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Executive Summary 

A. Objectives of the Study  
Health is an important dimension of human well-being and is recognized by many as the ultimate 

objective of development.1 It is also an important component of human development which is widely 

used as a comprehensive yardstick to gauge the development of a country. Within health sector, it is not 

only the average status of health but also disparities in health outcomes of various population groups 

that are now considered as indicators of the overall performance of health systems.2 The disparities in 

health outcomes – especially those that are often based upon socio-economic differences and are 

rectifiable through policy actions3 – are important to reduce because they reflect inequality in 

opportunities. On the basis of justice and fairness, inequality in opportunities is considered to be more 

unjust and more undesirable than inequality in incomes.4  Income inequality, to a certain extent, is 

tolerable as it reflects differences in natural abilities, acquired skills and personal efforts. Inequality in 

health, on the other hand, is much less tolerable simply because it denies the basic capabilities of people 

to function properly,  and thereby creates unequal opportunities. Within health, it is inequality in child 

health – potentially leading to the life time denial of capabilities and opportunities – that is considered 

to be more unfair than inequality in other dimensions of health. Public policy can be much more 

effective in tackling inequalities in child health through simple policy actions such as the provision of 

clean water and sanitation; universal immunization; and basic reproductive health facilities etc. In 

contrast, there is a relatively limited role of policy in treating adult mortality, especially that which 

occurs due to individual risky behaviour and unhealthy life style.  

Pakistan stands out at the international level not only in terms of its high level of infant and child 

mortality rate but also in terms of its extremely high levels of within country health inequalities. The 

analysis of household level datasets such as the Pakistan Standard of Living Measurement (PSLM) 

survey; Pakistan Demographic and Health Survey (PDHS); and Multiple Indicators Clusters Survey (MICS) 

reveals large scale spatial and socioeconomic disparities in crucial health indicators related to Mother 

New-born and Child Health (MNCH). 

Health inequalities, in general, arise from disparities in all those factors that determine good health. 

Foremost among these are socio-economic status; education; and access to health care facilities. In 

countries such as Pakistan, geographical isolation of the poor may also be an important factor. In 

general, rural areas are poorly equipped with health and sanitation facilities. Poverty is significantly 

higher in these areas and therefore health outcomes of people living in rural areas are, on average, 

poorer than in urban areas.  

                                                            
1 See e.g. Sen, Amartya (1999) 
2 See e.g. Gwatkin (2007); Murray et al. (2000); World Health Organization (2005).  
3 There are some differences in health outcomes of individuals or population groups that may be attributed to 
biological or genetic differences or to differences in individuals’ health related behaviour and are thereby not 
significantly rectifiable through policy actions. 
4 See e.g. Anand (2004). 

1



2 

From a policy perspective, public spending on health that increases the availability of and access to 

public health care services may serve as a potentially important instrument to reduce disparities in 

health outcomes. Evidence in the context of Pakistan indicates, for instance, that infant and child 

mortality is found to be lower in villages that have a community hospital, a dispensary, or any other 

health facility5. Quite the contrary, public spending on health, if spent in an ineffective and inequitable 

manner, may exacerbate health inequali ties.  Evidence on many developing countries indicates that 

public spending on health is not only low but is ineffective and often spent in a manner that 

disproportionately benefits the rich more than the poor6 (see e.g. World Bank, 2004).  

In general, the effectiveness of public spending in tackling health inequalities and improving the overall 

status of health depends upon the following key questions: how much does the government spend on 

health? On what services and health interventions does it spend its money? What is the resource 

allocation mechanism across regions? Is public spending equitable? Who benefits from these services? 

The present study is an attempt to answer these questions, particularly in the context of Mother, New -

born and Child Health (MNCH) in Pakistan. 

More specifically, the present study provides an in -depth analysis of: 

a) Who benefits from public health spending on MNCH related services in Pakistan? Is the 

distribution of public health spending pro-poor or pro-rich? This is done through Utilization 

Incidence Analysis, a proxy for Benefit Incidence Analysis (BIA) which is the standard approach to 

evaluate the distribution of public health subsidies across socio-economic groups.  

b) What is the observed pattern in the distribution of public health benefits for MNCH related 

services in Pakistan between 2007-08 and 2010-11?7  

c) What are the key policy insights that arise from our analysis? In particular, we will provide 

recommendations on how the level and pattern of budgetary allocations on health can be made 

more efficient and equitable. 

B. Utilization Incidence Analysis of Public Subsidies on MNCH in Pakistan  

B.1 Summary of Key Findings 

Benefit Incidence Analysis (BIA) is the standard approach employed in the finance and development 

literature to determine the distribution of benefits from public subsidies across socio -economic groups. 

Traditionally, when reliable disaggregated national accounts data on government spending by services is 

readily available, economic benefits are defined in monetary terms. However, this is not always the case 

as government budget or expenditure data is often unreliable, inconsistent, doubtful, and frequently  

inadequately disaggregated by region or type of service. To overcome this limitation, many studies 

especially those in MNCH, use an alternative approach often referred to as the ‘Utilization Incidence 

Analysis (UIA)’. This alternative approach – that is shown by the literature to yield similar, yet much 

                                                            
5 Siddiqi S. et al. (2004). 
6 See e.g. O’Donnell et al. (2007) and World Bank 2004. 
7 These years pertain to the PSLM data sets available and used in our analysis. 

AN ANALYSIS OF 

EQUITY ISSUES 
IN PUBLIC SPENDING ON MNCH IN PAKISTAN 



3 

more intuitive results than the traditional approach 8 - measures benefits in terms of the utilization of 

public health services. So anyone who uses a public health facility or participates in a public health 

programme is considered a beneficiary of public subsidies on health. The present study also makes use 

of this alternative approach. 

We focus on seven MNCH related health services: i) pre -natal consultation ii) post natal consultation iii) 

hospital based maternal delivery iv) Tetanus Toxoid injections for pregnant  women v) child 

immunization services vi) Basic Health Units and vii) Family Planning Units (FPUs). These services are 

selected because data on the utilization of these services by type of facility (public vs. private) is readily 

available in micro level nationally representative household data collected through the Pakistan Living 

Standards and Measurement Survey (PSLM). We use both PSLM 2007 -08 and recently available 2010-11 

data. This allows us to compare the distribution of benefits over these time periods.  

Our analysis yields some interesting results: 

 We find that in 2007-08, the distribution of benefits from all MNCH related health services that 

we analysed in our study was pro-rich in varying degrees. More specifically, the share of benefits 

received by low income groups was less than their share in total population. In contrast, the 

share of benefits received by high income groups was higher than their respective population 

shares. The distribution of benefits improved and became pro-poor in many services in 2010-11. 

This is a positive trend and could be due to many reasons such as the expansion and 

effectiveness of publicly funded basic health care programmes like the National Programme for 

Family Planning and Primary Health Care; Expanded Programme of Immunization; Lady Health 

Worker Programme; and National Maternal Neonatal and Child Health (MNCH) Programme.  

 For some services such as post-natal consultation; hospital based maternal deliver y; and tetanus 

toxoid injection for pregnant women, the utilization incidence of public spending remains pro -

rich in 2010-11. This is an important finding because, in general, due to higher fertility rates and 

greater burden of diseases among the poor, the  potential users that qualify for MNCH related 

services are likely to be high amongst poor income groups. Moreover, because of subsidized 

health services in public health facilities, it is expected that poor income groups would use these 

facilities more than higher income groups.   

 The utilization of Basic Health Units (BHUs) is clearly found to be pro-poor suggesting that 

increasing the provision of basic health facilities can potentially address the goals of achieving 

equity in health care and reducing poverty. This finding appears to be consistent with 

international evidence that shows that in most developing countries, the incidence of public 

health spending on primary health care facilities is pro-poor whereas that on tertiary care such 

as hospital services is pro-rich9.  

