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Pakistan came into existence on 14 Augusl, 1947 with the partition of
 

British India into the sovereign states of Pakistan and India. In 1971, East 

Pkista,. now known as Bangladesh, seceded. [] ,21 

'h#- covernment of Pakistan functions as a parliamientary democracy in a 

federal framework. The constitution provides for i presiden: (wihu serves as 

chitef af state), a prime minister (who forms the government), the National
 

Assembly 
 (direclv elecLed) and the Senate (indirectly elected by the
 

provincial assemblies, 
 tribal councils and the Islamabad federal capital 

districL.
 

Administratively, the country is divided into four provinces (Punjab, 

Sind, Baluchistan and North West Frontier). 
the Federally Administered Tribal
 

Areas (FATA). Northern Areas and the Islamabad federal capital district. The 

four provinces are each headed by a governor (nominated by the federal 

2overnment) plus a provincial parliament and are further divided into twenty 
divisions. These, along with the other major administrative units, are, in 

turn, divided into 89 districts and nearly 4,000 Union Councils (each
 

representing a group of villages). 
£3,4]
 

Peoll] e 

With declining mortality and increasing fertility rates. 
the population
 

accelerated after 1951 
and is now (1988) about 
105 million (making Pakistan the
 

ninth most populous country in the world).' The present growth rate is 

estimated at 2.8 percent. [6] Tile 
estimated population density for the country
 

is 130/sq km. Assuming the same distributiou as existed for the 1983 census. 

the population would be divided among the major administrative areas as 

follows: Punjab Prviep -- 56.1 (2fl7.0/so km): Sind Province -- 22.6% 

zB:l.rupolated from [5]. 
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(168.2/sq km); Baluchistan Province -- 5.1% (15.6/sq kin); North West Frontier 

Province -- 13.3% (99.7/sq kin); FATA 2.6% (99.7/s] kn); Islamabad -- 0.4% 

(375.6/sq km). 2 [The figure for Islamabad certainly under-represents Its
 

current size.] 
 About 28 percent of the population is urban and 72 percent 

rural. [3j
 

The Government has estimated the current literacy rate at 30 percent.
 

Until recently. most sources have given the life
estimated expectancy at birth 

for Pakistan as between 50-52 years; however, the Government currently, in the
 

draft, Seventh Five Year Plan (1988-93), [8, p.1] 
indicates life expectancy as
 

61 years -- a dramatic improvement, if correct. 
Similarly (from the 
same
 

source), infant mortality is estimated at 80/1000 (compared to 
119/1000 about 

five years earlier). [8, Table IV] 

About 53 percent of the labor-force is estimated to 
be engaged in
 

agricuJt r, generally employing traditional cultivation procedures. The
 

overall population employment rate 
(1987) is about 29 percent, comprising 49.4
 

percent for males and 7.2 
percent for females. [9, p.4] Table I gives
 

additional 
labor force detail.
 

2Adapted from [3].
 



Table 1: 
 Pakistan Labor Force and Employment, I January 1987

(Population and employment numbers in millions)
 

Labor Force Population
Labor Participat ion 
 EmpI ovmentGroup Pop. Force Employed Rate (P) Rate (.,) 

Total 100.70 30.4 100.0 29.2 96.1 29.0
 

Male 52.87* 27.24 89.6 26.1 
 95.8 49.4
 

Female 47.83* 
 3.46 11.1 3.4 
 98.1 
 7.1
 

1.rban 2C.5w 7.50 24.7 7.1 94.2 24.9 

Rural 72.2* 
 22.93 75.3 
 22.2 
 96.7 
 30.7
 

* Based on 1981 population census ratios. 

Source [9]: Government of Pakistan, Month]y Economic Statistics, September -October 1987, Government of Pakistan, Finance Division, Economic Adviser's
Wing, Islamabad, p. 4. (Population employment rate figures in the table here
were calculated from other table statistics given by 
this source.)
 

Economic iBackfround 

There was significant disruption 
to the Pakistan economy with the
 

secession of Bangladesh In 1971; however, the economy has been growing strongly 

since 1977. During 1980-86 real GDP grew at an 
average of 6.7 percent. (Rea.l
 

GNP grew at a 6.5 percent rate,) 
 [3] During the same period, real GDP per
 

capita grew at 3
an average of 3.5 percent. Economic growth may have slowed
 

slightly since 1986. According to one estimate, growth for 1986-87 was 5.6
 

percent; 
and for 1987-88 growth may further slow to 5.2 percent. [11] For
 

1985-86, per capita GDP 
(at the exchange rate for that period of Rps 16.83 
to
 

the dollar) was equivalent to S324.
 

Increasingly, since 1982-83, current expenditures have exceeded government
 

revenues causing deficit financing to be a major feature of the Pakistan
 

3 Since its fixed link to the U.S. dollar was terminated in 1932, the rupee
has been depreciating significantly against the dollar - at a rate exceedingthe internul inflation rate. [0] Thus, du.ino 3980-86, per capita GDP incurrent rupees converted to dollars only rose 
at an average 2.0 percent.
 



-c uum ineo current expenaitures 
of the federal 
and provincial governments have increased by more 
than five
 

times, reaching 24.2 percent of GNP in 1986-87. 
 The government, in its
 
published "Highlights of the Draft Seventh Five Year Plan 
(1988-93)," recently
 

frankly acknowledged that: "Currently we are financing not only our entire
 

development budgetary outlay by borrowing but are borrowing also large amounts
 
to meet our 
current expenditure. Debt servicing is rising rapidly which is
 

further increasing revenue deficit leading to yet more 
borrowing to cover
 

it." [7]
 

As of May 1988, Pakistan's foreign debt was estimated to be about $12
 
billion, or more 
than 34 percent of GNP. (12] 
 After defense, Interest payments
 
account for the largest portion of current expenditure. (More than half of 
the
 
current expenditure budget is devoted to 
defense and outstanding debt.) With 
coiitinuing large budget deficits (iil 1984-85 the deficit was equivalent to 8
 
percent of GNP), 
the debt servicing burden is mounting rapidly. 
 Relative to
 

exports of goods and services, debt servicing accounted for 28 percent of
1984-85 
 though debt servicing decreased to 27 per cent of these receipts in
receipts inAI985-86, it nevertheless increased 10 percent in absolute
 

terms. [13] In 1986-87, debt service 
payments increased by 32 percent over
 

1985-86; according to the 1987-88 budget there will be a 24 
percent over 1986

87; and projected figures 
for 1988-89 indicate a further 28 percent increase
 

over 1987-88. [14] 
 Debt servicing was projected at 19.4 percent of 
the total
 
federal budget for 1986-87 and at 21.7 percent of the total 
budget for 1987-88.
 

Similarly, debt servicing was 
projected at 29 percent of all 
current
 

expenditure in the 1986-87 federal budget and 
at nearly 33 percent of all
 

current expenditure in 
the 1987-88 budget.'(15,16]
 

In early May 1988, a parliamentary committee, set up by the Prime Minister
 
to review expenditure projections of the Seventh Five Year Plan, was 
reported
 

to be seriously concerned about the extent to which rising non-development
 



e:xpenditures were crowding out development expenditures. 
 Consequently
 

(appearing to disregard the 
fact that increased development expenditure
 

dptermines ia need for i'.ireased current expenditures), the parliamentary 

committee proposed ii conpiete freeze on current expenditure, during the first 

two years of the Soevf-iiti Plan. [17] 

On 28 May 193", the Minister for Planning and Commerce, acknowledging that 
Pakistan has been living on borrowed time, having postponed key decisions in 
the past, described three necessary decisions: 1) reducing the enormous 

budgetary deficit by cutting nondevelopment expenditure and raising more 

resources: 2) de.creasing dependence on 
external borrowing; and 3) improving
 

the country ' balance of payments.4 [i8] 

The taX :;ystem in Pakistan is characterized as regressive and inelastic.
 

('overnment re:venne is mainly derived from indirect taxes (mostly customs 
and e:cis, diutis.s), arcountin- for over 82 percent of revenue.0 Stevens has 

nozed that 
the federal government accounts for more 
than 90 percent of tax
 

collections, with provincial governments collecting only 6.5 percent (1981
 

data; or total consolidated federal and provincial 
revenue. 
 There seems to be
 

little fiscal capacity below the provincial level. [20]
 

Accompanying its 
severe budgetary deficit, Pakistan is experiencing
 

chronic balance-of-payments problems. 
The gap between foreign exchange
 

receipts and payments is large and widening. 
 For tie five year period from
 

1983-84 to 
1987-88, export receipts are estimated at S15.732 billion; and
 

40n the following day, 29 May 1988, President Zia ul-f|aq removed Prime
Minister Junejo from office and dissolved the National Assembly and the Federal
 
Cabinet.
 

5The Seventh Plan comments: "There is a widespread reluctance to pay more
taxes, partly due to a perception of colossal waste 
in public spending, arid
partly due to a perceived inequity in the burden of taxation, made worse byrampant corruption of tax administrative machinery." [7, 1).4] 
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imports are estimated 
at S30.188 billion --
 leaving a trade deficit of S14.5
 

bij]ijn. 
 Meanwhile, both worker home remittances and external aid 
-- the major
 

gap-filling sources -- have 	been diminishing. [21] Until 1982 
the Pakistan
 

rupee was linked to the dollar, at a rate of 9.90 rupees to the dollar. Since 

then, the rupee has depreciated considerably, standing at 
18.00 rupees to the
 

dollar 	in mid-1980.
 

