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Pakistan’s health infrastructure has improved S$icgmtly. In 1947, there
were 292 hospitals in the country, which now hawvereased to 920 in
public sector and 800 in the private sector. Thexee almost no rural health
facilities at the time of inception, which now nuenb550 rural health
centers, 5300 basic health units, 4600 dispensaias 900 maternal and
child health centers. In addition, there are apipnaxely 20,000 private
health clinics in the country.

In 1945, there were only two medical colleges, aoiv we have 180
medical, dental, and nursing schools. Consequethigéy number of doctors
has increased from 71 at the inception of Pakigtahll,600 doctors and
8400 dentists. More than 46,000 nurses, 4500 ladittnvisitors and 95,000
lady health workers have become an integral pastiosystem.

Life expectancy has increased from 34 years in 1045 years in the year
2009. Infant mortality has dropped from 220 per@0@e births in 1947, to
78 per 1000 live births. Maternal mortality hasr@ased from 800-1000 per
100,000 live births in 1940 to (estimated) 270 mekdeaths per 100,000
live births.

Small pox has been eradicated, and reported pases; 5,000 in 1993, are
down to 118 in 2008. Number of fully immunized 12-éhonth old have
increased from 53% 2001 to 73% 2006. Case detecrah successful
treatment rates have also increased from 200106.20

Despite the above successes, Pakistan’s healtbr seahtinues to face
significant challenges. Issues include slow progres health outcomes
where we are lagging behind many health indicdtors our neighbors and
far behind developed countries. Healthcare perfaoma outcomes, and
guality of care have not been evaluated in any fiorthis day. One segment
of the population, the low-income group, has cleadt benefited from the
development of this extensive health care structlife infrastructure is



poorly located, poorly maintained and equipped, @ngrage is ill planed.

Private health sector is expanding but unregulaad,there are no metrics
available for quality of care, performance and oates. Fee structures are
beyond the reach of most low-income groups.

s the population of Pakistan a Healthy society and how do You know if
we have growwn healthier over the past 62 years?

The health of the middle income and some low-incgnaeips has improved

marginally since 1990. This improvement is markeslbyw as compared to
some of our neighboring countries. Although ourvgforate has decreased
(1.9% from 3%), it is still too fast compared to mgaNVestern nations and
several of our neighbors. Currently, Pakistan bhapopulation of 170

million (7th most populace in the world) and by 30&e are projected to be
about 210 million. If current trends continue, b§52 we would be the

fourth most populous nation in the world.

Generally speaking the maternal and child mortalitgs dropped.
However, it has not changed and even worseneduiolow-income groups
(making 400 to 700 dollars a year). This low incegneup constitutes 45%
of our population (approximately 80 million peopleThere are about 4
million live births in Pakistan and approximate§4000 children die before
their fifth birthday and 11,500 mothers die evepary around the time of
childbirth.

The other dynamic that is being played out is thyutation shifts and rural-
urban migration. At the time of creation of Pakmstéess than 20% of us
lived in urban areas and currently the urban talmatio is about 35% to
65% respectively. By 2025, it is projected thatf lmalr population will be

living in mega cities such as Karachi, Lahore, Hiyderabad etc.

Due to lack of adequate urban planning and poousadient to these
migratory trends, large populations mostly low ime are living in

unregulated shanty towns in around large citiegs€hll planned dwellings
have created several problems of there own ranfyorg lack of proper

water supply, poor sanitation, close proximity whis conducive to spread
of infectious diseases, increasing tobacco use, hagider burden of non
communicable diseases.



Of the few countries remaining with the diseasekis®an is one of the
leading countries where polio is still endemic, upgb controlled.

Tuberculosis (about 300,000 new cases every yadrMalaria continues to
kill hundreds of thousands of us every year. Weehame of the largest
populations of multi-drug resistance tuberculosighe world. In addition,

due to poor regulation of primary health care sysémd lack of supervision
of sterilization techniques, viral hepatitis (espélg hepatitis B and C) is the
leading cause disability and early death in thenagu10 million carriers).

