject to quantitative 
increases. Rather, the more serious causes are an imbalance in production toward cash crops, 
poor food distribution, inadequate facilities for food storage, general dietetic ignorance, and 
certain cultural characteristics.3
 

Dietary intake derives principally from vegetable products, the most important of which are
 
wheat, fruit, rice and various green vegetables. Vegetable production represents about half of 
the Pakistan food production. The Pakistanis derived some nourishment, but very little propor­
tionately, from animal origin, including buffalo milk, beef, buffalo, mutton, poultry and fish.
 
About one-third of the proteins are from animal origin, while two-thirds are from vegetable
 
origin.4
 

Problems of distribution, food preservation and cultural patterns also contribute to these 
dietary deficiencies. Distribution of food is variable according to income. The poor, there­
fore, obtain the smallest share of the food and suffer proportionately more malnutrition. Cul­

tural patterns also have a considerable effect on food distribution at the household level. The 
wage earner, in almost all cases the male head of the household, consumes the largest and best 

3 See ibid. p. 7. 

4 Ibid., p. 7; in the northern rural areas, for example, maize is consumed by 97% of the inhabi­
tants of four sample villages, while wheat is consumed by 86.5, and rice is consumed by only a 
small percentage of these villagers. The principal source of fat is pure ghee, ranaspati and 
oil. Eggs were consumed by only 5%and 1.5% of children and mothers, respectively, in the 
sample villages. Meat was only sporadikally consumed, the main source of which was mutton. 
Pulses were used by 63% of the households in these villages. Green vegetables were consumed 
by 65.2% of the households; milk consumption was very limited to about 11.6% of the villages.
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share of the available food. The wife and children share the remainder of the available food.
 
Thus, malnutrition isvisited more harshly upon women, especially when they are pregnant, and
 
children.
 

Finally, there are only very limited storage, refrigeration and preservation facilities in
 
Pakistan. This results in a substantial wasting of food. In addition, transportation is poor,
 
both road and rail facilities grossly inadequate. Thus, the local populations are virtually
 
limited to the products of the area in which they live. Dietary education, which might help
 
alleviate the absence of food variety, is also nonexistent.
 

Nutritional Disease Patterns
 

We have already observed the abnormally high mortality among preschool children in Paki­
stan: 13% of infants die, 12% within one to four years, 0.9% between four and five years, a
 
mortality of 25.9% within the first five years of life. We have also noted that both urban and
 
rural populations stiffer a deficiency of Vitamin A, Riboflavin and Vitamin C. These nutritional
 
deficiencies lead to the following disease patterns.5
 

Vitamin A Deficiency 

Vitamin A deficiency is widespread and conmon to all income and geographic groups. Clinical 
signs of this deficiency appear in preschool children especially. Among adults, 3.260 of preg­
nant and lactatii g women and 390 of women of childbearing age have bitot's spot, a sign of 
Vitamin A deficiacy. Finally, it was discovered that 34% of the population assessed biochemi­
cally had Vitamin A deficiencies.6 

Riboflavin
 

Riboflavin is essential for metabolism at the cellular level and is vital for the proper
 
functioning of every cell in the body. Almost 100% of Pakistani families consume less than the
 
reconmmended level of Riboflavin irrespective of income. Survey data revealed that 7.9% of the
 
population demonstrated clinical deficiencies in Riloflavin.
 

Vitamin C
 

There iswicespread inadequacy of dietary consumption of Vitamin C among Pakistanis, but it
 
is especially prevalent among low income groups. lhe deficiency isalso more acute inurban
 
areas. About 50% of all families surveyed consume less than the reconmmended allowances. Inci­
dence of clinical signs related to Vitamin C are about 8.0" of tile population generally, but
 
with 43% of pregnant and lactating women showing deficient plasma levels.
 

5 See Research Programme on National Health Problems, op. cit., pp. 3-8.
 

6 Nutrition Survey, op. cit., pp. 2-3.
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Anaemia
 

About 36% of the rural and 56% of the urban population suffer from anaemia. 
Approximately
76% rural and 100% urban pregnant and lactating women had low or deficient levels of hemoglobin.
But there are very little data of mortality and morbidity for anaemia. Although dietary intake
of ircn was thought to be sufficient, it is believed that most of this anaemia is of the iron
deficiency type. 
 Further intense study is required, therefore, to confirm the dietary intake
of iron as sufficient or to associate the anaemia with other diseases such as 
infestation and
diarrheal diseases.
 

Goiter
 

The incidence of goiter resulting from iodine deficiency isnot widespread in Pakistan, but
it is present in about 5% of pregnant and lactating women. 
It isknown, however, that it is
common in some isolated areas of Pakistan reaching about one-third of the population in some

villages.
 

Other Diseases Affected or Influenced byMalnutrition
 

Due to the lack of acceptable data, it has not been possible to include the detailed effect
of malnutrition on other diseases in Pakistan. 3ut with malnutrition so prevalent, it is evi­dent that it plays a 
major role in several diseases afflicting tle Pakistani people, not only
because it produces disease b' itself, but also because it deTilitates the body, tileresistance to other diseases. Thus, such diseases 
reducing 

as tuberculosis, dysenteries and diarrheas,typhoid, respiratory diseases, and intestinal helminthiasis as a contributory factor if not 
nay be attributed to malnutritiontile principal element in the prevalence of these illnesses. 

Goverient Programs to Improve the Nutritional Status of Pakistanis 

The foregoing suggests severalthat measures of reform are necessary before progress towardadequate nutrition in isPakistan achieved. These reform or corrective measures include betternutriticnal education at. the local level, improved distribution of agriculturalthe several regions of Pakistan, products among 
more 

better and greatly increased storage facilities for availablefood, attention hy the GOP's public health authorities and planners to nutritional problemsand, of cour,:e, some increased food production.2 

The GOP, in any event, through its own observations and advice of several internationalagencies and advisors, is now aware of the deficiencies in nutrition standards and the need to 

7 Sec Research Prograirne on National Health Problems, 2p. cit., pp. 3-5 for the plans set forth'wv the Pakistan Medical Research Council to undertake nuftional studies so as to formulateappropriate responses to prevntion of nutritional disorders. 
8 See IlAP, _]. cit., p. .10. 

9 Ibid., p. 50. 
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increase food production. Thus, the GOP, by cooperation with the USAID, has developed a Nutri­
tion Planning Project, the purpose of which is to assist the GOP generally and its planning 
division in particular to identify and quantify nutrition problems and to develop policies and
 
programs to respond to these problems. 9 In conjunction with this project, a new comprehensive 
National Nutrition Survey has also been undertaken and the results from this survey should be
 
available during 1976. 

In the interim the government has under study and implementation in most instances, means 
to 	increase Pakistan food production as well as tile quality of that food. The USAID is sup­
porting several nutritional projects: Project inTea and Flour Fortification, Village Food
 
Processing, Nutrition Planning and Research. The former, which fortifies wheat atta with nia­
cine, riboflavin, iron and thiamine, those elements in which the Pakistanis are most deficient,
 
is highly important to Pakistan's nutritional efforts.
 

The GOP itself is seeking to increase agricultural production through various methods (see 
appendices for details). These include: 

--	 A billion dollar program to construct fertilizer plants to make Pakistan
 
self-sufficient, at least inurea, by 1979;
 

--	 A large fertilizer import program until 1979 which is supported by the USAID; 

--	 An eleven-year program is being developed by the GOP to control water-logging 
and salinity in 14 million acres of land at a cost of over $500 million which 
the USAID is also supporting; 

--	 The Baroni Agriculture Project designed to increase the production of 7.5 million 
acres of baroni (rainfed) land also supported by USAID; and 

--	 Other ag. 'culture production projects including cotton seed oil extraction 
researcf, integrated rural development, rural electrification and rural roads, 
are either underway or planned for the period 1975-1980. 

In the past tienty years the quantull index of all crops has increased by 100% while the popu­
lation has more than doubled. Thus, there has been a reduction in agricultural production per
 
capita. In food crops, this situation is worse since food crops only increased by 79% in the 
past twenty years. It is in connection with the measures touched upon above that the GOP is 
basing its expectations to substantially increase food production. It is hoped, thereby, to 
equal and then surpass the population growth rate so that gains will be apparent in future 
agricultural production per capita and malnutrition will be reduced accorlingly. 

Sumnary 

Due to several factors delineated above, Pakistan currently suffers a major health problem
 

of malnutrition, the salient points of which include:
 

--	 A quantitative lack of caloric intake especially among low income groups in the 
rural and Man population; 

--	 A qualitative iack of protein; 
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-- Important nutritional disorders deriving from nutritional anemias and Vitamin A

deficiencies in addition to protein-calorie malnutrition;
 

--	 A totally unsatisfactory distribution process for food on the family level withthe male wage earner taking the major share and women and children dividing an
insufficient remaining quantity of food; and 

-- A cumulative mortality rate of 25.9% among pre-school children (five years and
under) deriving from an indeterminate but pernicious malnUtrition. 

The GOP, as recorded above, is aware of the need to increase and difersify food production and
is taking measures during this current planning period, 1975-1980 to do so. There is scant evi­dence, however, that similar measures 
ineducating the masses to the need for better nutritional
habits and more rational cultural patterns for family living are also being pursued with any

vigor.
 

Table 14: 


Wheat 
Other cereals 
Rice 
Pulses 
Sugar, refined 
Sugar, raw 
Fats and oils 
Vegetables 

Milk 2 


Meat 


PER CAPITA CONSUJMPTION OF FOOD GOODS 
(ounces per day) 

Household Nutrition Food Balance 
Survey Sui ey Sheet 

13.00 13.34 11.20 
N.A. 0.63 1.50 
1.49 1.92 2.32 
0.63 0.68 0.81 
0.46 0.91 0.85 
0.78 -- 1.66 
0.95 0.71 0.86 
1.241 2.36 -­
S.36 4.86 -­
0.67 0.60 --

I Includes potatoes and onions only.

2 FAO/IBRD estimates of milk consumption result in 12.20 ounces per capita
 

per day.
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CHAPTER SEVEN 

MATERNAL AND CHILD HEALTH CARE 

Some Problems Associated with MCI] Care in Pakistan
 

Some of the activities associated with MCII care also fall within the scope of other
 
sections of this study such as family planning, general health care and delivery, nutritional
 
problems and health manpower. This may engender some repetition. Nevertheless, it should be
 
useful to examine briefly, and in summary fashion, the various aspects of MC1] in Pakistan,
 
including the outstanding problems, the GOP programs for dealing with these problems and the
 
future prospects for MCII care in Pakistan.
 

The following appear to be the principal problems affecting maternal and child health care 
in Pakistan.
 

--	 The coverage of the population relating to maternal care activities is extremely 
limited, probably no greater than 1S of the population, that portion which has access 
to western-style health care;
 

Only a very limited number of births are attended by westeni-trained health personnel, 
physicians, midwives etc., something less than 5%of the deliveries. By comparison, 
for example, about 65% of the deliveries in Jamaica were attended by western-trained 
health personnel; 1 

--	 Virtually none of the Pakistan wouen have access to the more sophisticated treatment 
for multiparity or high risk pregnancies. Thus, maternal deaths during childbirth is 
thought to be very high, about 8 per 1,000 live births; 

--	 Almost all, i.e., over 99% of the pregnant and lactating women are aneamic or suffer 
from low levels of haemoglobin;
 

There is an abominable lack of child care i: Pakistan and a very high level of mortality 
and morbidity among children up through five years of age. Mortality for these children 
was 25.9% during the latter sixties while they suffered from most of the ctnildhood 
diseases recorded in Chapter Two (see also Table at end of Chapter). The infant mortal­
ity rate in 1974 was still 111 per 1,000. 

1 See Information Paper: Interactions and Socioeconomic Development in Jamaica, 0II1 1975, 
p. 47.
 

2 See Sample Survey of lorthern Areas, Planning Conmission, GOP, 1974, p. 5; according to this 
GOP survey, these estimates of consultants are extremely high and inaccurate. In their 
northern survey, GOP statisticians claim there was no maternal mortality in several villages 
surveyed but acknowledged an average infant mortality rate of 273 per 1,000 live births. 
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-- The MCH clinics are woefully understaffed and are so situated geographically as to
provide very limited coverage. Moreover, it appears that some of these clinics are
to be upgraded to Basic Health Units while, simultaneously, 235 new Dispensaries/MCH

Centers are to be constructed by the end of 1975-1976. The GOP claimed to have
constructed only twelve MCH Centers in 1974-1975, however.3
 

-- Finally, vte have also noted that malnutrition is widespread among children andpregnant and lactating women, which is compounded by the cultural pattern of the
male household supporter taking the largest quantity of available food, frequently

leaving insufficient quantities for the reaminder of the family.
 

The Pakistan MCH Program
 

The MCH Care Centers
 

In 1974 the GOP reported that there were 715 Maternal and Child Health Centers in
Pakistan. 
Some of these centers are located in and associated with the Rural Health Centers
while others are located separatedly so as to function as individual units. 
 In any event,

4
399 were located in urban areas while 316 were situated in rural areas. One GOP report
observed that there were none in the mountain areas.5 

A Lady Health Visitor is usually placed in charge of the MCH Care SheCenter. isassisted by two midwives and a janitor to do the physical work and provide for the upkeep of
the center. The center provides clinical services for the mothers and children. The LadyHealth Visitor also undertakes some home visits where feasible. Deliveries are supervised,but only occasionally, while indigenous midwives are 
trained at the MO care centers. These
centers are supervised by the Inspectress of MCH. Her headquarters is usuaily located in the
 
provincial capital.
 

Problems with the MCH Program and Future Prospects
 

Until the current planning period in which plans were drafted for the period 1975-1980,
(Fifth Five Year Plan), MCI care, like many other aspects of health care in Pakistan, received
 scarce attention and even less funding. As a result, MCIi care in Pakistan was not evenadequate for that small percentage of the female/children population who could avail themselvesof this care at MOIcenters. Specifically, the MCH centers were constantly short of supplies,equipment and midwives to treat their patients. In addition there was never an adequatenunber of health personnel (Lady Health Visitors) to staff the MCII centers. The Pakistanhealth officials found it very difficult to recruit Lady Health Visitors due to theireluctance to work in rural areas and the normal problems of marriage and pregnancy.
 

3 Drs. M. Piot and G. Deboeck Trip Report, Feb. 14, 1975, p. 32; 
see also Annual Plan, pp. cit., 

pp. 19 and 31. 

4 Ibid., p. 17. 

5 A Programme for Rural Health in the Northern Areas of Pakistan, Planning Committee, GOP,
1975, P. Z.­

b DAP,' p. cit., p. 7, Health Sector; see also the Annual Plan, p. cit., p. 2 in which the GOP

acknowledg-es that up to 50% of the Lady Health Visitors have been emiigrating while themajority of those who remain elect to serve in the urban centers. 
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Finally, an indeterminant number of the MCH centers were integrated into the Rural
 
Health Centers and, in consequence, tended to lose their identity. No special effort could be
 
made to treat maternal and pediatric maladies since the resources were then focused on the
 
general problems of that part of the rural population that had access to the Rural Health
 
Centers.
 

The limited data available on the Fifth Five Year Plan indicate that the GOP is aware
 
of the grave deficiencies in the MCH care programs of the past, deficiencies so grave as to 
render the program essentially ineffective. The GOP, for example, hopes to reduce the infant 
mortality rate from 111/1,000 in 1974 to 86/1,000 by 1980 and the maternal mortality rate from 
8/1,000 in 1974 to 4.3/1,000 in 1980. It is also hoped to reduce the respiratory diseases 
rate in the 0-4 year age group from 66.3/1,000 in 1974 to 50/1,000 by 1980. 

In maternal and child health care, as in other aspects of health care for the Pakistani 
people, the GOP appears to have recognized belatedly both the deficiencies in, and some of the 
resources required to render these programs effective. Thus, the GOP, after several 

surveys, lias identified the principal diseases afflicting the gecneral rural population but 
especially women and children including those such as pneumonia, rheumatoid arthritis, 
dysentaries, enteritis, tuberculosis, measles, smallpox and ascariasis which are the leading
 
causes of death (see Table at end of Chapter). GOP health planners have undertaken several 
projects to bring health care to the rural population as delineated in part above. 

Thus, during 1975-1976, plans call for the construction of 235 new dispensaries and MCII 

Centers in rural areas. In order to staff these new centers, both auxiliary and Lady Health
 
Visitor training has been increased for the current year, 1975-1976 so as to train 228 Lady 
Health Visitors and 1,000 Auxiliary Medical Assistants. 7 Integration of health workers has 
also begun so that the family planning programs will be coordinated with the work at the MC-
Centers. In all, there has been a 28% increase in revenue expenditures and an 80% increase in 
the development expenditures in the overall health field for 1975-1976 over the revised 

expenditures of the previous year (see Chapter Ten).8 

Despite these encouraging signs, the immediate outlook cannot be regarded as especially 
optimistic. If there is no slippage in the above progranming, the GOP will be able to extend 
health coverage for rural women and children from 15 to 20% by the close of 1975-1976. If 

the Five Year Plan is completed, extension of coverage will reach 50% of the rural population
 

by 1980.
 

Consultants doubt, however, that the GOP can achieve even these modest objectives. 
Some believe that, in the light of past experiences, neither the training nor construction 
schedules can be achieved. They are also skeptical of the affect of turning existing MOi 
Centers into RIC's and BIII'.s. This may actually reduce rather than increase the MCII coverage 
in the interim while new MCII Centers are being constructed. Finally, there is also some 
doubt about the wisdom of integrating all the workers including malaria workers. This may 
focus too much effort on curative medicine while depriving preventive efforts from obtaining 
required manpower and material resources, i.e., malaria and MCH, for example. 

7 Ibid., p. 31. 

8 Ibid:, pp. 6-7.
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Table 15: PRINCIPAL DISEASES AFFLICTING WCIEN AND CHILDREN INNORTHERN AREAS
 

The principle diseases in the Northern areas in the descending order are:
 

1. Ascariasis
 

2. Goitre
 

3. Entrobiasis
 

4. Chronic bronchitis
 

5. Pneumonia
 

6. Anaemia
 

7. Rheumatoid arthritis
 

8. Pyrexia of unknown origin
 

9. Dysenteries and enteritis
 

10. Tuberculosis
 

11. Smallpox
 

12. 	 Measles, polio, whooping cough
 

The connon causes of death are:
 

1. Pneumonia
 

2. Rheumatoid arthritis
 

3. Dy'senteries and enteritis
 

4. Pyrexia of unknown origin
 

S. Tuberculosis and measles
 

6. Smallpox and ascariasis
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CHAPTER EIGHT
 

EWIROM4ENTAL INADEQUACIES AND MALARIA CONTROL INPAKISTAN
 

Pakistan's Forbidding Environmental Conditions
 

The physical environment in much of urban and virtually all rural Pakistan is highly
detrimental to the health of the Pakistanis. 
The environmental sins in Pakistan run the
course from non-existent sewerage facilities to gathering air pollution in some parts of the
 
major cities.
 

The most serious offense, however, is the lack of proper sewerage facilities in both urbanand rural Pakistan coupled with the lack of personal hygiene on the part of the Pakistanis in
disposing of all kinds of wastes. 
 I is estimated that only 15% of the urban population has
access to basic sewerage facilities. 
 In rural areas of Pakistan bodily functions such as
defecation are almos) always done in open fields where the excreta serves as breeding groundsfor disease vectors. These practices also contaminate the water supply, provide sustenance

for mosquitoes and flies and contaminate animals.
 

