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What is this publication?  
 

This publication is the second output of a series of initiatives – the Gateway 
Publications – that Heartfile is undertaking in its capacity as an independent 
health-sector think tank to strengthen the evidence base for health reforms in 
Pakistan.  

  
Entitled ‘Health Indicators of Pakistan,’ the publication sets forth a set of 
health indicators for Pakistan and reflects data collected from various data 
sources in the country as these indicators. In doing so, it serves the following 
purposes:  

 
1. yields information of relevance to the health status of the people of 

Pakistan and the health system and health information systems of 
Pakistan. However, due to data gaps, comprehensive information 
on health systems performance could not be included herewith; 

 
2. offers recommendations to strengthen Pakistan’s health 

information system by focusing on institutional arrangements and 
strengthening data sources and collection mechanisms; 

 
3. forms a template for periodic reporting of health indicators within 

the country – a process which Heartfile is helping to establish and 
institutionalize at the Federal Bureau of Statistics,1 and the 
Ministry of Health; and 

 
4. constitutes the situational analysis for the draft of the upcoming 

national and provincial health policies entitled ‘The Gateway Health 
Policy Scaffolds’ which will be based on the Gateway Paper’s 
approach to health systems. 2 The Gateway Paper entitled ‘Health 
Systems in Pakistan – A Way Forward,’ was the first in the series of 
Gateway publications and can be accessed at 
http://heartfile.org/phpfgw.htm 

 

                                                 
1. Heartfile is supporting the Federal Bureau of Statistics under a Memorandum of 
Understanding: Appendix B. Details can be accessed at http://heartfile.org/hsamou.htm 
2. Heartfile is supporting the Ministry of Health to develop a national policy for Pakistan under a 
Memorandum of Understanding: Appendix C. Similarly, a provincial health policy is also being 
developed to bring clarity in roles and responsibilities at federal provincial interface. The 
provincial policy is being developed for NWFP under separate MoU : Appendix D. Details of 
both can be accessed at http://heartfile.org/mou.htm  
 
Heartfile is making these contributions on a voluntary pro-bono basis in national interest in its 
capacity as a civil society health-sector think tank. 



The GATEWAY Health Indicators 

 iv 

 



Communiqué 

 v 

 
Communiqué  
 
This publication, which collates available health statistics in Pakistan and reports 
them as a set of health and health-related indicators, is the first effort of its kind 
within the country – an initial step to facilitate the transformation of data into 
meaningful information as a means of fostering a culture of evidence-based decision-
making within the health sector. The publication consolidates a set of outcome, 
output, process and input indicators that measure health or factors associated with 
health, capturing their status and indicating change over time with a view to 
enhancing the critical body of evidence relevant to policy and operational decision-
making.  
 
The publication has been set forth within the context of the realization that evidence 
from data is central to the health policy and planning process and must form the 
basis of practices in each healthcare domain and that health statistics is a key 
component of needs assessments that inform policy and is therefore critical to 
decision-making in public health. 
 
In its capacity as a think tank agency, Heartfile has played the role of a strategic 
partner in this effort by making a voluntary pro-bono contribution to develop this 
publication, which will serve as a template for future biannual reports on health. 
  
The Federal Bureau of Statistics is committed to playing its mandated role in 
collecting data from source agencies, inclusive of the Ministry of Health and the 
provincial departments of health and other health data reporting and collecting 
agencies; collating data, reporting data on uniform standards, building linkages with 
appropriate sources to ensure regular flow of data and creating channels of 
communication with stakeholders to facilitate the utilization of evidence. The World 
Health Organization has had the privilege of contributing to the process of developing 
capacity to generate data that have been reflected in this publication and wishes to 
build further on this commitment. 
 
The four agencies are keen to explore options to work together in order to strengthen 
the evidence and policy linkage within the health sector in Pakistan.  
 
 

Asad Elahi 
Secretary, Statistics Division 

Syed Anmwar Mehmood 
Secretary, Ministry of Health 

Khalif Bile Mohamud 
WHO Representative in Pakistan 

Sania Nishtar 
Founder and President, Heartfile 
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Executive summary 
 
 
 
About this publication   
 
Purpose: this publication, which collates available health statistics in Pakistan and 
reports them as a set of health indicators, is the first effort of its kind within the 
country. Its purpose is to yield information of relevance to the health status of the 
people of Pakistan and the health systems and health information systems of 
Pakistan; offer recommendations to strengthen Pakistan’s health information 
system; form a template for periodic reporting of health indicators within the country 
– a process which Heartfile is helping to institutionalize at the Federal Bureau of 
Statistics and the Ministry of Health; and constitute the situational analysis for the 
draft of the forthcoming national health policy entitled ‘The Gateway Health Policy 
Scaffold,’ which will be based on the Gateway Paper’s approach to health systems. 
 
Categories of Indicators: the indicators reflected in this publication have been divided 
into different categories: Demographic, Burden of Disease, Cause-Specific Deaths, 
Outcome, Output and Process, Input, Intersectoral and Indicators by Districts.  The 
Outcome indicator category has been further sub-classified into Maternal and Child 
Health, Communicable Diseases, Non-Communicable Diseases, Injuries, Mental 
illnesses and Disabilities. Indicators have also been tagged to reflect their status with 
respect to inclusion in the Millennium Development Goals and the targets stipulated 
as part of the Medium Term Development Framework of the Government of 
Pakistan.Indicators have been tracked over time where data availability made it 
possible to do so or else data have been reported at one point in time. 
 
Sources of data: the data captured in this publication have been collected from 
several sources. These include stand-alone/periodic surveys, management 
information systems of the national public health programmes, infectious diseases, 
epidemic reporting surveillance systems, modeling projections, Health Management 
and Information System, population-based Non-Communicable Disease surveillance 
system, and State documents in the public domain or those that were provided on 
request. 
 
Presentation of data: most of the data in this publication are presented in five 
standard graphical forms. Line charts have been used to show trends over time, 
scatter plots in cases where data was tracked over time but where trend-estimations 
were not possible and bar charts and staggered bar charts to show frequency 
distributions. Where data was segregated by districts, Geographic Information 
Systems (GIS) based thematic maps have been used. 
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Cautions in interpretation: data presented herewith are verifiable back to the original 
documents and have not been manipulated; data were compiled in a uniform way in 
order to improve the comparability of statistics. Nevertheless, many factors such as 
variation in definitions as well as specificities in data recording and processing may 
influence the validity, accuracy and comparability of statistics; therefore, comparisons  
across time as well as among places – should be interpreted with caution. In the case of 
time trends, a consultative process weighed a variety of surveys to create time trends; the 
choice of surveys presented are based on the best technical advice from groups. 
Notwithstanding, differences between surveys and methodological factors may cause 
distortion in trends; as for example in the case of differences between definitions and 
terms used in the Pakistan Integrated Household Survey (PIHS) and  the Pakistan Social 
and Living Standard Measurement Surveys (PSLMS). Furthermore, facility-based data 
should be interpreted bearing in mind that these only provide information on those who 
seek care and that too from public sector health facilities. 
 
Ideally, health indicators within Pakistan should be able to provide comparisons 
between provinces and districts geographically, between the rural and the urban 
areas of the country, across genders and socio-economic groups and between the 
types of facilities where applicable, particularly in the case of mortality and morbidity 
data. However, paucity of data in many areas limits the ability to do such 
comparisons for some indicators. International comparisons were possible only in 
some of the indicators where strict international definitions and data standards were 
applied. International comparability is, however, a major limitation of most data 
systems in Pakistan; therefore no international comparisons are offered here. 
 
There are several data-related limitations in Pakistan; notwithstanding these 
limitations, an effort has been made to present the best available data in the clearest 
possible manner in a policy-relevant format. The narrative sections of this document 
provide a brief snapshot of the status of health relevant to each indicator and touch 
upon the mechanisms of monitoring the relevant indicator. These sections have not 
been designed to discuss the health and health-related implications of the data 
presented in detail. It is for this reason that the indicators presented herewith and the 
tabulations and graphical representation of these data should be interpreted in the 
light of the narration in the parent document of this publication, The Gateway Paper, 
Health Systems in Pakistan: a Way Forward, which is accessible through the URL 
http://heartfile.org/gwhsa.htm  
 
The indicators captured in this document yield information of relevance to: a) the 
health status of the people of Pakistan; and b) Pakistan’s health systems; and c) 
Pakistan’s Health Information System.    
 
Health status of the people of Pakistan  

The health of the nation has to be contextualized to the demographic and 
epidemiological transition it is undergoing. With reference to the former, Pakistan is 
the sixth most populous country in the world; although the annual population growth 
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rate has declined from over 3% in the 1960s and 1970s to the present level of 1.9% 
per annum, it still remains high. This rapidly changing denominator is one of the most 
critical challenges for the health sector. The health and population sectors need to 
invigorate a concerted approach to face this challenge. With reference to the 
epidemiological transition, the burden of disease and cause of death data show that 
an equal burden can now be attributable to infectious vis-à-vis Non-Communicable 
diseases in Pakistan; furthermore, projections indicate that the ratio will continue to 
reflect a progressively shifting burden towards NCDs. This calls for a review of 
allocations for preventive programmes – communicable vis-à-vis NCDs.  

 
With this as a context, there are three hallmarks of the health of the nation; 1) the 
double burden of disease (high burden of Communicable as well as Non-
Communicable Diseases); 2) maternal and child health-related challenges; and 3) 
emerging health issues. These are compounded by a number of health systems 
challenges.    

 
At the Outcome level, it was possible to estimate trends over time for some health 
domains, such as in the case of maternal and child health and a few infectious 
disease indicators. For others, it was not possible due to data gaps or where 
comparability issues owing to methodological considerations prevented the 
determination of trends. Here, morbidity was determined by the most recent and the 
most representative data.   
 
Overall, outcome level trends show that although there has been some 
improvements in the health status of the Pakistani population over the last 60 years, 
key health indicators still lag behind in relation to international targets articulated 
within the Millennium Declaration. The areas where some improvements have 
occurred include life expectancy, maternal, neonatal and child heath and infectious 
diseases. With reference to maternal and child health, MMR has declined from 800 
per 100,000 live births in 1978 to the presently reported figure of 350 and the Infant 
Mortality Rate has declined from the 142 per 1000 live births in 1970 to 74.6 in 
2006 (MNCHD 9). However these data should be interpreted in the light of three 
caveats; firstly, the issues inherent to the measurement of some of these outcome 
indicators as a result of which a conclusive opinion about their current status cannot 
be given. Secondly, the relativity of benchmarks against which these data are 
pitched. Here it may be important to note that Pakistan’s key maternal and child 
health indicators lag behind, not only in South Asian region but also with reference to 
average of other low-income countries. Thirdly, these indicators show significant 
regional disparities within the country as evidenced by the wide provincial variation in 
Infant Mortality Rates (IMRs) with IMRs of 71, 104, 77 and 79 per 1,000 live births 
reported for Sindh, Balochistan, Punjab and NWFP, respectively. These highlight the 
need for locally-suited health systems interventions – an approach which is now 
operationally feasible in view of political and administrative devolution in the country.  
 
Infectious disease is another area where some improvements have occurred. 
Mortality data from the Pakistan Demographic Survey (PDS) show that mortality due 
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to infectious diseases such as Diarrhea and vaccine-preventable diseases has 
reduced over the last decades. However, improvements have not occurred in other 
areas such as ARI (CSD). The PDS data should, however, be interpreted in the light of 
the aforementioned cautions as there are several data inconsistencies which remain 
un-accounted for. In view of this consideration, there is a need to strengthen capacity 
to collect population-based data on infectious diseases mortality so as to gain further 
insight into these trends. On the other hand, trends in immunization coverage have 
been positive in the country as is evidenced by the increase in overall immunization 
coverage from 44% in 1995-96 to 77% as reported for the year 2004-05 (MNCHD 
16). However, again as in the case of MCH, improvement has to be contextual and 
relative regional comparisons highlight the need for further improvements in this 
area. The case of polio eradication can be used to illustrate this point further. 
Pakistan is one of the few countries where polio is yet to be eradicated; at the same 
time, poliovirus transmission is at its lowest compared to the situation in the 1990s, 
and that if the present trend continues, polio eradication maybe a likely reality over 
the next three years (PL 1 & 2).  
 
Some other indicators also clearly show that a few outcomes have remained slow to 
change; the classical example of that is the case of Neonatal Mortality Rate (MNCHD 
8), which registered only a moderate decline from 59 per 1000 live births in 1987 to 
43 in 2003; other indicators in this category include the percentage of Stunted, 
Underweight and Wasted children less than five years of age (MNCHD 11, 12, & 13). 
 
In view of the aforementioned considerations, it can be conducted that although 
there have been improvements in the health status of Pakistani population over the 
last 60 years, key health indicators lag behind in relation to international targets 
articulated in the Millennium Declaration and in comparison to averages for low-
income countries. 
 
Where trends in morbidity could not be ascertained, data were captured at one point 
in time from various sources; a snap shot of these data are indicative of high burden 
of diseases. 
 
With respect to some common Communicable Diseases, a recent community-based 
survey has shown that 37% children develop symptoms of ARI and 28% suffered 
symptoms of Diarrhea in the preceding two weeks of the interview. The proportion of 
post-neonatal deaths due to ARI varies from 11-46% depending on age studied and 
location and diarrheal deaths account for 43.3% of all post-neonatal deaths, 
reflecting a very high burden. In relation to other communicable diseases, the 
situation stands as follows:  current estimated incidence of Tuberculosis, despite 
progress at intermediate outcome level, still stands at 177, per 100,000 population 
(TB 1); estimated prevalence of Hepatitis C in the general population is 5.31% 
whereas amongst high-risk groups, prevalence ranges from 5.44 to 30.6% for 
Hepatitis C to 6.02-22.8% for Hepatitis B (HEP 2,3 & 4); however on the other hand, 
Malaria accounts only for 0.5% of deaths (Pg 83). These data show that infectious 
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diseases continue to remain a public health challenge despite the ongoing public 
health efforts aimed at prevention and control.  
 
A high burden of Non-Communicable Diseases (NCDs) is also evident in these data; 
in terms of morbidity, nationality representative data show that more than 24.3% of 
the population over the age of 18 years has high blood pressure (Pg 115); 10% of the 
adult population suffers from Diabetes (DM 1 & 2); 1% of the population is blind (DL 
3); 34% suffers from depressive disorders (MI 1 & 2) and 2.54% of the total 
population could be labeled as being disabled (DL 1).Regional studies have also 
shown that more than 25% men and women over the age of 40 years suffer from 
coronary heart disease (CS 1); that the incidence of serious injuries is estimated to 
be around 41.2 per 1000 persons per year (IJ 1); and that the incidence of Cancers 
in on the rise (C 1-12). Data als o show high prevalence of lifestyle and biological 
risks to NCDs as well as injuries; 80% drivers do not wear seat belts in cars and more 
than 86% motorcycle drivers do not wear helmets (IJ 4 & 5). As for infectious 
diseases, these data snap shots signify a high burden of NCDs in Pakistan.  
 
Burden of disease data reported in 1998 show that an equal burden could be 
attributable to infectious vis-à-vis Non-Communicable Diseases in Pakistan 
(38.4% vs. 37.7%) [(BoD 1)]; the latter clearly surpassing if the burden of injuries 
(11.4%) is added. More recently, cause of death data from the Pakistan 
Demographic Survey show that the percentage of deaths attributed to NCDs has 
increased from 34.1% in 1992 to 54.9% in 2003 (CSD 1). This distribution is 
instructive to the current resource allocations in public health and highlights the 
need to bring allocations for NCD prevention, control and health promotion at par 
with allocations for infectious diseases. 
 
In addition to the unfinished agenda of MCH and the double burden of diseases, 
there are a number of emerging challenges which merit attention. With respect to 
HIV/AIDS, the current population prevalence is estimated to be 0.1% (HIV 1); 
Prevalence among high-risk group ranges from 0.5-23%; 23% prevalence among 
Injecting Drug Users in Karachi shifts the entire epidemic scenario the country to a 
higher stage - at a ‘concentrated level’ (HIV 2). This indicates that the current 
momentum in HIV and AIDS needs to be further built upon. In addition, other 
contemporary health challenges merit attention such as the threat of emerging 
infections like SARS and Avian Influenza and re-emerging infections (the recent 
outbreak of Dengue Hemorrhagic fever being a case in point) and highlight the need 
to strengthen the capacity for surveillance of emerging and re-emerging infections 
and their prevention and control. In the aftermath of the October 8, 2005 earthquake 
in the Northern Areas of Pakistan, a renewed emphasis on emergency preparedness 
as another stream of public health planning also deserves attention. 
 
At an intermediate outcomes level, some improvements have been seen. In MCH-
related services, the percentage of pregnant women who receive at least one ante-
natal consultation has increased from 30% to 50% (MNCHD 2); the percentage of 
women receiving post-natal consultations has increased from 11 to 23% (MNCHD 6) 
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and the proportion of births attended by Skilled Birth Attendants has increased from 
18% to 31% (MNCHD 5) over a ten year period (from 1996-7 to 2005-6). 
Contraceptive Prevalence Rate also improved increasing from 12% in 1991 to 36% in 
2006 (DG 10). There are also indications of increased utilization, particularly of 
private sector health care facilities as is evidenced by increase in the percentage of 
post-natal consultations from 35% in 1998-99 to 46% in 2004-05 (HSU 9). However, 
this can also be interpreted as a relative shift away from public sector services 
utilization; this is also supported by the latest PSLM data (HSU 1), which shows that 
two-thirds of the consultations take place in the private sector.  
 
Some improvements at intermediate outcomes level need to be contextualized as in 
the case of intermediate outcomes data for Tuberculosis control (TB 2, 3 & 4). The 
actual burden of Tuberculosis may be higher because these data do not capture 
cases from private sector sources, which is where more than 60% of the outpatient 
contacts occur. 
 
Pakistan’s Health Systems  
 
Indicators that track health systems functioning are as important as indicators that 
track health status. These include indicators on governance, stewardship, various 
aspects relating to the delivery of services, health financing and inputs into the 
health sector at the level of human resources and medicines.  
 
Although some indicators on health financing have been included herewith, the list is 
not complete due to data gaps. The health financing indicators show that although 
allocations have increased, Pakistan still spends 0.67% of its GDP on health with a 
percentage of the budget going unutilized (HF 13). In addition, some allocation 
disparities are evident, and alternate mechanisms of financing health have not been 
mainstreamed into the delivery of care. Therefore, in addition to the need for greater 
increments in allocation, there is a need to address allocation disparities, improve 
utilization and develop alternative approaches to heath financing, albeit with 
safeguards against creating access and affordability issues for the poor.  
 
At inputs level, quantitative information is available. With respect to human resource, 
the output of most categories of healthcare providers has increased; increments in 
numbers have been considerably higher for doctors and Lady Health Workers (HR 1-
6). However, these quantitative increases should be interpreted in the light of the 
skewed human resource ratios (HR 7-13) and qualitative and deployment-related 
gaps; the latter have not been captured in this publication owing to data gaps. 
Increases have also been seen in the number of healthcare facilities (HFC 1-7). 
However, at the same time, there is convincing anecdotal evidence related to gaps at 
the level of delivery and quality of services.  
 
In conclusion therefore, these indicators give some valuable information about the 
health status of Pakistan’s population and some information about the status of 
Pakistan’s health system; with respect to the latter however, several gaps abound. 
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Notwithstanding, the weaknesses of these data and their need for further 
development, some useful interpretations can be drawn; these have been articulated 
in the relevant sections. In a nutshell, these data show that despite improvements 
many challenges still remain to be addressed. Extrapolation of these data to its 
parent document, ‘The Gateway Paper: Health Systems in Pakistan – Way forward,’ 
shows that these improvements have occurred in a system where gaps abound and it 
is logical to assume that quantum leaps in health outcomes cannot be achieved if 
systems are not supportive to deliver programmes, if alternative financing and 
service delivery arrangements are not mainstreamed in the delivery of care and if 
there are gaps in capacity at governance level. A strategic system strengthening 
approach should, therefore, focus on several dimensions; for some of these 
dimensions, these indicators provide linkages such as the need for resource 
allocation decisions and decisions in general to be based on evidence, the need to 
work more closely with the population programme, a focus on the inter-sectoral 
dimensions of health, prioritizing human resource-related and reconfiguring the 
mode of primary healthcare delivery within the country. However, there are several 
other problems that these indicators have not captured given the absence of data in 
relevant areas. The next section focuses more specifically on bridging these gaps. 
 
Pakistan’s health information system 
 
There are several gaps in the reporting of indicators in this document owing to data 
gaps in respective areas. Important indicators necessary for policy and planning 
missing from the list included herewith are: a) indicators that measure specific 
functions of the health systems such as fair financing, responsiveness, stewardship, 
governance, transparency and accountability. Some indicators on financing have 
been included but comprehensive data on health expenditures from a consolidated 
and institutionalized National Health Accounts base are missing; b) indicators to 
assess the quality and efficiency of services provided at all levels of the healthcare 
systems; c) indicators to assess the utilization of secondary and tertiary healthcare 
facilities in the public sector; this has been identified as a major gap of the Health 
Management and Information System (HMIS); d) indications to gauge the different 
aspects of service provision at the level of private sector healthcare facilities; this 
again is a weakness of HMIS; e) indicators on cost-effectiveness of available 
strategies; and f) comprehensive information on inequities in health status, health 
determinants  and access to and use of health services.  
 
Moreover, as part of the exercise of collating data for this document, a number of 
other gaps in data collection mechanisms and their linkages were also observed. 
Notwithstanding, it must be recognized that Pakistan has several institutional data 
sources as well as periodical surveys. The analysis offered in this publication, 
therefore focuses on bridging existing gaps and leads to two sets of 
recommendations in order to consolidate and strengthen Pakistan’s Health 
Information System.  
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The first set of recommendations is focused on institutional arrangements:  
 
As a first step, there is a need to develop a comprehensive policy and an apex 
institutional arrangement for consolidating a national health information system – 
the Health Information Apex Agency. Such a body should be established with broad-
based consensus and ownership, should be placed within a legal and policy 
framework and its governance and administrative arrangements should be clearly 
mandated and institutionalized. The agency should be adequately resourced and 
supported to establish the necessary infrastructure and acquire human resource with 
appropriate capacity. The Federal Bureau of Statistics and the Ministry of Health 
should take a lead role in the creation of this agency with proactive linkages with 
data source agencies in the health sector and elsewhere (e.g., population). The 
potential within existing institutions such as the Health Management and Information 
System, the National Health Information Resource Centre, the National Health Policy 
Unit and the Statistics Division to serve this role should be explored. The objective of 
this agency should be to collect data from source agencies, collate data and report 
data on uniform standards. In order to achieve this purpose, the agency should: a) 
identify national health information needs; b) develop uniform standards for ensuring 
quality in data reporting; c) develop an inventory of data sources relevant to the 
health system and the healthcare system; d) provide health information system 
design recommendations that emphasize platforms which service multiple purposes; 
e) coordinate donor-driven data activities to ensure that national health information 
priorities are met and that national systems are strengthened; f) ensure ethical 
conduct in surveys and the entire data system; g) ensure data accessibility to a wide 
audience of both data analysts and policy-makers as well as the civil society and the 
public at large; and h) build linkages with appropriate data sources within the health 
sector to ensure regular flow of data.  
 
The second set of recommendations is focused on data sources and collection 
mechanisms in various streams:  
 
Disease surveillance:  with respect to infectious diseases, the existing piecemeal 
epidemic infectious disease surveillance activities within individual programmes 
should be strengthened and integrated into a comprehensive public health 
surveillance system consisting of peripheral data collection arms linked to a central 
system. This should be backed by a legal system that mandates the notification of 
priority diseases and regulates laboratory practice. With respect to Non-
Communicable Diseases, the population-based surveillance of ‘risk factors’ through 
sequential population-based surveys, powered to detect changes in the level of risk 
factors over time, should be expanded to have national representation. With respect 
to registry-based surveillance, support should be provided to mature cancer 
registries. In addition, the first stroke registry also needs to be set up within Pakistan.    
 
Mortality statistics: the cause-of-death system should be improved initially through 
the introduction of verbal autopsy instruments into the Pakistan Demographic 
Survey.  Over the long term, improving the quality of death records should be 
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encouraged through appropriate policy interventions and legislation, which requires 
the inclusion of causes of death in death certificates using the International 
Classification of Death (ICD) for coding. 
 
Health Management and Information System:  it is important to support the existing 
Health Management and Information System (HMIS), which essentially captures data 
from primary and some secondary healthcare sources, broaden its base and 
enhance data connectivity through the appropriate use of technology. Efforts to 
strengthen HMIS should be in context of the post-devolution changes in Pakistan’s 
provincial-district health system, where responsibility for healthcare up to the District 
Headquarter (DHQ) level has been developed to districts with dedicated responsibility 
at the Executive District Office (EDO) level. Recently, a District Health Management 
and Information system has been pilot-tested; this effort must be institutionalized as 
part of HMIS. 
 
Management Information Systems (MIS) in public sector hospitals are known to 
suffer from several limitations. These systems either do not exist or are not optimally 
integrated with the central HMIS. Recently, some public sector hospitals such as the 
Pakistan Institute of Medical Sciences (PIMS) have begun the process of developing 
locally-suited MIS – an initiative being supported by the Ministry of Information 
Technology and the Electronic Government Directorate. The feasibility of expanding 
this approach to other hospitals should be explored. Management information 
Systems in public hospitals should ideally be standardized and data flows to HMIS 
established. 
  
Establishment of MIS in private sector healthcare facilities in Pakistan is linked to the 
broader issue of regulation of private sector healthcare. In the first place, therefore, 
there is a need to structure a regulatory framework; this has been discussed at 
length in the parent document ‘The Gateway Paper: Health Systems in Pakistan – a 
Way Forward.’ Ideally, private sector health facilities should be regulated by the 
district government system. With reference to private sector MIS, minimum 
standards of data reporting and practical mechanisms for their institutionalization 
should be developed. The ultimate objective is to link private sector facilities to the 
central HMIS in order to gather information relevant to policy and planning. There are 
many examples of private sector hospitals that have developed fully-integrated MIS 
with appropriate use of e-hospital solutions. However, there are viable options for the 
private sector and when public sector finances are taken as a dominator, the value of 
these approaches in terms of widescale application and the benefits gained in terms 
of improving health outcomes vis-à-vis costs incurred should be carefully assessed. 
 
Population-based surveys:  two considerations are important in this connection. 
Firstly, a number of surveys which provide data relevant to health policy and planning 
are conducted on a stand-alone basis or periodically by agencies which are outside of 
the health sector such as the Federal Bureau of Statistics and the National Institute 
of Population Studies. Some important surveys include the Pakistan Integrated 
Household Survey(s), the Pakistan Social and Living Standards Measurement Survey, 
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the Pakistan Demographic and Health Survey(s) and the Multiple Indicator Cluster 
Survey(s). These surveys play an important role in providing information on health 
statistics necessary for policy and planning; therefore, active linkages should be built 
with these agencies for data collection and interpretation. In particular, the Federal 
Bureau of Statistics has the institutional capacity to conduct a ‘health census,’ which 
can be leveraged to gather a nationally-representative baseline information on health 
facilities and health-related human resource for the first time in Pakistan.  
 
Secondly, with respect to health interview-based and examination surveys, a system 
of population-based health surveys should be established with an institutional base 
which has the capacity to ensure periodic surveys. The Pakistan Medical and 
Research Council has led the First National Health Survey of Pakistan and is currently 
in the process of planning the Second National Health Survey. It is important to 
consolidate health survey capacity within the council so that population-based health 
surveys are conducted regularly. Because knowledge and attitudes change more 
quickly, interview surveys should be done on a more regular basis, ideally once every 
five years and since measures of physical examination change slowly over time, an 
examination survey should be conducted once every 10 years.  
 
Health system indicators: In Pakistan there are gaps in data sources, which make it 
difficult to comprehensively track health system indicators. In addition, indicators to 
track health systems functioning have also not been developed in a locally-suited 
context. It is, therefore, important to develop specific indicators in areas of fair-
financing, responsiveness, stewardship, governance, transparency and 
accountability; and indicators on access, quality, efficiency and responsiveness. In 
particular, a system for National Health Accounts needs to be established; this can 
be further built upon the Auditor General’s national accounting model, which is 
institutionalized within the country; appropriate linkages should also be established 
with the Project to Improve Financial Reporting and Auditing (PIFRA), work on which is 
currently underway. A system for National Health Accounts must leverage technology 
to enhance efficiency and promote great transparency in health systems. For 
example, electronic public expenditure tracking procedures and electronic equipment 
and supply inventories can track leakages from the system; drug procurement 
reforms centered on electronic bidding can enhance transparency and a nation-wide 
database for matching staff and wage payments can maintain up-to-date personal 
records and therefore can assist in eliminating abuses such as paying ghost workers. 
Information on sickness and care expenditure from household surveys can be used 
to supplement the National Health Accounts data. 
 
Inter-sectoral indicators: future data collection efforts should enable the segregation 
of data by income levels, by districts and by other socio-economic determinants in 
order to facilitate the targeting of interventions to appropriate groups. 
 
In conclusion, indicators are an important component of the measurements that feed 
into the evidence-information-policy loop and evidence is a critical component of 
decision-making. However, for indicators to have any meaning, capacity and 
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infrastructure for research has to be built in tandem so as to ensure credible 
databases, valid analytical methods and instruments and reliability in interpreting 
and analyzing data. Within this context, the recommendations articulated herein 
focus on Data Policy development; the creation of a Health Information Apex Agency 
and the need for strengthening existing and/or creating as appropriate and 
institutionalizing data sources to gather information on a sustainable basis. A 
strategic approach to these three areas is critical to the viability of health reform 
currently underway/envisaged in the country. It is also critical that these efforts 
should be promoted through indigenous development resource inputs and that donor 
reliance for this most important area is minimized. 
 
This document should be regarded as the first in a series of documents, which need 
to be produced on a two yearly basis to capture health status of the people of 
Pakistan. Within this context, the Federal Bureau of Statistic and the Ministry of 
Health should take responsibly for two yearly compilations of data and ensure the 
use of data and evidence for policy-making and planning.  
 
Most importantly, a critical aspect of data and evidence in the context of a national 
health information system relates to the demand side considerations. Appropriate 
utilization of data for decision-making and a commitment to do so, is equally if not 
more important than the entire complex discussion on building information systems. 
Ultimately, the success of health reform and change hinges on that very factor. 
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About this Publication 
 
 
 
 
I – What does this publication capture?  
 
This publication captures the basic health statistics of Pakistan and presents them 
as a set of indicators, which cover some of the main aspects of health and its 
determinants; these include basic demographic data, health status in terms of 
morbidity and mortality, health-seeking behaviours, human resources, health 
services utilization, health financing and some of the social determinants of health.   
 
The indicators reflected in this publication have been divided into different 
categories. The first category includes Demographic Indicators, the second includes 
Burden of Disease, and the third category includes an indicator on Cause-Specific 
Deaths. The major bulk of the indicators are in the Outcome Indicator category; these 
have been further sub-classified into Maternal and Child Health, Communicable 
diseases, Non-Communicable Diseases, Injuries, Mental Illnesses and Disabilities. 
From each domain, only key indicators relevant to the macro-policy level have been 
included herewith. These do not obviate the need to track other indicators as may be 
relevant to specific programmes. The fifth category includes Output and Process 
Indicators and the sixth includes Input Indicators. The classification of indicators into 
Outcome, Output and Process indicators enables the measurement of progress in 
addition to measuring health and related factors. Other categories include Inter-
sectoral Indicators and Indicators by Districts.   
 
In addition, indicators have also been tagged to reflect their status with respect to 
inclusion in the Millennium Development Goals and the targets stipulated as part of 
the Medium Term Development Framework of the Government of Pakistan. 
 
Due to paucity of data, it was not possible to include indicators that measure specific 
dimensions of the health systems such as fair financing, responsiveness, health 
systems functioning, stewardship functioning and measures for improving evidence-
generation.  
 
II – Over what timeframes are the indicators projected? 
 
Many indicators are tracked over time; the period covered runs at the earliest from 
1947, which is when the country was created, to 2006 at the latest, depending on 
data availability. However, many indicators are presented at one point in time due to 
unavailability of data for other timeframes.   
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III – What are the data sources? 
 
A. Disease domain data have been summarized from the following sources:  
 

1. Health Management and Information System (HMIS), which collects 
morbidity and health services utilization data from primary and secondary 
level public sector health facilities in Pakistan on an ongoing basis and 
reports them centrally. Traditionally, HMIS provides ‘estimated incidence’ for 
various diseases; however, these data should more appropriately be 
reflected as proportional morbidity, the feasibility of including which into this 
document was assessed. However, since HMIS does not capture data from 
private sector health facilities and most tertiary public sector health 
facilities, data from this source were not included due to issues of 
representation. However, the HMIS provided some of the health services 
utilization data for this publication.  

2. Management information systems of the national public health programmes 
such as in the case of the Expanded Programme for Immunization and the 
Malaria, Tuberculosis and HIV/AIDS programmes. These provided data on 
programme-specific indicators.  

3. Acute infectious diseases epidemic reporting surveillance systems, as in the 
case of Polio surveillance, provided data relevant to its programme.   

4. Population-based Non-Communicable Disease surveillance system of the 
National Action Plan for the Prevention and Control of Non-Communicable 
Diseases and Health Promotion in Pakistan, which provided population-
based data on the common risks of NCDs and Injuries.  

5. Data from periodic surveys of the Federal Bureau of Statistics and other 
agencies such as the Pakistan Medical Research Council (PMRC) and the 
National Institute of Population Studies (NIPS) were also used. These 
surveys include the Pakistan Demographic Surveys, Pakistan Fertility 
Survey, Pakistan Reproductive Health and Family Planning Survey, Pakistan 
Integrated Household Surveys, the National Nutrition Surveys, Pakistan 
Social and Living Standards Measurement Survey, National Health Survey of 
Pakistan, Pakistan Demographic and Health Surveys and the Multiple 
Indicator Cluster Surveys.   

6. Modeling projections of the Planning Commission were used as in the case 
of the Maternal Mortality Ratio. 

7. Meta analyses of epidemiological studies were used for reporting 
prevalence as in the case of Diabetes and Mental Illnesses. 

 
B. Health services utilization data have been summarised from HMIS, management 
information systems of programmes and from stand-alone periodic surveys.  
 
C. Health financing data have been captured from published reports of the Planning 
Commission, Ministry of Health and other ministries; from internal documents, 
budget proceedings and other documents in the public domain. 
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Publicly available data collected and published by international organizations have 
also been included, where appropriate.  
 
IV – How have data been presented?   
 
Most of the data in this publication are presented in five standard graphical forms. 
Line charts have been used to show trends over time, scatter plots in cases where 
data were tracked over time but where trend-estimations were not possible and bar 
charts and staggered bar charts to show frequency distributions. In the case of time 
trends, a consultative process weighed a variety of surveys to create time trends; the 
choice of surveys presented are based on the best technical advice from groups. 
Notwithstanding, differences between surveys and methodological factors may cause 
distortion in trends. Where data were segregated by districts, maps have been used. 
 
V – Do these data provide comparisons?  
 
Ideally, health indicators within Pakistan should be able to provide comparisons 
between provinces and districts – geographically, between the rural and the urban 
areas of the country, across genders and socioeconomic groups and between the 
type of facilities where applicable, particularly in the case of mortality and morbidity 
data. However, paucity of data in many areas limits the ability for such comparisons. 
International comparisons could have been possible only for some indicators where 
strict data standards were applied. However, since it was not consistently possible to 
do so due to data limitations, no international comparisons are offered here.   
 
VI – What are the cautions while interpreting these data?  
 
There are several data-related limitations in Pakistan; notwithstanding these 
limitations, an effort has been made to present the best available data in the clearest 
possible manner in a policy relevant format.  
 
Data presented herewith is verifiable back to the original documents and has not 
been manipulated; data were compiled in a uniform way in order to improve the 
comparability of statistics. Nevertheless, many factors such as variation in definitions 
as well as specificities in data recording and processing may influence the validity, 
accuracy and comparability of statistics; therefore, comparisons – across time as 
well as among places – should be interpreted with caution. Possible data 
inaccuracies also create their own issues. In addition, differences between 
definitions or terms used in sequential surveys may have caused distortion in trends 
as for example in the case of PIHS and PSLSM data. Therefore, trends should also be 
interpreted with caution. Moreover, data from facility-based surveys should be 
interpreted bearing in mind that these provide information only on those who seek 
care.  
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Furthermore, it must be appreciated that the manner in which indicators capture the 
status of health and indicate change in health status depends on a number of 
characteristics; these include validity♣, reliability♥, specificity♦, and sensitivity♠, and 
that individual measurements in these data reported from secondary sources could 
not bring uniformity to these considerations.  
 
The narrative sections of this document provide a snapshot of the status of health 
relevant to each indicator and touch upon the mechanisms of monitoring the 
relevant indicator. These sections have not been designed to discuss the health and 
health-related implications of the data presented. It is for this reason that the 
indicators presented herewith and the tabulations and graphical representation of 
these data should be interpreted in the light of the narration in the parent document 
of this publication, ‘The Gateway Paper, Health Systems in Pakistan: a Way Forward,’ 
which is accessible through the URL http://heartfile.org/gwhsa.htm  
 
VII – Which indicators are missing here?   
 
Clearly, these are not all the indicators that need to be tracked within the health 
sector; many other disease domains, non-health indicators and indicators that 
measure health systems performance and intermediate outcomes need to be 
tracked over time. However, unavailability of relevant data in these areas and/or 
absence of defined indicators have obviated their inclusion in this publication. Over 
time, efforts should be made to gather a consensus over indicators in the following 
areas:    

1. Indicators that measure specific functions of the health systems such as fair 
financing, responsiveness, stewardship, governance, transparency and 
accountability.  

2. Social, behavioural, psychological and psychosocial factors.  
3. Indicators in the responsiveness domain with reference to quality of care, 

acceptability, capacity to deal with emergencies with a focus on 
epidemiological changes, equity and public health functions in conventional 
health systems, traditional medicine as well as the private sector.  

4. In the area of financing, revenue collection, pooling and purchasing and the 
public-private mix for revenue collection.  

5. Non-personal health services and geographical spread of provision of 
services.  

6. Indicators at an intermediate outcome level with a focus on access, quality 
and efficiency. 

7. Non-health indicators outside of the health system such as education, 
environment, employment, income and living and working conditions in view 

                                                 
♣ . Effectively measures what it attempts to measure 
♥ . Repeated measurements giving the same results 
♦ . Measuring only what it intends to measure  
♠ . Having the capacity to measure all it is meant to measure. 
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of their impact on health. Although some data have been compiled in the 
Inter-sectoral section, they need to be further built upon. Future data 
collection efforts should enable the segregation of data by income levels 
and by other socio-economic determinants in order to facilitate the targeting 
of interventions to appropriate groups. 

 
From this list, however, indicators should be carefully selected so that they are fully 
justifiable with reference to the relevance and reliability of the information sought 
and the feasibility of gathering it on an ongoing basis.  
 
VIII – What is the target readership? 
 
This publication is aimed at policy-makers in the government and healthcare 
administrators at the primary, secondary and tertiary care levels as well as 
healthcare providers, public health professionals and health information managers. 
 
IX – What do these indicators show?  
 
