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Economic Analysis of the
Child Survival FProject in Pakisian
This arnalysis addreésea siv important economic topics of
relievance to‘thé‘suc:eass of the project during the life i the
project (LOF) as well aa~sub55queﬁi-tn it., These topice include:
&l the macru—éﬁmnomic cqnie#t of.the projecty b)) o an analyeis of
BUF healtih  expenditure palterns, particularly as it periains ic-

child. survival activities; £) an analysis of some of the economic

savings of using child survival therapeutic technoleogies in. -

Fakistan; di an analysis of -ihe',detefminants of the important
proagress made  towarde the  -achievement of child survival via'ihe
EFI and other programs of the 6OP and the deonor community over
the 17B8Z-1987 period; w) the raie ang expectations of the private
health care providers towards child survival  aCtivities now and
over  the LOP; and- £ tﬁe issues &nd options: pursuant to cost
recovery for  both child survival programs  as well as other.

services provided by GOF healih providers,
- Macro-Econpmic Context:

Fakkistan has been experiencing a relatively high rate of

economic grawth over the last fourteen years since the first o

majnr.internatiﬁnal cil price shock iﬁ 19?3.<see Table 1). Bince
that perindk the 'tpuntry. ﬁas -experienced an . average of 6.25
perceﬁi real  growth in BDF, with the figure_baing even higher §h
the mﬁst;reéént {ivg yéars.{around.é;?.percentsper.yeacl. Xlﬁapérff'

capita terms 'jncume  growth.;has”avéraged;about S. 2 ﬁgk:éﬁtlﬁéfif
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Table 1. fn Analysis of Pakistan's
Macro-gconosic Trends, 1959-87

. Rate of
60F in ¢rowth in
Prices 1980 6P
Year bill rypees
1850
1855 62.88 . '
1959 83,60 12,8
133 106,45 13.1
184 106.70 0.2
1862 13.17 6.1
1953 12¢.50 7.4
1964 127.84 5.2
1885 132,28 4.5
1566 142,48 1.7
1987 136.14 4%
1858 182.9% 5.0
1989 150,46 5.3
1970 145,85 B
1971 147.89 0.7
1972 148.49 0.4
1873 158.76 6.9
197¢ 167,58 5.5
1975 175.28 4.6
1876 183.3% 4.8
187 190.32 3.8
1878 205,65 Bl
1978 215,85 4.9
1986 - 23453 . 8.8
1981 250,92 7.0
- 1882 266.43 6.2
1983 283,57 E.&
1984 258,57 £.3
1985 322,51 8.0
19% 346,75 7.5
1987 :
1988

AUE T3/88

BT.57058
6.2

fwe 50/85

1380

- Bowroe: INF, Financial Btatistics
' Yearbook, 1987
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yvear during ihaﬁ'same period; During this period Pakistan has
alsoc been abie to manage its rate of monetary axpansimn: and as a
consequence, the rate of inflation bet@@en 1980 to 1985 was only
8.1 percent per _yéar which wés one of ithe lowest among the

thirty—-one low income countries reporting that information in the

World Development Report, 1987,

Giver that a large’ shéﬁe of the cost of operating a chilg
suﬁvival program reguires foreign exchange to prncuré,- it is
instructive +to ascertain what the Ltrende &re for Pakistan's
balance of .payments (see Table 2). Fakigtan's bélante of
paymenis si£uaiion ie determined by several important factors;
The country'e fpreign exchange earnings is determined by the
export of & number of agricultural .products led by cotton and
rice. In recent years international prices for these two crops
have been felatively high, However, merchandise e#ﬁort'earnings
have nét kept pace with the country's import bill requirements.
Since the firet oil price increase iﬁ 1973, the country has been
able to earn substantial fareign éxcﬁange via worker remittances.
from abroad. During the early 1980s these remittances frcm 
Pakistani workers in the Bulf states were over & billiuﬁrdnllars'
each year and in 1983 they topped 3 billion dollare. However,
since then sqch earnings have declined to around 2;6_bi11iun in
1986 and. are expected to dE;line':fufther over the next'ﬁeyérai '
years to a figuréuin the neighborhﬁbd of 2.0 billien dollars by[;
thé eariy. iQQOEJ_Thus,. total foﬁgign axchange.earnings willlbgrﬁ

under increasing pressure to finance the country's growing import .




Table 2:

Year
1967
1968
1888
1970
1871
1972
1973
1974
1815
1976
1977
1878
£974
1880
1981

1882

1983
1984

. 1885
1986
A987

#n Analysis of Pakistan's
Balance of Paysents Trends, 1957-87

Bal. of Paymants (willion ) ' Percent Percent Percent

Official T Bal Pri TransPri TransOff fid

EX, . TBal  Privste fid Minus  J Minus is of T is of IN is of IM
Transfers Pri Transff Aid Bal '

510 [y 543 4] 212 502 -2 T.ES 0 3B 19405
b4k G B ) 3 182 252 -0 2387 B0 1465
B4J TR S i 107 89 - 182 .87 1102 T4
872 120 -8 Bl 3B -457 418 1506 BB8 .M
E61 108l  -420 65 11 -35 -7 1548 BOL 1055
€27 880 -233 i23 L L <59  RL.36 1B.00 5.23
33 3 -0 ICY R < 83 145.5¢ 18,15 4.4
1015 180z 887 7 g -0 -B&5 19,95 8.3 3.62
R L I (R $ 25 126 -8B2  -TH¢  DITT 12.46  G.BD
usy U - 433 1 -582 4B 4224 1875 5.5
121 %8 1366 88¢ 18 -482  -36¢  B4.TL 3504 474
1397 320 -162% 1420 101 404 -303  TT.B5 4409 314
1948 4283 -2 1678 187 -3 8% 67.41 379 3.89
2569 Bees 2876 2718 233 -85 -2 TTMZ 4073 4B
2136 GeSe  -2826 . 21% ¥ - -3 TR0 B 626
2H1 B¢ -H03 2783 . 360 B0 -250 B2.07 4862  B.I7
2877 g5% - 36 P4 I )] B59 1477 8572 4.BI
2480 6204 3756 2842 3  -BlZ 4 78.3T 4TS5 6.16
2648 GET8 3230 0 210 ¥ -5 -166 8330 4610 .02
3141 5861 2820 2% 476 1B 81 93.4¢ #20 1.99

“ve TT/BBAve TI/RE

Source: INF, Financial Biatistics
Yearbook, 1987 . . §37.8133 §3.36062

.78 5.3




bill via economic activities in the official economy  1/.
Frinciple importe include oil ‘and machinery 'and these items
cuﬁtiﬁua to increase in total value although ihera has been &
slight reduction since the peak in 1284, Workers! remittances
have.averaged neariy 4% percent of importe during the lasti decade
(1977-86) and they have been & major source of finance for
Fakistan's trade gap. However, remittances &are now -ﬁn a
declining trend 2/, It will;be difficult to continue ta finance
import levels which weré recorded in the late seventies unless
Paikistan sucﬁéeds in its efforts te find more domestic oil and
expand other export earnings. The Pakistan governmenlt is aware

ofﬂthe'trade imbalance and have recently announced & plan to help

resolve the problem by increas—-ing irade ampng ite neighbors such

as Iran. However, additional efforts are required in providing

incentives for exporie and addressing import substitution

bottilenecks.

The GOF and the provincial governments have incurred budget
deficits every vyear, encept one, since 1959 (see Table 3).

Including government gervicing costs required to finance these

~deficits, the deficit has been averaging nearly =7 percent over
the last decade'(1977—1986),.althnugh in the past five yeaﬁs the

deficit éhare has improved slightly to about 32 percent. S Until

the most  recent fiscal  year, GOP revenue from taxES'and'uihef
traditional -SmUrces have been -dbie ‘to finance the recurrent

portion of the BOP budget, including debt servicing 3/.