 The extent of inequality in the distribution of benefits is higher in some services than in others. 

In 2007-08, the distribution of benefits from services for post-natal consultation was the most 

pro-rich followed by hospital based maternal delivery and pre-natal consultation. In 2010-11, 

                                                            
8 See e.g Younger (2000); Gaddah and Munro (2011); Alabi et al (2010);  Glick and Razakamanantsoa (2002). 
9 See e.g. O’Donnell et al. (2007) and World Bank 2004. 



4
 

 

the distribution of benefits from prenatal services improved markedly and now shows a pro -

poor orientation. The distribution of benefits from post-natal services and maternal delivery also 

improved in 2010-11 but still remains pro-rich in most regions. Interestingly, the distribution of 

benefits from TT injections worsened in 2010-11. The distribution of benefits from immunization 

services remained, by and large, relatively equal. In general, the utiliza tion of services that fall 

within the purview of basic health facilities such as immunization, BHUs, and prenatal 

consultation were relatively more equitably distributed than specialized services such as 

hospital based maternal delivery.  

 At the provincial level, we find that the extent of inequality in the distribution of benefits is 

much higher in Balochistan and to some extent in Punjab compared to the rest of the two 

provinces. The plausible reasons for this finding are discussed in section C.1.5 below. 

 In terms of progressivity, our findings indicate that the utilization incidence of almost all MNCH 

related services is progressive in Pakistan at the national and provincial level. This indicates that 

the benefits in terms of utilization of MNCH related public services are more equally distributed 

than the distribution of income implying that investment in MNCH related public health services 

can help reduce income inequality.  

 Finally, our estimates of overall participation rate of MNCH related public health  services 

indicate that the overall uptake of these services in a public facility is low particularly for 

hospital based maternal delivery, post natal consultation , and prenatal consultation. For 

prenatal consultation, only 26 per cent of the total women who qualified for the service utilized 

public health facility in 2010-11. For postnatal consultation, this ratio is as low as 8 per  cent. For 

hospital based maternal delivery, only 13 per  cent of women who qualified for this service 

actually used the public health facility. The low participation could either be due to low overall 

demand for health services owing to economic, cultural, and religious factors 10 or due to low 

demand for public health services in particular.  

C. Policy Implications 

C.1 Policy Insights from Utilization Incidence Analysis 

Based upon our empirical findings from Utilization Incidence Analysis, as present above, we recommend 

the following policies:  

C.1.1 Expand basic reproductive health facilities  

Our findings indicate that the distribution of benefits from public health spending on some MNCH 

related services such as post-natal consultation and hospital based maternal delivery are pro -rich. This 

could be due to both demand side factors such as inability to pay for access costs which are higher 

                                                            
10 The overall utilization of any health facility, public or private, is woefully low in Pakistan. According to PSLM 

2010-11, only 28 per cent of the mothers used a medical facility for post-natal consultation. Similarly, in case of 

maternal delivery, around 58 per cent of births are still delivered at home. 29 per cent of the total  births are 

delivered in private health facilities and only 12 per cent are delivered in public health facilities.  
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especially for maternal delivery; or due to supply side factors such as inadequate availability of 

emergency obstetric care especially in remote rural areas where majority of the poor reside. The 

government can achieve equity by expanding the availability of basic reproductive health facilities such 

as trained midwives and lady health workers across rural and urban areas. The national MNCH 

programme, that aims to increase the proportion of deliveries by skilled birth attendants, can go a long 

way - if implemented effectively – in achieving equity in maternal health outcomes.  

C.1.2 Increase resource allocation for MNCH in hospital based services 

Hospital based facilities for obstetric care and other MNCH related services need to be expanded as 

well. At present budgetary allocations for MNCH within hospital based serv ices is extremely meagre. For 

example, disaggregated data on budgetary allocations obtained from PIFRA (Project to Improve 

Financial Reporting and Auditing) in Pakistan shows that only 0.1 per cent of the total Ministry of 

Health’s budget for hospital services was allocated for MNCH related services in 2010-1111.  

C.1.3 Improve targeting of hospital based maternal services 

Since hospital based maternal delivery is found to be pro-rich, public spending on these services need to 

be targeted effectively towards the poor. This can be accomplished, for example, through a voucher 

scheme that provides free or subsidized treatment to women below the poverty line.  One such program 

called Chiranjeevi Scheme was implemented effectively in the Indian state of Gujarat. Evaluation of this 

scheme showed that this voucher program was effective in reducing financial barriers for the poor and 

in averting substantial number of maternal and neo-natal deaths12. Similarly, Sri Lanka that had an 

unacceptably high MMR of more than 500 maternal deaths per 100,000 live births in 1950s, was able to 

achieved dramatic reductions in its MMR though political will to invest in MNCH; provis ion of free 

services to those who were not able to pay; expansion of coverage of skilled birth attendants and 

expansion of emergency obstetric care. It is important to note that the country first focussed on 

expanding primary health care facilities first and then moved towards hospital based care13. Pakistan has 

also recently introduced a health insurance scheme for the poor through Benazir Income Supp ort 

Programme (BISP) which appears to be a step in this direction.  

C.1.4 Continue to expand Basic Health Units (BHUs) 

Our findings indicate that the distribution of utilization from Basic Health Units (BHUs) is pro -poor. This 

is consistent with evidence from other developing countries that shows that public spending on basic 

health services is pro-poor whereas that on curative hospital care is pro-rich14. At present, government 

spending on health care in Pakistan is heavily tilted towards specialized hospital care leaving little 

                                                            
11 There are five major functional classifications of Ministry of Health’s budget according to PIFRA. These include: 
Medical Products, Appliances and Equipment; Outpatient Services; Hospital Services; Public Health Services; R&D 
Health; and Health Administration. These categories are further divided into minor functions. For example, 
hospital services are further categorized into General Hospital Services; Special Hospital Services (mental 
hospitals); Medical and Maternal Services; and Nursing and Convalescent Home Services. The budgetary data 
obtained from Ministry of Health does not show any allocation for ‘Nursing and Convalescent Home Servic es.’ 
‘Medical and Maternal Services’ account for 0.1 percent of the total budget classified under ‘hospital services.’    
12 See e.g Bhat et al. (2007).  
13 See e.g. Pathmanathan et al (2003).  
14 O’Donnell et al. (2007) and World Bank 2004. 
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resources for basic health facilities.  While curative health care is relativ ely expensive thereby justifying 

higher budgetary allocations, additional resources may be mobilized allowing for more spending on 

basic health facilities. In order to ensure that additional resources are used effectively, governments at 

provincial level may also consider providing conditional health insurance or vouchers that enable low 

income households to procure these services from public as well as private sector. This can increase the 

efficiency as well as equity of public health spending.  

C.1.5 Increase budgetary allocations and improve targeting of public health subsidies in 

Balochistan 

Our empirical findings indicate that the extent of inequality in the distribution of public health benefits is 

higher in Balochistan with benefits from most services captured by the rich rather than the poor. This 

could be an indication of poor governance and institutional weakness in public service delivery in the 

province. It could also be due to deteriorating law and order situation and sparse availability of public 

health services due to which poor people especially those who live in remote areas are not able to bear 

access costs related to transportation (Balochistan is the largest province in terms of area and has low 

population density). PSLM 2007-08 data shows that 47 per cent of the households interviewed in 

Balochistan did not have access to public health care services. This can be addressed by the province 

through increasing its overall allocation for health services. This may not be very cost effective - given 

the peculiar terrain and low population density in Balochistan - but at the same time may have huge 

dividends in terms of achieving equity and reducing poverty. Balochistan has one of the worst health 

indicators15 and on the basis of equity, more resourc es per capita need to be allocated for health 

services in this province. At the same time, it is equally important to improve the law and order situation 

in the province and improve governance of public services delivery so as to target these resources 

effectively towards the poor.  