In the Pakistani cities drainage facilities are at a premium. Parts of the cities haveopen sewers as well as open cement catch~nent bins where night soil and garbage are deposited. 
Lack of pure and safe water also poses a severe environmental sanitation problem. It isestimated that about of urban30o residents are currently served by some potable water supply. 3

In rural Pakistan it is estimated that less than 50, of the Pakistanis have potable water.Natural sources of water are often available but, unfortunately, to thedue lack of propersewerage, this water is almost always contaminated before it can be consumed. 

In addition to the deficiencies in sewerage, garbage md waste disposal and contaminatedwater, there is a severe personal hygiene problem in Pakistan which provides still anotherdisease source. Not only does the population wash in polluted water, when they do, but thelack of soap and detergents adds to the problem. Further, the housing bothPakistan is so limited and defective, in urban and ruralthat many of the poorer Pakistanis share their shelter withtheir animals. Rodents and vermin also breed in these dilapidated shelters. 

Finally, air pollution both from industry, gasoline engines and as a result of animaldroppings are beginning to create cause for concern. 
 Animal dung, for example, dries inthe
streets, is pulverized with dried htunan excrement and becomes part of the dust in the dryseason and the mud in the wet season. The dust infiltrates the open air food markets and coversthe food. 
 In addition, exhaust from gasoline engines is becoming an increasing irritant in
some Pakistani cities where visitors report the forming of a 
bluish haze where any amount of

traffic congestion occurs.
 

1 Trip Report, Pakistan, Autumn 1974.
 

2 See Health Statistics, op. cit., p. 33; see 
tables 16 and 17 at end of chapter.
 

3 Ibid., p. 33; see table at end of chapter.
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,Required Environmental Reforms 

In reference to the above, it is obvious that Pakistan, like most LDC's is in almost
 
desperate need of environmental reforms. The scope of these reforms involves almost all 
aspects of environmental sanitation.
 

There is, for example, an urgent need for the provision of sanitary latrines for the
 
rural population of Pakistan. Such a program would begin to eliminate human wastes from the
 
fields from whence so much disease and so many vectors originate.
 

Similarly, Pakistani cities are inurgent need of operating sewerage and drainage
 
systems. Most health authorities believe that much of the urban disease originates in the 
open, urban sewers.
 

Another urgent requirement is the creation of a pure and safe water supply. Pakistan
 
has the advantage of natural sources of pure water but due to lack of sewerage facilities,
 
this water is contaminated before it isconsumed.
 

Pakistani cities are also faced with the new problem of growing industrial pollution of
 
the air, and perhaps the rivers. In time, this may become a major problem for the GOP. At
 
the present, however, latrines, sewerage and potable or piped drinking water are more urgent.
 

Finally, the Pakistanis, both rural and urban, desperately need education in proper
hygiene, both personal and environmental. GOP courses in hygiene and health care, together

with a renewed effort to increase the production and distribution of suap, should begin to make 
the Pakistani citizens conscious of the need for environmental reform. 

The Malaria Eradication Program in Pakistan
 

In 1960 the GOP estimated that about 20 million Pakistanis were suffering from malaria.
 
In the following year, however, the GOP, with foreign assistance, initiated a malaria eradication
 
program with final eradication of this disease set for 1975. 4 This program was very successful 
during its first several years so that by 1967 the GOP could report that only about 10,000
 
people were then suffering from the disease while the parasite rate dropped from 15% to under
 
0.1%.
 

Thereafter, the Malaria Eradication Program 0M1) began to suffer from failure to exert 
proper vigilance, lack of technical personnel, managerial and pol itical problems within the GOP 
and resistance by the vector to I)IT. The MIP slipped rapidly into decay. By the middle of 1969 
malaria had reappeared in epidemic proportions, infecting several million Pakistanis and staging 
a particularly strong resurgence in the lPmjab and Sind. Conditions scarcely improved during the 
next few years. hi 1971 the GOP estimated that there were at least 2.4 million cases. During
1975 Pakistan experienced another traumatic increase of malaria wherein the GOP estimated that 
the number of cases had increased to 12 million.5 

4 Trip Report, Pakistan, Autumn 1974. 

5 Health Statistics, M. cit., pp. 3-4. 
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Foreign specialists have had opportunities to examine the Pakistan Malaria Eradication
 
Program and their conclusions are interesting and relevant not only to the future efficacy
 
of the NiP but also in relation to Pakistan's public health programs. The following is a
 
synopsis of these connents: 

--	 On paper, the Pakistan malaria eradication program is well organized and provisions 
for its execution and administration are logically conceived. Itprovided for the 
creation of zones of eradication which were divided into subsectors of 12 to 20 villages 
containing about 12,000 population:. Each subsector had a basic worker whose duties 
were to monitor ;he malaria situation inhis subsector and to treat patients with 
malaria or to s(ad them to a physician if radical treatment were needed. Additional 
personnel were h i 'd during the spraying season. The whole zone was carefully 
monitored from tl_ zonal headquarters. 

On paper, a: icast, the N1P was far better organized than the general public health 
programs. And during the early crash years the NEP seemed to have performed as 
planned. Itwas successful in reducing the incidence of malaria and the parasitic 
rate dramatically. 

--	 But in the long-term the MEP plans and operations failed for several reasons: 

o 	 The MEP was confined to rural areas while the cities like Karachi were 
supposed to conduct their own programs; 

o The cities failed to do so properly, thereby leaving vectors untouched and
 
free to reinfect the rural population;
 

o 	As a result malaria was never eliminated from urban Pakistan and soon spread 
to rural areas again; 

o 	Further, morale and the performance of the staff declined in the rural areas 
allowing reinfection tc take place. 

In any event, the GOP, after much consultation with foreign specialists and much internal
 
planning, decided it had to reinstitute the MEP on a large scale, both at the national and
 
local level. The MOP, therefore, committed about $100 million for a new Malaria Control
 
Program. 6 The USAID is supporting this new effort with a loan (perhaps of $35 1millT-3nand
 
rupee grant. As such, the USAID anticipates providing 6Mq of the foreign exchange costs for
 
the first three years and 75% of the local costs over the five year control program.
 
Principal technical assistance is being provided by the WlO but the USAID plans to provide
 
a few specialists for specific areas of assistance such as vehicle maintenance.
 

The new MCP provides for integration of the malaria program with the general CO1 rural
 
health programs in accordance with the health plan of the Fifth Five Year Plan, 1975-1980.
 
Some foreign experts are highly critical of the "integration" plans, however, since they claim, 

with some logic, "for the malaria program to be integrated with the health services system, 
there must be such a 'system' with which to integrate." 7 As we have observed above, the GOP 
basic health service system is very nebulous, badly organized and has malfunctioned in the past. 

6 	 DAP, 22. cit., pp. 53-54. 

7 Trip Report, Pakistan, Autumn 1974.
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Malaria specialists fear that the malaria program will suffer from the same ;ialfunction 
if it is integrated with the basic health services. Others fear that integration would lead
 
to the basic health services usurping the funds set aside for the malaria control program.
These specialists concede, however, that since the malaria control organization probably has
the best demographic information in Pakistan, these data and the malaria personnel would be
 
very useful and appropriate to begin eradication of some diseases such as cholera, gastro­
intestinal and other children's diseases, and to begin health education and environmental
 
sanitation.
 

Table 16: POPULATION SERVED WIT11 POTABLE
 
WATER AND SEE-RAGE SYSTEI1
 

Urban 	 Rural
Facility___________ 	 ____________
Population 
 1 Population % 
(million) (million) 

Potable Water .. .. .. .. 6.0 30.0 2.4 5.).. 

Sewerage 	System .. .. .. .. .. 3.0 15.0 

Source: 	 Planning Commission estimates. 

Table 17: SYST1I OF NIGHT SOIL DISPOSAL IN RURAL AREAS 

System of Disposal 	 No. Houses Percentage
 

Bore-hole I.atrine .. .. .. .. 	 1.. 	 0.1 

Privy. Conservancy • .. .. .. .. 9 	 1.5 

Open field squatting .. .. .. .. .. 572 98.4
 

Note: Some houses were having overlap of disposal system. 

Source: 	 Institute of Hygiene and Preventive Medicine, Lahore and Planning Commission,Islamabad. 
Baseline Survey of Feroz Wala and Gajju tatta (Punjab) April 1975. 

Table 18: DRINKING WATER BY SOURCE IN RUIRA AREAS 

[land 	 TotalWel H pump 	 houses 

No ... .. .. .. .. .. 233 392 	 576 

.	 40.4 59.6 100.0 
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Table 19: UNIT COSTS FOR WATER SUPPLY,
 
SEWERAGE AND DRAINAGE PROGRANVE (1975-80) 

Population Av. Cost
 
to be per capita
Area 	 System 

served (Rupees)
 

(Millions)
 

1. WATER SUPPLY:
 

A. Urban (a)House service connections 2.60 250.0
 

(b)Stand post 	 2.00 25.0
 

4.60
Total A 


2.75 100/0
B. Rural (a)House connections 

(b)Handpumps 50 persons/hand pump 5.33 15.0
 
(c)Wells, reservoirs and stand posts 2.80 25.0
 

Total B 10.88 


2. SEWERAGE, DRAINAGE AND SANITATION:
 

4.07 175.0
A. Urban (a)Water Borne 

(b)Septic Tanks and Latrines 4.07 Self
 

financed
 

Total A 8.14 


(a)Water Borne 	 0.575 175.0
B. Rural 

(h)Latrines 	 5.100 10.0
 

5.675
Total B 


Source: 	 Planning Commission estimates.
 

TFable 20: RESULTS OF BACTERIOLOGICAL EXAMINATION 
OF DRINKING WATER 

Sample size Water points with 
faccal coIl 

Source No. Water 
points No. No. 0 

44.4 	 25.0
Well .. .. .. 18 8 	 2 

8 	 2 25.0 ..
Tubewell .. .. .. 

.. 206 	 74 35.9 27 36.5Hand pump .. .. 

Total 232 	 84 36.2 29 34.5
 

and Planning Commission,lslama-Source: 	 Institute of Hygiene and Preventive Medicine, Lahore 

bad. Baseline Survey of Feroz Wala and Gajju Matta (Punjab) April 1975.
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CHAPTER NINE 

DENTAL AND MENTAL HEALTH INCLUDING NARCOTICS CONTROL 

Dental Health
 

Data from Pakistan relating to dental problems are very limited. These data which are avail­
able, moreover, are difficult to interpret (see tables at end of chapter). We suspect, in
 
addition, that these data derived from extremely limited surveys of rural Pakistani children.
 

Given these caveats, these data do not show abnormally severe dental problems, especially
 
in view of the extremely limited dental services available in Pakistan. These data purport to 
reflect calculaes, debris, oral hygiene, peridontal, decay, missing and filling indices. Only 
in the categories of decaying, missing and filling are the percentages of children so afflicted 
somewhat over 30%. We suspect, however, that more comprehensive surveys, which may be under­
taken during the course of the fifth five-year plan, will show substantially greater dental 
problems among a wider section of the populace than these current data reflect. 

As noted previously, Pakistan has only a very limited ntmber of dentists, virtually all of 
whom, we believe, are confined to urban areas. In 1900 there were reported to he only 141 gradu­
ate dentists. Later data reveal that in 1972 there were three institutions training students in 
dental surgery in Pakistan.1 "These were at the D.M. College of Dentistry, Lahore, Dental Depart­
ment of Kyber Medical College, Peshawar, and Liaquat Medical College in llyderahad. The total 
ntumber of dentists graduating in 1972 was reported to he sixty-to and the progressive total at 
the close of 1972 was reported to be 53b.2 By 1974 the government reported there were 700 den­
tists practicing in Pakistan, which permitted one dentists (dental surgeon) for 100,000 
Pakistanis. 3 

Mental Health and Narcotics Control 

The data available for this study revealed only a limited concern by the government with 
mental health problems in Pakistan. In the Punjab, Sind and N.W.F.P., varying amounts of rupees 
were expended for mental hospitals each year between 1970 and 1976, ranging from 2,057,120 rupees 
for Punjab, to 288,450 rupees for the N.W.F.P. (see table at end of this chapter). We could not 
identify specific programs or physicians involved in psychological, psychiatric or mental health 
treatment. Given the state of the Pakistan public health service, psychiatric care by the 
government may very well have a relatively low priority at this point in time. There probably 
are psychiatrists practicing in the largest cities, at the universities and at the mental 
hospitals of whom we are not aware, of course. 

1 See Country icali Programmne, 2p. cit., p. 53. 

2 Ibid., p. 53. 

3 Iealth Statistics, n. .cit., p. 77. 
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On the other hand, our data reveal that there is a narcotics problem in Pakistan and the
 
GOP, incooperation with the USAID, has taken measures to begin to deal with this problem. The
 
government established a Narcotics Control Board (PNCB) in Rawalpindi with branches in each of
 
the provinces.4 Little progress was achieved in controlling the flow of narcotics (opium,

morphine, heroin) until 1974, when Field Investigation Units were established for this purpose.
 
Twenty units were created in 1974 and another fifteen units were scheduled to become operable in
 
1975 in a renewed effort to suppress the trade in narcotics.
 

The narcotics trade in Pakistan derives from poppy growing in the Swabi Tehsil of the North
 
West Frontier Province.5 The USAID has prevailed upon the GOP to undertake an eradication pro­
gram in the North West Frontier and has proposed funding a Poppy Eradication Project. Under
 
this program, poppy cultivation in this area would be completely eradicated. In its place an
 
intensive rural development program would be promoted involving rural infrastructure, especial­
ly roads and electrification, and the identification and extension of alternative crops. We
 
do not have information, however, as to the progress achieved in this program to date.
 

Table 21: DECAYING, MISSING AND FILLING INDEX
 

Number
 
% 0 1 2 3 4 5 6 Total
 

Number 22 3 69 14 73 9 24 214
 
Percentage 10.28 1.40 32.25 6.54 34.12 4.20 11.21 100.0
 

Source: Institute of Hygiene and Preventive Medicine, Lahore and Planning Com­
mission, Islamabad; Baseline Survey of Ferozwala and Gajjumatta
 
(Punjab) April 1975.
 

4 See DAP, 2E. cit., p. 56.
 

S Ibid., p. 56.
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Table 22: ORO-DF'NTAL HYGIENE OF PRIMARY SCHIOL CHILDREN IN RURAL AREAS 

Oral Hygiene Periodental 
Calculus Index Debris Index Index Index 

Index No. % No. % No. % No. 

0 20 9.35 7 3.27 6 2.80 26 11.71
 
0.5 38 17.76 41 19.16 22 10.29 -- -­

1.0 71 33.18 48 22.43 14 6.54 58 26.13
 
1.1 5 2.33 17 7.95 -- -- --

1.2 26 12.15 13 6.07 17 7.94 10 4.50
 
1.3 1 0.46 6 2.80 -- -- -- -­

1.5 23 10.75 49 22.90 22 10.29 57 25.68
 
1.7 1 0.46 1 0.46 11 --

2.0 29 13.56 29 13.56 51 23.84 31 13.97
 
-- 5 2.33 -- -­2.1 -- -- --

15 7.00 -- -­2.4 ......--

2.5 ...... 1.40 19 8.88 40 18.02 

37 17.29 -- -­
-- 6 2.80 -- -­

3.0 .....-.. 

3.5 -. -- --

TOTAL 214 100.00 214 100.00 214 100.00 222 100.00
 

Table 23: EXPENDITURES FOR MENTAL HOSPITALS IN PAKISTAN 
(rupees)
 

Province 1970-71 1971-72 1972-73 1973-74 1974-75 1975-76
 

Punjab 2,057,120 2,019,040 2,061,770 2,391,800 3,033,000 3,570,000
 

Sind 532,000 551,400 612,440 653,000 952,000 988,000
 

N.W.F.P. 288,950 360,000 354,770 425,120 430,960
 

Source: Health Statistics, on. cit., pp. 75-76, Tables 62(b), (c), and (d).
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CHAPR TEN 

FINANCING THE PAKISTAN HEIALTH SYSTIN 

Recent Government Expenditures for Health Services 

As is the case with most of the data relating to the Pakistan health sector, Pakistani
 
financial data on health are also varied and somewhat conflicting.

1 It is virtually impossible,
 

therefore, to provide exacting or comprehensive numbers on Pakistan's obligations or expendi­
tures for its health care system. In a general way, however, all of these data agree that the 
record of GOP expenditures for health and family planning has heen dismal. luring the course 
of the fourth five-year plan, 1970-75, considering both development and non-development expend­
ttures, the total GOP expenditures for the health sector have averaged 2.471 of total GOP out­
lays. 

In the non-development budget, for example, in 1970-71, expenditures for health were 2.26% 
of total expenditures. By 1974-75 these expenditures had dropped to 1.901.3 Similarly, in the 
development budget, in 1970-71, expenditures for health represented 6.02% of total development
 

expenditures, but by 1974-75 this had dropped to 352. Moreover, there has been an underutili­

zation of funds allocated for the health sector over the past five years. If the development 
and non-development outlays for the health sector are combined, then the total annual expendi­
tures for health during the period 1970-1975 have declined from a high of 3.15% of GOP budget 

and in 1971-75.4expenditures for 1970-71, to a low of 2.05% in 1973-74 thence to 2.52% 

Out of the total expenditures in the health sector during the fourth plan period (1970-75) 
32.5% was consuned by the Malaria Eradication Program. Thereafter, 22.2'%went for medical edu­
cation, training and scholarships, 21.3% was expended on hospitals and 13.8% on the rural health 
program. Only 5.7S, however, was expended on some of the most seriuos medical problems such as 
tuberculosis, smallpox eradication and other communicable diseases, medical research and medical 
equipment. 5 

1 Data for this chapter were derived from The Country Health Progranme, op. cit., Section II, 

Financial, pp. 6-10; the DAP, 2 . cit., Health Sector; the Annual Plan, o. cit., pp. 3 and 
18; Health Statistics, op. cit., pp. 72-77, and other unpublished studies anTeports. 

2 Country Health Progranmme, op. cit., p. 6; Health Statistics, og. cit., p. 72; according to 

Table 60 in 1960-61 health expnditures were 0.39% of liP; in 1969-70 they were only 0.56% of 
GDP; in 1973-74 they were 0.59% of GDP, and in 1974-75 they were 11.78% of GD'. 

3 Country Health Progranne, op. cit., p. 7. 

4 Ibid., p. 9. 

5 Ibid., p. 8. 
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Table 24: ESTIMATED ANNUAL EXPENDITURE ON TREATMENT IN PRIVATE SECTOR
 

Million Rupees
 

Hospital beds 120.00
 
Doctors in private practice 720.00
 
Traditional healers 
 288.00
 
Drugs and medicines 400.00
 

Total 1,528.00
 

Source: Planning Commission Estimates
 

In terms of absolute numbers of rupees committed to the Pakistani health programs, from
 
both the development and non-development budget, the following data were provided by the govern­6
 
ment.
 

(millions of rupees)

Year Total "outlay" Health "outlay" Percent of Health
 

1970-1971 8643.17 272.27 3.15%
 
1971-1972 9440.49 229.81 2.43%
 
1972-1973 12751.50 279.40 2.19%
 
1973-1974 18590.60 381.00 2.05%
 
1974-1975 22924.88 578.10 2.52%
 

Foreign Assistance, Multilateral and Bilateral
 

The principal sources of external assistance to Pakistan for health services have been the
 
1%110,
UJNDP, the USAID, and UNICEF.
 

6 Ibid., see appendix A-13; see also Health Statistics, op. cit., p. 72, Table 60 (i:produced at
 
en-of chapter as Table 26). Still another unpuhi isheluftighly reliable source' recorded the
 
Pakistani public health budget for 1972-73 as 322 million rupees or 4.73 rupees pe- capita, and
 
for 1973-74, 415 million rupees or 5.93 rupees ner capita. This latter figure, th'.s source
 
claims, corresponded to 0.5% of the Pakistan GN'.
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World Health Organization (WHO)7
 

For the years 1974-1975-1976-1977 the WHO contributed or planned to contribute to Pakistan
 
health services from its regular budget the following funding, to be utilized for strengthening

health services, nutrition, health education, health manpower development, communicable disease
 
prevention and control, and environmental health:
 

1974 = $629,210 
 1976 = $765,030

1975 = $720,980 
 1977 = $778,670.
 