. ‘-.

Racent'budgetary discussions which occured this summer,*ﬁb&é@?%;:




Tebie 3. &n Analysis of Pakistan's
Nscro-economic Trends, 1953-87

Public Finance (in million Rupees) ' ’
fercant Percent
Govt Rev Govt Exip Deficit Def I is Grants Mgt Deficit Def I is
I of & Exp Lending I of 6 Exp
Year
1950

FES 1844 1,79 {350F  19.51 204 201 (37 19.34
158 2,628 2,895 (36> 12,22 118 421 (B6R}  22.30
180 2,333 3,245 (83D 27,49 413 433 (978 3014
161 2,581 3,881 (1,010 28,19 867 827 T3 20.3
1962 2,83 4,182 (1,208 20.16 973 895 (82%) 19,89
- 1983 2,775 3,503 (728>  20.78 Bal L1038 (1,208) 34,43
1964 3,847 4,328 (481 1.0t E7¢ 1,485 (1,200 -20.85
1965 4,384 5,003  (B1® t2.¥7 LY $YY)) 0 -0.40
1366 £,457  7.560 {2,103y 27.82 To4 808" (2,205) 30,49
137 5,857 6,548 (831>  8.03 266 3,537 (3,851 58.90
1968 6,048 6,801 (133> 11.58 0/ 28 2®BL 072
1%3 6,877 7,304 (327 4.48 o My (2,78 3832
1370 8,607 7,804 1,103 13,95 08 4,26 (2,345 LB
971 7,47 7,987 (B$S)  8.08 32T 2, (3,069) 36.42
1972 7,053 8,78 {1,73) 19,74 238 1,081 (2,583 128.41
1873 8,256 11,17 (2,87D) %81 486 2,168  (4,5%4) 40.82
1976 11,794 14,520 (Z,726) 18.77 566 2,98 (5,145 3543
1875 14,258 19,525 (%,266) 26.97 M8 6,578 (I1,466) 58.72
199 10,737 22,330 (4,653) 26,78 1,050 6,636 (12,239 54.66
1877 20,433 24,564 (4,I25) 16,73 1,082 9,547 (12,580 5.2t
1978 25,071 90,783 (5,820 18.25 1,082 8,707 (13,47) 43,02
1978 28,502 36,241 (6,709 1859 B4 12,06 (17,937 49,66
1989 38,102 41,084 (2,982 7.26 1,826 12,188 (13,49 3248
198 45,359 53,382 (§,033) 15.05 2,598 10,703 (16,138) 30.23
1%2 50,370 55,355 (4,985 9.0 2,560 12,9% (15,35 21.73
1883 57,750 70,560 (12,8100 16.15  2,IBY 14,163 (24,78%) 35.12
188% 71,087 82,627 (11,565) 14.02 1,957 16,300 (25,928) 3L.%B
OIS TE,Z31 97,063 {20,831 21.46 2,117 18,720 (35,835) 37.8%
1985 94,306 106,135 (11,828) 1405 2,717 22,756 (51,868) 30.03
1987
1988

Source: IM, Financial Btatistics
Yearbook, 1987




were resoundingly opposed to any additional tax increases or

user charges. Thus the GOF is facing & continuing budgetary-

crisis in  the near term. Clearly, 30 percent overall deficits
and the shortfall of revenues {o cover recurrent expenditures
will placre & great .burden on maintaining & restreined monetary

policy which has helped the country to manage. inflation and to

‘fontinue to éthieve the ‘rate=z of  erconomic. growth which 1t has

artieved over the lastriﬁ.tngfzo years;x.vlh:.additiom,-the large

‘budget deficits will ‘constrain the rate of growth in the the

crecurrent budget and it is hard to imagine  that public health

programs | will be exgluded from  that constraint, even though

npakistan-has,inﬁludédﬂsuch'activities in the capital rather than
the .recurrent. -budget accounts.:  In particular, such budget

constrainte imply that‘emplﬂymeni":dfeation gfforts which expand

the number . and/or size of evisting vadres of health personnel,
i.e., an envisioned cpmmunity health worker cadre, will twnlikely
be viewed by most responsible economic decisionmakers in the GOP

as exceeding the fiscal capaciiy of theygmvernment.

;ThefGDP bﬁdget=situaiinn Cas.described  above is defined byf.

. decisions made at the. provincial and federal levels. GSiven the

1987-88 budgetary process, the present GOFP  budget envisages that 

A L

the Provinces will need 10,273 million rupees in the form of non-

deficit of Rps. 11,848 million is expected after meeting the

federal and provincial  requirements.. - The idssue of revenuve

gharing between’ the federal “and provincial: governments is.beiﬂé @

A
a1 -
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" obligatory grants to meet their current expenditures. 'A'budgét"




examined by “the National Finance Commission and each'pnteniial
revenue source is being considered in terms of its elé%ﬂicity Df-
tax revenue wilh respect Lo income growth. Frima facie efforts
are required to tackle the problem of tax evasion, recover user

charges, and seripusly consider the possibility of imposing

consumer tanes.

Under the =®wWisting regime, tawes -on  income a&and wealith

(direct +taxes) and taxes on commodities and transactions
tindirect taxes)! - are in the jurisdittion of the Federal
Government . Principal Provincial. Government levies include:

a) urban  property tawes, b} water rates, cs motor vehicle tares,
W) taxeé nn‘calliﬁgs and employment, e) excise duties on items
not included in the. federal iist,:f}:stamp:duties, g) duties on -
'Eiectricity'anﬁ'entertaiﬁment, h)y tells on . roade and bridges,.

i} rapital gains tanesz, and j) court fees.

The jurisdiction ﬂ}.thE“ Federal and Provincial Govérhméﬁtﬁ
sre-defined in the  Comstilution. . ~Some itéms - are exclugively.
élidtatéd Lo the Federal vaérnmént.' There alsc is a conncarrent
list. :The it&ms.@hich are not mentioned -in the Federai and the
Concurrent lists are in the exclusive' jurisdictian of the
prvincial Governments. Prnvintial rjurisdiction‘ includes the
freedom to ievy'taxes and spend monef. fAs indicated earlier, the
deficit of the Provincial Governments are included in.the Federal
Budget which "ha\_s' tended 1o c::?eaté a -di'sinﬁentive in Prav_in:ia_i

Governments fnr_fiadél;feapansibilityQ
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In.gummary;;the maéro—ecnnomic performance of Pakistan has
been quite impressive over the past ten to fifieen'yearé, despite
the disruptions in the global economy during the 1970's of the

0il price dncreases which adversely af{fected many develoﬁing

- countries.. Economic .growlh hés ‘been . robust  during the most

years. - Due to:o-darge remitiances . from-abroad, and a favorable

inflow of .international’assistance, - the balance of paymentis has .

been manageable. GOF budget deficits have been a problem and are

more troubling now than befeore since the size of thé'public‘debt

has: grown sc large. Monetary growih will be difficolt to

restrain and  itnflation may lead to-increasing difficulties. In

addition, recurrent coste . of the GoF - and the provincial

governments, are. becomming difficuii 1o manage, pahticdlariy as

opportunities for +the growing number of .school gradﬁates. The

manageable balance af~payment5'§iiuatiun-of the recent period is.

alsp likely. .. 1o thange - as the - level of remittances from. abroad

-constraints: throughout  all sectors, including the healthissctor,
are likely to become a greater problem for the tountry to manage .

than before. Thus, the child survival project must be designed.