C.1.6 Demand side interventions must accompany the expansion in supply of public health 

services 

Finally, our findings reveal an extremely low overall participation in public health services utilization 

particularly for prenatal consultation; postnatal consultation; and hospital based maternal delivery. This 

underscores the need for demand side interventions that help boost the overall uptake of these 

services. These interventions could range from raising awareness and increasing literacy to reducing 

access cost and improving the quality of public health services delivery.     

C.2 General Recommendations 

C.2.1 Increase overall budgetary allocations for health  

The overall budgetary allocations for health in Pakistan are quite low compared to other developing 

countries that are at similar stages of development and have an epidemiological and demographic 

profile that is similar to or even better than Pakistan. As percentage of GDP, public spending on health 

has never exceeded 0.7 per cent and this percentage has been dwindling over time.  In other countries 

                                                            
15 According to Pakistan Living Standards Measurement Survey (2007-08) , infant mortality is highest in 
Baluchistan. Pakistan Demographic and Health Survey (2006-07) indicates that maternal mortality ratio in 
Baluchistan is 785 per 100,000 which is significantly higher than other provinces.  
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of the region such as India and Bangladesh, the corresponding percentage is 1.2 and 1.3 per cent 

respectively and has remained at this level between 2008 and 2010.16 No doubt, Pakistan is seriously off 

track in achieving the MDG Goal 4 of reducing ‘Infant Mortality Rate’ and lagging on ‘Under -Five 

Mortality Rate’ and ‘Maternal Mortality rate.’ 17 

Public spending on health is considered as pro-poor in Pakistan and is monitored and reported under 

the Poverty Reduction Strategy Programme (PRSP). Although poverty reduction has been an overarching 

goal of successive governments in Pakistan, public contribution in financing health of its population 

remains extremely limited. Around 72 per cent of the total health expenditure is financed by private 

sources out of which 92 per cent are out of pocket expenses.18 This feature of health care finance in 

Pakistan puts many households, especially those belonging to marginalized groups, into a vulnerabl e 

situation. A sudden illness, accident or medical emergency can push many households - especially those 

who do not have any assets to fall back upon - below the poverty line. According to a study conducted 

by the Planning Commission19, economic shocks related to health care expenditure are the most 

common shocks faced by households in Pakistan. Under this scenario, the overall increase in budgetary 

allocations for health need to be considered as the first step toward reducing poverty and achieving 

equity in health outcomes. 

C.2.2 Increase efficiency and equity in public health sector spending 

 In terms of existing pattern of allocation of health sector budget across regions and across sectors, 

there is considerable room to improve the efficiency and equity of these allocations. To improve 

efficiency, public spending needs to be allocated for those subsectors and interventions that matter the 

most and have the biggest impact on mortality rates. Maternal and perinatal conditions have been 

identified as one of the leading causes of mortality in Pakistan 20 but attract less than 0.2 per cent of the 

total budgetary allocations on health21. The chunk of the budget is spent on specialized hospital and 

curative care (71.75 per cent). Although hospital care is important to treat maternal and perinatal 

conditions, yet existing allocations within hospital care shows a meagre amount being allocated for 

MNCH related services. Disaggregated data on budgetary allocations obtained from PIFRA (Project to 

Improve Financial Reporting and Auditing), shows that out of a total of Pak Rs. 905 million budgeted for 

hospital care in 2010-11, MNCH receives Pak Rs. 0.9 million  which is merely 0.1 per cent of the total 

allocation for hospital care.  

Infectious diseases such as diarrhoea, pneumonia and ARI are other leading causes of mortality 

especially among children under five years of age.22 These diseases can be prevented effectively through 

basic public health measures aimed at improving nutrition; creating awareness on hygiene and other 

                                                            
16 World Bank, World Development indicators . 
17 See e.g Millennium Development Goals Report prepared by Planning Commission of Pakistan  
18 National Health Accounts of Pakistan (2007-08). 
19 See Government of Pakistan (2007). 
20 See e.g. Pakistan Demographic and Health Survey (2006-07) and Draft National Health Policy of Pakistan (2009). 
21 Poverty Reduction Strategy Paper (PRSP) – II Period Progress Report FY 2008/09 – FY 2010/11 
22 See e.g.  Pakistan Journal of Medical Association (2009) and Pakistan Demographic and Health Survey (2006-07). 
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public health matters; immunization programmes; and improving sanitary conditions etc. 23. According to 

Poverty Reduction Strategy Programme (PRSP), currently around 20 per  cent of the total budget on 

health sector is devoted to “Health Facilities and Preventive Measures.”  This category includes primary 

health care facilities such as rural health centres, basic health units, dispensaries, first aid posts, mother 

and child health centres, programmes such as Lady Health Worker Programme; Malaria Control 

Programme; Tuberculosis and HIV/AIDS Control Programme; National Maternal and Child Health 

Programme; the Expanded Programme on Immunisation; Food and Nutrition Programme. Our empirical 

findings from Utilization Incidence Analysis show that poor tend to use basic health facilities more than 

the rich. Increasing budgetary allocations on this category is therefore likely to enhance both the 

efficiency as well as equity in public health spending.   

C.2.3 Integrate MNCH programmes into income support programmes  

 The social protection initiatives in Pakistan can be strengthened by integrating MNCH and other 

programs aimed at addressing nutritional deficiencies, with the income support programs. The social 

health protection initiatives implemented through Benazir Income Support Programme (BISP) have been 

designed to address MNCH as well. Integrating MNCH related programmes with income support 

programmes can potentially increase the effectiveness of all programmes involved. Such integrated 

programmes are effectively run in developed countries lik e U.S through basic and primary health care 

units.  

Malnourishment is a serious problem in Pakistan and is often linked to socio -economic deprivation. A 

carefully designed social protection measure, aimed at improving the nutrition of women and children 

along with the provision of affordable health care services, can not only reduce poverty but is also likely  

empower women and address her nutritional needs through its implementation design. These health 

and nutrition programmes can be implemented through the Basic Health Units (BHUs). Pregnant women 

can visit the nearest Basic Health Unit, which can benchmark their health indicators and start providing 

them vouchers for food supplements. These vouchers can be exchanged for staple foods such as wheat, 

pulses, milk, and eggs at designated stores who can surrender those vouchers to the public health 

agency for cash compensation. This can ensure delivery of food items to households at affordable cost in 

a dignified manner and for intended purposes only. The nutr itional interventions for mothers can 

continue until weaning thereby encouraging breastfeeding and subsequent birth control. As soon as the 

mother stops breastfeeding, the baby may qualify for vouchers up till the age of 5.  

Such programs can also be used to provide an opportunity to raise awareness; deliver EPI; health related 

education; and family counselling services at the BHU level. Since the incentive (vouchers) for showing 

up is in place, the costs of delivering and monitoring EPI from door to door can be reduced. The 

maintenance of health records at local BHU can help in tracking those who do not complete 

immunization and can be approached by social mobilizers or mobile teams. The implementation design 

of such a broad based programme may further increase the effectiveness of BHUs in delivering 

preventive health care in Pakistan.  