These indicators give information about the health status of Pakistan’s population; 
however, due to paucity of data, information about the status of Pakistan’s health 
systems remains incomplete. The weaknesses of these data and their need for 
further development notwithstanding, some useful interpretations can be drawn; 
these are discussed in relevant sections. 
 
X – What gaps have been identifed in data systems and how do these need to be 
bridged?   
 
 
There are two main constraints in the use of evidence for the policy development. 
The first is paucity of usable indicators; this report attempts to establish a template 
that can address this issue. The second impediment is a culture of decision-making 
based on anecdotal evidence and political expediency as opposed to population 
needs and equity in service delivery. This area, while critical in enabling evidence-
based health policy development and implementation, is beyond the scope of the 
‘Health Indicators of Pakistan’ document and will be dealt with as a separate 
initiative. It must be recognized, however, that this factor acts as an impediment to 
the utilization of evidence. 
 
Access to usable information for action in health is compounded by the complexity of 
data sources and evidence-generating mechanisms within the health sector, the 
myriad of sources from which data need to be collected, absence of linkages and 
paucity of efforts to consolidate evidence from different sources. With this as a 
context, it is envisaged that the development of a sustainable and consolidated 
mechanism and capacity for collating evidence would be critical to strengthening the 
evidence-policy-decision-making nexus in Pakistan. Reflecting evidence as indicators 
is envisaged to translate evidence into a format palatable to policy-makers.  
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As part of the exercise of collating data for this document, a number of gaps in data 
and their collecting mechanisms have been observed. These have led to the 
evolution of a number of recommendations for action in order to strengthen 
Pakistan’s health information system; these recommendations fall into three 
categories: 
 

1. Data policy development  
2. Creation of an apex institutional arrangement 
3. Strengthening existing and/or creating as appropriate, and institutionalizing 

data sources to gather information on:  
a. the magnitude and impact of health problems; 
b. information on health systems functioning with reference to health 

financing, service provision, governance, transparency and 
accountability;  

c. information on cost-effectiveness of available strategies; and 
d. information on inequities in health status, health determinants and 

access to and use of health services. 
 
1. Data policy development 
 
A comprehensive policy should be developed to generate, gather and utilize evidence 
in the health sector and priorities should be determined within each domain. The 
policy should focus on developing capacity for collecting and handling data and 
warehousing of data and should garner ownership of local institutions and local staff 
(statisticians, epidemiologists, demographers, data specialists). Appropriate 
incentives and rewards should be built for fostering research and developing an 
enabling institutional research environment. The policy should broaden the base of 
budgetary and extra-budgetary research funding sources for researchers in the public 
as well as the private sectors in addition to supporting and strengthening institutions 
with research as a core mandate. It should also be able to mobilize the influence of 
networks and key stakeholders to communicate evidence and innovation in 
knowledge-sharing in order to target decision-makers, thereby enabling them to 
recognize the benefits of evidence-based decision-making. The policy should also 
leverage the use of technology as a priority to bridge communication gaps. In 
addition, the policy should mandate an institutional mechanism for ethical oversight 
of research within the country. Furthermore, it should articulate a consensus over the 
Minimum Set of Indicators for Pakistan’s health information system, drawing further 
on this initiative.  
 
2. Creation of an apex institutional arrangement – the Health Information Apex 
Agency 
 
A sustainable and comprehensive Health Information Apex Agency needs to be 
created and mandated. One model for this is the National Health Information 
Observatory, which has been useful in some countries. However, most developed 
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countries with sophisticated heath information systems have apex leadership bodies 
to coordinate national efforts. Such a body should be established with broad-based 
consensus and ownership, should be placed within a legal and policy framework and 
its governance and administrative arrangements should be clearly mandated and 
institutionalized. The potential within existing institutions, such as the Health 
Information Resource Center, Statistics Division and/or the Health Management and 
Information System to play such a role should be explored. The agency should be 
adequately resourced and supported to establish the necessary infrastructure and 
acquire human resource with appropriate capacity. The Federal Bureau of Statistics 
and the Ministry of Health should take a lead role in the creation of this agency with 
proactive linkages with data source agencies in the health sector and elsewhere 
(e.g., population). The primary purpose of the Health Information Apex Agency should 
be to provide leadership in the national health information system, and collect, 
collate and report data. In order to achieve this purpose, the agency should:  

 
• identify national health information needs through a broad 

consultation with all stakeholders and systematical review; 
• develop uniform standards for ensuring quality in data reporting. 

Although the mandate of this institutional mechanism would only 
be collating and reporting data, every effort should be made to 
ensure that universal standards are adopted by data collection 
agencies; the institutional mechanism should be mandated in this 
role; 

• develop an inventory of data sources relevant to the health system 
and the healthcare system for the country, taking into account 
institutional sources of data and data from periodic surveys and 
research. These include free-standing disease surveillance systems 
(the management information systems of public health 
programmes and acute infectious diseases epidemic reporting 
surveillance systems), the Health Management and Information 
System, population-based stand-alone/periodic surveys and 
modeling projections. Within the broader context of data from 
research, this should also include epidemiological and basic 
research projects and health policy and systems and operational 
research activities. Within the domains of health services, data 
sources that provide information on the utilization of services and 
health financing should also be included. Other data source as 
appropriate should also be accounted for;  

• provide health information system design recommendations that 
emphasize platforms that service multiple purposes and are 
efficient. Enable the consolidation of ad hoc, overlapping or stand-
alone data systems (surveys, surveillance systems, registries) into 
well-planned systems that meet the health information needs of 
the nation more economically; 
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• coordinate donor-driven data activities to ensure that national 
health information priorities are met and that national systems are 
strengthened; 

• allow the timely collection, consolidation and evaluation of health 
statistics and their timely interpretation and dissemination for 
appropriate public health actions at relevant levels of action within 
the federal, provincial and district systems; 

• build linkages with appropriate data sources within the health 
sector to ensure regular flow of data; the institutional linkages 
involved in these should be clearly defined and articulated and the 
roles, responsibilities and prerogatives of the stakeholders should 
be clearly specified;  

• ensure data accessibility to a wide audience of both data analysts 
and policy-makers; develop a communications strategy to support 
dissemination in order to assist with the translation of evidence 
into policy; and 

• ensure ethical conduct in research and the entire data system. The 
leadership agency should be responsible for development and 
implementation of a policy for ethical conduct concerning health 
information, drawing lessons from well-developed international 
standards and adopting them locally in order to address issues of 
protection of human subjects, data integrity, confidentiality and 
other ethical issues related to planning, data collection, storage, 
analysis and dissemination.  

 
The data sources and other design specifications for a comprehensive health 
information system are articulated in the next section. A leadership agency may find 
this description useful for planning in the future.  

 
3.  Data sources — status and directions 
 
Indicators ultimately rely on data systems. This section describes current data 
systems in the country, outlines their gaps and weaknesses and makes 
recommendations on how these may be bridged. This section identifies areas of 
emphasis for the future on the one hand and makes recommendations with respect 
to how the system should be developed in the future in order to ensure efficiency and 
obviate redundancies and poorly coordinated efforts, on the other. Four broad areas 
of data/information sources have been outlined; these are 1) Data relating to the 
magnitude and impact of health problems; 2) Information on health systems 
functioning; 3) Information on cost effectiveness; and 4) Information on inequities in 
health.  
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3.1 Data relating to the magnitude and impact of health problems 
 
3.1.a Infectious disease surveillance:  the existing piecemeal epidemic infectious 
disease surveillance activities within individual programmes should be strengthened 
and integrated into a comprehensive public health surveillance system consisting of 
peripheral data collection arms linked to a central system. This should be backed by 
a legal system that mandates the notification of priority diseases and regulates 
laboratory practice; within this context, a functional laboratory system for infectious 
disease surveillance should be supported to the extent that a credible cost-effective 
analysis suggests. The AFP/Polio surveillance system in particular taps all possible 
sources for information through active surveillance methods and is recognized as 
being effective. Other pockets of good practice also exist in various aspects of 
surveillance. However, by and large, systems have minimal coordination between 
vertical programmes and they usually do not tap into all sectors, thereby reflecting 
incompleteness particularly with reference to the private sector. In addition, these 
systems have limited capacity to confirm clinically diagnosed cases of reportable 
diseases because a functional public health laboratory network does not exist. This is 
compounded by absence of legal requirements to report notifiable diseases.  
 
A number of efforts in the recent past have aimed to strategically analyze these 
weaknesses and have issued recommendations to bridge existing gaps. For example, 
a World Bank-led multi-stakeholder assessment of Pakistan’s public health 
surveillance system conducted in 2004 has made a number of valid 
recommendations for the development of a legal system that mandates the 
notification of priority diseases, regulation of laboratory practice and expansion of the 
polio/AFP reporting system into a mainstream infectious disease public health 
surveillance system.3 Similarly, through the collaborative efforts of the Pakistan 
Medical Research Council and the National Institute of Health (NIH), an Infectious 
Disease Surveillance Plan was developed in 2004.4 These efforts need to be further 
built upon. However, capacity enhancement would be the key to this effort. The 
recently-launched Field Epidemiology and Laboratory Training Programme is an 
important step in the establishment of surveillance capacity in the country. This 
programme may provide epidemiological leadership for the multiple surveillance 
systems that are currently operating independently in the country.  
 
3.1.b Non-Communicable Disease surveillance:  the complexities in the diagnosis of 
chronic diseases at a population level necessitates surveillance of risk factors rather 
than diseases; this is a valid approach given that the timelines involved in the risk-
exposure relationship also provide a window of opportunity to institute preventive 
interventions. In addition, more than reliance on ‘acute’ parameters primarily from 

                                                 
3. The World Bank. Public health surveillance system – A call for action. Islamabad, Pakistan:  
Ministry of Health, World Bank, Centers for Disease Control, World Health Organization: 
2005.   
4. Ministry of  Health, Infectious Disease Surveillance Plan. Islamabad, Pakistan: National 
Institute of Health: 2005. 
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facility sources, there is a greater reliance on a population-based surveillance of ‘risk 
factors’ through sequential population based surveys, powered to detect changes in 
the level of risk factors over time. In line with this, the National Action Plan for the 
Prevention and Control of Non-Communicable Diseases and Health Promotion in 
Pakistan has developed population-based data collection infrastructure for 
surveillance of NCD risk factors which will serve as a proxy for the NCD burden.5,6 
However, due to resource constraints, this is limited to one District (Rawalpindi) from 
which findings are extrapolated. In line with the World Bank report recommendations, 
there is a need to expand the scope of NCD surveillance to a national level. 
Furthermore, Non-Communicable Diseases and injuries information must also be 
supported by other data systems.  
 
3.1.c Registry-based surveillance:  surveillance of diseases such as Cancer and 
Stroke needs to be done through registries – a continuous process of registration, 
coding computerization and analysis of data in a geographically defined population.  
However, caution needs to be exercised as stimulating too many registries is neither 
feasible nor essential. It is better, by far, to have just a few that are good and 
conform to international standards than many that are not and better to extrapolate 
to comparable populations from a good registry than to draw inferences from a poor 
one on site; and in this respect, support should be provided to mature cancer 
registries. In addition, a stroke registry also needs to be set up within Pakistan.    
 
3.1.d Mortality statistics:  Pakistan’s vital registration systems provide no information 
on death statistics relevant to the health sector. The Federal Bureau of Statistics of 
the Government of Pakistan maintains a sample surveillance system – the Pakistan 
Demographic Survey (PDS) – which records vital events on an annual basis; 
additionally, it also provides information on causes of death. However, there are 
several limitations of these data; cause of death attribution in PDS is not based on 
the International Classification of Diseases (ICD) and is not ascertained by verbal 
autopsy, and data are collected by household interviews as a result of which they are 
subject to recall bias. Despite these limitations, PDS provides a useful source of 
information about mortality and this information becomes even more significant in 
the absence of a proper vital registration system. Improving the cause of death 
system, initially through the use of verbal autopsy instruments, will tremendously 
enhance the value of this surveillance system. Over the long term, improving the 
quality of death records should be encouraged through appropriate policy 
interventions and legislation, which requires the cause of death in death certificates 
using the International Classification of Death (ICD) for coding. 
 

                                                 
5. Nishtar S, Bile KM, Ahmed A, Amjad S, Iqbal A. Integrated population-based surveillance 
of non-communicable diseases – the Pakistan Model. Am J Prev Med.  
6. Heartfile. Surveillance: National Action Plan for Prevention and Control of Non-
communicable Diseases and Health Promotion in Pakistan; Heartfile. 
http://heartfile.org/napsurv.htm (accessed 11, 04) 
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3.1.e Facility-based health management and information system: facility-based data 
collection can enable the collection of data on mortality and morbidity as well as 
health systems performance. In addition, they can also enable an understanding of 
process and infrastructure-related issues and facilitate quality assurance.  
 
In Pakistan, the Health Management and Information System (HMIS) serves as the 
State’s mechanism of collecting data from Basic Health Units and Rural Health 
Centres and reporting these data on a monthly basis. However, the system has many 
limitations, the foremost amongst these being resource constraints. In addition, 
HMIS neither captures data from several secondary and none of the tertiary care 
sites in the public sector nor from the private health sector, which is the major 
deliverer of personalized curative care within the country. There is currently no 
systematic way of gathering data from private sector facilities in the country. Facility 
surveys of private facilities have proven very useful and feasible in other developing 
countries and can be institutionalized to fill this important gap.  
 
It is important to support the HMIS, which essentially captures data from primary and 
some secondary healthcare sources, broaden its base and enhance data connectivity 
through appropriate use of technology. Efforts to strengthen HMIS should be in 
context of post-devolution changes in Pakistan’s provincial-district health system, 
where responsibility for healthcare up to the DHQ level has been devolved to districts 
with dedicated responsibility at the Executive District Officer (EDO) level. Recently, a 
District Health Management and Information System has been pilot-tested; this effort 
must be institutionalized as part of HMIS. 
 
Management Information System (MIS) in public sector hospitals have a number of 
limitations. These systems either do not exist or are not optimally integrated with the 
central HMIS. Recently, some public sector hospitals such as Pakistan institute of 
Medical Sciences (PIMS) have begun the process of developing locally-suited MIS – 
an initiative being supported by the Ministry of Information Technology and the 
Electronic Government Directorate. The feasibility of expanding this approach to 
other hospitals should be explored. Management information systems in public 
hospitals should ideally be standardized and data flows to HMIS established. 
 
Establishment of MIS in private sector healthcare facilities in Pakistan is linked to the 
broader issue of regulation of private sector healthcare. In the first place, therefore, 
there is a need to construct regulatory framework; this has been discussed at length 
in parent document The Gateway Paper: Health Systems in Pakistan – a Way 
Forward. Ideally, private sector health facilities should be regulated by the district 
governance system. With reference to private sector MIS, minimum standards of 
data reporting and practical mechanisms for their institutionalization should be 
developed. The ultimate objective is to link private sector health facilities to the 
central HMIS in order to gather information relevant to policy and planning. There are 
many examples of private sector hospitals that have developed fully-integrated MIS 
with the appropriate use of e-hospital solutions. Useful lessons can be learnt from 
these experiences. 
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3.1.f Population-based health and demographic surveys:  a system of population-
based health and demographic surveys should be established with an institutional 
base that will ensure periodic surveys and have the appropriate capacity to do so. 
Pakistan has benefited from a number of population-based surveys including the 
National Health Survey of Pakistan, the Pakistan Integrated Household Survey(s), the 
Pakistan Social and Living Standards Measurement Survey, the Pakistan 
Demographic Survey(s) and the Multiple Indicator Cluster Surveys (MICS). However, 
there are many gaps in the capacity to conduct these surveys and analyse 
information generated from them. Many countries have central health survey 
agencies to conduct such efforts; the design of such surveys is multipurpose and 
they are conducted on a periodic basis to measure trends over time. While 
continuous surveys are preferable from an efficiency and quality perspective, it may 
be early for Pakistan to institute such an effort. The first step should be the 
consolidation of the health survey capacity in the country into an agency that is 
authorized and funded to conduct national population-based health surveys — both 
interview-based and examination surveys. Because knowledge and attitudes change 
more quickly, interview surveys should be done on a more regular basis, ideally once 
every five years and since measures of physical examination change slowly over time, 
an examination survey should be conducted once every 10 years.  
 
The Ministry of Health is currently planning the second National Health Survey of 
Pakistan. This can be an opportunity to start building a national system for health 
surveys. It will also be useful to mandate an agency with the ongoing responsibility of 
planning, conducting, analyzing, and disseminating the results of these surveys. The 
Pakistan Medical Research Council has the physical infrastructure, and with 
appropriate inputs and building of capacity, can play the role of a specialized health 
survey agency. In addition, the Federal Bureau of Statistics has the institutional 
capacity to conduct a ‘health census,’ which can be leveraged to gather nationally- 
representative baseline information on health facilities and health-related human 
resource for the first time in Pakistan. 
 
3.1.g Data from other sources: the Health Information Apex Agency should establish 
close linkages with data sources in the health sector and others such as the National 
Institute of Population Studies, the National Database Registration Authority, etc. 
 
3.2 Information on health systems functioning  
 
In Pakistan there are gaps in data sources, which make it difficult to comprehensively 
track health system indicators. In addition, indicators to track health systems 
functioning have also not been developed in a locally-suited context. It is, therefore 
important to develop specific indicators in the areas of fair-financing, 
responsiveness, stewardship, governance, transparency and accountability; and 
indicators on access, quality, efficiency and responsiveness. In particular, a system 
for National Health Accounts needs to be established; this can be further built upon 
by the Auditor General’s national accounting model, which is institutionalized within 
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the country; appropriate linkages should also be established with the Programme for 
Financial Reporting and Auditing (PIFRA), work on which is currently underway. A 
system for National Health Accounts must leverage technology to enhance efficiency 
and promote greater transparency in health systems. For example, electronic public 
expenditure tracking procedures and electronic equipment and supply inventories 
can track leakages from the system; drug procurement reforms centered on 
electronic bidding can enhance transparency and a nation-wide database for 
matching staff and wage payments can maintain up-to-date personal records 
therefore can assist in eliminating abuses such as paying ghost workers. Information 
on sickness and care expenditure from household surveys can be used to 
supplement National Health Accounts data. 
 
Numerous reports on development have mentioned lack of transparency and 
accountability as obstacles to development. The health information system of the 
country should also collect information and conduct special studies to understand 
the management issues related to the health system. Indicators and measurement 
tools that have been found useful to track transparency/accountability and promote 
good governance have been developed in this area by many countries. These can 
guide future efforts in the country. 
 
3.3 Information on cost-effectiveness  

 
Health policy and systems research in general and feasibility assessments, pilot 
testing, process evaluation and programme monitoring should specifically be 
institutionalized in order to gather information on cost-effectiveness of available 
technologies and strategies for improving health. Institutional capacity must be built 
for generating operational evidence and utilizing it for decision-making.  
 
3.4 Information on inequities in health 
 
Health is affected by social position and the underlying inequality in a society; there 
is an established correlation between social inequality and health inequality. 
Information on inequities in health is a cross-cutting issue and should be addressed 
by all aspects of the system. The Health Information Apex Agency should work to 
ensure that issue of equity are addressed appropriately at all levels in the system. 
The health information system generally and the various data generating 
mechanisms specifically should configure their instruments so as to disaggregate 
data by income levels and other variables indicative of low economic development. It 
is envisaged that these would be relevant and hopefully instructive to policy 
development and its implementation, given the current overarching focus on poverty 
reduction within the country. 
 
In conclusion, indicators are an important component of the measurements that feed 
into the evidence-information-policy loop and evidence is a critical component of 
decision-making. However, for indicators to have any meaning, capacity and 
infrastructure for research has to be built in tandem so as to ensure credible 
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databases, valid analytical methods and instruments and reliability in interpreting 
and analyzing data. Within this context, the recommendations articulated herein 
focus on data policy development; the creation of a Health Information Apex Agency 
and the need for strengthening existing and/or creating as appropriate and 
institutionalizing data sources to gather information on a sustainable basis. A 
strategic approach to these three areas is critical to the viability of health reform 
currently envisaged/underway in the country.  
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Demographic Indicators 
 
Pakistan is the sixth most populous country in the world, with its current population 
estimated at 156.26 million.7 Although the Population Growth Rate has declined from 
over 3% in the 1960s and 1970s to the present level of 1.9% per annum, it still 
remains an unacceptably high rate of growth compared to other developing countries, 
given that 2.9 million people are added to the country’s population each year. In 
absolute numbers, almost 113 million persons have been added to the population 
during the last 45 years (1961-2006). This is compounded by the increasing 
movement of the population to urban areas; in 1951, six million people lived in the 
urban areas of Pakistan whereas presently, one-third of the population lives in cities. 
 
Increasing population size has a number of implications for health. Firstly, within the 
context of health service delivery in general, the issue of coverage emerges. Secondly, 
maternal and child health-related services need to be responsive, given that 4 million 
children are added to the population each year and more than 4 million women go 
through the reproductive process. Thirdly, increase in life expectancy has brought 
chronic non-communicable diseases to the forefront as a major contributor to disease 
burden, highlighting the need for responsive public health solutions as a priority. And 
lastly, service delivery arrangements now need to cater to population dynamics in 
terms of rural to urban migration trends.  

 
In order to address these issues, service delivery capabilities and antecedent resource 
allocations will have to match envisaged population needs. It is for this reason that 
population must truly be regarded as a denominator for health and every effort should 
be made to promote targeted population interventions through the health sector in 
addition to fostering collaborative action through the population programme of 
Pakistan. Within this context, one of the key challenges that the latter faces is the high 
ratio of unmet need for family planning (33%); this has not come down despite the 
recent rise in Contraceptive Prevalence Rate and the fertility transition, indicating a 
serious issue at the level of quality service delivery. High ratio of unmet needs is also 
reflected in high proportion of unwanted pregnancies, many of which terminate in 
unsafe abortion. A recent study on unsafe abortion has estimated that 890,900 
abortions occur annually within the country. The same study shows that 13% of the 
MMR is attributable to abortions.8 

 

                                                 
7 Government of Pakistan. Planing and Development Division, Population Projections of 
Pakistan, 1998-2023 
8. Population Council. National study on unwanted pregnancy and post abortion complications 
in Pakistan. http://www.popcouncil.org/rh/PakResearchUnwantedPreg.html [accessed Jan. 07]  
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These considerations demand a multi-sectoral systematic approach for ensuring 
universal access to quality services, dovetailing these with health service delivery 
mechanisms9. As opposed to this, institutional arrangements for the delivery of health 
and population services exist as separate entities within Pakistan at national and 
provincial levels; however, at the district level, population has been merged with the 
health under the Local Government Ordinance. There is a need to build further on the 
latter to bring greater harmony between the health and population sectors at the 
federal and provincial levels; the ministries of health and population need to work 
closer together than they have been, to meet a challenge, without attention to which 
broader goals and objectives cannot be achieved.   

                                                 
9. Heartfile. Proceedings of the Post-Gateway Deliberations on ‘Population as a denominator for 
Health’. http://heartfile.org/gwpop.htm  (accessed Sep 10, 06) 
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Indicator:   DG 1.  Total population 
 
Definition: Total de facto household population according to gender and area of residence 
residence. 

 
Chart DG 1. Total population in millions (1941-2006)a,b 
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Table DG 1. Total population in millions – by gender and area of residence          
(1941-2006)a,b 
 
 

Year Male Female Urban Rural Total 
1941a 15.42 12.86 4.01 24.27 28.28 
1951a 18.15 15.59 5.98 27.76 33.74 
1961a 22.96 19.92 9.65 33.23 42.88 
1972a 34.83 30.48 16.59 48.72 65.31 
1981a 44.23 40.02 23.84 60.41 84.25 
1995a* 67.02 62.79 41.84 87.97 129.81 
1998b 69.17 64.16 43.32 90.00 133.32 
2000b* 72.18 66.94 45.56 93.56 139.12 
2004b* 78.14 72.44 50.63 99.95 150.58 
2005b* 79.63 73.82 52.23 101.22 153.45 
2006b* 81.09 75.17 53.85 102.41 156.26 

* Projections 
 
a. Government of Pakistan. 50 years of Pakistan: Volume-1 Summary. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1998. 
b. Government of Pakistan. Population Projections, Summary Indicators, 1998-2023. Islamabad, 

Pakistan: Planning Commission; 1998.  
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Indicator:  DG 2.  Annual population growth rate  
Indicator: DG 1.  Population estimates  
Definition: The rate at which population increases or decreases in a given year expressed 
as a percentage of the base population size. 

 
Chart DG 2. Annual population growth rate (1963-2006) a, b 
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Table DG 2. Annual population growth rate (1963-2006) a, b 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

a. Government of Pakistan. 50 years of Pakistan: Volume-1 Summary. Islamabad, Pakistan: Federal 
Bureau of Statistics, Statistics Division; 1998. 

b. Government of Pakistan. Population Projections, Summary Indicators, 1998-2023. Islamabad, 
Pakistan: Planning Commission. 

 
 
 

Year Rate of Natural Increase (%) 
1963a 2.60 
1976a 3.10 
1986a 3.30 
1990a 3.00 
1995a 2.80 
1998b 2.28 
2000b 2.04 
2004b 1.92 
2005b 1.87 
2006b 1.80 
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Indicator:  DG 3.  Life expectancy at birth 
 
Definition: Number of years a person is expected to live after birth. d 

 
Chart DG 3. Life expectancy at birth - males and females (1947-2006) a-d 

0

10

20

30

40

50

60

70

1941 1951 1961 1971 1981 1991 2001 2011

Ye
ar

s

Males Females
 

 
Table DG 3. Life expectancy at birth – males and females (1947-2004) a-d 
 

Year Males Females 
1947a 32.9 34.4 
1965b 52.4 48.7 
1971c 53.6 47.6 
1988d 62.3 63.4 
1991d 59.0 61.0 
1993d 58.1 62.1 
1999d 62.7 60.9 
2001d 64.0 66.0 
2003d 64.0 66.0 
2004* 62.6 62.6 
2005* 63.4 63.2 
2006* 63.9 63.8 

*Estimated based on the 1998 population census 
 

a. Government of India. Estimates of Demographics of India, 1947.  New Delhi, India: Indian 
Census Organization; 1947. 

b. Government of Pakistan, Population Growth Estimates for the year 1965.  Karachi, Pakistan: 
Ministry of Population; 1965. 

c. Government of Pakistan, Population Growth Estimates for the year 1971.  Karachi, Pakistan: 
Ministry of Population; 1971. 

d. Government of Pakistan. Pakistan Demographic Survey, 1988-2003. Islamabad, Pakistan: 
Federal Bureau of Statistics. 
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Indicator:  DG 4.  Dependency ratio 
 
Definition: Ratio of children under 15 years and old persons aged 65 years and above to 
the population between 15-64 years. The ratio is expressed as a percentaged.   

 
Chart DG 4. Dependency ratio (1961-2006) a-e 
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Table DG 4. Dependency ratio (1961-2006) a-e 
 

Year Dependency ratio (%) 
1961a 89.2 
1972a 92.3 
1981a 95.1 
1991a 79.0 
1995a 82.0 
1998b 87.3 
2000c* 85.5 
2003d* 83.8 
2006e* 68.7 

                  *Projections 
 

a. Government of Pakistan. Federal Bureau of Statistics, 50 Years of Pakistan, Volume-1 
Summary. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1998. 

b. Government of Pakistan. Population Census 1998. Islamabad, Pakistan: Federal Bureau of 
Statistics, Statistics Division; 1998.  

c. Government of Pakistan. Pakistan Demographic Survey 2001. Islamabad, Pakistan: Federal 
Bureau of Statistics, 2001. 

d. Government of Pakistan. Pakistan Demographic Survey 2003. Islamabad, Pakistan: Federal 
Bureau of Statistics; 2003. 

e. Government of Pakistan. Planning and Development Division, Population Projection of 
Pakistan, 1998-2023. 
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Indicator:  DG 5.  Percentage of population between 0-14 years of age 
 
Definition: Percentage of population between 0 to 14 years of ageb.   

 
Chart DG 5. Percentage of population between 0-14 years of age (1961-2006) a,b 
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Table DG 5. Percentage of population between 0-14 years of age (1961-2006) a,b 
 

Year Percentage of Population 0-14 Years 
1961a 16.73 
1972a 27.38 
1981a 37.51 
1991a 45.62 
 1995a* 53.62 
1998b 42.86 
 2000b* 41.33 
 2004b* 38.2 
 2005b* 37.41 
 2006b* 36.61 

*Projections 
 

a. Government of Pakistan. 50 Years of Pakistan: Volume-1 Summary. Islamabad, Pakistan: 
Federal Bureau of Statistics, Statistics Division; 1998. 

b. Government of Pakistan. Population Projections, Summary Indicators, 1998-2023. 
Islamabad, Pakistan: Planning Commission.  
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Indicator:  DG 6.  Percentage of population aged 65 years and above  
 

Definition: Percentage of population aged 65 years and aboveb.   
 
Chart DG 6. Percentage of population aged 65 years and above (1961-2006) a,b 
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Table DG 6. Percentage of population aged 65 years and above (1961-2006) a,b 
 

Year Percentage of Population 65 years and above 
1961a 1.86 
1972a 2.59 
1981a 3.56 
1991a 3.93 
1998b 4.09 
2000b* 4.15 
2004b* 4.14 
2005b* 4.12 
2006b* 4.11 

*Projections 
 

a. Government of Pakistan. 50 years of Pakistan: Volume-1 Summary. Islamabad, Pakistan: Federal 
Bureau of Statistics, Statistics Division; 1998. 

b. Government of Pakistan. Population Projections, Summary Indicators, 1998-2023. Islamabad, 
Pakistan: Planning Commission.  
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Indicator:  DG 7.  Crude Birth Rate 
 
Definition: Number of births in a year per 1,000 persons (based on mid-year 
population)f. 

 
Chart DG 7. Crude Birth Rate (1963-2006) a-h 
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Chart DG 7. Total Crude Birth Rate – by area of residence (1963-2006) a-h 
 

Year Urban Rural Total 
1963a - - 42.0 
1968-69b - - 39.0 
1975c - - 40.5 
1984-85d - - 36.6 
1990-91e 33.7 35.6 35.0 
1998f - - 31.7 
2001g 25.0 29.4 27.8 
2003h 24.1 27.9 26.5 
2004* - - 27.9 
2005* - - 27.1 
2006* - - 26.1 

*Estimated based on the 1998 population census 
 

a. Government of Pakistan. 50 years of Pakistan, Volume-1 Summary. Islamabad, Pakistan: Federal 
Bureau of Statistics, Statistics Division; 1998. 

b. Government of Pakistan. National Impact Survey 1968-69. Islamabad, Pakistan: Federal Bureau of 
Statistics, Statistics Division; 1969. 

c. Government of Pakistan. Pakistan Fertility Survey, 1975. Islamabad, Pakistan: Federal Bureau of 
Statistics, Statistics Division; 1975. 

d. Government of Pakistan. Pakistan Contraceptive Prevalence Survey 1984-85. Islamabad, Pakistan: 
Federal Bureau of Statistics, Statistics Division; 1985. 

e. Government of Pakistan. Pakistan Demographic and Health Survey 1990-91.  Islamabad, Pakistan: 
National Institute of Population Studies; 1991.  

f. Government of Pakistan. Population Projections, Summary Indicators, 1998-2023. Islamabad, 
Pakistan: Planning Commission; 1998. 

g. Government of Pakistan. Pakistan Demographic Survey 2001. Islamabad, Pakistan: Federal Bureau 
of Statistics, Statistics Division; 2001. 

h. Government of Pakistan. Pakistan Demographic Survey 2003. Islamabad, Pakistan: Federal Bureau 
of Statistics, Statistics Division; 2003.   



The GATEWAY Health Indicators 

 12 

 
Indicator:  DG 8.  Crude Death Rate 
 
Definition: Number of deaths during a year per 1,000 persons (based on mid-year 
population)d.  

 
Chart DG 8. Crude Death Rate (1963-2006) a-d 
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Table DG 8. Crude Death Rate – by gender and area of residence (1963-2006) a-d 
 

Year Male Female Urban Rural Total 
1963a - - - - 16.0 
1977a - - - - 10.7 
1987a - - - - 10.5 
1995a - - - - 9.5 
1998b - - - - 9.0 
2001c 7.4 6.9 6.3 7.6 7.2 
2003d 7.3 6.6 6.2 7.4 7.0 
2004* - - - - 8.7 
2005* - - - - 8.4 
2006* - - - - 8.2 

*Estimated based on the 1998 population census 
 

a. Government of Pakistan. 50 years of Pakistan, Volume-1 Summary. Islamabad Pakistan: 
Federal Bureau of Statistics, Statistics Division; 1998. 

b. Government of Pakistan. Population Projections, Summary Indicators, 1998-2023. Islamabad 
Pakistan: Planning Commission; 1998. 

c. Government of Pakistan. Pakistan Demographic Survey 2001. Islamabad, Pakistan: Federal 
Bureau of Statistics, Statistics Division; 2001. 

d. Government of Pakistan. Pakistan Demographic Survey 2003. Islamabad, Pakistan: Federal 
Bureau of Statistics, Statistics Division; 2003.  
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Indicator:  DG 9.  Total Fertility Rate  
 
Definition: The average number of children, which a cohort of 1,000 women would 
bear during their reproductive span if they experience no mortality and are exposed to 
the age-specific birth rate in effect during a particular yeare. 

 
Chart DG 9. Total Fertility Rate (1963-2006) a-e 
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Table DG 9.  Total Fertility Rate – by area of residence (1963-2006) a-e 
 

Year Urban Rural Total 
1963a - - 6.2 
1976a - - 6.9 
1986a - - 6.9 
1991b 4.9 5.5 5.3 
1998c - - 4.7 
2000c - - 4.2 
2001d 3.5 4.5 4.1 
2003e 3.4 4.3 3.9 
2004* - - 3.7 
2005* - - 3.5 
2006* - -  3.28 

         *Estimated based on the 1998 population census 
 

a. Government of Pakistan. 50 years of Pakistan, Volume-1 Summary. Islamabad, Pakistan: Federal Bureau 
of Statistics, Statistics Division; 1998. 

b. Government of Pakistan. Pakistan Demographic and Health Survey 1990-91. Islamabad, Pakistan:  
National Institute of Population Studies; 1991. 

c. Government of Pakistan. Population Projections, Summary Indicators, 1998-2023.  Islamabad, Pakistan:  
Planning Commission; 1998. 

d. Government of Pakistan. Pakistan Demographic Survey 2001. Islamabad, Pakistan:  Federal Bureau of 
Statistics, Statistics Division; 2001. 

e. Government of Pakistan. Pakistan Demographic Survey 2003.  Islamabad, Pakistan: Federal Bureau of 
Statistics, Statistics Division; 2003. 
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Indicator:   DG 10.  Contraceptive Prevalence Rate  
 

Definition: Percentage of all currently married women aged 15-49 years who are practicing 
any form of contraception10. 

 
Chart DG 10. Contraceptive Prevalence Rate (1990-2006) a-f 
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Table DG 10. Contraceptive Prevalence Rate (1990-2006) a-f 
 

Year Contraceptive Prevalence Rate 
1990-91a 12.0 
1994-95b 18.0 
1996-97c 24.0 
2001-02d 27.6 

2003 e 32.1 
2006 f* 36.0 

*Estimation 
 
a. Government of Pakistan. Pakistan Demographic and Health Survey 1990-91. Islamabad, 

Pakistan: National Institute of Population Studies; 1991. 
b. Government of Pakistan. Pakistan Contraceptive Prevalence Survey 1994-95. Islamabad, 

Pakistan: Ministry of Population Welfare and Population Council; 1995. 
c. Government of Pakistan. Pakistan Fertility and Family Planning Survey 1996-97. Islamabad, 

Pakistan: National Institute of Population Studies; 1997. 
d. Government of Pakistan. Pakistan Reproductive Health and Family Planning survey 2000-01. 

Islamabad, Pakistan: National Institute of population Studies; 2001. 
e. Government of Pakistan Status of women, Reproductive Health and Family Planning Survey, 

2003. Islamabad, Pakistan: National Institute of Population Studies; 2003. 
f. Government of Pakistan. National Institute of Population Studies Estimates. Islamabad, 

Pakistan: National Institute of Population Studies; 2006 

                                                 
10. Government of Pakistan. Pakistan Integrated Household Surveys 1991-2001. Islamabad, Pakistan: 
Federal Bureau of Statistics, Statistics Division; 1991-2001 
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Burden of Disease  

 
The concept of Burden of Disease combines mortality and morbidity into a single 
measurement. Its composite indicators include Disability Adjusted Life Years (DALYs) or 
Healthy Life Year (HeaLY).  
 
The first Burden of Disease Study for Pakistan was reported in 2000.11 In this study, 
Burden of Disease methods were applied to population, death and cause of death data 
taken from three primary sources of data (Pakistan Demographic Survey of 1989, 
Pakistan Demographic and Health Survey of 1990-91 and the National Health Survey 
of Pakistan 1989-94) and several smaller secondary sources. These data highlighted 
the burden of diseases in the country.  
 
Later, Burden of Disease estimates for 1998, expressed as a percentage of the total 
number of Disability Adjusted Life Years (DALYs) lost according to causes of diseases, 
also showed that an equal burden could be attributable to infectious vis-à-vis non-
communicable diseases in Pakistan (38.4% vs. 37.7%); the latter clearly surpassing if 
the burden of injuries (11.4%) is added.12 Furthermore, projections indicate that the 
ratio will continue to reflect a progressively shifting burden towards NCDs. This 
distribution is instructive to the current resource allocations in public health and 
highlights the need to bring allocations for NCD prevention, control and health 
promotion at par with allocations for infectious diseases.  
 
Burden of Disease estimates should be conducted once every 10 years so as to guide 
resource allocations for public health. Based on this understanding, a Burden of 
Disease Study is now long overdue in Pakistan.  

 

                                                 
11. Hyder AA. Lost Healthy Life Years in Pakistan in 1990. Am J Public Health, 2000;90(8):1235-40. 
12. World Bank. Pakistan Towards a Health Sector Strategy. Washington, USA: Health Nutrition and 
Population Unit, South Asia Region, the World Bank; 1998.   
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Indicator:  BoD. Percentage of total number of DALYs lost, yearly  
 
Definition: Burden of Disease combines mortality and morbidity into a single measurement. 
One of its composite indicators is Disability Adjusted Life Years (DALYs). 

 
Table BoD. Percentage of total number of DALYs lost Pakistana 
 

Causes of the Burden of Disease Percentage 
Communicable Diseases 38.4 
Infectious and Parasitic* 20.4 
Respiratory infections 8.1 
Childhood cluster** 6.7 
Sexually Transmitted 2.2 
Tropical cluster 1.0 
Non-Communicable Diseases 37.7 
Cardiovascular 10.0 
Nutritional/Endocrine*** 5.8 
Malignant neoplasms 4.3 
Congenital abnormalities 3.5 
Digestive system 3.4 
Chronic respiratory 3.2 
Neuro-psychiatric 2.6 
Other non-communicable 4.9 
Maternal and Perinatal Conditions 12.5 
Maternal 2.8 
Perinatal 9.7 
Injuries 11.4 

*Infectious and parasitic diseases: Tuberculosis and Diarrheal diseases, Meningitis, Hepatitis, Leprosy,  
Trachoma, Intestinal Helminthes, Malaria, and other infectious diseases. 
**Childhood cluster: Measles, Pertusis (Whooping Cough), Polio, Diphtheria and Tetanus. 
***Nutritional: Anemia, Protein energy malnutrition, Iodine deficiency and Vitamin A deficiency                                                                       

  
a. The World Bank. Pakistan towards a Health Sector Strategy.  Washington, USA: Health, 

Nutrition and Population Unit, South Asia Region, the World Bank; 1998. 
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Cause-Specific Deaths 
 
The Pakistan Demographic Survey (PDS) of the Federal Bureau of Statistics provided 
mortality data for this document. The PDS is a sample surveillance system, which 
records vital events (births, deaths and selected morbidity indicators) by age and sex in 
Pakistan on an annual basis; the sample constitutes both the urban and rural areas of 
the country, representing 97% of Pakistan’s population. The PDS provided information 
on causes of death, on which an indicator has been included herewith. In this survey, 
deaths which occurred in selected households were enumerated twice within the 
reference period of last six calendar months.  
 