United Nations Development Program (UNDP)
 

Between 1974 and 1977 the UNDP contributed or plans to contribute the following toward

health engineering research and water supply extension in Peshawar:
 

1974 = $97,450 
 1976 = $70,000

1975 = $70,000 
 1977 = $70,000.
 

In addition, family planning funding amounted to $183,150 for family planning activities in
Pakistan in 1974. An additional $400,000 was programmed for malaria control and $193,300 was
 
programmed for smallpox eradication.
 

United Nations Children's Fund (UNICEF)8
 

UNICEF has been a substantial contributor to Pakistan's health programs over the past
several years. As such, it has been involved in assisting Pakistan in its rural water projects

and providing basic medical facilities in rural villages in the northern areas. 
 UNICEF assist­
ance for health, including family planning and water supply, has been as follows: 

1973 = $2,324,700 
 1974 = $3,485,850.
 

United States Agency for International Development (USAID)9
 

The USAID has contributed substantial funding to Pakistani economic and social development
over a number of years. Through FY 1973 U.S. economic assistance to Pakistan amounted to

$4,194,200,000 in grants, loans, and other economic assistance. 
In FY 1974 the USAID provided

$35,777,000 and in FY 1975 scheduled $78,745,000 in grants and loans for Pakistani economic
 
development.
 

Only a very limited amount of these considerable sums were obligated and expended for Paki­stani health programs, however. 
Most of it was used for agricultural production, infrastructure

and education. The USAID has concentrated its health assistance, in the past, on family plan­ning programs, nutritional development and malaria control. 
 In FY 1975, for example, the USAID
 

7 See Proposed Programme and Budget Estimates for 1976-77, No. 220. 
Geneva: World Health
 
Organization, 1974.
 

8 See Country Health Programme, op. cit., Tables A-16 ii and iii.
 

9 See USAID Program Summary for FY 1974-75.
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proposed $140,000 ingrants for nutrition planning and research, $165,000 for tea and flour
 
fortification, $4,860,000 for population planning and another $140,000 for Pakistan demographic
 
research capabilities.
 

Prospects for Future Assistance
 

As suggested in the previous chapters, the government appears to have become aware, at last, 
of the need for dramatic health improvement for the Pakistani people in order to better promote 
economic development. Some criteria as to the sincerity of the government in promoting better 
health services for their people are the coordinated effort in which the government engaged with 
tile M-1O and USAID to develop 4 new health program and the health program which was incorporated 
in the fifth five-year plan. 

In view of this planning and the People's Health Scheme in 1972, and the later health 
guards, the USAID is hopeful that the government, at last, intends to devote adequate resources 
to the health field. The USAID estimates that this would require an increase in the health bud­
get from the previous 2.0-4.0% to 6.0%or even 8.0%of the annual government development plan, 
depending on the extent of the rural health programs. In any event, they are prepared to con­
tinue their part in the consortium (see below), provided the governmental performance remains 
consistent with AI)'s priorities in the health and related fields. The USAID might then consider 
grants for conmodities ay technical assistance in health in addition to the loan for the 

program.malaria control 

The M1IO, tINDP and UNICEF funding can be expected to continue as delineated above in such 
areas as health manpower development, environmental health,disease prevention and control, 
nutrition, health education and family planning programs. We would assume that the other 
nations of the consortium will also continue their assistance but data is lacking upon which to 
base this assumption. 

10 DAP, OP. cit., p. 13, Health Sector. 

96
 



Table 25: TOTAL EXPENDITURE ON HEALTH AND POPULATION PLANNING
 
AND GDP AT CURRENT FACTOR COST
 

(in million rupees)
 

Percentages
Expenditure on Health 


Dev. exp. Non.Dev. Total
Develop- Non- Total 

% of as % of exp. as %
ment Develop- GDP as 


GDP GDP of GDP
ment
Year 


17,411 0.06 0.33 0.39
 
1960-61 10.70 57.00 67.70 


69.00 91.83 18,174 0.13 0.38 0.51
1961-62 22.82 


1962-63 35.70 
 78.00 113.70 19,498 0.18 0.40 0.58
 

36.45 80.00 116.45 21,864 0.17 0.36 0.53

1963-64 


1964-65 77.52 87.00 164.52 24,691 0.31 0.35 0.66
 

84.00 145.20 26,605 0.23 0.32 0.55

1965-66 61.20 


0.28 0.45
86.00 136.45 30,329 0.17
1966-67 50.45 


92.00 192.93 33,301 0.30 0.28 0.58
 
1967-68 100.63 


0.28 0.57
99.00 200.07 35,511 0.29
1968-69 101.07 


0.30 0.56
 
1969-70 112.70 128.00 240.70 43,299 0.26 


0.56
45,547 0.23 0.33
151.70 255.32
1970-71 103.62 


0.46
0.17 0.29
82.94 141.10 224.04 48,883
1971-72 


294.14 60,355 0.20 0.29 0.49
 
1972-73 122.24 171.90 


1973-74 260.18 
 210.10 470.28 78,986 0.33 0.26 0.59
 

(revised)
 

0.49 0.29 0.78
788.51 99,120
1974-75 492.91 295.60 

(provisional)
(revised) (revised) (revised) 


Finance Division, Government of Pakistan; and, Annual Plan 1975-76, Planning
Sources: Pakistan Economic Survey 1974-75, 
Ccmnission, Government of Pakistan.
 



Table 26: SOURCES OF ESTIMATED DISBURSEMENTS OF FOREIGN ECONOMIC ASSISTANCE
 
a


1973-74


(million dollars)
 

Consortiuma 


Bilateral 


Belgium 

Canada 

France 

Germany 

Italy 

Japan 

Netherlands 

Norway 

United Kingdom 

United States 

US Eximbank 


Multilateral 


IBRD 

IDA 

Asian Development Bank 


Food Aid 


Food Aid Convention 

Canada Wheat Credit 

US Commodity Credit Corp. 

US Public Law 480b 


Non-Consortium 


China 

Czechoslovakia 

Denmark 

Switzerland 

USSR 

Yugoslavia 


Total All Sources 


Project 


64.E 


32.2 


1.0 

3.0 

4.4 

6.6 

7.1 

6.8 

1.3 


0.6 

0.8 

0.6 


32.7 


5.5 

16.7 

10.5 


-


12.1 


2.1 

0.8 

1.7 

1.8 

5.1 

0.6 


77.0 


Non-Project 	 Total
 

167.8 	 232.7
 

127.8 	 160.0
 

2.0 	 3.0
 
6.0 	 9.0
 
5.0 	 9.4
 

12.0 	 18.6
 
3.8 	 10.9
 

15.0 	 21.8
 
5.0 	 6.3
 
1.7 	 1.7
 
6.0 	 6.6
 

71.3 	 72.1
 
0.6
 

40.0 	 72.7
 

5.5
 
40.9 	 56.7
 

10.5
 

141.6 	 141.6
 

23.8 	 23.8
 
37.3 	 37.3
 
44.8 	 44.8
 
35.7 	 35.7
 

20.5 	 32.6
 

20.5 	 22.6
 
0.8
 
1.7
 
1.8
 
5.1
 
0.6
 

329.9 	 406.9
 

a 	Excluding Indus/Tarbela Development Funds, but including aid provided outside the
 

Consortium framework.
 

b 	Including grants and loans.
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CHAPTER ELEVEN
 

SYNOPSIS AND CONCLUSIONS: THE PAKISTAN HEALTH ENVIRONENT, 
PROBLMS AND PROSPECTS 

Current Status of Pakistan's Economy and Society:
 
Some Summary Observations
 

An outstanding writer in the health field has observed that:
1
 

The health of nations is affected by almost any
 
change in their social pattern - from the drain­
age of swamps to the shortening of working hours,
 
from the introduction of cotton undergarments to
 
the refinement of food products and to the most 
sophisticated medical practices.
 

This observation is apropos both for developed and developing nations but it has special refer­

ence for Pakistan which, most authorities agree, is a country in economic and social ferment. 

Despite generally unfortunate circumstances of the recent past which include war with India, 

secession by Bangladesh, harsh weather conditions, severe inflation, deteriorating trade status,
 
deficits and very limited capital for public and private investment, Paki­balance of payments 


stan's economy nevertheless has recorded continued progress since 1970.
 

The annual growth rate of the GDP during the period 1970-75, it is true, was only 3.0%, less 
Nevertheless, per capita

than half that of the previous decade, 1960-70, which stands at 6.8'. 

consumption of almost all foodstuffs and manufactured goods was tip noticeably over the previous 

decade while the G)P' growth rate for 1976 is expected to be 4.00. The economic problems refer­

enced above are sufficiently severe, however, to maintain a precarious economic situation 
in
 

time to come, a situation demanding heady foreign assistance and sagacious
Pakistan for some 

management.
 

large extent, paralleled theThe political and social ferment of recent years has, to a 
cannot be divorced therefrom. During the past five years,

economic vicissitudes and, of course, 
for example, the political circumstances can be described at best as unbalanced and fluid. Even 

before the disastrous war with India over Bangladesh's secession in 1971, General Yahya Khan 
But Yahya Kialn's

had been unable to halt the deteriorating political stability in Pakistan. 
failed to bring general stability. Ali Bhutto con­

resignation and replacement by Ali Bhutto 
rule for many months, dismissing provincial governments and overseeing the

tinued dictatorial 
hand. Only after the entry into force of the new

drafting of a new constitution with a very firm 
constitution in August 1973 did a measure of stability return and that only under a narrowly­

based dominant political party, the PPP (People's Party of Pakistan). To its credit and that of 

1 See Rene Dubos, Mirage of Health: Utopias, Progress and Biological Change. New York: 

Perennial Library, 1959, p. 213.
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Ali Bhutto, however, Pakistan survived rather well tile severely damaging floods of 1973 and the
 
government displayed sufficient leadership to demonstrate a resilient Pakistan economy.
 

Much of the political instability and economic vicissitudes stem from the recent traumatic
 
events surrounding the secession of Bangladesh and war with india and subsequent defeat. But
 
still more fundamental to this ferment are the social stresses which were becoming evident even 
prior to the beginning of the current decade. Pakistan, like most LIC's, was caught up in the 
mood of rising expectations of the sixties. This mood was exacerbated by the movement of the 
rural population to urban areas, a movement accelerated by a rapid population growth (now some­
thing over 3,1% annually), unemployment and underemployment in the urban areas, disastrous 
housing and sanitary conditions, totally inadequate health services and facilities, and anti­
quated and poor educational opportunities. These circumstances, of course, are only too famil­
iar to any developing nation, but are the stuff from which social mobility and ferment are made 
and which have profound affects upon political stability and economic progress. 

The Bhutto administration recognized the increasing demands of the populace, especially 
the minority but growing urban population, for upward mobility. Tbis recognition was incor­
porated in the fifth five-year plan which focuses on education, health, population planning and 
nutrition. In order to achieve the objectives of this plan, discussed in detail in Chapter 1, 
Pakistan's economy must grow in real terms at about 8.01, (GDP growth was 2.6%, in 1975 and some 
economists project only 6.4% for 1977-81) to compensate for the excessive population growth 
rate. But in order to achieve such a national growth rate the recent decline in private invest­
ment must he hal ted and rcversed while simultaneously increased long- term government revenues 
must be generated from doniuant tax rolls for larger public investments (in point of fact, total 
investment grew by 20. in real tents in IN 1975, mainly in the public sector). Domestic 
savings must he increased and higher rural incomes must also he generated for the nral masses 
and not just for the large wealthy landowners. Fortunately, there appears to be an adequate 
number of aid donors available (both from the Consortium and Arab countries) to financ2 short­
term increased Pakistani agricultural and industrial expansion. 

Health Challenges to Pakistani Growth 

It is interesting to observe that three of the four areas of concentration of the new fifth 
five-year plan, general health, population planning and nutrition, legitimately fall within the 
purview of the health field. These areas further call attention to the interactions of health 
upon Pakistan's socioeconomic development and tend to substantiate Rene lubos' astute obser­
vat ions tecorded above. 

The principal heal th problems which constitute a challenge to Pakistan's socioeconomic 
progress, just as similar health problems pose challenges to the development of other LDC's, 
may be stumima ri zed as fol lows: 

The dominant, most obsessive health problem constituting the most severe 
health impediment to Pakistan's progress is the nation's excessive popula­
tion growth rare. Although data are not conclusive, the population growth 
rate appealrs tr he something over 3.0%i. and may be hovering between 3.5 and 
4.2%as some experts believe. In any event, from this excessively high
population growth rate stem those obvious impediments to development 
recorded imnmed ia tel v below: 
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Such a high population growth rate places a harsh burden on Pakistan's
 
agriculture to provide sufficient food for the increasing population
 
and could compromise plans for self-sufficiency by 1980;
 

The population explosion tends to innundate Pakistan's already fragile
 
educational system which, to date, has only been able to achieve
 
approximately a 19.4% adult literacy rate;
 

To date, despite recent emigration of workers to Near and Middle 
Eastern countries, over 25% of Pakistan's urban work force is 
unemployed, up from 21.8! in 1965, and there is substantial under­
employment among the college educated, which has resulted in a
 
bloated bureaucracy; 

This excessive population only adds to the already ample illness and 
misery among Pakistan's population and demands additional scarce
 
resources which the government must allocate;
 

The above is a familiar litany of overpopulation in underdeveloped countries
 
but there are, of course, other impediments to development. Another is the 
effect of the morbidity upon the productive population both in rural and urban 
Pakistan. The vast array of comunicable diseases including malaria, tuber­
culosis, and especially the gastrointestinal and parasitic diseases, sap the 
energy of the Pakistani worker and significantly reduce production. Indeed, 
it may well be that a considerable nunber of rural Pakistanis are ill with 
one disease or another most of their lives; 

In addition to the financial and material resources which the GnP must 
allocate to health services, there are the human resources, the skilled 
manpower of which there is a severe scarcity in Pakistan, which neverthe­
less must be used for health services, i.e., people's health scheme and 
health guards; 

Much of the foreign assistance which Pakistan has been receiving in substan­
tial amounts must also be devoted under the fifth five-year plan to health 
care. These resources could better he used for industrial and agricultural 
production rather than on human resources, all of which suggests a slippage 
hack into an earlier stage of development; and 

The government cannot begin to make such progress in modernizing its environ­
mental sanitation with the high increase in population and thus break the 
vicious cycle of source, contamination, infection.
 

There are also numerous other impediments to the maturity of a developing nation deriving 
from health problems. These are principally sociological and psychological and include such 
diverse elements as the movement from rural to urban areas due to population pressures to the
 
instability of family life resulting from disease. These have been alluded to in the previous
 
chapters.
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Specific Health Problems: A Summary
 

If the above challenges to Pakistan's socioeconomic development deriving from health
 
inadequacies are to be successfully countered, the government must first deal with very specific
 
health problems which, for convenience, are briefly summarized below. These problems include:
 

--	 Public health organizations, the Ministry of Health on the federal level and 
the provincial health departments are uncoordinated, ill-staffed and generally 
inefficient. 

A deplorable lack of health manpower including physicians, nurses, technicians,
 
etc. (physician ratio of 1/1,400 and a nurse ratio of 1/23,3 00).
 

A totally inadequate distribution of health manpower whereby 80% of the physicians
 
reside inurban areas with 70% of the population in rural areas.
 

Only about 15% of the Pakistani population is treated by the public health
 
service.
 

--	 Treatment of the rural population is left to the inadequately trained hakims and Vaids. 

--	 Totally insufficient health facilities with one hospital bed per 600 urbanites 
and one bed for each 13,000 rural Pakistanis. 

--	 Only 3,086 dispensaries, 715 MCi centers, 137 RHC's and 369 BHU's are available 
for all of Pakistan. 

A wide range of communicable and other diseases including malaria, cholera,
 
tuberculosis, trachoma, typhoid and paratyphoid, tetanus, dengue,
 
respiratory diseases and various other gastrointestinal diseases, altogether,
 
a '"miserable"health environment.
 

As to the government family planning program, it is clear that the Bhutto 
administration is aware of the dangers of overpopulation and is promoting 
energetic measures to reduce the birth rate and hence, the population growth 
rate. By employing the "Continuous Motivation System," by increasing both 
the quality and quantity of family planning workers and by subsidizing the 
distribution of the pill and condom, the government claims to be reaching 
75% of the Pakistan population. The stark reality, however, is that the 
population growth rate does not seem to be declining and may, in fact, be 
increasing. Although data are not very reliable, there seemed to have been 
a decline from 3.3% per annum in 1962-65 to about 3.0% at the close of the 
decade. But by 1975 some believe it is growing between 3.5 and 4.2% with 
a minimum of something in excess of 3.0%. This clearly suggests that the 
factors here as in other LDC's are not altogether technical or material 
but also sociological. 

Nutritional deficiencies, including malnutrition, are rampant in Pakistan and
 
contribute significantly to a very high mortality and morbidity rate among
 
children. It is believed that at least 25.9% of Pakistani children die
 
within the first five years of life, due in part to nutritional deficiencies.
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Nutritional deficiencies are not limited to children, however. The adult
 
population also suffers from widespread calorie, protein and vitamin
 
deficiencies.
 

Maternal and child health care in Pakistan isextremely limited, reaching,
 
it is believed, only about 15% of the population. This is due to the general
 
factors delineated above including a very limited number of MCH centers and
 
trained personnel.
 

Pakistan's environmental sanitation is forbidding with only about 15% of the
 
urban population having access to basic sewerage facilities, and with the
 
rural population almost entirely without facilities. Only about 30% of urban
 
residents have potable water, with 0.5% of rural Pakistanis having potable
 
water, thus leaving general water pollution and contamination in many areas
 
of Pakistan perhaps the single most troublesome source of communicable diseases.
 

Finally, government health data are very limited, at times unreliable and must
 
be used with caution. The government planning office is aware of their data
 
deficiencies and are receiving assistance incorrecting this shortcoming. The
 
data and observations supplied by the lO and independent consultations and
 
observers are valuable and often can be used in lieu of government data.
 

Some Observations on Assistance Strategy for the Pakistani Health Sector
 

The health sector in Pakistan has been deprived of human and material resources for such a
 
long period, resulting in citc debilitation of the health environment, that there is scarcely an
 
area or a discipline in health inwhich the government does not require extensive assistance.
 
The scope of such assistance can be gauged by simply reviewing the IVHO program for Pakistan for
 
1976-77. Terein there is a wide variety of proposed aid from family planning to environmental
 
health services covering such diverse disciplines as nutrition, health education and conmuni­
cable disease prevention and control. It should he noted, however, that the quantity of funding
 
for this wide range of projects is very limited and little progress can be anticipated in
 
individual projects. UNICEF and consortium countries could be expected to supplement the WHO
 
contribution in some important areas.
 

USAID assistance in FY 1975 in the health sector was focused on family planning including
 
research into determinants of population growth and a substantial loan for malaria eradication.
 