As if communicable disease burden was not enough)arge rural-urban
migration and unregulated tobacco and food indusay resulted in a new
epidemic of diabetes, heart disease, obesity, tiolles. It is projected that
by the year 2025, these non-communicable diseadlebenresponsible for
greater than 50% of the deaths in the country andesls the disease burden
of communicable diseases. This has been attritiatddck of culture and
environments for exercise, tobacco use and digtsimi fats. In addition, due
to their chronic nature, the cost testing and imgathese diseases is much
higher. This would put an added burden to low-inearoups who can least
afford it. Macro-economic consequences

Are we spevwliwg enough on treating patiewts?

According to WHO data, Pakistan annual per capigenditure on health is
14 US dollars (should be 34 US dollars per capsiayear). This calculates
to 2.4 billion dollars (approx 0.6 % of our GDP) pyear for a population of
170 million people, one of the lowest in any depailg country.

Of the total health expenditures in Pakistan, 32&cfanded by the federal
government (50% of this goes to the military/théamilies and other
government institution workers/their families.) Tiest goes in maintenance
of provincial health care structure (DHA, THU, BHLUady Health workers
program). It turns out that we are spending 27 Olfas per capita per year
on this particular group, therefore they are emgya relatively better health
than their non governmental counterparts.

Nearly 70% of total health expenditure is fundeatgh the private health
sector and of this, 99.6% is out of pocket expdnsprivate households. In
this particular group are low-income populationbeve less than 11 dollars
are being spent per capita and most of this ibpbcket. Since there is no



government assistance for this particular groupy ttend to have poorer
care and are afflicted with diseases that are diseph and treated at a later
stage with catastrophic costs.

what is the link between poverty and health?

The link between poverty and ill health are wellowm. Il health
contributes to poverty due to “catastrophic cosif’illness and reduced
earning capacity during illness. Poor people sufisproportionately from
disease and are at a higher risk of dying fronrtileess than are better off
and healthier individuals. Women and children aaetipularly vulnerable.
llinesses keep children away from schools, deangasieir chances of
productive adult hood.

The concept of “catastrophic cost” is not endemidakistan. Where ever
there is a lack of proper governance and low incpoplations, illnesses in

the bread earners of the family results in worsgmh poverty, loans that

can never be paid off and children that have tedd@me to earn at an early
age.

Although Pakistan has the lowest prevalence of unagght children in
South Asia, we still have more than 9 million malnished children. These
children almost invariably belong to low-income fies. Malnutrition
increases the risk of dying in childhood but alsgpairs learning abilities
and in long run decreases the productivity of adoltkforce.

It is therefore critical to move towards a systémattis able to address such
challenges and prevents households from falling paverty. Health sector
investment in Pakistan should be viewed as pati@fjovernment’s poverty
alleviation endeavor. The will also address the MIXB15 goals
(Millennium Development Goals) of equity and eqtyalin health and
poverty alleviation for all.

s there a Safety Net for Low ncome Groups (about a 100 million people)?

As mentioned above, catastrophic healthcare cestd into the cycle of
poverty and ill health such that for generatioranifies remain poor and
unable to improve their standard of living.



Good health care is guaranteed only for governmeentants, military and
their families and large autonomous and semi aut@us governmental and
non-governmental organizations that pay into thetesy. This constitutes
about 20 to 25 million people. For rest of the dapan, the cost is born
personally out of pocket. Zakat and charity coverly 1-2% of catastrophic
health costs in this population.

Three privately health initiatives have been offeire some areas for low-
income groups. The data on these groups is scafmesit So far, no
government-based initiatives have been offered émsures catastrophic
health cost for the poor. Careful research andyarsahas to be undertaken
to come up with low cost solutions to treat dised3ablic awareness
programs, surveillance of low-income population fmmmunicable and
non-communicable diseases and health promotionbeafternate solutions
for this segment of the population.

Ave there Gender Disparities in Health care?

From the last National Survey in 1990, girls in Bt display the expected
biological advantage in infant mortality. Per 10i@ births, 80 male infants
die as compared to 73 female infants.

This is where this natural advantage at an eaiyeagls. For every 100 boys
only 88 girls are fully immunized. Almost 10 milhowomen in their
childbearing age are anemic and zinc deficient. [&Vigiving birth, 32
pregnant women die every day. Of the 9,500 birtlierye day, 3,400
deliveries are performed by skilled birth attendg836%.) Due to the lack of
proper family planning and education, there isghhrate of abortion, which
Is significant in rural areas. Implications of tlase that women’s lives are
put at high risk from unsafe abortions.