Data presented herewith has been grouped into five categories. These include 
Communicable Diseases, Non-Communicable Diseases, Maternal Illnesses, Injuries 
and other ill-defined illnesses. The percentage attribution to each cause of death has 
been tracked since 1992 in consecutive surveys; as indicated by these data, surveys 
were not conducted annually.  
 
Data show that the percentage of deaths attributed to Non-Communicable Diseases 
has increased from 34.1% in 1992 to 54.9% in 2003; on the other hand, the 
percentage of deaths attributed to communicable diseases has decreased from 49.8% 
to 26.2% in the same duration.  
 
These figures must, however, be interpreted with caution as there are several 
limitations of these data; firstly, the cause of death attribution in PDS was not based on 
the International Classification of Diseases (ICD); secondly, cause of death was not 
ascertained by verbal autopsy and thirdly, data were collected by household interviews 
and are therefore, subject to recall bias. In addition, validation methods were not used 
so the detected causes may not be a true representation of actual causes of deaths. 
 
Despite these limitations, the PDS provides a potentially useful source of information 
about mortality and its impact on the health status of the population. This information 
becomes even more significant in the absence of a proper vital registration system. 
Improving the cause-of-death system, initially through the use of verbal autopsy 
instruments, will tremendously enhance the value of this surveillance system. 
 
Over the long term, improving the quality of death records should be encouraged 
through appropriate policy interventions and legislation, which requires the inclusion of 
causes of death in death certificates using the International Classification of Death 
(ICD) for coding 
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Indicator:  CSD 1. Percentage of deaths attributed to causes 
 
Chart CSD. Percentage of deaths attributed to causes as defined by the Pakistan 
Demographic Survey (1992-2003)a

   

Table CSD 1. Percentage of deaths attributed to causes as defined by Pakistan 
Demographic Surveys (1992-2003) a* 

 

*Data inconsistencies must be interpreted in the light of cautions referred to on Pg 21 
** Measles, Whooping cough, Tetanus, Diptheria, acute Poliomyoelitis 
 
a. Government of Pakistan. Respective Surveys for the years 1992-2003. Federal Bureau of Statistics; 

Pakistan Demographic Surveys. Islamabad, Pakistan: Statistics Division.  

Causes of Deaths 1992 1994 1996 1997 1999 2000 2001 2003 
Communicable Diseases 49.8 42.5 42.5 38.5 33.6 39.3 32.2 26.2 
Enteric fever 8.2 12.1 12.0 8.4 6.3 6.2 6.5 3.0 
Diarrhea 11.8 9.1 11.0 10.3 10.8 10.0 7.5 7.0 
Tuberculosis 5.0 3.8 4.9 5.2 2.6 4.4 5.6 4.3 
Childhood cluster of diseases** 7.0 3.9 3.0 2.6 3.5 8.1 1.0 1.6 
Respiratory infections 0.8 0.8 0.08 0 6.0 5.3 6.0 4.2 
Hepatitis 9.3 5.0 4.1 4.8 4.0 4.5 5.1 4.5 
Malaria 2.3 1.5 1.9 2.3 0.4 0.8 0.5 1.5 
Venereal diseases 5.4 6.3 5.6 4.9 0 0 0 0 
Non-Communicable Diseases 34.1 47.6 47.3 51.1 50.9 49.5 48.8 54.9 
Cardiovascular diseases 2.5 3.5 3.1 4.4 11.3 10.5 12.7 13.8 
Nutritional disorders 8.1 8.2 10.6 9.4 0.4 1.8 0.9 0.30 
Endocrine disorders 0 0.05 0.15 0.1 2.3 1.3 1.5 2.4 
Malignant Neoplasm 1.2 9.5 12.3 13.4 6.5 4.7 4.5 6.0 
Congenital anomalies 1.0 1.3 1.3 1.3 20.0 18.1 15.7 18.1 
Digestive system disorders 12.7 24.6 18.8 22.4 0.4 0.9 1.7 1.0 
Chronic respiratory conditions 0 0 0 0 2.9 5.7 4.1 5.4 
Neuro-psychiatric illnesses  0.2 0.2 0 0 4.2 4.6 4.9 5.0 
Renal/urinary illnesses  8.4 0.3 1.0 0 2.9 1.8 2.8 3.0 
Maternal 4.2 4.1 3.5 3.4 1.6 0.63 1.04 1.3 
Injuries 4.9 5.4 5.4 4.6 7.3 7.7 5.8 6.1 
Other ill-defined diseases 7.0 0.3 1.2 2.4 6.6 2.9 12.1 11.5 
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4. 
Health Outcomes   
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Maternal, Newborn and Child Health and Determinants  

 

 
The maternal health indicators included in the Millennium Development Goals include 
Maternal Mortality Ratio and Proportion of births attended by skilled health personnel 
under Target 6 (Reduce by three-quarters, between 1990 and 2015, the maternal 
mortality ratio) of Goal 5 (Improve Maternal Health). The monitoring framework of the 
Government of Pakistan has expanded upon these in view of the international 
consensus (United Nations Inter Agency and Expert Group [IAEG] and UN Millennium 
Project) to include Contraceptive Prevalence Rate, Total fertility Rate and a measure of 
antenatal care, the Proportion of women 15-49 years who had given birth during the 
last three  years and made at least one ante-natal consultation in its indigenous 2015 
MDG targets as well as its Medium Term Development Framework benchmarks and 
the Poverty Reduction Strategy Paper targets.13,14 The UN Millennium Project and IAEG 
recommend two other indicators under the reproductive health target (provide 
universal access to reproductive health by 2015). The first concerns the Age-specific 
fertility rate among 15-19 year olds and the second is Unmet need for contraception, 
which reflects the extent to which couples who wish to delay their next birth or limit 
their family size are using contraception.15 Information on both will be collected by 
NPIS through the currently ongoing Pakistan Demographic and Health Survey, 2006-
07.  
 
Similarly, for Goal 4 of the MDGs (Reduce Child Mortality) three indicators namely, 
Under-5 Mortality Rate, Infant Mortality Rate and Proportion of one year old children 
immunized for measles, have been included to monitor progress towards meeting 
Target  5 (Reduce under-5 mortality by two-thirds between 1990-2015). Here again 
Pakistan’s indigenous 2015 MDG targets additionally include Proportion of fully 
immunized children aged 12-23 months, Prevalence of underweight/malnourished 
children under 5 years of age and Lady Health Workers coverage of target population. 
 
The currently reported Maternal Mortality Ratio of 350 per 100,000 live births in 
Pakistan is high even by regional comparisons;16,17 in addition, a wide variation in MMR 
is seen according to the area of residence; MMR is reported at 290 in Karachi and 690 

                                                 
13. Government of Pakistan. Medium Term Development Framework 2005-10. Islamabad, 
Pakistan: Planning Commission; 2005. 
14. Government of Pakistan. Poverty Reduction Strategy Paper. Islamabad, Pakistan: Ministry 
of Finance; 2003. 
15. Haslegrave M. Achieving MDG5 on Maternal Health: Iintegrating Reproductive Health into 
its Implementation and Monitoring. High-level Roundtable, September 14,2006; Islamabad, 
Pakistan. 2006.  
16. Bhutta ZA, Belguami A, Rab MA, Karrar Z, Khashaba M, Mouane N. Child Health and Survival 
in the Easterm Mediteranian Region . BMJ 2006;333:839-42.  
17. Government of Pakistan, Planning and Development Division, Islamabad, Pakistan: 
Planning Commission; 2002. 
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in Balochistan.18,19 However, it must be noted that the MMRs reported in this document 
are based on estimations by the Planning Commission which leave many questions 
unanswered. As opposed to the data presented herewith, a population-based 
assessment in 2001 showed that MMR is much higher; the study reported MMR at 
533.20 This figure has not been represented in the graphs here due to issues of 
comparability with the Planning Commission data, which notwithstanding their 
weaknesses, give trends over time.  

 
Ideally, MMR should be estimated once every 10 years through population-based 
surveys. Fortunately, the Pakistan Demographic and Health Survey 2006-07 has 
already been launched with the aim of collecting a reliable estimate of MMR. It is 
hoped that this will – in an integrated demographic and health design – be a 10 yearly 
regular exercise to provide evidence on an ongoing basis for decision-making. Ideally, 
such surveys should be broader based, with verbal autopsies geared to determining 
the causes of death in general in order to serve as a mechanism for mortality 
surveillance rather than being restricted to the direct and indirect causes of maternal 
and child deaths.  

 
At the intermediate outcomes level, improvements have been seen in relation to 
maternal health as is evidenced by comparisons of data from studies that have used 
the same instruments. Over a 10-year period (from 1996-7 to 2005-6), the Percentage 
of pregnant women who receive at least one ante-natal consultation has increased 
from 30% to 50%; the Percentage of women receiving post-natal consultations has 
increased from 11 to 23% and the Percentage of births attended by Skilled Birth 
Attendants (SBAs) has increased from 18% to 31%. In addition, one of the underlying 
established determinants of maternal mortality, Anemia among pregnant women, has 
reduced to half during the last four decades, from 88% in 1965 to 36% in 2001-
02.21,22 However, trends for this measure have been very unstable, such that it should 
not be assumed from this point-to-point comparison that this is a steady and lasting 
improvement. Contraceptive Prevalence Rate also improved from 12% in 1991 to the 
reported levels of 36%in 2006. There are also indications of increased utilization, 
particularly of private sector healthcare facilities, as is evidenced by increase in the 
Percentage of post-natal consultations from private sector healthcare facilities from 
35% in 1998-99 to 46% in 2004-05. However, this can also be interpreted as a 
relative shift away from public sector service utilization. This document could not 
include indicators on quality of service due to paucity of data in that area; nonetheless, 
anecdotal impressions indicate major gaps both within the public and private sectors.  

                                                 
18. Fikree F, Karim MS, Midhet F, Brendes HW. Causes of Rreproductive Age Mortality in 
Low Socioeconomic Settlements in Karachi. J Pak Med Assoc 1993;43(10):208-12. 
19. Midhet F, Becker S, Brendes HW. Contextual Determinants of Maternal Mortality in Rural 
Pakistan. Soc Sci Med 1998;46(12):1587-98. 
20. Government of Pakistan. National Institute of Population Survey: Islamabad, Pakistan; 2001.   
21. Government of West Pakistan. National Nutritional Survey of West Pakistan, 1965-66, 
Planning Division,  Islamabad, Pakistan: 1970. 
22. Government of Pakistan. National Nutrition Survey of Pakistan, 2001-02, Planning Commission, 
Islamabad, Pakistan: 2001-02  
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In relation to child health, the Under-5 Mortality Rate of 107, Infant Mortality Rate of 
74.6, and Neonatal Mortality Rate (NMR) of 43.1, Pakistan ranks high in terms of child 
mortality with respect to regional comparisons.23,24 A wide provincial variation is seen 
in Infant Mortality Rates with IMRs of 71, 104, 77 and 79 per 1,000 live births 
reported for Sindh, Balochistan, Punjab and NWFP, respectively.25,26   

 

At intermediate outcomes level, a mixed picture is seen. This includes a positive trend 
with respect to immunization, which is one of the strong determinants of child mortality 
as is evidenced by the increase in Overall immunization coverage. However, relative 
regional comparisons highlight the need for further improvements in this area.27 
Furthermore, there are inconsistencies in data with reference to the PIHS/PSLSM data 
quoted herewith vis-à-vis, data reported by other sources such as UNICEF, which quote 
lower immunization coverage for Pakistan.28 

 
The Percentage of children exclusively breast-fed at the ages of 6 months has also 
increased from 21% to 50% in the last decade and a half. However, on the other hand, 
the situation is not as positive with respect to the status of nutrition – another strong 
determinant of child health, with 36.8% of children Stunted, 38% Underweight and 
13% Wasted.29 In addition, this section of the document also includes some other 
indicators on nutritional status; these include Prevalence of Vitamin A deficiency signs, 
Prevalence of goiter and Prevalence of Zinc deficiency among children under five and 
their mothers. Vitamin A, Iodine and Zinc are essential micronutrients. Although the 
multivitamin supplementation levels today are higher than two decades ago due to an 
increase in knowledge regarding the importance of micronutrients, and a slight 
increase in the provision of antenatal care, they still need a concerted public health 
focus as their deficiencies can lead to completely preventable catastrophic illnesses 
such as mental retardation (in the case of iodine deficiency) and blindness (in the case 
of Vitamin A deficiency).   
 
The agreed maternal and child health targets as part of the MTDF and the PRSP of 
Pakistan are to reduce the Under-5 Mortality Rate to 80 per 1000 live births and Infant 
Mortality Rate to 63 per 1000 live births by year 2015; to increase the Proportion of 
fully immunized children aged 12-23 months and immunization for measles to more 
than 90% and to increase Lady Health Workers coverage to 100% of the target 
population. For maternal health, these are to reduce Maternal Mortality Ratio to 140, 

                                                 
23. UNICEF. http://www.unicef.org/infobycountry/statistics.html, (accessed July 30, 06) 
24. UNICEF. http://www.childinfo.org/cmr/revis/db2.htm, (accessed July 27, 06) 
25. Government of  Balochistan. District-Based Multiple Indicators Cluster Survey 2003-04; 
Quetta: Planning and Development Department;  2004 
26. Government of Pakistan. Multiple Indicators Cluster Survey 2001.Islamabad: Federal 
Bureau of Statistics; 2001 
27. UNICEF. http://www.unicef.org/infobycountry/statistics.html, (accessed July 30, 06) 
28. UNICEF. http://www.childinfo.com (accessed Nov 7, 06) 
29. Bhutto ZA. Maternal and Child Health in Pakistan: Challenges and Opportunities. Islamabad, 
Pakistan: Oxford University Press; 2004 
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increase the Percentage of births attended by Skilled Birth Attendants to more than 
90%; increase Contraceptive Prevalence Rate to over 55% and increase the Proportion 
of women 15-49 years who had given birth during the last three years and made at 
least one antenatal care consultation to 100%. These targets are ambitious but 
achievable, albeit if the right systems-strengthening strategic approach is 
institutionalized.  

 
A number of steps have been taken to bridge the aforementioned gaps. These include 
interventions to target LHWs and Skilled Birth Attendants, establishment of the 
Women’s Health Project and the National Commission for Human Development, 
expanding the outreach and the scope of the National Programme for Immunization, 
strategic planning within the Nutrition Wing and more recently, steps to develop the 
National Neonatal Maternal and Child Health Programme. With reference to the latter, 
the idea of having a ‘national’ Neonatal Maternal and Child Health Programme is 
robust, given that it provides both an institutional focus to maternal and child health 
activities, as well as factors Emergency and Obstetric Care and increase in the number 
of SBAs into planning – both of which are critical factors for reducing maternal 
mortality. However, an evidence-based strategic approach to systems strengthening 
will have to be adopted. It is also imperative for this programme to bring under its 
umbrella, the current efforts underway in MCH by various stakeholders; these include 
UNFPA, UNICEF, the USAID-funded Paiman and the ADB-funded Women Health 
Projects, which have each adopted 4, 7, 10 and 20 districts respectively, for targeted 
MCH interventions. The recent collaborative initiative of UNICEF, WHO, and UNFPA 
which has led to development of consensus on a number of process-level indicators for 
Emergency Obstetric Care, should be institutionalized through the new program.30 

 
An important component of the MCH programme will focus on SBAs; although the 
Percentage of births attended by Skilled Birth Attendants has shown some progress – 
increasing from 18% in 1999-2000 to 31% in 2003, it is still low and needs to be the 
substrate of targeted focus. Increase in SBAs has largely been due to the increase in 
the number of doctors as opposed to other SBAs. In the 1980s, there was a major 
investment in Lady Health Visitors (LHVs) and public health schools; however, in the 
90’s, the momentum was not sustained, training opportunities became limited and the 
spotlight moved from LHVs to Lady Health Workers (LHWs), who have no training as 
SBA. Presently, under the new Neonatal Maternal and Child Health Programme of the 
federal government, which is budgeted at a sizable Rs. 19 billion, a new cadre of SBAs 
is being introduced. It is imperative that the feasibility of introducing this new cadre is 
assessed within the context of the potential that exists within the LHV programme 
particularly with regard to quantitative increases on the one hand, and within the LHW 
programme with reference to the qualitative potential, on the other. With reference to 
the latter, for example, the top tier of LHWs can be trained in midwifery; this approach 
will assist in systems strengthening, obviate the need to introduce another cadre and 
most importantly, create career opportunities for LHWs, which can act as an incentive 
for enhancing their performance.  

                                                 
30. UNICEF, Stakeholders meeting on UN Process indicators: March 2007, Islamabad. 
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In addition to augmenting the role of SBAs and other targeted interventions aimed at 
bridging gaps at the level of 24/7 Emergency Obstetric Care (EMOC) and referrals, it is 
also critical to address high fertility rates, malnutrition among women and children and 
the high incidence of communicable diseases such as ARI, diarrhea and other 
communicable and vaccine-preventable diseases. Interventions are also needed to 
overcome barriers at the demand side including stepping up birth preparedness in 
general and creating awareness about danger signs in particular. Moreover, other 
challenges at a systems level also need concerted focus; these include verticality in 
programming, lag in effectively capitalizing on the potential strength of integration 
across programmes and partnerships, implementation bottlenecks, management and 
governance issues, problems at the Federal-Provincial and the Provincial-District 
interface and failure to harness the potential within the private sector. Furthermore, it 
must be recognized that improvements in maternal and child health cannot be 
achieved without attention to poverty and illiteracy and without improving housing, 
nutrition, sanitation or human development in general as these factors have more of 
an impact on population health status than healthcare. 
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Indicator:  MNCHD 1. Maternal Mortality Ratio    
 
Definition: Number of maternal deaths per 100,000 live births during a specified time 
period, usually one year31. 

 
Chart  MNCHD 1. Maternal Mortality Ratio (1978-2002)a 
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Table MNCHD 1. Maternal Mortality Ratio (1978-2002) a 
 

Year MMR 
1978 800 
1985 500 
1990 400 
1995 340 
2002 350 

 
a. Government of Pakistan. Planning Commission, Islamabad, Pakistan. 

http://www.pakistan.gov.pk/ministries/planninganddevelopment-ministry/ (accessed Oct. 
06) 

                                                 
31. World Health Organization. http://www.who.int/whosis/whostat2006MaternalMortalityRatio.pdf 
(accessed Sept 06) 

MTDF 

MDG 
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Indicator:  MNCHD 2. Percentage of pregnant women receiving at least one 

ante-natal  consultation  
       

Definition: Currently married women aged 15-49 years who had given birth in the last 
three years and who had attended at least one pre-natal consultation during the last 
pregnancy, expressed as a percentage of all currently married women aged 15-49 years 
who had given birth in the last three yearsc. 

 
Chart MNCHD 2. Provincial comparison of the percentage of women receiving 
pre-natal consultations (1996-2005) a-d  

0

10

20

30

40

50

60

Punjab Sindh NWFP Balochistan Pakistan

Pe
rc

en
ta

ge

1996-97 1998-99 2001-02 2004-05
 

Table MNCHD 2. Percentage of women receiving pre-natal consultations: 
provincial data segregated by area of residence (1996-2005) a-d 
 

1996-97a 1998-99b 2001-02c 2004-05d 

 
U R T U R T U R T U R T 

Punjab 43 22 27 58 25 33 64 31 40 67 47 56 

Sindh 76 23 44 70 19 37 68 22 38 74 40 55 

NWFP 44 26 28 36 20 22 45 19 22 51 35 39 

Balochistan 25 5 8 43 15 18 45 16 21 57 27 35 

Pakistan 54 22 30 60 22 31 63 26 35 66 40 50 

U: Urban; R: Rural T;Total 
 
a. Government of Pakistan. Pakistan Integrated Household Survey, Round 2: 1996-97. Islamabad, Pakistan: Federal Bureau of 

Statistics, Statistics Division; 1997.  
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 3: 1998-99, Islamabad, Pakistan: Federal Bureau of 

Statistics, Statistics Division; 1999. 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 4: 2001-02. Islamabad, Pakistan: Federal Bureau of 

Statistics, Statistics Division; 2002. 
d. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 2005.   
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Indicator:  MNCHD 3. Percentage of women with Anemia during pregnancy 
 

Definition: Hemoglobin level of less than 12 g/dl among pregnant females32.   
 
Chart MNCHD 3. Percentage of women having Anemia during pregnancy (1965-
2002)a-d 
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Table MNCHD 3. Percentage of women having Anemia during pregnancy (1965-
2002)a-d 
 

Year Percentage of Anemic Women 

1965a 88 

1976b 57 

1985c 42 

2001-02d 36.9 
 

a. Government of Pakistan. Nutritional Survey of West Pakistan, 1965-66, Islamabad, 
Pakistan: Planning Division; 1970. 

b. Government of Pakistan. Micro-Nutrient Survey 1977.  Islamabad, Pakistan: Planning 
Division; 1977. 

c. Government of Pakistan. National Nutrition Survey 1985. Islamabad, Pakistan: Planning 
Commission and UNICEF 1985. 

d. Government of Pakistan. National Nutrition Survey 2001-02. Islamabad, Pakistan: 
Planning Commission and UNICEF; 2002. 

                                                 
32. World Health Organization. Indicators and strategies for Iron Deficiency and Anemia Programmes; 
Geneva, Switzerland: WHO/UNICEF/UNU; 1996. 
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Indicator:  MNCHD 4. Percentage of women receiving Tetanus Toxoid 
injection during pregnancy  

 
Definition: Number of women receiving the first and the second Tetanus Toxoid 
injections during the last pregnancy, expressed as a percentage. 

 
Chart MNCHD 4. Percentage of pregnant women receiving Tetanus Toxoid injection 
during pregnancy (2000-2006)a 
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Table MNCHD 4. Percentage of women receiving Tetanus Toxoid injection during 
pregnancy (2000-2006)a 
 

Years TT1 TT2 
2000 47 51 
2001 48 51 
2002 45 48 
2003 42 46 
2004 40 43 
2005 43 46 
2006 48 50 

 
a. Government of Pakistan. Reports of the National Expanded Programme on Immunization. 

Islamabad, Pakistan: Ministry of Health; 2006. 
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Indicator:  MNCHD 5. Percentage of births attended by Skilled Birth 

Attendants 
 

Definition: Percentage of births attended by Skilled Birth Attendants during the last three 
years (last pregnancy only) in all currently married women aged 15-49 yearsc. 

  
Chart MNCHD 5. Percentage of births attended by Skilled Birth Attendants (1996-
2005)a-d 
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* more than 90% 
 
Table MNCHD 5. Percentage of births attended by Skilled Birth Attendants (1996-
2005)a-d ♦ 
 

1996-97a 1998-99b 2001-02c 2004-05d  
U R T U R T U R T U R T 

Skilled** 37 12 18 41 11 18 48 14 23 48 20 31 

Unskilled*** 64 88 83 59 90 82 53 86 77 52 80 69 

U: Urban; R: Rural; T: total 
**Skilled health provider: doctor, nurse and LHVs 
***Unskilled health provider: traditional and trained birth attendants; family members, friends and neighbors. 
♦ Totals may not add to 100 because of rounding 

 
a. Government of Pakistan. Pakistan Integrated Household Survey, 1996-97.  Islamabad, 

Pakistan: Federal Bureau of Statistics, Statistics Division; 1997. 
b. Government of Pakistan. Pakistan Integrated Household Survey, 1998-99. Islamabad, 

Pakistan: Federal Bureau of Statistics, Statistics Division; 1999. 
c. Government of Pakistan. Pakistan Integrated Household Survey 2001-02.  Islamabad, 

Pakistan: Federal Bureau of Statistics, Statistics Division; 2002. 
d. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-

05.  Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 2004.   

MDG 

MTDF 
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Indicator:  MNCHD 6. Percentage of women receiving post-natal  
                                          consultations 
 

Definition: Currently married women aged 15-49 years who received post-natal 
checkup, expressed as a percentage of all currently married women aged 15-49 years 
who had given birth in the last three yearsc. 

 
Chart MNCHD 6. Provincial comparison of the percentage of women receiving post-
natal consultations (1996-2005)a-d 
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Table MNCHD 6. Provincial comparison of the percentage of women receiving post-
natal consultation(s) (1996-2005)a-d 
 

1996-97a 1998-99b 2001-02c 2004-05d 

 
U R T U R T U R T U R T 

Punjab 13 8 9 18 7 10 15 8 10 32 17 23 
Sindh 30 11 19 19 4 9 19 6 10 41 16 27 
NWFP 11 8 8 8 6 6 8 4 4 29 17 21 
Balochistan 15 1 3 13 3 4 16 5 7 32 10 16 
Pakistan 19 8 11 17 6 9 16 6 9 34 16 23 

U: Urban; R: Rural; T: total 
 

a. Government of Pakistan. Pakistan Integrated Household Survey, 1996-97.  Islamabad, 
Pakistan: Federal Bureau of Statistics, Statistics Division; 1997. 

b. Government of Pakistan. Pakistan Integrated Household Survey, 1998-99. Islamabad, Pakistan: 
Federal Bureau of Statistics, Statistics Division; 1999. 

c. Government of Pakistan. Pakistan Integrated Household Survey 2001-02.  Islamabad, Pakistan: 
Federal Bureau of Statistics, Statistics Division; 2002. 

d. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05.  
Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 2004.   
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Indicator:   MNCHD 7. Prevalence of Low Birth Weight among birth cohorts 
 

Definition:  Prevalence of low birth weight amongst various birth cohorts, based on 
community-based studies conducted in different regions of Pakistan, expressed as a 
percentage.  

 
Table MNCHD 7. Prevalence of low birth weight (1990-1999)a-d 
 

Year Low Birth Weight (%) 

1990 a* 22.1 

1993 b** 13.5-31.5 (boys); 12.4-25.0 (girls) 

1994 c*** 24.4 

1999 d**** 33.0 
* Size at birth 
** Birth weight less than 2 standard deviations 
*** Intrauterine Growth Retardation 
****Low birth weight 

 
a. Government of Pakistan. Pakistan Demographic and Health Survey, 1990-91. National Institute of 

Population Studies; Islamabad, Pakistan, 1991   
b. Jalil F, Lindblad BS, Hanson LA, Khan SR, Yaqoob M, Karlberg J. Early child health in Lahore, Pakistan: 

IX. Perinatal events. Acta Pediatrica Suppl 1993; 390: 95-107. 
c. Fikree FF , Berendes HW . Risk factors for Term Intrauterine Gowth Retardation: a Community based 

Study in Karachi. Bull World Health Org 1994; 72: 581-7 
d. Bhutta Z, Ali N, Hyder A, Wajid A. Perinatal and newborn care in Pakistan: Seeing the Unseen. In: Bhutta 

Z, ed. Maternal and Child Health in Pakistan: Challenges and Opportunities. Karachi: Oxford University 
Press, 2004.  
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Indicator:  MNCHD 8. Neonatal Mortality Rate 
 

Definition: Number of deaths in infants under one month of age during a year per 
1,000 live births during the same yeard. 

 
Chart MNCHD 8. Neonatal Mortality Rate (1987-2003)a-e 
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Table MNCHD 8. Neonatal Mortality Rate (1987-2003)a-e 

 

Year Neonatal Mortality Rate 

1987-91a 59.0 
1991b 51.4 

1992-98c 55.0 
2001d 46.8 
2003e 43.1 

 

a. Jalil, F.et al.  Early Child Health in Lahore, Pakistan. Acta Paediatr 1993; 10 (suppl): 390-95. 
b. Government of Pakistan. Pakistan Demographic and Health Survey 1990-91. Islamabad, 

Pakistan: National Institute of Population Studies; 1991.  
c. Bhutta Z, Ali N, Hyder A, Wajid A. Perinatal and Newborn Care in Pakistan: Seeing the Unseen. 

In: Bhutta Z, ed. Maternal and Child Health in Pakistan: Challenges and Opportunities. Karachi: 
Oxford University Press, 2004.  

d. Government of Pakistan. Pakistan Demographic Survey 2001. Islamabad, Pakistan: Federal 
Bureau of Statistics, Statistics Division; 2001.  

e. Government of Pakistan. Pakistan Demographic Survey 2003. Islamabad, Pakistan: Federal 
Bureau of Statistics, Statistics Division; 2003.  
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Indicator:  MNCHD 9. Infant Mortality Rate  
 

Definition: Number of deaths under one year of age during a year per 1,000 live 
births during the same yearg. 

 
Chart MNCHD 9. Infant Mortality Rate (1970-2006) a-g  
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Table MNCHD 9. Infant Mortality Rate (1970-2006) a-g 
 

Year IMR 
1970a 142.0 
1980a 127.0 
1990a 110.0 
1995b 101.0 
1996c 105.0 
1998d 89.0 
2001e 82.0 
2003f 76.2 
2006g 74.6 

 
a. The World Bank. Health, Nutrition, and Population Statistics. Washington, USA: World 

Bank’s Human Development network. Year 1998. 
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 1: 1995-96. 

Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1996. 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 2: 1996-97. 

Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1997.  
d. Government of Pakistan. Pakistan Integrated Household Survey, Round 3: 1998-99. 

Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1999.  
e. Government of Pakistan. Pakistan Integrated Household Survey, Round 4: 2001-02. 

Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 2002.  
f. Government of Pakistan. Pakistan Demographic Survey 2003. Islamabad, Pakistan 

Federal Bureau of Statistics, Statistics Division; 2003. 
g. Government of Pakistan. Population Projections, Summary Indicators, 1998-2023. 

Islamabad, Pakistan: Planning Commission. 
 

MDG 

MTDF 
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Indicator:  MNCHD 10. Under-5 Mortality Rate  
 

Definition: The probability of dying between birth and exactly five years of age, 
expressed per 1,000 live births33. 

 
Chart MNCHD 10. Under-5 Morality Rate (1970-2006) a,b 
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Table MNCHD 10. Under-5 Mortality Rate (1970-2006) a,b 
 

Year Under-5 Mortality Rate 

1970a 181.0 
1980a 157.0 
1991a 138.0 
1998b 118.7 
1999b 118.4 
2000b 118.2 
2001b 117.9 
2002b 117.6 
2003b 117.3 
2004b 116.6 
2005b 111.2 
2006b 107.4 

 
a. The World Bank. Health, Nutrition, and Population Statistics. Washington, USA: World 

Bank’s Human Development Network. Year 1998. 
b. Government of Pakistan.  Population Projections, Summary Indicators, 1998-2023.  

Islamabad, Pakistan: Planning Commission.  
 

                                                 
33. Human Development Indicators 2003. 
http://hdr.undp.org/reports/global/2003/indicator/indic_287.html (accessed on Nov. 8, 2006) 

MDG 

MTDF 
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Indicator:  MNCHD 11. Percentage of stunted children under 5 years of age  
 

Definition: Number of stunted children, expressed as a percentage of the total number of 
children under five years of age. A child whose height is below two standard deviations of 
the median height for his/her age is classified as stunted (low height for age)34. 

 
Chart MNCHD 11. Percentage of children stunted, under 5 years of age (1965-2002) a-

e  
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Table MNCHD 11. Percentage of stunted children, under 5 years of age (1965-2002) a-e  
 

Year Stunting (%) 
1965a 49.0 
1977b 43.3 

1985-87c 41.8 
1990-94d 36.3 
2001-02e 36.8 

 
a. Government of Pakistan. Nutritional Survey of West Pakistan 1965-66.  Islamabad, Pakistan: 

Planning Division; 1966. 
b. Government of Pakistan. Micro-Nutrient Survey 1977. Islamabad, Pakistan: Planning 

Division; 1977. 
c. Government of Pakistan. National Nutrition Survey of Pakistan 1985-87.  Islamabad, 

Pakistan: Planning Commission and UNICEF; 1987.  
d. Government of Pakistan. National Health Survey of Pakistan 1994. Islamabad, Pakistan:  

Pakistan Medical Research Council; 1998. 
e. Government of Pakistan. Nutritional Survey of West Pakistan 2001-02.  Islamabad, Pakistan: 

Planning Commission and UNICEF; 2002. 

                                                 
34. Bhutta ZA. Maternal and Child Health in Pakistan: Challenges and Opportunities. Islamabad, Pakistan: 
Oxford University Press; 2004. 
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Indicator:  MNCHD 12. Percentage of wasted children under 5 years of age  
 

Definition: Number of wasted children, expressed as a percentage of the total number of 
children under five years of age. A child whose weight is below two standard deviations 
from the median reference value of WHO is wasted (low weight for height)35. 

 
Chart MNCHD 12. Wasting in children under 5 years of age (1965-2002) a-e 
 

0

2

4

6

8

10

12

14

16

1960 1965 1970 1975 1980 1985 1990 1995 2000 2005

Pe
rc

en
ta

ge

 
Table MNCHD 12. Wasting in children under 5 years of age (1965-2002) a-e 
 

Year Wasting (%) 
1965a 11.0 
1977b 8.6 

1985-87c 10.8 
1990-94d 14.0 
2001-02e 13.0 

 
a. Government of Pakistan. Nutritional Survey of West Pakistan 1965-66. Islamabad, Pakistan: 

Planning Division; 1966. 
b. Government of Pakistan. Micro-Nutrient Survey 1977. Islamabad, Pakistan: Planning 

Division; 1977. 
c. Government of Pakistan. National Nutrition Survey 1985-87. Islamabad, Pakistan: Planning 

Commission and UNICEF; 1987. 
d. Government of Pakistan. National Health Survey of Pakistan, 1994. Islamabad, Pakistan:  

Pakistan Medical Research Council; 1998. 
e. Government of Pakistan. National Nutrition Survey 2001-02. Islamabad, Pakistan: Planning 

Commission and UNICEF; 2002.  

                                                 
35. Bhutta ZA. Maternal and Child Health in Pakistan: Challenges and Opportunities. Islamabad, 
Pakistan: Oxford University Press; 2004. 
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Indicator:  MNCHD 13. Percentage of under-weight children under-5 years 
                                            of age  
 

Definition: Number of under-weight children, expressed as a percentage of total number 
of children under five years of age. A child whose weight is below two standard 
deviations of the median is under-weight (low weight for age) 36 

 
Chart MNCHD 13. Percentage of under-weight children under 5 years of age 
(1977-2002) a-d 
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Table MNCHD 13. Percentage of under-weight children under 5 years of age 
(1977-2002) a-d 
 

Year Underweight (%) 
1977a 53.3 

1985-87b 51.5 
1990-94c 40.1 
2001-02d 38.0 

 
a. Government of Pakistan. Micro-Nutrient Survey 1977. Islamabad, Pakistan: Planning 

Division; 1977. 
b. Government of Pakistan. National Nutrition Survey 1985-87. Islamabad, Pakistan: 

Planning Commission and UNICEF; 1987. 
c. Government of Pakistan. National Health Survey of Pakistan 1994. Islamabad, Pakistan:  

Pakistan Medical Research Council; 1998. 
d. Government of Pakistan. National Nutrition Survey 2001-02. Islamabad, Pakistan: 

Planning Commission and UNICEF; 2002.  
 
 
 

                                                 
36. Bhutta ZA. Maternal and Child Health in Pakistan: Challenges and Opportunities. Islamabad, Pakistan: 
Oxford University Press; 2004. 
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Indicator:  MNCHD 14. Percentage of children exclusively breast-fed children 
 

Definition: Percentage of exclusively breast-fed children, expressed as a percentage of 
the total number of children of the same age group at one month and six months of ageb.  

 
Chart MNCHD 14. Percentage of exclusively breast-fed children (1985-2002) a,b 
 

 
 
Table MNCHD 14. Percentage of children exclusively breast-fed (1985-2002) a,b 

 
 
 
 
 

 
 

a. Government of Pakistan. National Nutrition Survey 1985-87. Islamabad, Pakistan: Planning 
Commission and UNICEF; 1987.  

b. Government of Pakistan. National Nutrition Survey 2001-02. Islamabad, Pakistan: Planning  
Commission and UNICEF; 2002.  

1985-87a 2001-02b Duration in 
months Urban Rural Total Urban Rural Total 
1 72.2 80.6 76.9 75 72.2 73.1 
6 25.5 21.1 22.9 45.8 51.0 50.0 
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Indicator:  MNCHD 15. Percentage of Anemic children under 5 years of age 
 

Definition: Percentage of Anemic children under five years of age, as defined by 
Conjunctival Pallorb. 

 
 Chart MNCHD 15.  Prevalence of Conjunctival Pallor among children under five 
years of age a,b 
 

Table MNCHD 15. Prevalence of Anemia in children under five years of age a,b 
 

Year Anemia assessed through 
Conjunctival Pallor (%) 

1988a 21.9 
2001b 29.0 

 
 

a. Government of Pakistan. National Nutrition Survey 1985-87. Islamabad, Pakistan: 
Planning Commission and UNICEF; 1987. 

b. Government of Pakistan. National Nutrition Survey 2001-02. Islamabad, Pakistan: 
Planning Commission and UNICEF; 2002.  

 
 
 
 
 
 
 
 



 Maternal, Newborn and Child Health and determinants 

 47 

 
Indicator:  MNCHD 16. Percentage of fully immunized children aged 12-23 

months  
 

Definitions:  
Based on recall: Children reported as having received at least one immunization, 
expressed as a percentage of all children aged 12-23 months37.  
Based on record: Children reported as having received full immunization (who also have 
an immunization card), expressed as a percentage of all children aged 12-23 months.  
Immunizations: To be classed as fully immunized, a child must have received BCG, 
DPT-1, DPT-2, DPT-3, Polio-1, Polio-2, Polio-3 and Measles vaccinationd. 