Indirectly, assistance was also offered innutrition planning and research. USAID strategy
 
envisaged future commodity and technical assistance in medicines, medical equipment and rural
 
health, provided the government espoused and implemented a serious program of upward mobility
 
in the health sector. As we have observed, the fifth five-year plan does, in fact, reorder
 
resources into the health sector in most of the problem areas. If the government persists and
 
sees to the implementation of their health sector plans, then the USAID might well wish to con­
sider increasing its limited commodity and technical assistance in the health sector in FY 1976
 

If so, we believe the USAID strategy might envisage focusing its increased assist­and later. 

ance on the following project areas:
 

--	 Reorganization of the Ministry of Health and the provincial health departments 
so as to improve their planning and statistical functions; 

A substantially expanded program in environmental sanitation and hygiene with the
 

objective of beginning to introduce potable water and modern sewage disposal
 
in rural villages and the urban areas, both technical assistance and loan funding
 
might be considered; 103
 



--	 A significantly expanded health education curriculum in the primary and secondary 
level of the public education system might also be considered; 

--	 Finally, itwould certainly be highly beneficial for the USAID to support the 
training of auxiliary health workers which are so desperately needed by the 
rural health services proposed in the fifth five-year plan. 

All of this proposed or projected assistance by the USAID, consortium nations, the W0 or 
UNTCIF will be of little consequence, of cnurse, unless the government is able to implement its 
new health schemes. The government record in the health field, moreover, has been dismal to 
date. This is not to suggest that the Bhutto administration is unaware of this past dismal 
record or of the requirements necessary to promote the broad health scheme objectives set forth 
in the most recent government plan. The government certainly appears to have learned through 
its experience and isadjusting its programs to meet new exigencies. We remain skeptical, how­
ever, that these broad schemes will succeed unless the advice, technical assistance and commod­
itis are accompanied by sociological changes among the Pakistani people encouraged by appro­
priate GOP leadership. Such changes must include a far greater concern for personal and col­
lective hygiene, a new respect for maternal and child health care and nutritional needs, and 
a realization of the advantages to he obtained from western medicine. 
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APPENDIX I 

PAKISTAN: GEOGRAPHIC, CULTURAL AND HISTORIC ASPECTS
1
 

Physical and Cultural Features
 

Geography 

The Islamic Republic of Pakistan iscontiguous to Iran and Afghanistan in the west and
 
The Arabian Sea completes its border
northwest, China to the northeast, and India to the east. 


to the south. Today, excluding the Pakistani-held parts of Jammu and Kashmir, Pakistan has an
 

area of 307,374 square miles.
 

Geographically, Pakistan is situated at the western end of the India-Gangetic Plain, which
 

is ensconsed to the north by the great Himalayan mountain ranges and their supporting smaller 
Flowing into the Arabian Seamountains and foothills, and to the southwest by the Arabian Sea. 


are the Indus River and its tributaries, which form the fertile and intensely cultivated Indus
 

Valley. In terms of the whole Asian subcontinent, Pakistan occupies the northwestern part of
 
the northern
the southern Asia subcontinent, and is logically divided into six natural regions: 


mountains, the suhmontane plateau, the Indus Plain, Baluchistan Plateau, the western bordering
 

mountains, and the deserts.
 

The northern mountains are comprised of the limalayan and Trans-IHimalayan mountains which 

occupy the very northern part of Pakistan. They are more than an average of 2(1,100 feet high 

and they influence the rainfall pattern in Pakistan by intercepting monsoon winds from the south. 

It is an inhospitable area, with a generally sparse population which lives by agriculture. Barley 
sheep and goats are its principaland various kinds of fruit constitute its chief crops, while 

an ima ls. 

Adjacent to hut below these mountains is the submontane plateau composed of the Trans-Indus
 

plain, the Potwar Plateau, the Salt Range and Sialkot district. Ile Trans-Indus plains are west
 

of the Indus and are dotted by several oases, often irrigated, which provide fertile areas for
 
le Potwar Plateau lies east of the Indus in
the agriculture of the northwest Frontier Province. 


the Punjab at a height averaging 1,500 feet and covering an area of 5,000 square miles. With
 

I Inaddition to those already recorded, the following sources were utilized in the preparation
 

of Appendix I: Freeland Abbott. Islam and Pakistan. Ithaca: Cornell tiniversity Press, 1968;
 

The vth of-id endence. Kilarachi: Oxford University Press, 1969;
Zulfikar Ali Bhutto. 

. IIn i ted States and i,1 i, angladesh. Cambridge: Ilarvard University. N. Broo 


Press, 1972; I bert Fel dman. From Crisis to Crisis"a tan, 19C2-969. London Oxford
 
New York:

1972; Irvin (L Jfe-,. i-oF the Indian Subcontinent NoThberg
iniversity 'ress, 
II.W. Wilson Co., 1971; G.F. Papmnek. Paki st;u "-Devlopment: Social oals and rivate Incen­

-

tives. 
 Cambridge: Ilarvard (Iniveisity Press, 1967; Rounaq hJahan. Pkistan: Failure in National 

The Politics of Paki-
New York: Columbia lniversitv Press, 1972; RK.S. Mheeler.
Integration. 

Ithaca: Ilniversity Press, 1970. stan: AConstitutional (luest. Cornell 
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limited rainfall (twenty inches) it is a poor agricultural area. The Salt Range lies at the
 
southern edge of the Potwar Plateau at about 2,000 feet and is an extremely arid region. Finally

the Sialkot district is a narrow submontane region in the northeast, and is a rich agricultural
 
area with moderate rainfall and good irrigation.
 

The Indus Plain covers an area of about 200,000 square miles and is the most productive
 
agricultural area of Pakistan. It extends from the Potwar Plateau to the Arabian Sea. Although
 
the rainfall is poor, extensive irrigation allows a prosperous agricultural production in most
 
of the plain.
 

The Baluchistan Plateau is about 1,000 feet high in the southwestern part of Pakistan,

separated from the Indus Plain by the Sulaiman and Kirthar ranges. It is generally an arid 
region, sparsely populated but highly irrigated, so as to render itproductive for primitive
 
agriculture and grazing of sheep and goats.
 

The western bordering mountains move south from the Hindu Kush. Rainfall is scarce and 
vegetation limited. The area is extremely poor and supports only the most minimum of primitive

agriculture supplemented by grazing sheep.
 

The desert areas include parts of Sind and Cholistan northeast of Hyderabad. These desert
 
areas are an extension of the Thar desert of western India.
 

Soil and Climate
 

The soil of Pakistan for the most part is dry, characteristic of a land having low and 
erratic rainfall. The soil of the Indus Plain, however, is alluvium and is productive, espe­
cially when properly irrigated.
 

I'akistan has a continental climate characterized by extreme variations of temperature that 
reach severe heights in the sumner (1260F in parts of Sind). Winters, on the other hand, are 
cold with minimnn mean temperatures about 400F. Th2 characteristics of the several regions in 
Pakistan are deteni ned by variations in rainfall and irrigation, rather than by temperature,
however. Thus, the cotmtry is highly arid except for the southern slopes of the limalayas and 
the submontane areas, with a rainfall of thirty to thirty-five inches. The areas having about
 
twenty inch average precipitation include the area northeast of Lahore, the Potwar Plateau and 
a part of tlie Indus P)lain in the northeast. These areas obtain enough rainfall for dry crop­
ping, i.e., fanning without irrigation by taking measures to conserve water. South of this 
region or the e areas, cultivation is confined mainly to rivertine strips util recent intro­
duction of laige scale irrigation.
 

Natural vegetation is limited to wiry grass and small bushes with only a few scattered 
trees. There are, however, wooded moumtainsides and some plantations with forest areas and 
orchards. Some dry condition-adapted plants exist inBaluchistan, while the Indus Plain is 
very fertile when irrigated. Wheat, cotton, and rice are the principal crops of the Indus Plainl 

Language and Literacy
 

There is no single language which is common to all of Pakistan and the population is 
heterogeneous as far as language is concerned, although Urdu is the official language of Paki­
stan, along with English. The distribution of languages is as follows: Punjabi, 66%; Sindhi,
13,; Pushtu, 8; Urdu, 8%; Baluchi, 2%; and, Brahni, 1%. lrdu is the first language taught in 
most of the administrative areas of lakistan in the public school system, except in Sind where 

108
 



Sindhi is taught as the first language. Nevertheless, most educated Pakistanis learn to speak
 

and write Urdu as their first language. 

Literacy, reflecting the poor educational system, is very low. It is only about 19%.
 

Religion 

About 97% of the Pakistanis are Muslims. Most of these people belong to the Sunni sect,
 
There is also a still smaller sect of Ahmadis Muslims which
which is the major branch of Islam. 


does not regard Muhammad as the final prophet. In 1961, Hindus formed only 0.5% of the entire
 

population. Christian Pakistanis constitute about 1.4% of the population.
 

Evolution of tile Indian Sub-Continent
 

From the Aryans to the Moghuls 

The earliest settlements of the Indian sub-continent have been unearthed in the Indus
 

River Valley and tributaries. This Indus civilization emerged in the centuries prior to
 

Itappears to have shared relations with the Smerian civilization of the Tigris­2500 B.C. 
By 1500 B.C., however, it had been
Euphrates Valley and employed copper tools and weapons. 

overwhelmed by the Aryans debouching from the north-northwest. The Aryans were a fair-skimed, 
who began the numerous invasions of the Indian sub-continent thatmobile, iron-employing people 

continued foreign conquests of the sub-continent up to and including that of tie British. It 

was the Aryans, with their disslike for the dark-skinned Indus people, who introduced the caste 

system with its profould implications for the history of the sub-continent. 

of the next millennium the center of Ar'a civilization shifted to theDuring the course 
Jamma and upper Ganges River valley, while aboriginal societies emerged in central and southern 

[undu religion developed, influenced notIndia. Similarly, during these 1,0(0-odd years the 
caste system of the Aryan conquerers, but by such philosophies as Jainism andonly by the 

.ainism, with its emphasis on rebirth, asceticism, and non-violence, wasBuddhism. Of these, 

the most influential.
 

tile Punjab andIn 326 B.C., Alexander the Great renewed the pattern of invasion by taking 
inva­creating therein a new Greek-Indo civilization. There followed several other migratory 

tile several huidred years lollowing the collapsesions of the Punjab and northern India during 
and Kushans, all of whom were absorbed

of Alexander's empire. These included Parthians, Sakas 
from which a powerful, Indian empire, the Gupta

by the aboriginalI ndian societies and emerged 
uewEmpire. The Guptas were short-lived, however, being overwhelned in tuirn by invaders, tile 

the collapse of the Gupta Empire and the absorption of the
Gujaras and the White IHns. With 

not A iiCw central goverliuiienlt, but a 
new invaders, there emerged in the seventh century A.D. 

feudal society dominated by the Rajput tribes.
 

This Indian feudal society endured until the 12th century A.1D. when the Indus Valley was 

invaded by Turks. Like the advent of feudalism, the entrance of the Muslims into the Indian 

numbers also benchmark the history of this area. In this
sub-continent in substantial was a in 

thin, Muslim military .
instance, the Muslims were not absorbed by the Indians but remained a 

aristocracy over the huge Hindu majority. Nevertheless, despite numerical weakness, the Muslim 
and his Mongols, emerged from this ordeal

empire persisted and, although defeated by Tamerlane 

even st ronger after Tamer lane' s departure.
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By the early 15th century, a new Muslim empire, the Moghul Empire under Babur and Akbar,
 
This Indian Muslim empire achieved
 was reestablished out of the destruction left by Tamerlane. 


significant cultural and artistic contributions while successfully governing the feudal Rajput-


Hindu majority incentral and northern India and living in harmony with the Indian principali-


During this period italso achieved a significant commercial plant and
ties of southern India. 

economic success, spurred on by trade with the Europeans in spices and drugs. During the 16th
 

and 17th centuries the Moghuls remained economically and politically powerful, but 
in the 18th
 

It was finally crushed by the Persians and Afghans between
century the empire began to weaken. 
1740 and 1760. 

British India 

Although it was the Portuguese who first brought European trade to the sub-continent, by
 

the 17th century they had been ousted by the English and Dutch. Since the Dutch focused on the 

under the guise of the British East India Company, concentrated on
spice trade, the English, 

18th century, as recorded above, the Moghul Empire
the textile trade in India. By the early 

and the navy,
had begun to disintegrate and the British merchants, assisted by English troops 

Indian and Muslim princes, thereby hastening the Moghul collapse.began supporting individual 
1740 and 1763, the French posed a serious challenge to the growing British supremacy
Between 


in India, but could not overcome English sea power. Thus, at the end of the Seven Years' War,
 

the French were also ejected from India and the British were unchallenged by any other European 

power on the sub- continent. 

In the meantime, the Moghul Empire had disintegrated under the blows of the Persians and 
entity comprised of numerous principali-Afghans. The sub-continent was no more than a feudal 

and impotent. Itties and small enclaves led by petty tyrant chiefs, but, as a whole, weak 

merely remained for the British to take the sub-continent piece by piece. Beginning with Ben­

gal and with a well disciplined, British-officered mixed Indian army, the British moved west­

ward. By 1820 the British had overcome the power of all the independent princes and controlled 
two generations, afterall of the sub-continent east of the Sutlej River. Then, over the next 

wars with Afghanistan they annexed the Sind,Baluchistan and the Punjab and brougL, the frontier 

to the Khyber Pass. 

The British were as successful in administering the Indian sub-continent in the 19th cen ­

as they had been in conquering it,although the former required considerably more tact and
tury 
patience. Generally, the British administrators followed the pattern of the Moghul Empire, 

adding to that pattern of Moghul administration British law and justice and bringing to it the 
the sub-continent'sAnglo-Saxon virtue of a pragmatic rather than an abstract approach to 

were three in nature: (1) reestablishing order, (2) creating a system
problems. These problems 
of law and judicial revieN, and (3) providing sound administration, both provincially and local­
ly, so as to embrace and harmonize the Muslim and Indian cultures. 

18th century with the collapse of theOrder had broken down in the latter part of the 
was under pillage from roving bands of outlaws. ByMoghul administration. The countryside 

an efficient police force was in place to1830, however, the army had crushed these bands and 
the Moghul which was Muslim law basedmaintain order. As to the law, the British utilized law, 

on the Koran, excised its barbaric features, and made it applicable to the old Moghul Empire, 
in southern India where the Moghul Empire had not penetrated.but took care to leave Hindu law 

A judicial hierarchy was organized to administer and interpret the law. Under this judicial
 

review, Moghul and Indian law, with Anglo-Saxon contributions, was amalgamated gradually 
over
 

the next century. 
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The administration of the sub-continent was accomplished with the same kind of pragmatism
 
that characterized the development of the sub-continental legal system. The provinces of the
 
old Moghul Empire were governed directly through a British administrator and staff, while the
 
princely states, which constituted about two-fifths of the sub-continent, were left to the
 
individual princes with whom the British made separate agreements. This was in ,eeping with 
the Moghul pattern. As to local administration, which meant primarily an equitable tax system, 
the British dealt directly with the individual villages or with individual peasants. But 
British agents did not interfere with local village administration except in legal or seditious 
matters. 

Thus, during the 19th century the British reestablished peace in India, created a legal 
system, established continental and local administrations, and developed an equitable system of 
local taxation. The point should be emphasized that the British provided the security and the 
atmosphere for economic development in the sub-continent, but they did not interfere in that 
development with British planning. Rather, the British promoted a free economic life. 

The British had inherited from the Moghuls, and they from the feudal society that preceded 
them, a simple subsistence economy based on self-contained and self-supporting villages. The 
trade within the sub-continent and with foreigners was a mere appendage to this subsistence 
economy, although it gave the East India Company substantial profits. Even so, Indian industry 
at this point in tie (late 18th century) was limited to cottage and craft industries in tex­
tiles, pottery and jewelry. Sugar, indigo, silk, calico, gold and silver, saltpeter and tobac­
co were also traded within the sub-continent. The goods which the sub-continent produced for 
external trade consisted principally of textiles, for Europe, the Middle East and Indonesia. The 
sub-continent also exported limited quantities of indigo, rice, yarn and re-exported spices 
from Indonesia. The Moghuls and the princely states imported horses, tin, ivory, wines and 
carpets. The bulk of this trade was conducted by sea. 

The Indian textile trade, however, was ruined during the latter part of the 18th and early 
19th centuries by the Seven Years' War, the American Revolution and the Napoleonic Wars, and by 
the industrial revolution in Britain. Thereafter, in the remainder of the 19th and into the 
20th centuries, economic conditions in the sub-continent underwent a radical transformntion 
under the impetus of the Utilitarian free traders in Britain and enlightened Eng i shv iceroys 
and administrators in India. 

In 1813 the East India Company lost it,monopoly in India,thereby opening the sub-continent 
to every English company. The central adinistration, along with its tax system to encourage 
agricultural production, now undertook to remove trade barriers among Indian states and prov­
inces, to obtain rights of way for roads and railroad constnction and to encourae investors to 
bring industry to India. In short, after the Napoleonic period, the British sought to assist 
the free trade movement on the sub-continent with private British capital. 

Results began to appear in the latter part of the 19th century, especially after the great 
mutiny of 1857. Road building which had begun shortly after the Congress of Vienna, progressed 
steadily and continued well into the 20th century. The aduninistration planned and financed a 
comprehensive rail system begun about 1860. With the opening up of the interior of the sub­
continent, wheat, cotton, coal, iron and other minerals became items of export trade, and 
internal trade was revolutionized. External trade also accelerated with the opening of the Suez 
Canal in 18019. During the same period the British banks established branches in India and the 
sub-continent was then ready for the beginning of industrialization. 

Although the British undertook the initiative in the industrialization process, the Indian 
himself therewith toward the last part of the 19th century. Indiancapitalist began to associate 

capitalists forned "managing agencies" which served several purposes: entrepreneurs, capitalists, 
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managers, sales, production, and distribution. As a result Anglo-Indian enterprise focused ol

three areas: (1)plantation industries 
- tea, coffee, rubber, and tobacco; (2)large crop

industries - cotton and jute - including the mills for processing the fibers in Bombay, Shola­
pur, Ahmedabad, and Kaupur; and, (3)heavy industries - coal, iron and steel inBengal and
 
Bihar.
 

After World War I, however, the period of free trade came to an end in the sub-continent.It was replaced by a planned economy under the central administration (see sections below). In1923 a tariff board was established to protect the still sensitive Indian industries fromforeign competition. We will examine the economy of the sub-continent in some detail below,especially Pakistan's economy. Suffice to note, however, that during this long period of the
19th and early 20th centuries, the sub-continent had produced,by 1927, 59,000 miles of first
class roads and over 40,000 miles of track, and the Indian steel corporation, the Tatas, pro­
duced more than one million tons of steel by the beginning of World War IT. 

Toward the Political Division of the Sub-Continent
 

It should be emphasized that the bulk of Muslim India only came under British influence a
generation or so later than Hindu India. Thus, the Muslim movement toward what is sometimes
called "The Anglo-Islamic synthesis," i.e., a union of the Muslim-Indian and English cultures,
was retarded well behind that of Hindu India. 
 Itwas also retarded due to educational inferior­ity, lack of industrial development, and remoteness. Furthermore, the Muslims resented British
rule much less than did the Hindus and so were slow to promote Muslim independence. The Muslimindependence movement gained its impetus from a ruledfear of being by the Hindus, who in the 
very latter part of the 19th century, began the difficult journey toward independence. 

The first political divergence of major significance between the Muslims and lindus in the course of the drive for independence from Britain caine in 18b7, when the Hindu nationalistsagitated for the replacement of Urdu, the common language of both Hindus and Muslims, with HindiThe Muslim leader, Sir Syed Aiunad Khan, concluded then that it would be impossible for the two
religious factions to cooperate in promoting a unified, independent, sub-continent. Thus, whenthe Indian National Congress was formed in 1885, the Muslims did not join. Instead, in 1906,
they created the All-India Muslim League to promote the political rights of InIndian Muslims.
1909, when the British conceded the principle of elections to the legislatures, the Muslim
League demanded separate electorates based on religion. In 1913 the Muslim League formallyadopted the goal of self-government for India within the frmunework of the British Empire.
Although both the Congress and the League now supported independence, they could not agree on 
a formula for the protection 3f the economic and religious rights of Muslims. 