It was reported in the Pakistan press, 
on 24 April 1988, that the horld 
Bank was withholding a S200 million agricultural sector loan 
to Pakistan due 
to
 

'longstanding concern over the country's macro-economic performance and the
 

government's overall 
 budgetary position.' The Bank was reported as considering 

the fiscal deficit to have grown too large to be manageable without adversely 

affecting the stability of the economy. Effective measures, by Pakistan, 
to
 

imlpro-, its fiscoj.] and balance-of-payments position have 	 been urged by the 

Bank. [221,
 

Among the Leasures proposed by the draft Seventh Five Year Plan (1908-93) 

to improve the fiscal problem are: reduction in income tax exemptions and 

improvement in 
tax collection and administration; broadening the sales tax;
 

reduction of subsidies; establishment of 
user charges in education and health;
 

promotion of the private sector, through deregulation, in 
 order to transfer
 

much of the government's budgetary burden to 
the private sector. 
[7, p.4] 

The Health Sector
 

Overview: Until recently the ealt sector ;n Pakistan has received
 

relatively low investment priority. 
During the Sixth Five Year Plan (1983

1988) and continuing with the Seventh Five Year 	 Plan (1988-93), tile Government 

is providing large real increases in funding, though as a proportion of GNP, 
the allocation remains modest. In terms of achieved investment under the Sixth
 

Plan, the health sector -- with an investment of Rs 12 billion (1987-88 



prices). or 4 percent of the total 
-- ranked seventh in sectoral priority
 

(behind energy, transport and communications. water, physical planning and 

housing (which includes allocations for water supply and sewrage), education. 

and indutry and mincral. [7. p.4] In the Seventh Plan allocation, the hitea 

solctor remains at 4 percent of the total, while receiving an allocation of Rpt; 

14 hilion (1927-83 prices). 

Total governmpnt (federal and provincu] ) expenditure on health, since 

1972-73. is shown, relative 
to GNP, in Table 2. The expenditure data for 1972

88 are at current factor cost. 
 However, the expenditure data for 1988-93 
are
 

planned allocations under the Seventh Five Year Plan (1988-93) and are 
presumed 

to be at constant (1987-88) cost. Though total expendliture is observed to
 

still 
represent a low percentage of 
GNP, at just 1.10 percent in 1987-88 the
 

share for health has hien rising over the past five years. 
 Table 2 also
 

indicates the 
dramatic increase in 
recurrent expenditure which has occurred 

recentiy (though only shown in currenl costs) and which is scheduled to
 

continue during 1988-93 (shown in constant costs). 

Private payments for health services dominate funding of the health sector 

in Pakistan: however, until 
the Sixth Five Year Plan 
 the role of the private
 

sector was not 
taken into account. 
 Up to now, though, the capital expenditure
 

contribution of private providers in health has been minor. 
 For 1981-82, the
 

World Bank estimated total public and private expenditure at 3.2 percent of
 

GNP, or S13.30 per capita at 
the existing rate of exchange. [23, p.21]
 

Estimates for 1986-87, by 
a private consulting group (engaged by the World
 

Bank) 6, place totil public and private health expenditure at 3.5 

6The version of this report (also referred to as the Gross report), which
was reviewed in Pakistan, had not yet been accepted by the Government ofP;kistan at the time of the revi'ew. Consequently, information based on
references to reportthis should be considered cautiously. 
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percent of GNP, or about Sl .60 per capita at the exchange rate for this 

period.7 [2.1
 

In terms of public expenditure on helalth, the federal government, as noted 

earlier, is the major mobilizer of funding. However, with substantial 

transfer:; fron th, federal government -- added to more modest provincial 

revenues, the provincial governments have major responsibility for health 

services ii I'akistan. 

')epreciation of the rupee, relative to the dollar, was in excus-internal price infition offor Pakistan in this period. In real termis (1981-82
prices), per Capita health expenditure lncr'eased from S13.30 in 29C18i2 i
about S14.50 ih 1986-87. 

ID
 



juU.e iotaia: Uo%,ernmrnt and Provincial) Expenditure on Health, :'iueral 
(Million Rupees) 

Development 

Year Expenditure 


1972-73 
 95.55 


1973-74 175.67 


1974-7 
 363.00 


1975-76 
 629.10 


1976-77 
 540.00 


3977-78 
 512.00 


1978-79 
 569.00 


1979-80 
 717.00 


1980-81 
 942.00 


9,,-., 2037.nI 

1902- C 1183.0 

1983-84 1526.00 


19a.;-85 1587.45 

1915-8; 383. .5. 

1986-87 2615.00 


19,7- 8I 3114.41 

1988-89 2907.7 

3989-90 2998.5 

1990-91 2959.6 

1991-92 30,11.6 


1992-93 3092.7 


Nou-
Development 

Expenditure 


171.90 


210.10 


278.00 


360.64 


439.20 


558.60 


641.60 


661.89 


719.82 


993.10 

1207.00 


3564.90 


1785,12 


2393.81 


3270.00 


3600.00 


4720.0 


5584.0 

6720.0 


3465.0 


10642.0 


Total 

Expenditure 


267.45 


385.77 


641.00 


989.71 


979.20 


1070.60 


1210.60 


1378.89 


1736.32 


2030.30 


2390.00 


3090.90 


3372.57 


4275.32 


5885.00 


6714.14 


7627.7
 

85a2.5 

9679.6
 

11506.6
 

13734.7
 

Total
 
Expenditure
 

G.N.P. 
 OMGNP
 

61877 0.43
 

82307 
 0.47
 

104704 
 0.61
 

122728 
 0.81
 

141462 
 0.69
 

172064 
 0.62
 

192571 
 0.63
 

228886 
 0.60
 

270288 
 0.64
 

353183 
 0.64
 

365585 
 0.65
 

412343 
 0.75
 

469200 
 0.72
 

526569 
 0.81
 

573146 
 1.03
 

610400 
 1.10
 

*Expendliture data for 1972-88 are at current factor cost. (It is not clear

which are actuals and which are budgeted amounts.) Data for 1988-93 are
planned allocations under the Seventh Five Year Plan (1988-93) and are presumed
to be at constant 

Source: f8] All 
Ch. 

III 


(1987-88) cost.
 

data are from the Draft Seventh Five Year Plal (1988-93),
16. Health and Nutrition. Data for 1972-88 are from Tableand data for 1988-93 
 are from Table XVI 
 of the Draft Plan.
 



The objective of developing a nationwide integrated health care system,
 

determined during the Sixth Five Year Platt, is to be pursued in the Seventh 

Plan. It is expected that the target of procvidIng I Basic health Unit or a 
Rural Health Center in each union council will be reached by 1990. 

Health Inpiuts: Under the Sixth Five Year Plan (293-88) it wis dccideI to post 

physicians in each rural Basic Health Unit. Meanwhle, the production of 

physicians has been greatly emphasized in Pakist.an -- to the extent. thut a 

physician "glut" has been referred 
to. On the one hand, it has been suggested 

that it was 
necessary to create a physician surplus to 
overcome the traditional
 

reluctance of physicians to accept posts in rural areas. On the other had, it 
has also been suggested that the decision to staff the Basic ]lealthi Units with
 

physician:; 
was an attempt to deal with 11hl p'obleti of 
unemploe,:,physiciati,..
 

A's of 1.C)8-.. 
there were an estimated 20, 000 p] sij:iin,: it, Paki stan 

(2.2.'l0OOCO), with a distribution of 1,?,800 in urban areas and 1.200 in rural
 
areas. It! !9P7-88, there were an estim;T.ed 3G,000 hyvsi:.iamn; (3..1,10.000),
 

with about 3..000 in urban areas and 8.000 in rural areas. [8, Table IV] Tile
 
Government lists, among the successes of Sixth Five Yeav Plan, it. measures to 
deal with the unemployment of doctors. 
 Of the approximately 18,000 physicianls
 

produced dur:ngj the Plan period. 
 3.000 wf'..'e employed by the public sector: 
and
 
doctors seeking to 
establish private clinics were assisted by government loans.
 

[?2. p.2]
 

There are also 
a considerable number of traditional 
practit iners (morv 
than 37.000 registered) plus nearlv 16,000 homeopaths, mostly working in the
 

p'ivate svctor, who ar,' al 
 acknow1!'d,'d!cc 
 C:ompci flt of lIMu131i POIi c:y ulliidt'he, 

Seventh Five Year Plan. 

As of mid-1988, there are an estimated 63.600 hospital 
 iied: star
in Pai 


(0.G.i,000). 
r8, Table VI] Howevt.r, 
 Stevens has cautioned, manl\
as of these
 

http:estim;T.ed
http:Pakist.an


beds may be in facilities too small 
to offer the diagnostic and support
 

services usually alssOciated With facilities that 
 are thought of as hospitals, 

Pakistan ha- a great shortage of nurses. At mid-198g, there are only 

about 10,000 nu'sj (.s(0.1,1,00) in the country. [8. Tablu VI]
 

According to (Jovernment data, access to cleall 
 wter- improved from 38
 

percent of to01it Tpulati)n (22 percent of
i P the rural population and 77
 

percent of the urban population) in 1982-83 to 53 
 percent of the total
 

pol)ulaLion (45 percent of the 
rural population and 80 percent of the urban 

population) in 1987-88. [7, p.41
 

Regarding access to sf.wvrage 
 facil.ities, the Government estimates an
 

improvement from 16 percent of 
 the total population (4 percent rural population 

and 48 perre.nit uriw;, access) in 1982-83 tto 23 percent of the total population 

(10 percent for the rural and 52 percent rot, the urbin pUpitlatioln) in 1987-81. 

L'7 ).. 

Appreciable inefficiency is believed ')eXist in the utilization of
 

medical service 
 resources in Pakistan. Tho- sector study by Gross, estimates
 

that the wurki ead of nwdjcal practitioners, 
 in both office and hospital
 

practice, 
 could hn increased by 50 to 60 percent. The same study also refers
 

to low occupancy 
rates in the government hospital.. 
[24] Further. there is 
a
 

common perception among observers that there 
is excessive prescription of drugs
 

in both the public and private seutors. 

Health Expenditures: According to 
the Gross study, funding sources, for the
 

Rps 20.433 million expenditure on 
health for 1986-87. had the following
 

distribution: 
 Government 
(all levels), 34.5%; Semi-government organizations, 

5.4%; Private employers, 1.0"%; Foreign aid, 4.4%; Private households, 53.1%;
 

Voluntary agencies/missions, 0.91%; 
Other 0.8.0. [24]
 



In terms of status of sorvice provider, the Gross study found that private 

sector providers accuunted fur 57.1 percent of tota] hed]th cxpe:nditure and 
69.5 percent of all recurrent health expenditure. The private sector accounted 

- ! for ony 6.0 perc'ln0, Of cqajital expenditure, huw(ever. While government 

serv'.ces accounted for 32.8 percent of total healto expeadi ture, the government 

share of recurrent e:pendi ture was 24.5 percent and its share of capital 

expend i .ur, wi.; i dominant 83.7 percent. [24] (These estimates do not include 

defevisv expendi tures on health.)
 