 
Chart MNCHD 16. Percentage of fully immunized children aged 12-23 months 
(1995-2005)a-e 
 
 

* More than 90%

                                                 
37. Data may not be exactly comparable. 
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Table MNCHD 16a. Percentage of fully immunized children aged 12-23 months 
based on record, recall and area of residence (1995-2005)a-e 
 

 1995-96a* 1996-97b* 1998-99c 2001-02d 2004-05e 

Urban 
Punjab 57 57 64 76 89 
Sindh 42 31 60 64 87 
NWFP 48 74 77 70 85 
Balochistan 63 70 51 36 79 
Total urban 51 50 64 70 87 
Rural 
Punjab 44 49 52 51 81 
Sindh 30 24 27 33 62 
NWFP 38 40 51 55 73 
Balochistan 53 57 32 22 55 
Total Rural 41 43 55 46 72 
Total (National) 44 45 49 53 77 

* Percentages during these years might be low as data during these years was collected based only on records 
 
Table MNCHD 16b. Percentage of fully immunized children aged 12-23 months based 
on record, recall and gender (1995-2005)a-e 
 

Gender 1995-96a* 1996-97b* 1998-99c 2001-02d 2004-05e 

Male 44 44 52 53 78 
Female 43 46 47 52 77 
Total (National) 44 45 49 53 77 

* Percentages during these years might be low as data during these years were collected based on records only 
 
 

a. Government of Pakistan. Pakistan Integrated Household Survey, Round 1, 1995-96. Islamabad, Pakistan: 
Federal Bureau of Statistics, Statistics Division; 1996. 

b. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: 
Federal Bureau of Statistics, Statistics Division; 1997.  

c. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: 
Federal Bureau of Statistics, Statistics Division; 1999. 

d. Government of Pakistan. Pakistan Integrated Household Survey, Round 4, 2001-02. Islamabad, Pakistan:  
Federal Bureau of Statistics, Statistics Division; 2002. 

e. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. Islamabad, 
Pakistan: Federal Bureau of Statistics, Statistics Division; 2005.   
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Indicator:  MNCHD 17. Percentage of children aged 12-23 months,                                    

immunized against measles  
 

Definitions: Children who were reported to have received measles immunization, 
whether or not they had an immunization card, expressed as a percentage of all children 
aged 12-23 months38. 

 
Chart MNCHD 17. Percentage of children aged 12-23 months immunized against 
measles – based on record and recall (1995-2005) a-e 
 

* More than 90% 

                                                 
38. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. 
Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 2005 
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Table MNCHD 17. Percentage of children aged 12-23 months, immunized against 
measles (1995-2005) a-e 
 

 1995-96a 1996-97b 1998-99c 2001-02d 2004-05e 

Urban      
Punjab 58 61 70 80 89 
Sindh 43 37 60 66 87 
NWFP 48 75 79 70 86 

Balochistan 62 76 66 51 79 
Total 52 54 67 73 87 

Rural      
Punjab 46 49 59 57 82 
Sindh 46 45 28 35 63 
NWFP 39 42 53 58 74 

Balochistan 59 62 54 36 56 
Total Rural 45 48 51 51 72 

Total (National) 47 49 55 57 78 
 
a. Government of Pakistan. Pakistan Integrated Household Survey, Round 1, 1995-96. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1996. 
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1997.  
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1999. 
d. Government of Pakistan. Pakistan Integrated Household Survey: 2001-02. Islamabad, Pakistan:  Federal Bureau of 

Statistics, Statistics Division; 2002. 
e. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistics Division; 2005.   
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Indicator:  MNCHD 18. Percentage of the total population of children aged 0-
11 months covered by Hepatitis B vaccination  

 
Definition: Reported Hepatitis B vaccination coverage, expressed as a percentage 
of the total population of children aged 0-11 months39. 
 
Chart MNCHD 18. Percentage of the total target population of children aged 0-11 
months covered by Hepatitis B vaccinationa (2002-2005)a 
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Table MNCHD 18. Percentage of the total target population of children aged 0-11 
months covered by Hepatitis B vaccination (2002-2005) a 
 

Years HBV-1 HBV-2 HBV-3 

2002 34 25 18 

2003 77 68 63 

2004 76 70 65 

2005 78 71 67 

 
a. Government of Pakistan. Reports of the National Expanded Programme on Immunization. 

Islamabad, Pakistan: Ministry of Health; 2006.  
 
 
 
 

                                                 
39. Government of Pakistan. Reports of the National Expanded Programme on Immunization. Islamabad, 
Pakistan: Ministry of Health; 2006. 
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Indicator:  MNCHD 19. Percentage of children under 5 years of age who 
suffered from Diarrhea in the past 30 days  

 
Definition: Children who suffered from Diarrhea 30 days prior to the interview, expressed 
as a percentage of all children less than five years of age. All three surveys contained a 
question addressed to the mothers of all children aged less than five years where they 
were asked if children had suffered from an episode of Diarrhea in the past 30 days. A 
child is said to have Diarrhea if he/she passes more than three loose stools in less than 
24 hours for less than seven days duration. Estimates of PIHS 1998-99 & 2001-02 have 
been recalculated for children less than five years to make it comparable with the PSLMS 
2004-05. 

 
Chart MNCHD 19.  Percentage of children under five years of age who suffered from 
Diarrhea in the past 30 days – by area of residence (1991-2005) a-f  

 

Table MNCHD 19a. Percentage of children under five years of age who suffered from 
Diarrhea in the past 30 days – by area of residence (1991-2005)a-f 
 

 1991 a 1995-96 b 1996-97 c 1998-99 d 2001-02 e 2004-05 f 

Urban       
Punjab - 15.9 15 10 11 14 
Sindh - 12.2 12 12 13 17 
NWFP - 19.9 24 12 20 15 
Balochistan - 8.6 7 11 12 15 
Total  22 14.7 14 11 12 15 
Rural       
Punjab - 21.6 17 14 12 17 
Sindh - 13.1 11 9 8 19 
NWFP - 16.2 19 16 16 16 
Balochistan - 12.7 8 10 15 12 
Total  27 18.6 15 13 12 16 
Total (National) 26 17.5 15 12 12 16 
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Table MNCHD 19b. Percentage of children under five years of age who suffered from 
Diarrhea in the past 30 days – by area pf residence (1991-2005) a-f 
 

Gender 1991a 1995-96b 1996-97c 1998-99d 2001-02e 2004-05f 

Male 27 18 16 12 13 16 
Female 25 17 14 12 11 15 
Total 
(National) 26 18 15 12 12 16 

 
a. Government of Pakistan. Pakistan Integrated Household Survey, 1991. Islamabad, Pakistan: Federal Bureau 

of Statistics, Statistics Division; 1991. 
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 1, 1995-96. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistics Division; 1996. 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistics Division; 1997.  
d. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistics Division; 1999. 
e. Government of Pakistan. Pakistan Integrated Household Survey, Round 4, 2001-02. Islamabad, Pakistan:  

Federal Bureau of Statistics, Statistics Division; 2002. 
f. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey, 2004-05. Islamabad, 

Pakistan: Federal Bureau of Statistics, Statistics Division; 2005.    
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Indicator:  MNCHD 20. Percentage of Diarrhea cases in children under 5 

years of age where ORS was given  
 

Definition: Diarrhea cases where ORS was given, expressed as a percentage of all 
Diarrhea cases during the past 30 days in children under 5 years of agef.   

 
Chart MNCHD 20.  Percentage of Diarrhea cases where ORS was given - by area 
of residence (1991-2005) a-f 

 
Table MNCHD 20a. Percentage of Diarrhea cases where ORS was given – by 
area of residence (1991-2005) a-f 
 

 1991a 1995-96 b 1996-97 c 1998-99 d 2001-02e 2004-05f 

Urban       
Punjab - 46 46 51 46 63 
Sindh - 66 58 76 68 93 
NWFP - 59 62 74 65 84 
Balochistan - 68 70 60 72 91 
Total  54 54 52 63 57 78 
Rural       
Punjab - 39 37 40 44 62 
Sindh - 78 71 70 71 91 
NWFP - 66 62 63 56 84 
Balochistan - 40 44 62 70 82 
Total  44 48 47 51 52 77 
Total (National) 47 49 48 54 54 77 

 

0

10

20

30

40

50

60

70

80

90

Urban Rural National

Pe
rc

en
ta

ge

1991 1995-96 1996-97 1998-99 2001-02 2004-05



 Maternal, Newborn and Child Health and determinants 

 55 

 
Table MNCHD 20b. Percentage of Diarrhea cases where ORS was given – by 
gender (1991-2005) a-f 
 

Gender 1991a 1995-96b 1996-97c 1998-99d 2001-02e 2004-05f 

Male 54 48 50 55 54 77 
Female 44 51 47 51 53 77 
Total (National) 47 49 48 53 54 77 

 
a. Government of Pakistan. Pakistan Integrated Household Survey, 1991. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1991. 
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 1, 1995-96. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistics Division; 1996. 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistics Division; 1997.  
d. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistics Division; 1999. 
e. Government of Pakistan. Pakistan Integrated Household Survey, Round 4, 2001-02. Islamabad, Pakistan:  

Federal Bureau of Statistics, Statistics Division; 2002. 
f. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey, 2004-05. 

Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 2005. 
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Indicator:  MNCHD 21. Prevalence of Vitamin A deficiency 
 

Definition: Percentage of pre-school children with serum Vitamin A level of ≤ 0.69 
µmol/l.   

 
Table MNCHD 21. Prevalence of Vitamin A deficiency among pre-school children 
(2002) a 
 

 Urban Rural Total 

Vitamin A deficiency (%) 10.9 13.5 12.5 

 
a. Government of Pakistan. National Nutritional Survey of Pakistan, 2001-02. Islamabad, 

Pakistan: Planning Commission and UNICEF; 2002.  
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Indicator:  MNCHD 22. Prevalence of Goiter  
 

Definition: Percentage of school-aged children with visible and/or palpable Goiter.   
 
Table MNCHD 22. Prevalence of visible and/or palpable Goiter among school-
aged children (2002) a 
 

 Urban Rural Total 
Visible and/or palpable 
Goiter (%) 4.0 8.4 6.7 

 
a. Government of Pakistan. National Nutritional Survey of Pakistan, 2001-02. Islamabad, 

Pakistan: Planning Commission and UNICEF; 2002.  
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Indicator:  MNCHD 23. Prevalence of Zinc deficiency 
 

Definition: Percentage of children under five years of age and their mothers with bio-
chemical level of Zinc ≤60µg/dla.   

 
Table MNCHD 23. Percentage of Zinc deficient children under five years of age 
and their mothers (2002)a 
 

 Urban Rural Total 

Mothers 36.2 44.9 41.4 

Children 32.2 40.2 37.1 

 
a. Government of Pakistan. National Nutritional Survey of Pakistan, 2001-02. Islamabad, 

Pakistan: Planning Commission and UNICEF; 2002.  
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      Communicable Diseases 
 
Data on Communicable Diseases in this document come from the respective public 
health programmes of the Ministry of Health in the case of Tuberculosis, Malaria, 
HIV/AIDS, Poliomyelitis and Hepatitis. In the case of Tuberculosis, WHO’s estimated 
incidence and the National Tuberculosis Programme’s process level indicators have 
been reflected; for Hepatitis, estimated prevalence has been reported and in the case 
of Malaria, the National Malaria Control Programme’s process level data as well as 
malarial parasite incidence rates have been used. Data relevant to Poliomyelitis come 
from the National EPI Programme whereas data on HIV and AIDS come from the 
several surveys conducted by the National AIDS Control Programme and other 
stakeholders. 
 
Many other sections of this document also report indicators relating to Communicable 
Diseases, such as in the case of information on Diarrhea in the Child Health section. In 
addition, the section on Mortality and Burden of Disease also reports on communicable 
disease-related parameters.  
 
Infectious diseases contribute significantly both to adult as well as child mortality and 
morbidity in Pakistan; estimates indicate that they account for approximately 38% of 
the total burden of disease within the country. As part of the process of selection of 
indicators reflected in this document, the feasibility of including data on proportional 
morbidity from the Health Management and Information System of the Ministry of 
Health was assessed. Although data on proportional morbidity were computed; their 
representation posed a problem, given that more than 50% of the outpatient contacts 
in the country, which happen in the private sector, are not reported in these figures; in 
addition, this source also does not capture data from many hospitals. These limitations 
notwithstanding, data on proportional morbidity show a considerably high burden for all 
infectious diseases; the child mortality spectrum in Pakistan in particular is dominated 
by diarrhoeal diseases and Acute Respiratory Infections. In certain cases, as with 
Diarrhea and Dysentery, the burden has remained static over the last five years 
whereas in other instances as in the cases of vaccine-preventable diseases, 
proportional morbidity has declined all over the country.  
 
A number of programmes aimed at prevention and control of infectious diseases in the 
general population as well as in high risk groups have been developed in the country. 
These programmes include the national programs for prevention and control of 
Tuberculosis, Malaria, HIV/AIDS, Viral Hepatitis, and the National Expanded 
Programme for Immunization. These programmes have made progress in many areas 
as shown by their respective indicators. However, the process and outcome 
evaluations of these programmes also show a number of gaps, particularly with 
reference to issues at the federal-provincial-district interface, given that all of these are 
federally-led with implementation arms at the provincial and district levels. In addition, 
the dilapidated state of the basic healthcare infrastructure, which serves as a hub for 
the delivery of these programmes, is a major issue and unless this infrastructure is 
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revitalized, these programmes will continue to face operational challenges. Other 
issues such as gaps at the governance level, lag in granting full administrative and 
fiscal controls to appropriate levels and broader overarching issues relating to the 
absence of efforts to mainstream the role of the private sector into the delivery of 
preventative services also pose a challenge. 
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Acute Respiratory Infection 
and Diarrhea  
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Acute Respiratory Infection and Diarrhea 
 
 
Acute Respiratory infection: in Pakistan, the proportion of deaths due to ARI varies 
from 11 to 46% depending on age studied and location.40 Hospital-based studies have 
reported ARI to be one of the major causes of hospitalization;41 the reported case-
fatality rates in hospitals have varied from 5 – 8%.42,43,44 

 
Community-based data on the incidence of ARI, are presented herewith; however it 
should be noted that this does not employ a strict definition of ARI. This survey has 
recently shown that 34% children had developed symptoms of ARI in the preceding two 
weeks of the interview; 53% of which sought medical attention.45 Conducted more than 
a decade earlier, the National Health Survey of Pakistan (1990-1994) found that 
children under five years of age suffered an average of six episodes per year of cough 
with fever. No differences in gender or rural versus urban locale were noted in this 
survey.  
 
Many risk factors are recognized for development of severe ARI. These include age less 
than 1 year, malnutrition, Vitamin A deficiency, low-birth weight, lack of immunizations, 
lack of breast-feeding, crowding and exposure to indoor pollutants (from wood or cow 
dung combustion or smoking). Modifiable risks need to be aggressively targeted in 
order to address this public health challenge.  
 
Diarrhea: the diarrhea specific infant mortality is estimated to be 21 per 1000 live 
births in Pakistan.46 Diarrheal deaths accounted for 43.3% of all post-neonatal 
deaths.47 In a study of early child health in Lahore, 37.9 per 1000 children under 2 
years of age were reported to have died due to diarrhea.48 These figures are much 

                                                 
40. Bhutta ZA. Maternal and Child Health in Pakistan: Challenges and Opportunities. 
Islamabad, Pakistan: Oxford University Press; 2004. 
41. Qazi SA, Rehman GN, Khan MA. Standard Management of Acute Respiratory Infections in 
a children's hospital in Pakistan: impact on antibiotic use and case fatality. Bull.World Health 
Organ 1996;74(5):501-7. 
42. Haneef SM. Respiratory Infection. Pakistan Pediatric Journal 1981;3:122-30. 
43. Jafri SA. Respiratory Diseases, Detection and their First Aid Management. Pakistan 
Pediatric Journal 1986;10:126-8. 
44. Raza A, Bhatty MT, Qureshi AW. Clinical appraisal of Pneumonia in Children. Pakistan 
Pediatric Journal 1985;9:212-5. 
45.Provincial Government of Pakistan. Multiple Indicators Cluster Surveys of Pakistan (MICS) 
2001-2004. Islamabad, Pakistan: Provincial Governments, Federal Bureau of Statistics and 
UNICEF; 2001-2004 
46. Fikree FF, Azam SI, Berendes HW. Time to Focus Child Survival Programs on the 
Newborn: Assessment of Levels and Causes of Infant Mortality in rural Pakistan. Bull.World 
Health Organ 2002;80(4):271-6. 
47. Bhutta ZA. Maternal and Child Health in Pakistan: Challenges and Opportunities. 
Islamabad, Pakistan: Oxford University Press; 2004. 
48. Khan SR, Jalil F, Zaman S, Lindblad BS, Karlberg J. Early Child Health in Lahore, Pakistan. 
Acta Paediatr. Suppl 1993;82 Suppl 390:109-17. 
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higher than the global median Diarrhea mortality figure of 8.37 infant deaths due to 
diarrhea per 1000 live births.49  
 
Despite the revolutionary introduction of oral rehydration therapy for management of 
Diarrhea and dehydration in the early 1970s, diarrheal illness remains a major killer of 
our children. In most studies of mortality in Pakistan, deaths due to Diarrhea are two to 
three times more common than deaths due to ARI, accounting for 20-30% of all deaths 
of children less than 5 years of age. These data indicate that the modifiable risk factors 
for diarrheal illness in Pakistan will have to be aggressively addressed; foremost 
amongst these are contaminated water supply, lack of piped water, and unavailability 
of sanitary facilities for human waste disposal. 

                                                 
49. Yousufzai MA, Bhutta ZA. Global Epidemiology of Childhood Diarrhea at the Turn of the 
Millennium. Contemporary Issues in Childhood Diarrhea and Malnutrition. Islamabad, Pakistan:  Oxford 
University Press, 2000. 
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Indicator:  AD 1. Prevalence of Acute Respiratory Infections 
Indicator:  AD 2. Prevalence of Diarrhea  
 

Definition:  
Acute Respiratory infection (ARI): ARI in the preceding two weeks in children less 
than 5 years of age ascertained by a community-based survey. ARI covers the 
spectrum of infectious illness of the lower respiratory tract ranging from mild upper 
respiratory infections to serious infections of the lower respiratory tract. 
Diarrhea: Symptoms of diarrhea in the preceding two weeks in children less than 5 
years of age ascertained by a community based survey a.  

 
Table AD 1&2. Incidence of Acute Respiratory infections and Diarrhea a 
 

 2004
 a 

ARI in the preceding two weeks (%) 34 

Diarrhea in the preceding two weeks (%) 28 

 
a. Government of Pakistan. Multiple Indicators Cluster Survey, 2004. Islamabad, Pakistan: 

Federal Bureau of Statistics and UNICEF; 2004  
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Tuberculosis (TB)  
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Tuberculosis  
 
Based on WHO estimations, the incidence of Tuberculosis in Pakistan is reported at 
177 per 100,000 population for all types of Tuberculosis cases and 80 per 100,000 
population for new Sputum Smear Positive cases. Process level data as is reflected 
herewith reports improvements for the following indicators during the timeframes of 
2001-06: Tuberculosis Case Detection Rate for all Types of Tuberculosis (increased 
from 77 to 83%).50 The National Tuberculosis Programme Control Programme reports 
that this has been a result of revitalization of the dormant Tuberculosis Programme in 
Pakistan and the expansion of the TB DOTs initiative across the country. 
 
However, these data should be interpreted with caution as these trends are based on 
reporting of data from public sector healthcare facilities only and do not take into 
account cases reporting to private sector healthcare providers, which is where most of 
the outpatients contacts occur, due to the absence of a reporting mechanism. The 
National Tuberculosis Control Programme is trying to bridge this gap and linkages have 
already been created with some NGOs (Greenstar, Pakistan Anti TB Association and 
Aga Khan Health Services); however, over the long term, they will have to bring all 
healthcare providers in the private sector under the umbrella of TB DOTS programme 
to bridge this gap. 
 
In terms of the meeting the MDG target for Tuberculosis, there is also a need to 
contextualize current progress. The current Case Detection of Tuberculosis for New 
Sputum Smear Positive Cases stands at 49% and the Treatment Success Rate stands 
at 84%. However, to reduce incidence of Tuberculosis, the 70/85 target must be 
achieved (70% case detection of New Sputum Smear Positive Cases and 85% 
Treatment Success Rate); as is evident from these data, Pakistan lags behind this 
target. If Pakistan achieves the 70/85 target by December 2007, Tuberculosis 
incidence will reduce 3-5% annually and it will then be possible to achieve the MDG 
target for Tuberculosis by 2015. This warrants a concerted focus and the need to 
leverage all stakeholders. 
 

                                                 
50. National Tuberculosis Control Programme; Ministry of Health, Government of Pakistan , 
Islamabad, May 2006 
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Indicator:  TB 1. Estimated Incidence of Tuberculosis for all types of cases  
 

Definitions: Estimated total number of new Tuberculosis cases per 100,000 populationa. 
 
Chart TB 1. Number of new Tuberculosis cases per 100,000 populationa  
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Table TB 1. Number of new Tuberculosis cases per 100,000 populationa 
 

Year Number of New Cases 
Per 100,000 Persons 

2006 177 
 

a. Government of Pakistan. Annual Report Tuberculosis 2006. Islamabad, Pakistan: 
National Tuberculosis Control Programme; Dec. 2006 

MDG 
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Indicator:  TB 2. Tuberculosis Case Detection Rate for all types  
 

Definitions: Number of all types of cases of Tuberculosis cases registered out of the 
total number of cases of Tuberculosis cases estimated as per the WHO yearly incidence 
estimations of 177 cases per 100,000 population expressed as a percentagea.  

 
Chart TB 1. All types of Tuberculosis cases notified (2001-2006) a 
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Table TB 1. All types of Tuberculosis cases notified (2001-2006)a  
 

Year Percentage  
2001 10 
2002 18 
2003 28 
2004 38 
2005 50 
2006 62 

 
a. National Tuberculosis Control Programme; Ministry of Health, Government of 

Pakistan, Islamabad, Dec 2006 
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Indicator:  TB 3. Tuberculosis Case Detection Rate for new Sputum Smear 
Positive Cases 
 

Definitions: Number of new sputum smear positive cases of Tuberculosis registered 
out of the total number of new sputum smear positive Tuberculosis cases estimated 
as per the WHO yearly incidence estimations of 80 cases per 100,000 population, 
expressed as a percentagea. 

 
 
Chart TB 3.  New sputum smear positive cases of Tuberculosis (2001-2006) a 
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Table TB 3. New sputum smear positive cases of Tuberculosis (2001-2006)a  
 

Year Percentage 

2001 5 

2002 12 

2003 18 

2004 28 

2005 37 

2006 49 

 
a. National Tuberculosis Control Programme; Ministry of Health, Government 

of Pakistan, Islamabad, Dec 2006 
 



Communicable Diseases 

 75 

 
Indicator:  TB 4. Tuberculosis Treatment Success Rate  
 

Definition: Number of new sputum smear positive cases successfully treated out of the 
new sputum smear positive cases notified, expressed as a percentagea. 

 
Chart TB 4. Percentage of new Tuberculosis cases successfully (2001-2005) a 
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Table TB 4. Percentage of new Tuberculosis cases treated successfully (2001-2005)a  
 

Year Percentage  
2001 77 
2002 78 
2003 79 
2004 82 
2005 84 

 
a. National Tuberculosis Control Programme; Ministry of Health, Government 

of Pakistan, Islamabad, Dec 2006 
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Viral Hepatitis  
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Viral Hepatitis  
 
 
 
Facility based data have shown high prevalence of Hepatitis in the general population 
in Pakistan.51 However, there are no national or regionally representative population-
based data on Hepatitis prevalence. This document reports estimated prevalence of 
Hepatitis B and C, based on data from facility-based sources as provided by the 
National Hepatitis Control Programme of the Government of Pakistan. Estimated 
prevalence of chronic carrier state of Hepatitis B amongst high-risk groups ranges from 
6-12% whereas prevalence of Hepatitis C in the high-risk population is much higher – 
ranging from 15-25%. In addition, it has also been estimated that 5% of the general 
population are chronic carriers of Hepatitis C.52  
 
These data, on the one hand, raise concerns about the validity of facility-based 
estimates and data from high-risk groups, particularly with reference to their 
extrapolation to the general population. However, on the other hand, they also flag the 
need for an evidence-based approach to primary and secondary prevention of Hepatitis 
B and C, given the complexities of the public health response.  
 
Currently, a national prevalence survey for Hepatitis is being conducted; it is imperative 
for this to be conducted with methodological rigor as its results would constitute an 
important baseline for the National Hepatitis Control Programme, which the 
Government of Pakistan has rolled out with a sizable budget.  

                                                 
51. Saeed MI, Mahmood K, Ziauddin M, Ilyas N, Zarif M. Frequency and clinical course of 
hepatitis in tertiary care hospitals. J Coll Physicians Surg Pak 2004;14(9):527-9. 
52. National Hepatitis Control Programme, Ministry of Health, Government of Pakistan, 
Islamabad, May 2006. 
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Indicator:  HEP 1. Estimated prevalence of chronic carriers of Hepatitis B 

Indicator:  HEP 2. Estimated prevalence of Hepatitis B in high-risk groups 

 
Definitions: Estimated prevalence of Hepatitis B in the general population and in high-risk 
groups based on the modeling projections of the National Hepatitis Control Programme for 
Prevention and Control of Hepatitis, expressed as a percentage53. 

 
Table HEP 1&2. Estimated prevalence of Hepatitis B in the general population and 
in high-risk groups a 

 

Population Groups Prevalence of Hepatitis B (%) 
General population 3 
Healthcare workers 6.02 
Injecting Drug users 22.8 
Hemophilic/Thalassemic children 6.25 
Hemodialysis patients 9.65 
Sex workers 11.65 

 
Indicator:  HEP 3. Estimated prevalence of Hepatitis C in general population  
Indicator:  HEP 4. Estimated prevalence of Hepatitis C in high-risk groups 
 

Definitions: Estimated prevalence of Hepatitis C in the general population and in 
high-risk groups based on the modeling projections of the National Hepatitis Control 
Programme, expressed as a percentage53. 

 
Table HEP 3&4. Prevalence of Hepatitis C in the general population and high-risk 
groupsa 

 

Population Groups Prevalence of Hepatitis C (%) 
General population 5.31 
Healthcare workers 5.44 
Injecting Drug users 12.18 
Hemophilic/Thalassemic children 24.7 
Hemodialysis patients 30.6 
Multiple Transfused Obstetric Cases 15 

 
a. National Hepatitis Control Programme, Ministry of Health, Government of Pakistan, Islamabad, May 2006. 

 
 

                                                 
53. National Hepatitis Control Programme, Ministry of Health, Government of Pakistan, Islamabad, May 
2006 
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Malaria (ML)  
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Malaria 
 
 
 

The Malaria indicators to track progress towards achieving Target 8 (Halt spread of 
Malaria and other major diseases by 2015) of Goal 6 (Combat HIV/AIDS, Malaria and 
other diseases) of the MDGs include Prevalence of and death rates associated with 
malaria and Proportion of population using malaria prevention.  
 
As far as death rates are concerned, the Pakistan Demographic Survey in 2001 
indicated that Malaria accounts for 0.5% of deaths.54 With regard to prevalence, the  
Directorate of Malaria Control of the Ministry of Health uses two indicators: Malaria 
Parasite Incidence Rate and Falciparum Incidence Rate.   
 
The malaria indicators – both at an outcomes and process level – have remained static 
over the last 5 years. Process level indicators such as Blood Examination Rate and 
Slide Positivity Rate and outcomes level indicators such as Malaria Parasite Incidence 
Rate and Falciparum Incidence Rate have shown no change. This indicates that the 
overall situation with respect to Malaria has remained stable in the country with no 
major change over the last five years. The notable exception to this is the unexplained 
increase in the Annual Falciparum Incidence Rate in Balochistan, which merits further 
evaluation. Clinical reporting of Malaria, however, suggests much higher rates. 
Evidence also suggests that Malaria may be over-reported in the country in view of the 
high frequency of false positives in clinical diagnoses when validated against laboratory 
investigations.55 Such data flag concerns about the rationale and validity of 
investments in public health domains when the evidence base is incomplete.  

                                                 
54. Pakistan Demographic Survey 2001. Federal Bureau of Statistics, Statistics Division, 
Government of Pakistan, Islamabad, May 2003. 
55. Hozhabri S, Luby SP, Rahbar MH, Akhtar S. Clinical diagnosis of Plasmodium Falciparum 
among children with history of fever, Singh, Pakistan. Int J Infect Dis 2002;6(3):233-5. 
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Indicator:  ML 1. Malaria Blood Examination Rate expressed as percentage 
 

Definition: Total number of blood slides taken per total population of the area multiplied 
by 10056. 

 
Chart ML 1. Percentage of blood slides taken for Malaria examination (2000-2006)a 
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Table ML 1. Percentage of blood slides taken for Malaria examination (2000-2006)a 

 

 2000 2001 2002 2003 2004 2005 2006 

Punjab 2.58 2.38 2.16 3.30 1.77 2.26 2.11 

Sindh 2.09 2.13 2.07 2.60 3.84 3.71 3.48 

NWFP 2.10 1.98 1.76 2.08 1.87 1.41 2.05 

Balochistan 6.27 6.46 5.56 5.56 5.19 6.46 4.85 

AJK 3.70 3.85 4.10 4.53 4.97 5.37 5.10 

FATA 2.58 3.60 3.51 4.50 3.68 4.19 4.49 

Pakistan 2.61 2.44 2.23 3.10 2.54 2.70 2.67 
 

a. Directorate of Malaria Control; Ministry of Health, Government of Pakistan, Islamabad, May 2006 
 

                                                 
56. The indicator is reflected as a “rate” by the Directorate of Malaria Control; of the Ministry of Health, 
however by definition it is expressed as a percentage.  
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Indicator:  ML 2. Malaria Slide Positivity Rate expressed as percentage 
 

Definition: Total number of slides found positive per total number of slides taken 
multiplied by 10057. 

 
Chart ML 2. Malaria Slide Positivity Rate expressed as percentage (2000-2006)a 
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Table ML 2. Malaria Slide Positivity Rate expressed as a percentage (2000-2006)a 

 

 2000 2001 2002 2003 2004 2005 2006 
Punjab 0.74 0.72 0.54 0.36 0.29 0.12 0.08 
Sindh 3.38 3.47 3.13 4.17 2.63 2.10 2.56 
NWFP 4.43 4.42 5.85 6.34 6.04 4.72 3.71 
Balochistan 8.24 7.68 8.45 8.45 10.25 12.73 12.19 
AJK 0.60 0.39 0.50 0.49 0.32 0.30 0.15 
FATA 13.71 13.00 12.03 8.77 10.74 10.51 12.12 
Pakistan 2.96 2.99 3.01 2.66 3.01 2.83 2.72 

 

a. Directorate of Malaria Control; Ministry of Health, Government of Pakistan, Islamabad, May 2006 
 

                                                 
57. The indicator is reflected as a “rate” by the Directorate of Malaria Control of the Ministry of Health; 
however by definition it is expressed as a percentage. 
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Indicator:  ML 3. Annual Parasite Incidence  
 

Definition: Total number of slides found positive for malarial parasites per total 
population, multiplied by 1,000a. 

 
Chart ML 3. Annual Parasite Incidence (2000-2006)a 
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Table ML 3. Annual Parasite Incidence per 1,000 population (2000-2006)a 

 
 2000 2001 2002 2003 2004 2005 2006 
Punjab 0.19 0.17 0.12 0.12 0.05 0.03 0.02 
Sindh 0.70 0.74 0.65 1.08 1.01 0.78 0.89 
NWFP 0.93 0.87 1.03 1.32 1.13 0.67 0.76 
Balochistan 5.17 4.96 4.70 4.70 5.33 8.23 5.92 
AJK 0.20 0.15 0.20 0.22 0.16 0.16 0.07 
FATA 5.00 4.68 4.22 3.95 3.95 4.41 5.44 
Pakistan 0.77 0.73 0.67 0.82 0.76 0.77 0.73 

 
a. Directorate of Malaria Control; Ministry of Health, Government of Pakistan, Islamabad, May 2006 
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Indicator:  ML 4. Annual Falciparum Incidence  
 

Definition: Total number of slides found positive for Falciparum per total population 
multiplied by 1000a. 

 
Chart ML 4. Annual Falciparum Incidence Rate (2000-2006)a 
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Table ML 4. Annual Falciparum Incidence Rate (2000-2006)a 

 

 2000 2001 2002 2003 2004 2005 2006 

Punjab 0.04 0.05 0.02 0.02 0.01 0.006 0* 

Sindh 0.38 0.38 0.28 0.50 0.34 0.29 0.40 

NWFP 0.12 0.17 0.21 0.14 0.10 0.07 0.08 

Balochistan 1.76 1.86 1.71 1.71 1.74 3.48 1.96 

AJK 0.00 0.01 0.01 0.02 0.02 0.01 0 

FATA 1.49 1.13 0.92 0.77 0.67 0.66 0.95 

Pakistan 0.25 0.25 0.21 0.26 0.20 0.25 0.22 
* Data does not match with the data reported in ML 5 (Pg. 88) 

 

a. Directorate of Malaria Control; Ministry of Health, Government of Pakistan, Islamabad, May 
2006 



The GATEWAY Health Indicators 

 88 

 
Indicator:  ML 5. Falciparum ratio expressed as percentage  
 

Definition: Total number of slides found positive for Falciparum per total number of 
slides found positive for Malaria multiplied by 10058. 

 
Chart ML 5. Falciparum ratio expressed as percentage (2000-2006)a 
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Chart ML 5. Falciparum ratio expressed as percentage (2000-2006)a 

 
 2000 2001 2002 2003 2004 2005 2006 

Punjab 18.54 26.40 18.92 20.54 19.00 22.96 21.5 

Sindh 54.56 51.10 43.41 46.54 33.00 37.18 44.64 

NWFP 13.11 19.60 20.12 10.42 9.00 10.56 9.88 

Balochistan 33.98 37.50 36.44 36.44 33.00 42.36 33.04 

AJK 1.30 7.40 3.60 9.18 11.00 3.50 5.36 

FATA 29.77 24.10 21.69 19.46 17.00 15.01 17.38 

Pakistan 32.15 34.50 30.84 31.78 25.80 32.35 30.22* 
* The Directorate of Malaria Control takes 40% as a benchmark to declare an area as undergoing an 
epidemic 

 
a. Directorate of Malaria Control; Ministry of Health, Government of Pakistan, Islamabad, May 2006 

 
 
 
 
 
 
 
 

                                                 
58. The indicator is reflected as a “rate” by the National Malaria Control Programme of the Ministry of 
Health, however by definition it is expressed as a percentage. 
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Indicator:  ML 6. Proportion of population using malaria prevention  
 

Definition: Proportion of population living in 19 high risk districts of Pakistan having 
access and using effective malaria prevention and treatment as guided in Roll Back 
Malaria Strategy59.  

 
Chart ML 6. Proportion of population having access and using effective malaria prevention 
and treatment – from 19 high risk districts (2001-2005)a  
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Table ML 6. Proportion of population having access and using effective malaria prevention 
and treatment – from 19 high risk districts (2001-2005)a 

 

 
Year Percentage  

2001-02 20 

2004-05 30 

 
a. Government of Pakistan. Pakistan Millennium Development Goals Report 

2005. Islamabad, Pakistan: Planning commission; 2005. 
 

                                                 
59. Directorate of Malaria Control; Ministry of Health, Government of Pakistan, Islamabad, May 2006. 

MDG 

MTDF 
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Poliomyelitis 
 
The number of confirmed cases of Poliomyelitis based on AFP surveillance data from 
across the country has declined from 1,155 in 1997 to 39 in 2006. Geographical 
restriction of Polio is also evident in these data as shown by decrease in the number of 
districts reporting Polio cases (from 95 in 1997 to 20 in 2006). Indicators that enable 
monitoring of Polio-free status namely, Non-Polio Acute Flaccid Paralysis Rate and 
Percentage of Acute Flaccid Paralysis cases with Adequate Stools have shown 
increasing trends. This shows that the surveillance system is sensitive to all suspected 
Polio cases.60 Although detailed programme indicators have not been reflected in this 
document for other domains, these two have been included here as they are important 
to understand the quality of programme implementation. These trends show that 
despite taking much longer, Pakistan has reached a stage where Poliovirus 
transmission is at its lowest compared to the situation in the 1990s. However, despite 
progress, Pakistan is one of the four endemic countries. The key reasons for continued 
Poliovirus circulation are socio-cultural barriers preventing access to infants and 
extensive cross-border population in Afghanistan, where Polio is still a major public 
health issue. However, systems issues are the most critical challenge in the eradication 
of Polio, as with meeting other public health programme targets in Pakistan. These 
need a concerted focus if Polio eradication is to become a reality. 

                                                 
60. National Surveillance Cell, Expanded Programme on Immunization, ministry of Health, 
Government of Pakistan, Islamabad, May 2006 
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Indicator:  PL 1. Number of confirmed cases of Poliomyelitis  
 

Definition: Number of confirmed cases of Poliomyelitis based on AFP surveillance data 
from across the countrya. 

 
Chart PL 1. Number of confirmed cases of Poliomyelitis (1997-2006)a,b 
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Table PL 1. Number of confirmed cases of Poliomyelitis (1997-2006)a,b  
 

Year Confirmed Cases of Poliomyelitis 

1997 1,155* 
1998 341* 
1999 558* 
2000 199** 
2001 119** 
2002 90** 
2003 103** 
2004 53** 
2005 28** 
2006 39** 

* Clinically confirmed cases of Poliomyelitis according to the old clinical classification scheme which 
Pakistan is no longer using 
** Confirmed according to the virological classification scheme currently being used by the AFP Surveillance 
System 

 
a. National Expanded Programme on Immunization; Ministry of Health, Government of Pakistan, 

Islamabad, Dec. 2006. 
b. National Surveillance Cell, Expanded Programme on Immunization, Ministry of Health, Government 

of Pakistan, Islamabad, Dec. 2006.  
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Indicator:  PL 2. Number of districts with confirmed Poliomyelitis cases 
 

Definition: Number of districts reporting confirmed cases of Poliomyelitis from across the 
countrya. 

 
Chart PL 2. Number of districts with confirmed Poliomyelitis (1997-2006)a,b 
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Table PL 2. Number of districts with confirmed Poliomyelitis (1997-2006) a,b 
 

Year No. of Districts with Confirmed Poliomyelitis 

1997 95 
1998 74 
1999 93 
2000 59 
2001 39 
2002 33 
2003 49 
2004 29 
2005 18 
2006 20 

 
a. National Expanded Programme on Immunization; Ministry of Health, Government of Pakistan, 

Islamabad, Dec 2006 
b. National Surveillance Cell, Expanded Programme on Immunization, Ministry of Health, Government 

of Pakistan, Islamabad, Dec 2006  
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Indicator:  PL 3. Non-Poliomyelitis Acute Flaccid Paralysis Rate 
 

Definition: Acute Flaccid Paralysis cases per 100,000 children. Target: at least two 
cases per 100,000 children less than 15 years if age.a 

 
Chart PL 3. Non-Poliomyelitis Acute Flaccid Paralysis Rate (1997-2006) a,b 
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Table PL 3. Non-Poliomyelitis Acute Flaccid Paralysis Rate (1997-2006) a,b 
 

Year Non-Poliomyelitis AFP Rate 

1997 0.8 

1998 1.0 

1999 1.3 

2000 1.5 

2001 2.2 

2002 2.5 

2003 3.1 

2004 3.6 

2005 5.4 

2006 5.6 

 
a. National Expanded Programme on Immunization; Ministry of Health, Government of Pakistan, 

Islamabad, Dec 2006 
b. National Surveillance Cell, Expanded Programme on Immunization, Ministry of Health, Government of 

Pakistan, Islamabad, Dec 2006  
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Indicator:  PL 4. Percentage of Acute Flaccid Paralysis with adequate stools 
 

Definition: The proportion of cases with two stools collected within 14 days of the 
onset of AFP (24 hours apart). Target: >80%a. 