It is reported that in Pakistan, especially inlésge cities, breast cancer is
affecting woman at an alarming rate. To date, nantgwide registry has

been created and no educational programs haveilgéamented to create
awareness in the population. To date, no screefongbreast cancers

detection has been piloted.



Due to poor planning, cultural, and religious valumany areas do not allow
women easy access to education, knowledge, andisxeopportunities.

This has resulted in an epidemic obesity, diabeted, hypertension in this
particular segment of the population. This has becanore evident in

women who have migrated to large cities and adoptéddiets and have

fewer opportunities to exercise outdoors.

Ave the Less Developed reglons of Pakistan tncluding FATA, FANA and
Baluchistan at high risk of Diseases?

These less developed areas of Pakistan, accordingcént surveys, have
some of the highest burdens of infectious diseaBlis. includes malaria,
hepatitis, and tuberculosis being reported to bdeemnc in these areas.
Several reasons have been put forward for thigase including lack of and
improper health care structure, lack of educatm poverty. One common
problem identified is the use of un-sterile neediggoorly trained health
workers in the transmission of hepatitis.

In addition, due to economic pressures, large nusnbleworking men from
these areas are migrating to find work in citiesefe is no data in these
individuals as to how there health issues playimaewer environments.

Significant attention has to be paid in these afeafiuman development,
especially issues facing women’s health. Many s$ocidtural and religious
values impact women health directly or indirectiythese areas.

Are Bmerging Communicable Diseases belng spread unchecked due to
lack of poor Surveillance Infrastructure?

To identify emerging communicable disease threath s HIV, avian flu
and more recently HIN1 epidemics that may evolwe m pandemic, a
robust surveillance and immediate response systeaguired.

Due to a lack of investment in public health infrasture, development of
human resources, surveillance and early warningesys Pakistan is at a
high risk of having a disease spread unnoticedusiathecked before it kills



hundreds of thousands of unsuspecting individualaddition, it may well
become a nidus for a world wide pandemic for diseasich as N1H1 flu.

ls Unchecked Tobacco using a Problem for our country?

It has been estimated that tobacco use in the formigarettes, biddi,
hookah, pan, naswar, gutka and more recently hob&etis responsible for
over 100,000 deaths per year. It is known to caaseers of the mouth,
lungs, bladder and chronic lung disease. According@ recent survey by
WHO, 41% of adults and 13% of our adolescents anegutobacco in one
form or another.

Despite Pakistan being a signatory to FTCC/WHOatob use is on the
rise. More alarming are its increasing use in theng, especially girls. This
has been attributed to lax laws that are poorlylemented and a strong
tobacco industry that has learnt how to bypass liawsromoting tobacco
use in the young and adults. In addition, it i®gsorly regulated since the
government produces revenues from the tobaccotirydus

Unless checked, it will cause increasing diseasedaath in the population.
This can be achieved by producing good data byrignkleaths and diseases
with tobacco in Pakistan. By showing through resleahat cost to the
country in terms loss of work force, loss of workné¢, and disease
treatment, the government is losing more money thamakes in revenues
from the tobacco industry.

Ave we prepared for Man Made ano Natural Disasters?

Earthquake of 2005, Floods of 2007 and Internallgpl@2ced population
from Fight against Terror in 2009 have resultednifiions being displaced
and hundreds of thousands having lost their litresll the circumstances,
better emergency preparedness, and forward plancoodd have saved
hundreds of lives and prevented disease and digahilthe recovery phase
of disaster.

To this day, a comprehensive planning, trainingd action plan has not
been put together. Early flood warnings, seismalogguipment, and the
ability to involve local people in the process planyg and helping in natural



disasters have not been put into place. State eofath rescue techniques,
search equipment, trained dogs, and large delmewval equipment have
not been placed in forward locations.

No capacity has been built in large city hospitaled smaller district
hospitals for large disaster response. Pakistdragtks a country wide 911
like system and level three ambulance and firedolggservices. To cater to
large displaced populations from natural or man enatisasters, no
emergency shelter, or emergency food supplies Hasen allocated.
Research and development in this area is desperaetied.