with these future macro-economic constraints in mind,

Trends in GDP'Spending on Health

Qver lhé_las; fifteen_fyears,’ithe'LGGP h§$ .in:reased”§is:;¢

exbenditures.for  haa1£hwby"d_subsiahtial amount {see Iable.#ifff;-

recent period,  averaging over 6.3 percent during the last five

- the government is trying - very hard to create enough employment. .

uslacktc{fwésmtheyralreadyt'haye~-dmne.f Ihus; {uﬁéign‘egchangeqﬁ“




* Tabls 4 Hoalth Expenditure Patterns in Pakistan, 1370-1388 '

Cin sillions of rupees) ' _ ! .
‘ Parcent Hsalth Par Capite; 'Par CopitaPor Cap:taﬁural Prevent Flrcent Prmat 90!‘ Wi

Total  Total Total  Total : Total  Change Ghare of Populationtisalth ,Hcalth Health  Health Heaith Prev Hea Hea Prog Prevent -’
Govt Exp Govt Exp Govt Exp Gavt Exp Hes Hea Hea Fros  Total Govt(in wiil) ExpR 3 () Exp(R & Cxxp (R)  Progras Program. Program Exp Real Hea Prog -
(1)  Health Health Health 6BP Doy Rec Dav & RecPrior  Exp Nominal (Real Real Exp Exp - daof  8FI0  Exp Real
Dev & Rac Dev  Rec Deflator Real ~ Real  Real  Year  Total 80100 B0=100  Hoainal Nosinal Dev Hes - Bis100
Year Nosinal MNoainal MNosinal ‘80=100 80=100 80-100 80=100 : : o
. S B 19m 2.5 :
er 1#u 97 3} MA 1,143.7 _ ' _ |
* ' 1972 - 8,784 ' M %4 1,018.2 ' £4.30 g : DT
1979 1,428 503 % 407 420 228.0 9667 1,i84.8 45 G6.5¢ p5; G WS L 30 N4 RE L2

1974 14,520 8O3 176 420 SLE 3398 8.0 1,1641  -26 4.2 5.8 g8 63 120 2z B4 WG I LD
1975 19,525 9327 %63 569 63.4  £72.6 8975 14708 263 9.8 7080 M3l 0.7 1T 466 S X0 M0 2
1976 2,9% 1,735 629 1,066 7M. B84 1,639.9 2,548 LT g0 T 0 %S§; WS 24 8.2 W0 65 23 56
1977 2564 1,635 540 1,095 A7 GGG 13914 2,075 1.7 67 a4t o gy S A8 733 4352 606 5530 0 7.3
197 30,793 1,680 512 1,i78  B5.8 6367 1,373.0 1,969.7 5.2 55 1. a7, B3 ILT O 109 24 LT 248 3.7
1879 96,260 1,905 568 1,336 905 £28.7 1,476.2 2,150 6.9 59 8.3 281 63 184 07 LE6 208 HLO 16
1980 41,08¢ 1,96 7 1,208 100.0 7170 1,208 1,925.0  -8.5. 47 6258 2.3 03 6 128 W02 10 1002 .2
1Sl 3,32 2,02 M2 1,860 106 850.2 L3177 2,067.9 126 - &5 a2 ;2] &S IS ZE ad B2 10 13
1987 55055 2,688 0,07 1,812 1208 BT 1,004 2252 26 48 el . %6| B4 152 2L 87 - B3 3 0.8
1983 70,566 2,63 1,080 1,550 1207 85.7 1,243.8 2,088.5  -T.4 2.7 S48 |a | 280 1340 %0 M08 102 6 1.0
195¢ 82,621 9,18 LEI3 LSE7 180.0 1,062.0 1,183 2,274 103 3.8 .29 gl @3 120 00 32 W CBLE 28
1885 97,063 3,385 1,505 1,880  148,2%1,0155 12686 2,28¢.1 0.6 3.5  96.i8 5.2 AT 13.2 654 ALY - 5 LD 1.5
1985 106,13 4,335 1,91 2,39% 155.6 1,247.¢ 1,598.6 2,788.0 2.0 ¢1 8906 4.7 v JORN L T % N B VI SR & (8| 1.4
1987 131,939 5,708 2,598 3,110 1610 1,613.7 1,930.7 3,563  27.3 $.3 10228  55.8 %7 188 /0 2428 9.3 1508 LS
1988 151,071 6791 3,085 1,686 175.0 1,77¢.3 2,008.0 3,880.6 95 - 45 10540 e BB 200 /1 22 M0 184 - LT

~ Bourced 1. IW, Financial Statistics
L Yoarbook, 1987
" 2. dorld Bank, Pakistan Health Sector Review.
Financial and Economic Aspects, (Michael Mills), Novesber, 1382
- 3, 60p, Planning Comsission and Finance Ministry provided
for the fiscal years 1983-1388, '
Note: 1. Estisates of total 6O expenditure for the fiscal years 198? amit 988
wers provided by the Ninistry of Finance.
2. The deflator used to calculate real expenditures is the 6DP deflator as defined by the INF.




during'this;peribd,'t§{a1~1recurfent_and-capital), feal:ideiiaiéd
by the GDP deflatbr with 19B0 = 100) spending increased at -an
average annual rate of-about 8.1 percent. Unlike many countries
where the growth rate ténds to be higherlfar recurrent expend-—
itures, the greatest increase was for capital-impruveménts and
Cespansion of  the public. health activities, with -the annual
increase mbefng“‘ over - 215.5 pénﬁent; . Recurrent expendiiurea
increased at abmut~ﬁ.3 pércaﬁt'per'yeab over ire same period.
While health spending has ‘increased rapidly over thé.past
fifteen .yearg,-'thé "share which bhealth represente of total GOF
expenditures, has declined siightly 6ver.the ﬁeriod; On avéfagé'
the health ‘share has beenabont 4.5 percent~duriﬁg this periad.
- During the . last five wyears, hBWEVEf,. thé share on avera@erhas'
‘been below 4 percent  4/. Thus,_it;abpeaPS'that public Spénding.
for health has not :grhwn as .napiﬁly -as  for other publically

provided goods and services.

ABAnnthegz way - Lo analyze thesé expenditure trends  is to
_rascartain'whatitheiﬁﬁﬂuhasxsbent.Jﬁ@nhealih gactivitiasﬁon aa-peé-'
. capita basis. These data are alsp presentad ihrTablé'4;  They - -
. show that nQer the last fifteen yeaﬁ;, conbined capital and
recurrent real per capita'health_ éxpéhdituras 5avé doubled frpm .
about. 18 rupees in 1973 to .an estimétedf nearly 37  rupees in Fy
1988. - What in eﬁua11y-1nstructive  ;n these trends is that the
-Eeai‘per capité ré@urrént erpenditures have remained viftually :

jconStaht,-‘fluctuating;,around -an. évérage-rof.,about;lb'fnptéﬁ;;f




Thus, ‘these data also indicate that the growth  in  health

expenditures by government has been via the capital account.