As a result of the support rendered Britain during World lar I by the Indians, togetherwith Hindu agitation, in 1917 the British pledged Indian self-governent within the inpire.
There followed the ontagne-Chelmsford reforms providing for local sel f-government but which
proved highly frustrating both to the Hindus and Muslims. A decade of Ilindu-Musl im truce andcooperation followed as they joined forces under Mohandas K. Gandhi to undertake political andeconomic agitation for independence. The 1920's saw frequent riots and incarcerations of Hinduand Muslim leaders but little progress toward independence. By the close of the decade, however,the Hindu-Muslim cooperation began to break down over the of Muslimancient problem represen­
tation both in the national and provincial legislatures. The Hindus would not concede tho Mus­lims adequate representation according to population, even in the provinces where the latter 
held a key majority.
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At the meeting of the Muslim League inDecember 1930, accordingly, the call arose for a
 
Muslin state comprised of the Punjab, North-West Frontier Province, Sind and Baluchistan. The
 
name "Pakistan" was soon coined for the new state. 2 Bat the proposal attracted little support
during the 1930's. Instead, the Muslims remained quiescent and participated in the Indian elec­
tions of 1937 for provincial assemblies in the new "Federation of India" sanctioned by the
 
Government of India Act of 1935. The results were disastrous for the Muslims sioce the Iindus
 
won enough votes to fonn governments inmost of the provinces.
 

The Hindu Congress now claimed the right to speak solely for all Indians, tindu and Muslims. 
This infuriated the Musl im leadership, such as Muhammad Ali Jinnah, and the Muslim League began 
to regain the strength it had lost since World War I. This was especially true as the Hindus 
began more openly to discriminate against the Muslims in the wake of their election victories. 
By the close of the decade and with World War IIapproaching, more of the Muslim leadership

began to opt for a separate Pakistan rather than an Indian federation or an Indian confederacy. 

The Tri-Partite Division of British India
 

Soon after the advent of World War II,the Miuslim League, on March 23, 1940, formally
demanded (by the Pakistan Resolution) the partition and independence of the sub-continent. With 
this formal demand there began that process which, within a few years, led to the creation of 
the Pakistan nation when the sub-continent was partitioned in 1947. That journey through World 
War II and into the post-war era was too tedious for delineation here. The most important as­
pects of it,however, should be noted in passing. 

Initially, the British opposed the creation of a separate Muslim state and sought instead 
to grant independence on ly to a unified sub-continent. This British policy was not entirely
self-serving. It is true that the British originally *oped to retain influence with an inde­
pendent India, to grant that independence over a nunber of years and to retain India within the 
Conmionwealth. But British diplomats also believed that a divided sub-continent was not politi­
cally or economically viable, especially since virtually the whole civil service was Hindu 
rather than Muslim. 

As for the IHindus, the concept of a divided sub-continent was unpalatable to them. Not only

did lindu leaders look forward toward a united sub-continent, which might dominate south­
southeast Asia, but they anticipated dominating and harnessing the Muslims to bring their
 
talents to the task for constructing a unified, powerful India. 

From the moment in the thi,'ties that independence became a possibi I ty, the Muslim leaiI r 
ship, of course, opposed a tnion with the Iindus. Not only did they fear lindu domination but 
the ancient cultural, religious and historical differences, as delineated previously, mitigated
against union of the Muslims and HIindus. Not the least of these was the caste system which the 
Muslims abhorred. 

During World War II, with the defeat of Britain on the Continent, events moved rapidly
toward independence. British weakness and irmminent threat of invasion by the lapanese prompted
the British to make several proposals for increasing lindu participation in an Indian govern­
nIent . But Gandhi, sensing the British weakness and growing desperation, rejected the British 
proposals and promoted civil disobedience. At the same time. Gandhi tried to convince Alinnah 
of the improbability of a Muslim national state, but Jinnah would not comp rot i se. .Jinnah's 

2 p for t'injab, A for Afghania (North-West Frontier), K for Kashmir, S for Sind and TAN for 
Ba luchistarn.
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obdurance stemned from his knowledge that during World War 1I the Muslim masses had also been
 
taken with the idea of a national Muslim state and were as eager for total independence as were 
the Hindus.
 

InMay 1945, with the war in Europe terminated and with Britain exhausted, the final drive 
for independence began. In MayViceroy Lord Wavell tried to organize an all-Indian political 
conference to organize an interim Indian government. But the conference collapsed on Hindu-
Muslim intransigence. Ie provincial and central legislature elections of 1946 only strength­
ened the hand of both the ultra-nationalist Hindu Congress and the Muslim League. Then, in 
March 1946, the Attlee Government sent the Cripps Cabinet Mission to India to attempt to settle
 
the constitutional issues between Hindu and Muslim attendant upon some form of independence for
 
the sub-continent.3 The Mission was urgent for strife and economic dislocation were rapidly
 
increasing.
 

The Hindus presented a plan for a federal government and legislature with centralized 
authority indefense, foreign affairs, etc., with the provinces given authority for local con­
ditions. Such a constitution would have given the Hindus finn control of India, since they 
would have possessed a heavy majority in the legislature and already controlled both the civil 
service and the anned forces. The Muslim League, on the other hand, demanded nothing less than 
an independent Pakistan, making this demand a formality on April 9, 1946. The Cabinet Mission 
rejected both proposals and set forth its own plan, providing for a complex union of Indian 
states and British provinces, but with safeguards to protect the Miuslim culture and political 
identity. But both Hindus and Muslims rejected the Cabinet Mission plan and on June 29 tile 
Cripps Mission returned to London a failure. Itwas apparent, however, that the Hindus under 
the leadership of Gandhi and Nehru intended to dominate Muslim India, and the Muslim League 
would have no part of it, 

There followed an effort by the Hindu leaders to create an interim government, composed of 
an executive council and a constituent assembly, and to force the Mis lims to join as a minority. 
In August new Muslim-Hindu rioting occurred in Calcutta, rendering intense bitterness beteei 
IHindu and Muslim. Through the efforts of Viceroy Lord 'avell and .Jinnah, however, the Mhislim 
league finally entered the interim govcrnment in ctober. But it was hardly an arrangemient de';­
tined to produce either temporary cooperation or long-term solutions to sub-continent inity. 
[rion Oc*tober 14, 1946, when the luslims entered the interim government, onward, there i,as bitter 
friction, first over port folios and then recriminations over the rioting in Iengal and else­
where. The factions could not agree on the powers of the constituent assembly or the grouping 
of provinces. A conference in London in lecember comprised of Hlindu andMusl im leaders proved 
to be useless and tie constituent assembly net on lecemher 9 amidst the hitterest recrimin.­
t ions. 

The next few months witnessed the rapid acceleration of negotiat ing result ing inan iept 
plan of partition and the end of the British dream of a united Indian sub-continent as part of 
the British Commonwealth. With the collapse of the london Conference, the Attlee Government 
sent its most distinguished diplomat, Lord Mountbatten, to India in March as the new Viceroy 
with instructions to transfer power to .a unitary Indian GoVerlien t b' .Utne I , 19-18. But i' !lad 
already arrived too late to promote a unitary government, for on Ma rchi 8, 1947, the HIindu 
Congress Party in a resolution, conceded to the Muslims their desire for a divided sub cont inent 
and an independent Pakistan. Now leaers of both the HIindu Congress and til.,Muslin l.eague 
merely sought to affect the partition as expeditiously as possible. 

3 	Also on the mission were lord Patrick-Lawrence, Secretary of State for India, and Mr. A.%. 
Alexander, First L.ord of the Adni ralty. 
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By the end of April, Mountbatten had also accepted the fact that partition was irevitable
 
and now merely sought to delay this until it could be accomplished peacefully, orderly, and
 
with the new states as part of the Conunonwealth. Events now moved very rapidly, however; order
 
broke down, and in the chaos that resulted, many thousands of Hindus and Muslims died. Indeed,
 
Mountbatten had prepared a general formula for partition whereby each province would decide its 
own association, but with the Punjab and Bengal to be divided between lindu India and Nuslim 
Pakistan. The issues remaining seemed to be whether or not the two new states would join the 
Commonwealth, the disposition of the armed forces, and the operating of the machinery of par­
tition.
 

These issues were settled post haste and partition proceeded accordingly. Ile Indian
 
Hindu leaders, Nehru and Menon, soon agreed to keep Hindu India in the Comunonwealth if the 
British would advance the date of the transfer of power. The Muslim leaders always intended 
keeping Pakistan in the Commonwealth. It was also agreed that the armed forces would be divided 
along religious/political lines. On Vime 3. the Attlee (;ove len t announced the plan for 
partition of the Indian sub-continent based on the principle of self-detenmination and the date
 
for the transfer of power was to be August 15, 1947, a year ahead of the original schedule. In 

effect, this meant the tripartite division of the sub-continent with 1,0U00 miles of I indu India 

between the two parts of Mluslim Pakistan. By the end of June both the Hindu Congress and the 

Muslim League had accepted the "British plan." Alas, however, the machinery of transfer was 
totally inadequate to the ask at hand, for which the people of the sub-continent would pay a
 
fearful price inblood.
 

The Emergence of Pakistan 

The problems of affecting tihe partition of the sub-continent were, of course, enormous. But 

they were especially difficult, indeed staggring, for the new Pakistan nation. For Pakistan, 

they included creating a new polit ical adini strat ion and establishing the admini strat ive 
remain with
machinery of that new goven ment. The piovinces had to vote to join Pakistan or 

India, and a new currency backed by suitablv reserves had to be devised. Personnel to run the 

new administration had to be recruited and a nich army created. In short, within scarcely more 

than two months, a new nation had to be created with the most elementary or no available 
resources.
 

As to affect ing the part it ion of the sub cont inent, the principal tasks involved dividing 

the several resources be tecn the two na>cent state and holding self-deteomnimnition elections in 
each princc sou ld go. The taking of these decisionsthe several provinces to decide wiither 

sumnna­constitute a complex history in itself as do the results. All that we may do here is to 


rize briefly the n:iture of these i''sults.
 

First, in this interim period, the vote w;;s taken in the provinces to decide their affili 

ation. Thus, last l'di al, Selht, h -t 1')i ab, Sinrd, BIaluchistan, and Tihe North-hest tront ir 

Irovince opted foiuim on to crcate l'iki-tan. Next, After the British passed the Indian indc 
the creation of the two vieh states,pendence Act on lnki , I-,ii .lvic le'e i form to 

its siicce>>uirthe interim govrii-''it I..- 1i1 idcd c lin' into two cabinets, eacn to prCpalc 
i tlune I ' ujh''ritp in this pr'orc-. Ihird, A Paitrtiton Coiruncil was created itostate hid , 

hlecaiL' ;o ,'l'i'lol'-;e r'r'l f1 ilt.lew' aki­provide the miaciinIer'IcV " lI rt it i . irti, \li linnilh 
. Ibis ari'r'ai'estan state, while Sin tiihtiten rc'cruitimnd tovnioriO c l of' the rich Ildi avi taLt 

ment Was supposed to fiacilitate solo iin r ii inin proble:s once partition took place. Lifth, 
personnel of the formicr (Wix''ivimev to India rce divided betheen tie two successor states. The 

division of financial set' and l i}ilr tics proved too difficult Y'or the time allowed, and was 

put to the A,'hitral Tribunal instead. Lxti;t ing crr'l'(ncy was to r'liain operative tintl October 

1948, at which time Pakistan was to ;!v dL its ohliCrrenc)y. An Arned Lor'ces ltecuiCCst'lruct i oil 



Committee was also created to oversee the division of the India Army for each new state. Final­
ly, a connission headed by Sir Cyril Radcliffe also determined the final partition boundaries 
for the two new states, including the disputed Bengal and Punjab boundaries. By August 15,1947, 
although nwierous issues were still outstanding, sufficient agreement had been achieved to 
affect the tripartite division of the sub-continent. 

Pakistani politicians who assisted in bringing the new state of Pakistan into existence 
bitterly claim that the Viceroy lord Molntbatten inflicted a grave injustice on the Muslims by 
agreeing to advance the partition date ahead by almost a year. The Pakistanis maintain that the 
Muslims were denied enough time to organize a new government and required services and that 
there was inadequate time to organize and affect the partition itself. [here is much to warrant 
this criticism, of course. The chaotic mner in which thousands of Muslims and I indus were 
killed in cotinunal rioting is only one exanple attesting to the validity of the Pakistani 
critique.
 

Be that as it may, apart from the disasters attendant upon the rioting, Pakistan also 
conspicuously failed to obtain her share of the spoils of the partition. Upon partition, vir­
tually all of the economic and financial strength was garnished by the new Indian state. The 
major ports and industrial centers were all located in India. The conunercial houses and banks 
were also located in India. The industrial technicians and the skilled workers were Ilindus 
for the most part. The currency was Indian and the Indian leaders fai led to provide Pakistan 
with its share of the general treasury as agreed upon during tie partition discussions. The 
details of the Pakistani economy are set forth in Appendix 11. Suffice it to record here that 
partition left Pakistan in the position of a supplier of rah%mterials to the industrial pro­
ducer, India. 

Pakistani leaders clain to have seen in this process a deliberate Anglo-Indian policy 
whereby the "rumnp" Mhslim provinces must one day return to India in order to survive economical­
ly, thereby insuring Itindu donination of the entire sub-continent. The Pakistani suspicions may 
have been conjectural, but it is clear that the affectation of partition only embittered and 
widened the already existing differences between lindus and Muslims. 1o these differences were 
soon added the massacrcs in Punjab, the Jhnagadh-llyderabad-Kashm ir and Indus basiii ater dis­
putes, and most recently, the brutally achieved secession of Bangladesh. 

The New Pakistani Nation: From Jinmah to Bmg adesh 

Given the hard and painful realities of its birth, it is not surprising that thi, new 
nation so steeped in poverty of all kinds and confronted with the hostility of a mort lowerful 
neighbor, should experience severe economic and political vicissitides. Apart fran t,, foreign 
policy problems engendered by t he host il ity of Indi a and recorded above, the new 1 tan statelak 
was confronted with severe, major internal problems. These inclIuided, in addition t(' reating 
a new governmient and the l'onna lities of state, a vast refugee probh1cm and tie di ffi ,Ity of 
integrating LIast and West Pakistan, separated physically by 1,00I miles. In all ,:lese dif­
ficulties, tie new state did enjoy one per'asive advantgp': the cuthosiasm of thN '1 ,>lims to 
make the ne,' state a success. 

IPortunately also for the Muslims, the)' enjoyed the leadership of MoaiNUmmmad A: Jinih, who 
had led the Nusliuns to independence, and his assistant, liaqua t Ali Kiiai. Ali hnaih became 
Governor-General of tie new dominion while Ali Khan hecamie Prime Minister. it',o i , they helped 
organize the new Const ituent Assembly which met in Karachi. 'rovincial admnini, ttions were 
soon organized and Jinnah and Ali Khan set about trying to solve the most cri uil problem, 
refugees. 
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Within a few months of partition, West Pakistan was overwhelmed with six million refugees 
and in turn lost about five million Sikhs and Hindus. Fortunately, there was much available 
land in West Paksitan, as well as new irrigation projects. Muslims who had served as day labor­
ers to Sikhs in East Punjab now becamne land owners, all of which facilitated settling the refu­
gee problem.
 

Uniting the two wings of Pakistan and factions within each wing proved to be an even more 
difficult problem. In West Pakistan, Punjabis, Pathans, Sindhis and Baluchis had an historical 
record of intransigence. Under the firm hand of Jinnah and Ali Klan, however, un it v in lWest 
Pakistan was imposed. Then additional tragedy struck. In 1918 Jinnah died and L.iaqiumt Ali 
Khan assnned his role of Governor-General and Pakistan's leader. Scarcely three years later, 
in the midst of the struggle for economic development and political unity, Ali Khan was aqsassi­
ated. l)eprived of their only two outstanding leaders in such a short period, some helieed 

that the new state might disintegrate. But the nationalism, if not the political inity, 
imposed by the Jinnah-Khan leadership, at least in West Pakistan, proved dr'abhl . 

East Pakistan, however, proved to be another matter. The eastern Musl ims soon evidenced 
extreme jealousy of West Pakistan, where early economic progress offered a promise of a better 
life. Ihe easterners, suffering economic privations, never developed the unity with the west­
erners required to make a united nation. In 1951 the eastern Muslims overthrew the Muslim 
League ministry. Thereafter factionalism and instability marked Last Pakis tan. 

The deaths of Jinnah and Ali Khan, however, marked a turning 1)oing in the successful imple­
mentation of West Pakistan's national unity, democracy, and economic development, despite some 
periods of deep apprehension. Between Ali Khan's death in 1951 and the end 01 dominion status 
in 1956, the initial political unity, although not the national spirit, disintegrated. Deprived 
of a strong national leader, the Pakistanis divided among several weak leaders and new political 
parties sprang up. Lconomic and political leadership devolved upon a very small western educat­
ed elite who were at odds with the religious leaders and the rural masses. Ihis elite desired 
a parliainentary type of government derived from the British model, while the rural masqes opted 
for a strong leader from whom would flow paternal benefits. 

)espite this internal wrangl ing, some pol it ical and economic progress was "chieved ding 
these years. :\ federal constitution was finally promulgated, making Pakistan an 'Islamic 
Republic" and ending her dominion status, hut retaining Comonwealth status. A. ' ',, ,quo 
between last and West Pakistan was also attained. At the sane time, the economy, bu ttressed by 
large sales of jute ind cotton abroad, allowed P'akistin to balance her budget and heg in the pro­
cess of industrial i it ion in West lakistan, a feat also accomplished only as i result of' sub­
stantial foreign financial and technical assistance (see Appendix 1I1. 

The year 1= appeared to mark both a high point in Pakistan's domestic affairs, as well as 
the beginning of several crises with India which continued until the calamitous year of 1971. 
Indeed, the foreign policy problems of Pakistan dul'ing and after 195) contributed substantially 
to the Pak i stani domestic instabil it)' which included desul tory economic growth, social problems 
and constitutional crises. 

Since tie partition of 1917, relaticus with India had been vey st'ained as a result of 
the partition itself (see above) and the problems resulting from partition inciding refugees, 
Kashmir and the Indus Basin. [he tireatm1ent affol'ded the .Uslil'lreu'gtees, ini itself, appeared 
to insure elmbittered relations with India for many years. Upon partition, the Pakistanis were 
also faced with the disposition of Kashmir, 772 of whose population was hirsl in but which was 
ruled by the Hindu Maharajah. Negotiations failed and Indian troops occupied the eastern part 
of Kashnrir in vicious Pakistan- Indian fighting. Although the UN managed to arrange a cease fire 
this dispute continued to sitmer. Finally in September 1956 India and Pakistan fought a full­
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scale three-week war over the issue which, however, was also indecisively concluded as a result
 
of another UN armistice.
 

While the Kashmir problem remained unresolved along with the Indus Basin (see below),

Pakistan's internal difficulties increased. Pakistan was troubled by severe internal social
 
and economic problems. Iter agriculture was still semi-feudal with a few thousand landlords 
owning over 20% of the agricultural land. There was also severe tension between the educated
 
elite and the masses over the governing of Pakistan and the problems of economic development.

With the burden of crisis with India, the democratic process, never deeply ingrained, broke 
down. In 1958 senior military officers seized power, suspended the new constitution, declared
 
martial law and proclaimed the Pakistani general , Ayub Khan, as the new President. 