Government fluding and expenditure for health car,: 
 orcurs at three levels: 

fpderal. provincial and local. In ternis of contributed revenue (1986-87) the 
f(,do.ral governmet acrmnnLed tor- abnut 49.5 percent of the total, the provinces 

for about 45 percenl ind >,cal governm,.nt for less than 6 percent. On the 

other h,11j. ,rteh(rii) mnistries expc nded just 2G. 5 p ercent of the government 

totai wh Plethelprovices were respnns ible for alnmoct: 66 percent. [24 

Emp oy,,r futidinc, of health, services occur.; tlorough the {,calt h shrr(o of 

emplnyer contributions to the Employee Social Security Institutions. through 

emloyer p;,'nenri for prjv;1,, sector serv'ces pro,' idedt to c2n I uyees and through 

enpioyer oper'ation of health services for their emplovees.
 

Of private household expendi ture 
 on health, the Gross study found 

purchases of dru-'s 
to account for 63.2 percent of the total. 
 Private medical
 

consultutions were 22 .4 percent and private hospita s accounted for 3.5 

percent. 
User fees for government services were just 4 percent of the total. 

The growth in pharmaceutical expenditures has been great in recent years. 

In 1985, the per capita consumption of drugs was estimated to be Rs 47.00
 

(S2.73). [24] In April, 
 1988,, it was reported that. following an expression of 

concern 
by the Federal Minister of Commerce over the rising trend of 

lq4
 

http:governm,.nt
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pharmaceutical imports, tile Health Division and the Registration Board had 

dec.ded to restrict the registratlio of imported drugs and medicines. [25] 

Sector D vlopment Objectives: Under the Seventh Five Year Plan (1988-93), it 

is proposed to increase the number of physicians by more than 15,000 (an 

increase of 42 percent), to obtain a ratio of about 4.4 doctors per 10,000 

ppu latonu. More than 20,000 hospital beds are to be added (an increase of 
nearly one-third), to achieve a ratio of 0.7 beds per 1.000. The Plan proposes
 

an additional 
144 rural health centers (an increase of 29 percent) and 1,948 

primary health care facilities/Basic Health Units (an increase of nearly 56 

. , Tab!(! VI] 

Un(, the Seventh Plan, it i:s expected that primary health car( will be 

riade~wai 1abl, in ,tl1 union councils of Pakistan (compared to 85 percent 

covvra' i, 198,,) . The targeL rate for infant mortality ill 1993 is GO,1000 

(compared to 80,1000 in 1983); and target life expectancy in 1993 is 63 years 

(coniparera to G1, years in 19880). [8. Table IV] 

"h Recurrent Costs Issue in the Pakistan Health Sector 

Problem Stnlu,:: The Govrnnicnt acknowledged the significance of the recurrent 

costs issue in health in the document for the Sixth-Development Plan (1983-88), 

stating: 
 "The most important difficulty facing the public sector health 

services is insufficient funds to meet the recurring expenditure. In many 

'Despite declared development emphasis oil primary health care, 
a recent
article in tile 
Pakistan press gave a cynical appraisal, observing, in part:
"AlhouxA PakJstuii ii fact has a high national doctor - patient ratio for a
developing country, both the government and 
the private sectors give little
practical attention Lo 
basic health care. Moreover, many are becoming prone Lo
the 'seminar syndrome' with jargon filled conferences on 
health management
systems sponsored by international aid agencies, but little credible work ill 
the fiel ." r2n]
 

lb
 



cases the infrastructure is available but cannot 
be utilized in full because of
 

the shortape of funds for personnel, medicines ind mnintenancu:." [27, pp. 412-


A World Bank health sector review, condul, ted ill 1933, i~io(: that in the
 

'98. -32 healthI bud et, capi Lal expenditures exceeded two-thirds of the
 

op,,raliollnlld mnintenanc:e expenditure (compared 
 to a normal one-third
 

relationship for d#vrlopiiig countries). 
 The review speculated that this
 

circumstance might be reflective of constrained operating and maintenance
 

budgets, especially in the case 
of tile provincial governments. The Bank review 

also observed that during the fiscal year periods, 1971-75 and 1976-82, the
 

red] valu, of g.overnment operating and maintenance expenditure actually
 

deciined. [23, pp. 24-253 

Sk~ev:!11.,. in his analysis of health sector financing under the Sixth Plan,
 

expressed streno. Skepticism regarding the abhility of the lublic sector to meet
 

the recurrent exlenrdi1 ure requirements of the Plan. [3, pp. 10-17]
 

The Sixth Five Year Plan to
proposed introduce user charges for government 

]ith~wth survic:s, ats a way to meet a substantial portion of the recurrent, cost 

demands under the Plan. 
 In fact, as the draft Seventh Five Year Plan (1988-93)
 

admits, the user fee proposal did not succeed.
 

The published "Highlights of the 
Draft Seventh Five Year' Plan (1988-93)"
 

cautions: "The lim-ited feasible growth 
 in current expenditure on the social 

setors will have to be kept 
in view while formulating the investment programme 

for these sectors. Otherwise. physical assets in the social sectors will be 

9Another World Bank report, reviewing the proposed Sixth Five Year Plan,voiced similar skepticism on the ability to meet the health sector's recurrent
 
costs. Noting that health operating and maintenance expenditures wereprojected at 4 percent of total 
federal and provincial recurrent expenditure,

compared to 2 percent in 19V2-83, the report stated, "it. clearis tha. theexpansion of health sector operating and maintenance requirements is very
amb.i Lious and is Iike y to run into financial constraints." pp. 117-18] 



Crar,,d whose utilization will not he insured due to inability to bear their 

operational costs." [7, p.41 However, it is questionable whether tie fiscal 

projections for the Seventh Plan adequately reflect this caveat.
 

Looking at the recurrent cost burden of 
 the rural health netwurk of rural 

health centers and Basic Health Units, under the Seventh Plan, the Gross report 

is dubious abou-t the ability of the provinces to allocate sufficient revenue. 

Given the generally predominant share of their likely health budgets that is
 

expected to be demanded by the rural 
 facility network, the provinces would face 

considerable pressure to either severely cut 
hospital expenditures or to find
 

additional 
revenue sources. [24] 

Pharmaceuticals are a major (and likely inappropriately large) component 

of recurrent costs. The Gross study found that the 
cost of medicines
 

represented .40 to 50 percent of many hospital budgets. [24] 
 At present the
 

government health services supply, without charge, those drugs that are stocked 

by the facility. For inpatients, as well as 
some groups of outpatients,
 

necessary drugs that 
must be obtained outside the government facility are 
also 

purchased by tlht government. (The availability and range of stocked drugs 

seems 
to vary between different facilities at 
different levels of government.
 

The federal hospitals seem to have 
a greater range of available drugs than do
 

the provincial hospitals.)
 

When the recurrent budget for the fiscal year begins to grow tight.
 

however, some limitations will appear on the supply of free drugs. In March 

1988 (four months before the end of the fiscal year) this limitation seemed 

moderate at Federal Government Services Hospital in Islamabad. Then, th, 

Superintendent in Charge of Stores was simply modestly reducing (for 

outpatients) the quantities for prescriptions needing to be filled by ontside 

!)urchas#,, ii some instances, or asking some higher grade federal government 

employees (entitled to government purchase of all necessary drugs) to purchasc 

I?
 



the drugs themselves and obtain reimbursement from the budget of their 

government department. However, during the following month the budgetary 

limitation on drugs became extreme at Federal Government Services Hospital. 

Thv, newspaper, The Msiiij,,, reportnd on 25 April, 3988: 

The Federal Gove:nment Services Hospital, popularly known as"Po]yc:liiic" has run out of its stock of medicines for the fiscal 
ypar 1987-88 causing great hardship to indoor as well as outdoor 
patients. 

The hospital sources sa.id that even the supply of me(.drljns
life-saving drugs 

and
for the wards have been stopped. The potionts ofa]l categories haveI. to rush to the markel all the way to procure! 

medicines.
 

The acute shortage has occurred, the soiirres said, due tutilization of the entire budget allocation for the current year formr'cilt:nes falling in the vicinity of around Rs 20 million .... 

There is a critical and panic like situation prevailin- in thehospital as low salaried patients are ,p)ut to _-ent pr'dir:ainent due to
non-availability of even common drugs .... [2r! 

On !..'.ine, 108 (after the announcement by the government. in early :iy, 

,hat it ,wotd attempt Lo freeze non-devlopment expenditure for two years and 
a2::o after the dismissal of the Junejo government on 28 May by the President). 

an.hur article in The Muslim commented: 

. is said that the Junejo government seriously thought ofputting a cap on non-development expenditures. But scope among them was found to he rather restricted .... It. made more sense not
build new hospitals or health units then to build them and not 

to 

appoint any' staff, and not provide any medicines or other aids,

although some of these expenditures are now being paid out 
of

development budget. 
 But on the whole the m;iintenance of existing
social community only economic services are 
part of non-development

e-:penditures. Cutting this is foolish if not suicidal. The old
parliament and government were rather hazy about actual 
priorities ....
 

flmnt~n': The proposals offered, in and out of government, for dealing with the
 

recurrent costs problem in health, 
include increased application of user
 

chires for government health services, privatization of healthsome services 

presently 'iperated by the government, introduction of some form of health 

I f
 



-- 

insurance and improved efficiency in the production and utilization of
 

4 r heal th sc rvi ce( .
 

An: not,,i earlier, user charges for governmew.t services wer. proposed under 

the Sixth Five Year Plan (a98s-8P), a way" of meeting a significant portion 

of re(llrrent cos..is during tire period, 10 lhowever, the extensiii o(F uro, charoes 

under the Sixth Plan reportedly met with great resistance by thp public and,
 

c:onseuefllnly, were; mostly" withdrawn. 11
 

Currently (1988), at Federal Government Services Hospital in Islamabad
 

(one of two federal MOH hospitals) 1 2 very modest user fees 
are applied only to 

thuse who are admitted to the semi-private 'Officers' Wards' (also know as
 

'paying wards'), plus (in princile) ti those (not employed hy the federal
 

government) receiving certain diagnostic tests and who -- in the opinion of the 

physician -- 'can afford it.' (IL is our impression tat Lit: application of
 

these diagnostic test fees 
 arp fairly casual and that seriouLs collection
 

attempts are not made. ) The semi- prhv; 
 .te roilm chart.', inrc]uding three meals
 

anrl "t,,i." is only Rps 22($1.25) per day, for 
 those who are not federal 

nt employees. Federal government employees (of officer grade 16') may
 

use the semi-private rooms for 
a fee (said to apply to the meals there) of only 

Rps 5(SO.28) per day. 
 Non-federal government employees using the semi-privat(
 

rooms are also 
(again, in principle) assessed fees for surgical procedures.
 