Two healih programs of .intenest in the capital acnount are

the a)-preyantivé health and b)) rural healibh  programs. For a!
perind:of: several yearsf'duginé thE'mjd~1970§ these two prograems
compfizad over ?ELpercentzaofythe -tntallcapiﬁad ;accnuﬁt Expéndr :
itures. However, during “tse 1ast‘lfive YEAars,  .since 1963, the
' share represented by +these two programs dropped markedly to
arpund ‘ten percent, in .spite  of the major public health EPI,
" These. trends suggest that whileiaﬁsubstantialfprbgrammatitteffnrt
‘has been launched ,bv’tmanyﬂxdanors, including USAID, to sxpand

Cchild eurvival activities wvia EFI and an. ORT " program, that othere
~capital. projects  have been . atlocated larger shares of rthe

TeEsturtes.,

This trend is evident in the data on real per capita public. .. -

“health program expénditgres which is presented as the last column .
“in Table 4. ~These -data show that‘with-the exception of. the mid
.19705,rwhenftheAsmallpox eradication'prngraﬁ was active, réal-ber'
capité pﬁbii&.health'expendiiure; hés fluctuated between one and
two r@pees .per persﬁn pér yéar: or around five éarcent of tptal'
_QUP health éxpenditube iﬁgthe mnét.recent 9&35 5/. This Expendff '
iture ~patteﬁn  indi#ates Lhat rpubiiC"health programs are quite
rmédesi,*gi§én the:ccméeting'claims.for “B0F resources, :gVEngﬁhén 

éizeablé'fuhéing;guppnri:i; available from sxternal ﬁpUrces;‘ ?ff;r




In summary, - 5OF ‘healih expenditures have grown absolutely
.ovef the 1973-1987 period. At the same time, GOF spending for
all other géods and services appears to have increasgd more
rapidly, so that the share devoted to health has declined from
around 4.5 percent Lo perhaps 3.5 percent iﬁ 1987, After
adjusting for inflation and_pﬁpulaticn growth, the data shmw‘that
. most  of the growth in. health expengdiiures has occured in the
capital account. 'cheveﬁ,'wﬁén ari analysis of the tapitéi_budget
wae performed, ihe data showed that while spending.for public
health programs was . significant . in - absolute terms, the amount
allocated to - public health Programe has remained constant at the
low figure of crne teo twoe rupees per peréon per vear.

ez

#n Analysig Of ORT .Cest_Savings

e

“From an economic perspective, new health technologies which

-are availablé must either justify themselives by reducing the cost

of treating a given iilness; orLby'reducing_the cost  per unit of

health aéhievementﬁ.-mhich-uin:>£his\wpnaject.fis.-thEmsavihg of

children's lives. " In this sectinh,.man'_analysiS' is presented

- which shows the estimated total and net cost saving of a national

. program designed to use ORT in  all hospitals in ihercnuntry;

This analvysis is i;lustrative gince the precise information which

is necessary for conducting such caiculatinns_‘are_ nbt readily

‘available.  In ;barticﬁlar,"infﬁﬁmation about the a)_numbér.bf

. cases tfeatedﬂ:on_;an in- - and ‘outpatient_3basisg wb}zlsﬁangfpfm

diarrhoea cases treated on  an in—-1and.outpatient:basigfﬁ:)ﬂihéfi-




proportimn.bf ihnse cases which are satisfactorily treated via
the application of ORTj d): the average length o; stay fnf
diarrhoea cases énd e} the cost of treating diarrhoes cases
using obther therapeutic interveniions has not.beeﬁ obtained in a

soientific mannesr.

- However, -assumptions by internativnal expertis have been
obtained and -infcrmation'abmut hospital costs were obiained_fram
other studies in Pakistan and assumptions aboui plausible ranﬁéﬁ
over which certain key parameters might be expected were arranged
and presented in the first psge of Table 5. Using this .
'infarmatinn'aﬁd ~the relateda'§55umptiuns=abuutm:hmw:to calcuiate
© the ccstwusavings; estimates . of the -range of these savings are
presented in. the second page of :T;ble 5. The results of these
:alculatiDnElsuggest_ that with the wide use of ORT in the

- hospitals a&lone, the inpatient and outpatient savings would ﬁ

‘amount tn'bétween_O.S and 1.8 billion rupees. per .yéar. 'Ih;‘ﬂ 

‘addition, these calculations indicate that the .preponderance of
the savings would accrue drom the use of - DRT in thé'ambulaiory-

“setting.

.Unfortunately, the cost. of establishing an ORT corner or‘4
Diarrhaea Tréatment.Unit in each of tﬁese haspitals has not t:uaéea“n"i
pﬁecisely célculatéd vet. Howevén;’i? the cost per DTU‘ar Corner
is less than abéut'ﬂ70..{hnusand rupees per corner to‘npaﬁaié;“
(uging the most conservativefestimatg of thelgavings-pPEEenieﬁ_ﬁﬁ_

Table ). the cnuhtry"’shcuid‘realize “some saving - from tﬁe}ﬂidgfgj




Table 5: Iliustrative Hospital Cost Savings From Expanding the Use of ORT in Pakistan

I. Inpatient Cost Savings

Presenily Adeitting 15% of the diarrhoea cases.
. With the use ei DRT will redute the adaiscion of diarrhoes cases fros 5% to 5%,
hdmitted Diarrhoea Cazes pccupy 30-45% of ihe Peads Beds,
. hve peads ward in Dist hosp is about €5 beds.
. Ave prrupancy rate in Peads Ward variec {roe 9GX in the Susser, the time when diarrhoez is mpst prevelani
to 2 low of 704 in the non peak diezrrhoea period. :
6. fve lengih of stay for & normal diarrhoes tase is 3 days.
7. Ave, length of stay in districi hospital for all patients is about 5.5 days,
B, Ave tost per case in dist Hesp is about 75 rupees (BOP Health ananclnq Study, 1987).
9, fAve cost per patient day is 14 rupees,
§0. hdditional vost per IF diarrhoea case is 50 Rp for 2 bnit]es of IV
plus tubing and 25 Rp of additionzl sedicine.
11, The average size hospital is aproximately 10¢ beds, per data from the G6OP Seventh Plan and World Bank.
There are about 470 hospitals in the country as of Jenwary 19Bb.
Costs ef the ORT BTU is the aliernative costs requited Lo save the above 1P cnsts
It is estimaled ihat the average annual cost of operating a DTH is .

12

H. Dutpatient Cost Savings

1. The average nusber of outpstients patients treated ab a typical hospiia) in Pakistan is about 500 patienis per day.

2. Diarrhoea cases coaprise between 10 and 20 percent of the {otal number of ouipatient caszes on average '

_with a larger share being seen in the suseer and a smailer share during other iimes during the year,

3. ORT treataeni is assumed io be a sufficient treztment {o address 90 percent of the outpatient cases of dlarrhoea

4, The cost of trealing a diarhoes case withoul DRT is assumed io be equal Yo the aedian charge by 2 private thSltliﬂ
for a visit which is 14 rupees, according o the BOP, Health Fimancing Study, 1987, An alternastive
figure of 5 rupees is also used for sensilivily testing purposes, N _

S. The cost of sedicines used to treat an oulpatient case of diarhoea in Pakistan is assused to equal the sedian
charge by a private cheeisi actording o the BOF, Realih Financing Study, 1987 which varies froe 20 rupees for
those who seif refer iby going direcily to the chemist) io 70 rupees for those who cose with a prescripticn.