Have the Policies of WTO, WEB, IMF Hindered or Helped Human
Development tn Pakistan?

It is well known that policies of large funding amgyzations are mostly
beneficial in the short run. Long-term problems énamerged that have
hindered progress of recipient countries. To tlaig blo careful evaluation of
policies have been undertaken to assess their ahditbng term impact.

s the Health Sector being governed and managed adequately?

The role of the Federal Government is relates tticypdformulation,
provision of technical support, coordination witltél and foreign partners,
communicable and non communicable disease contndl fzealth care
financing. Provincial governments are responsibbe franslating the
national policy into planning and implementatiomey provide services at
all levels of care, from primary, secondary, thiougrtiary care. Actual
healthcare delivery takes place at the districtellehere, provincial
government manages primary and secondary healtpoageams.

This is how the healthcare was supposed to be nednagt this is not what
is happening. Failure of decentralization of headtle is evident at several
levels.

1. Ministry of Heath (Federal Government) is involvead several
national programs, which has diminished its rolepolicymaking,
regulation, monitoring and surveillance (healthcaresearch),



evaluation of quality of care, adequacy of humasoueces, and
healthcare financing.

2. At the district level, the federal government i€ thole provider of
preventative healthcare services, which is the tfancof provincial
governments.

3. At the district level, both the federal and provalgovernments are
managing primary and secondary healthcare prograrhgs has
resulted in multiple supervisors, lack of cleaesoand responsibilities
of managers, and conflicting goals.

4. Due to the lack of, or weak accountability of masrag and
supervisors, the quality of programs being adnmenest has
significantly diminished.

5. To this day, the health system remains centralizath continued
governance and organizational challenges, resuttingeffective use
of already scarce resources, and the inabilityetver quality care.

The solution is a re-organization of public heaistem based on principals
of management, with both the federal and proving@aernments having
clearly defined roles. For the federal governmaig would involve moving
to their core functions of policy, regulation, mimming and research, and
setting standards of care for all tiers of healtbéa both public and private
setting.

s the Federal Government performing its Mownitoring, Bvaluation and
Surveillance functions well?

The purpose of monitoring, surveillance and evabmais to collaborate to
create the expertise, information, and tools thedpbe and communities
need to protect their health — through health ptemo prevention of
disease, injury and disability, and preparednesedw health threats.

Due to the near absence of population based rdésaartlack of cohesive,
standardized, integrated information systems, mang and evaluation of
almost all diseases is incomplete and inaccuratePdkistan, this has
resulted in random and ineffective use of scarewe®s with outcomes that
cannot be measured.

Low-income population of Pakistan, which bears meximum burden of
diseases and whom are least likely to get tregtayg,the highest price for



the failure of monitoring, evaluation and surveiie by the federal
government. This group requires careful evaluatiod low cost solutions
need to be designed that would match their ressurce

Health education, awareness programs, research emknce based
solutions are key to preventing diseases and piogdtiealth in this
segment of the population.

(s the Pharmaceutical sector functioning well and meeting the needs of
our population?

Pakistan spends 80% of its total health expendibaréuying medications.
This expenditure is high because of lack of pulfil@ancing, relatively
higher prices to other countries and absence ofttheasurance and
reimbursement schemes. Since the medications a&eopaof pocket, low
to medium income groups are disproportionatelyciéfe.

Currently the country has 525 companies includir@y rBultinationals
producing 47,000 products. Only 5% of the raw malters locally
manufactured.

Problems at several levels have been identified laae resulted in an
unregulated, poorly monitored industry resulting ngh prices, poor
registration standards, unethical marketing prastiarational use of drugs,
poorly managed essential drug list and their algdita (high quality and

low cost,) drug shortages, lack of drug quality amablity assurance
systems, and lack of clinical research.

1. Drug policy should be consumer-friendly, making giusafe,
affordable, accessible and rationally used.

2. The 1976 Drug Act should be strengthened to enguadity, making
pre-market trials and post marketing surveillancandatory, and
monitoring drug pricing to ensure equity for loweame groups.