10 The specific financing logistics are not clear. We're uncertain whether an arrangement for retention of the charges within the health sector wasdetermined, or whether the charges were to be forwarded to the Finance Ministrywith recurrent expenditure funding fully drawn from federal 
or provincial

finance ministries. 

1 'Some user charges (very modest) were, in principle, applied by theprovinces prior to the Sixth Plan. But, as Stevens describes, the collectionof the fees (which wert income dependent) was not very successful. [20, p..19] 

"There arc alsu three federal autonomous hospitals. 
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For one example given, tile total fee (including anesthesia. consultant
 

physician and surgery) 
was Rps 150($8.47). (We were told that this fee
 

schedule was established inl 1932.) Again, there is 
no serious attempt to
 

collect these fees. 
 There are no fees (even in principle) for the general 

wards.
 

Although the puhl.ished "Iighljghts of 
the Draft Seventh Five Year Plan
 

(1988-93)" lists, among its proposals for reducing the current 
account deficit, 

the imposition of "outdoor and indoor patient fees, ''13 [7, p.41 the health 

chapter in 
the draft Seventh Plan, itself, only makes incidental reference to 

possible user fee extension under the Seventh Plan. (The chapter does as noted
 

earlier, refer to the non-success of the proposal for 
user fees under tile Sixth 

Plan. M1osi likely, i :;ignifieant application of government health service user 

fee,, in the immediate future, is regarded to have poor political
 

feasibility. )14
 

Privalization of health services was 
also proposed as a major component of
 

the Sixth Plan, which stated: 
 "The Sixth Plan framework is based 
on a new
 

(:ompnacl betveen public and private sector .... There will be significant load

shedding of government's financial burdens so as to mobilize private financing 

and to enable to the government to concentrate on those functions which it 

alone can perform." (27, p.141 It was especially hoped that the expansion of
 

13pakistan terminology for outpatient and inpatient 
is "outdoor" and
 
"indoor"
 

4The Gross study argues that its finding of substantial out-of-pocket
payments for health services in Pakistan shows user charges to already be areal ity and accepted by consumers. On the other hand, the Gross study ]sofouni a preference by consumers for care delivered by privato doctors, as
 

{ .ze~ li~el-I) d.l~end n a perceptiono improved ,quai.
 

2,D
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private nospitai capacity would allow tile government to reduce its large budget
 

burden in this area.
 

The draft Seventh Plan, hCwever, acknowledges the substantial 
failure of
 

the proposed private sector expansion, relative to 
the established targets:
 

With the addition of 6,000 private sector hospital beds, only 25 
percent of the
 

target was reached; and only half of 
the proposed 10,000 additional private
 

sector doctors was realized. 
The failure to reach the established goals was
 

attributed 
to "lack of proper incentives." [8, p.2]
 

Nevertheless, the draft Seventh Plan lists encouragement of the
 

establishment of private clinics and hospitals among its major policy
 

directions. It seems 
unlikely, though, that privatization -- at the present
 

level --
will provide much relief to government recurrent costs in the 
near
 

future.
 

Improved effici
c . -4=ad,,c1 i-t.'ard. titJ lizati 
on- heal th services
 

might offer substantial, \ecurrent cost savings. 
 The principle approach of the
 

Seventh Plan towards increased efficiency in the health sector appears to 
he
 

through efforts 
to decentralize the health bureaucracy. 
 While these efforts
 

may ultimately be 
helpful to the recurrent cost situation, the extent and
 

timing of that help are difficult to determine.
 

It seems that, in 
large part, health insurance has assumed, in the Seventh
 

Plan, the hopeful role given 
to user fees in 
the Sixth Plan for alleviating the
 

recurrent cost gap. 
 Health insurance is prominently referred to, 
both in the
 

published "Highlights" and 
in the draft Seventh Plan, itself, though the
 

specific form that will 
be pursued -- let alone implementation logistics -- are 

evidently nebulous, at best. 

The Sevenih Phan "Ilighl jghtn" nof.:s: "Health inJsuract, will be started, 

particularly in the urban areas. The burden of hetalth insurance will be the
on 




employers and for certain critical illnesses, the Government will be 

responsible up to 80 percent of 11e.! cost of the care. " [7, p.5] 

The draft Seventh Plan, itself, states, among its "major policy
 

directions": "Ifealth insurance, at least, for critical illness w.ill be 

introduced while Employees Social Security will be extended." [8, p.4] 

Later in the draft Sevenlh Plan: "Health Insurance provides bright 

prospect: of sharing cost of the health care. To begin with all citizens will
 

be offered limited health insurance for critical 
illness. Health Maintenance 

Organizations based on the entrepreneurship of health professionals will be 

encouraged. Employees Social Security will he extended to units emplnying as 

low as two persons while this will be extended to non-industrial labour as
 

well." [8, p.24] 

sorcto r and uor 's :hlrffes intrnduced in secondary 

And. finally. in the draft Seventh Plan: "flealth Inntrance will be 

introduced to rediice the burden ,.n the puiblic purse while social security will 

be extended to nnn-industrial 

and tertiary care faciliti;." [8. p.25] 

The health insurance option is further discussed in the following
 

s;ections.
 

Pr,'sv,:ii Slatu:. of Health Insuranirr in Pakistan: There is, at present. 

essentially no private health insurance market in Pakistan. (Reportedly. one 

insurance company ha been offering health .insurance to its own executives. 

There may. also, be a few restricted policies -- mostly accident-related -- in 

force through other companies.) Federal government employees, as well as 

employees of the autonomous government agencies, receive certain health
 

benef5ts. Probably the most promni ent health insuranct shehimo in Pakistan 

today is that operated by the \mployee Social Security Institutions, in three of 

thi. ftur, proi-nces. Also. mill"y .mpIoyers, e:xemptc(.( from narl icipation in the 



Social Security health scheni, offer their own health benefit program (usually
 

as 
a condition of their exemption) to their employees.
 

The Employee Social Security Institutions (ESSIs) operate ini Punjab, Sind 

and North West Frontier provinces (in 
which more than 90 percent of Pakistan's
 

population is resident). 
 The Social Security sche:nic was introduced by the
 

government in to
1.967 provide benefits to industrial workers and their 

dependents. The benefits include certain cash payments, mostly related to
 

inability to work; however, most of 
 the revenue of the semi-autonomous ESSIs 

supports the health insurance component of the program. The ESSIs cover all
 

workers in establishments 
 with ten or more employees, although there is an 

opting out arrangement. (If employee representation advises the ESSI that they 

do not wish their employer to be required to join, the employer will usually be 

exempted from ESS] membership. This presumably occurs where employers offer
 

health benefits 
 superior to those available through the ESSI.) Membership is 

;,lso limited to emjl]oyees earning ts:; Rpsl tLan 1,500 per month. Since the 

elimination of the employee contribution in 1072, the program has been financed 

by the employer contribution, which is established at 7.0 percent of employee 

earnings. Government employees, including the autonomous agencies, are
 

excluded from membership.
 

The ESSIs operute their 
own hospitals and dispensaries; and they hire
 

physicians on either full 
or part-time contracts. Health care 
benefits include
 

inpatient and outpatient car (JircludinL specialist care), maternity care, 

medicines, diagnostic tests, rehabilitation services and 
some artificial limbs
 

and prostheses. Dental iscare also covered. Apparently, healththe care 



bt:nefJts fur dependents are somewhat miore limited thali those granted employees. 

however. 15 

Stevens, loukijm at ESSI enrollment statistics for" Purijab Province (year 

to which the statistics applied not clear -- possibly 19,01), found 244.000 

primary beneficiaries, which, including dependents suggested a total of about 

1.5 million beneficiaries. This was estimated to amount 
to about 70 percent of 

the eligible ESSI enrollment for Punjah Province at that time. [20, p.42]. 

However, enrollment in the Punjab ESSI did not increase during tile three years 

subsequent to 1981 (actually declining slightly), standing at 
237,303 in 3984.
 

The Sind Province ESSI enrollment also declined slightly during this period, 

from 167.864 in 1901 to 1.12.286 in 3984. The North West Frontier Province
 

ESSI. at all Ps~imated 25.000 in 1984. was somewhat abovp its 1982 enrollment of 

22.178 -- thougit ilOL much changed from its year earlier enrollment of 24.653 in 

1980. [24] (We have not seen ESSI enrol irent data beyond 1984. 1"
 

Contributinf 
 actors in the stagnant enrollmnt levels might include the 

n-o-,t arrangement and the earnings limlit. It is also possible that 
emiloyer are managing to evade ESSI enrollment through various measures. The 

Gross study reports little community or union pressure against employer 

attempts to evade ESSI enrollment. This lack< of presSure against evasion was
 

attributc(i to the high 
 unemployment ill Pakistan and to a second-class stigma of
 

ESSI institutions 
 -- suggested to be due to the exemption of government 

employees from ESSI enrollment. [24]
 

1)It has been suggested that many may be unaware of their eligibility forthe various cash benefits of the program -- including sickness, injury andmaternity leave. deuth grant and disability and survivors pensions.
 

lBp reiuinded of various 
 eligibi Iity exclusions, -volving goernmf:nt 

employees. establishments with fewer than ten emplioyees and those whoseearnings ;ire auove the limit -- kps 1,000 until .19U3; and I)p,; 1.500 subsvquenty. 