111, Estimated Annual Hospilal Cost Saved {EACSH) = {IP Losi Baving {1PLS) + 0P Cost Saving!ﬂPES)} ~ ORT DTY Costs

Thus, EACSH = {IPES + OPCS) - DRTDTH, where,

IPLSH = {INo of Peads Beds per Hosp {PBDS) # Share of Peads Beds With Diarrhoea Cases (BiarShr) #
Net reduction in Diarrhoea Cases (DMINUG) #-Ave occupancy rate in Peads Beds (DCLP) + No of Days per Vear 4365)
% five [ost Per Patieni Day {Costi}) + [((PBUS}®{DiarShr)#{DCLP) & (DNINUS)#(3651) / ALOSDiar} Average Length of
Stay for D:arrhnea Cases + Additional Cost per Diarrhoea Case (IVHEDYI) # No of Mosp in Cauntry (HDSF)

and,

BPSK = ([ iNo, of patienis per DP clinic per day (VISITS) # Share of Visils which are Diarrhoea Cases (DVISITS) ¢
fve Charge per Case (PRICE}) + (IVISITS) # (DVISITS) # Ave Charge for Medicine at a Cheaist (MEDPRICE))] #
{HOSP) * (3650}




Table 5: Iliustrative Mospital Cost Sawingﬁ Fros Expanding the Use of BRT in ?akistpn (pagéii)

‘A% ENPIRICAL ESTINATE DF THE HOSPITAL SAVING

1. Alternative Inpalienl Cost Saving Estimates

IPCSH  PBIS Biarbhr OLEP DMINUS 385 Costi v 1 ALES IVKED 3P II

1 % 03 0B 047 S 14 20,542.2 3015 3683
1 25 045 0.8 067 365 14 30,813.3 3B S5,0%5.8
HOSP 70T 1P

670 38,340,549.0
676 57,510,823.5

. M. Rlierpative Ouipatieni Cost Baving Eslisstes

DFLSR  VISITS  DVISIYS DNINUSII PRICE W5 0F 1 MEDPRICE OF 1} HOGP T07 O

1 50 0.1 0.9 345 229,950 20 328,500 670 374,161,500
1 50 0.2 0.9 135 459,900 2 657,000 670 748,323,000
11 500 0.4 0.9 5 %5 . 82,125 20 328,500 670 275,118,750
v 500 0.2 0.9 5 35 ek, 250 20 457,000 670 550,237,500
v 500 0.0 0% 1 345 229,950 70 1,149,750 670 924,399,000
Vi 50 0.2

0.9 4 345 459,900 . 762,299,500 670 1,848,798,800

11, Estimated Range of Yotal Annual Hospital Inmpatient and Bﬁtpatient Bavings Froa the use of URT Bli's
“{in millions of rupees)

" Buipatient Bavings Scenarios

Inpatient

Savings | H I v ¥ ¥l

Scenarins
1 $12.5 7867 3135 SBE.6 %627 4,B87.1
1 317 8058 2.6 AOLT LY 19063

>

1v. Estisated Range of Annual Net Hospital Cost Savimgs, Eiven Lhe Cost of Dferating lhe'DRT-DTU's_
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spread use:'bft‘thia technology  in the treatment af;diafrhoéal
diseases in Fakistan. - Using a liberal eetimate of’ about S0
thousand rupees to annually operate a Corner or DTY in brder to
pay staff, obtain the npecessary supplies and equipment and
.amortizﬁ‘any. tepital additions, it is claer that the savings are

likely to be substantial &/,

Depending .upon 'the“uﬁilizatimnv of.  RHC'5 and THU's,
additional savings may .be forthcomming .by the use of similar
treatmeni ctorners in those health farcilities as well, Simﬁl*
atimn% “of ‘these  savings -are necessary and should be analyzed
prior to the lsunching.of & national program to establish:these

corners on a .national basis.

©an Analysisrnf the Achievments

of the EPI in Fakistan

In Table 6 socio-economic data are presented fros the World

Rank's, World Development -Repori, 1987 for -Pakistan and . some of

Lits,'neighbnfiﬁg “Asian countries- in . broder  +o -establish . the

camparative context within which  to review the progress of "the

EFI . in Fakistan. This table shows the social situatidn in
: Pékistan -in- terms of populatibﬁ growth, infani--and ehild
mortality, 1life expectancy, contracéptive prevalance, food

'5upp1ies and health personnel .availability in comparison with a‘
number of its neighbors.  These data show that the country has -

lagged behinq.many ~df{ii£5: neighborﬁ ”1ﬁ'gimpfdving wtbajhgél}h‘ ‘




[ SIS

Table &: Sucic-economic and Health Status Indicators Of Pakistan and
Other Countries in fsia

s ' . Parcantags of

2 : Life farriad Moagn _ » : o
= - 60P Rate of 80P Rate of  Expectancy Infast  Child Cruds Total of Childbearing Population Population Per Capita

’ Per Capits Growth per Population ot Birth Mortality Death Birth Fertility Age in 1384  per Physician per Nursing Daily Calorie
{ountry Name $ 1385  Cspita G5-B5 Growth 80-85 1965 Rate 1985 Rate 1585 Rate 1985 Rats 1985 Contracepting - 1881 Person 1381  Supply 1985

Bangladash 150 0.4 2.6 51 123 18 0 3.7 % ,700 19,400 1,899
Bursa 190 2.4 2.0 59 66 2 ¥ . 90 5 890 4,89 2,541
Egypt 610 3.1 2.8 6l 9 1 % 3.3 n: W 1,259
India 270 17 22 5% @ 1 30 35 L0 4,590 '_ _'2‘,_'139 .
Iodowsis 5B 48 24 55 % 12 2 28 0 12,30 m 2.533 ,_
PAKISTAN 280 26 w3 51 15 5 # 4.6 B 2, é.m' s
< Philippines 580 2.3 2.5 63 48 4 N 10 3 6,710 2,590 2,4
i Larka 380 2.9 14 70 % 2 2% 2.3 57 7,460 LB 2,3.9'5'
 Thaitend 80 4.0 2.1 6 13 3 % 2.2 ssf 5,870 2.1_401 2,462

Source: Morld Bank, Horld Development Report, 1387,(Washington D.C.: Waorld Bank,l1987)




status of the peopie. in spite of the economic growth which the
country has achieved.

.Biven this situation, it is impdrtant to note the phmgreés
which the EFI has -achieved-in . the country .. since 1982 when the
program was launched. ' In 1982 full immunization coverage:ofﬁthe
most vanerable group.in the ;npulatimn, tﬁe under one yeér of - age
group, was.only 2.3 percent of tﬁe vunerable group. By 1996,
- four - vyears . after the.'prugnah had stariea, estimates of the§
national. full roverage -rate ,amnng."thisl<cr§tical - aroup var ied
between 41 -and 60 percent 7/, and it is estimated that coverage:

will approximate nearly BO percent nationally by the end of 19B7.

in the Funjab, the coverage of the EFI in many districts has
- exceeded 80 percent and in those areas, the pregram has entered &
maiﬁtenance phasé.- ‘However, the.coverage of the most vunerable
-grou#, the under ong year of. age Qraup, in other areas of the;{;
*.fcauntry:hasﬂnmt:acﬁieved SQCH ﬁigh levels vet. . In part the dower
tovehage levels are due to thé lack of  measles ﬁnveragé and thelz
establishment ef.-mqbile  teams_throughcut these areas, although
the data suggest that pmgrefs?;- has been made throughout the Q'
ccuntry,.including in Balﬁ:hiétén and NWFF. Thus, in these areés;

wheré the“:overagé has not acH?éQed the levels of ihe Phnjab;ithe;

EF1 strategy is to continﬁe ﬁbrimprpve.upon thefprugress'madéiiﬁ_

the first bhase-ni‘ihe effort,




>

The perfofmance deta clearly suggest that in the near
future surveys designed to estimate movement in the infant
"mortality rate.shmuld show & decline. Dné such survey findihg
fronm the hmuaehnld‘healih expenditure survey taken in 1986 wasl.
the their estimate of dnfant murtélity was around 10U per.
fthousand,'which - if true, suggests that health status progress is
occuring in comparison w&th iﬁe.figuhe 6? 115 shown in.vTable &
Cfor 1985 from the World Development Report. While it is too |
early to say what preciée*prugress has;beén made the npumbere are
csuggestive of a trend tnwarﬁ_impravements,in health status. - it-
is aggumed ‘ihat indicators of demographic change suth as
 fertility indicatowrs. and contraceptive gprevalance will begin-to

. reflect these important health.imprbvemente SO0N .