3. Develop an FDA-like body to ensure quality and iabito enforce
laws.

4. To counter unintended consequences of WTO agresmeiatke use
of over-ride provisions of WTO in the interest ofaking drug
accessible. This can be done through assistingd f@t@maceutical



companies to produce generic drugs through researdtiechnology
transfer.

5. Clarify pricing formulas by making it transparenmda consumer-
friendly. This can be done by examining upstreasuas and markups
that have a bearing on pricing.

6. Policy should be extremely friendly for the low avely low income
groups (80 million people). High quality and lowstalrugs should be
available through research in generics, differémniiécing systems
and government subsidies.

7. Drug registration process should be revamped makitrginsparent
with efficacy and safety data as primary criteriar finclusion.
Registration of generics should be based on biovagnce and
bioavailability. Ensure public access to registnatilata.

8. Enforce the marketing codes of the Drug Act 1976 ptevent
unethical practices. Develop SOP for procuremeidrage, and
dispensing and rational prescription of medications

9. Drugs should be dispensed based on prescriptiomgsidtan and
pharmacologist education to follow ethical practitkat protects the
consumers.

10.Set up database for information on public spending
pharmaceuticals, research on high quality, low essential drugs.

ls the Medical Bducation Systems and Work force Adequate and is the
training Context Specific?

Cornerstones of healthcare systems in Pakistaisazapacity for healthcare
institutions and healthcare workers. Both of thase required for program
planning and implementation, streamlining healtsteyms and improving
health outcomes.

Pakistan has done an acceptable job at developstgutions and man-
power for diagnosing and treatment of medical comal in large cities.
The need for developing systems and manpower inuttag settings (where
65 to 70 % of the population lives) and meetingreheeeds remains
drastically deficient.

The entire healthcare structure is designed towpatient care, but in the
public health arena there is a huge gap in dewappnanpower and
institutions in disease prevention and health ptono In addition, the



guality of medical schools is variable and no ratuly authority is in place
to monitor their performance. Accreditation of hkafelated institutions,
and context specific curriculum development, wilsere quality control and
relevancy.

The capacity building so far lacks the country eahtand its needs. In
addition, there is no well-defined policy and plemgnfor human resource
development in the health sector in Pakistan. fiasslead to misdistribution
of the workforce (more in cities than at distrievél), shortage of certain
categories of health professionals, migration oélthe workers into the
private sector and brain drain to other countriasttér opportunities and
incentives).

Medical doctors are not trained in community healtid health promotion.
In addition, there is a disconnect between whaieimg taught and what
skills are needed in a primary and secondary ggttim the cities and at the
district levels especially in the rural areas.

These deficiencies in undergraduate training aseerbated by the absence
of well structured, context specific Continued MediEducation Programs
(CME).

Are the Public Health Bducation system and Work Force Adequate and
are the Tratning Appropriate and Context Specific?

Pakistan has been identified by WHO as one ofehdihg countries where
there is a critical shortage of qualified humarotegses in the health sector.
Accurate data regarding public health capacitigsuiblic and private health
setting is lacking. There is a no formal networliah enables creation of
linkages among professionals working in the fiefdpablic health. This
problem has been compounded by an absence of frarkdar managing
and developing human resources in not only pubdialth but also other
health cadres. This problem is compounded by magrabf qualified
professionals for better opportunities and in coutd private sectors.

“Public Health” is an approach to medicine thatasicerned with the health
of a community as a whole. It deals with preventigéher than curative
aspects of health and deals with population leattar than individual level
health issues.



Core functions assigned to public health prograrokide

1. Assessment and monitoring health of the communitasd
populations at risk to identify health problems gnidrities.

2. Formulation of public policy designed to solve itked local and
national health problems and priorities.

3. Assure that all the population has access to apptepand cost
effective care, including health promotion and dsse prevention
services, and evaluation of effectiveness of thag.c

With health being core of MDG (millennium developmegoals), the focus
has now broadened from individual behaviors andfastors to population-
level issues such as inequality, inequity of caserty and its relation to
health, and health education.