                                                            
23 See e.g. Bhutta et al. (2008). 
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C.2.4 Promote equity in regional allocation of public health resources  

In terms of regional allocation of health sector budget, more resources need to be allocated towards 

regions that have poor health indicators and where the ability to pay for health care is low. After the 

recent enactment of National Finance Commission (NFC) award, health is now a provincial subject in 

Pakistan. Within provinces, there are significant spatial disparities. For instance, in Punjab, the southern 

districts have higher poverty and poor human development indictors. In order to achieve equity, 

provinces should take district level poverty and human development indicators while distributing 

resources at the inter-provincial level. Regions that show poorer health status and a greater proportion 

of marginalized population should receive more funds per capita than others.  

C.3 A Way Forward: Future Directions for Research  

By highlighting some critical issues in health care finance for MNCH in Pakistan, the present study can be 

seen as paving way for future research in this area. It creates some questions that can be addressed in 

future studies in this area. For instance, now that we know that benefits from many public health 

services in Pakistan are unequally distributed in favour of high income groups, as a next step, it would be 

worthwhile to investigate the major factors that lie behind such a pro-rich pattern. Is it because of poor 

health seeking behaviour in general among low income households (that may be due to low literacy and 

awareness and higher opportunity cost of seeking care)? Is it because poor income groups prefer private 

health care services to public services? Or is it because of low availability of health care services in 

regions where majority of the poor reside? These are important questions, the answers to which can be 

sought through a decomposition analysis of the factors contributing to inequality in the distribution of 

benefits from public health subsidies on MNCH in Pakistan.   
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An Analysis of Equity Issues in Public 
Spending on MNCH in Pakistan 

1. Introduction 
Health is an important dimension of human well-being and is recognized by many as an end as well as 

means of development. It is also an important component of human development which is now widely 

used as a comprehensive yardstick to gauge the development of a country. Within health sector, it is not 

only the average status of health but also health inequalities that are increasingly being considered as 

indicators of the performance of health systems (See e.g. Gwatkin, 2007; Murray et al., 2000; World 

Health Organization, 2005). 

What is Health Inequality? 

Health inequality is generally defined as differences or disparities in health outcomes of individuals or 

various population groups classified on the basis of socio-economic status, gender, ethnicity, 

occupation, or area of geographic residence etc. There are some differences in health outcomes of 

individuals or population groups that may be attributed to biological or genetic differences or to 

differences in individual’s health related behaviour and are thereby not rectifiable through policy 

actions.  According to Pan American Health Organization, health inequity is a subset of overall health 

inequality and refers to those inequalities that are deemed to be unfair and can be rectified through 

policy actions (Pan American Health Organization, 2001). Since most variations in health outcomes have 

been found to be due to socio-economic differences and are unrelated to biological and behavioural 

factors, it is considered safe to use the term ‘health inequality’ in place of ‘health inequity.’ 

Why do health inequalities matter? 

Population averages of health status often ma sk widespread disparity in health outcomes across 

population groups classified on the basis of socio-economic status, gender, ethnicity and area of 

geographical residence etc. Countries with similar levels of average health indicators may differ 

significantly in terms of health inequality within their countries. Health inequality is increasingly being 

recognized as a distinct dimension of the weak performance of health systems. It is considered to be an 

undesirable feature according to the principles of justice and fairness. In fact, it is considered to be more 

unfair and less tolerable than inequality in income. This is because inequality in health invariably leads to 

unequal opportunities and in terms of fairness, it is inequality in opportunities that is deemed more 

unfair than inequality in income per se.  Income inequality, to a certain extent, is tolerable as it reflects 

differences in natural abilities, acquired skills and personal effor ts. Inequality in health, on the other 

hand, is much less tolerable simply because it denies the basic capabilities of people to function 

properly, thereby creat ing unequal opportunities. 
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Why do inequalities in MNCH matter more than inequalities in other dimensions of health? 

There are two concrete reasons why inequalities in Mother and New-born Child Health (MNCH) should 

be considered more unfair - and thereby more undesirable - than inequalities in other dimensions of 

health status. Firstly, early childhood development affects health and achievement throughout the life 

course of a human being. Malnutrition and the prevalence of infectious childhood diseases such as 

malaria, diarrhoea, ARI and pneumonia reduce school attendance among children and hamper th eir 

cognitive development and physical growth. This reduces their opportunities to fulfil their cherished 

goals later on in life. If inequality in health reflects inequality in opportunities, then it is the inequality in 

child health – leading to a denial of life time opportunities for some – that deserves more attention than 

inequalities in adult or old age mortality rates (see e.g. Anand et al. 2004). That is also one reason why 

early death and disability is given more weight in the estimation of disabili ty adjusted life years (DALYs)  

and healthy life years (HLYs).   

Secondly, from a policy perspective, when we talk about inequities in health, we mean those inequalities 

in health that are caused by socio-economic differences and can be rectified through policy actions. As 

pointed out earlier, some inequalities in health outcomes may arise due to differences in genetics and 

risky human behaviour that cannot be rectified much through policy action. Child and maternal 

mortality qualify for such health dimensions that can be treated through simple policy actions such as 

the provision of clean water and sanitation; universal immunization; and basic reproductive health 

facilities etc. In contrast, there is a relatively limited role of policy in treating adult mortality especially 

that which occurs due to individual’s risky behaviour and unhealthy life style choices. Finally, on 

humanitarian grounds, one can hardly think of any other injustice that is graver than the ultimate 

injustice of mothers dying to give life.   

What is the status of Health Inequalities in Pakistan? 

Pakistan stands out at the international level not only in terms of its high level of infant and child 

mortality rate but also in terms of its extremely high level of within country health inequalities. The 

index of inequality of child survival rates computed by WHO24 in 2000 places Pakistan within the top 10 

countries (out of a total of around 180 countries) with the highest level of health inequality.  Obviously, 

within South Asia, Pakistan turns out to be the country with the highest value of the index of inequality 

in child survival rate: 0.54 compared to 0.40 in India; 0.31 in Bangladesh; and 0.17 in Sri Lanka.  

The analysis of Pakistan Demographic and Health Survey (PDHS) shows huge disparity in terms of the 

prenatal and postnatal utilization of care: o nly 37 per cent of the women from bottom wealth quintile 25 

receive prenatal care from a skilled health care provider compared to 92 per  cent of the women in the 

top wealth quintile who receive such care (National Institute of Population Studies , 2008). Similarly, only 

12.4 per cent of the women in bottom quintile (lowest 20 per cent income earners) have their delivery 

in a health facility compared to 73.8 per cent of the corresponding women in top wealth quintile. Large 

                                                            
24 WHO (2000). 
25 A quintile refers to five equal parts into which a statistical sample can be divided. In case of income distribution 
it refers to five income groups ranging  from lowest 20 per cent to highest 20 per cent. 
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scale spatial disparities also exist in MNH indicators. The Multiple Indicators Cluster Survey (MICS) of 

Pakistan conducted by UNICEF and the Government of Punjab (2007) 26 for instance, reveals large scale 

spatial inequality in child mortality across various districts and rural/urban areas of Punjab. Child 

mortality varies from 170 in the southern district of Bahawalpur to 52 (per 1,000) in the northern district 

of Rawalpindi. It varies from 126 in rural areas to 76 in urban areas. The same data source (MICS) reveals 

that child mortality in the lowest wealth quintile is three times higher than in highest wealth quintile.  

What causes health inequalities? 

Health inequalities, in general, arise from disparities in all those factors that determine good health. 

Foremost amongst these are income and education. Higher income households are able to afford better 

food and health care facilities. Poor households cannot afford adequate food and medical care. They 

often live in areas with poor environmental and sanitary conditions and are thereby more pro ne to 

infectious diseases. Similarly education, particularly among females, leads to better health outcomes by 

creating greater awareness of hygiene, sanitation and nutrition. In section 2, we provide evidence on 

socio-economic differences in health outcomes between various population groups classified on the 

basis of income, education and area of geographical residence: the prevalence of disease and poor 

health outcomes in Pakistan is much higher in population groups with lower income and less education.  