These improvements héve been achieved via the cbncentrated
efforte 5('"thE' country‘s EFI and other socioﬁecunﬁmit.changei '
which have been occuring in the . countrys . While it ié a bit- .
-Pngsuﬁpiive to ;assgme:that~the=aniirewimﬁr99eﬁeni‘in §hg_iHR”ca£ i
be attributed to the EFI, it is instructive - to reflect on therﬂ-
calculation of estihated expenditurea on EFI over the 19846~88 as
dgefined in the dncument; Qrticles.of Undérstanding, Naiibnal FPlan
of Action for the EFI, 1986-8B, (June 1986), by BOF et.al., in -
'comparisan with a range bf eé@imates of the npumber of infantfahd'
child deaths - avefted,nvef_ iﬁe same period. These iiluétraii?e

calculations are bresenied in Teble 7.




Table 7; Investigations into the.' Costs and Impacts of Pekistan's EPI, 1886-B8

{osts of the EPI Progras in Pakistan

Based on the Articles of Understanding Betwesn the 6O and WHD, UNICEF, and UBAID,
for the Pakistan EPI During 1986-88, Expected Costs of the Progras

are Delineated Below (in millione of U.B, dollars).

Cost Eieasnts

1. Recurrent Costs

1. Balaries & #llowances
2. Supplies B Equipsent
3. {old Chain/Transport
§. Uehicle Op. & Maint,
5.
]
1
8
§

Nedia & Health Bd.

. Infora, Systes

. Btaff Training

. Monitoring & Eval./Res,
. Lontingencies/Misc,

Total Rec. Cost

I1. Capital Costs

L.
Z.

Cold Chain Equip.
Yehicles

Total Capital Costs

0P

Fed/Prav.

12.102

8.08)
1.536
0,485
0.400
1.023
0.084
0,00
1,288

25.005

0.000
0.000

¢.000

Total Rec. ¥ Capital Costs 25,008

Danors
Total

0.378 .
0,156
£.3%
0,000
0,000
0.000
0.740
0,085
0.045

1.752

2.110
2,513

4,623

6,37

Total ¥

12.480
8.21)
£S1D
0.486
0.400
1,023
0,824
0.088
1,33

26.75%

2,110
2.513

£.523

31.380

Estinates of the Deaths dverted (Based on Calculations and Assunctions
Found in Dr, Btanley 0. Foster Evaluation Report of Oct. 1886, pg.3)

I, Estinate for 1965

Total Deaths Prevented per Yesr 74,120

Bhare of Deaths Potentially

fiverted via Complete Imauniz,

111, Estinated Cost per Desth Averted, 198688

Estimate (1)

Estinate (D)

Estimete (D)

30.1

u.e s
it

A

4%

I1. Estisate for 1985-8

Estinate (13 Three fold 1905 st.
Estisate (2) 58/yr grouth in 1385

Estisate (3): 10%/yr growth in 1986

Pak. Rps
2,480

X

v

Total
Fak. fps
17.43

217,526
143,118
33,28
B.4T!
£.972
17.83
14,362
1,551
23,252

. 468.375

3.1
43.802

80.579

£46.853

222,360

23,563

245,337




Table 7 prbvides three. types of informstion, &ll of which_
are based on estimates, and not actual figures. First, the table-
pneséntﬁ an estimate of the total cost of EFI over 1the 1986~88.
perind, based on national and ﬁrnvincial GOF budgets, and what
the three donors (MWHO, UNICEF, and- UBAID) which supported thié
gffort were prepared to commit in 1986. The esiimate ASSUMSS
4that - the figures for FY 1986 GO "ﬁr-mw'i-nc.i.al expenditures
prevailed f{or Eacﬁ emi"thg- threé year. period, FY 1986-88., In.
. addifion, without any information readily av;ilable on o prior yaaf

capital inputs in the  form of cold chain and vehicles, it was
- assumed that “the estimated capital costs preszented for the 1986~
- B8 peripd might provide one ppssible estimate of the capital cost

cactually used during the 198668 period.

The tost estimates 'show +that about 3i.4 million dollars
(U.5.), or nearly 547 million rupees.were allocated to be spent
on EPI during the 19686-88 period. Most, - i.e., about 93.5 per-
centy of the envisioned  recurrent cost of the ﬁrogram (2&L.8
“million dollars) were to come from wvariocus GOP budgets; and ail;

of the - capital  costs  which consiste.of the cold chain eguipment

and vehicles would be prdvided by the donors.

The Table &also pbovides an ecstimate of thé impac£ of the '
1986-88 EFI iﬁ Pakistan based on the 1?86 report of Dr. Stanley
Foster 8/, Dr. Foster has estimated the 'dise;se specific deaths
averted for the seven.immunizabie-disgases incdrporated into'EPI_

by ascertaining the disease.spétific immunization 'coverageﬂfate,7w




vactcine efficaﬁy, case fatality rate for each disease, the attack
or incidence rate of the disease, and the target populstion. . On
the basiz of these éalculations and - assumptions, he calculated
that abput 74 thousand child and infani deathe were averted, or
about 30 percent of thé total potential deaths  averted if the
immuni:aticﬁ pPagram had prevented all putemtiaily preventakble
ﬁdeaths.iin-'198é this mnumber was estimaited by Dr. Foster to be
‘sbout 246 theusand infant  and child deaths). The . astimate of
the wnumber .of .the ‘deathg Caverted . in . 1986 was used in three‘
aiternative calculations to provide a first set of estimetes of
the number of deaths ‘averted over. the period, . {78&-88. ° These
“‘Lthre -estimates arejpresenied in Tabie 7 and show ihat tﬁe number
of deaths averted via the immunization effort may be between 222

and 245 thousand deaths /.

Eased on the information preeented above a&bout cost and
impact, & rough calculation was made of the cost per death
averted.  Thesg calculations are summarized at the bottom of the

- ‘table in. both U.S.dollars and Fakistan rupees. -The calculations

show that ihe cost per-death averted. in Pakistan. is -in:the,rahgé'aﬂv

af 125*14057d0113r5. ‘Unfortunately comparative figures for oihet“
£F1 interventiions, other healthﬁpﬁagrams; or &ven oither se:tnrél-
impacts within Pakistan or gfher develqping countries are not
readiiy availaﬁle to the authoriat_ this time. However, as one .
possibie'ﬁench mark, Howafd Bar;um estiméteﬁ on an ex-ante basis,
-wha£ the cost per‘deathfaVerted'via EFI might.be in'Kenya in.4?79

10/, which ‘was ‘about  $85 (in 1987 dollars 85 1979 dollafs would




be about 128 dollars 11/.  Biven that Barnum's estimate was based
on an hypothetical program, the figure obtained from the calcu-
lations presented in Table 7 appear to be reasonable and within

the bound of a well implemented program 12/,

In summary, . Fakistan't EF1 appesrse to. . have .accomplished a
.great‘deal“in.the lastfive ‘years.  Coverage in many. parts of the
. country  has -veached.-hearlYg'ihE gntire eligible population of
children and the level of.te£unas'coyérage is expanding as well.
In addition, although the e#act.figures are unavailable ahout the
cost and the impéct, in terms - of deaths.: averted, the admittedly
rough calculations :andxcomp;native:in{0¥mation suggests that the

program is operating in an effective and a cost-effective manner.’ -

Fole ©of the Private Health Sector
“in Child Survival fActivities

It has been recently estimated that most medicai c&re,. with

the exception  of preventive services such as immunization, . are

Coprovided by cprivate healtht-pruviders'ftom;priwate physicians, .-

hospitals and clinics, as well as chemists, hakims and ThAs 13/.
Only about 2% to 30 péfcent of total utilization as reported in a
‘household expenditure survey is pré&ided in government hospitals j
aﬁd rural health facilities, euch as ﬁural health centers, end

"basic health units.