During the sixties saue progress toward solving social, economic, and foreign affairs
 
problems was registered, despite continued undercurrents of discontent. The land reform of
1959, displacing the absentee landlord, was continued and greatly needed irrigation projects 
were begun. Similarly, industrialization and transportation, heavily subsidized with foreign

aid, were initiated as was long-term economic planning. In foreign relations, the long-standing
Indus Basin dispute was settled with India under the auspices of the l13d) (International Bank
 
for Reconstruction and )evelopment). Under this agreement, Pakistan was allocated control 
over
 
the three western rivers of tiL basin, while India was given control over the three eastern
 
rivers. The IBRD and other nations agreed to finance the construction in Pakistan of a whole 
system of darns, link canals and barrages to assist Pakistan's irrigation and flood control
 
programs.
 

Despite the substantial progress recorded above, dissension continued to disturb Pakistan,
exacerbated by continuing ill feelings with India. In 1962 another constitution had been
drafted to replace that of 1956, but over two more years were required to holId new elections.
These were held in January 1965, at which time General Ayub Khan was elected to a five-year
term. But political dissatisfaction, influenced by government and political corruption and
 
tension between ast and West, undermined the implementation of the 1962 constitution. On 
March 25, 1969, Ayub Khan resigned and was replaced by General A.. Yaha Khan as Chief Martial 
law Administrator, who promptly suspended the 1962 constitution. Such was the course of Paki­
stan's democracy during the si-xties.
 

Contemporary Pakistan: The Secession of Bangladesh and Beyond
 

The decade of the seventies began on a hopeful note, but soon degenerated into a disaster
 
for Pakistan. InJanuary 1970 martial law was lifted inpart to permit political activity

again, and inDecember elections were held for a new National Assembly, as well as for legis­
latures for the five provinces. The results of these elections were politically devisive. The


Awanmi League, with Sheikh Mlujibur Rahnan as leader, won 160 out of 162 seats allotted East Paki­
stan in the National Assembly, while the PPP (Pakistan People's Party) tnder Zulfikar Al i Bhutto, 
won 81 of the 13H seats allotted West Pakistan. The two parties differed bitterly over the 
issue of polit ica l power to be afforded to the federal government and to the provinces. 

After weeks of dehate they were unahle to resolve these issues. Accordingly, in March, the 
Pakistani Amy tbanned the Awami league. Thereupon, on Ma rch 26, 1971, the leaders of the Awami
League declared 1ast Pakistan the "People's Republic of Bangladesh," fled to Cal cutta, India,
and established a government-in-exile. In the civil war that followed, the P'akistani Army in 
East Pakistan fought the Last 'akistani Mukti Bohini (liberation forces) in a gierrila war 
which wasted East '; kistam and drove some 9 million East Pakistanis (Bengalis) into India. The 
Indians, irritated at the arrival of the refugees and sensing an opportunity to deal Pakistan a 
severe defeat, intervened in the civil mar in early December 1971. 
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By the middle of December the Pakistani Army in East Pakistan had been crushed and on
 
December 16, 1971, about 91,000 troops, paramilitary and administrators, surrendered to the

Indian Army. On the following day Pakistan accepted a cease fire in the West. Muslim Bangla­
desh now became an independent state, a ward and satellite of Hindu India. Subsequent negoti­
ations between Pakistan and India permitted the return of Sheikn Mujibur RaFman to Bangladesh,
the repatriation of the 91,000 West Pakistanis and the beginning of a normalization of relations 
between the truncated Pakistan and India through the agreement of August 28, 1973, among others. 

The crisis and trauna of 1970-71 appears to have destroyed the traditional fabric of organ­ized power and shaken the elements of that power which governed Pakistan since 1947. And from 
this shattered pre-Bangladesh power structure, Zulfikar Ali Bhutto has emerged as the new, 
dominant leader of Pakistan. 

The disaster in East Pakistan forced the immediate resignation of General Yahya Khan and on December 20, 1971, All Bhutto was proclaimed Chief Martial Law Administrator. Ali Bhutto
 
had already achieved primacy in West Pakistan politics, through the PPP, a primacy which he
demonstrated in the elections of 1970. lie created the PPP through an appeal to the urban and 
rural masses with promises of reforms and an improved standard of living. Ils opponents, poten­
tial and otherwise, were discredited not only by Ali Bhutto's campaign rhetoric, but finally by
the defeat by India. Thus, the once powerful officers and the feudal found them­army 	 landlords 
selves displaced after December 1971. 

During the course of Bhutto's administration, he has been confronted with grave political,

economic and social problems which, at times, have threatened once again to undermine the young

nation. Foremost, upon assluning office, was the depressed state 
of national morale engendered
by the defeat by India and the secession of Bangladesh. The loss of Bangladesh also caused
significant economic dislocations in an economy already uinder severe stress since 19h8. lard 
upon the loss of Bangladesh came the severe floods of 1973 and then the substantial inflation

in oil, fertilizer and industrial goods in 1971-0. Underscoring the economic difficulties was
 
the socioeconomic problem of a rampant Pptulation increase which 
 threatens to inundate the
 
slowly expanding lPakistan agricu ltimal potential.
 

Ali Bhutto attacked these problems energetically and, thus far, With limited or no success
in some cases, with modest achievement in others, but of course, with considerable criticism 
both within and outside of P'akistan. Politically, the Bhutto administration sought to reestab­
lish government on a const it ut ional Ihasi s, but has been intolerant of poli t ical opposition.
Thus, the National Assemblv drafted a ne% constitution providing for a strong, central and
parliamentary form of government which came into force on August 14, 1973. Const i tutional
political power lies hith the prime minister, Ali Bhutto. At the same tile, Ali Bhutto did not
hesitate to dismiss pro'incial governments in 19"3 with which he disagreed. Similarly, he has
created a Federal Secuirity lForce (FSF) to crush any violent political opposition, such as 
student or worker strikes, and to supplement the Army and regular police. It4i not surprising
that current reports suggest cont inued minercurrents of pol icalit opposit iol. 

In foreign affairs the prime minister has attempted to reorient Pakistani foreign policy 
away from host ility toward India and toward associat ion with the other Middle Eastern Musl im 

4 	See Backround Notes: Pakistan. Washington, D.C.: Department of State, 1975, pp. 3-4, for a 
succinct review of tle functioning of the current government of Pakistan under the 1973 
constitution.
 

119
 



states. In this he has been relatively successful, achieving some agreement with India and ob­
taining the return of the Pakistani prisoners of war. He has also secured financial assistance
 
from the Muslim states to the west which has helped Pakistan overcome the current world-wide 
inflation.
 

In economic matters Bhutto has attempted to cope with the dislocation caused by the loss of 
Bangladesh, meet the economic promises to workers and peasants made during the election campaign 
and reinstitute long-term economic development with foreign assistance. Pakistan's economic 
develop nent is reviewed in some detail in Appendix II, but, as noted in Chapter 1, Bhutto has 
succeeded in reinstituting economic development around a new fifth five-year plan, 1975-80, and 
has elicited substantial foreign economic assistance both for the period 1971-75 and for the 
current five-year plan. 

In all of this, however, the prime minister appears to have been least successful in ful­
filling his campaign promises to the masses. Their standard of living remains abysmally low 
and, as delineated in the prior text, in terms of health care, little of a concrete nature has 
been accomplished either ir,preventive medicine or treatment of existing illnesses. Most tragic,

however, has been the ineffectiveness of family planning programs. Thus, with a minimal 
population increase estimated at between 3.5 and 4.20i, more than two million additional Paki­
stanis are added each year to burden the nation's still limited agricultural production. It is 
a spectre which haunts and threatens to undermine Ihutto's modest achievements since 1971. 
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APPENDIX II 

THE PAKISTAN ECONOMY: AN HISTORICAL PERSPECTIVE 

In the text and the attached Appendix I, it has been suggested that the partitioning of the 
sub-continent presented a greater trauma for the Mluslims of Pakistan than the Hindus of India. 
One of the principal elements contributing to this adverse condition was the economic status of 
Pakistan at the time of partition. The British, we have observed, administered the sub-continent 
as a single economic unit but hardly as a unit of planned economic development. They sought 
instead, and in part at least, to promote the free trade movemient on the sub-continent and thus 
to create a fertile field for British capital. They also administered the sub-continent with 
the dual pragmatic objectives of def se and the maintenance of law and order, prerequisites,of 
course, for the attraction of British investment cipital. 

As comnnunications expanded the increasing flow of Briti sh investments promoted diverse 
industrialization which progressed along natural geographic patterns. The ports of Calcutta, 
Bombay and Madras were modernized,and rail and telegraph communication radiated from these ports
into the interior. Gradually, during the latter part of the 19th and early 20th centuries, 
textile, iron and food proces:;ing industries emerged around or near these ports,or in some cases, 
in the interior of the sub-continent along the new railiways (built for defense and security) in 
the vicinity of iron and coal resources. Similarly, agricultural production, especially the 
cash crops of cotton, jute and grains, were promoted in suitable areas of the sub-continent. 
Thus, the industrial development amd much of the minnug and agriculture occurred in th, heart of 
the sub-continent or the vicinity of the large trading ports. 

Thus, the future of the geopolitical structure of the sub-continent was predetennined, 
not only by the language and religious enclaves, but by the economic attributions. The future 
India was afforded all of the industrial areas, the best ports, the rail and telegraph coninruni­
cation systems, the better working mines,and much of the best agricultural land. The lindus 
were also blessed with the entrepreneurs, managers and technicians to render these industries 
operable. The area which was to become Pakistan was thereby denied any industrial base or 
trained personnel to operate industries. Instead, the , uslims were relegated to being suppliers
of raw materials, cotton, jute and wheat, to the industrial heartland of the sub-continent in 
India. 

When the partition occurred, the area of Pakistan, accordingly, was left with virtually 
none of the wealth or the industrial accoutrements of power the British had helped create in 
India over 2tOyears. Upon partition, over 90, of the industry in the eastern part of the sub­
continent was located around Calcutta. So also were virtually all of the banks, businesses, and 
educational institutions. It was anticipated that Fast Pakistan would continue to 
provide jute for the mills of Calcutta as during the British occupation. Tho sitration was 
similarly depressing in the west, where the division of the spoils was entirely ii eqtitable. Of 
the 394 cotton mills in the sub-continent in 1947, 380 went to India and 1. to West I'a0kistan, 
where cotton was the murost important agriicultunral ca..h crop. 

Other data available only sonic time after partition, i.e., for 199-n1931, again further 
illustrate tihe desperate condition of Pakistan in 194% Over o00of the total national incone 
of 18.6 billion rupees in 1949-1950 derived from agriculture. The per capita incre for 1949­
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1950 was 237 rupees, slightly less than $50 (itis unavailable for 1947-1948). About 87% of
 
the people lived in rural villages (75% in the period 1970-1971), while about 16% were estimated
 
to have been literate. Most of the peasants derived only a subsistence level of agriculture
 
from the primitively cultivated and underdeveloped small Pakistan farms. Famine had occurred
 
frequently since 1900 and it threatened again.
 

Both parts of Pakistan, moreover, were almost devoid of power for industrial and commercial
 
development, although not of natural resources (see below). In Punjab, for example, West Pun­
jab was supplied with electricity from the Maudi Hydroelectric Works in East Punjab but with
 
partition, this source could no longer be relied upon. Thus, without this source, the total
 
installed capacity for West Pakistan in 1947 was 75,028 Kw and 15,610 Kw in East Pakistan.
 
Although a geological survey of the sub-continent had been undertaken, it was very superficial,

especially regarding the Muslim areas, with the result that in 1947 the government of Pakistan
 
had no certain knowledge of Pakistan's mineral resources.
 

Such were the economic conditions upon which Pakistan began its national life, conditions
 
dictited by domestic historical factors as well as the British concern for imperial security,

free trade and investment, and the vagaries of governing a complex sub-continent. In 1947,

therefore, the Pakistanis were confronted with securing virtually all of the basic institutions
 
and enterprises in agriculture, manufacturing, power, transportation, communications and finance
 
to make Pakistan an economically viable nation.
 

Pakistan' Natural Resources
 

Mineral Resources
 

Delineation of Pakistani mineral resources was only undertaken in earnest a few years ago

which still leaves much to be determined. Nevertheless, a number of mineral resources have
 
been identifird. It is estimated, for example, that Pakistan has about 400,000,000 metric tons
 
of coal reserves although this coal is generally of poor quality. There are also about
 
520,000,000 metric tons of poor quality iron ore. Pakistan also has enormous reserves of lime­
stone and moderate quantities of other minerals including chromite, barite, antimony, aragonite,
 
gypsum, rock salt and marble.
 

Pakistan also has small quantities of oil and large amounts of natural gas. It is
 
estimated that Pakistan has about 16,000,000,000 cubic feet of natural gas.
 

Water Resources
 

At the time of partition, Pakistan was poorly endowed with hydroelectric power derived
 
from water resources but, due to the topography and river systems, the country had a consider­
able hydroelectric potential which currently is being exploited. The government has been
 
constructing new dams and hydroelectric stations along the Jhelum and Indus Rivers. In the
 
early seventies total electric generating capacity was abotut 1,900,000 kilowatts but the new
 
construction will raise this to over 5,000,000 kilowatts by 1980.
 

Land, Forests and Fisheries
 

Of the total land area of Pakistan, 199,000,000 acres, only about 25%, was under cultiva­
tion in the early seventies. This was due in large measure tc socioeconomic factors, but also
 
to the lack of water and the salinity of the land. To counteract this problem the goverinment
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launched programs in the fifties to irrigate millions of new acres and to pump millions of
 
additional acres in order to drain them of 'alt water and revitalize them with freshwater. As
 
is recorded below, this has helped Pakistan's "green revolution" in the last two decades.
 

Forest resources are very limited in Pakistan due to the very dry climate and forest pro­
ducts contribute little to the GNP. Fisheries, on the other hand, offer the Pakistanis new 
economic opportunities. The fishing industry has been expanding each year for the past decade. 
In 1969, for example, the total catch amounted to 180,000 tons. 

Major Components of the Pakistan Economy
 

Agriculture
 

In the early seventies (1971-72) agriculture, forestry and fishing accounted for about 
41% of the GDP. The agriculture sector showed substantial growth in the sixties, averaging 
4%between 1960-65 and 6% between 1965-70. This sector provides employment to about 65% or 
more of the official labor force. Still, only about 25% of Pakistan's total land area is under 
cultivation. Government legislation on land reform has dealt, in part at least, with the prob­
lem of absentee landlords and small, unproductive holdings through maximum and minimum area 
limits. As a result of this reform and even more importantly, irrigation, heavy fertilization 
and foreign technical assistance, the Pakistan agricultural sector has shown impressive produc­
tion. In 1970 Pakistan produced 11,000,000 metric tons of food crops, the majority of which 
were wheat and rice. By 1972 the "green revolution" was in full operation. 

Mining and Manufacturing 

Mining accounted for only about 1% of the Pakistan GDP by 1970. Nevertheless, as manufac­
turing increases, mining is expected to become an increasingly important component of the 
economy. Thus, natural gas production has risen from 26,000,000 cubic feet in 1959 to 
115,000,000 cubic feet in 1971. Coal production reached 1,000,000 tons in 1970 while limestone 
(for cement) has doubled to 1,700,000 tons annually.
 

As recorded above, upon partition in 1947, Pakistan was left virtually without any manufac­
turing capacity. But by 1970, the manufacturing sector accounted for 17% of the GDP, compared 
with 12.5% in 1960 and under 1% in 1947. Manufacturing employs about 10% of the work force and 
this sector has been expanding at about 9%a year, principally clue to growth in large-scale
 
industries.1
 

Transportation and Co munications 

The railroad was the principal means of transportation in Pakistan until the past decade 
when itwas displaced by bus and truck. Road transport now accounts for about two-thirds of 
total passenger miles and one-half of total freight. In 1970 there were about 12,700 miles of 
paved roads and more than 12,000 miles of unpaved roads. The principal arterial road runs from 
Karachi to Peshawar via Lahore and Rawalpindi. The total railroad route mileage in Pakistan is 
5,300 miles. Pakistan International Airlines provides service to 

Pakistan's Key Economic Indicators, June, 1974, Vol. 8, No. 0, Karachi: Ministry of Finance, 
Government of Pakistan, 1974, pp. 27-30, Tables 1-3. See also Tables 1-3 below. 
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Europe, the Near and Middle East, Africa, the Far East and China. Pakistan also had shipping of
 
about 739,000 tons and 131 ships in 1972.
 

Communications are still somewhat limited with 8,000 government post offices in 1970 and
 
only 207,000 telephones in 1971. A high capacity microwave communication system linking
 
Pakistan with the middle East and London is also available.
 

Electric and Other Power Sources 

In a prior reference, it was noted that despite Pakistan's poor rainfall and limited 
endowment with water resources, the government nevertheless has sought to harness the great 
river system in its northern areas both for irrigation and power. The largest hydroelectric 
plant in the early seventies was located at the Mangla Dam on the JheuM River in Azad Kashmir 
which was then producing 650,000 kilowatts. This was to be raised to 3,000,000 kilowatts by 
1980. Work on a much larger dam, the Tarbela Darn, on the Indus River, was initiated in 1968 
and is expected to be completed in 1976 or early 1977. The power plant at Tarbela will have a 
final capacity of 2,100,000 kilowatts. 

Most of Pakistan' s power needs, nevertheless, are current ly met by coal-burning thermal 
plants. Some of the new,'er ones use some of Pakistan's abundant natural gas. The Pakistanis 
are also experimentin g with nuclear power and have constructed a 137,000 kilowatt nuclear power 
plant outside Karachi. As recorded above, in 1972 Pakistan had about 1,900,000 kilowatt 
capacity but expect that level to exceed 5,000,000 kilowatts by 1980. 

Rural Infrastructure, IHousing and Urban L've Iopu!t 

It is estimated that only about 10. of Pakistan's villages (approximately 43,000 total in 
which about 75% of the population resides) have any electrical power. This lack of electrical 
power represents a severe deterrent to improving the quality of life for the rural Pakistani as 
well as providing power for rural agro-industries. 

It is also a severe deterrent toward improving the deplnrahle .'wal housing prevalent in 
almost all Pakistan villages. Although it is hardly the principal factor, the lack of rural 
electric power hinders the creation of desperately needed samitary water supply and sewage 
disposal. These deficiencies, of course, are prime culprits in the widespread gastrointestinal 
and other rural diseases. 

Finally, there is a desperate lack of serviceable roads in rural Pakistan. It has been 
estimated that about half of Pakistan's rural population live three miles or more from an all­
weather road. Not only does this condition render commercial activities hazardous, but virtu­
ally isolates these people during the rainy season. It has been estimated that Pakistan needs 
at least 240,000 miles of permanent roads, 123,001)0 of which should be faro- to-market roads. 
To date, only 35,000 miles of farm-to-market roads exist, most of which are in poor condition. 
Road construction plans of the Pakistani government are currently inadequate. 

Urban development, that is, housing, potable water and adequate sewage, are totally inade­
quate even in the major cities, as suggested in the attached text. To date, only about 30% of 
urban dwellers have potable water, while basic sewage disposal is available to only about 15% 
of the urban population. Even if the current five-year plan is completed (in 1980), less than 
50% of the urban residents will have potable water and sewage facilities. 
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Banking, Commerce and the Free Enterprise System
 

Pakistan has available an operable system of financial services, the centerpiece of which
 
is the State Bank of Paxistan, which has control over the whole banking sector. The State Bank
 
acts as banker to the central and provincial governments and administers official monetary and
 
credit policies including exchange controls. It has sole currency issuing rights and has cus­
tody of the coUntry's gold and foreign exchange reserves. 

There are also four institutions that provide meditun- and long-term credit for industrial 
and agricultural purposes: PICI (Pakistan Industrial Credit and Investment Corporation), IDBP
 
(Industrial Development Bank of Pakistan), AI)BP (Agricultural Development Bank of Pakistan),
 
and HIBFC (louse Building Finance Corporation).
 