Health inequalities also arise due to differences in the area of geographical residence. In developing 

countries such as Pakistan, rural areas are poorly equipped with health and sanitation facilities. Poverty 

is significantly higher in these areas and because of differences in living conditions between rural and 

urban areas, health outcomes of people living in rural areas is, on average, poorer than in urban areas. 

In many developing countries such as Pakistan, India and Bangladesh,  there is a great deal of inter-

provincial and inter-regional disparity in terms of socio-economic conditions. Infrastructure, roads, 

hospitals and health care facilities are unevenly distributed across regions. These disparities in living 

standards and social indicators lead to different health outcomes across provinces and districts.  Again, 

section 2 provides evidence on regional inequality in health indicators in the context of Pakistan.  

Ethnicity, race and religion are other prominent factors that lead to health inequality. There are two 

reasons why ethnic origin may be considered as one of the determinants of health inequality: First, 

there may be genetic differences in the health of people belonging to different races. Second, in some 

countries, people of some ethnic origin are more deprived compared to others. In U.S. for instance, the 

life expectancy at birth of Native American males in some counties is 56 years while that of Asian 

American women in other counties is above 95 years (Murray, Gakidou, and Frenk, 1999). Similar ly in 

South Africa, infant mortality is five times higher among blacks than among whites (Evans, Whitehead, 

Diderichsen, Abbas, and Wirth, 2001). Disparities in health based upon ethnic origin have also been 

observed in other countries such as Peru, Sri Lanka and Thailand (e.g., Braveman and Tarimo, 2002) . 

 In some countries, caste and religion may also be a factor behind health inequalities. In India for 

instance, people of certain castes such as scheduled castes and scheduled tribes, as well as people of 

certain religions have poor health outcomes (see e.g. Bhattacharya et al., 2011). Health inequalities 

                                                            
26 A new round is underway, but the data set and results may not be available sooner.  
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between males and females may arise due to gender discrimination and differences in the socio-

economic status of males and females.     Differences in the utilization of health services may also lead to 

differences in health outcomes. Again, health care utilization depends upon both demand side factors 

such as income; education; and cultural and religious factors as well as supply side factors such as  the 

availability of health care facilities within a reasonable distance ; and the quality of health care service 

provided.   

 What is the role of public health spending in influencing health inequalities? 

Both the level as well as the allocation of public spending on health, across sectors and regions, has a 

great bearing on socio-economic and regional disparities in health outcomes.  Empirical studies across 

countries find that in many countries, public spending on health reduces  health inequalities by 

benefitting the poor more than the rich (see e.g. World Bank, 1995; Bidani and Ravallion, 1997; Gupta et 

al., 2003; Houweling et al., 2005). In many other countries, however, the resource allocation and 

utilization mechanisms are such that they end up exacerbating rather than reducing health inequalities.  

World Bank (2004), for instance, argues that the pattern of public spending on heath in some countries 

is such that the major share of public spending is directed towards specialized hospitals in urban 

centres, the beneficiaries of which are the rich, while very little is spent on preventive and curative care 

utilized by the rural poor. Doorslaer (1993) studies health care financing in five countries including Peru, 

Cote d’Ivoire, Ghana, Bolivia and Jamaica and finds that the allocation of funds by the Health Ministries 

favours urban, hospital based care and under-serves the rural population. In Ghana, two-thirds of the 

health budget is spent on hospital services. In South Africa, 89 per cent of the health care budget is 

spent on hospitals and in Madagascar and Kenya, this share is more than 50 per cent (Castro-Leal, 

Dayton, Demery, and Mehra, 2000).  

In short, the critical questions that determine the impact of public health spending on health inequality 

are: how much a government spends on health? On what services does it spend its money on? What is 

the resource allocation mechanism across regions? Who benefits from these services? And how 

efficiently and transparently, public health spending is utilized?  This report will answer these questions, 

particularly in the context of mother and child health in Pakistan. 

What is this study about? Objectives and organization of the study    

The key objectives of the study are to:  

a) Present evidence on socio-economic and regional disparities in health outcomes particularly Mother, 

New-born and Child Health in Pakistan (MNCH) and to compare the extent of these inequalities with the 

neighbouring countries;  

b) Critically analyse the level and pattern of resource allocation on health, in general, and on MNCH in 

particular in Pakistan. More specifically, we will examine the implications of these allocation patterns on 

health inequalities in Pakistan. We will examine how investing more in MNCH and targeting these public 

subsidies effectively towards the marginalized groups can p romote simultaneously, the two central 

goals of public finance which are i) to achieve efficiency and ii) achieve equity in public health spending; 
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c) Conduct a Utilization Incidence Analysis of public spending on MNCH related health services so as to 

determine whether public spending on MNCH, at present, in Pakistan is being effectively targeted 

towards the poor; and  

d) Provide policy recommendations on the basis of the findings of our analysis and point out future 

directions for research. 

The report is organized as follows: section  2 presents the standard methodologies followed by 

development practitioners to measure health inequalities across countries and provides evidence on 

health inequalities in Pakistan. Section 3 analyses the level and pattern of public health spending across 

sub-sectors and regions in Pakistan and discusses the possible repercussions of these allocations on 

health inequality in Pakistan. Section 4 presents the methodology of measuring the incidence of public 

health spending across socio-economic groups; reviews relevant studies conducted in other parts  of the 

world; and presents empirical results in the context of MNCH related services in Pakistan. Chapter 5 

concludes and presents policy recommendations in light of the key findings of our study.   
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2. Measurement and Evidence of Health Inequalities 
The most simple and straightforward way to gauge socio economic disparities in health is to categorize 

the population into socio-economic groups (these socio-economic groups may be classified on the basis 

of income, consumption, assets or education level) and then estimate the value of the health variable  

for each population group. In general, household level data such as Living Standards Measurement 

Surveys or Demographic and Health Survey are used for this purpose. Table 2.1 below presents socio -

economic disparities in under-five mortality rate by place of residence (rural vs. urban); income; and by 

educational level of mother in South Asia. As is evident from the table, significant disparities in health 

outcomes of children exist according to the socio-economic criteria used. Under-five mortality rate in 

the poorest 20 per cent of the population is twice that observed amongst the richest 20 per cent of the 

population. Similarly, the mortality rate observed in households with women having least leve l of 

education is twice that found in households where women have the highest level of education. A great 

deal of disparity is also observed in mortality rates in rural vs. urban areas.  

Table 2.1: Socio-economic Inequalities in Under-Five Mortality Rate in South Asia (2006-07)  

  Under five mortality rate (probability of dying by age 5 per 1000 live births)  

  Place of residence Wealth quintile Educational level of mother 

  Rural  Urban Ratio 
rural-
urban 

Lowest Highest Ratio 
lowest-
highest 

Lowest Highest Ratio 
lowest-
highest 

South Asia 76.6 54.4 1.4 90.2 42 2.1 88.2 41.4 2.46 

Pakistan 100 78 1.3 121 60 2 102 62 1.6 

India 94 61 1.5 118 39 3 106 49 2.2 

Maldives 28 23 1.2 28 21 1.4 47 12 3.8 

Nepal 84 47 1.8 98 47 2.1 93 32 2.9 

Bangladesh 77 63 1.2 86 43 2 93 52 1.8 

Note: Data on India corresponds to 2005-06.  Data on Sri Lanka is not available.  
Source: World Health Statistics 2011, World Health Organization 

Table 2.2 reports the socio-economic disparities in births attended by skilled health personnel. The 

figures show significant socio-economic disparities in Pakistan with 60 per cent of the population in 

urban areas using skilled birth attendance compared to 30 per cent of the corresponding population in 

rural areas and 77 per cent in the top income group using skilled birth attendance compared to only 16 

per cent in the bottom income group. 
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Table 2.2: Socio-economic Disparities in Births Attended by Skilled Health Personnel in South Asia (2006-07) 

Note: Data on India corresponds to 2005-06 
Source: World Health Statistics 2011, World Health Organization  
 

Table 2.3 shows socio-economic disparity in measles immunization coverage in South Asia. Since in most 

South Asian countries, immunization facilities against some diseases including malaria is provi ded at a 

subsidized rate or free of cost by the government, we do not observe a very high dispar ity in the 

coverage across socio-economic groups. In Pakistan however, the figures show a higher disparity t han 

the South Asian average. 