For 1983-84, total income of the 
ESSIs was Rs 183.7 million (derived from
 

Rs 
163.8 million in member contributions -- Rps 404(S31.00) per worker plus Rps
 

19.9 million from other income.) Expenditures totaletd Rps 148.0 million and 

included Rps 
102.7 million for medical care, Rps 16.6 million for cash
 

benefits, Rps 23.9 million for adniinistration and Rps 4.9 million for other
 

expenditures. [24]
 

Efforts to extend ESSI enrollment might include removing the government
 

employee exemption, lowering (from the current 
ten employees minimum) the size
 

of establishments required to join, raising the salary limit for eligible 

employees and attempting to reduce enrollment evasion.
 

As Stevens points out, the ESSI program may be considered responsible for 
more insuran)ce coverage is inthan reflected its enrollment figures. It is
 

possible that for some of 
 the establishments thOt opt out of ESSI, the 
independent provision of carehealth benefits to their employees was encouraged 

by the alternative ESSI requirement. (Stat.istics on the noji-ESSI prO\7ision of 

health care benefits by employers have not been obtained.)
 

Federal government employees 
 receive an entitlement to health care
 

services, by virtue of their federal 
 servant status. There is no premi..um
 

payment, either by the employees or on their behalf 
by an employer department.
 

The entitlement to 
health care services is given by the Central Services
 

(Medical Attendance) Rules, 1958, commonly known as 
just the Medical Attendance
 

Rules (MAR), plus subsequent amendments. Employees of the autonomous
 

government agencies and the military are 
not covered by the MAR and have their 
own, separate health care arrangements. Eligibility under the MAR includes 

current and retired federal government employees, their spouses, dependent 

children and parents of the employee, if residing with and dependent on the 
,,mpIoyee. Those eligible to receive health care benefits according to status 
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as a federal government employee or qualified dependent are known as 

"entitled" patients.
 

Fnt.itled patients may seek care directly, without special authorization, 

from any federal medical facility. Tile federal government operates two
 

hopitals (Federal Government Services Hospital in Islamabad and Jnnah
 

Postgraduate Medical Centre in Karachi), six medical centers, forty-four
 

dispensaries and nine MCH centers. Federal government employees enjoy iio
 

special status, relative to the public 
 at large, at the three grant-in-aid.
 

autonomous hospitals (Pakistan Institute of Medical 
 Sciences in Is]amabad,
 

Shaikh Zayed Hospital in Lahore 
 and National Institute of Cardiovascular
 

DJ sv.,sf ii arachi). Entitled persons locaated 
in areas where a federal
 

government hospital is not accessible. may utilize a provincial 
 government 
honpi t;i , after first nht;ining ain ri zation 'ro th- f' alPP)in ted 

Authorized Medical Attendant (AMA) for, the area. In some cases. where tile AMA 

finds it necessary, authorization n,ilht he t~rJven to attend a private hospital. 

In cases of emergency, AMA authorization may be provided retroactively. To thf

extent that any charges are lviedl for authorized carv from a non-fderal
 

facility ( including tile autonomous 
 hospitals) , reimburstemont may be obtained by 

completing certain forms. 

There is a modest di fferentiation of heal th care forbenefits entitled 

per'ons, depending on their federal employment grade. Those of grades 16 and 

above (also known as "Class I Officers"), are eligibl for some benefits not 

available to those in 
lower grades. The additional benefits available 
to those 

of grade 16 and above essentially consist. of eligibility to occupy the semi

private "Officers' Wards" (which are air-conditioned and receive superior 

service), for the trivial 
charge of 
Rps 3 per day, and eligihility to obtain
 

necessary pharmaceuticals, not stocked by the hospital, without charge as an 



outpatient. (There is 
no charge for necessary drugs for inpatients,
 

regardless of grade or whether or not the patient is 
entitled.) 

Those in grades 1-15 receive a "Medical Allowance" of Rps 50 per month, 

which is intended to be used for such uncoverpd costs as outpatient use of
 

pharmaceuticals which 
are not stocked by the hospital (but which would be 

obtained by the hospital, without charge, for those of grade 16 and above). 

Since the Medical Allowance is modest and might easily be used up, in the case 

of significant illness experience by a family, a patient of grade 1-15 might
 

also make an appeal to the Medical Superintendent in Charge of Stores at 
the
 

hospital fur purchase of 
a non-stocked pharmaceutical by the hospital, without 

charge. Additionally, patients may file specified forms for reimbursement,
 

from their individual government department, for such out-of-pocket expenses 
as
 

drugs which had to be purchased outside the hospital 
at personal expense. For
 

amounts up to Rps 1.000, the indiv'idual government department may authorize the
 

reimbursement. 
 Higher amounts need to be referred to the MOH for
 

authorization. except 
in the case of "continued and chronic cisease," 
in which
 

case the individual department may authorize up to Rps 10,000.
 

While specific health care 
benefits and limitations are supposedly defined
 

by the MAE and occasional amendments, its 
seems 
that very few federal 

physicians have ever 
seen -- or even heard of -- the MAR. Most simply say that
 

'everybody knows what benefits entitled persons 
can receive.' However, some 

physicians seem confused -- at least on some points. Since the MAR was
 

prepared thirty years ago, it 
is somewhat out of date; 
and there does not seem
 

to be a complete set of subsequent amendments kept anywhere.
 

Many of those interviewed (at Federal Government Services Hospital and in
 

the MOH) suggested that some 
priority might be accorded to entitled federal
 

employees at the greatly overcrowded federal hospital. 
 While there was some
 

ambiguity regarding the nature of such 
priority, as practiced, it was often
 



said that an entitled patient was less likely to be refused admission in an 

non-emergency situation. 
 (There was 
poor agreement regarding the value of
 

entitled status with regard to the lengthy queues in the o',tpationt
 

departments.
 

Except for the special benefits for those of grade 16 plus, the health 

care benefits of entitled persons are mostly the 
same as those which are 

supposedly available to the general public. One difference is that where, in 

principle, non-entitled persons who could afford to pay, would be asked to pay 

for some diagnostic procedures and tests and for surgery performed (if admitted 

to a semi-private ward), 
entitled persons -- regardless of ability to pay,
 

would not be asked to pay. 
Also, where referral to, or emergency use of a non

federal facility results in any levied fees, only the entitled federal employee 

could c aim reimbursenent. 

The health care benefit.. al iuthori'zed fascilities, includes treatment 

withouz any charge for any inpatient (general ward) and outpatient care, ]ah
 

tests X-rays, necessary drugs (as detailed above), vision 
care, dental care, 

hearin- care, blood and blood transfusions, maternity care, physical therapy, 

radiaion therapy, kidney transplants and anihulance service (if provided by one 

of tLie few federal hospital ambulances in the territory served by thenm). 

'o prostheses, artificial limhs or durable medical equipment. are supplied. 

in the case of vision care, eyeglasses and contact lenses are not provided. In 

the case of dental care, fillings art- only done with cement; and crowns, 

bridges and dentures are nnt provided. Orthodontic services are not covered. 

Hearing aids ; r nol provided.
 

An apparent] y val uab]e bent-fit enjoyed 
by enI i tied federal e:upjl ,)yees, .i. 

that of reftirral for treatnent abroad, at government expense for medical 

conditions that cannot be adequately treated in Pakistan. }Howvver, though most
 

,eh, tn consider this a guaranteed 
 benefit, it is currently extended as a 

'-V 



special gesture of the President and is not a contractual benefit in the sense 

of the other benefits. Patients have heeni referred abroad on the
 

recommendation 
 of one of three Medical Boards (located in Lahore, Islamabad and 

Karachi) and the subsemuent approval of the Prime MinJi:ter. The number of
 

patients referred abroad seems 
 to be fairly modest. (The referrals abroad,
 

though available to all grades, appear to 
strongly favor -- by a ratio of eight 

to one for a recent period -- those of grade 16 and above.) 

Zakat and Ushr are two locally administered funds, operating in the 

context of Islamic precept, to reduce social disparities. Zakat is funded by 
a 

2.5 percent annual levy on variou finan,cia] assets. Ushr is collected from
 

every landowner, lessee and grantee 
 at the rate of 5 percent of the produce 

share (less an irrifation allowance). [I. p.281] While these funds presumably
 

finance somo health care needs 
 of poor persons, lii:t le det:iil. on this has been 

obtai ned. 

Rationale for e:' .elisIon ,f heal th insurance in Pakistan: Government
 

e:xpress ions of intent, 
 in ,onnect ion with the Seventh Five Year Plan. to extend 

health insurance iii Pakistan sngLre!'t a vagv,:ly arti cillited interest that may, 

at this point, be open to various approaches -- including public, quasi-public 

and private orientations. While tie NTOFI has initially, with 'W.H.O. consultant 

assistance, been considering a possible hal th insurance prograr, for federal 

government employees, commitment to this approach seems uncertain. It seems 

clear that the government, having experienced great resistance to its user 

charge effor L, is now interested in any forni of insurance that can --- with less 

controversy -- alleviate the recurrent co!;t burden in the government health 

sector. Such a]levi ation mJlght occur either through a public insurance plan 

that offered cost recovery for publi: services, or through a private (or 
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quasi-public) plan that served 
to reduce the demand (and necessary funding) for
 

public services.
 

Generally, health insurance offers the potential for improved equity, 

relative to equivalent cos;t-recovery user chares. insofar as 
the funding is 

spread between both the ill and those fortunate enough to remain healthy. For
 

this reason, there may be fewer complaints (improved political feasibility) in
 

insurance as opposed to 
user fee funding. By the same measure, the spreading
 

of insurance collections 
over a broad insured population allows the potential
 

for greater cost recovery than would usually be feasible from user charges
 

alone. It is 
reported that health insurance arrangements are often popular 
in
 

developing countries, where populations appreciate (value) the protection
 

against the financial risk of illness.
 

Health insurance, besides its values 
in accommodating private risk
 

aversion and improving social equity, 
can be employed as 
a tool to raise
 

production and allocative efficiency in the health services sector. 
 This
 

depends on the development of health insurance 
structures that encourage
 

competition between suppliers of 
care and that offer internal incentives for
 

production and allocative efficiency. An advantage of Pakistan, relative to
 

the potential 
for supply-side efficiency through competition, is its relatively
 

large and growing supply of physicians. 