 
Chart PL 4. Percentage of Acute Flaccid Paralysis with adequate stools (1997-
2006) a,b 
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Table PL 4. Percentage of Acute Flaccid Paralysis with adequate stools (1997-
2006) a,b. 
 

Year Percentage of AFP with adequate stools 

1997 42 
1998 60 
1999 61 
2000 67 
2001 87 
2002 86 
2003 89 
2004 87 
2005 89 
2006 89 

 
a. National Expanded Programme on Immunization; Ministry of Health, Government of Pakistan, 

Islamabad, Dec 2006 
b. National Surveillance Cell, Expanded Programme on Immunization, Ministry of Health, Government of 

Pakistan, Islamabad, Dec 2006  
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HIV and AIDS  
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HIV and AIDS 
 
HIV and AIDS has been addressed as part of the 7th Target of the 6th MDG; the two 
indicators stipulated to measure progress towards achieving the target include HIV 
prevalence among 15-24 year-old pregnant women and HIV prevalence among vulnerable 
groups. The Political Declaration on HIV/AIDS of the United Nations (60/262) stipulates 
seven core indicators, which should be used by all countries and recommends the use of 
additional two indicators for supplemental information on universal access. In addition, the 
UN Millennium Project and IAEG recommend an additional target under Goal 6 on Access to 
treatment for HIV. In this publication, four indicators are used as they are perceived to have 
relevance to macro-policy issues, which are the focus of this publication. These include 
Estimated number of HIV and AIDS cases, Percentage of high-risk groups with correct 
knowledge about HIV and AIDS, HIV prevalence among 15-24 year old pregnant women and 
HIV prevalence among high-risk groups. In this case the last indicator, ‘high-risk’ has been 
substituted for ‘vulnerable groups’ (the connotation used by the MDGs), given the stage of 
the epidemic in Pakistan, which is at a concentrated level. Some of the other indicators are 
relevant to countries where HIV and AIDS is a generalized epidemic and have not been 
included herewith. 
 
According to UNAIDS/WHO/Ministry of Health estimates, there were 86,000 (46,000-
210,000) people living with HIV and AIDS at the end of 2005; this is approximately 
0.1% of the total adult population. The prevalence of HIV and AIDS in high-risk groups 
ranges from 0.5-23%. Evidence points to two trends in sexual health in Pakistan, which 
indicate that a rapid expansion of HIV infection maybe inevitable. Firstly, with regard to 
HIV prevalence among vulnerable groups, the HIV epidemic in Pakistan was considered 
at a ‘low level’ till the year 2004, implying that infection among identified high-risk 
groups was less than 5%. However, recent studies to identify the level of HIV and 
Sexually Transmitted Infections (STIs) among high-risk groups have reported 
prevalence of HIV infection among Injecting Drug Users (IDUs) in Karachi at 23%.61 The 
reported level of infection within one high-risk group shifts the entire epidemic scenario 
of the country to a higher stage, at a concentrated level.62 It is important to understand 
the dynamics of this increase since rapid escalations in prevalence are totally 
predictable based on experiences from other countries. Secondly, high rates of STIs 
have been reported within the country; these are seen as good proxies for HIV risk in 
the high-risk and general population. Collectively, both the aforementioned create 
conditions for the rapid spread of HIV and STIs in the country. This is being complicated 
by unsafe injection behaviours and practices, low levels of condom use and the large 
element of denial. 
 

                                                 
61. Government of Pakistan. National Study of Reproductive Tract Infections, Survey of High 
Risk Groups in Lahore and Karachi. Islamabad, Pakistan: National AIDS Control Programme, 
Ministry of Health; 2004. 
62. National AIDS Control Programme, Ministry of Health, Government of Pakistan, Islamabad, 
May 2006 
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Notwithstanding these challenges, some progress is evident; for example, recent data 
with regard to knowledge levels about HIV  and AIDS has shown encouraging trends. 
More than 70% of the general population, 45% of adolescents and 42% married 
women between the ages of 15-24 years have some level of knowledge about 
AIDS.63,64 However, the current momentum needs to be further built upon in view of the 
emerging scenario. National AIDS Control Programme, Ministry of Health, Government of 
Pakistan, Islamabad, May 2006. 
 

                                                 
63. Government of Pakistan. KAP Survey in Response to AIDS Awareness campaign. Islamabad, 
Pakistan: National Aids Control Program; 2001. 
64. Government of Pakistan. Pakistan Reproductive Health and family Planning Survey 2000-01.  
Islamabad, Pakistan: Federal Bureau of Statistics; 2001. 
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Indicator:  HIV 1. Estimated HIV and AIDS cases 
 

Definition: Estimated number of HIV and AIDS cases in Pakistan based on mortality 
projections a. 

 
Chart HIV 1. Estimated HIV and AIDS cases in Pakistana,b 
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Table HIV 1. Estimated HIV and AIDS cases in Pakistana,b 

 

Year No. of HIV and AIDS cases 
2001 62,000 
2003 74,000 
2005 85,000 

 
a. National HIV and AIDS Control Programme.; Ministry of Health, Government of Pakistan, 

Islamabad, May 2006 
b. UNAIDS/WHO/NACP. Modeling Projections. Islamabad: 2005 
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Indicator:  HIV 2. Prevalence of HIV in high-risk groups 
 

Definition: Prevalence of HIV as evidenced by biological analysis in a cross-sectional 
survey of individuals at high risk of contracting and transmitting HIV, expressed as a 
percentagea. 

 
Table HIV 2. HIV prevalence among high-risk groups in different cities, expressed as a 
percentage (2004-05)a, b,c 

 

 

High-Risk Groups Karachi Lahore Rawalpindi 

IDU 23.0 0.5 0.5 

MSW/MSM 4.0 0 0 

Hijra 2.0 0.5 0 

FSW 0 0.5 0 

Truckers 0 1.0 0.5 
MTDF 2010 target: 0.02 
MDG 2015 target: 0.015 

 

a. National HIV and AIDS Control Programme; Ministry of Health, Government of Pakistan, Islamabad, 
May 2006 

b. Government of Pakistan. National Study of Reproductive Tract Infections, Survey of High Risk 
Groups in Lahore and Karachi. Islamabad, Pakistan: National AIDS Control Programme, Ministry of 
Health; 2004. 

c. Government of Pakistan. Pilot Study under the HIV AIDS Surveillance Project, Islamabad, Pakistan: 
National AIDS Control Programme, 2005  
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Indicator:  HIV 3. Percentage of high-risk groups with correct knowledge 

about HIV and AIDS 
 

Definition: Percentage of high-risk groups with correct knowledge about HIV and 
AIDS transmission and prevention as assessed on a qualitative scale in relation to 
questions articulated in the table.65 

 

Table HIV 3. Percentage of high-risk groups with correct knowledge about HIV 
and AIDSa 

 

Type of Knowledge FSW MSW Hijra IDU 

Knew about HIV and AIDS 78 64 61 65 
Knew that condoms can prevent HIV 
and AIDS 45 31 35 30 

Knew that a healthy-looking person 
can have HIV and AIDS 41 32 29 28 

Knew that HIV and AIDS cannot be 
transmitted through mosquito bite 2 2 3 2 

Knew that HIV and AIDS cannot be 
transmitted through sharing meals 5 2 8 - 

 

a. National AIDS Control Programme; Ministry of Health, Government of Pakistan, Islamabad, May 2006 
b. Government of Pakistan. National Study of Reproductive Tract Infections, Survey of High Risk Groups in 

Lahore and Karachi. Islamabad, Pakistan: National AIDS Control Programme, Ministry of Health; 2004. 
c. Government of Pakistan. Pilot Study under the HIV AIDS Surveillance Project, Islamabad, Pakistan: 

National AIDS Control Programme, 2005  

 
 

                                                 
65. In this document, knowledge-related individuals have not been included; however, in these case 
of HIV and AIDS, given that increase in knowledge level is an important intermediate outcome, an 
indicator has been included herewith. 
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Indicator:  HIV 4. Prevalence of HIV among pregnant women 
 

Definition: Prevalence of HIV and AIDS among pregnant women aged 15-24 years, 
expressed as a percentagea. 

 
Table HIV 4. HIV and AIDS prevalence among pregnant women aged 15-24 yearsa 

 

 

Years Pregnant Women with HIV and 
AIDS(%) 

2001-02 0.03 

2004-05 0.30 

MTDF 2010 target: 0.07 
MDG 2015 target: 0.05 
 

a. Government of Pakistan. Pakistan Millennium Development Goals 
Report 2005. Islamabad, Pakistan: Planning Commission; 2005.
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Non-Communicable Diseases  
 
 
Non-Communicable Diseases (NCDs) contribute significantly to adult mortality and 
morbidity and impose a heavy economic burden on individuals, societies and health 
systems within Pakistan. NCDs and injuries are amongst the top ten causes of 
mortality and morbidity within the country,66 and estimates indicate that they account 
for approximately 54.9% of the total deaths.67  
 
The surveillance of chronic diseases and reporting indicators to monitor them is 
inherently different from infectious disease surveillance. Complexities in the diagnosis 
of chronic diseases at the population level necessitates surveillance of risk factors 
rather than diseases; this is a valid approach from a practical perspective also, given 
that the timeline involved in the risk-exposure relationship also provide a window of 
opportunity to institute appropriate preventive interventions. In addition, more than 
reliance on ‘acute’ parameters primarily from facility sources, there is a greater 
reliance on sequential population-based surveys powered to detect changes in the 
level of risk factors over time.68 
 
This document, therefore, reports key NCD risk factors. These include information on 
common lifestyle-related risks such as tobacco use, fruit and vegetable intake, 
physical activity on the one hand, and biological risks inclusive of Diabetes, High Blood 
Pressure, Hypercholesterolaemia and Obesity, on the other. In addition, data on 
Coronary Artery Disease, Stroke, Chronic Bronchitis, Cancer and Renal Disease are 
also presented herewith. 
 
These data suffer from several limitations. Firstly, incidence data is available for 
cancers only. Secondly, the nationally representative prevalence data for Diabetes, 
Renal Diseases and Chronic Bronchitis is more than 10 years old. Thirdly, there is the 
issue of representativeness; prevalence data for Coronary Artery Disease has been 
reported from the results of a survey, conducted in one city (Karachi) of the country 
whereas data on prevalence of Stroke comes from a survey carried out on a particular 
ethnic community within that city only.69,70 Clearly, these data cannot be extrapolated 
to the rest of the country but these data are being included herewith as these are the 
only prevalence data available at the moment. In addition to giving some indication 

                                                 
66. Hyder AA, Morrow RH. Lost Healthy Life Years in Pakistan in 1990. Am J Public Health 
2000;90(8):1235-40. 
67. Federal Bureau of Statistics, Statistics Division. Pakistan Demographic Survey 2003. 
Islamabad, Pakistan: Government of Pakistan, 2003. 
68. Nishtar S, Bile KM, Ahmed A, Faruqui AMA, Mirza Z, Shera S, et al. Process, Rationale, 
and Interventions of Pakistan’s National Action Plan on Chronic Diseases. Prev Chronic Dis. 
2006;3(1):A14. Epub 2005 Dec 15.  
69. Jafar T H, Jafary FH, Jessani S, Chaturvedi N. Heart disease epidemic in Pakistan: Women 
and Men at Equal Risk. Am Heart J 2005;150:221-6.    
70. Jafar TH. Blood Pressure, Diabetes, and Increased Dietary Salt Associated with Stroke – 
Results from a Community-Based Study in Pakistan.  J Hum hyperten 2006; 0:1-3.  
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about prevalence, these data also point to the need for instituting appropriate steps to 
bridge the current gaps in data collection in key areas.   
 
Data from the National Health Survey conducted in 1994 was used to report 
Hypertension indicators in this document.71 Even though these data are almost 10 
years old, they are the only nationally representative data available. For 
Hypercholesterolaemia, the National Health Survey 1994 was not used because it did 
not use fasting blood samples for biochemical analysis; conversely, data from a cross-
sectional survey conducted in one city (Karachi) was used which, notwithstanding 
issues of representativeness, is the only available population-based data on 
Hyperchrolestrolaemia. For smoking, data included herewith is from the NAP-NCD First 
Round of Surveillance, because it allows the separation of ‘smoking cigarettes’ from 
the ‘use of smokeless tobacco’ and additionally, has data on passive smoking.72 In 
addition, data on diet, physical activity, central obesity and obesity has also been taken 
from the same source. The NAP-NCD First Round of Surveillance used a two-staged 
stratified sample design and at the time of the publication of this document, these 
data are not yet in the public domain; however, the methodology of this survey has 
been published.73  
 
The public health response to Non-Communicable Diseases within the country has 
been organized by a tripartite public-private partnership collaboration within the 
framework of the National Action Plan for the Prevention and Control of Non-
Communicable Diseases and Health Promotion in Pakistan,74 though the programme 
has made steady progress over the last two years, its implementation has highlighted a 
number of operational challenges, which stem from lack of procedural clarity in relation 
to the manner in which the public and private sectors should interface in a 
participatory mode. These need to be bridged as a priority in order to orient the 
programme to the intended scale of response, given the huge burden of NCDs.75 With 
respect to data-gathering on NCDs, the NAP-NCD First Round of Surveillance was 
limited to one district of the country (Rawalpindi: total population 3.37 million) due to 
resource constraints. In line with recent recommendations, there is a need to expand 
the scope of NCD surveillance to a national level. Furthermore, Non-Communicable 
Diseases and Injuries information must also be supported by other data systems. 76 

                                                 
71. Pakistan Medical Research Council. National Health Survey of Pakistan 1990-94, 
Islamabad, Pakistan: Pakistan Medical Research Council, Network Publication Service, 1998. 
72. Nishtar S. Population-based Surveillance of Non-Communicable Diseases: 1st Round, 
2005. Islamabad, Pakistan: Heartfile, Ministry of Health, Pakistan and WHO; 2006.  
73. Nishtar S, Bile KM, Ahmed A, Amjad S, Iqbal A. Integrated Population-based 
Surveillance of Non-Communicable Diseases - the Pakistan model. Am J Prev Med. 2005 
29(5 Suppl 1):102-6.  
74. Nishtar S. Lessons in Tackling Chronic Diseases. BMJ 2006;333:820. 
75. Nishtar S. Prevention of Non-Communicable Diseases in Pakistan: an Integrated 
Partnership-based Model. Health Res Policy Syst. 2004;2(1):7.  
76. The World Bank. Pakistan: Public Health Surveillance System – a Call for Action. 
Islamabad, Pakistan:  Ministry of Health, World Bank, Centers for Disease Control, WHO: 
2005.   
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Risks for Non-Communicable Diseases 
 

Smoking 
 
A number of surveys have been conducted at various points in time in Pakistan to 
determine the prevalence of tobacco use as stand-alone assessments or as part of 
other knowledge, attitude and practice and larger population-based assessments. 
However, due to varying definitions, differences in evaluation methodologies, 
instruments, and the geographic confines of the surveys, their results are not strictly 
comparable. For example, 10 years ago, the National Health Survey showed that 
tobacco was consumed by 54% men and 20% women.77 However, the definition of 
tobacco included the use of all forms of tobacco. More recently, the NAP-NCD First 
Round of Surveillance has shown a prevalence of 33% in men and 4.7% women. 
However, the definition does not include other forms of tobacco use and even if these 
are included, prevalence still stands lower at 41.1% in men and 6.9% in women.78 
Given that both these surveys used the same sampling technique, it could have been 
inferred that there has been a decline in smoking prevalence. However, stating that 
would be presumptuous, given the geographic differences in both surveys (the earlier 
one being national and the latter one being regional), methodological differences and 
subtle incomparabilities in the assessment tools and definitions.  
 

Diet and physical activity 
 
The NAP-NCD First Round of Surveillance was the first survey to collect population-
based data on diet and physical activity using validated instruments according to 
parameters useful for gauging chronic disease-related risk behaviours. The data 
presented herewith show that more than 65% of the urban and 79% of the rural 
population take less than one serving of fruit a day and that more than 90% of 
Pakistan’s population consumes less than two servings of vegetables per day. These 
trends are clearly instructive for potential interventions in the area of NCD prevention 
in terms of behaviour modification on the one hand, and policy interventions to make 
fruits and vegetables more affordable and accessible, on the other.  
 
The NAP-NCD First Round of Surveillance assessed levels of physical activity with the 
GPAQ instrument where an individual is labeled either as being moderately active, 
vigorously active or inactive according to a pre-determined set of criteria in an 
instrument, which determines level of physical activity in three domains – during 
leisure, at work and during transport. Data presented herewith show a completely 
opposite trend compared to what is seen in the West. In the transport domain, more 

                                                 
77. Pakistan Medical Research Council. National Health Survey of Pakistan (1990-94). Islamabad, 
Pakistan: Ministry of Health, Government of Pakistan; 1994.  
78. Nishtar S. Population-based Surveillance of Non-Communicable Diseases: 1st Round, 2005. 
Islamabad, Pakistan: Heartfile, Ministry of Health, Pakistan and WHO; 2006. 
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than 88% of the population in both the rural and urban areas was active. However, in 
the leisure domain, more than 90% of the population reported to be inactive. The latter 
flags a public health issue, which must be the focus of concerted action.  

 
Obesity  
 
The National Health Survey of Pakistan (1990-94) used the WHO criteria for defining 
Obesity in Pakistan; overweight in adults was defined as BMI ≥ 25 and Obesity was 
defined as a BMI ≥ 30. While this is generally accepted internationally, the WHO 
Regional Office for the Western Pacific, and the International Obesity Task Force 
recommend lower cut-off points for Asians; this is based on studies demonstrating 
increased risk of co-morbidities at lower BMIs in Asians, who tend to accumulate 
abdominal fat at lower BMIs. According to the Asian criteria, overweight is defined as a 
BMI ≥ 23 and Obesity as a BMI ≥ 25. In view of this, it is now clear that the use of lower 
cut-off points in the National Health Survey of Pakistan, would have reclassified a 
greater proportion of the Pakistani population as overweight.  
 
Data on obesity in this document come from the NAP-NCD First Round of Surveillance, 
according to which Obesity has been defined according to the WHO as well as the 
Asian criteria. According to the former, more than 28.4% of the urban population and 
23.3% of the rural population in the district of Rawalpindi was labeled as being 
overweight whereas 17.4% and 7.9% in the rural and urban areas respectively, were 
found to be obese. Thus, a total of 45.8% in the urban and 31.2% in the rural areas 
were above the normal body weight. With the Asian criteria, figures were much higher: 
62.6% urban and 48.6% rural population were labeled as being overweight.  
 
The same sources also provided data for central obesity, according to the criteria: waist 
circumference of > 80 cm for females and > 90cm for males. According to this, 34.2% 
males and 60% females in the urban areas and 35.7% males and 55.5% females in 
the rural areas are reported to have central obesity. This is a grave trend since central 
obesity is a more important risk factor for coronary heart disease than total body 
adiposity, and is more closely associated with cardiovascular disease risk factors 
studied than overall adiposity as measured by BMI in studies on the Pakistani 
population. 79 

                                                 
79. Nishtar S, Wierzbicki AS, Lumb P, Hammill ML, Turner CN, Cook MA, et al. Low HDL 
and Waist Hip Ratio Predict the Risk of Coronary Artery Disease in Pakistanis. Curr Med Res 
Opin 2004: 20(1): 55-64.  
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Hypercholesterolaemia 
 
The National Health Survey of Pakistan (1990-94) defined high cholesterol as a 
random blood cholesterol of at least 200 mg/dl, and based on this definition, it 
reported high cholesterol in 20% of the population over 15 years of age. Although this 
is the only nationally represented data on cholesterol levels, it is not being used here 
because of its use of non-fasting blood samples. This document reports total 
cholesterol from a population-based cross-sectional survey on randomly selected 
adults aged over 40 years. The survey used fasting serum cholesterol greater than 200 
mg/dl as the definition of hypercholestolemia and based on this, overall, 34.7% of the 
population was labeled as hypercholestrolemic. Since biochemical analysis was not 
part of the NAP-NCD First Round of Surveillance due to resource constraints, therefore, 
a mechanism to report it on a nationally representative population sample should be 
determined for its periodic reporting. The inclusion of cholesterol profiles in the Second 
National Health Survey of Pakistan, which is currently in the planning phase, seems to 
be a viable option.  
 

Hypertension 
 
Data on Hypertension in this document comes from the National Health Survey (1990-
1994) which used the older JNC 6 definition (>140 and/or 90 mmHg) for labeling a 
person as being hypertensive. According to this survey, 17.9% of the population over 
the age of 15 years and 33% over the age of 45 years were labeled as hypertensive. A 
similar prevalence (15% over the age of 18 years and 36% over the age of 45 years) 
was reported by another survey conducted in the Northern area of Pakistan.80 The 
more recent NAP-NCD First Round of Surveillance additionally reports high blood 
pressure according to the new JNC 7 criteria.  Even using the stringent new criteria for 
blood pressure (normal blood pressure defined as systolic blood pressure of 120 and 
diastolic blood pressure of less than 80 mmHg), more than 24.3% of the population 
over the age of 18 years is reported to have high blood pressure in the district of 
Rawalpindi. High prevalence of high blood pressure is an important proxy indicator of 
the burden of NCDs in a population and reiterates the need to rethink the rationale for 
current resource allocation patterns in public health in Pakistan.  
 

                                                 
80. Shah SM, Luby S, Rahbar M, Khan AW, McCormick JB. Hypertension and its 
Determinants among Adults in High Mountain Villages of the Northern Areas of Pakistan. J 
Hum Hypertens 2001;15(2):107-12 
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Indicator:  NCD 1. Prevalence of smoking  
 

Definition: Percentage of the population smoking tobacco (cigarettes, beeri, hukka) on a 
daily or occasional basis vis-à-vis those who smoked in the past and those who never 
smokeda.  

 
Chart NCD 1. Prevalence of smoking – by place of residence and gendera 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table NCD 1. Prevalence of smoking – by place of residence and gendera 

 

Urban Rural 
Smoking Status 

Male Female Total Male Female Total 

Smoker 27.3 1.7 11.8 36.6 6.9 19.7 

Past Smoker 8.4 2.2 4.6 9.1 0.2 4.1 

Never Smoked 64.3 96.1 83.6 54.3 92.9 76.1 
 

a. Heartfile. Population-based Surveillance of Non-Communicable Diseases: 1st round, 2005. 
Islamabad, Pakistan:  Heartfile, Ministry of Health and World Health Organization; 2006. 
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Indicator:  NCD 2. Prevalence of smokeless tobacco use  
 

Definition: Percentage of the population using smokeless tobacco (naswar) on a daily or 
occasional basis vis-à-vis those who used it in the past or those who never used it a.  

 
Chart NCD 2. Prevalence of smokeless tobacco use – by place of residence and 
gendera 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table NCD 2. Prevalence of smokeless tobacco use – by place of residence and 
gendera 

 
Urban Rural Smokeless 

Tobacco Use Male Female Total Male Female Total 

User 7.3 1.4 3.7 8.9 2.4 5.2 

Past User 1.5 0.5 0.9 4.3 1.7 2.8 

Never Used 91.1 98.0 95.4 86.8 95.9 91.9 
 

a. Heartfile. Population-based Surveillance of Non-Communicable Diseases: 1st round, 2005. 
Islamabad, Pakistan:  Heartfile, Ministry of Health and World Health Organization; 2006. 
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Indicator:  NCD 3. Prevalence of passive smoking  
 

Definition: Percentage of the population exposed to passive smoking on a daily or 
occasional basis vis-à-vis those who are never exposed a.  

 
Chart NCD 3. Prevalence of passive smoking – by place of residence and gendera 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table NCD 3. Prevalence of passive smoking – by place of residence and gendera 

 

Urban Rural 
Exposure Status 

Male Female Total Male Female Total 

Exposed daily 50.9 41.5 45.5 46.6 28.1 36.6 
Exposed several 
times a week 16.6 8.0 11.6 12.5 10.3 11.3 

Exposed once a 
week 10.4 11.3 10.9 7.2 6.8 7.0 

Never exposed 22.1 39.2 32.0 33.7 54.7 45.1 
 

a. Heartfile. Population-based Surveillance of Non-Communicable Diseases: 1st round, 2005. 
Islamabad, Pakistan:  Heartfile, Ministry of Health and World Health Organization; 2006. 
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Indicator:  NCD 4. Number of fruit and vegetable servings consumed per day  
 

Definition: Percentage of the population consuming different portions of fruits and 
vegetables per day. Portions for fruits were calculated based on the STEPS nutrition 
module, in which the number of servings per day was calculated using the following: total 
fruits per week multiplied by the number of fruits in a serving and then dividing it by 7 
(number of days in a week). Portions for vegetables were also calculated similarly81. 

 
Chart NCD 4a. Number of fruit servings consumed per day – by place of residence 
and gendera 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                 
81. World Health Organization. STEPS Instruments for NCD Risk Factors (Version 1.4). Geneva, 
Switzerland: 2003. http://www.who.int/ncd_surveillance (accessed Sep 2006) 
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Chart NCD 4b. Number of vegetable servings consumed per day – by place of 
residence and gendera 

 
 
Table NCD 4a&b. Percentage of the population consuming various servings of fruits 
and vegetables per day – by place of residence and gendera 
 

 Urban Rural 

Fruit Intake Male Female Total Male Female Total 

No intake 65.3 65.1 65.2 81.6 78.6 79.9 

One serving a day 25.1 24.1 24.5 13.3 15.7 14.6 

2 or more servings a day 9.6 10.8 10.3 5.1 5.7 5.4 

Vegetable Intake 

Less than 2 servings a day 93.1 91.1 91.9 92.6 92.8 92.7 

2 or more servings a day 6.9 8.9 8.1 7.4 7.2 7.3 

 
a. Heartfile. Population-based Surveillance of non-communicable diseases: 1st round, 2005. Islamabad, 

Pakistan:  Heartfile, Ministry of Health and World Health Organization; 2006. 
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Indicator:  NCD 5. Percentage of physically active population 
 
5a. Physically active during work 
 

Definition: Percentage of the population physically active during work, based on the 
GPAQ STEPS module82. 

 
Chart NCD 5a. Level of physical activity during work - by place of residencea 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table NCDs 5a. Level of physical activity during work, expressed in degree of activity 
i.e., inactive, moderate and vigorously active - by place of residencea 

 
Urban  Rural  Degree of  

Physical Activity Male Female Total Male Female Total 

Inactive 79.2 83.0 81.5 69.4 64.3 66.5 

Moderately active 5.0 2.0 3.2 7.0 8.0 7.6 

Vigorously active 15.8 14.9 15.3 23.6 27.7 25.9 

 

                                                 
82. World Health Organization. STEPS Instruments for NCD Risk Factors (Version 1.4). Geneva, 
Switzerland: 2003. available at the URL http://www.who.int/ncd_surveillance (accessed Sep 2006) 

Urban

0

20

40

60

80

100

Male Female

Pe
rc

en
ta

ge

Inact ive M oderat ely act ive
V igoro usly act ive

Rural

0

20

40

60

80

100

Male Female

Pe
rc

en
ta

ge

Inact ive M oderat ely act ive
V igorously act ive



The GATEWAY Health Indicators 

 122 

 
5b. Physically active for transport  
 

Definition: Percentage of the population physically active for transport, based on the 
GPAQ STEPS modulea. 

 
Chart NCD 5b. Level of physical activity for transport – by place of residencea 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table NCD 5b. Level of physical activity for transport, expressed in degree of activity 
i.e., inactive, and some walking/cycling– by place of residencea 

 

Urban  Rural  Degree of  
Physical Activity Male Female Total Male Female Total 

Inactive 12.3 9.7 10.7 11.1 12.6 11.9 

Physically active 87.7 90.3 89.3 88.9 87.4 88.1 
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5c. Physically active during leisure   
 

Definition: Percentage of the population physically active during leisure, based on the 
GPAQ STEPS modulea. 

 
 
Chart NCD 5c. Level of activity during leisure – by place of residencea 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table NCD 5c. Level of activity during leisure, expressed in degree of activity i.e., 
inactive, moderate and vigorously active – by place of residencea 

 

Urban  Rural  Degree of  
Physical Activity Male Female Total Male Female Total 

Inactive 90.2 92.6 91.6 91.8 91.1 91.4 

Physically active 9.8 7.5 8.3 8.2 8.9 8.6 

 
a. Heartfile. Population-based Surveillance of Non-Communicable Diseases: 1st round, 2005. Islamabad, 

Pakistan: Heartfile, Ministry of Health and World Health Organization; 2006.  
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Indicator:  NCD 6. Percentage of adult population with normal BMI vis-à-vis  
underweight, overweight and obese  

 
Definition: Percentage of the adult population:  
• underweight as defined by the WHO criteria83,84 of Body Mass Index (BMI) 

below 19 and the Asian criteria85,86 of BMI < 18.5;  
• with a normal BMI as defined by the WHO criteria of BMI 19-24.9 and the 

Asian criteria of BMI 18.5-22.9;  
• overweight as defined by the WHO criteria of BMI 25-29.9 and the Asian 

criteria of BMI 23-24.9; 
• obese as defined by the WHO criteria of BMI 30 and above and Asian criteria 

of BMI 25 and above. 
 
Chart NCD 6a.  Percentage of adult population with normal BMI vis-à-vis underweight, 
overweight and obese – based on WHO criteria 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
83. WHO. Physical status: the Use and Interpretation of Anthropometry. Report of a WHO Expert 
Committee. WHO Technical Report Series 854. Geneva: World Health Organization, 1995. 
84. WHO. Obesity: Preventing and Managing the Global Epidemic. Report of a WHO Consultation. 
WHO Technical Report Series 894. Geneva: World Health Organization, 2000. 
http://www.who.int/bmi/index.jsp?introPage=intro_3.html 
85. WHO/IASO/IOTF. The Asia-Pacific Perspective: Redefining Obesity and its Treatment. Health 
Communications Australia: Melbourne, 2000.  
86. James WPT, Chen C, Inoue S. Appropriate Asian Body Mass Indices? Obesity Review, 2002; 3:139. 
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Chart NCD 6b. Percentage of adult population with normal BMI vis-à-vis underweight 
and overweight – based on Asian criteria 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table NCD 6. Percentage of adult population with normal BMI vis-à-vis underweight, 
overweight and obese – based on WHO and Asian criteria 
 

Urban Rural 
 

Male Female Total Male Female Total 
WHO Criteria 
Underweight 9.6 8.4 8.9 16.1 15.4 15.7 
Normal 51.6 41.3 45.4 57.4 49.7 53.1 
Overweight 26.0 29.9 28.4 20.6 25.4 23.3 
Obese 12.8 20.3 17.4 5.9 9.5 7.9 
Asian Criteria 
Underweight 7.7 7.4 7.5 13.9 12.2 13.0 
Normal 36.0 25.9 29.9 43.2 34.6 38.4 
Overweight 56.2 66.7 62.6 42.9 53.2 48.6 

 
a. Heartfile. Population-based Surveillance of Non-Communicable Diseases: 1st round, 2005. Islamabad, 

Pakistan:  Heartfile, Ministry of Health and World Health Organization; 2006. 
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Indicator:  NCD 7. Percentage of adult population with central obesity 
 

Definition: Waist circumference of >80cm for females >90cm for males. 
 
Chart NCD 7. Percentage of adult population with central obesitya 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
Table NCD 7. Percentage of adult population with central obesitya 
 

Urban Rural 
 

Male Female Total Male Female Total 
Normal (%) 65.8 39.8 50.1 64.3 44.5 53.2 
Central obesity (%) 34.2 60.2 49.9 35.7 55.5 46.8 

 
a. Heartfile. Population-based Surveillance of Non-Communicable Diseases: 1st round, 2005. Islamabad, 

Pakistan:  Heartfile, Ministry of Health and World Health Organization; 2006. 
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Indicator:  NCD 8. Prevalence of Hyperlipidemia    
 

Definition: A fasting serum cholesterol level of ≥200 mg/dl among males and females 
over 40 years of age a.   

 
 
Table NCD 8. Percentage of the population with Hyperlipidemia a 
 

 Male Female Total 
Cholesterol ≥ 200mg/dl 31.3 38.1 34.7 

 
 

a. Jafer TH, et al.  Heart Disease Epidemic in Pakistan: Women and Men at Equal risk; Am 
Heart J, August 2005; 150:221-6
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Indicator:  NCD 9. Prevalence of High Blood Pressure    
 

Definition: Blood pressure >140 mmHg systolic and/or 90 mmHg diastolic and/or taking 
anti-hypertensive medicationa. 

 
Chart NCD 9. Percentage of the population with High Blood Pressurea 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 

 
Table NCD 9. Percentage of the population with High Blood Pressurea 
 

Urban Rural 
 

Male Female Total Male Female Total 
18-44 years 19.1 12.3 15.7 14 9.4 11.7 
45 years and above 36.9 45.8 41.3 25.9 31.2 28.7 

 
a. Pakistan Medical Research Council. National Health Survey of Pakistan – Health Profile of the People of 

Pakistan. Islamabad, Pakistan: Federal Bureau of Statistics and Pakistan Medical Research Council: 1994.   
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Coronary Artery Disease and Stroke 
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Coronary Artery Disease  
 
With reference to Coronary Artery Disease (CAD) morbidity, observational studies 
dating back to the early 1960s in Pakistan reported an increase in the number of 
patients hospitalized for manifestations of CAD.87,88 A more recently conducted 
population-based survey on individuals above the age of 40, defining CAD as the 
composite outcome of abnormalities indicative of definite or probable CAD based on 
Minnesota classification of ECG or past history of heart attack, has shown an overall 
prevalence of 26.9% in men and 30% in women. This indicates that one in four middle-
aged adults in the city of Karachi in Pakistan has prevalent CAD, with the risk being 
uniformly high in the young, and in women.89 Autopsy data also support high 
prevalence showing coronary artery involvement (of greater than 50% luminal diameter 
reduction) in more than 24% of those studied.90 Currently, population-based data on 
CAD is available from one city of the country only. The feasibility of introducing a 
module into instruments such as the NAP-NCD First Round of Surveillance and the 
Second National Health Survey of Pakistan should be explored with careful attention to 
complexities in the diagnosis of CAD at the population level and the validity of existing 
instruments for the Pakistani population. Mortality data on CAD in this document come 
from the Pakistan Demographic Survey, details of which have been discussed on pg. 
21. 
 

Stroke  
 
There are no nationally or regionally representative population-based data on Stroke in 
Pakistan. Data on Stroke in this document come from a cross-section survey 
conducted on one ethnic community within the city of Karachi as this is the only 
population-based data available; notwithstanding issues of representativness, this 
does provide an insight into the existing burden of Stroke within an urban community, 
showing that 4.8% of the adult population over the age 40 years suffered from a 
Stroke, which represents a fairly high burden.91  With reference to ongoing data 
collection on Stroke, the two options include: using risk factor burden (raised blood 
pressure) as a proxy for the burden of Stroke or the setting up of population-based 
Stroke registries, which can enable the collection of mortality and morbidity data on 
Stroke in populations. Both should receive due attention. 
 

                                                 
87. Beg MA, Siddiqui KM, Abbassi AS, Ahmed N. Atherosclerosis in Karachi. J Pak Med 
Assoc 1967;17:236. 
88. Raza M, Hashmi JA, Abassi AS, Beg MA, Ahmed NA, Siddiqui MK, et al. Epidemiological 
Study of Heart Disease in a Pakistani community. J Pak Med Assoc 1970;20:389. 
89. Jafar T H, Jafary FH, Jessani S, Chaturvedi N. Heart Disease Epidemic in Pakistan: Women 
and Men at Equal Risk. Am Heart J 2005;150:221-6.    
90. Sattar AB, Khan B. Atherosclerosis in Karachi; a Study of an Unselected Autopsy Series. 
Part 1. J Pak Med Assoc 1967;17:245. 
91.  Jafar TH. Blood Pressure, Diabetes, and Increased Dietary Salt Associated with Stroke – 
Results from a Community-based Study in Pakistan.  J Hum hyperten 2006; 0:1-3. 



The GATEWAY Health Indicators 

 132 

 
Indicator:  CS 1. Prevalence of Coronary Artery Disease 
 

Definition: Coronary Artery Disease is defined as the composite outcome of abnormalities 
indicative of definite or probable CAD based on the Minnesota classification of ECG or past 
history of heart attacka.  

 
Table NCD 10. Percentage of the population with Coronary Artery Diseasea 
 

Prevalence Male Female Total 
Coronary Artery Disease 23.7 30.0 26.9 

 
a. Jafer TH, et al.  Heart Disease Epidemic in Pakistan: Women and Men at equal risk; Am 

Heart J 2005;150:221-6 
 
 

Indicator:  CS 2. Prevalence of Stroke 
 
 

Definition: Stroke is defined as an affirmative answer to the following ‘have you ever had 
a Stroke or Stroke-like illness in which part of your body was paralyzed for more than 24 
hours?’ Respondents were explained that paralysis refers to sudden weakness or 
numbness in any part of the bodya. 

 
Table NCD 11. Percentage of the population with Strokea 
 
 

 
a. Jafar TH. Blood Pressure, Diabetes, and Increased Dietary Salt Associated with Stroke – 

Results from a Community-based Study in Pakistan.  J Hum hyperten 2006;0:1-3. 
 

 Total 
Stroke 4.8 
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Diabetes Mellitus 
 
Conducted in the mid-1990s, the National Diabetes Survey of Pakistan was a phased 
nationwide prevalence study of Diabetes; this survey documented prevalence of 
Diabetes and Impaired Glucose Tolerance (IGT) in four provinces of the country utilizing 
similar study protocols and standardized WHO definitions for diagnosis. Overall glucose 
intolerance (diabetes and IGT combined) was present in 22-25% of the subjects 
examined. However, some differences were observed across provinces; in the urban 
areas, prevalence of Diabetes ranged from 10.8 % in Balochistan to 16.5% in Sindh, 
whereas in the rural areas, prevalence ranged from 6.39% in Punjab to 13.9% in 
Sindh. The overall prevalence of IGT in these surveys ranged from 5.3% to 
11.5%.92,93,94 
 
The results of these provincial surveys were recently amalgamated. Overall prevalence 
in women was found to be 3.5% in urban and 2.5% in the rural areas, whereas overall 
prevalence of Diabetes in men was 6% in urban and 3.3% in rural areas. IGT in urban 
versus rural areas was 6.3% in men and 14.2% in women against 6.9% in men and 
10.9% in women, respectively. Overall glucose intolerance (DM +IGT) was 22.04% in 
urban and 17.15% in rural areas.95 
 
It is generally agreed that in relation to Diabetes prevalence, there is sufficient 
evidence at present and that with reference to resource allocations, it is more 
appropriate to invest in public health interventions rather than repeating surveys in the 
short term. Over the long term, however, the availability of data on an ongoing basis 
would be a prerequisite for effective public health planning.  
 
With reference to ongoing data collection, the inclusion of Diabetes in the NAP-NCD 
First Round of Surveillance entailed adding information obtained from blood samples; 
this was not feasible in the short term due to resource constraints. As an alternative, 
physical measurement of waist circumference are used as a proxy for the risk of 
Diabetes. However, future efforts in upgrading the surveillance system will be 
structured to allow a more comprehensive assessment, expanding this approach to 
include laboratory assessments.   
 