The above suggests that the central government has traditionally supported a system of free 
enterprise and has encouraged private domestic and foreign capital investment within the frame­
work of development plans. Inshort, since 1917 Pakistan has had a "mixed'" economy, but with 

Between 1947 and
the government taking a decidedly stronger hand since the disaster of 1971. 

1971 private enterprise flourished inmanufacturing, finance, retail and agricultural sectors, 
and except in agriculture, which has special circt nstances described elsewhere, power within 
these sectors has been concentrated in a small ntunber of family cartels. This concentration of 
economic power has been a source of social and political friction, however, as the workers 
increasingly resented these financial Moghuls. The Bhutto administration, as delineated below, 
sought to redress the balance by nationalizing thirty-one of the largest manufacturing firms 
since 1972 and by placing new controls on such kcy industries as iron and steel, chemicals, 
cement and fertilizer.
 

Inany event, since 1947, the Pakistani government has consistently encouriged both domes­

tic and foreigi investment in Pakistan industry. This encouragement has taken the form of the 
above investnent institutions as well as investment incentive schemes including tax holidays, 
long-term credit and repatriation guarantees for capital and profits. By 1970 these incentives 

had drawn about $600)1,000,000 in investments from the .K., tie I.S., (ennany and Japan. Only in 
1973-71, in the face or excesime inflation, has the Bhutto idininistration altered this pro­
investment policy ani sought to restrain private investment as a means to control inflation 
(see the following sect ion for a review of the factors control ling Pakistan's contemporary
 

economic performance).
 

Libor and Farmers in Pakistan 

In 1970 itwas estimated that total union membership in both parts of Pakistan was only 

750,001 out of an estimated labor force of 30,000,0(lOll. Tis organized labor force comprised 

about 1,000 registeed onions, most of them organ ized in individual estab1islm'ents. Nationwide 

unions based on a comunio cri ft or indu>trv are verv fe. As one might expect, such limited, 
has negated the bargaining power of theseweak organization, together with vast ioeinplonent , 

unions. \s a result, the laborers ae turndt'J icreasingly to militant political action and not 

witholut results. lh. tto administrat ioni> the past three years tothe mincreased mh:'- dtirin 

try to keep the industrial ior'ker' abreast o iil ion.
 

and are
About SO mill ion of hPakistin'q -0i mil lion pl- ilnlhtbitaniq liye in rura1ml aurea,'. 
directly or indiiectly dependent ipon agricultute f'or livelihotd. Approxinltely 55 of the 

total labor force is employed direct l incrop and Iivt-ttck prod ct ion and about 251 inmar­

keting and processing Vtf:gr'icltuoral prcdhucts and iiqplply 'Ifagr icl tural services. Moreover, 
tmci, uont il tie present time at least,agriculture is the printcipal foreign oxthinu cii 

'lt c.'anrts.account ine for about thillc 1ot1hs (i rlt.I lI it'tem 
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Despite the key role played by agriculture in the Pakistan economy, the lot of the farmer­
peasant is a difficult one. The system of land ownership and cultivwtion has evolved over many
 
centuries and still retains the flavor of feudal relationships.
 

In 1960 the total number of farms numbered approximtely 4.9 million, with a total farm 
area of 48.9 million acres; 75% of this farm area was cultivated. The average size of the farm 
was ten acres, while 8% of the farms were fifty acres or more, 15% were twenty-five to fifty 
acres, and 770 were less than twelve and one-half acres. About 38% of the farms were operated
 
by owners, while 622 were operated by tenants.
 

The life of the Pakistani farmer whether owner or tenant is very difficult, lie operates 
with primitive tools, suffers from a lack of credit and fertilizer, and is dependent to a large 
extent on irrigation to survive. Much of his acreage is subject to high salinity and good water 
management has not been available. Ile and his fanily live in substandard housing without pota­
ble water and sewage disposal nor, as delineated in the text, does the family have nearly
 
adequate health care. 

The Bhutto adninistration has sought to improve the status of Pakistani farmers so as to 
increase vitally needed food production and cash crops for foreign trade. It has sought to
 
provide better credit (through the National Credit Consultative Council) and to give the farmers 
expertise through fani extension services. It has also sought, through foreign assistnce, 
to provide more fertilizer, better water management and irrigation, and hybrid and/or 
more productive seeds. Finally, in 1972, it introduced a new land distribution law seeking to
 
increase the number of farm owners, decrease tenancy, and make more equitable the owner-tenant 
relationship. This land reform, together with the other technical assistance, including rural
 
infrastructure, is reordering the farmer-tenant life, but mumch too slowly to satisfy large
 
n nbers of these disadvantaged Pakistanis. It is not surprising then that general production
 
has hardly kept pace with test cases showing attainable production under certain conditions in
 
Pakistan. Moreover, since the introduction of the fourth five-year plan in 1970, agricultural 
production, due to a variety of reasons including poor weather and inefficient use of water, 
has increased only 0.5% annually as compared to S.0% during the sixties. 

Prices, Foreign Trade and the Balance of Parnents
 

Pakistan was severely tried by the worldwide inflation of 1972-75. The percent of increase
 
inwholesale prices in Pakistan between 1970 and 1971, for example, was 5.6%. But between 1972
 
and 1973 and 1973 and 1974 itwas 24.3% and 17.2%, respectively. 2 The result of this inflation
 
was to increase greatly short-term investment rates, reduce bank deposits, force the govern­
ment to tighten all credit,and to limit the growth of money supply to about 14% annually.
 
Prospects for 1915 and 197h may be somewhat better, aq the wholesale price index may be moderat­
ing although it is still too early to render a definitive judgment.
 

Pakistan's trading position has also deteriorated along with its price stability. Accord­
ing to data utilized by the tl\I), in current prices, imports have increased from $717,000,000 
in 1971 to $2,00O, ,OR) This same data revealed exports, in current prices,00h for 1975. 3 


2 See Pakistan's Key Economic Indicators, >j.cit., pp. 9-10, and Tables 4 and 5 below; see also 
)AP, op. cit., pp. 14-15; still another highly respected source has indicated that in FY 1974, 
domestic wholesale prices increased by 27.1 and in FY 1975 wholesale prices increased by 

2W.i. This source also reported that the rate of inflation slowed consider.'/y in early FY 76 
and the inflation rate is expected to be no more than 10% for all of FY 76. 
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increased from $682,000,000 in 1971 to $1,300,000,000 in 1975. The data resulted in a trade
 
deficit of $75,000,000 in 1971 which grew to $700,000,000 in 1975 incurrent prices. Official
 
Pakistan trade data also record sharp deficits in rupees for 1973-74. Tables cited below,
 
derived from the GOP's Key Economic Indicators, show a deficit of almost 2 billion rupees in
 
foreign trade between May 1973 and May 1974, inclusive.4
 

Inorder to redress its deteriorated balance of payments position, Pakistan will have to
 
increase its export earnings from cotton, wheat, and other cornoodities. New exports will also
 
be required to recover its share of world trade. It has become clear, however, that the GOP is
 
relying heavily on foreign aid to help redress the balance during its current five-year plan.
 

Table 1: QUANTUM INDEX NUMBERS OF MiNUFAC-TURING* 
(1964-65 = 100) 

Manufacturing S E L E C T E D I T E M S Vegetable
 
Quarter (overall) Cotton cloth Cement Cigarettes Products
 

Jan.-May. 1972 174.6 99.4 145.0 162.8 202.7
 
April-June 1972 145.3 97.7 181.1 181.7 178.3
 
July-Sept. 1972 135.2 99.0 165.4 190.7 183.7
 
Oct.-Dec. 1972 170.8 93.6 153.1 176.5 219.7
 
Jan. -Mar. 1973 203.5 102.6 163.9 192.6 209.3
 
April-June 1973 166.3 99.3 213.0 212.6 207.0
 
July-Sept. 1973 146.5 100.5 162.2 189.1 180.5
 
Oct.-Dec. 1973 185.6 98.9 164.1 183.1 277.6
 

* Pakistan's Key Economic Indicators, p. 28. 

Recent Performance and Continuing Problems of tie Pakistan Economy
 

The performance of the Pakistan economy, as suggested in tie appended text, is most conven­
iently measured by reference to its scveral five-year development plan:;,. lhc first plan, 1955­
60, which only became operative in 19S , ; s hardly' a statist cal success, but did provide Paki­
stan with tie economic cohesion to survive a tr ritical historical period. lhe emphalahsis in 

the first plan was on capital accumlation hith hhich the ;)J) ant ici., ,d financing the infarit 

industries. No effort was made to redistribute nconw to eqla lizt' standards of living nor to 
improve the quality of life of tile urban or rural iasses . luring this per iod both large- and 
small-scale industry grew. rapidly and industries' share of theGNP incri-cased from zero to per­
haps 5 or 6%. Simultmnousl)', however, agr cuItUtC, the most important sector (f the (;NP, grew 
well below the rate of population increase and thus the realI ptr capita GN' ecItined trt ii 190{. 

4 	See Pakistan's Key Economic Indicators, pp. cit., pp. 1-2 and Tables 6-8 below. Unpublished 
sources project a trade deficit of $1,036,000,00 in 1976 and $1,120,000,000 in 1977. 
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Table 2: PRODUCTION OF SELECTED ,NtAINFACTURED ITEMS 

Month 

Cotton 
textiles 
Million 
yards 

Art silk 
& rayon 
Million 
yards 

Board 
'000 
tons 

Cement 
'000 
tons 

Cigarettes 
Million 

Nos. 

Vegetable 
products 
'000 
Tons 

Sugar 
'000 
Tons 

Supc.-
pIosiiat, 

Tons 

Armmonium 
sulphate 

Tons 

1973 

May 
June 
July 
Aug. 
Sept. 
Oct. 
Nov. 
Dec. 

59.0 
59.0 
62.0 
58 -
58., 
54.1 
59.4 
63.2 

0.6 
0.6 
0.5 
0.9 
0.7 
0.5 
0.9 
0.9 

2.7 
3.0 
3.6 
2.9 
3.0 
2.6 
3.0 
2.8 

284 
282 
245 
214 
201 
208 
227 
233 

2,089 
2,573 
2,375 
2,306 
2,083 
2,097 
2,509 
1,941 

15.0 
15.9 
15.3 
11.0 
14.3 
17.8 
21.4 
23.3 

8.1 
12.4 
1.3 

- -

--

1.7 
53.9 

100.0 

4,t3 
4,21:, 
1,74-
2,9()o 
3,1r 
3,22o 
2,563 
1,559 

6,185 
5,234 
5,752 
6,912 
5,500 
7,371 
7,419 
7,908 

1974 

Jan. 58.7 0.8 2.8 254 2,208 22.1 106.7 2,33 7,49 

Feb. 
Mar. 
Apr. 
May 

58.7 
57.8 
54.7 
58.0 

0.9 
0.6 
0.6 
0.7 

2.8 
3.2 
3.0 
3.0 

268 
258 
263 
265 

2,219 
2,246 
2,248 
2,278 

19.7 
18.6 
18.7 
19.4 

112.7 
77.1 
25.4 
14.3 

2,937 
1,826 
2,012 

--

7,40) 

S, -

8,35 , 

* Source: Pakistan's Key Economic Indicators, op. cit., p. 28. 
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Table 3: PRODUCTION OF SELECTED MANUFACTIJRED TTI~NS* 

000 OARDART SILK & RAYON
MLl ION COTTONTEXTILES MILLI 

YOS TONSYOS. ­

. .
1 .6I10 


so1. 
. O- -- - - ­0 

10 "1"11111 
I 

J FM A MF M A MI J A S 0 N D 
J J 

VEGETABLE PROOUCTS 
J ASOND FMAM 

000 CEMENT MILLIO CIGARE TTES__000 


TONS --.TONS
 

3.000 - 2 
.00 - - - ­

.. .. . .
 . . . s . .2 ..100 

000 
D M A M 


J r J JA S O N D J FMAM 
A S 0 N 0j MAMJ jo 

SULPHATEAMMONIUM -SUPER - POSPTHATESUGAR 

TONS
 

I 0 . . 6.000 8.000... .- ­

a80 4.0 16.000 

2 001 , i I . . . . .. 

S N F M A MI A S 0 N 0 J F M J 
S, 


JASO1 0 J F MA M I . 

- 1971 7, 
- -7 . .... . . . . 1973- 7L 
-.. .. "73.. . 

Source: Pakistan's Key Economic Indicators, o .. cit., p. 27.
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Table 4: INDEX NUMBERS OF WHOLESALE PRICES BY GROUPS 
(1959-60 = 100) 

Raw Fuel, lighting
Month General Food Materials lubricants Manufacturing
 

1973
 

May 198.2 208.6 185.1 
 196.1 180.9
June 203.2 217.2 
 186.3 198.1 179.8
July 208.8 225.6 191.3 198.7 179.4
August 215.1 
 234.7 195.2 198.7 180.8
September 227.9 250.3 
 210.6 199.0 
 186.4
October 229.4 250.6 
 202.3 201.3 197.6
November 231.2 
 250.4 197.5 
 212.5 208.3
December 232.3 
 244.4 209.9 226.0 
 209.2
 

1974
 

January 233.3 
 244.0 214.2 251.9 216.3

February 227.8 239.6 201.8 
 252.5 212.1
brch 224.1 233.6 204.1 
 270.3 211.5

April 228.8 
 235.8 201.9 270.3 223.7

May 232.2 239.9 208.0 
 270.3 224.0)
 
Source: Pakistan's Key Economic Indicators, op. cit., p. 10.
 

But the experience gained between 1935-t o proved to be very valuable during the course of
the second five-year plan, 19h0-65. At last agriculture, fed by new i ncstment in fertilizer,seed, machinery and irrigat ion, and bielped by the international aid consortium, increased sub­stantially so as to help raise the anuIal increase in per capita GNP to 3. between 19600)-The65.GDP grew at an annual rate of n.8 while the GNPI grew by 5.51.. This was based on an annualgrowth of the agricultural sector by 5OT , wii le the mannfacturing sector expanded by I10, annu ­
ally and the foreiign trade ba liance al soas mtch improved.
 

The third five-year plan, 1905-'0, was encumbered almost betfore it began 1w the war withIndia and its afte,"atIth. This plan wa to) be the first step in a twenty year plan which was to
quadrupile tw GNP by 1985. Instead, t he @l' IT-t obliged to transfer sbst antdefense froy indist ry and agricuilture. ial fund inp toNevertheless, despite this and polit ical and social 
un­rest, the third five-year plan did record significant growth both in agriculture and industry.Agriculture continued to grow at a rate of about 5, of Gl)P, while industry progressed at 10% and
overall tIll' growth averaged about o,.)per anpunm. New varieties of high-yield seed, tuhewellirrigation, and high growth export-oriented industry accounted for this good reccrd.
 

The fourth five-year plan, 1970 -75, suffered severe disruption from its inception, hoever.Before it could be imp lemented, the civil strife of Bangladesh and then the defeat at the handsof India accompainied by the loss of BangIa:idesh urdermined the implementation of the plan. Thisapparent disaster was followed 
ir 1973 by severe floods and in 1974 by a drought accompanied by
substantial increases in the price of peIroIl.'ui and other imports. Under the leadership of AliBhutto, however, the plan was slowlv imiplemented but only on an annual basis (The Annual Develop­ment Plan). The farm and mairfactuired prducts, formerly shipped to List Pakistan, have beenexported to world markets bring ing in s ignificantly increased revenues. Nevertheless, during 1974 

13) 
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Table 5: INDEX NUMBERS OF WHOLESALE PRICES BY GROUPS
 
(1959-60 = 100)
 

INDEX - -- -. .. 

ll ,C NERAL
 

- -- FOOD
 

- RAW14JAERIAL ......... 

.FUGLS. LIOHtiNO & LUBkICANT$ 

MANUFACTURINO 

220------- '- - _-.__ 
- - - - -- -2 

2 0 

,. .__/ 
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Pakistan's Key Economic Indicators, cit., p. 9.
,iaurce: 




Table 0: OTAl FOAIGN lkAlDl! 

(mil lion rupees) 

Visible
Re - bancIe
Month Inport s lIxpor t e.ports of t rade
 

1973 May 81) 2 1,081 2.4
June t)V.2 82. . 3.3 (+) 14 17 
.July 737.7 Io7.- 0.9 (-1 203.1
August 1,036.9 804.9 1.3 (+) 230.7
September 973.0 0(50.2 1I. 

c'tober OL t~hr734.0 1-).12.6S-7.7 14.3 1-) 172.0
November 847.9 995.8 8.1 (+) I56.3
l)ecMeher 999.5 839.0 0.5 (-) 159.41 

1974 January 1,251.0 673.4 1.0 (-} 57 .O
Fe)ruary 1,098.0 00 1. 9 -4.S 1-1)1.O
March 1,072.8 61 . 1 1.5 (-) 380.2April 1,195.) 84.1 19.6 (- 301.3
Nay .69'.3 1,SlV.I 3.4 (-) 123.2 

Aiirce: l'akistan's Key lFconomic Indi!cators, op. nit. , p. 

and 1975 the decline in the rate of savings continued, the high inflation showed only the mosttenuous signs of abating, and there was an increase in the halance of payments current account
deficit from $131 million in FY 19-" to $1.2 billion in FY 19-. 

Clea rly, the military, political, and natural disasters occurring during the fourth pIanexacerbated the economic prob lems tormenting I'akistan. luring the course of the fourth Five­yeazr [llan, then , the IIllohinn basic economic problems were evident: (1) slow macroeconomicgrowth; (2) inequailitie s in nomn, distribution; f3) inadequate revenues due to incompetenttax )olicies, ( ) precipitou, decline in savings; (5) a staggering national debt; and, (O)dete­rioration of the balance Af payments. Available data including investment rates, savings and 
prices buthen 190 and 1.-1 sumgest the ext nt of these problems.5 

(;rosq investmnt in 1)I'10, for example, was 21.4, of the GII', while in FY 1973 it wasonly I1 .2'.. 1)om111,>t11 H h,,,n 1 1.,J\ ­ of (;it in 1963 but only 6.01, of GIP in 1974. Inflation,
too, ol, II Iite. nt,-1,,'ki- Wl- most pres ing prohlems. The percentage of increase of whole­sale pric,-. iI %a< I I1k "'Id.-I;.13 ,ao 17. 21, In Im 1975 Pakistan's debt outstanding totalled$,.1, bill I o r , ,W I~ ,W. I nal lv, due to these factors and a continuing very high
I)oI)ulit ion :i'sth io, , cil tcpita (;I)' hardly increased during ti' fourth plan. 

5 ,te 16t1.'.. . I ltInAl\ ', t], , dcTiwLd from Pakistan's Kev lconomic Indicators recorded 
hI,'k . OT it (1'I liII U d t.i .h-rived fro other unpublished sources. 
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Table 7: IMPOR'TS BY SELECTED CONXJDI'Y GROUPS 

Minerals,Manu factured 
Animal
goods classi-	 fuels, 


Food 	 lubricants 1 vegetableMachinery fied mainly 

by 1, live 	 related oilr and16transport 


animals Chemicals material fats

Month equipments material 


1973
 

•May 124.0 138.3 166.7 122.5 122.8 30.2
 
52.0 9.9
JuMe 152.6 169.4 79.8 121.6 


31.1
July 145.7 156.9 82.6 178.7 75.5 


235.6 138.6 269.0 187.7 33.9 96.7
Aug. 
 84.2

Sept. 132.4 177.8 96.2 318.6 /4.7 


105.8

Oct. 148.3 132.2 49.1 154.4 79.5 


Nov. 211.6 158.5 158.2 l1l1.5 80.4 24.6
 

196.0 210.8 254.8 132.5 72.0 24.2

Dec. 