It is clear that the potential exists for some 
experiments in health
 

insurance in Pakistan. (Especially see Attachment 
 ) However, the amount of
 

basic research that needs to 
be done is enormous it'one is 
to make wise and
 

politically valid policy choices. 
 There is some doubt about the GOP's
 

willingness to support this hard research and/or experimentation. A possible
 

way to proceed was outlined to the GOP (see Attachment I) and some important
 

work has been done in codifying the MAR. a necessary step for any actuarial
 



study that might be needed for any possible insurance scheme (see Attachment 

II). A way to proceed was outlined to the GOP during April 4-9, 198P, (see 

Attachment I1). The possibilities 
are good for insurance schemes, especially
 

those with both public and private components, to be developed in Pakistan but 

the GOP must be willing to make the commitment to participate in, if no do, 

all the necessary hard work. 
So far this had not happened.
 



OFSERVATTONS ON HEALTH TNST;RAXE IN PAMT.TAN - FI F.D-EPrnT 

Overview/Observations
 

I. Various concepts and principles of health insurancte can b,, appled to 

Pakistan. Some brief observations why this is so: 

A. 	 lPeopli./consumers presently are 	 accustomed to paying for services in 

the private sector. 

B. 	 There is an ample supply of well- Lrained physicians. 

C. 	 There are identifiable, actuarially homogeneous groups (i.e. 

goverlneni enipluvees employees of' 	 auI.onomous fi rm,:, 

D. 	 There j,:Widesprrad disatisfnction with existin, public services. 

- Government services are supposedly "fre,," but JIon, Ir;utvel and 

waiting times are involved. 

- Consumer satisfaction with quality of care (in public service) 

is low. 

- There are great inequities in benefits received from the 

services by different occupational and/or income groups in
 

Pakistan.
 

E. 	 Government of Pakistan resources 
for 	health are very inequitably
 

distributed, i.e. people who can 	 afford to pay for publicly provided 

services do not do so 
(urban middle class workers) and people who
 

cannot pay for services (i.e. rural people) do not 
receive adequate
 

free services.
 

Mission Rpport by Professor Ralph Andreano 11/24/87. 
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2. Government resources 
for health services are not 
likely to increase
 

sufficiently in the years ahead.
 

- Recurrent costs are high and will get higher and there is 

insufficient provision to use cost recovery methods (i.e. user 

charges) to mitigate this problem. 

- Private sector expenditures, now already 70% of the total, will 

continue to grow.
 

- Present inequities in access 
to services will get 
more so unless the
 

system of financing of health services is changed.
 

3. Government of Pakistan is 
committed to changing the financing system for
 

health care 
in the 7th Plan and to do 
so by introducing va i'ous 
insurance 

schemes. 

- The existing types of health insurances schemes are: 
(1) a very
 

limited indemnity type scheme 
for executives administered by State
 

Life Insurance Co., 
and (2) three social security schemes for
 

industrial workers with contributions wholly paid by employers
 

(currently total contribution is 
7% with abort 5% earmarked for 

health services). (ESSI) 

- Federal government employees have their own scheme of care delivered
 

through Federal Government Health Services Hospital,; and Polyclinics
 

and governed by the Medical Attendance Rules (1958).
 

- Almost all of the autonomous institutions offer health benefits 
to
 

employees within the premises or 
on a referral basis 
to a physician
 

and/or dentist approved panei such people alonZ with all 
other
 

citizens not elsewhere covered, are 
entitled to use government and
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p)rovincihal SPILU H1,i(:e i:.: w.. : . ost privt, sec:tor fi r;m 

except small y l0 emplnyeel no,-industrnl firms ocffer nme li, imted 

btu umnprQQi ,,, hv(i fitI. Au e:lp,,ypv,.
 

TO,, ',)vernment of Pakistan's 
objective in pursuing this approach must be 

:lear ,lyiepi in view at all timvn':. 

- To increase resou:'ces av,,ilable to those who cannot pay anything, for 

.e'rvices and especially to rural areas. 

- To mbilize .nid make efficie, with high public acceptance, the 

ntwrnm,\" , r, vir.cia] health srvic,: and ONi ivery system. 

- To enllancp eqity in access and distr ibution of serviees. 

- 'ICo vilance tihe p .i ,,nIe scotei cop,.b:1l1ties in extet ding th. health 

systew. 

" o nr+.'l,,cnwo" uf' cOst ,Wn ,v'Dpeni ur::r f thei total health 

care '.ystem (pub;r nnd privateY within the ennomic capacity of tho 

Nv.rnmrpr of Paki stan has three ba :v cho.ioces: 

- It can leave the existing syvtpm alnnn and dn nnthin.. The most 

NiA,* 
 on. om i.t i: ,s... .rntegyis some of ther snm, of what h s W1tell 

hnppn in7 i recent years: more and more expenditure will take placp 

in taw private sector': prespnt inequitli e-: will b, further 

exacerbated; government coItd continue to privatize ho:pitain . 1sn to 

fa;r:litate this t:end of shift' to privato sector, fOe for service 

financing: a likely outcome of this policy would be that some yPnr 

lenre the proportion of GiD' IbeinK spent on health carp woul riote 

signi ficantly and medical care costs and prices would also rise with 
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the aUpI'opr ate pulii c outcry about "high ofthe cost medicine," and 

what is government going to aboutdo it.
 

A second choice 
 is to move the entire population of Pakistan inte 

S5u:i al SVcurity-li\w schemes producing, therefore, a nnt ion,_ h,,u.Lti1 

in:surance system financed by mployers, employees, and by general
 

governin:t taxation 
 (to cover those people unemployed or in very
 

small employment 
 units such as agriculture). This would product a 

s 'stem will all helith care fa:i ] i ies and enp oyes under cultrol o" 

one or more of these schemes ( ther,. could be onC national scheme or
 

what seems more likely for Paiustan, 
 several schemes throughuout the 

nati,)n). There are decided ,osts and benef its to this strate.,:,y; 

h;ts th r, arpe rance of equiS ty bul. .l do':; 11o guiralntep this, no r nis 

it 
 n.. that the health institutions and personnel in tht,
 

s:hemes wi I] hve the incent ives to offer high 
quality care al th,
 

least co;t possible. Also, 
 it i!; not at all clear that this would 

diminish the support of private sector, fee for service, medicine in 

Pakist nn. 

T'he th ird choice is a mixed one; utilizing different kinds of health 

insurnce schemes, e;tending social security in some possible 

directions, and permitting some private sector growth under 

controlled conditions of andprice quality. From my observations of 

tiue structure of the Pakistan economy and society, it is a mixed 

system of financing, insurance, public and private that is 

anticipated by trovernment of Pakistan as it has articulated its. ideas 

in tho 7th Plan for health insurance coverage extension. 

5
 

i 



A Mixed Financing System
 

J. A variety of approaches spems possibjle following some general principles; 

for example:
 

- Consumers must be satisfiJed with the quality of services evn if they 

do not pay much for them; otherwise they will opt out of any 

insurance plan to seek car, in the fe: service system. Consumers 

must hae more than one choice o" service provider if by exercising 

their choice they will inf.luence the behavior of providers (i.e. 

hIospitals.'doctors, etc.). 

- Providers must. have an incentive to offer high quality care going 

beyond the prescription pad. Provider incentive:; could be money 

( . l14 doctors at fLindciol risk) prtettizv, equipihlelli. etc. 

- GovernmenL must be an active monitor of cos-,. 'tilizationlevel:; anci 

quuliJi:v wh'h erl!' or not cart! is rcei\v(d in (hv privati- p)ubl ic: 

:;Ctor". 

2. Severa] types or insurunce could be offered so as to sugmeril Iopklt;ioII 

groups a-cor'din., to their 
preferences and their ability and willingnes, 
to
 

pay for services.
 

I-'f:
cuuld offer (publicly or 
through private sectur) cuLastrophic or
 

majorimed ical 
typ,. insurancP employment-based and by diagnosis 
or 

uor -. Ievel s.cal 


- - c(ould moderately expand existing social 
security schemes o.
 

initiate :nie new ones 
for very well defined groups, e.g. GOP
 

empl oyv.,s.
 



We could initiate some HMO and PP arrangements in urban areas among 

certain select and actuariIy homogenous groups. 

3. There are some basic things GOP must do to provide the infrastructure for 

any kind u Ir~hag: il th hea lth sector financinig Forsystem. examp1e. 

- It must codify miinimuim benefits in specific detail, it must do so for 

pre.sa benef its rovviVed by various grouns, and it mus! specjfy 

b.ner i ts for any now i nsuirancet covered groups. 

- It must set standard; (even if hlehse are internal standards) on 

methods of payments to providers when the private sector uses public 

inst itut innE. 

- It must legis5 late sinm: GOP authiority for mon.itoring costs and 

expenditures of the system ilnd a quality assurance systeii. (The 

qulity\ assnrnilnce system shoul N hosr ital based but government 

could outline the process and procedures institutions must comply 

with - i ., cas, review, fees review, infection control. etc.) 

How can Wv sL.at : 

1. C:nservatively. Perhaps. with a group for which GOP has some direct 

ability to influence, i.e. its own employees.
 

- I think w,, should partition GOP employees into two 
 groups: 

(1) Grade 1-15, (2) Grades 16-22. 

- For Group I we could fashion a social security type model; for Group 

I1 we could try an 
HMO or PPO type scheme.
 



We could do both groups on an experimental basis first before 

extending to the whult, of the enipIoy.es. Those experini int s could be 

anywhere but tho,' arP certain l I.ings we would want to learn fron! 

such experi mets: such an: 

(a) Costs of care conpa'ed to previous system, annd utilization 

Ieve, r.
 

(h) Quality and consumer satisfaction. 

( C) What factors moti'ate providers? consumers? etc.et:. etc. 

From these experiments we would hope to how atlearn and what 

(:xpec: .ed(cost wf ('oui]d ('t ei d the approaches: on a national scal e. 

hat do wo nPeri to dii tn !;n't? 

3. E:d i nj]},benefjzs for Group I and II intl t b exp.1i c.":ity codified and 

.rito!in set. for who is eligible to participa te. 

2. 1(We1u,1t c;al ct]uate actual expeniditures of both groups by govel'nment and by 

themseive:; and obtain demographic ondaita employees and dependents. 

BeFrin thu lengthy process of designing and costing these expcrinents as 

wel1 as what we want the expe.rinents to help us with and how to evaluate 

them. 