                                                 
92. Shera A S, Rafique G, Khuwaja IA, Ara J, Baqai S, King H. Pakistan National Diabetes 
Survey: Prevalence of Glucose Intolerance and Associated Factors in Shikarpur, Sindh province. 
Diabet Med 1995;12(12):1116-21. 
93. Shera A S, Rafique G, Khwaja IA, Baqai S, Khan IA, King H, et al. Pakistan National 
Health Survey: Prevalence of Glucose Intolerance and Associated Factors in North West 
Frontier Province (NWFP) of Pakistan. J Pak Med Assoc 1999;49(9):206-11. 
94. Shera A S, Rafique G, Khawaja IA, Baqai I, King H. Pakistan National Diabetic Survey: 
Prevalence of Glucose Intolerance and Associated Factors in Balochistan province. Diabetes Res 
Clin Pract 1999;44(1):49-58. 
95. Shera AS, Jawad F, Maqsood A, Prevalence of Diabetes in Pakistan: Diabetes Research and 
Clinical Practice, Elsevier (accepted for publication 2006).  
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Indicator:  DM 1. Prevalence of Type II Diabetes  
Indicator:  DM 2. Prevalence of Impaired Glucose Tolerance  
 

Definition: Prevalence of Diabetes and Impaired Glucose Tolerance in population 
over 25 years of age. Prevalence of Diabetes is defined as fasting glucose of ≥ 140 
mg/dl or 2 hour post 75 g glucose load ≥ 200 mg/dl; Impaired Glucose Tolerance is 
defined as blood glucose level of ≥140 mg/dl and ≤199 mg/dl, two-hour post 75 gm 
glucose load96. 

 
Table DM 1. Percentage of the population with Diabetes and Impaired Glucose 
Tolerance a-e 

 

Province Diabetes (%) Impaired Glucose Tolerance   
(%) 

 Urban Rural Urban  Rural 

Sindha 16.5 13.9 10.4 11.2 

Balochistanb 10.8 7.5 10.4 7.4 

NWFPc - 12.0  9.4 

Punjabd 13.2 6.3 11.5 5.4 
Overall prevalence 
(women)e 3.5 2.5 14.2 10.9 

Overall prevalence 
(men)e 6.0 3.3 6.3 6.9 

 

a. Shera AS, Rafique G, Khawaja I A, Pakistan National Diabetic Survey: Prevalence of Glucose 
Intolerance and Associated Factors in Shikarpur, Sindh province. Diabetic Med 1995; 15:539-
553 

b. Shera AS, Rafique G, Khawaja I A, Baqai S, King H, Pakistan National Diabetic Survey: 
Prevalence of Glucose Intolerance and Associated Factors in Balochistan province. Diabetes 
Res Clin Pract 1999; 44(1):49-58 

c. Shera A S, Rafique G, Khawaja I A, Baqai S, Khan I A, King H, et al. Pakistan National Health 
Survey: Prevalence of Glucose Intolerance and Asociated Factors in North West Frontier 
Province(NWFP) of Pakistan. J Pak Med Assoc 1999; 49(9): 206-211 

d. Diabetic Association of Karachi and World Health Organization Surveys (1994-1998) 

e. Shera AS, Jawad F, Maqsood A, Prevalence of Diabetes in Pakistan: Diabetes Research and 
Clinical Practice (accepted for publication 2006)  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                 
96. Diabetic Association of Karachi and World Health Organization Surveys (1994-1998) 
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Cancers 
 
Amongst the non-communicable diseases addressed in this document, incidence data 
is available only for cancers. Data from the Karachi South Cancer Registry show that 
the Age Standardized Incidence Rates (ASIR) for all cancers, except those of the urinary 
bladder and skin, have increased as evidenced by ASIRs in 1998-2002 in comparison 
to data in 1995-97.97 
 
The commonest Cancer sites amongst males in Pakistan are lungs, oral cavity and 
larynx while the commonest Cancer sites amongst females are breast, oral cavity and 
gall bladder. Amongst children, Leukaemias are the most common group in both 
genders, followed by lymphomas in males and malignancies of the brain in females 
and vice versa for the third most common cancer. Malignancies of the bone are the 
fourth most common group in both genders. 
 
Incidence rates of cancers of the breast and mouth in Karachi are one of the highest in 
Asia.98 On the other hand, data on clinical and radiological screening for Breast Cancer 
show that a huge gap needs to be bridged since more than 98% women have not been 
radiologically screened for Breast Cancer and more than 90% have never had a clinical 
examination.   
 
A continuous monitoring system with comparable data sources is a prerequisite for 
determining trends in Cancer incidence over time. It is conventional to set up cancer 
registries for this purpose. However, caution needs to be exercised as stimulating too 
many registries is neither feasible nor essential. It is better, by far, to have just a few 
that are good and conform to international standards than many that are not and 
better to extrapolate to comparable populations from a good registry than to draw 
inferences from a poor one on site. Within this context, support should be provided to 
mature cancer registries.   

                                                 
97 . Bhurgri Y, Bhurgri A, Hasan SH, Usman A, Hashmi KZ, Khurshid M, et al. Pakistan, 
South Karachi. In Parkin, DM, Whelan SL, Ferlay J, Teppo L, Thomas DB editors. Cancer 
Incidence in the Five Continent, Vol. VIII: IARC Scientific Publications No. 155; Lyon, 
France, 2003. 
98 . Bhurgri Y, Bhurgri A, Hassan SH, Zaidi SHM, Sankaranarayanan R, Parkin DM. Cancer 
Incidence in Karachi, Pakistan: First Results from Karachi Cancer Registry. Int J Cancer 
2000;85(3):325-9. 
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Indicator:  C 1. Percentage of women clinically screened for Breast Cancer  
Indicator:  C 2. Percentage of women radiologically screened for Breast 

Cancer  
 

Definition: Percentage of women over 18 years of age who have had a clinical or 
radiological examination of breasts in the past five years99. 

 
Chart C 1. Percentage of women clinically screened for Breast Cancer – by place of 
residence a  

 
Chart C 2. Percentage of women who have had a mammogram in the past five years – 
by place of residence a   

 
                                                 
99. Heartfile. Population-based surveillance of non communicable diseases: 1st round, 2005. Islamabad, 
Pakistan:  Heartfile, Ministry of Health and World Health Organization; 2006. 
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Table C 1&2. Percentage of women clinically and radiologically screened for Breast 
Cancer – by place of residence a  
 
 

Urban Rural 
Type of Examination 

Yes No Yes No 

Clinical 9.5 90.5 4.8 95.2 

Radiological 2.5 97.5 0.7 99.3 

 
 

a. Heartfile. Population-based surveillance of non communicable diseases: 1st round, 2005. Islamabad, Pakistan:  
Heartfile, Ministry of Health and World Health Organization; 2006. 
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Indicator:  C 3. Age Standardized Incidence Rate of Breast Cancer 

 
Definition: Incidence rates are calculated based on the 1998 census for Karachi and an 
annual growth rate of 1.94%. Standardized Incidence Rate was calculated with an 
external reference population, the world population with a given standard age distribution. 
The methodology applied was direct standardization, using 5-year age groups. The rates 
given are the annual incidence per 100,000 population, averaged over the number of 
years for which data are presented a.  

 
Chart C 3. Age Standardized Incidence Rate of Breast Cancer – by gender (1995-
2002) a 
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Table C 3. Age Standardized Incidence Rate of Breast Cancer – by gender (1995-
2002) a 
 

 1995-97 1998-2002 

Male 0.6 1.0 

Female 53.8 69.1 

 
a. Karachi South Cancer Registry & International Association for Research on Cancer. 2005  
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Indicator:  C 4. Age Standardized Incidence Rate of Cancer of the Mouth 

 
Definition: Incidence rates are calculated based on the 1998 census for Karachi and 
an annual growth rate of 1.94%. Standardized Incidence Rate was calculated with an 
external reference population, the world population with a given standard age 
distribution. The methodology applied was direct standardization, using 5-year age 
groups. The rates given are the annual incidence per 100,000 population, averaged 
over the number of years for which data are presented a. 

 
Chart C 4. Age Standardized Incidence Rate of Cancer of the Mouth – by gender 
(1995-2002) a 
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Table C 4. Age Standardized Incidence Rate of Cancer of the Mouth – by gender 
(1995-2002) a 
 
 

 1995-97 1998-2002 

Male 15.6 22.5 

Female 15.5 20.4 

 
a. Karachi South Cancer Registry & International Association for Research on Cancer, 2005  
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Indicator:  C 5. Age Standardized Incidence Rate of Lung Cancer 

 
Definition: Incidence rates are calculated based on the 1998 census for Karachi and 
an annual growth rate of 1.94%. Standardized Incidence Rate was calculated with an 
external reference population, the world population with a given standard age 
distribution. The methodology applied was direct standardization, using 5-year age 
groups. The rates given are the annual incidence per 100,000 population, averaged 
over the number of years for which data are presented a.  

 
Chart C 5. Age Standardized Incidence Rate of Lung Cancer – by gender(1995-2002)a 
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Table C 5. Age Standardized Incidence Rate of Lung Cancer – by gender (1995-2002)a 
 

 1995-97 1998-2002 

Male 21.0 25.5 

Female 2.9 4.2 

 
a. Karachi South Cancer Registry & International Association for Research on Cancer, 2005   
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Indicator:  C 6. Age Standardized Incidence Rate of Cancer of the Larynx 

 
Definition: Incidence rates are calculated based on the 1998 census for Karachi and an 
annual growth rate of 1.94%. Standardized Incidence Rate was calculated with an 
external reference population, the world population with a given standard age distribution. 
The methodology applied was direct standardization, using 5-year age groups. The rates 
given are the annual incidence per 100,000 population, averaged over the number of 
years for which data are presented a.  

 
Chart C 6. Age Standardized Incidence Rate of Cancer of the Larynx – by gender 
(1995-2002) a 
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Table C 6. Age Standardized Incidence Rate of Cancer of the Larynx – by gender 
(1995-2002) a 
 

 1995-97 1998-2002 

Male 8.8 11.8 

Female 1.5 1.7 

 
a. Karachi South Cancer Registry & International Association for Research on Cancer, 2005.  
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Indicator:  C 7. Age Standardized Incidence Rate of Urinary Bladder Cancer 

 
Definition: Incidence rates are calculated based on the 1998 census for Karachi and an 
annual growth rate of 1.94%. Standardized Incidence Rate was calculated with an 
external reference population, the world population with a given standard age distribution. 
The methodology applied was direct standardization, using 5-year age groups. The rates 
given are the annual incidence per 100,000 population, averaged over the number of 
years for which data are presented a.  

 
Chart C 7. Age Standardized Incidence Rate of Urinary Bladder Cancer – by gender 
(1995-2002) a 
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Table C 7. Age Standardized Incidence Rate of Urinary Bladder Cancer – by gender 
(1995-2002) a 
 

 1995-97 1998-2002 

Male 9.0 9.9 

Female 3.6 2.8 

 
a. Karachi South Cancer Registry & International Association for Research on Cancer, 2005 
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Indicator:  C 8. Age Standardized Incidence Rate of Skin Cancer 

 
Definition: Incidence rates are calculated based on the 1998 census for Karachi and an 
annual growth rate of 1.94%. Standardized Incidence Rate was calculated with an 
external reference population, the world population with a given standard age distribution. 
The methodology applied was direct standardization, using 5-year age groups. The rates 
given are the annual incidence per 100,000 population, averaged over the number of 
years for which data are presented a.  

 
Chart C 8. Age Standardized Incidence Rate of Skin Cancer – by gender (1995-2002)a 
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Table C 8. Age Standardized Incidence Rate of Skin Cancer – by gender (1995-2002)a 
 
 

 1995-97 1998-2002 

Male 5.3 5.2 

Female 5.8 5.6 

 
a. Karachi South Cancer Registry & International Association for Research on Cancer, 2005  
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Indicator:  C 9. Age Standardized Incidence Rate of Prostate Cancer 

 
Definition: Incidence rates are calculated based on the 1998 census for Karachi and an 
annual growth rate of 1.94%. Standardized Incidence Rate was calculated with an 
external reference population, the world population with a given standard age distribution. 
The methodology applied was direct standardization, using 5-year age groups. The rates 
given are the annual incidence per 100,000 population, averaged over the number of 
years for which data are presented a.  

 
Chart C 9. Age Standardized Incidence Rate of Prostate Cancer (1995-2002) a 
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Table C 9. Age Standardized Incidence Rate of Prostate Cancer (1995-2002) a  
 

 1995-97 1998-2002 

Male 5.3 9.8 

 
a. Karachi South Cancer Registry & International Association for Research on Cancer, 2005  
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Indicator:  C 10. Age Standardized Incidence Rate of Cancer of the 

Colorectum  
 

Definition: Incidence rates are calculated based on the 1998 census for Karachi and an 
annual growth rate of 1.94%. Standardized Incidence Rate was calculated with an 
external reference population, the world population with a given standard age distribution. 
The methodology applied was direct standardization, using 5-year age groups. The rates 
given are the annual incidence per 100,000 population, averaged over the number of 
years for which data are presented a.  

 
Chart C 10. Age Standardized Incidence Rate of Cancer of the Colorectum – by 
gender (1995-2002)a 
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Table C 10. Age Standardized Incidence Rate of Cancer of the Colorectum – by 
gender (1995-2002)a 
 

 1995-97 1998-2002 

Male 5.4 7.8 

Female 5.5 5.2 

 
a. Karachi South Cancer Registry & International Association for Research on Cancer, 2005  
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Indicator:  C 11. Age Standardized Incidence Rate of Cancer of the 

Esophagus 
 

Definition: Incidence rates are calculated based on the 1998 census for Karachi and an 
annual growth rate of 1.94%. Standardized Incidence Rate was calculated with an 
external reference population, the world population with a given standard age distribution. 
The methodology applied was direct standardization, using 5-year age groups. The rates 
given are the annual incidence per 100,000 population, averaged over the number of 
years for which data are presented a.  

 
Chart C 11. Age Standardized Incidence Rate of Cancer of the Esophagus – by 
gender (1995-2002) a  
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Table C 11. Age Standardized Incidence Rate of Cancer of the Esophagus – by 
gender (1995-2002)a 
 

 1995-97 1998-2002 

Male 6.5 6.3 

Female 6.9 8.6 

 
a. Karachi South Cancer Registry & International Association for Research on Cancer, 2005  
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Indicator:  C 12. Age Standardized Incidence Rate of Lymphoma 

 
Definition: Incidence rates are calculated based on the 1998 census for Karachi and an 
annual growth rate of 1.94%. Standardized Incidence Rate was calculated with an 
external reference population, the world population with a given standard age distribution. 
The methodology applied was direct standardization, using 5-year age groups. The rates 
given are the annual incidence per 100,000 population, averaged over the number of 
years for which data are presented a.  

 
Chart C 12. Age Standardized Incidence Rate of Lymphoma – by gender (1995-2002)a  
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Table C 12. Age Standardized Incidence Rate of Lymphoma – by gender (1995-2002)a 
 

 1995-97 1998-2002 

Male 7.9 9.6 

Female 4.4 7.2 

 
a. Karachi South Cancer Registry & International Association for Research on Cancer, 2005  
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Other Chronic Conditions  
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Other Chronic Conditions  
 
Renal impairment:  Population-based data on Renal Impairment in this 
document come from the National Health Survey of Pakistan, 1994. This document 
defines Renal Impairment as a combination of renal insufficiency and blood chemistry 
suggestive of renal problems. Renal insufficiency is a well-described clinical condition 
in which blood urea nitrogen is over 40 mg/dl and creatinine is over 1.2 mg/dl. 
Chemistry suggestive of renal problems is creatinine over 1.2 mg/dl. On a population 
basis, creatinine levels are a measure of the magnitude of kidney problems while not 
being a precise clinical definition.  Based on this definition, 1% of the urban and 1.6% 
of the rural population suffers from chronic renal diseases. Chronic kidney problems in 
Pakistan are known to increase with age. Since the prevalence of renal diseases is less 
than 5% in the general population, very large sample sizes are needed to get 
prevalence estimates. For this reason, it may be feasible to gather population-based 
information on renal diseases only through the 10 yearly interview/examination survey 
recommended in this document.  
 

Chronic Bronchitis:  The National Health Survey of Pakistan 1994 estimated 
the burden of Chronic Bronchitis based on history-based criteria. Its findings showed 
that over the age of 45 years, 5.4% of the population in the urban and 6.7% of the 
population in the rural areas suffers from Chronic Bronchitis. Prevalence increased 
over the age of 65 years; in this age group, prevalence was estimated at 14% among 
rural females and 6% among rural males. It has been hypothesized that higher rates of 
Chronic Bronchitis observed in females in the rural areas is attributed to high levels of 
indoor air pollution due to cooking over smoking fires. However, there is a need to 
demonstrate such causal associations and their determinants so that precise targets 
for preventive interventions can be developed.   
 
Several issues are involved in assessing the magnitude of the burden of Chronic 
Bronchitis in general and Chronic Obstructive Pulmonary Disease in particular, within 
populations. Mortality data under-represents Chronic Respiratory Disease (CRD) as it is 
under-diagnosed and often not listed either as a primary or a contributory cause of 
death. Few countries have good population-based data due to lack of a uniform set of 
diagnostic criteria. In addition, there are issues with estimating the prevalence of CRD 
accurately, for which measurement of airflow obstruction is necessary. These 
considerations explain the paucity of population-based data on CRD in Pakistan. Within 
this context, it is necessary to partner with global efforts to assist with the development 
of globally acceptable criteria for the diagnosis of CRDs and inexpensive 
methodologies to monitor COPD, suitable for use in the developing countries.100  
 

                                                 
100. Nishtar S, et al. National Action Plan for Non-communicable disease prevention, control 
and health promotion in Pakistan. Islamabad, Pakistan: Heartfile, Ministry of Health and World 
Health Organization; 2003.  
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Indicator:  RI. Prevalence of Renal Impairment  
 

Definition: Renal Impairment is defined as a creatinine level ≥1.2 mg/dl (measured in 
blood from a finger prick or vein) at a population level in individuals over 40 years of agea. 

 
Chart RI. Percentage of the population with Renal Impairment – by area of residencea 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 

Table RI. Percentage of the population with Renal Impairment – by area of residencea 

 
Urban Rural 

 
Male Female Total Male Female Total 

Renal Impairment 1.22 0.82 1.0 1.96 1.29 1.60 
 

a. Pakistan Medical Research Council. National Health Survey of Pakistan, 1990-94. Islamabad, Pakistan: 
Government of Pakistan, 1998.
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Indicator:  CB. Prevalence of Chronic Bronchitis    
 

Definition: Chronic Bronchitis is cough with phlegm for three months or more and for 
three years or morea. 

 
Chart CB. Percentage of the population with Chronic Bronchitis – by area of residencea 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 

Table CB. Percentage of the population with Chronic Bronchitis – by area of residencea 

 
Urban Rural 

Age Categories 
Male Female Total Male Female Total 

18 – 44 yrs 2 3.1 2.5 1.8 4.0 2.9 
45 yrs and above 6.4 4.5 5.4 4.8 8.7 6.7 

 
a. Pakistan Medical Research Council. National Health Survey of Pakistan, 1990-94. Islamabad, Pakistan: 

Government of Pakistan, 1998.
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Mental Illnesses 
  
 
Prevalence data on mental illnesses in this document come from a meta-analysis of a 
series of community-based epidemiological surveys conducted in Pakistan.101 The 
surveys used a locally suited instrument – the Bradford Somatic Inventory, which was 
based on somatic symptoms reported by psychiatric patients as opposed to psychiatric 
symptoms in view of the understanding that patients in the Pakistani culture with 
minor mental illnesses express their stress as somatic symptoms. These surveys 
showed a 10-25% prevalence of common mental illnesses amongst men and 22-66% 
amongst women. However, what was unusual in these surveys was that women living 
in the rural areas experienced higher level of stress as compared to those in the urban 
areas.102 Classically, poor social conditions in the urban areas of developing countries 
are considered to be the underlying factor responsible for higher psychiatric morbidity 
observed in these settings.103 The report has important implications, given that 66% of 
the population in Pakistan lives in the rural areas.104  In all the aforementioned 
surveys, women were found to experience increased levels of stress compared with 
men - both in the urban and rural areas; this is in conformity with data from all over the 
world, where women are known to have increased psychiatric morbidity;105 however, 
the gap appears wider in Pakistan. Factors relevant to women such as lack of control 
over their lives, low literacy rate, poverty, large family sizes, overcrowding and poor 
physical health have all been identified as risk factors.106  
 
In view of these data, mental health needs a strong public health focus. Pakistan was 
the first in the Eastern Mediterranean Region countries to set up pioneering public 
health interventions in demonstration settings. Subsequently, a National Mental Health 
Programme was launched; however, this is facing implementation challenges. The 
National Action Plan on NCDs includes a module on mental illnesses integrated with 
other NCDs and work is currently underway to build further on this. Given the burden of 
mental illnesses in Pakistan, mental health must be strongly featured on the public 
health agenda.  
 
Data on substance abuse in this document have been gathered from the National 
Survey(s) on Drug Abuse (NSDA) and their estimations; the first NSDA was conducted 

                                                 
101. Mirza I, Jenkins R. Risk factors, prevalence and treatment of anxiety and depressive 
disorders in Pakistan: systematic review. BMJ 2004; 328: 794-06. 
102. Mumford DB, Saeed K, Ahmad I, Latif S, Mubbashar MH. Stress and psychiatric disorders 
in rural Punjab: a community survey. Br J Psychiatry 1997;170:473-8. 
103. Mari J. Psychiatric morbidity in three primary care clinics in Sao Paulo. Social Psychiatry 
1997;22:129-38. 
104. Population Census 1998; Statistics Division, Federal Bureau of Statistics. 
http://www.statpak.gov.pk (accessed Feb 10, 04). 
105. Piccinelli M, Homen FG. Gender differences in the epidemiology of affective disorders and 
schizophrenia. Geneva, Switzerland: World Health Organization, 1997. 
106. Gater R, Rehman CI. Mental health and service developments in the Rawalpindi Districts 
of Pakistan. J Coll Physician Sur Pak 2001;11(4):210-4. 

 



The GATEWAY Health Indicators 

 162 

in 1982 and subsequently, surveys have been conducted every two to five years. A 
comparison of the results of the 1988 and 1993 surveys indicates that the reported 
number of drug abusers in Pakistan has risen from 2.24 million in 1988 to 3.01 million 
in 1993, and 5 million in 2004-05 with an estimated growth rate of 7%. Almost half of 
the total drug users in Pakistan (49.7%) are known to be addicted to heroin. Surveys 
have also brought to light the fact that nearly 72% of the drug users are under 35 years 
of age, with the highest proportion being in the 26-30 age group.107 In view of this high 
burden, there is a need to develop proactive intersectoral linkages with the state’s 
institutional mechanisms for addressing the menace of drug abuse in order to target 
health outcomes in this connection.  

 

                                                 
107. Narcotics Control Board. National Survey for Drug Abuse 1993. Islamabad, Pakistan: 
Government of Pakistan, 1993. 
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Indicator:  MI 1. Prevalence of minor mental illnesses  
Indicator:  MI 2. Prevalence of major mental illnesses  
 

Definitions: 
Minor mental illnesses in this document are categorized as mixed anxiety/depressive 
disorders. 
Major mental illnesses in this document are categorized as schizophrenia, bipolar 
affective disorder and personality disorders.  

 
Table MI 1&2. Population suffering from minor and major mental illnesses - by 
gendera,b     
 

Type of Mental Illness Male Female Total 

Mixed anxiety or depressive disordersa 10-33% 29-66% 34% 

Schizophrenia
b
 8.1/10,000 6.1/10,000 7.5/10,000 

Bipolar affective disorder
b
 13.5/10,000 14.5/10,000 14/10,000 

Personality disorders
b
 1.5/10,000 1.4/10,000 1.35/10,000 

 
a. Mirza I, Jenkins R. Risk factors, prevalence and treatment of anxiety and depressive 

disorders in Pakistan: systematic review. BMJ 2004; 328: 794-06. 
b. International Consortium for Mental Health Policy and Services. Country Profile of Pakistan 

Mental Health. http://193-164.179.95/imphd/downloads/Pakistan.pdf (accessed Jan, 04). 
 

Indicator:  MI 3. Total number of substance abusers 
 
Table MI 3. Total number of substance abusers in Pakistan a, b, c    
 

Year Numbers (in millions) 

1988a 2.24 

1993b 3.01 

2004-05c 5.00108 

 
a. Narcotics Control Board. National Survey on Drug Abuse 1988. Islamabad, Pakistan: 

Government of Pakistan, 1988 
b. Narcotics Control Board. National Survey on Drug Abuse 1993. Islamabad, Pakistan: 

Government of Pakistan, 1993 
c. Ministry of Narcotics Control, Yearly Digest 2004-05. Islamabad, Pakistan. Anti Narcotics 

Force, Ministry of Narcotics Control, Government of Pakistan. 2005 

                                                 
108. Estimated numbers based on 7% annual increase. 
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Injuries  
 
Prevalence data on injuries come from two sources in this document; the National 
Injury Survey of Pakistan,109 and the NAP-NCD First Round of Surveillance.110  
 
Conducted in 1997, the National Injury Survey of Pakistan was a retrospective survey 
based on self-reporting of injuries; it described injuries in terms of morbidity, mortality 
and disability.111 The incidence of serious injuries was reported at 41.2 per 1,000 
persons per year. Transport-related injuries were the most common cause (36%), 
followed by exposure to inanimate mechanical forces (28%), falls (23%), intentional 
self-harm, interpersonal violence, injuries due to smoke inhalation, burns, exposure to 
electrical current, and extreme ambient temperature as well as envenomation and 
injuries to patients due to medical/surgical errors. Exposure to inanimate mechanical 
forces was caused by agricultural machinery, non-powered hand tools and injuries as a 
result of situations in which a body part was caught, crushed or pinched between 
objects. Thirty-six percent of the total injuries were sustained on roads and roadsides, 
34% had occurred at home, 7.3% at farming sites, 5% in playgrounds, 2.3% in schools, 
4.7% at worksites, 4% in offices or shops and 6.7% in other places. Data showed that 
injuries not related to traffic accidents occurred mostly in homes. Falls also constituted 
a significant proportion of accidents at home. This highlights the need to promote 
safety prevention at home in order to decrease the occurrence of these accidents. 
Access of LHWs to females who are vulnerable to accidents occurring at home 
becomes crucial for delivering messages related to accident prevention. 
 
Data presented herewith on road traffic crashes also highlight almost non-existent road 
safety practices among motor vehicle drivers and passengers. Eighty-eight percent 
drivers do not use seatbelts in the car and more than 86% motorcycle drivers do not 
wear helmets; this flags the need to intervene through appropriate behavioral change 
communication interventions.  
 
Injury prevention is part of the National Plan of Action on NCDs in Pakistan and 
currently efforts are underway to expand its scope with the expectation that this effort 
will be institutionalized and adequately resourced.   
 

                                                 
109. Ghaffar A, Hyder AA, Masud TI. The burden of Road traffic injuries in developing 
countries: the First National Injury Survey of Pakistan. Am J Public Health 2004;118:211-7. 
110. Nishtar S, Bile KM, Ahmed A, Amjad S, Iqbal A. Integrated population-based surveillance 
of non-communicable diseases the Pakistan model. Am J Prev Med. 2005;29 (5 Suppl 1):102-6. 
111. Ghaffar A, Siddiqui S, Shahab S, Hyder A. National Injury Survey of Pakistan 1997-99. 
Islamabad, Pakistan: Health Services Academy: Government of Pakistan, 1999. 
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Indicator:  IJ 1. Incidence of Injuries  
 

Definition: Estimated incidence of injuries by a retrospective survey based on self-
reporting of injuries among a representative sample of 1,539 households in Pakistana 

 
Chart IJ 1. Estimated incidence of injuries a, b 
 

Incidence   
Injuries 41.2 / 1000 persons per year 

 
a. Ghaffar A, Siddiqui S, Shahab S, Hyder A. National Injury Survey of Pakistan 1997-99. 

Islamabad, Pakistan: Health Services Academy: Government of Pakistan, 1999. 
b. Ghaffar A, Hyder A, Masud TI. The burden of road traffic injuries in developing countries: 

the first National Injury Survey of Paksitan. Am J Public Health 2004;118:211-7. 
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Indicator:  IJ 2. Distribution of non-fatal Injuries by cause  
 

Definition: Distribution of non-fatal injuries by cause based on self-reporting in a  
retrospective survey of injuries among a representative sample of 1,539 households in 
Pakistana 

    
 
Chart IJ 2. Distribution of non-fatal injuries -by causea 
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Table IJ 2. Percentage non-fatal injuries- by causea 
 

Cause Injured (%) 
Transport 36.3 
Falls 23.0 
Exposure to inanimate mechanical forces 28.0 
Exposure to animate mechanical forces 3.0 
Exposure to electric current, and extreme ambient air temperature and pressure 1.3 
Exposure to smoke, fire and flames 2.0 
Contact with heat and hot substances 0.3 
Contact with venomous animals and plants 1.0 
Intentional self harm 0.6 
Assault 2.3 
Events of undetermined intent 0.6 
Misadventures to patients during surgical and medical care* 2.6 

* This included 3 circumcisions, 2 injection infections, 2 foreign bodies left in the abdomen and 1 post-surgical infection after appendectomy 

 
a. Ghaffar A, Siddiqui S, Shahab S, Hyder A. National Injury Survey of Pakistan 1997-99. Islamabad, Pakistan: 

Health Services Academy: Government of Pakistan, 1999. 
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Indicator:  IJ 3. Distribution of Injuries by location  
 

Definition: Distribution of injuries by location based on self-reporting in a  
retrospective survey of injuries among a representative sample of 1,539 households in 
Pakistana. 

 
 
Chart IJ 3. Percentage of non-fatal injuries – by locationa 

 
Table IJ 3. Percentage non-fatal injuries - by locationa 
 

Place of Injury Injured (%) 
Road/roadside 36.3 
Home 33.7 
Farm 7.3 
School 2.3 
Playground 5.0 
Factory 4.7 
Office/shop 4.0 
Other 6.7 

 
a. Ghaffar A, Siddiqui S, Shahab S, Hyder A. National Injury Survey of Pakistan 1997-99. 

Islamabad, Pakistan: Health Services Academy: Government of Pakistan, 1999. 
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Indicator:  IJ 4. Percentage of drivers/passengers wearing seatbelts  
 

Definition: Percentage of drivers/passengers who regularly worn seatbelts in the 
last 30 days a.  

 
Chart IJ 4. Percentage of drivers/passengers wearing seatbelts – by place of residencea            
 

Table IJ 4. Percentage of drivers/passengers wearing seatbelts – by place of 
residencea 
 

Use of Seatbelt Urban Rural 

Always 0.9 0.1 

Sometimes 11.2 7.3 

Never 88.0 92.7 

 
a. Heartfile. Population-based surveillance of non-communicable diseases: 1st round, 2005. Islamabad, 

Pakistan:  Heartfile, Ministry of Health and World Health Organization; 2006. 
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Indicator:  IJ 5. Percentage of motorbike drivers/passenger wearing                   

helmets  
 

Definition: Percentage of drivers/passengers who regularly wore helmets while riding 
motorbikes in the last 30 days a.  

  
Chart IJ 5. Percentage of drivers/passengers wearing helmets – by place of 
residencea 

 
Table IJ 5. Percentage of drivers/passengers wearing helmets – by place of 
residencea   
 

Use of Helmet Urban Rural 

Always 2.5 0.7 

Sometimes 12.0 11.8 

Never 86.4 87.6 

 
a. Heartfile. Population-based surveillance of non communicable diseases: 1st round, 2005. Islamabad, 

Pakistan:  Heartfile, Ministry of Health and World Health Organization; 2006. 
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Indicator:  IJ 6. Percentage of bicycle riders wearing helmets  
 

Definition: Percentage of bicycle riders who regularly wore helmets in the last 30 daysa. 

 
Chart IJ 6. Percentage of bicycle riders wearing helmets – by place of residencea 

 
Table IJ 6. Percentage of bicycle riders wearing a helmet – by place of residencea  
 

Use of Helmet Urban Rural 

Always 0.1 0.1 

Sometimes 14.5 12.7 

Never 85.3 87.1 

 
 

a. Heartfile. Population-based surveillance of non communicable diseases: 1st round, 2005. Islamabad, 
Pakistan:  Heartfile, Ministry of Health and World Health Organization; 2006. 
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Disabilities 
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Disabilities  
 
A disability is any restriction or lack of ability (resulting from an impairment) to perform 
an activity in the manner and within the range considered normal for a human being. 
Impairment means any loss or abnormality of psychological, physiological or 
anatomical structure or function. There could be various ways of interpreting this. 
However, in this document, a person is classified as being disabled if any of the 
following are present: physical disability, blindness, reported hearing difficulties and 
gross mental abnormalities. It is important to appreciate that the total percentage of 
those with disabilities is not equal to the sum of the parts since an individual may have 
multiple disabilities.  
 
Data on physical disabilities and mental retardation in this document come from the 
Population Census of 1998; although these data are more than eight years old, they 
are the only nationally representative data available. Similarly, data on hearing 
impairment comes from the National Health Survey of Pakistan 1994. However, 
blindness data is more recent.  
 
The 1998 Population Census showed that overall, 2.54% of the total population of 
Pakistan could be labeled as being disabled. The nature of disability expressed as a 
percentage of the total disabled population is also shown based on data from the 
same source. However, for blindness and hearing impairment, additional data are also 
presented herewith. 
 
In relation to Blindness, a recent national population-based survey conducted in 2002 -
2004 reported prevalence of blindness at 0.9%, albeit with provincial variation. This 
means that at least 1.4 million Pakistanis are blind in both eyes. Women have a 30% 
higher risk of becoming blind. According to this survey, 51.5% of the blindness cases 
were due to Cataract (a clouding of the lens in the eye), 11.8% were due to scarring of 
the cornea (clear part of the eye); 7.1% could be accounted for by Glaucoma (the nerve 
of the eye is affected by pressure in the eyeball), 2.7% were due to refractive errors 
(need for spectacles) whereas 2.1% were due to macular degeneration (disease of 
ageing that affects the light sensitive part of the eye). All these blinding diseases can 
either be avoided (i.e., they are either preventable or treatable) or can be helped with 
optical devices (spectacles or low-vision devices).112 In recognition of these 
considerations, the National Programme for Prevention and Control of Blindness has 
been launched in 2005. This programme is in its initial stages of implementation; its 
success will depend on a number of factors and will have to be gauged by a set of 
programme-specific indicators.    
 

                                                 
112. Pakistan Institute of Community Ophthalmology. Preliminary results of National Blindness 
Survey 2002-2003: 2005. Bhurban, Pakistan:  Pakistan Institute of Community Ophthalmology, 
Ministry of Health and National Steering Committee for Prevention of Blindness; 2005. 
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Data on hearing impairment in this document come from the National Health Survey of 
Pakistan (1990-94), according which hearing impairment was ascertained by the 
whisper test. Based on this criteria, less than 6% of the population below the age of 44 
years had hearing impairment whereas on the other hand, in the above 45 years age 
category, 35.5% of the population in the urban and 31.1% of the population in the rural 
areas was reported to have hearing impairment. Hearing impairment is the most 
common disability among people over 65 years of age and is more common in the 
urban areas. 
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Indicator:  DL 1. Prevalence of Physical and Mental Disability    
 

Definition: Any restriction or lack (resulting from an impairment) of ability to perform an 
activity in the manner and within the range considered normal for a human being. 
Impairment means any loss or abnormality of psychological, physiological or anatomical 
structure or functiona. 

 
Chart DL 1. Percentage of the population with Physical and Mental Disability – by 
gender and place of residence (1988)a 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table DL 1. Percentage of the population with Physical and Mental Disability – by 
gender and place of residence (1998)a 
 

Urban Rural 
 

Male Female Total Male Female Total 
Disabled 2.88 2.26 2.59 2.83 2.19 2.52 

 
 

a. Government of Pakistan. Population Census 1998. Islamabad, Pakistan: Federal Bureau of Statistics, 
Statistics Division; 1998. 
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Indicator:  DL 2. Prevalence of the nature of Disability    
 

Definition: Nature of disabilities expressed as a percentage of the total disabled 
population. A disability is any restriction or lack (resulting from an impairment) of the ability 
to perform an activity in the manner and within the range considered normal for a human 
being. Impairment means any loss or abnormality of psychological, physiological or 
anatomical structure or functiona. 

 
Chart DL 2. Nature of disabilities in Pakistan – by gender and place of residence (1998)a 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table DL 2. Nature of disabilities in Pakistan – by gender and place of residence (1998)a 
 

Urban Rural 
Nature of disability 

Male Female Total Male Female Total 
Blind 7.9 8.8 8.3 7.4 8.6 7.9 
Deaf and mute 7.1 7.5 7.2 7.4 7.7 7.5 
Crippled  16.8 14.3 15.8 21.4 19.3 20.5 
Insane  7.9 7.4 7.2 5.7 6.2 5.9 
Mentally retarded 7.5 9.6 8.1 6.8 8.1 7.3 
Multiple disabilities 7.2 9.6 8.2 7.4 9.4 8.2 
Others 46.3 43.1 44.9 43.9 40.7 42.5 

 
 

a. Government of Pakistan. Population Census 1998. Islamabad, Pakistan: Federal Bureau of Statistics, 
Statistics Division; 1998. 
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Indicator:  DL 3. Prevalence of Blindness 
 

Definition: Presenting visual acuity (i.e., with glasses for distance if normally worn, or 
unaided) of less than 3/60 (<20/400, log MAR>1.30) in the better eye113. The WHO 
categories of visual impairment were used for this study.  

 
Table DL 3. Percentage of the population blind during 1990a and 2004b-f 

 

 

 

 

 

Indicator:  DL 4. Number of people with Bilateral Blindness 
 
Table DL 4. Number of adults with Bilateral Blindness – by province f 
 

 Punjab Sindh NWFP Balochistan Total 

Bilaterally blind 769,000 200,000 114,000 52,000 1,135,000 
 

Indicator:  DL 5. Prevalence of Functional Low Vision  
 

Definition: Presenting visual acuity of less than 6/18 (20/60, log MAR 0.5) but equal to or 
better than 3/60 in the better eye (comprising category 1 in ICD-10, moderate visual 
impairment (MVI), less than 6/18 to 6/60, as well as category 2, severe visual impairment 
(SVI), less than 6/60 to 3/60). 

 

Table DL 5. Percentage of people with Functional Low Vision f 
 

 Percentage 

Functional Low Vision f 0.8* 

 
*Prevalence obtained from using the ICD-10 classification definition was 14.4%. However, the 
prevalence of true low vision is obtained by using a functional definition. The low vision figure 
above has been defined using the WHO functional definition of low vision: A person with low 
vision is one who has impairment of visual functioning even after treatment and/or standard 
refractive correction, and has a visual acuity of less than 6/18 to light perception, or a visual 
field of less than 10 degrees from the point of fixation, but who uses, or is potentially able to 
use, vision for the planning and/or execution of a task. 
 

 
a. Memon, SM. Survey and causes of blindness in Pakistan. J Pak Med Assoc 1992;42(8): 

196-8. 
b. Pakistan Institute of Community Ophthalmology. Preliminary results of National Blindness 

Survey 2002-2003. Islamabad, Pakistan: Pakistan Institute of Community Ophthalmology, 
2005. 

c. Sightsavers International. National Programme for Prevention and Control of Blindness 
2005-2010. Islamabad, Pakistan: Sightsavers International, 2005. 