Currently, there are 12 public health institutiamshe country. 5 are public,
4 are private and rest is autonomous bodies. Tinesations were recently
established, and like most medical related ingbingt in the country, are
unregulated, and accreditation is non-existent.eGarrriculum design is
general and does not address the most public headttis of the country (a
disconnect between the needs and what is beingtjaug

There is no mechanism for training public healthrkeos at the district
levels. Induction courses that are present aret steom, isolated and
partially functional and not tied to a larger scleerfor the country.
Provincial Public Health Development Centers (PHCADM the District
Health Development Centers (DHDC) evidence this.

Most of these programs for public health have ek@tupublic participation
both at the basic health units and at the distagel. Employing local
expertise and incorporating them into planning aedision-making has
been proven to be one of the key ingredients in shecess of an
intervention. This has been by public health itikes undertaken by the
Aga Khan Rural Support Program in the Northern Ar@a

Adequate information on the current levels of teainexperts in public
health and their areas of expertise is unknownaddition, there is no
society or organization that keeps a list of pubkalth experts.



Proposed Solution to the Problem

PUBLIC HEALTH FOUNDATION OF PAKISTAN

What is the Need for Public Health Response?

Pakistan is experiencing a rapid health transitibis not only burdened by
the unfinished problem of infectious diseases, ithutial deficiencies and
unsafe pregnancies, but the new escalating epideshinon-communicable
diseases. This composite threat to the nation’khhaad development needs
a concerted public health response that can erfficeent delivery of cost
effective interventions for health promotion, diseaprevention, and
affordable diagnostic and therapeutic health care.

How can we build capacity for an efficient public lealth response?

Health challenges need to be understood and bel agien. Concerted
health research, policy development and analysigyram development and
evaluation, health systems organization, modelseafth care financing and
operationalized scientific research are the ctitads to the process. They
assess and highlight the need for action, whilevighog insight for
solutions.

Education and training in public health needs to be inter-disciplinary in
content so that the pathways of public health actwe multi-sectoral.
Public health education must include subject ariees epidemiology,
biostatistics, behavioral sciences, health ecomgmibealth services
management, environmental health, health inequitied human rights,
gender and health, health communication, ethidseaithcare and research.
The interventions proposed need to be evidencedbasatext specific and
resource-sensitive.

What is the purpose of Public Health Foundation oPakistan (PHFP):
Build Institutional Capacity to address Public Heah Pakistan
Public Health Policy Development and Advocacy

Accreditation of Existing Institution

Partnerships and Research development in PublittiHea
Structured as an independent foundation, PHFP adapbroad,
integrative approach to public health, tailoring iendeavors to
Pakistani conditions and bearing relevance to emsifacing similar
challenges and concerns.

arwnNE



6.

The PHFP focuses on broad dimensions of public tihetiat
encompass promotive, preventative and therapeemigces, many of
which are frequently lost sight of in policy plangias well as in
popular understanding.

Why is such a Foundation Needed?

1.

2.

3.

4.

Respond to redress the limited institutional cayaai Pakistan for a
population that is rapidly exceeding 170 million.

Fill the gaps in research and policy developmerdddress changing
diseases patterns, epidemics and disaster managgemen

To bring Pakistan at par with the changing methogiels in public

health, a public private partnership model is beireated.

A partnership that is based on collaboration angsahation between
local and international academia, provinces andrakegovernment,

multi and bilateral agencies and civil society greu

What does the approach consist of?

1.

2.

Establish 5 new Institutions of Public Health, doe each province
and one for FATA over the next 6 years.

Assist the growth of existing public health tramin
institution/departments and facilitating their awan into major

institutions of public health.

. Establish a strong national research network ofliputealth and

allied institutions which would undertake policy damprograms
relevant research that will advance public heatihlg in prioritized
areas — with suitable international partnershipsr@huseful and
needed.

Engaging public health expertise to collectivelyderiake analytical
work for generating policy recommendations reldigublic health
action, in not only the health sector but alsolirother sectors which
impact upon health of people.

. Develop a vigorous advocacy platform to effectivelynmunicate

these recommendations to policy makers and otHewamt stake-
holder groups.

. Develop an independent accreditation body for degre public

health, which are awarded by training institutiassoss Pakistan.

. Collaborate with partners in both research and Idgweent of public

health initiatives.

The End