4J. Secure fiancing of the design of the experiments USAID, etc.from AD1I. 

once we have made a budget based on (3. 

Assemble a local team in and out of the. Ministry to assist, wit desin, 

monitoring, analysis, and evaluation of the experiments.
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Reconimezdotioi:; for D G. Decisions 

i . Begin internal GOP discussi on on thu nvd and expectatiouls for th: 

expt:' JImnWtL ti.1111 ul)Ldii GOP approvwi. 

2. Re il disclis.ion. with key elected rnt'fj:ji,s in Pitl] iament. 

3. Whon approval is granted, appoint a Leai,. 

4. ',;dke a preliminary estinijite of the cost of designijng the experiment.; and a 

budge t. 

5. S,:{urf- fundinig for designing the experiments, if nieeded. 

SOME THOUGHTS ON THE EXPERIMENTS 

General 

I. We must draw up thu exact speci fic:atiou of cxjis Ling benefits. 

2. We must identify the total eligible persons for Group I and II (i.e. do we 

include retiredi puplu, all fami ly, all extended family, etc.).
 

Groln I Enerimen

2. Sample size needed. 

2. Pzocedures for assignment of intoeligibles experimental and control 

groul)S. 

3. 
 Design of the beiic[i t package; inclusion of some benefits not now included 

(i.e. dental, 
home care, drugs, "Greenchannel," etc.; 
co-pay variations.
 

4. Negotiate with hospitals over rates of payment to be charged to the SS 

funds. 

5. Design of the evaluation instrument. 

6. Location of sites; assigned beds or dedicated facility? 



Brief in. of medical personnel.
 

. iDse-l ine heaJth statu, .Li'iZa Li ui . expendi ture 
] ev- s of experimen ta 1 

and control gronups 

(;ron 11. Eximerimeni 

(1-5I. plus 7 abovej 

2. Discussion with private plhysicils; (e(:ision how.," manyon ID1,O 's we Ivant to 

have formed. 

5T.'it ,i: of' ]n:nIj nedvd to attract physicijiis. 

4. Actuarially pricing the capitation fee. 

5. Fixing the enrollment period and educational and markvtjn): st:ps nveded. 

6. Preparing RFP for physician groups to bid on. 

7. Bidder conferen(: -- Telling bidder; whiat l. (;Il)j a ti,lo fev covers. what 

thoir ri:3k is, t'c. 

8. Negotiatirig instruments frr !V()'m useto with, hospit !;,]:and other prov i4',,. 

(a variation; we could select the hospitals and negoLiate for the HIO's 

hut the canitation f(! must include hospita] .iz iono ando drugs). 

9. Prof i e,; of practice pa: ternz o f M)',: inci assuranlce that there i!, all 

appropriate blend of general medicine and specialistL. in lD>O's. 

.1iscllaneouw; thoughtsabout the e.rerinents. 

1. Both experiment.s should las. long enugh to get sL.ati tirally valid data 

to make inferences on nationala extension. 



2. We might decide in advance for either the Group I or II experiments if we 

want to add (invite?) participation in 
the experiment from appropriate
 

autonomous institution groups 
(i.e. general employees might be in Group I
 

executives, middle and upper management in Group II).
 

3. For all experiments expected benefits inand costs should be listed 

advance even if all cannot be quantified. 

Other Ext'eriments/Programmes (Longer--term)
 

1. Begin/invite private insurance companies to 
design and price a major 

medical/catastrophic insurance policy under government specification. 

Test market in private sector.
 

2. The Zakat (family welfare funds) for possible community,.based/financed 

isisurance scheme in rural areas. 

3. Try HMO's. PPO's in some other groups by GOP stimulation and formntion of 

clinic group practices in private sector. 



,Attachmen - T:. 

ISIAT.T1I CARE BENEFIT ENTIT.EMENTS OF T.I)F,:. Ge\.IN'"-,S,' S7.RVANTS (DRAFT}: 

r.DIFICATION OF MEDICA. ATTENDANCE RULFS (MAR)
 

This-. inturprrtatjon of the health care b'nef it:, 
 to which Fpdera] 

Government Employees (FGEs) are 
entitled due 
to their employment status, is
 

based on an under,,:tanding of the Central Services (Medical Attendance) Rules. 

1958 (hereafter referred to as the 	MAR), supplemented by the advice of Ministry 

of Health officials consulted and by advice from interviews with 	 staff members 

operating the various clinics and other units at Federal Government Services
 

Hospital (FGSII), in Islamabad. Some 
 additional information was obtained by
 

limited visits 
to Federal Government PFG) dispensaries and one Provincial
 

Government (PG) hosp.tal, 
 Rawalpindi General Hospital. as well as the federal 

autonomous hospital in Islamabad, Pakistan Institute of Medical Sciences
 

(PIMS). An improved interpretation of the actual FGE 
 health care benefit might 

have 	 been obtained from visits to other FG hospitals, in Karachi and Lahore.
 

While 
 such 	visits were recommended by the M11, circumstances have 	 not allowed 

the visits 
to be made thus far.
 

Ii. ci 	 b ii t\v 

According, to the MAR, the health benefits apply to "all 	Government
 

servants, other than (i) those in railway service: and 	 (ii) those in inferior 

service whose conditions of service are 
prescribed by rules made or deemed to
 

be made by the Central Government, when 	 they are on duty or on leave or under 

suspension in Pakistan or on foreign service in Pakistan." The 	various federal
 

* Part of Mission Report, Dr. Thomas lelminiak, 7 March - 9 April, 1988. 
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Locrt ,ons w e. ' thnh'n,,,i Ls ma. b) ohtizid 

Entitled persons mily spp ,IM"' Sy, a -.a uthori 7..t. I, 

from any federal medicil facility. 
 (The FG operates two hospitals, FGSI{, in 

Islamabad, and Jninah Pustgraduit,: Med ical CevnLr
e(J.C) in K, rachi . The rG 

also operates six medical centers, forty-four dispensaries and nine MCI1
 

centers. There also 
are three .-ranL-in aid, autonomous hospitals, PIMS, in 

Islamabad, Shaikh Zayed Hospital, in Lahore, and National Institute of
 

Cardiovascular Disease 
(NICVD), in Karachi. At 1IMIS, Islainauiud (a tertiary 

care 
facility, but presenLly operating, without any referral requirements) 
, all 

services are now provided without any charge to all 
patients, whether
 

FGE'entitled or general public.)
 

FG servants li'ated ini areas where a FG hospital is not accessible, may 

utilize a PG hospital after first obtaining aut)horization to do so from the
 

official 
 iii thi' ;jr,,a who is:des igniwitd 'Jy 1lhe F-7 as the Authorized Medical
 

Attendant (AMA) in some 
cases, 
where the AMA finds 
it necessary,
 

,uthlori:aton m.':.:ht be 
g,ven to atlend a privnte ]zSpi a . Ill cases of 

emer.ency patients can seek care from FG or other facilities, if necessary
 
,'1itiwut the prior 
authorlization of the AMA. Il these: cases, subsequenl
 

authorization of 
 the AMA would need to be obtained for the eme' rgency treatment 

from the non-fudcral facility. To the extent that char-ges are levied for any
 
services obtained fron a non-FG 
 facility (includingy the grant-in-aid hospitals, 

if they levy churg:es ), reimbursement inay be obtained by tle FG Servant, 

assuming AMA authorization has been obtained, after fiiin1 ill the appropriate 

forms. 

[IAR sect.ions 2. (f)(i) anjd 2. (f) (ii), which diffvrentiattp between certain 
benefits available to Class I FGEs and those not in Class I (that is. Grades I
15) sPeln to suggest that Cluss I FGEs might moro readily obtain care at their 
residence thouZh even heri,;uthor ization by the AMA ,appears uwe:ss ry. 
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aumunnatno; on-ilu ana tUie military azlr not covered-hy the MAR benefit. (Thesp 

have thi-ir owI1, separat( ]lUa J]i carc( benef.it arrangement!;.
 

Both currelt and retired Fri sorvant:, pl us specified members of their
 

fumilites 
 ure entitled to Lhe .3L\R heallth care benit.f!L. Specifieud fai .1y members 

who are. also entitled includp the wife, or husband, of an FGE. Acidi t ional y, 

lcgi timatIc children and step-children "residing with and who.11y depcnd(uit" on 

the FG servant are entitled. (Sons and step-sons are considered wholly
 

dPpendent until they complete the age. oIf 38 years, 
 after whichi they will only 

be c)nsider'ed dependent if certified by the FG servant. Daughters and step.
 

daught.vrs are considered wholly 
 dopendew until are afterthey married, which
 

they will only be considered dependent if certified by the 
 FG servant. Al FGE
 

wife or hushand is entitled long as
as not "judicially separated.") MAR
 

amendments have the
extended entitlement of family members to also include the 

parents of the male or female FG servant who are residing with and dependent on 

the FG servant. (Al, MAR explanation notes that the "expression 'residing with' 

shall not be so construed as to exclude any member of the family of 
a 

Government servant 
wholly dependent upon such servant but 
not actually resident
 

with him, as for example, the son 
or daughter of a Government servant studying
 

a place other than his headquarters, or
at the wife of a Government servant
 

temporarily away from such headquarters.")
 

There is some differentiation of the entitled health care 
benefit between
 

both (1) currently employed FG servants and retired servants; 
and (2) Class I
 

(that is, those of Grade 16 and above) and those not in Class I (that is, those
 

of Grades I to 15). This differentiation is described in the outline of
 

individual service benefits, below.
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Subparagraph (i i), dealing with non-Class I FGEs, uses the language, "illness 

which compels the patient to be confined to his residence," whereas 

subparagraph (i), dealing with Class I FGEs, excludes this restricting phrase. 

N'verthless, it is not. known that Clans I FGEs do more readily obtain AM2A 

authorization for residence care than non-Class I FGEs.j 

emhers uf Parliament and FG servants in grades 21 and 22 are ai]owed to 

utilize military hospitals on referral. 
 (This is by special authorization from
 

the Prime Iln. ter. ) 

Specific health care benefits and limitations 

Outdoor treatment: FG servants may report directly, without referral 

ceqniremonts, to any FG facility (dispensary. medical center,- or hospital) they 

choos,, aid oh;ain a medical consultation without any charge. There is no 

limitat ion on the number of times any person can obtain a medical consultation. 