  Measles immunization coverage among 1-year-olds (%) 

  Place of residence Wealth quintile Educational level of mother 

  Rural  Urban Ratio 
urban
-rural 

Lowest Highest Ratio 
highest
-lowest 

Lowest Highest Ratio 
highest-
lowest 

South Asia 74.4 82.4 1.14 65 87.8 1.52 66.8 89 1.44 

Pakistan 56 69 1.2 36 76 2.1 51 81 1.6 

India 54 72 1.3 40 85 2.1 41 80 2 

Maldives 95 94 1 96 94 1 90 95 1.1 

Nepal 85 89 1.1 73 95 1.3 78 99 1.3 

Bangladesh 82 88 1.1 80 89 1.1 74 90 1.2 

Note: Data on India corresponds to 2005-06 

Source: World Health Statistics 2011, World Health Organization 

2.1 The Concentration Curve and Index 
The data on socio-economic inequalities in health presented above in the form of tables can also be 

presented graphically in the form of a concentration curve. This is typically done to present income 

related inequalities in health in a graphical form. The concentration curve plots the share of the health 

variable on the vertical axis against the population classified on the basis of living standards (income or 

consumption quintiles) measured on the horizontal axis beginning with the poorest and ending with  the 

  Births attended by skilled health personnel (%)  

  Place of residence Wealth quintile Educational level of mother 

  Rural  Urban Ratio 
urban-
rural 

Lowest Highest Ratio 
highest-
lowest 

Lowest Highest Ratio 
highest-
lowest 

South Asia 38.6 64.2 2.14 27 74.8 6.56 31 66.8 3.8 

Pakistan 30 60 2 16 77 4.8 27 74 2.8 

India 37 73 2 19 89 4.6 26 75 2.9 

Maldives 94 99 1.1 90 99 1.1 86 99 1.2 

Nepal 19 52 2.8 5 58 12 11 53 4.7 

Bangladesh 13 37 2.8 5 51 10.3 5 33 7.4 
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richest. If the value of the health variable is the same for all population groups, the concentration curve 

will simply be a 45o line running from the bottom left hand corner to the top right hand corner. If on the 

other hand, the value of the health variable is disproportionately concentrated among the poor, the 

concentration curve will lie above the 45o line. In case the value of the health variable is 

disproportionately concentrated among the rich, the concentration curve will lie below the 45 o line. 

Figure 2.1: Concentration Curve: An Illustration 

The concentration curve merely tells us whether or not inequality in health exists. It does not give us a 

summary measure of the degree of inequality that can be compared across  countries. For this purpose, 

the concentration index – a summary measure that is closely related to the concentration curve – is 

used.   Theoretically, it is defined as twice the area between the concentration curve and the 45 o line. 

The value of the index lies between -1 and +1. If the variable measured on the y-axis is an ill health 

variable such as child mortality, the value of the index will typically be negative indicating a 

disproportionate concentration of the ill-health variable among the poor. If the value of the index is 0, 

the concentration curve coincides with the 45o line and there is no inequality. Table 2.4 presents the 

estimates of concentration index computed for under -five mortality rate in selected South Asian 

countries. The absolute value of the concentration index for Pakistan increased between 1990 and 2006 -

07.  Its latest estimate of 0.124 is less than the latest estimate for India but greater than those of 

Bangladesh and Nepal. 

Table 2.4: Recent Estimates of Concentration Indices for Under-Five Mortality Rate in South Asian Countries 

Countries Survey Years Concentration Index (Under Five 
Mortality Rate) 

Pakistan 1990-91 -0.089 

 2006-07 -0.124 

India 1992-1993 -0.171 

 2005-06 -0.178 

Bangladesh 1999-2000 -0.126 

 2004 -0.099 

Nepal 1996 -0.095 

 2006 -0.115 

Source:  Save the Children (2010)27 
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2.2 Socio-economic and Regional Inequality in MNCH related Indicators in 

Pakistan: Estimates from Household Data 
In this section, we present evidence on socio-economic and regional disparities in mother,  new-born 

and child health indicators in Pakistan. When possible, latest available data is utilized for this purpose. 

Data on socio-economic disparities in health services is also presented. 

2.2.1 Disparities in Child Health Indicators in Pakistan 

According to the Pakistan Demographic and Health Survey (PDHS) 2006-07 data, a great deal of socio 
economic disparities are observed in mortality rates among children. Various age-specific rates have 
been used to express the infant and child mortality. Neonatal mortality, which is the possibility of dying 
within the first month of life, varies in Pakistan across different wealth quintiles, level of education, 
income and place of residence. It can be seen that the neonatal mortality rate increases from 38 in the 
highest quintile to 63 per 1000 lives in the lowest wealth quintile.  
 
On the basis of mother’s level of education, the same can be observed. Neonatal mortality amongst 
women with no education is 10 percentage points higher than those with primary education (see figure 
2.2) 
 
Figure 2.2: Socio-Economic Disparities in Neonatal Mortality in Pakistan (2006-07) 

 
Source: PDHS 2006-07 

 
Socio-economic differentials also exist in infant mortality rates, a ratio which measures infant deaths 
before the first birthday per 1000 live births.  The infant mortality rate increases with increasing level of 
income. The rate increases by almost 41 percentage points as we move to from the wealthiest quintile 
to lowest quintile. The rate of infant mortality is also associated with the mother’s level of education. 

                                                            
27 Save the Children, 2010. “Inequalities in Child Survival: Looking at wealth and other socio-economic 
disparities in developing countries,”  
http://www.savethechildren.org.uk/sites/default/files/docs/Final_draft_inequalities_of_child _survival_
10_August_formatted_2_1.pdf  
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The rate decreases with increases in education. Notice that the biggest reduction in infant mortality 
occurs when we move from no education to primary education. This indicates that returns to primary 
education in terms of reduction in infant mortality rate are certainly high.  
 
Figure 2.3: Socio-economic Disparities in Infant Mortality Rate (2006-07) 

 
Source: PDHS 2006-07 

 

Using data from Pakistan Living Standards Measurement Survey (PSLM, 2007 -08), Table 2.5 shows rural 

urban and provincial disparity in infant mortality rate in Pakistan. Although there does not appear to be 

much provincial disparity observed, there is a significant level of rural urban disparity with rural areas 

having almost double the rate of infant mortality in urban areas.  