                                                 
113. Resnikoff S, et al. Global data on visual impairment in the year 2002. Bull World Health Organ 
82(11):844-851, 2004 

Year % 
1990a 1.78 
2004b-f 0.90 
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d. Jadoon Z, Dineen B, Bourne R, Shah SP, Khan A, Johnson GJ, Gilbert CE, Khan D. The 
Pakistan National Blindness and Visual impairment Survey. (In press: Investigative 
Ophthalmology and Visual Science for Publication 2006) 

e. Dineen B, Bourne RRA, Jadoon Z, Shah SP, MA Khan, Foster A, Gilbert CE, Khan MD. 
Prevalence of blindness and visual impairment in Pakistan: The Pakistan National 
Blindness and Visual impairment Survey. Invest Ophthalmol Vis Sci 2006;47:4749-55. 

f. Pakistan Institute of Community Ophthalmology. The epidemiology of visual loss in adults. 
Report of the Pakistan National Blindness and Visual Impairment Survey (2002 – 
2003).Islamabad, Pakistan: Pakistan Institute of Community Ophthalmology, 2006. 
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Indicator:  DL 6. Prevalence of Hearing Impairment    
 

Definition: Diminished hearing in both ears as measured by a whisper test a.  
 
Chart DL 6. Percentage of the population with Impaired Hearing – by area of 
residence a 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table Dl 6. Percentage of the population with Impaired Hearing – by area of 
residencea 
 

Urban Rural  
 
Age categories Male Female Total Male Female Total 
18 – 44 yrs 5.5 5.7 5.6 4.5 6.7 5.6 
45 yrs and above 36.6 34.5 35.5 32.8 29.4 31.1 

 
a. Pakistan Medical Research Council. National Health Survey of Pakistan, 1990-94: Health Profile of the 

People of Pakistan. Islamabad, Pakistan: Pakistan Medical Research Council and the Federal Bureau of 
Statistics, Government of Pakistan; 1994.  
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Dental Problems  
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Dental Problems 
 
Data on dental diseases in this document come from the National Health Survey of 
Pakistan (1990-94), which used the standard measure of dental disease – counts of 
the number of teeth decayed or missing. Results showed that the total number of 
decayed or missing teeth rises with age. Males have slightly less decaying teeth than 
females. At ages 15-24 years, females have an average of 2.8 decayed or missing 
teeth compared with 1.2 for males. For the 65 years and above age group, this 
increases to 22.7 and 19.4, respectively. The data show that 61.7% of the urban and 
64% of the rural population in the age range of 18-44 years suffered from poor dental 
health. These figures are much higher for the 45 years and above age group where 
more than 90% of the population was reported to have decaying or missing teeth.114  
 
Dental diseases are among the most common ailments and are largely preventable. 
Pakistan is considered by WHO to have low levels of decaying and missing teeth. That 
notwithstanding, most adults in Pakistan show signs of poor periodontal and gingival 
diseases. A situational analysis on Oral Health in Pakistan published in 2004 showed 
that only 28% of the 12 year-olds have healthy gums and more than 93% of the 65 
year-olds have some gum or periodontal disease.115 As opposed to this, the public 
health capacity for addressing oral health is limited and the infrastructure for oral 
health is insufficient to address the needs of the population; in addition, oral health 
does not feature on the public health priorities of the country. Public health 
interventions to promote dental health need to be part of the health agenda in 
Pakistan. These also need to be cognizant of the concern that the level of dental 
diseases may increase with urbanization and change in dietary patterns.    

                                                 
114. Pakistan Medical Research Council. National Health Survey of Pakistan, 1990-94: Health 
Profile of the People of Pakistan. Islamabad, Pakistan: Pakistan Medical Research Council and 
the Federal Bureau of Statistics, Government of Pakistan; 1994.  
115. Government of Pakistan. Oral Health in Pakistan – a Situational Analysis. Islamabad, 
Pakistan: Ministry of Health and World Health Organization; 2004. 
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Indicator:  DP. Prevalence of poor dental health    
 

Definition: Percentage of the population having missing or decayed teeth a.  
 
Chart DP. Percentage of the population with poor dental health – by area of residence a 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table DP. Percentage of the population with poor dental health – by area of residence a 
 

Urban Rural 
Age Categories 

Male Female Total Male Female Total 
18 – 44 yrs 52.2 71.3 61.7 56.7 71.3 64.0 
45 yrs and above 88.5 95.3 91.9 92.0 95.3 93.6 

 
a. Pakistan Medical Research Council. National Health Survey of Pakistan, 1990-94: Health Profile of the 

People of Pakistan. Islamabad, Pakistan: Pakistan Medical Research Council and the Federal Bureau of 
Statistics, Government of Pakistan; 1994.  
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5. 
Output and Process Indicators  
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Human Resource 
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Human Resource116,117 
 
At a human resource level, the output of doctors has considerably increased in 
Pakistan over the last decades, increasing from over 6,526 in 1971 to the current 
estimates for 2006, which stand at 121,374. Increase in the number of Lady Health 
Workers (LHWs) from 75,000 in 2002 to over 96,000 in 2006 has also been 
dramatic.118 However, these quantitative increases should be interpreted in the light of 
human resource ratios as increase in the number of nurses and paramedics has not 
paralleled the increase in number of doctors. The current doctor to nurse ratio of 2.7:1 
and much lower doctor to paramedic ratio is clearly opposed to the conventional global 
norms, which advocate a doctor:nurse ratio of 1:4. This is instructive to policies, which 
are allowing the mushrooming of new medical colleges within the country.  
 
These quantitative considerations and the established qualitative and deployment-
related gaps and absence of a Continuing Medical Education programme highlight 
clear directions for investments in human resource development. Building the capacity 
of and effectively deploying human resource, establishing a conducive and rewarding 
working environment and initiating measures to redress imbalances with regard to 
existing staff should therefore be a priority. At a broader level, these considerations 
underscore the need for policy decisions on human resource to be based on evidence 
rather than political expediency.  
 
Indicators in this document could not capture qualitative human resource issues with 
respect to capacity, performance and deployment; notwithstanding, anecdotal 
impressions underscore major gaps in this area.119 Efforts to develop new indicators to 
monitor the performance of the health systems should also bridge this gap.  
 

                                                 
116. Government of Pakistan. The Annual Report of Director General Health 2002-03. 
Islamabad, Pakistan: Ministry of Health; 2003. 
117. Federal Bureau of Statistics, Statistics Division, Ministry of Health, Government of 
Pakistan, Islamabad, May 2006. 
118. Pakistan Medical and Dental Council. http://www.pmdc.org.pk/ (accessed Nov 06)  
119. Nishtar S. The Gateway Paper – Health Systems in Pakistan: a Way Forward. Islamabad, 
Pakistan: Heartfile and Health Policy Forum; 2006  
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Indicator:  HR 1. Number of registered doctors  
Indicator:  HR 2. Number of registered dentists 
Indicator:  HR 3. Number of nurses 
Indicator:  HR 4. Number of registered Lady Health Visitors  
Indicator:  HR 5. Number of registered midwives 
Indicator:  HR 6. Number of registered Lady Health Workers  
 

Definition: reported number of healthcare providers. 
 
Chart HR 1. Number of registered health human resource a-d 
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Table HR 1. Number of registered doctors a,b,d 

 

Year Registered120 
1947-71 6,526 

1975 7,038 
1980 12,559 
1985 33,463 
1990 58,270 
1995 75,717 
2000 105,864 
2001 111,218 
2002 117,544 
2003 124,172 
2004 130,320 
2005 136,204 
2006 121,374 

                                                 
120. Data for 2006 was obtained from the Pakistan Medical and Dental Council website 
(http://www.pmdc.gov.pk) whereas data for the preceding years was provided by the Federal Bureau of 
Statistics; the noted decline in the reported number of doctors in 2006 could not be accounted for. 
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Table HR 2. Number of registered dentists a, b, d 

 

Year Registered 
1947-71 605 

1975 646 
1980 920 
1985 1,409 
1990 2,066 
1995 2,745 
2000 4,163 
2001 4,610 
2002 5,056 
2003 5,529 
2004 6,126 
2005 6,732 
2006 7,103 

 
Table HR 3. Number of registered nurses a, b, d 

 
Year Registered 
1975 1,985 
1980 5,336 
1985 10,529 
1990 16,948 
1995 22,299 
2000 37,528 
2001 40,019 
2002 44,520 
2003 46,331 
2004 48,446 
2005 51,270 

2006 52,960 

 
Table HR 4. Number of registered Lady Health Visitors (LHVs) a, b 

Year Registered 
1975 118 
1980 547 
1985 1,574 
1990 3,106 
1995 4,185 
2000 5,443 
2001 5,669 
2002 6,397 
2003 6,599 
2004 6,741 
2005 7,073 

2006 7,458 
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Table HR 5. Number of registered midwives a-e 

 
Year Registered 
1975 1,201 
1980 4,200 
1985 8,133 
1990 15,009 
1995 20,910 
2000 22,525 
2001 22,711 
2002 23,084 
2003 23,318 
2004 23,559 
2005 23,897 

2006 23,985 

 
Table HR 6. Number of registered Lady Health Workers (LHWs) e 

 

Year Registered 
2002-03 75,000 
2003-04 90,000 
2004-05 96,000 
2005-06 96,000 

 
 

a. Federal Bureau of Statistics, Statistics Division, Ministry of Health, Government of Pakistan, 
Islamabad, May 2006.  

b. Government of Pakistan. The Annual Report of DG Health 2001-02. Islamabad, Pakistan: 
Ministry of Health; 2002.  

c. Pakistan Nursing Council, Islamabad, May 2006. 
d. Pakistan Medical and Dental Council. http://www.pmdc.org.pk/ (accessed Nov. 06) 
e. Lady Health Workers’ Program, Ministry of Health, Government of Pakistan, Dec. 2006 
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Indicator:  HR 7. Population to doctor ratio 
Indicator:  HR 8. Population to dentist ratio 
Indicator:  HR 9. Population to nurse ratio 
Indicator:  HR 10. Doctor to nurse ratio 
Indicator:  HR 11. Female population to Lady Health Visitor ratio 
Indicator:  HR 12. Female population to midwife ratio 
Indicator:  HR 13. Female population to Lady Health Worker ratio 

 
Chart HR 7. Population to health personnel ratios a, b 
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Table: HR 7. Population to health personnel ratiosa,b 
 

 1971 1981 1990 1995 1998 2000 2002 2005 2006 
Population per doctor 10,007 5,260 1,926 1,620 1,399 1,314 1,231 1,127 1,287 
Population per dentist 107,949 83,419 54,341 47,289 38,846 33,418 28,639 22,794 21,999 
Population per nurse - 13,790 6,624 5,821 4,047 3,707 3,252 2,993 - 
Doctor to nurse ratio - 2.62 3.43 3.60 2.89 2.82 2.64 2.66  
Female population per 
midwife - 8,258 - 3,002 2,902 2,971 3,018 6,421 - 

Female population per 
Lady Health Visitor - 55,739 - 15,002 12,938 12,298 10,891 21,695 - 

 

 
a. Federal Bureau of Statistics, Statistics Division, Ministry of Health, Government of Pakistan, Islamabad, May 2006  
b. Government of Pakistan. The Annual Report of DG Health 2001-02. Islamabad, Pakistan: Ministry of Health; 2002. 
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Infrastructure121,122 

 
This section provides quantitative data on health infrastructure, data on health 
services utilization at a basic healthcare level and some data on access to care, 
particularly with reference to public vis-à-vis the private sectors. In addition, it also 
includes an indicator on the types of healthcare providers providing services and 
another on the reasons for not accessing care. 
 
There are no data available on utilization of secondary and tertiary healthcare facilities 
and quality of care offered in these sites in neither the public nor the private sectors 
and hence relevant indicators have not been reflected in this document. There is a 
need to develop a mechanism for capturing these data from indicated sources as a 
priority as reiterated in the first section of this document.   
 
Quantitatively, the total number of healthcare facilities has increased twelve-fold since 
Pakistan’s inception. Although there has been progress in quantitative terms, this has 
not been paralleled with qualitative progress 
 
With respect to Basic Health Units (BHUs), data show that a significant number of 
BHUs in the country are without basic facilities; in Balochistan in particular, more than 
60% BHUs are without electricity, more than 70% do not have running water and more 
than 90% have no public toilets. Of the expected pregnancies in a time period, only 
24% register for prenatal care at BHUs and 15% register for delivery. These data also 
show that most BHUs are generally in a dilapidated state and remain underutilized. The 
indicator, which reports on the Percentage of post-natal consultations by source of 
check-up shows that consultations have increased from 35% in 1998-99 to 46% in 
2004-05. However, the major contributor to this trend is private healthcare facilities as 
shown by the respective figures. BHUs have not contributed to this trend.  
 
These considerations have lent impetus to the development of pilot projects to 
restructure alternative service delivery and financing options at the basic healthcare 
levels within the country. However, the approaches taken have led to a divide of 
opinion amongst stakeholders – differences that need to be bridged. It is imperative 
that restructuring decisions should be based on what is locally guided by evidence. 
Several options can be pursued such as  contracting out arrangements, maximizing 
efficiency in the same system or transferring management to lower levels of 
government; the latter gels with the administrative prowess of the devolution initiative. 
A system for restructuring BHUs must also have appropriate checks and balances for 
ensuring sustainable improvements. Ideally, there should be a role for management in 
these arrangements, which can be taken by the party to which work is contracted out; 
a role for quality assurance and evaluation which can taken up by State agencies, 

                                                 
121. Government of Pakistan. The Annual Report of DG Health 2002-03. Islamabad, Pakistan: 
Ministry of Health; 2003. 
122. Federal Bureau of Statistics, Statistics Division, Ministry of Health, Government of 
Pakistan, Islamabad, May 2006.  
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which must have appropriate capacity for this purpose and a role for community 
oversight, which can be served through linkages with the devolution initiative. The 
challenge at the policy level now is to articulate a clear policy position on these matters 
with stakeholder, institutional and professional buy-in and with the active involvement 
of the State agencies as per constitutional prerogatives. 
 
Due to absence of representative data, no indicators have been included in this 
document to assess health service utilization at a hospital level and on the quality of 
services offered in these sites. This remains a major gap in data collection systems in 
Pakistan and recommendations to bridge this gap have been given in the first chapter. 
Recently, many attempts have been made to mainstream alternative arrangements of 
service delivery in various hospitals. The parent document of this publication, the 
Gateway Paper (http://heartfile.org/phpfgw.htm)  makes a strong case for a hospital 
sustainability reform process and calls for major structural and financing adjustments; 
this includes the development of appropriate policy frameworks, decentralizing 
hospital management to autonomous hospital boards and providing legal, managerial 
and fiscal autonomy to hospitals with appropriate community representation. The 
Paper also dovetails these alternative service delivery arrangements with parallel 
financing models. 
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Indicator:  HFC 1. Total number of hospitals  
Indicator:  HFC 2. Total number of dispensaries  
Indicator:  HFC 3. Total number of Maternal and Child Health Centres  
Indicator:  HFC 4. Total number of Rural Health Centres  
Indicator:  HFC 5. Total number of Basic Health Units  
Indicator:  HFC 6. Total number of Tuberculosis Centres  
 

Chart HFC 1-6. Number of health facilities (1947-2006) a,  b 
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Table HFC 1-6. Total number of health facilities (1947-2006) a, b 

 

Type of Health 
Facility 1947 1951 1961 1971 1981 1991 2001 2005 2006 

Hospitals 292 306 345 495 600 776 907 919 922 
Dispensaries 722 823 1,251 2,136 3,478 3,993 4,625 4,632 4,637 
MCH Centres 91 110 422 668 823 1,057 879 905 905 
RHCs 0 0 1 87 243 465 541 556 556 
BHUs 0 0 3 249 774 4,414 5,230 5,334 5,334 
TB Centres 3 3 18 79 99 219 272 289 289 

 
a. Government of Pakistan. The Annual Report of Director General Health, 2002-03. Islamabad, Pakistan: 

Ministry of Health; 2003. 
b. Federal Bureau of Statistics, Statistics Division, Government of Pakistan, Islamabad,                                                                                 

May 2006.  
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Indicator:  HFC 7. Total number of health facilities 
Indicator:  HFC 8. Total number of beds 
 

 
Chart HFC 7&8. Total number of health facilities and beds (1947-2006) a, b 
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Table HFC 7&8. Total number of health facilities and beds (1947-2006) a, b 

 

 1947 1951 1961 1971 1981 1991 2001 2005 2006 
Total health 
facilities 1,108 1,242 2,040 3,714 6,017 10,924 12,454 12,637 12,645 

Beds 13,769 14,741 22,394 34,077 48,441 75,805 97,945 101,490 101,613 

 
a. Government of Pakistan. The Annual Report of DG Health 2002-03. Islamabad, Pakistan: Ministry of Health; 2003. 
b. Federal Bureau of Statistics, Statistics Division, Government of Pakistan, Islamabad, May 2006  
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Indicator:  HFC 9. Population to health facility ratio 
Indicator:  HFC 10. Population to bed ratio  
 

Definition: Ratio of the total population (in millions) to the total number of health 
facilities and total number of beds for various yearsa. 

  
Chart HFC 9&10. Population to health facility and bed ratios (1941-2006) 
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Table HFC 9&10. Population to health facility and population to bed ratios (1947-2006) a-d 
 

Indicator: 1947
 
 1951 1961 1971 1981 1991 2001 2005 2006 

Total population (million) 32,100,000 33,740,000 42,880,000 65,100,000 84,250,000 
 

120,810,000 
 

 
141,120,000 

 
153,450,00 156,260,000 

Total number of health 
facilities 1,108 1,242 2,040 3,714 6,017 10,924 12,454 12,637 12,645 

Total number of beds 13,769 14,741 22,394 34,077 48,441 75,805 97,945 101,490 101,613 

Population to health facility 
ratio 28,971 27,166 21,020 17,528 14,002 11,059 11,331 12,143 12,357 

Population to bed ratio 2,331 2,289 1,915 1,910 1,739 1,594 1,441 1,512 1,538 

 
a. Government of Pakistan. Population by Province/Region since 1951. Islamabad, Pakistan. Statistics Division; 2006. 
b. Government of Pakistan. Statistics Division Pocket Book. http:/www.statpak.gov.pk/depts/fbs/publications/pocket_book2004/ch2.pdf and 

http://www.statpak.gov.pk/depts/fbs/publications/pocket_book2003/chapter02.pdf (accessed Sep 2006) 
c. Government of Pakistan. Pakistan Demographic Survey 2001. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 2001.  
d. http://www.geohive.com/charts/pop_data3.php 
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Indicator:  HSU 1. Percentage of population accessing care from the public 

vis-à-vis the private sector 
 

Definition: Number of sick or injured persons who consulted public versus private 
health facilities/providers for treatment, expressed as a percentage of the total 
population that fell sick or was injured during the last two weeks a. 

 
Chart HSU 1. Percentage distribution of health consultations in the private vs. public 
hospitals and dispensaries – by place of residence (2004-2005) a 

 
Table HSU 1. Percentage distribution of health consultations in the private vs. public 
hospitals and dispensaries - by place of residence (2004-2005) a 
 

Type of Health Facility Urban Rural Overall 

Private hospitals/dispensaries 79.80 75.9 71.2 

Public hospitals/dispensaries 20.99 24.1 22.8 

 
a. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey, 2004-05. 

Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 2005.   
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Indicator:  HSU 2. Percentage of households satisfied with government health 

services 
 

Definition: Users and non-users were asked a general question about satisfaction 
with government health services a. 

 
Chart HSU 2. Percentage of households satisfied with government health services - 
national and provincial disaggregated dataa 

Table HSU 2. Percentage of households satisfied with government health services - 
national and provincial disaggregated data a 
 

 2001 2004 
Punjab 23 28 
Sindh 22 25 
NWFP 27 24 
Balochistan 17 23 
Pakistan 23 27 

 
a. Cockcroft A, Anderson N, Omer K, Ansari N, Khan A, Chaudhry UU, et al. Social Audit of 

governance and delivery of public services; Pakistan National Report 2004-05. Islamabad, 
Pakistan: Devolution Trust for Community Empowerment Pakistan and Community Information 
and Empowerment Transparency; 2005. 
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Indicator:  HSU 3. Percentage of population unable to access care due to cost 

constraints, geographic reasons or unavailability of 
healthcare provider   

 
Definition: Reasons for not accessing medical care – cost constraints, geographical 
constraints and/or unavailability of physician. a 

 
Chart HSU 3. Reasons for not accessing medical care a  
 

Table HSU 3. Reasons for not accessing medical care a 
  

Reasons (%) 
Cost constraints 
Never an issue 65.8 
Sometimes an issue 30.8 
Always  an issue 3.1 
Did not specify 0.3 
Geographical constraints 
Never an issue 72.5 
Sometimes an issue 24.5 
Always an issue 2.5 
Did not specify 0.5 
Unavailability of doctor at the healthcare facility 
Never an issue 71.5 
Sometimes an issue 22.1 
Always an issue 5.0 
Did not specify 1.4 

 

a. Heartfile. Population-based surveillance of non communicable diseases: 1st round, 2005. Islamabad, Pakistan:  
Heartfile, Ministry of Health and World Health Organization; 2006. 
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Indicator:  HSU 4. Percentage of children under 5 years of age with Diarrhea 
where a practitioner was consulted  

 
Definition: Diarrhea cases where a practitioner was consulted, expressed as a 
percentage of all Diarrhea cases during the past 30 days in children under 5 years of 
age f.   

 
Chart HSU 4.  Percentage of Diarrhea cases in children under 5 years of age where a 
practitioner was consulted - by area of residence (1991-2005) a-f. 
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Table HSU 4a. Percentage of Diarrhea cases in children under 5 years of age where a 
practitioner was consulted - by area of residence (1991-2005) a-f. 
 

 1991a 1995-96b 1996-97c 1998-99d 2001-02e 2004-05f 
Urban 90 87 83 87 87 92 
Rural 82 85 79 81 81 90 
Total 84 86 80 82 83 91 
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Table HSU 4b. Percentage of Diarrhea cases in children under 5 years of age where a practitioner was consulted - by region and 
province (1991 -2005)  a-f 
 

Province 1991a 1995-96b 1996-97c 1998-99d 2001-02e 2004-05f 

 M F T M F T M F T M F T M F T M F T 

Urban 93 87 90 89 85 87 85 80 83 87 86 87 87 88 87 93 92 92 

Punjab - - - 89 86 88 86 82 84 87 83 85 87 87 87 91 91 91 

Sindh - - - 91 88 90 85 82 83 92 92 92 92 94 93 96 93 94 

NWFP - - - 85 74 79 80 72 77 78 86 82 74 82 78 90 92 91 

Balochistan - - - 70 84 77 83 69 76 80 74 77 61 49 55 96 92 94 

Rural 85 79 82 85 86 85 81 77 79 82 81 81 81 81 81 91 90 90 

Punjab - - - 84 85 85 81 78 80 87 85 86 85 88 86 91 89 90 

Sindh - - - 95 91 93 86 89 88 78 81 79 90 95 93 93 93 93 

NWFP - - - 82 90 86 85 75 80 78 81 79 75 71 73 91 88 90 

Balochistan - - - 64 52 59 32 32 32 55 38 48 41 38 39 79 84 81 

Total 87 81 84 86 86 86 82 78 80 83 82 82 83 83 83 91 90 91 

Punjab - - - 85 85 85 82 79 81 87 84 86 86 88 86 91 90 91 

Sindh - - - 94 90 92 86 86 86 83 86 85 91 95 93 94 93 93 

NWFP - - - 83 87 85 84 74 70 78 82 80 75 73 74 91 89 90 

Balochistan - - - 65 57 62 38 87 38 57 43 51 45 39 42 85 86 85 

 
a. Government of Pakistan. Pakistan Integrated Household Survey, 1991. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1991. 
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 1, 1995-96. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1996. 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1997.  
d. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1999. 
e. Government of Pakistan. Pakistan Integrated Household Survey, Round 4, 2001-02. Islamabad, Pakistan:  Federal Bureau of Statistics, Statistics Division; 2002. 
f. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics 

Division; 2005. 
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Indicator:  HSU 5. Percentage of Diarrhea consultations by healthcare 

provider types  
 

Definition: Type of healthcare consulted for the treatment of Diarrhea, expressed 
as a percentage of all Diarrhea consultations e. 

 
Chart HSU 5. Type of healthcare provider consulted for the treatment of Diarrhea 
among children under 5 years of age (1995-2005) a-e. 
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*The survey conducted in 2004-05 did not make a provision to capture data where no one was consulted 
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Table HSU 5. Type of healthcare provider consulted for Diarrhea treatment - by region 
and practitioner (1995-2005) a-e. 
 

Percentage of Consultations123 
Type of Healthcare Provider 
 1995-96a 1996-97b 1998-99c 2001-02d 2004-05e 

Urban areas      

Private dispensary/hospital 53 46 57 60 75 

Govt. hospital/dispensary 14 16 18 18 16 

LHW - - - - 1 

LHV/Nurse - - - - 0 

Chemist/pharmacy 11 17 5 3 4 

Other* 9 4 5 6 5 

No one consulted 13 17 13 13 - 

Rural areas      

Private dispensary/hospital 39 35 41 45 65 

Govt. hospital/dispensary 18 11 21 18 15 

RHC/BHU 6 2 3 3 7 

LHW - - - - 1 

LHV/Nurse - - - - 0 

Chemist/pharmacy 18 25 9 10 8 

Other* 7 6 8 5 5 

No one consulted 15 21 19 19 - 

Both areas combined      

Private Dispensary/hospital 45 38 44 49 68 

Govt. hospital/dispensary 17 13 20 18 15 

RHC/BHU 4 2 2 2 5 

LHW - - - - 1 

LHV/Nurse - - - - 0 

Chemist/pharmacy 16 23 8 8 6 

Other* 4 5 8 5 4 

No one consulted 14 20 18 18 - 
*Other:  Hakeem,/Homeopath/Herbalist  

 
a. Government of Pakistan. Pakistan Integrated Household Survey, Round 1, 1995-96. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistic Division: 1996 
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistic Division: 1997 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistic Division: 1999 
d. Government of Pakistan. Pakistan Integrated Household Survey, Round 4, 2001-02. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistic Division: 2002 
e. Government of Pakistan. Pakistan Social and Living Standards Measurements Survey 2004-05. Islamabad. 

Pakistan: Federal Bureau of Statistics, Statistics Division; 2005   
 

                                                 
123. Sum may not add up to 100 because of rounding off 
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Indicator:  HSU 6. Percentage of pre-natal consultations at home and at 

government and private health facilities 
 

Definition: Currently married women aged 15-49 years who had given birth in the last 
three years and who had at least one pre-natal consultation during the last pregnancy, 
expressed as a percentage of all currently married women aged 15-49 who had given 
birth in the last three years d. 

 
Chart HSU 6. Percentage of pre-natal consultations at home and at government and 
private facilities (1996-2005) a-d 
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*Care provided at home by doctor, LHV, LHW and/or TBA 
 

Table HSU 6. Percentage of pre-natal consultations - by health personnel/facility 
consulted (1996-2005) a-d 
 

1996-97a 1998-99b 2001-02c 2004-05d 

 
U R T U R T U R T U R T 

Home (TBA) 8 11 9 5 11 8 3 5 4 10 16 13 
Home (LHW) 1 1 1 3 5 4 1 4 3 5 10 7 
Home (LHV) 1 3 2 5 6 5 1 4 3 4 7 6 
Home (doctor) - 1 1 1 1 1 1 1 1 6 4 5 
Govt. hospital/clinic 40 40 41 40 45 43 41 42 42 25 25 25 
Private 
hospital/clinic 50 32 46 44 28 36 49 37 43 49 34 42 

Other - - - 2 4 3 2 7 5 1 4 2 
U: Urban; R: Rural; T: Total 
 
a. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1997.  
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1999. 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 4, 2001-02. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistic Division: 2002 
d. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistics Division; 2005.   
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Indicator:  HSU 7. Percentage of total deliveries at home, government and 

private hospitals  
 

Definition: Location of delivery for child births during the past three years for all 
currently married women between 15-49 years of age (last pregnancy only) d. 

 
Chart HSU 7. Percentage of total deliveries at home and at government and private 
hospitals (1996-2005) a-d 
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*Care provided at home by doctor, LHV, LHW and/or TBA 

 
Table HSU 7. Percentage of total deliveries at home and at government and private 
hospitals (1996-2005) a-d 

 
1996-97a 1998-99 b 2001-0c 2004-05 d 

 
U R T U R T U R T U R T 

Home 64 89 82 61 89 82 55 86 78 56 81 71 

Govt. hospital/clinic 17 5 8 15 5 7 18 6 9 13 6 9 

Private hospital/clinic 19 7 10 23 5 10 26 7 12 30 12 19 

Other - - - 2 1 1 2 1 1 1 1 1 

U: Urban; R: Rural; T: Total 
a. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1997.  
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1999. 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 4, 2001-02. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistic Division: 2002 
d. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistics Division; 2005.  
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Indicator:  HSU 8. Percentage of deliveries assisted by various healthcare 

providers 
 

Definition: Assistance sought for delivery during the past three years for all currently 
married women between 15-49 years of age (last pregnancy only) d. 

 
Chart HSU 8. Percentage of deliveries assisted by various healthcare providers 
(1996-2005) a-d 
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* Trained, untrained and/or traditional birth attendants 
** Family members/relatives, neighbors and/or friends 

 
Table HSU 8. Percentage of deliveries assisted by various healthcare providers  
(1996-2005) a-d 
 

1996-97a 1998-99 b 2001-02c 2004-05d 
 

U R T U R T U R T U R T 
Doctor 33 9 15 35 8 15 40 11 19 39 15 24 

Nurse/LHV 4 3 3 6 3 3 8 6 4 9 5 7 

Trained Dai/Dai/TBA 52 67 64 45 64 59 43 61 56 43 53 49 
Family member/relative/ 
neighbors/ Friend 9 20 18 11 24 21 8 23 19 8 26 19 

Other 2 1 1 3 2 2 2 2 2 1 1 1 
U: Urban; R: Rural; T: Total 
 
a. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1997.  
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1999. 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 4, 2001-02. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistic Division: 2002 
d. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistics Division; 2005.    
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Indicator:  HSU 9. Percentage of post-natal consultations by source of   

check-up  
 

Definition: Currently married women aged 15-49 years who received a post-natal 
check-up, expressed as a percentage of all currently married women aged 15-49 
years who had given birth in the last three years d. 

 
Chart HSU 9. Post-natal consultations at home and at government and private 
facilities (1996-2005) a-d 
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*Care provided at home by doctor, LHV, LHW and/or TBA 
 
Table HSU 9. Post-natal consultations - by source of check-up (1996-2005) a-d 
 

1996-97a 1998-99b 2001-02c 2004-05d  
U R T U R T U R T U R T 

Home (TBA) 12 20 16 7 14 11 5 19 13 8 15 11 
Home (LHW) 1 4 4 7 9 8 6 6 6 4 8 6 
Home (LHV) 3 2 2 9 7 8 6 3 5 3 5 4 
Home (doctor) 0 2 2 1 3 2 4 3 3 8 7 7 
Govt. hospital/clinic 32 30 30 31 35 33 25 29 27 24 24 24 
Private hospital/ Clinic 52 42 42 43 26 35 52 39 45 51 39 46 
Other - - - 2 7 4 1 0 0 1 1 1 

U: Urban; R: Rural; T: Total;  
a. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1997.  
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: Federal 

Bureau of Statistics, Statistics Division; 1999. 
c. Government of Pakistan. Pakistan Integrated Household Survey: 2001-02. Islamabad, Pakistan:  Federal Bureau of 

Statistics, Statistics Division; 2002. 
d. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. Islamabad, Pakistan: 

Federal Bureau of Statistics, Statistics Division; 2005.   
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Indicator:  HSU 10. Percentage of first level healthcare facilities with 
electricity, water supply, public toilets and those that are accessible through 
road 
 

Definition: Percentage of first level healthcare facilities in the public sector (inclusive of 
Basic Health Units and Rural Health Centres) with electricity, water supply and public 
toilets and those that are accessible through roads, expressed as a percentage of the 
total healthcare facilities filing regular reports to the Health Management and Information 
System of the Ministry of Healtha.  

 
Chart HSU 10.a Percentage of first level healthcare facilities with electricity a 
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Chart HSU 10.b Percentage of first level healthcare facilities accessible through 
roads a 
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Chart HSU 10.c Percentage of first level healthcare facilities with water supply a 
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Chart HSU 10.d Percentage of first level healthcare facilities with public toilets a 
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Table HSU 10 a-d Percentage of first level healthcare facilities with electricity, water 
and public toilets and those accessible through roads a  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

a. Health Management and Information System and Disease Surveillance, Government of 
Pakistan, Islamabad, May 2006  

 
 
 
 
 
 
 

 
Facilities with 

electricity 
 

Facilities 
accessible 

through road  
Facilities with 
water supply  

Facilities with 
public toilets  

Punjab 84 64 51 38 

Sindh 71 57 46 39 

NWFP 74 66 58 22 

Balochistan 36 26 23 9 

AJK 54 42 28 24 

NAs 52 24 56 27 

FATA 48 27 30 25 

Pakistan 72 56 46 33 
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Indicator:  HSU 11. Percentage of pregnancies registered for prenatal care at 
first level health care facilities 

 
Definition: Percentage of expected pregnancies during a time period registered for 
prenatal care at first level health care facilities a.  

 
Chart HSU 11. Percentage of pregnancies registered at first level healthcare facilities - 
by area of residence (2001-2005) a 
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Table HSU 11. Percentage of pregnancies registered at first level health care facilities 
- by area of residence (2001-2005)a,* 
 

 2001 2002 2003 2004 2005 

Punjab 26.4 23.2 27.4 28.0 18.3 

Sindh 24.0 27.5 25.3 24.1 17.0 

NWFP 25.3 30.7 26.7 30.2 19.4 

Balochistan 9.9 12.8 13.1 14.6 12.0 

FATA 9.4 21.8 24.6 7.7 - 

Islamabad 13.9 12.0 9.2 10.1 - 

Total 24.4 24.6 25.9 26.1 17.8 
*Total percentage of 2005 does not include data from two areas i.e. FATA and Islamabad 

 
a. Health Management and Information System and Disease Surveillance, Ministry of Health, Government of Pakistan, 

Islamabad, May 2006  
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Indicator:  HSU 12. Percentage of deliveries registered in public health system 
 

Definition: Percentage of expected deliveries during a time period registered for delivery 
at first level healthcare facilities a. 

 
Chart HSU 12. Percentage of deliveries registered at first level health care facilities - 
by area of residence (2001-2005)a 
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Table HSU 12. Percentage of deliveries registered at first level health care facilities - 
by area of residence (2001-2005)a,* 
 

 2001 2002 2003 2004 2005*    

Punjab 17.5 16.1 18.2 18.8 12.2 

Sindh 12.0 13.4 14.3 14.4 9.4 

NWFP 18.6 20.6 21.7 24.0 16.1 

Balochistan 6.5 8.6 8.7 8.5 7.6 

FATA 12.0 18.6 21.6 8.4 - 

Islamabad 8.4 8.3 4.9 6.7 - 

Total 15.6 15.76 17.31 17.68 11.8 
* Total percentage of 2005 does not include data from two areas i.e. FATA and Islamabad 
 
a. Health Management and Information System and Disease Surveillance, Ministry of Health, Government of Pakistan, 

Islamabad, May 2006  
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Indicator:  HSU 13 Percentage of deliveries assisted by trained healthcare 
provider at first level health care facilities  
 

Definition: Percentage of expected deliveries during a time period assisted by 
trained healthcare provider at first level healthcare facilities a.   

 
Chart HSU 13. Percentage of deliveries assisted by trained healthcare provider at first 
level healthcare facilities - by area of residence (2001-2005) a 
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Table HSU 13. Percentage of deliveries assisted by trained healthcare provider at first 
level healthcare facilities - by area of residence (2001-2005)a,* 
 

 2001 2002 2003 2004 2005* 

Punjab 13.6 12.6 14.0 14.6 9.3 

Sindh 9.0 10.1 10.3 10.5 7.2 

NWFP 11.2 12.7 12.8 14.3 9.6 

Balochistan 4.5 5.6 6.3 6.0 5.6 

FATA 8.0 12.0 13.0 4.7 - 

Islamabad 5.6 4.8 3.1 4.4 - 

Total 11.5 11.6 12.5 12. 9 8.7 

* Total percentage of 2005 does not include data from two areas i.e. FATA and Islamabad. 
 
a. Health Management and Information System and Disease Surveillance, Ministry of Health, Government of Pakistan, 

Islamabad, May 2006  
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Health Financing124,125 
 
The Government of Pakistan has been spending 0.5-0.8% of its GDP on health over the 
last 10 years. However, these figures reflect spending by the Ministry of Health and the 
departments of health and do not take into account other public and private sector 
health services; if these are taken into account, the total expenditure roughly ranges 
between 2.4-3.7% of the GDP. The government’s expenditure on health has ranged 
between 2.6-4% of the total government expenditure and currently stands at 3.2%.  
 
Utilization issues notwithstanding, the total government health expenditure has 
increased 5.5 times over the last decade and a half, increasing from Pak Rs. 7.7 billion 
in 1990 to the current allocations for 2006-7, which stand at Pak. Rs. 50 billion. 
However, this figure has not been adjusted for inflation and population growth. With 
reference to the ratio between development and non-development budgets, a 
comparison of the federal and provincial development and non-development budgets 
shows a dominance of non-development budget in the provinces; this gap appears to 
have widened over the last 10 years whereas at the federal level, trends have been 
comparatively favorable. 
 
These ‘allocations’ must be seen in the context of ‘expenditures’; an analysis of the 
federal government expenditure on health has shown that expenditures have ranged 
between 63% to the current 80% over the last five years. The 93% utilization shown for 
the year 2005-06 is due to downsizing of the health budget in the post-earthquake 
(2005) situation and cannot be indicative of general trends. For federal and provincial 
levels, available data sources give somewhat valid information on allocations vs. 
expenditures. However, estimations of expenditure on health in the districts is a 
problem because development allocations are made en bloc to the districts, which are 
then free to make allocation decisions – health vis-à-vis other development 
expenditures. 
 
Data on government spending on health must also be contextualized to its appropriate 
share of health financing, given the realization that public sector contributions are just 
one of the sources of financing health within the country and that the government’s 
expenditure on health as a percentage of the total expenditure on health has ranged 
below 35% over the last several years. The other modes of financing health within the 
country include out-of-pocket payments, social security contributions from private 
sector sources and donor contributions.  
 