De faco limit."; may operate in terms of staff limitati ons, r,:lat.ive to deimand 

for consul tat ion', resulting in waits of perhaps an hour or more at FGSI , for 

tN;lmll e . SimiJarl.y, these staff limitations, cause consulta tions to be brief. 

perhaps less than a minute. Some believe that the FG servant may, sometimes, 

jyen%e iomopri)r ily -- resulting Jij a shorter wait for a consultaLionj. 

SimilarlA, it is sug.iP:sl.ed that tho FG servant: will bi given somewhat better 

adIt ltji i in the brief consultation than the general public. Neither of these 

points, however, is given in the TheMAR. actual application of priority 

treatinent for servants FGfSHFG is at was no, verified. 

Indor trea',1,nt : Patients can obtiin indoor treatment from any F( ho:spital, 

without charge. There is no limitation on th, number of days of indoor 

treatment that bemay obtained without charge. All indoor hospital servicps, 

J:u±udin,' surery, alsoarc without charge to al enttled patients. A] 
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medicines considered I'Vcessury for treatment of th(e inidoor patient are supplied 

without charge. 
 (All indoor hospital services, including medicines, are also 

prnvjd:d to non-entitled patie ts, withriti charge. ) As noted previously, where 

either a FG hospital is not accessible, or there is a referral to a non-FG 

hospital , any charges levied may be reimbursed. giveni that there was prior
 

authorization by the AMA to 
use the non-FG hospital (unless it was an
 

emergency).
 

While the crowding (with apparent 
 100 pereiil occupancy at FGS]I), mF:y
 

result in some patients beina unable to obtain indoor 
treatment (in non

emergency situations), it is said thal 
 F(; servants are given priority when they
 

require indoor treatment. 
 (One doctor remarked that they are obligated to
 

admit a FG servant, oven if it means 
putting 2-3 patients iii a hed.)
 

For indoor .riatment, admission 
 to "Officers' Wards" (also known as
 

paying wards"), which at rcsni 
 are, two-hed rooms) is al]]owed to Class I 

Officers, of Grade 
I6 and above. Here 
there is only a nominal meal charge,
 

amounting to (at FGSII) just Rps 5 per day. covering all meals and tea. (In 

hospital general wards, thnrs. is no meal charge.) (In Rawalpindi Government
 

Hospital (a PG hospitafl, the meal charge 
 in the Officers Wards is Rps 10 per
 

day.)[Regarding indoor 
 treatment, the MAR specifies treatment including "such 

accommodation as is ordInarily provided in the hospital and is suited to his
 

stat:us" (section. (1.(iv) .
 

Lab tests and X-riays: All necessary laboratory tests and X-ray procedures are 

available to FG 
servants without cost, assuming they are ordered by 
a doctor at
 

a FG facility, or 
by an AMA for perforinajice ;t. a non.-FG 
facility. If the
 

diagnostic procedure is done at an FG facility, there will 
be no chargo to the
 



patient. 
 If done at some other facility where there 
is a charge to the 
patient, the pati ent may seek reimbursement through the reimbursement forms 

)rocess. There are no IintaLions regarding the number 
or the expense of tile
 

-cessary tests that may Ie ohtained by the F(; 
servint. If the tests arr, not 

available at a FG facility, referral will be made to 
whatever facility can 

provide the tests and reimbursement for any charges may be obtairied. 

Drus: [According to the MIAR, section 2. (i)(ii and 2.(i)(iii), entitlement 

includes: "tile 
supply of such nmdicines, vaccines, sera or other therapeutic 

substances as art- ordinarily available in the hospital; [and] tile supply of
 

such mediJcine.-, vaccines, sera or other 
 therapeutic substances not ordinarily 

so available as the authorized medical attendrint may certify in writing to be 

essenlial for te, recovery or for thc )rPvcntion of svri ous d'teriorati1) in 

the condition. of the Government servant". Wh~ile no amndment of the MARN.
 

relating Lu ti supply of drugs 
 to eut il.ed pItierts, has heeni obtained, the
 

appi ication of rule
the regarding drugs not ordinarily available in the 

hus) tit' is somewhat di f ferent. ] 

Entitlud indoor pati ents , regardless of ,r;,dh, are supp3 i ed with whatever 

drugs are ronsidpred necessary by tle doctor, whether or not available in the 

hospital, 6ithoul charge to the palierl. [This is the case for the non

entitled, as w l.!; 

In the casf, if outdoor tr ietmen t., tose ill gr1jtd-s 1-15 ad aldl retired FG 

servants are only entitled to obtain those drugs that are available in the 

hospital , without charge. Those in grades 1-15 rperfix e a "Medira.l Allowance" 

of Rps 50 per month, which is intended to be used for such uncovered costs as 

drugs not available ill the hospital. (Since t],, Medi cal Al lowanc(e does not 

4
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vary by !j;-! of family and sjin, the Rps 50/rionth may quickly disappear for any 

significant drug requirement, patients of grades 1-15 may make a plea, to the 
Medical Sil-erintendlent ill Char:ge of Stores (at FOSH) for an exception to the 

rule. Apparently, :;uch exceptions are usually granted; the signature of the 

Medical Superintendent il, Charge of Stores (oil the medicine slip which
 

prescribes the drug) nllnws 
 the patient to obtain the drug from the "Local 

Purchas,," sr: 1.ion at the hospital.) Those ill grades 1-15 may also purchase.
 

out-of-pocket, 
 a drug that is not available in the hospital and seek
 

reimbursement, 
 by completing a reimbursement form. For' up Rps 2000.amounts to 


the individual department of the 
 FG servant may authorize the reimbursement.
 

Amornts in C!:cess of Rps 1000 
 must b referred to M011 for anthorizatio,, v;rrpt 

in the ca.e of "continued and chronic disease." in which case the individual
 

d'partn,,irt 
 ol the srit i± aFr t , an tho ize lp to Ups 10.000.
 

Retirpd 
 FG servants are not entitled to obtain any prescribed drng (by an
 

rc; drtori. '.thout charge, through the 
 Local Purchase section of tire hOSe i l. 

'In cases of budget stringency for hospitalth, (which tends to occur
 

during the few
]a:-t months of the budget. year) , the 1edical Sup:rintendent il 

Charge of Stor'es may begin to restrict local purchase authorization. Perszons,
 

including C(2ass I officers, may be asked to 
purchas( the drugs out-of-pocket 

rind then seek rpimbursement. 

niion car,: All visjOi care ser'ices and procedures are suppiied wi tho1t 

charge, except for procedures considered luxurya (such as intraocula,' lens 

transplants). Fur procedures that can:lot be done ax FGSH- (such as detachneiht 

operations and laser treat/oent for bleeding coagulation) there is referral to 
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JP:C. without charge to the patiet and With Lrlnsport provided. EyeZlasses 

and contact lenses are not covered under the: M1AR benefit. 

Dental care: Most dental services, including extractions, dental surgery and 

fillings ar' provided. Dental fillings are on],y done w'ith ccment; silver alloy 

is [cor provided. Crowns, hrides, dentures or any other prostheses are r-t
 

provided. Orthodontic 
 serves are not provided. 

Hnarin. care: Hearing care services are provided; however, hearing aids are 

not provided.
 

Prostheses. artificial limhs. durah3e medica] equipment: Not provided. 

Blood and blood transfusions: These are provided without charge. (Blood
 

donations 
 from the relatives of patients are requested; however, if this is not 

possible, the blood transfusions are stil] provided withoui charge.) 

Ambuci nc,, rvrvice: Amlu-Jan:e service is provided if a FG ambulance is used. 

However. at FGSN. only three - four ambulances aire effectively available for 

patients (not counting7 those reserved for P'arliament, visiting dignitaries and 

breakdowns IAls:*). the F, SH ambulances do not go beyond the Islamabad District 

hondnr,. 

Mntprnitv ra'rr: Mitur;jity services are provi cd wsil.hout clcarc. 

Phvsialc p Physical therapy servicesthrapn': ari provided without charge. 
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Immunizations: Immunizations are provided without charge. 

Radiation therapy: Radiation therapy is provided without charge. (NOt
 

avaiiable at FGShi, but available 
 thruugh referral to JPIC, Karachi.) 

Organ Transplants: Ridney transplants are provided without charge. 

Referral abroad: Regarding medical conditions that cannot be adequately 

treated in Pakistan, referraI for treatment abroad, at Government expense, may 

be granted. However, (contrary, apparently, to popular impression) referral 

abroad is not dn entitlement under the 1AR; rather such referral abroad is 

be inr graret: i-; a . -. tur, of the Primn i Minister and the President. Thus, such 

referral ufjrorl i:; iol part of -e ]aw and could be withcrawn. Patients are 

sent abroad on the recommendation of a .iedic;l Board (there are three -

,o(:ate,,; in Lahnr,, Islamabad and Narachi) iand subsequent approval of the Prime 

Mini st r. 
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Sugg'sLed Steps and Tinivtable Rerommundo:e tn 	GOP 

on 	 Health insurance 

8 April. 1988 

Apr i /'May 19,:Iu 

i. AP)lunt Special Team (or Working Group) on Health Insurance. 

2. Write terms of reference for the Team.
 

3. Convene first meeting of the Team. 

4. Begin imi ted work on updated MAR and Expenditures.
 

Notes: (a) team
The shou]d lhe smallI and empow(:red(l tro bring onto the 

staff for limited periods of time other; -to do special 

tasks a.- required by wor pl1an. Two oftypes individulal: 

ol Teamn: 

(: l)re.t-i ,iolu;. indi\,iduai s 

(2) wurkin2 staff. inside and outside of MOH 

()) 
 r. 	 Khan shun]d be Chairperson of this Team uid designate 

someone inside MOH to onact his behalf when he is not 

available. 

May/June 1988:
 

i. Special Team prepares a work-plan and budget. 

2. 
 Ralph Andreano visits Pakistan 
to 	meet with Team and to elaborate
 

work plan and budget. 



June - December 1988: 

A31 work is completed, pu]ici s avtilable fur adnption, i limited number 

of npilins ready for adoption in 1980. 
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