Table 2.5: Regional Disparity in Infant Mortality Rate in Pakistan  (2007-08)  

Region Male Female Total  

Pakistan 76 65 71 

Urban 43 46 45 

Rural 89 73 81 

Punjab 80 65 72 

Sindh 75 72 73 

KPK 64 58 61 

Balochistan 82 66 74 
Source: PSLM 2007-08 

Significant differentials in under-five mortality are also observed on the basis of place of residence, 

province, mother’s level of education and level of income (figure 2.4). Under-five mortality is strongly 

linked with the level of income. The rate increases by almost 100 per cent as we move from the highest 

to the lowest quintile. Differentials also exist on the basis of mother’s level of education. As mother’s 

level of education increases, the under-five mortality decreases  

 Significant levels of socio-economic disparities in under five mortality rate exist across various districts 

in the same province. According to the results of Multiple Indicators Cluster Survey (MICS)  Punjab, 2007-
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08 under five mortality ranges from a high of 149 in the district of Bahawalpur to the low of 60 in 

Punjab. A great deal of disparity is observed in Punjab with respect to mother’s level of education with 

under-five mortality increasing from 24 per 1,000 for mothers with higher education to 137 per 1,000 

for mothers without any education. A great deal of income related inequality in health is also observed 

in Punjab with an under-five mortality rate of 156 in poorest wealth quintile to 52 per 1,000 in the 

richest wealth quintile. Similar level of inter-district variation is observed in infant and under-five 

mortality in other provinces. 

Figure 2.4:  Socio-economic Disparities in Under-Five Mortality in Pakistan (2006-07)

Source: PDHS 2006-07 

2.2.2 Disparities in Maternal Health Indicators 

 
Maternal mortality ratio is an important indicator for MNCH. It measures the ratio of maternal deaths 

due to childbearing to number of live births. PDHS 2006-2007 expresses this ratio per 100,000 live 

births. A distinct disparity exists between rural and urban areas, with 319 mat ernal deaths per 100,000 

live births in rural areas compared to a much lower ratio of 175 in urban areas. Important differentials 

are also observed on the basis of province. Balochistan has the highest ratio of 785 (per 100,000), which 

is significantly higher than the other provinces. Punjab on the other hand has the lowest maternal 

mortality ratio. A great deal of disparities in maternal mortality rates within provinces also exists as 

shown by the district level data.  
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Figure 2.5: Socio-economic Disparity in Maternal Mortality Rate (2006-07) 

 
Source: PDHS 2006-07 

 
Contraceptive use is another indicator of a mother’s health. Figure 2.6 shows provincial and rural-urban 
disparities in the usage of contraceptives.  
 
Figure 2.6: Regional Disparities in the Use of Contraceptives in Pakistan 

  
Source: PDHS 2006-07 

Contraceptive use amongst married women is highest in Punjab, with lowest being in Balochistan. There 

is also a significant difference between rural and urban usage of contraceptives, with 41.1 per cent of 

the females using them in urban areas, as opposed to only 23.9 per cent using in rural areas. 

Furthermore, socioeconomic disparities can also be observed in contraceptive use from figure 2.7 

below.  
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Source: PDHS 2006-07 
 

Contraceptives use increases with women’s level of education, father’s level of education and the 

income of households. As seen from the figure 2.7, the contraceptive use is 42.6 per cent amongst 

women with higher level of education against 25.3 of women with no education. Use of contraceptives 

also increases with husband’s level of education and the overall income of the household.  It is 

interesting to note that the link is stronger with women ’s education than with men’s education. 

2.2.3 Disparities in Health Services Utilization 

Socio-economic inequality not only exists in terms of health status indicators but also in terms of 

utilization of health services. In general, provinces that display poor health indicators also fare poorly in 

terms of health services utilization. This is especially true for Balochistan. Similarly rural areas, that 

depict poor health indicators, also show lower utilization of health services. Below, we provide evidence 

of socio-economic as well as regional disparity in terms of utilization of key health services related to 

mother and child health. 

 2.2.3.1  Immunization coverage 

Pakistan has done well in the provision of immunization coverage. Rece nt PSLM (2010-11) data on 

immunization shows that based upon recall and record, around 80 per  cent or more children are 

immunized against key diseases (refer to table 2.6). However immunizati on coverage is still low in 

Balochistan. Not much socio-economic disparity is observed in immunization coverage. 
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Table 2.6: Regional Disparity in Immunization Coverage (Recall and Record): 2010 -11 

PROVINCE   BCG     DPT1     DPT2  DPT3     POLIO1   POLIO2  POLIO3   MEASLES  

         

Pakistan 88 88 87 85 81 81 79 82 

       Urban 95 95 94 92 89 88 87 87 

       Rural 85 85 84 83 78 77 76 80 

Punjab 93 93 92 91 90 90 89 86 

Sindh 83 82 81 79 71 71 70 77 

Khyber 
Pakhtunkhwa 

83 83 82 81 74 73 71 78 

Balochistan 63 63 61 60 40 40 39 58 
Source: PSLM 2010-11 

2.2.3.2 Skilled birth attendance 

PSLM data (2007-08) shows that only 30.2 per cent of births in Pakistan are attended by doctors 

whereas a significant percentage of 25 per cent is attended by traditional birth attendant s (table 2.7). 

This overall picture masks great deal of socio-economic disparity: in poorest income quintile, 34.2 per 

cent are attended by traditional birth attendant whereas merely 16 per  cent are attended by doctors. In 

contrast, 60 per cent of births in the top income quintile are attended by doctors  and only 9.5 per cent 

are attended by traditional birth attendants .   

Table 2.7: Type of Birth Assistance by Income Quintiles (2007-08) 

  

family 
member/ 
relative 

neighbour TBA* Trained 
Dai 

doctor LHV LHW Nurse other 

Total quintile 1st 15.4% 1.8% 34.2% 26.2% 16.0% 1.4% .6% 3.8% .5% 

2nd 14.7% 1.6% 27.4% 27.8% 19.5% 1.6% .4% 6.8% .2% 

3rd 12.5% 2.6% 25.7% 22.3% 26.4% 2.5% .6% 7.1% .2% 

4th 8.1% 2.5% 21.7% 18.9% 40.5% 1.5% .3% 6.5%   

5th 6.2% 2.3% 9.5% 13.6% 60.1% 1.3% .2% 6.8%   

Total  11.9% 2.1% 24.9% 22.5% 30.2% 1.7% .4% 6.1% .2% 

Source: PSLM (2007-08) 
*Traditional Birth Attendant  

 

A great deal of regional disparity is also observed. According to PSLM 2010-11, 68 per cent of the births 

in rural areas are delivered at home compared to 34 per  cent in urban areas. Across provinces, 74 per 
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cent of the births in Balochistan are delivered at home compared to the corresponding average of 57 

per cent in Punjab. 

Table 2.8: : Place of Delivery by Provinces 2010-11 (%) 

 Pakistan Punjab Sindh KPK Balochistan 

Home 58 57 52 62 74 

Govt. 
Hospital/RHC/BHU 

12 12 12 16 10 

Private 
Hospital/Clinic 

29 31 35 21 16 

Other 0 0 1 0 0 

Total 100 100 100 100 100 

Source: PSLM 2010-11 

Similarly, only 17 per cent of the births are attended by doctors in Balochistan, compared to 33 per cent 

in Punjab (refer to table 2.9). 

Table 2.9: Person that assisted with delivery by provinces: 2010-11 

 Pakistan Punjab Sindh KPK Balochistan 

Doctor 34 33 42 33 17 

Nurse 06 7 3 2 6 

midwife 03 4 4 2 4 

TBA 12 13 16 3 18 

Trained Dai 28 34 21 18 20 

Family 
member/Neighbour/Friend 

12 5 12 34 30 

Other 04 4 1 9 5 

Total  100 100 100 100 100 

Source: PSLM 2010-11 

The picture gets even worse when we examine district -wise data.  In some districts, mostly located in 

South Punjab, Sindh and Balochistan, the percentage of births delivered at home is extremely high. In 

Punjab for instance, the percentage of deliveries at home are as high as 90 per  cent in D.G Khan and 94 

per cent in the district of Rajanpur. It is 97 per cent  in Kohistan (KPK). This percentage is even higher 

than some districts in Balochistan such as 74 per cent in Thatta, and 87 per cent in Tharpakar and 83 per 

cent in Chaghi. Similarly in some districts located in KPK, over 80 per cent of the births are delivered at 

home. 