The:nuhber‘of. medical schopl gradustes has in;be;sid §n f

_ recent years Lo about 4,000 per year due to the expansion af'fﬁ; L
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number and size of medical school classes. This level of new
entrants . into the ﬁumber of registered physicians {n Pakistan
(46,494 in 19B6) has created & problem of. unemployment among
physicians, particularly in urban areas. This situation has }ead
the GOF to adopt & number of policies 1o improve employment

opportunities for physicians 14/.

Eesideés the rapid buildup Cin.the number of ﬁhysicians'and

the attendant policies of  the GOF to employ +them, there. are & -

‘number . of physicians who practice privately orn a full time basis:

{as of Janvary 1984 there were nearly 6,000 full time general
practioners in  the couhtry)... A number of specialisi physiciané
also work privately, often in  their “own private hospitals. lin-
1986 there were i85 pﬁivate hospi(ala}. Finélly, there are a
number of private retail pharmaceutical cutlets. The. numbér of

private chemists i1is  large and .they often not only dispense

- medicines, but also perform diagnostic functions as well.

In additipon to ihe:afcrenémed.modenn_Tpradiiqnara,vihére.aRE'
2 number of variously categurizéd'private‘hnmeépaths.and,haﬁ;mar
which amount to nearly 0,000 individuals az of June 1984. It is
aiso estimated. that an egual number of dais and‘THAS are working

throughout the country.

Thie above review highlights the obreadth of the private

‘health sector. hs-iddicaied.abdve, both utilizéticn:and reidhéhé -




flows reflect this breadth as well. Sihce they are widely spread
throughout the country it is conceiveable thal incentives can be

arranged for them to extend the BOF delivery system beyond its

present.coverage and provide boith ORT and immunization services

to & larger share of the population. Since these individuals are
privete providers. of services, it is unlikely that many will be
willing te provide ORT and dmmunization. service§ without“reﬁun~
gration in some foro. o
Research . from oiher develeping . countries suggests that it

coste between four -and fifteen dollars {( at present rates of

exchange,. this - amounte to . between 70 and 260 rupees) to full?-

immunize a child for - measles, DPT, polio, and tuberculosis 15/
depending upon  the delivery system involved. Unfortunately, it

is not presently possibie o obtain - the necessary information to

- meke &2 similar sel -of celeculations for Pakistan at this time,

however, it  is clear- that as  the country enters a maintenance <.

phase in  many heavily populated paris oif the country, it Qiilfbe

important to - conduct a cost-effectiveness .analysis | of the.
 de1ivérV'*mpdaiitiesivutilited-!so “fear and whether they will to -

continue to be the cost-effective modality in a maintenance

phase.

-If. the above cost - range peﬁ' fully immunized vhild from

other courtries are inclusive of what might be found ;n'.a_study

of Pakistan's EFI, it suggests that ‘some form of incentive

program for privaté'phyéiciéns and perhapsl)uther'care.pnavideré:




'

could be 'impiemented with the development  of ‘apprgpriate
monitoring and tbntrpl by the regional departiments of the MOH or
the NIH. This ie particularly itrue when &) there are uwnemployed
medical school graduates who could be emplcyed' by presently
existing privete clinits in urban areas to develop a preventive

practice, and b) the median fees reported by households as having

‘been paid to private praciioners dn Fakistan renge between S0 and .

BG rupees per  visit (which typicelly - includes some  f(orm of

‘medication as well) 16/. -Eome form of reimbursement per fully

registered immunized child could be negotiated and monitored on a -

"pilot basis.

- @& different set of issues are involved in gaeining the .

copperation of private physicians and chemists in promoting the -

vee of  ORT. ORT dirréctly'cdmpetes wWith more costly, and given
gtandard markup pricing pelicies employed by both chemists and

physicians, more prafitable :alternatel”treatmentK modalities.

[}

Unless the BOP is willing +to tackle the’.pdlitically di{?i;ultj

issue of essential drugs -and ban the production, import and use

wofalternative producis for the treatment .ufndianrhoea,ﬁaitarf-f

~native incentive programe must be devised which may include both -

payments, high allowable markupé, and in kind benefite.

A program has been recently launched in India _with”ther
Indian Medical Association to try to-impro?e-thE'knowledge among
privéte‘phyéitian5 about the efficacy of "ORT  as  one -way to

expand the scceptability and improve the .use of ,ORT‘17/. .?h¢ 




-exist in favour of +the existing behavicor or withouti regulatory’
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suctess of this ef fort must rertainly be monitored for possible

application in Pakistan. However, it is difficult to énticipa{e'

how the effort will change the behavior of many physicians

without an alteration of the ecdnomic incentives which presently

controls. Given the substantial bernefits which could atcrue to

Fakistan-dif "DRT were widely used just in the hospitals, “(refer to

Table & - above), it may be .possible that some .form of incentive
preogream, aleong with & share of .tost recovery involved, could be

devised and tested during the life of  the project. This

resistance ‘'may also . disappear if & mass media. campaign educated

-are  ill -and. that they .obtain ~the 1largest share of total .

the papulétian to demand uihis:treatmeﬁi‘madality when rcertain-

sympioms presented.

o dn . summary, . there are many privale medical practioners of
health care services in FPakistan., Recently available information

show that private providers see the .1argest‘5hare of those who

.,expenditures on  health- care. .-Sbme evidence . pregeniad[above
suggest=s . that 1t may sbe economically. feasible for the BOP 1o

introduce & reimbursement program for immunizations performed by

private providers. | it will be difficult +to changs the

prevailing view by private practioners which is against'thg'

use af ORT. However, with a national media campaign to educate

consumers, some seiective use of regulation of anti-diarrhoeal

medication, and pcssibly-some' incentive program, it is expected'

that this resistance can be overcome.




lssues of Cost Recbvery in
Child Survival in Fakistan

As was indicated above in the section on the role of the
private sector, fee~fmﬂ"sgrvice medicine is the norm in Pakistan.
However , at the present time; tealth services, which are provided
by facilitiés ‘bperated.by the GOF, charge very littlé for the
services rendered. .- For. emampléy the recently completed: GOF,

Health Financing Study, 11957) reports the mean and median cost

per visit at BOF  hosp- itals and rural .health farilities (RHCs .

and BHUs) a&as 16 and 1, &and 7 and 2 rupees, respectively; When
the provincial ga#ernment of the Funjab in FY 19846 announced &
-number-nf'fee increases for primarily inpatient care in hospitals
under its jurisdiction, it was furce§ under intenee political and

consumer. pressure to withdraw them. Further, the national .

-3gavernmént initially proposed & FY - 1987/88 budgel in -which =a

number of tax and . user charQes»«were proposed. This set of
revenue budget proposale were widely critized by the memberé_of

parliament . and . the public generally. . ‘Given this  recent

~withdrawal ‘of -propssals . for -incresased usern. thargas'wih eBGP1;;

facilitieé, it is viewed by most observers tHat it. i€ unlikély
that further efforts to extend and expand such charges will.bé

fruitful until after the 1990 national elections. .