 
 
 

                                                 
124. Government of Pakistan. National Plans. Islamabad: Planning Commission; 2005. 
http://www.pakistan.gov.pk/divisions/index.jsp?DivID=18&cPath=165 (accessed May, 05) 
125. World Health Organization. World Health Report 2006. Geneva, Switzerland: World 
Health Organization; 2006. 
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As a contribution to national public sector health expenditure, foreign aid is officially quoted 
as having ranged from 4-16% over the last several years. However, a major part of the 
donor contributions is not reflected in the federal PSDP and other than the contributions of 
multilateral agencies (World Bank and Asian Development Bank), and in the exceptional 
case of part of the Department for International Development, UK’s contributions, the rest 
remain unaccounted for. These form a sizable chunk as is shown by a recent WHO 
publication.126 Given these considerations, a system for tracking contributions made by 
donor and development agencies is a prerequisite. This can be linked to a system of 
National Health Accounts, which is one of the priority areas for institutionalizing the 
generation of evidence in Pakistan. A system of National Health Accounts can be further 
built upon the Auditor General’s national accounting model, which is institutionalized within 
the country. A system for National Health Accounts must leverage technology to enhance 
efficiency and promote greater transparency in health systems. For example, electronic 
public expenditure tracking procedures electronic equipment and supply inventories can 
track leakages from the system; drug procurement reforms centered on electronic bidding 
can enhance transparency and a nation-wide database for matching staff and wage 
payments can maintain up-to-date personal records and therefore can assist in eliminating 
abuses such as paying ghost workers. This should also establish appropriate linkages with 
the Project to improve Financial Reporting and Auditing (PIFRA), work on which is currently 
underway. 
 
Statistics in this document show that private sector expenditure on health as a percentage 
of the total expenditure on health has ranged above 67% over the last several years; 98% of 
this is out-of-pocket expenditure. This is clearly a significant burden for a sizable chunk of 
the Pakistani population, which lives below the poverty line. Again, there is no structured 
mechanism for capturing the trends in out-of-pocket payments in communities and the data 
provided herewith are estimates. There is, therefore, a need to plug in this evaluation 
component into one of the Federal Bureau of Statistic’s nationally representative population 
surveys in order to gather information on a sustainable basis.  
 
In addition, recent data also show that a significantly higher percentage of households 
spend more on treatment of Non-Communicable Diseases compared with Communicable 
Diseases. The NAP-NCD First Round of Surveillance has shown that 37.4% of the 
households spent an average of Pak Rs. 405 on the treatment of Communicable Diseases 
whereas 45.2% of the households spent an average of Pak Rs. 3,935 on the treatment of 
Non-Communicable Diseases in one year. These data raise questions about the notable 
absence of NCDs from the ‘poverty reduction health agenda’. Clearly, diseases that affect 
the economically productive workforce; ailments that undermine the income generating 
power of a household; diseases that have the potential to perpetuate an acute poverty crisis 
and contribute to major costs of care and out-of-pocket payments should also merit due 
consideration in the pro-poor approach to health.   
 

                                                 
126. World Health Organization. Inventory of Health And Population Investments in Pakistan. 
Islamabad, Pakistan: Pakistan office, World Health Organization: 2005.   
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Pakistan’s current fiscal space is making additional resources available for health. In line 
with the stipulations of the Fiscal Responsibility Act 2005, the government has committed 
to increase allocations for health by 1% of the GDP by 2015. This commitment needs to be 
fulfilled; however, even this is far below the internationally recommended level for any 
government’s expenditure on health, which should be US$ 34 for essential health 
interventions by the year 2015 to achieve the MDGs. However, it must be recognized that 
enhancing allocations is half the problem solved; unless capacity is enhanced for utilization 
and institutional bottlenecks to implementation are overcome, enhancing allocations will 
have very limited impact. 
 
Most importantly, however, there is also a need to develop alternative approaches to heath 
financing – some of which have the potential to make financing patterns more equitable 
and efficient. There is also a need to build conscious safeguards in order to offset the risk of 
creating access and affordability issues for the poor in the new service delivery 
arrangements.  
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Indicator:  HF 1. Total estimated expenditure on health as a percentage of 

GDP   
Indicator:  HF 2. Government’s budgetary allocation for health as a 

percentage of GDP   
 
 
Chart HF 1&2. Total and government expenditure on health as a percentage of the 
Gross Domestic Product (1999-2007) a, b   

0

0.5

1

1.5

2

2.5

3

3.5

4

1996-
97

1997-
98

1998-
99

1999-
00

2000-
01

2001-
02

2002-
03

2003-
04

2004-
05

2005-
06

2006-
07

Pe
rc

en
ta

ge

Total expenditure on health as % of GDP
Public expenditure on health as % of GDP  

 
Table HF 1&2.  Total and government expenditure on health as a percentage of the 
Gross Domestic Product (1996-2007) a, b 

 
Government Expenditure on Health as a 

percentage of GDP
 a

 
Total Expenditure on Health as a percentage 

of GDP
 b

 

1996-97 0.8 2.5 

1997-98 0.8 2.7 

1998-99 0.7 2.9 

1999-00 0.58 3.7 

2000-01 0.58 2.8 

2001-02 0.57 2.6 

2002-03 0.59 2.6 

2003-04 0.58 2.4 

2004-05 0.57 2.3 

2005-06 0.51 2.4 

2006-07 0.67 - 

 
a. Planning Commission of Pakistan. http://www.pakistan.gov.pk/ministries/planninganddevelopment-ministry/  

( accessed Dec. 06 ) 
b. World Health Organization. World Health Report 2006. Geneva, Switzerland: World Health Organization; 2006. 
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Indicator:  HF 3.  Government expenditure on health as a percentage of total 
government expenditure 

 
Chart HF 3.  Government expenditure on health as a percentage of total government 
expenditure (1999-2006) a, b 
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Table HF 3.  Government expenditure on health as a percentage of total government 
expenditure (1999-2006) a, b 
 

 1999 2000 2001 2002 2003 2004 2005 2006 
Government expenditure on health 
as % of total government 
expenditure 

4.0 3.4 3.4 3.1 2.6 2.8 3.1 3.2 

 

a. Planning Commission of Pakistan. http://www.pakistan.gov.pk/ministries/planninganddevelopment-ministry/ (accessed 
Oct. 06) 

b. World Health Organization. World Health Report 2006. Geneva, Switzerland: World Health Organization; 2006. 
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Indicator:  HF 4.  Total government budgetary allocations for health  
Indicator:  HF 5.  Government’s development allocation for health  
Indicator:  HF 6.  Government’s non-development allocation for health  
 
 
Chart HF 4-6.  Government’s development and non-development budgetary 
allocations (in Pak Rs. Million) for health - federal and provincial (1990-2006) a 
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Table HF 4-6. Government’s development and non-development budgetary allocations 
(in Pak Rs. Million) for health - federal and provincial (1990-2006) a 

 

Year Development 
Non-

Development/ 
Recurrent 

Total 

1990 2,741.00 4,997.00 7,738 
1991 2,402.00 6,129.65 8,531 
1992 2,152.31 7,452.31 9,604 
1993 2,875.00 7,680.00 10,555 
1994 3,589.73 8,501.00 8,890 
1995 5,741.07 10,613.75 16,354 
1996 6,485.40 11,857.43 18,342 
1997 6,076.60 13,586.91 19,662 
1998 5,491.81 15,315.86 20,806 
1999 5,887.00 16,190.00 22,077 
2000 5,944.00 18,337.00 24,281 
2001 6,688.00 18,717.00 25,406 
2002 6,609.00 22,205.00 28,814 
2003 8,500.00 24,304.00 32,805 
2004 11,000.00 27,000.00 38,000 
2005 16,000.00 24,000.00 40,000 
2006 20,000.00 30,000.00 50,000 

 
a. Planning Commission of Pakistan. http://www.pakistan.gov.pk/ministries/planninganddevelopment-

ministry/  (accessed Dec. 06)  
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Indicator:  HF 7.  Federal development budgetary allocation for health 
Indicator:  HF 8.  Federal non-development budgetary allocation for health 
Indicator:  HF 9.  Provincial development budgetary allocation for health 
Indicator:  HF 10.  Provincial non-development budgetary allocation for health 
 
Chart HF 7-10.  Federal and provincial development and non-development budgets in 
Pak Rs. billion (1995-2006) a, b 
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Table HF 7-10.  Federal and provincial development and non-development budgets in 
Pak Rs. Billion (1995-2006)a,b 

 

 1995-
96 

1996-
97 

1997-
98 

1999-
99 

1999-
00 

2000-
01 

2001-
02 

2002-
03 

2003-
04 

2004-
05 

2005-
06 

Federal 
(Development) 2.3 2.9 2.3 1.9 3.3 3.4 3.9 4.4 5.2 7.5 6.3 

Federal (Non-
Development) 1.1 0.9 1.3 1.5 1.7 1.9 2.1 2.3 2.6 2.8 2.6 

Total 3.3 3.8 3.6 3.3 4.9 5.3 5.9 6.8 7.7 10.3 8.9 
Federal 
development 
expenditure as % of 
total budget 

68.0 76.0 63.3 56.0 65.5 64.0 64.6 65.4 67.0 72.8 71.4 

Provincial 
(Development) 3.2 2.9 2.6 2.0 2.3 2.5 2.8 3.1 3.4 3.9 3.2 

Provincial (Non-
Development) 8.5 10.6 12.2 13.2 15.6 16.4 16.6 19.9 20.7 21.7 23.4 

Total 11.8 13.6 14.9 15.2 17.9 18.9 19.4 22.9 24.2 25.6 26.6 
Provincial 
development budget 
as % of total budget 

27.3 22.0 17.8 13.3 12.6 13.4 14.5 13.4 14.0 15.3 15.2 

 
 
a. Planning Commission of Pakistan. http://www.pakistan.gov.pk/ministries/planninganddevelopment-ministry/ ( 

accessed Oct. 06) 
b. World Health Organization. World Health Report 2006. Geneva, Switzerland: World Health Organization; 2006. 
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Indicator:  HF 11. Percentage of PSDP health allocation earmarked for 
preventive programmes 

Indicator:  HF 12. Percentage of PSDP health allocation earmarked for 
hospitals    

 
Definition: Percentage of Public Sector Development Programme health allocations 
earmarked for preventive programmes, hospitals and other miscellaneous activities 
(inclusive of PAEC, Cabinet, Narcotics, and other Divisions and provincial projects)a. 

 
Chart HF 11&12. Percentage of PSDP health allocations earmarked for preventive 
programmes, hospitals and other miscellaneous programmes (2001-2007)a 
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Table HF 11&12. Percentage of PSDP health allocations earmarked for preventive 
programmes, hospitals and other miscellaneous programmes (2001-2007)a 
 
 

Programmes 2001-02 2002-03 2003-04 2004-05 2005-06 2006-07 

Preventive 85 75 69 78 56 57 

Hospital/curative 6 15 20 11 16 19 

Miscellaneous 9 10 11 11 28 24 

 
a. Planning Commission of Pakistan. http://www.pakistan.gov.pk/ministries/planninganddevelopment-ministry/ 

(accessed Oct. 06) 
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Indicator:  HF 13.  Public sector health expenditures at the federal level 
 

Definition: Original budgetary allocations for health at a federal level and actual 
expenditures in Pak. Rs. Billiona. 

 
 
Chart HF 13.  Public sector health allocations and expenditures at the federal level in 
Pak Rs. Billion(2001-2006)a 
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Table HF 13.  Public sector health allocations and expenditures at the federal level in 
Pak Rs. Billion (2001-2006)a 
 

 2001-2002 2002-2003 2003-2004 2004-2005 2005-2006 2005-
2006127 

Original allocations 4,190 3,309 4,373 6,045 9,439 8,183 
Expenditures 2,658 2,815 3,781 4,821 7,597 7,597 
Expenditure as a percentage of 
allocations 63% 85% 86% 71% 80% 93% 

 
a. National health facility budgetary review for the year 2006. Department for International Development, UK.  
 
 
 
 

                                                 
127. Revised allocation in the post October 8, 2006 earthquake scenario 
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Indicator:  HF 14.  Donor contributions as a percentage of government 

allocations for health 
 
 
Chart HF 14. Donor contributions as a percentage of government allocations for health 
(1999-2005)a,b,c 
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Table HF 14. Donor contributions as a percentage of government allocations for health 
(1999-2005)a,b,c 
 

 1998-99 1999-2000 2000-01 2001-02 2002-03 2003-04 2004-05 
Donor contributions (%) 16 4.3 4.0 11.0 8.0 10.0 14.7 

 
a. Planning Commission of Pakistan. http://www.pakistan.gov.pk/ministries/planninganddevelopment-ministry/ (accessed 

Oct. 06) 
b. World Health Organization. World Health Report 2006. Geneva, Switzerland: World Health Organization; 2006. 
c. Nishtar S. The Gateway Paper – Health Systems in Pakistan: a Way Forward. Islamabad, Pakistan: Heartfile and 

Health Policy Forum; 2006 
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 Indicator:  HF 15.  Out-of-pocket expenditure as a percentage of private 

expenditure on health 
 
 
Chart HF 15. Out-of-pocket expenditure as a percentage of private expenditure on 
health (1999-2003)a 
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Table HF 15.  Out-of-pocket expenditure as a percentage of private expenditure on 
health (1999-2003)a 
 

Year Percentage 
1999 98.6 
2000 98.1 
2001 98.0 
2002 98.0 
2003 98.0 

 
a. World Health Organization. World Health Report 2006. Geneva, Switzerland: World Health 

Organization; 2006. 
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Indicator:  HF 16.  Government expenditure on health as a percentage of total 

expenditure on health 
Indicator:  HF 17.  Private expenditure on health as a percentage of total 

expenditure on health 
 
 
Chart HF 16&17. Government and private expenditure on health as a percentage of 
total expenditure on health (1999-2006)a,b 
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Table HF 16&17. Government and private expenditure on health as a percentage of 
the total expenditure on health (1999-2006)a,b 

 
 1999 2000 2001 2002 2003 2004 2005 2006 
Government expenditure on 
health as % of total expenditure 
on health 

32.6 33.0 32.3 34.7 27.7 27.3 27.6 27.8 

Private expenditure on health as 
%  of total expenditure on health 67.4 67.0 67.7 65.3 72.3 72.7 72.4 72.2 

 
a. Planning Commission of Pakistan. http://www.pakistan.gov.pk/ministries/planninganddevelopment-ministry/ (accessed 

Oct. 06) 
b. World Health Organization. World Health Report 2006. Geneva, Switzerland: World Health Organization; 2006. 
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7. 
Inter-sectoral Indicators 
 

 



The GATEWAY Health Indicators 

 240 

 

 



Inter-sectoral Indicators 

 241 

Inter-sectoral scope of health 
 
 
Data provided in this section view health within an inter-sectoral scope given that 
health is affected by social position and the underlying inequality in a society. In 
addition, much of the scope of public health work is conventionally placed outside 
medical care service, particularly with reference to public health interventions that 
focus on provision of clean water, solid waste disposal, food security, occupational 
health and safety, safer working and general environments and securing safe 
neighborhoods. There is evidence to show that some interventions, which fall within 
the inter-sectoral scope of health such as female education are amongst the best 
determinants of health status achievement; as opposed to this, there is little 
independent connection with inputs such as the number of doctors or hospital beds, 
total health expenditure and/or expenditure dedicated to medical care.128 The large 
burden of infectious disease in Pakistan is known to be closely related to the lack of 
sanitation facilities and safe sources of potable water.129  
 
Within the aforementioned context, this section summaries the following indicators; 
Female literacy rate, Percentage of population living below poverty line, Immunization 
by income quintiles, Percentage of houses with safe drinking water, Percentage of 
houses with toilet systems, and Percentage of households with perceived access to 
government garbage disposal systems. Data have largely been gathered from the 
population based instruments of the Federal Bureau of Statistics. 
  
These data should be interpreted with caution as definitional and methodological 
considerations influence what is shown and the manner in which it can be interpreted. 
This is particularly so in the case of data on safe drinking water presented herewith. 
Although 90% of the households are reported to have access to safe drinking water, 
information on the percentage of households with piped water supply would be more 
revealing. According to the 1998-1999 Pakistan Integrated Household Survey, only 9% 
of the rural households have a tap in their house. 
 
Although a detailed analysis of these data is beyond the scope of this publication, it is 
important to highlight, with reference to data segregated by income quintiles, that 
much of the reality gets lost in means and that analysis of variables by income levels 
and others socioeconomic variables is important to target interventions to appropriate 
groups. This is an important step in enabling the government’s pro-poor strategy to 
reorient services more towards the disadvantaged groups which must be reached to 
achieve the equity objective.  

                                                 
128. Birdsall N. Ignorance should not be bliss: policy research on health systems and health 
services in the developing countries. Proceedings of the Global Health Forum Meeting; 2003 
Dec 07; Geneva, Switzerland.   
129. Pakistan Council of Water Resources. Ministry of Science and Technology Government of 
Pakistan Islamabad. http://www.pcrwr.gov.pk/wq_phase2_report/wq_phase2_introduction.htm 
(accessed Dec. 05) 
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In view of the envisaged targeting of health interventions to the poor, information on 
inequities in health should be a priority. The Health Information Apex Agency 
recommended in this document should work to ensure that issues of equity are 
addressed in all appropriate data planning and analysis and that various data 
generating mechanisms configure their instruments so as to disaggregate data by 
income levels and other variables indicative of low economic development. It is 
envisaged that these would be instructive to policy development and its 
implementation, given the current overarching focus on poverty reduction within the 
country. 
 
At a policy level, it is important to develop alternative policy approaches to health 
within its inter-sectoral scope with careful attention to the social determinants of 
health and several contemporary considerations that influence health status; redefine 
targets within the health sector in order to garner support from across various sectors 
and set these targets within an explicit policy framework in order to foster inter-sectoral 
action.   

 
 



Inter-sectoral Indicators 

 243 

 
Indicator:  IS 1. Female literacy rate   
 

Definition: Number of females aged 10 years and above who are literate, expressed as a 
percentage of the female population aged 10 years and above. 
For all surveys, literacy is taken as the ability to read a newspaper and to write a simple 
letterg.  

 
Chart IS 1. Female literacy rate (1981-2005)a-g 

0

10

20

30

40

50

60

70

1981 1991 1995-96 1996-97 1998-99 2001-02 2004-05

R
at

e

Urban Rural Overall
 

 
 
 



The GATEWAY Health Indicators 

 244 

 
Table IS 1.  Female literacy rate expressed as a percentage (1981-2005) 
 

 1981a 1991b 1995-96c 1996-97d 1998-99e 2001-02f 2004-05g 
Urban 37 40 49 50 56 56 62 
Punjab 37 - 50 51 58 60 66 
Sindh 42 - 53 54 58 54 62 
NWFP 22 - 31 34 40 41 47 
Balochistan 19 - 23 27 39 36 42 
Rural 7 12 16 17 20 21 29 
Punjab 9 - 20 21 24 26 35 
Sindh 5 - 10 12 15 14 18 
NWFP 4 - 11 13 16 16 23 
Balochistan 2 - 8 5 12 11 13 
Pakistan 16 21 26 28 31 32 40 
Punjab 17 - 29 30 34 36 44 
Sindh 22 - 31 33 35 31 41 
NWFP 6 - 14 17 20 20 26 
Balochistan 4 - 11 9 16 15 19 
 
 
a. Government of Pakistan. 1981 Census. Islamabad, Pakistan: Federal Bureau of Statistics; 1981.  
b. Government of Pakistan. Pakistan Integrated Household Survey, 1991. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1991. 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 1, 1995-96. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1996 
d. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1997.  
e. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1999. 
f. Government of Pakistan. Pakistan Integrated Household Survey, Round 4, 2001-02. Islamabad, Pakistan:  Federal Bureau of Statistics, Statistics Division; 2002. 
g. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 2005. 
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Indicator:  IS 2. Percentage of population living below the poverty line 
 

Definitions:  
Proportion of population below the calories-based food plus non-food poverty 
line: Head-count index based on the official poverty line of Rs. 673.54 per capita per 
month in 1998-99. The prices are consistent with attainment of minimum caloric 
requirement of 2,350 per capita per day130. 
Prevalence of population below minimum level of dietary energy consumption: 
Proportion of population below 2,350 calories per day of food intake (Food poverty 
line) 

 
Chart IS 2. Percentage of population living below the poverty linea,b,c   
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Table IS 2.  Percentage of population living below the poverty linea,b,c 
 

 1990-91 1998-99 2000-01 2004-05 
Proportion of population below the calories-based food plus 
non-food poverty line  26.1a 30.6a 34.5b,131 23.9b 

Prevalence of population below minimum level of dietary 
energy consumptionc 25.0 c - 30.0c,132 - 

 
a. Government of Pakistan, Poverty Reduction Strategy Papers. Islamabad; Ministry of Finance; 2002 
b. Government of Pakistan. Pakistan Economic Survey, 2005-06. Islamabad: Ministry of Finance; 2006 
c. Planning Commission of Pakistan. http://www.pakistan.gov.pk/ministries/planninganddevelopment-ministry/ 

(accessed Oct. 06) 

                                                 
130. Draft. Pakistan Millennium Development Goals Report 2006.  Planning Commission, Centre for 
Research on Poverty Reduction and Income Distribution (CRPRID), Islamabad, September 2006. 
131. The figure for 2000-01 are revised and based on poverty line of Rs. 723.40 per capita per month; the 
figure for 2004-05 are estimated from Pakistan Social and Living Standards Measurement (PSLM) survey 
conducted in 2004-05. The revision for 2000-01 and estimates of 2004-05 were undertaken by the 
Planning Commission/CRPRID.  
132. Data collected through the NNS Surveys and analyzed by the Planning Commission.  



The GATEWAY Health Indicators 

 246 

 
Indicator:  IS 3. Immunization levels by income quintiles 
 

Definitions: Children who reported having received full immunization and who also have 
an immunization card, expressed as a percentage of all children aged 5 years and under. 
Children who report having received at least one immunization, but who do not have a 
card, have been excluded both from the numerator as well as from the denominator in 
making these calculations 
Quintiles: Income groups made on the basis of per capita household consumption: 
households with lowest per capita consumptions are grouped together into the 1st 
income quintile, those with higher per capita consumption into the 2nd quintile, and so 
on. 
Immunizations: The list of immunizations received comprises BCG, DPT I, DPT 2, DPT 
3, Polio 1, Polio 2, Polio 3, and Measlesa. 

 
Chart IS 3. Immunization levels by income quintilesa,b 
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Table IS 3.  Immunization levels by income quintilesa,b 
 

1998-99 2001-02 
Income group Urban Rural Both Urban Rural Both 
 M F T M F T M F T M F T M F T M F T 
1st Quintile 25 31 28 23 27 25 23 26 24 31 26 28 16 20 18 19 21 20 
2nd Quintile 54 28 42 27 28 28 30 29 29 35 32 34 22 21 21 24 23 24 
3rd Quintile 43 33 38 32 18 25 37 22 30 41 39 40 21 21 21 27 26 26 
4th Quintile 65 58 62 31 29 30 35 31 33 45 43 44 27 26 27 33 32 33 
5th Quintile 84 68 76 32 32 32 51 49 50 50 67 60 22 33 27 33 51 42 

M: Male; F: Female; T: Total 
 
a. Federal Bureau of Statistics. Pakistan Integrated Household Survey, Round 3: 1998-99, Federal Bureau of Statistics, Government of Pakistan: Islamabad; 1999. 
b. Federal Bureau of Statistics. Pakistan Integrated Household Survey, Round 4: 2001-02, Federal Bureau of Statistics, Government of Pakistan: Islamabad; 2002. 
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Indicator:  IS 4. Proportion of houses with safe drinking water 
 

Definition: Households obtaining water from a safe source (tap water, hand pump 
and motor pump) expressed as a percentage of the total number of householdsf. 
(See comment on page 241) 

 
Chart IS 4. Percentage of houses with safe drinking water (1991-2005)a-f 
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Table IS 4.  Percentage of houses with safe drinking water (1991-2005) a-f 
 

1991a 1995-96b 1996-97c 1998-99d 2001-02e 2004-05f 
Sources of water U R T U R T U R T U R T U R T U R T 
Tap in the house* 54 12 25 56 11 25 56 9 24 50 9 22 53 8 22 60* 23* 39 
Tap outside house* 3 1 2 4 2 3 4 2 3 5 3 4 5 2 3 - - - 
Hand pump♣ 23 59 48 20 57 46 29 62 52 38 65 57 14 56 44 13 39 27 
Motor pump♦ 10 5 7 14 8 10 8 12 11 2 11 8 22 14 17 22 14 18 
Well♥ 3 10 8 3 11 8 0 13 9 0 12 8 2 10 7 2 9 6 
Other♠ 8 13 11 3 11 9 2 3 2 3 1 2 3 10 7 16 3 10 

U: Urban; R: Rural; T: Total 
 
*The data collected during 2004-05 includes both tap inside and outside the house.  
♣ Hand pump inside and outside the house. 
♦ Motor pump and tube well  
♥ Both open as well as closed wells both inside and outside the house 
♠ Public standpipe (supplied by tanker), water seller, canal, river, spring, stream, and pond 
 
a. Government of Pakistan. Pakistan Integrated Household Survey, 1991. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1991. 
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 1, 1995-96. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1996 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1997.  
d. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1999. 
e. Government of Pakistan. Pakistan Integrated Household Survey, Round 4, 2001-02. Islamabad, Pakistan:  Federal Bureau of Statistics, Statistics Division; 2002. 
f. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 2005. 
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Indicator:  IS 5. Proportion of houses with toilet systems 
 

Definition: Households having the type of toilets indicated, expressed as a percentage of 
the total number of households. Flush consists of flush connected to public sewerage or 
septic tank or drain, while non-flush consists of dry raised latrine, dry pit latrine and 
othersf. 

 
Chart IS 5. Percentage of houses with toilet systems (1991-2005)a-f 
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Table IS 5.  Percentage of houses with different types of toilet systems (1991-2005) a-f 
 

1991a 1995-96b 1996-97c 1998-99d 2001-02e 2004-05f  

U R T U R T U R T U R T U R T U R T 
Flush 66 12 28 75 17 34 85 22 42 88 22 41 89 26 45 86 30 54 
Non-Flush 24 22 23 17 17 17 8 17 14 6 15 12 5 15 12 7 30 20 
No Toilet 10 66 49 9 66 48 7 61 44 6 63 46 5 59 43 6 40 26 

U: Urban; R: Rural; T: Total 
 
a. Government of Pakistan. Pakistan Integrated Household Survey, 1991. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1991. 
b. Government of Pakistan. Pakistan Integrated Household Survey, Round 1, 1995-96. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1996 
c. Government of Pakistan. Pakistan Integrated Household Survey, Round 2, 1996-97. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1997.  
d. Government of Pakistan. Pakistan Integrated Household Survey, Round 3, 1998-99. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 1999. 
e. Government of Pakistan. Pakistan Integrated Household Survey, Round 4, 2001-02. Islamabad, Pakistan:  Federal Bureau of Statistics, Statistics Division; 2002. 
f. Government of Pakistan. Pakistan Social and Living Standards Measurement Survey 2004-05. Islamabad, Pakistan: Federal Bureau of Statistics, Statistics Division; 2005. 
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Indicator:  IS 6. Percentage of households with perceived access to 
government garbage disposal service 

 
Definition: Percentage of households with perceived access to government garbage 
disposal services, expressed as a percentage of the total number of householdsa. 

 
Chart IS 6. Percentage of households with perceived access to government garbage 
disposal service - national and provincial (2002 and 2004)a 
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Table IS 6.  Percentage of households with perceived access to government garbage 
disposal service – national and provincial (2002 and 2004) a 
 

 2002 2004 
Punjab 28.9 35.2 
Sindh 45.5 49.8 
NWFP 26.6 20.0 
Balochistan 25.2 27.0 
Pakistan 32.3 36.3 

 
a. Cockcroft A, Anderson N, Omer K, Ansari N, Khan A, Chaudry UU, et al. Social Audit of 

governance and delivery of public services; Pakistan National Report 2004-05. Islamabad, 
Pakistan: Devolution Trust for Community Empowerment Pakistan and Community 
Information and Empowerment Transparency; 2005.   
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8. 
Data by Districts 
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Data by Districts 
 
 
This section segregates data by districts for some health indicators where the 
availability of data made it possible to do so. The section has been based on the 
Multiple Indicator Cluster Survey (MICS), which is a sample survey on human 
development carried out at a district/town level in each of the four provinces of the 
country. The NWFP released MICS in 2001, followed by Balochistan and Punjab in 
2004; the Sindh report is still in the pipeline.  
 
Result of MICS are envisaged to make a valuable contribution to the devolution 
process in terms of providing baseline data for district planning, implementation, and 
monitoring with emphasis on key human development indicators. Data presented 
herewith in this section show that there is a wide intra-provincial/inter-district variation 
in key health indicators. Analysis of this is outside the scope of this document but 
these data indicate that each district has to develop and implement strategies based 
on their own respective needs, and that there is evidence to show that these vary from 
district to district.   
 
Developing data systems at provincial-district level is a requirement of the devolution 
agenda; within this framework, the MICS provide a useful entry point for further work to 
be carried out. The health sector must effectively capitalize this opportunity for 
gathering health data possible with this instrument. The MICS data can be further 
supplemented by data from the Health Management and Information System, which 
captures data at a district level. However, data from this source remains largely 
unutilized because of the time delays involved in the transfer of data from the points of 
collection to places where they could be utilized for decision-making, due to lack of 
capacity and institutional focus at a district level to gather data and other issues. The 
first chapter of this document has articulated a number of recommendations to bridge 
these gaps. 
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Data by Districts 
 

Definitions133: 
 
Adequate sanitation: Percentage of households using the following types of toilets: 
flush sewage, septic tank, flush-pit latrine, closed-pit latrine 
 
Female literacy: Percentage of women 10 years and above who are able to read a letter 
or newspaper 
 
Infant Mortality Rate (IMR): The rate of infants dying per 1000 population 
 
Under 5 malnutrition: Percentage of children under five years of age below a low value 
of weight-for-age in a healthy reference population. 
 
Immunization: Percentage of children 12-23 months who received full coverage of 
immunization schedule: one dose of BCG, three doses of DPT and OPV and one dose of 
measles 
 
Breast feeding: Percentage of children aged 0-11 months who are currently breast-fed 
 
Ante-natal by trained personnel: Percentage of women aged 15-49 years with a 
pregnancy in the past year who were attended by a skilled health provider: doctor, nurse, 
qualified mid-wife 
 
Delivery by skilled birth attendant: Percentage of women aged 15-49 years who had 
given birth in the past year and who were attended by a skilled health provider (doctor, 
nurse, qualified mid-wife) 
 
Contraceptive Prevalence Rate: Percentage of married women aged 15-49 years 
currently using any modern contraceptive method (sterilization, pill, IUD, condom, 
injections) 
 
Women aware of HIV/AIDS: Percentage of married women aged 15-49 years who heard 
of HIV and AIDS. 

 
 
 
 
 
 

                                                 
133. Government of Pakistan. District-based Multiple Indicator’s Cluster Survey 2003-04. Islamabad, 
Pakistan: Federal Bureau of Statistics, Statistics Division; 2004.   
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Table A. Districts of Punjab: Key indicatorsa 
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Attock (Ak0 61 40 53 36 67 77 45 28 24 45 
Bahawalnagar (Br) 42 34 70 41 65 48 31 22 16 19 
Bahawalpur (Bp) 41 28 73 33 61 87 25 20 24 27 
Bhakkar (Bk0 36 20 98 25 61 79 28 16 11 26 
Chakwal (Ck) 61 57 53 25 79 89 59 44 30 60 
DG Khan (Dgk) 33 24 87 48 37 95 47 26 22 35 
Faisalabad (Fd) 75 52 63 32 71 88 54 42 36 46 
Gujranwala (Ga) 84 62 70 23 74 80 53 45 32 51 
Gujrat (Gt) 63 57 63 32 81 79 62 47 22 53 
Hafizabad (Hz) 51 44 90 54 69 83 33 32 33 40 
Jhang (Jg) 36 31 75 45 61 91 32 21 20 23 
Jhelum (Je) 57 59 69 33 90 74 72 46 28 66 
Kasur (Kr) 54 32 72 42 62 40 30 23 27 23 
Khanewal (Kl) 58 36 117 36 72 79 34 22 17 19 
Khushab (Kb) 48 36 69 28 79 89 48 34 14 28 
Lahore (Le) 93 67 50 26 72 69 67 60 34 55 
Layyah (Lh) 32 32 85 27 6 98 37 23 12 31 
Lodhran (Ln) 39 23 104 38 56 93 24 14 37 22 
Mandi Bahauddin (Mb) 50 48 70 26 74 89 45 22 27 43 
Mianwali (Mi) 62 37 94 34 65 80 55 41 17 39 
Multan (Mn) 64 35 80 38 74 81 39 34 42 39 
Muzaffargarh (Mh) 29 22 81 33 41 81 33 16 26 26 
Narowal (Nl) 39 49 52 42 86 74 52 39 20 30 
Okara (Oa) 46 33 103 41 60 76 31 26 23 20 
Pakpattan (Pn) 46 30 127 36 72 85 32 22 19 19 
Rahimyar Khan (Rn) 44 31 71 27 43 96 27 21 29 28 
Rajanpur (Rr) 29 20 84 42 19 93 29 7 11 35 
Rawalpindi (Ri) 70 68 48 38 74 81 73 65 34 79 
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Table A. Districts of Punjab: Key indicatorsa (Contd. ……) 
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Sahiwal (Sl) 58 45 114 43 82 81 45 37 25 33 
Sargodha (Sa) 57 46 75 35 58 53 43 38 27 46 
Sheikhupura (Su) 70 41 77 29 69 39 43 32 20 28 
Sialkot (Sk) 71 65 36 31 89 89 62 43 39 54 
Toba Tek Singh (Tts) 67 46 97 24 70 94 49 38 27 35 
Vehari (Vi) 48 30 89 48 67 89 39 30 28 37 

 
a. Government of Punjab. District-Based Multiple Indicators Clusters Survey 2003-04. Lahore, Pakistan: 

Planning and Development Department, Federal Bureau of Statistics and UNICEF; 2004.  
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Table B. Districts of NWFP: Key indicatorsa  
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Abbotabad (Ad) 54 45 72 33 68 89 36 25 24 14 
Bannu (Bu) 31 18 82 39 42 86 46 36 16 12 
Batagram (Bm) 26 6 99 50 31 93 23 14 14 7 
Bunner (Be) 27 7 71 39 49 98 27 29 4 5 
Charsadda (Ca) 27 17 77 37 69 96 42 28 28 23 
Chitral (Cl) 65 25 76 37 75 99 29 22 31 7 
DI Khan (DIK) 40 17 83 43 55 98 23 13 18 11 
Hangu (Hu) 42 14 76 35 45 97 45 64 11 14 
Haripur (Hr) 57 37 66 32 67 88 45 29 23 8 
Karak (Kk) 27 21 69 31 47 86 27 26 10 7 
Kohat (Kht) 45 28 73 32 63 86 35 44 16 20 
Kohistan (Ko) 3 2 104 52 52 98 1.2 2.0 0.1 - 
Lakki Marwat (LM) 31 12 77 35 31 93 27 24 10 8 
Lower Dir (LD) 24 9 81 41 41 98 22 33 13 1 
Malakand (Md) 43 25 68 31 70 95 48 33 28 5 
Mansehra (Ma) 37 31 71 34 46 91 35 21 12 11 
Mardan (Mr) 38 18 76 35 74 95 37 33 22 29 
Nowshera (Na) 45 19 73 37 65 95 39 33 24 25 
Peshawar (Pe) 56 30 71 32 60 92 47 36 29 25 
Shangla (Sh) 39 7 98 48 12 93 31 15 20 5 
Swabi (Sw) 39 19 83 41 65 94 26 20 27 12 
Swat (St) 45 19 96 50 69 92 38 31 27 9 
Tank (T) 30 8 91 48 52 96 33 24 7 4 
Upper Dir (UD) 11 4 90 46 36 90 25 25 2 0.1 

 
a. Government of NWFP. District-based Multiple Indicator’s Cluster Survey 2001. Peshawar, Pakistan: 

Planning and Development Department, Federal Bureau of Statistics and UNICEF; 2002.   
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Table C. Districts of Balochistan: Key indicatorsa  
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Awaran (An) 21 11 - 47 57 - 2 1 3 1 
Barkhan (Bh) 10 10 - 48 9 - 0 0 1 2 
Bolan (Bn) 43 18 - 62 41 - 30 13 9 23 
Chagai (Ci) 28 14 103 31 79 89 33 12 10 12 
Dera Bugti (Db) 9 2 - 73 - - 1 2 1 2 
Gwadar (Gr) 45 15 - 68 88 - 19 21 5 18 
Jafarabad (Jd) 50 10 - 27 36 - 12 8 9 14 
Jhal Magsi (Jm) 24 5 - 59 36 - 4 5 2 5 
Kalat (Kt) 65 14 - 61 21 - 16 20 14 22 
Kech (Kh) 59 26 - 42 84 94 61 50 14 32 
Kharan (Kn) 23 10 - 39 100 - 13 6 4 6 
Khuzdar (Kz) 30 14 102 39 29 96 11 5 8 16 
Killa Abdullah (Ka) 23 4 - 61 10 - 31 18 4 5 
Killa Saifullah (Ks) 7 11 - 23 31 - 10 11 3 6 
Kohlu (Ku) 12 5 - 65 - - 0 1 6 2 
Lasbela (La) 43 10 - 33 75 - 21 13 24 7 
Loralai (Li) 20 13 121 49 9 90 33 34 16 18 
Mastung (Mg) 63 18 - 49 77 - 45 17 10 21 
Musa Khel (Mk) 4 5 - 45 8 - 2 2 1 8 
Naseerabad (Nd) 37 11 - 43 45 - 15 14 11 26 
Panjgur (Pr) 58 26 - 58 70 - 49 46 28 20 
Pishin (Pa) 23 10 - 8 23 - 46 56 13 8 
Quetta Chilton (Qc) 70 33 - 36 - - 75 74 60 56 
Quetta Zargon (Qz) 97 46 112 31 67 89 55 55 35 58 
Sibi (Si) 49 22 78 29 45 93 24 17 9 26 
Zhob (Zb) 13 6 - 74 59 - 17 26 1 7 
Ziarat (Zt) 7 8 - 67 21 - 2 6 3 4 
 
 
a. Government of Balochistan. District-based Multiple Indicators Cluster Survey 2004. Quetta, Pakistan: 

Planning and Development Department, Federal Bureau of Statistics and UNICEF; 2004. 
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Table D. Districts of Sindh: Key indicatorsa  
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Badin (Bi) 31 17 87 48 35 21 6 13 
Dadu (Du) 40 24 81 45 26 23 12 11 
Ghotki (Gi) 51 17 88 48 28 20 17 14 
Hyderabad (Hd) 61 40 68 39 50 50 20 37 
Jacobabad (Ja) 34 12 90 49 17 12 6 10 
Karachi (Ki) 97 66 40 28 73 69 37 67 
Khairpur (Kp) 54 25 83 46 44 27 19 15 
Larkana (Lk) 63 22 84 46 21 15 9 13 
Mirpurkhas (Ms) 30 22 85 47 48 30 18 15 
N. Feroze (Nf) 48 32 76 43 30 27 17 16 
Nawabshah (Nh) 53 17 88 48 49 36 9 26 
Sanghar (Sg) 45 27 79 44 40 34 15 29 
Shikarpur (Sp) 73 22 85 47 27 16 10 10 
Sukkur (Sr) 73 37 70 40 45 34 19 37 
Tharpakkar (Tr) 17 17 87 48 32 16 5 2 
Thatta (Ta) 23 13 91 49 22 23 10 7 

 
a. Government of Sindh. District-based Multiple Indicators Cluster Survey 2003-04. Karachi, Pakistan: 

Planning and Development Department, Federal Bureau of Statistics and UNICEF. In press (courtesy: 
the World Bank) 
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Appendix E  
Acronyms 
 

 