1974
 

Jan. 207.5 227.2 429.5 162.2 43.1 o2.7
 
14.5
183.7 91.5
Feb. 179.7 180.4 276.5 

8.4113.0 315.2
Mar. 189.0 250.9 44.9 


158.4 132.9 231.9 143.6

Apr. 195.1 260.1 

169.2

May 331.5 299.2 441.4 199.3 142.0 

Source: Pakistan's Key Economic Indicators, o11. cit., p. 2.
 

Given these severe economic problems, the government has had to relv more and more in re­

foreign assistance for its continued economic development. It is estimated, forcent years on 

example, that up to 85, of the Pakistan development budget in FY 1975 dCrived from foreign
 

capital inflows. In order to promote long-term development, economists believe the government
 
These
 

must accomplish several basic reforms during the course of the fifth five-year plan. 

resource mobilization (more

include accelerating agricultural product ion, increasing domestic 

savings and better tax collections) and expanding exports, all of which would 
reduce dependence 

on foreign capital. The government must also improve its efficiency and urge private industry 
to do the same. All of these represent herculean tasks, however, especially in view of the vast 

sector, then, takes on added significance forunemployment and explosive population. Ile health 
it isclear that only through greatlv improved health services and health education are the Paki­

stani peasants to be convinced that their children hill UrV ive beyond five years and that it is 

to their advantage to curb their excessive birth rite. 

The Fifth Five-Year Ilan
 

Despite the myriad problems im)eding econonic 	progress delineated above, the current five­

30, 198Q,is the most progressive and poten­year plan covering the period July 1, 1975, to 	June 
Although the government plans
tially beneficial to the Pakistani people of all the prior plans. 

time, the government appears
call for lmbitious investment inpublic ent0 rwrises for the first 
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to be allocating significant funding to the programs of upward nobility for the people, i.e.,
programs for education, health care, population planning, and nutrition.
 

A special emphasis is being placed on 
import substitution focused on agricultural elements:
land improvement, new irrigation and water sources, and fertilizer. As suggested above, themajor sources of ftuding will have to derive from the foreign aid of the consortium and others.And in this connection, new donors from the Arab world have appeared. Still, there are severalprerequisites for achieving the desired goals of the fifth five-year plan. 
These are: improving
tax levies and collections; undertaking public and private efficiencies; reducing the increase
in prices; accelerating production; and, increas ing both savings and exports. 

Finally, however, it should be noted that the economic records for 1975 and early 1976appear to offer a;n~e There was an economic revival of sorts in 1975, even though overallhope. 

growth was only 2.0%. 
 Overall GIP growth in 1976 is expccted to be about 4.0%. Agricultural
growth will average 3.5% and industrial growth will increase to 4.8%. 
 The balance of payments
deficit will probably be $1.3 billion as compared to $1.25 billion in F 1975. 
 Such growth, if
achieved, although modest, would serve to provide a hopeful base for acceleration thereafter.
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Table 8: TOTAL FOREIGN TRADE
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Source: Pakistan's Key Economic Indicators, op. cit., p. 1.
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APPENDIX III 

THE GOVERMMENT OF PAKISTAN: EFFECTS OF ITS LIMITATIONS ON SOCIOECONOMiC DEVLOM-NT 

Political Realities in Pakistan
 

It has been suggested that Pakistan has been subjected to three kinds of conflicts in its
 
short history. One has been the struggle between those seeking parlianentary democracy and the
 
military-bureaucratic oligarchy for political and institutional supremacy. Another has been
 
between those advocates of a strong, highly centralized government and the regionalists, who 
sought decentralization and more political power for the provinces and/or regional autonomy.
Still a third conflict involved the allocation of economic resources and the sharing of economic 
development among all tile regions of Pakistan. 

None of these conflicts could be sep: ,ated, but all three were meshed together and ulti­
mately involved the kind of political and economic society which was to emerge in Pakistan: a
 
federalized, parliamentary democracy dedicated to broad socioeconomic development or a more 
narrowly defined oligarchy designed to retain some of the feudal status and agro-based economic 
power of British India. The latter position was not without its defenders, including the busi­
ness families, large landlords and certain of the militay-civil service hierarchy. On the
 
other hand, the impoverished peasants and the growing urban masses as well as local small 
farmers have increasingly demanded a better federalized parliamentary democracy and upward 
economic mobility.
 

The Ineffectiveness of Local Government 

In the appended text the progress toward a new constitutional governmeit, emerging from the 
debacle of 1971, under the leadership of Ali Bhuttc, was recorded. The new constitution pro­
claimed on August 14, 1973 provided Pakistan with a central parliamentary form of government
with a bicameral legislature consisting of a Senate and National Assembly. The head of the 
government was to be a prime minister, elected by a majority of the National Assembly, currently

Zulfikar Ali Bhutto, with his majority PPP. Local government did nut share in this latest re­
form at the top.
 

Indeed, local government in Pakistan has been largely unchanged since the period of British 
India. Provinces are subdivided into divisions, districts and tehsila (district subdivisions).

Local government heretofore has been run by a hierarchy of administrators largely beholding to 
the central administration. These include the divisional commissioner, the deputy commissioner 
(for the district),the subdivisional magistrate,and tahsiZdar or subdivisional officer. The
 
key position is that of the deputy commissioner, since he controls all branches of government
in the district, including revenue, justice, and police. 

In the 19th century district boards were created by the British. In 1959 these were trans­
formed into district councils with the deputy commissioner as chairman. Councils were also set 
up at the divisional, tehsil and local, Union Council levels. The Union Councils were the only
directly elected bodies, the higher councils having a higl, proportion of appointed officials. 
But all of these councils soon fell into disrepute due to internal corruption, and local Paki­
stanis demanded that they be dishanded. By the close of the sixties they were moribund in any 
event.
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The Importance of Local Government in Promoting Health Services
 

It has been the experience of the USAID that a viable local government is virtually a pre­requisite to economic and social development for small farmers and struggling local businesses..

Capable and representative local government can reach decisions affecting the welfare of the
local citizens and can arrange for local credit which could not be accomplished on a higher

level. Of course, the benevolence of the provincial and federal government is also necessary

if local government is to be effective.
 

As recorded above, the traditions of local, democratic self-government in Pakistan are vir­tually nil. Instead, feudalism and provincial, district and local corruption have been common­
place. The council system apparently has not taken hold and a vacuum of some sort appears toexist. 
Whether or not Ali Bhutto can and will encourage the promotion of locally responsible

government remains to be seen. It will undoubtedly take such outside pressure, however, to

invigorate local efforts toward more self-government. 

It has been demonstrated in other LDC's, in any event, that effective, local self­
government has a decided effect on the promotion of health services and health care. Thisapplies to many aspects of health care. Local initiatives can help promote health centers andhealth units. They can labor to bring physicians' assistants, health guards ind other health
workers to their villages by demonstrating a capacity to organize and use their services. Per­
haps more importantly, local government can bring peer pressure to bear on young couples to
 
practice family planning and so reduce the population explosion.
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APPENDIX IV
 

PAKISTAN POPULATION DATA
 

Pakistan Ethnic Groups
 

The population of Pakistan isa complex mixture of indigenous peoples as suggested in 
Appendix I. Various racial types have invaded the geographic area of Pakistan including Aryans, 
Persians, Greeks, Pashtuns (Puthans), and Mughals, especially in the northwest, while the Arabs 

Sind. Thus, racial types prevalent in Pakistan toda, include tall, fair-skinned, evenconquered 
blue-eyed types; the olive-skinned, fine-boned "iranian" type; smaller, dark-skinned types of 
"Dravidian" and "Australoid" origin; "Indo-Aryan," a dark-eyed type; and, broad-headed Europoid 
peoples not unlike the Alpine type in Europe. 

Thus, regionally, one finds: (I) the Mediterranean type found in Punjab, (2) "oriental 
(3) FrontierMediterranean" type found both in Punjab and Sind; the Pashtuns of the Northwest 

Province; and, (4) the brachycephalic (shortheaded) Baluchi type derived from Iranian stock. 

L.inguistic Groups 

Pakistan is linguistically heterogeneous and no single language is common to the whole 
population. Thus, the distribution of languages claimed to be the mother tongue at the time of 
the 1961 census was: (1) Punjabi, 60%; (2) Sindhi, 131; (3) Pushtu, 8%, Urdu, 8%; (4) Baluchi, 
2%; and, (5) Bralni, 1%. 

Urdu is the first language taught in Pakistan schools, rather than Punjabi. Virtually all 

educated Punjabis read and write Urdu. Punjabi has been experiencing a kind of literary renais­

sance, however, and recently Punjabi literature has been increasingly published. Sindhi litera ­

ture is also being revived and it is taught as the first language in Sind schools. Pashto has 
of l'akistan.no written literature, while Baluchi also remains a very minor, spoken language 

its basis as the first,Urdu has strong associations with Muslin nationa lism which explains 
official native language of l'akistan, even though it is used as the spoken language of only 

language. It is usedabout 8%of Pakistanis. lnglish, however, remains the de facto official 
as the language of the federal government and in international relations. Only about 2%of the 

Pakistanis can speak lngl ish, however. 

Religious Groups 

of these people adhere to the Sunni sect, theAbout 97% of the Pakistanis are Muslims. Most 
Islam. The second sect is the Shii branch, while there is a small, influen­principal branch of 

tial sect called the Ahmadis or Qadianis. This latter sect does not regard Mulinad as the 
basic tenet of Islam. Both the Sunnis and the Shites are also divided intofinal prophet, a 
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various schools. Although there is generally no ordained priesthood, there are holy men called
 
pire who appear to have considerable influence among the Pakistani people. As a practical mat­
ter these holy men or other leading Pakistani Muslims do not appear to have taken a hostile
 
attitude toward the introduction of western medicine nor against the government efforts at
 
family planning.
 

Education in Pakistan
 

Like the health sector, the educational sector has been continuously underfunded by the
 
GOP. It is estimated that total government expenditures for the formal school system to date
 
have been less than 2% of GNP, while only 7% of the total GOP expenditures are for education.
 

As to the system itself, in 1972 the government nationalized zhe entire educational system

of over 3,500 private schools and colleges. The federal and provincial governments share 
responsibility for educational policy as well as management of the system. Generally, recurring
 
costs are met from provincial revenue resources, while development costs dcrive from federal 
transfers. Between 87% and 95% of direct recurring costs are for teachers' salaries, while 
equipment expenditures are extremely small. Direct pupil recurring costs are the lowest among
developing nations - $10 for primary and $230 for university students.
 

Student enrollment increased from 2.9 million in 1961 to 6.6 million in1971, at that time
 
about 27% of the school age (5-19) population. Latest GOP data indicate enrollment (5-14 years)
 
at approximately 18,950,000. The system isheavily rural in the elementary and middle school
 
levels and urban at the high school level and above.
 

The results derived from this meager educational effort are not especially hopeful for the 
immediate future. About 50 of the children who begin elementary school never complete the 
five-year priimary cycle. As recorded in other sections of this study, employmient prospects for 
the polytechnic and university graduates is equally discouraging. At least 44% of the poly­
techmic graduates never find work in their fields, while approximately one-third -,f the graduate
engineers are unemployed for about two years before finding employment in their area. Finally,
in 1975 the literacy rate in Pakistan at best was only approximately 19%. 

Basic Demographic Data 

In the 1961 census, the population of (then West) Pakistan was 42,880,000 with a density of
 
140 persons per square mile. At the 1972 census, the Pakistan population had increased to
 
64,892,000. By 1975 it h-is been estimated that Pakistan's population had reached about 70.2
 
million.
 

This represents a very rapid and now dangerous population explosion. Between 1901 and 1961 
the population of West Pakistan increased by about 158%. From 1951 to 1961 the population
increased by 27%. But between 1961 and 1972 it increased by 51?i. As recorded previously, the 

USAID accepted an annual population increase of about 3, in 1974, but other demographers set 
the figure between 3.S and 4.2%, a radically dangerous population growth rate. 

The growth of the population has been caused primarily by natural increase. It is not 
certain but Pakistan may have gained 500,000 to 1,000,000 people in the exchange of Muslim for 
Hindu population in 1947. In any event, the regional distribution of the population isuneven. 
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-- 

It is dense in the fertile Indus Valley. In 1972 itwas the highest in the Lahore district,
 

with 1,698 persons per square mile. In Baluchistan, however, the population density was only
 

twenty-six per square mile in Quetta Division, and fifteen in the Kalot Division.
 

Fertility Trends1
 

As suggested in the text, the data available from the government and private sources on
 

Pakistan's population growth and fertility trends arc both incomplete and indisagreement. The
 

following data are the latest (1974) available from the Pakistani government and provide some
 

salient features of Pakistan's continuing population problems.
 

--	 The crude birth rate in 1974 was estimated to be 45.5/1,000. 

In 	1971, an average of 6.3 babies (total fertility rate) were born to every
 

female in reproductive age (see tables below). By 1974, the GOP claimed 
that the total fertility rate had dropped to o.0 per fertile woman. 

--	 In 1974, 59% of the total population was married. 

--	 The crude death rate was 15. 5/1,)00 in 1974. 

--	 Life expectancy at birth was forty-eight years in 1965, compared to seventy­
one years in the U.S. in 1973. By 1974 it had increased to 52.9 for males
 
and 51.8 for females.
 

Infant mortality was seven times higher than that in the U.S. in the early 
seventies, while every eighth child born alive in Pakistan died before 
reaching one year old. By 1974 the GOP placed infant mortality at 115
 
per 1,000 live births.
 

In 1961 it was estimated that 47% of the population was under fifteen, while 
a decade later it was estimated that 46% was under fifteen. By 1974 this 

figure was 44.9%. 

Sex imbalance continues, with 113 males for every 100 females in the total
 

population.
 

Maternal mortality in 197d was eight per thousand live births. 

1 	Pakistan's Population Profile and its Economic Implications, Government of Pakistan, 1974.
 

See also Health Statistics, op. cit., pp. iv, 13-30.
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Table 1: AGE-SPECIFIC FERTILITY RATES
 

Age of females Urban Rural
 
in complete years Pakistan areas areas
 

is - 19 56 37 64
 
20 - 24 226 204 234
 
25 - 29 258 250 260
 
30 - 34 261 234 270
 
35 - 39 220 178 234
 
40 - 44 14S 97 160
 
45 - 49 80 40 100
 
50 and above 8 4 9
 

Total 	fertility rate 6.2950 5.2200 6.6550
 

Definitions:
 

Age specific fertility rate - Number of children ever born 
per 1,000 women in specified age group. 

Age specific marital fertility rai.' - :tunber of children 
ever born per 1,000 married women in specified age 
group.


Total 	fertility rate - Total number of children ever born 
to 1,000 women during the reproductive years, 15-49. 

Total 	marital ferti7ity rut, - Total number of children 
ever born per 1,000 married women during the 
reproductive years, 15-49. 

Gross reproductive rate - Total munher of daugbters ever 
born per 1,000 women during the reprod,. tive 
years, 15-49.
 

Marital gross reproductivc rat, - Total numiber of daughters 
ever born per 1,000 married women during reproductive 
years, 15-49.
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Table 2: REPRODUCTIVE AGES AND BIRTHS BY AGE OF MOTHERS
 

Pakistan Urban Rural
 
Ages of females Popula- Popula- Popula­
incomplete tion of tion of tion of
 

years females Births females Births females Births
 

Total 	 100.00 100.00 100.00 100.00 100.00 100.00
 

15 - 19 17.83 5.19 20.87 4.86 16.78 5.28
 
20 - 24 18.31 21.74 18.52 23.85 18.23 21.16
 

25 - 29 18.26 24.68 17.18 27.13 18.65 24.01
 

30 - 34 	 15.77 21.58 14.93 22.06 16.06 21.45
 
14.70 	 12.71 14.31 12.79 14.81
35 - 39 12.77 


40 - 44 10.15 7.74 9.08 5.54 10.52 8.34
 

45 - 49 6.91 4.37 6.71 2.25 6.97 4.95
 

Source: 	 Statistical Division, Population Growth Survey, 1971, de facto Estimates,
 
Karachi, 1974.
 

Note: Population of females for age 45-49 relates to that age group only, but
 
the births of females of age group 45-49 includes births to females 45
 
and over.
 

Urbanization of Pakistan
 

In 1974 approximately 74% of Pakistan's population still lived in rural areas. An
 

increasing number of Pakistan's rural population has been migrating to the cities, however, in
 

search of jobs and a higher standard of living. The current rate of urbanization has been twice
 

as fast as tile rate of population growth.
 

Some Pakistani officials believe that Pakistan's cities are undergoing population implosion.
 

They cite Wall Cantt, the population of which, they claim, has tripled in less than twelve years.
 

Other cities undergoing rapid expansion and increase in population are Lyallpur, Gujranwala,
 
Karachi, and Rawalpindi.
 

The Labor Force in Pakistan
 

In the text itwas recorded that during the sixties the Pakistan labor force constituted
 
or
approximately 31% of the population. By 1974 the GOP assumed that figure hal1 risen to 34% 


about 23.8 million people. Of this number, 13.6 million are involved in the agriculture sector.
 
Each worker
Labor force participation is much higher for males at 55% than foe females at 6%. 


was supporting at least two dependents. Both unemployment and underemployment are known to be
 

very high, but the GOP has not released data on the quantity involved. The abysmally low
 

literacy rate, 19% in 1972, only accentuates the unemployment situation.
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-- 

Some Projections Related to the Pakistan Fertility Trends
 

Long-Term Projections
 

The U.S. Bureau of the Census had provided long-term population projections based on vari­ous hypothetical fertility rates. 
These assumptions and projections are as follows: 

-- If the fertility rate remains at the 1970 level (about 6.3 babies for everyreproductive female), the population of Pakistan would reach 128 million by2051 and will continue to grow.
 

-- If Pakistan achieves a two-child family by 1980 (a very 
 remote possibility),the population would becone stationary after reaching 120 million by 204S 


-- If Pakistan could secure 
 the two-child family by 1990, the population hould
rise to 153 million by 2065 and cease to grow thereafter.
 

-- If the two-child family beccaes a reality by 2000, 
 the population of Pakistanwould reach stationary equilibriumi by the year 20 at 189 million people. 

Short-Term Project ions 

The USAID in Ismalabad has also produced some short-term projections related to the popu­lation or 
family planning programs in Pakistan. These projections include:
 

If the 4% of Pakistani couples continue to practice contraception as was the
situation in 1973, by 1980 Pakistan's population would rise to 84 million;,
 

-- If couples contracepting remained at the 1974 level of lot, Pakistan's p-pu­lation would reach 83 million by 1980; k
 
If a target of a 
 hirth rate of 35 per 1,000 is achieved by 1978, Pakistan's 
population would be 81 million in 1980; and, finally
 

If the governient is able to launch 
a massive family planning program withcontraceptive innundation and intensive population education, the population
should numbier about 77 million in 1980. 

144
 



Table 3: 

POPULATION PRIJECTIONS FOR PAKISTAN BY AGE AND SEX, 1ST JULY 1975 TO
 
1ST JULY 1980* BY SINGLE YEAR BASED UPON LINEAR INTERPOLATION 

1975 


Both sexes 

Males 

Females 


1976
 

Both sexes 

Males 

Females 


1977
 

Both sexes 

Males 

Females 


1978 

Both sexes 

Males 

Females 


1979
 

Both sexes 

Males 

Females 


1980
 

Both sexes 

Males 

Females 


(thousands)
 

All Ages
 

70,260
 
36,452
 
33,808
 

72,495
 
37,613
 
34,882
 

74,731
 
38,774
 
35,957
 

76,967
 
39,935
 
37,032
 

79,203
 
41,096
 
38,107
 

81,450
 
42,258
 
39,192
 

* Planning Commission - Population Estimates 
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