‘In spite of these sobering political realities, both a -
theoretical.caﬁe as well as récently cbteined empirical evidence
from Pékist;h-lauggests- that .. user charges are feasible and

realistic within the context of a - child survival strategy.fdr
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the period 19B5-1993. The theoretical case for tost recovery is
particularly combelling for ORS packets where the individual and
the household rapiure a large ghare of the direct benefits of

averting death from any given bout of diarrhoea. In the case of

~immunizations, the - individual  and/or the household is not as

likely able to value the significant social esternalitites which
acorue. Lo :rthe'.snti&ty at  large when . a hEjor. diseaée is

eradicated;  ‘as : was .the - ¢case- of -ﬁﬁmalipom, or - tontrolled.

s However, 1o ithe  estent that . péople*.in Fakistan valus - the
-protection which full . immunization affords, they theoretically .-
. .would be willing to pay ,fnb & portion of the cost of that

=eeprotection. In a number of African countries, {for example, cost

recovery programs have been implemented for immunizetion pregrams
via such strategies as & small charge for the immunization record

card 1g/. ‘In Fakistan, the. 100 .percent vyes response to &

S guestion on the willingness—-to-pay é tharge of at least 10 rupees
.For_iﬁmunizatian services indicates tha£ thE' peopls Valué wsuch

- services at least as much as .10 rupees - 197. . The number of

private entities thoth private heaith providers 28 well as NGOs) . -

coarerin a:positidnitn test the extent to whichduser“changea can be

implemerted in Fakistan without public-oppesition.. Alternative
Wwayes to_ ensuré_that ;he-iﬁdigehf- obtain care may be & way to
dampern the rexistihg critic§1 public response. ‘with'additional
in{ormatien thained_from the 'experiménts and an improved mgdia
5trate§y-deyelaped for introducing such a policy, cost recb?éryhl

appsars to be a prealistic objective during the 1life .of this.

project.
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1. There is a large wvwnofficial economy in Fakistan fueled by the
war in Afganistan and the illegal earnings from drugs. The size
of this economy is unknown but substantial and plays & major role
in generating econamic activity in many border areas.
. Une of ithe principle reasons for Fakistan's trade gap has been
the significant increase in the price of cil since 1974, In 1974
il comprised less than 10 percent of the total import bill. Ry
1982, il comprised over 30 percent and in 1984 was sbtill around
20 percent after the significant decline in w©il prices during
that year. World Bank, Pakistan Sixth Flan Frogress and Future
Frospects, FReport No. 6&6533+Fak, (Washington D.C.: World Bank,
February 2é&6, 1987). o '

., page =2 and 3. G, Annual  Hudget Statement, 1987-
88, (Islamabads: Finance Division, 1987).

4, Estimates of the GOF total expenditure for the fiscal years,
1987 and 1988 wvary from & low of 131,939 and 151,071 million
rupees respectively as provided by an estimate provided by the
Ministry of Finance on Nov. 18, 1987,.to & high of 158,762 and
199,362 a= defined in the GOF, Annual Budget Statement, 1987-88,
June 4, i987. The range of these different figures can vary the
estimated healih sector share of -total estimated expenditures
from a low of 3.6 te & high of 4.3 percent in 1987, and 3.4 to
4.5 percent in 1988. The statement in the text is truwe even if
the optimistic share estimates are used.

Y. These data will be analyzed further in & subsequent section in
light af +the information about the health outcomes of the EFI
program launched i 1983,

6. The calculations presented do not shadow price any inputs.
Since occupancy rates are not 100 percent, it is clear  that the
opportunity cost of & certain share of the hospital is zero, at
leasi in the short run, suwch that the economic benefits may be

over estimated accordingly. A more  in depth analyeis and more
detailed information is required in ‘order to adjust the
calculations for these issues. The USAID in PFakistan has

requested that a special cost-effectiveness study be launched of
the wvarious child survival interverntions and the Flanning
Commission is clearly interested in such a study as well,

7. Two important sources of information gdiffer in their coverage
estimates., UBAID, in their Child Survival Btrategy Statement for
Fakistan, April 22, 1987, page 8, cites & figure of 41 percent
whereas the EFI cell of the National Institute of Health, GOF

cites an estimated annual target figure for 1985-846 - for the

coverage of this group as being &0 percent in GOP et.al. Articles
of Understanding, National Flan of Action for the Expanded

Frogramme on Immunization, 1986-198B8, June 1%864. .
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8. Bee Dr. Stanley (. Foster,"Pakistan Expanded Prcgrémme on
Immunization  Surveillance Evaluation, October 18-3G, 198&",
Centers for Disease Control, Atlanta, Georgia, 19846, Mimeoed.

?. It is important to reiterate at this point that it is unknown
what the exact number of deaths may have been averted via EPI
since eome of the infarmation which may have been valid for 1988
may not now be so0 due to changes in coverage, and many other
factores. It is clear that for continued program effectiveness, a
more careful set of calculsltions are reouired, based on present
information. Thus, & special cost effectiveness study of the EP1
in Pakistan is warrented for managerial and policy decision making.

10 Table O, Anres D Howard Barnum, "GCost-Ef fect iveness
Study”,danuary 1980, in AID, Project Faper: Combatting Childhood
Communicable Discases, Fraject Number &98-0421, September

15, 19di.

11, The anmnual rate of infla{imn for the U.5. during the 1980~
1985 period was reported to be 5.7 percent per year. See Table 1
in the Appendix of the World Bank, World Development' Report,
1987 . :

12, Information in the GOF study, GOF, Health Expenditure in
Fakistan: A Financing and Expenditure Study, (1986), op.cit.,
repert that the cost per fully immunized child for the period
198285, was 2.3 Frps., exciuding the foreign exchange
cost. Without further information it is difficult. to know

vihether this figure is comparable to the figure reported in the
text. :

5. 60F, Health Expenditure in Fakistan: A Financing and
Evpenditure Study, (198&), (for “Mindistry of Flanning and
Development by the Institute of Health Economics and Techrnology
Assesement and United Computers Lid.).

14. The GOF has recently implemented a number of policies to
iricrease the employment of recent medical graduates many of whom
in the past went to ithe Gulf or migrated to European and dMorth
American countries. These policies include: &) pdsting of male

physiciane at &1l BHus (2684 of them in the country as of 198&48);

b) posting & second male physician at each RHC (402 of them in
the countryl); ¢} ‘introducing & second shift &t all urban
hospitals (390 BGOF hospitals are located in urban areas); o)
improving the staffing patterne &t district hospitals; )
improving emergency unit care via increased staffing at
hospitals; ) posting physicians to public schools in the

 provinces af Sind and the Punjab (the populations of these two

provinces comprise nearly B0 percent of the country and there are
about 864,500 primary, middle, and secondary schools ag of 1985);
and h) developing & loan fund .of 200 million rupees for uwee
during FY 1984 for privete physicians to apply for in order to

set up a private practice with & larger amont potentially granted
to persons who want to establish & rural baseed practice (this




fund could assist up +to 2,000 physicians during that year). See
the GOF, Report of the Working Groups on the Seventh and
Ferspective Flans: Health and Nutrition Sector, December 1986,
and especially the Report on Medical Education.

1%, Bee Howard Barnum," Economic Analysis, Anmex C," AID Project
Faper for the Combating Childhood Communicable Diseases (CCCD)
Froject, Africea Buresa, September 15, 19813y Donald Shepard,
Ivory Ceoast Study, 1983, and Logen FBrenzal, REGCH Project Report
or; Mauritania, 1987,

16, Thie possibility is futher reinforced by the response 1o a
hypothetical willingness to pay question about whelher households
would be willing to pay five ' and ten rupees for +the &) vaccirn-
ation of a child and b) trestment of a child with diarrhoea at a
government clinic which would provide improved service in the
recently completed GOF, Health Sector Finance and Expenditure
Study, Draft Final Report, 1987. 100 percent of those who were
asked the gquestion about vaccinations responded that they would
be willing to pay at  least 10 rupees and nearly 90 percent
responded that they would be willing to pay at least 10 rupees

for a child afflicted with diarrhoes.

17. This effort has been developed by Dr. Johh Rohde via the
USAID program in India. o

18. See the documentation from such AID {unded.prcjécts az the
CCCh project  in which EFI services are being made more widely
available througheut sub-saharan Afirica.

19. Bee the GOF, Health Financing, op.cit., 1987§'and footnote

above in which the exact wording of the guestion in the survey is
reproduced. : '