 2.2.3.3  Pregnant women receiving tetanus injection 

Provincial and rural urban disparities in pregnant women receiving Tetanus injections are presented in 

table 2.10. Inter-district variation is depicted in graphs in appendix A. 
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Table 2.10: Regional Disparity in Pregnant Women Receiving Tetanus Injection by Regions: 2010 -11 

PROVINCE URBAN RURAL TOTAL 

Pakistan 83 63 69 

Punjab 86 74 77 

Sindh 84 42 60 

Khyber Pakhtunkhwa 74 58 61 

Balochistan 41 28 31 

Source: PSLM 2010-11 

2.2.3.4  Pre natal consultation 

According to PSLM 2010-11, prenatal consultation rate is 44 per  cent in Balochistan against 68 per cent 

in Pakistan and 79 per cent in urban Pakistan as against 57 per cent in rural Pakistan (table 2.11).  

 
 
 
 
Table 2.11: Regional Disparity in Pre-Natal Consultation: 2010-11 

PROVINCE PERCENTAGE OF CASES  

URBAN RURAL TOTAL  

    

Pakistan 79 57 64 

Punjab 79 63 68 

Sindh 85 49 65 

Khyber Pakhtunkhwa 69 49 52 

Balochistan 55 41 44 
Source: PSLM 2010-11 

2.2.3.5  Post natal consultation 

According to PSLM 2007-08, around 43 per cent of the women from the richest quintile received 

postnatal consultation compared to around 11 per cent from the poorest quintile.  

 Figure 2.8: Postnatal Consultation by Quintiles  

Source: PSLM 2007-08 
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A great deal of rural-urban disparity also exists in postnatal consultation. According to PSLM 2007-08 

(the percentage of women in urban areas receiving postnatal care (33.2 per cent) is twice the 

corresponding percentage in rural areas (16.0 per cent)  

Table 2.12: Provincial Disparity in Post Natal Consultation 2010-11 

 Rural Urban Total  

Pakistan 38 24 28 

    

Punjab 40 24 28 

    

Sindh 40 29 34 

    

Khyber Pakhtunkhwa 29 22 23 

    

Balochistan 22 17 18 
Source: PSLM 2010-11 

A great deal of disparity is observed in this indicator across districts in the same province. In many 

districts of KPK and Balochistan for instance, none of the women interviewed by the surveyors for 2010 -

11 PSLM data collection had consulted a health facility for post natal care. These inclu de the districts of 

Shangla, Bonair, Batagram, Kohistan (KPK); Hernai, Awaran, Washuk, Musa Khel, Sherani (Balochistan).   

Similarly, significant variation is observed between provinces and districts in the type of facility 

consulted. For Pakistan as a whole, majority of women (54 per cent) consulted private health facility 

followed by 22 per cent of the women who consulted government health facility for postnatal 

consultation. About 8 per cent of the women, on average, in Pakistan  consulted home LHW and LHVs. 

However, it is important to note that in many districts, particularly in Balochistan, none of the women 

consulted LHVs and LHWs indicating limited coverage of lady health workers in these districts. These 

include Sibi, Ziarat, Kohlu, Dera Bugti, Hernai, Lasbilla, Panjgur, Loralai, Barkhan, Qilla Saifullah, 

Nasirabad, Jhal Magsi, and Bolan.   

Table 2.13: Type of Facility Consulted for Post-Natal Care in Pakistan (2010-11) 

 Rural Urban Total  

1. Home TBA 5 17 12 

2. Home LHW 3 7 5 

3. Home LHV 2 4 3 

4. Home Doctor 3 2 3 

5. Govt. Hospital/RHC/BHU 25 20 22 

6. Private Hospital/Clinic 62 49 54 

7. Other 1 1 1 

 Source: PSLM 2010-11 
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3. An Analysis of Public Spending on MNCH in Pakistan 
In section 2, we examined the evidence on socio-economic inequalities in MNCH indicators in Pakistan 

and saw that there is a great deal of socio-economic disparity in health services utilization and health 

outcomes of the population. Certain population groups that are marginalised in socio-economic terms 

have much poorer MNCH indicators than others. In this section, we examine how public spending on 

health in Pakistan can be geared towards improving the health s ervices utilization of these marginalized 

groups and reducing the overall health inequality in Pakistan. Let us begin by examining the present 

structure of health financing in Pakistan. 

 3.1 An Analysis of Overall Level of Health Expenditures in Pakistan  
Total  health expenditures (THE) in Pakistan – that include both private and public health expenditure - 

are conspicuously low not only by international standards but also by the low -income countries’ 

standards. Total health expenditures in Pakistan represent me rely 2.6 per cent of its GDP which is the 

lowest amongst all South Asian countries as well as developing and low income regional averages and is 

way below the global average. It translates into per capita total expenditures of $ 62 (purchasing power 

parity $) which is also below what most other South Asian countries including India ($PPP 122); Sri Lanka 

($PPP 187) and all developing regions (see table 3.1) spend on health per person. This marked difference 

in total health expenditure figures for Pakistan an d the rest of the developing world has recently led 

some researchers to conduct studies aimed at cross -checking these estimates that are provided by WHO 

with those pertaining to National Health Accounts in Pakistan.  

Lorenz (2010) for instance reconciles the total health expenditures estimates (THE) provided by WHO 

and the NHA data recently collected by Pakistan Bureau of Statistics and finds that WHO estimates only 

include public and household out-of-pocket health expenditures and does not include health 

expenditures from many sources such as military, cantonment boards, autonomous bodies and private 

hospitals etc28. After the inclusion of expenses by these entities, the per capita total health spending 

increases from US$22 as estimated by WHO to US$33. However, as the study points out, even after this 

adjustment, total health spending in Pakistan remains lower than most of the neighbouring countries 

with comparable levels of per capita income and epidemiological profile, such as India where per capita 

total health spending is US$ 45 and Afghanistan where this figure is US $47.  

                                                            
28 These expenditures, according to Lorenz (2010) are neither reported as ‘public’ nor as ‘household’ sources of 
health expenditures by the WHO. The WHO counts public expenditure at the financing agent level (such as the 
Ministry of Health) rather than at the Financing Source level (such as the Ministry of Finance). This means that 
health related expenditures that are not channeled via Ministry of Finance such as Military and Cantonment Board 
health related expenditures are not included. This also means that funds channeled to Ministry of Finance from 
non-public sources such as donors would be counted as ‘public.’  
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Table 3.1: Total Health Expenditures in Pakistan and other Developing Countries (2008)  

 As % of GDP Per Capita Total 
Expenditures on 
Health* (US$) 

Per Capita Total 
Expenditures on 
Health (Int. $PPP) 

Pakistan 2.6 22 62 

Afghanistan 7.4 47 57 

Bangladesh 3.3 17 44 

India 4.2 45 122 

Nepal 6 24 66 

Sri Lanka 4.1 83 187 

African Region 6 83 146 

Eastern Mediterranean 
Region 

4.2 153 262 

Low income 5.4 32 74 

Lower middle income 4.3 99 197 

Global 8.5 854 899 
 Source: World Health Statistics 2011.  

*  at average exchange rate   

3.2 Key Sources of Health Care Financing in Pakistan 
There are three major sources of health care expenditure in Pakistan with a markedly skewed 

contribution of each these sources. These financing sources are broadly categorized into 1) public 2) 

private 3) international donor organizations. Public sources o f funds are further categorized into a) 

government funds that include outlays by federal, provincial, and district governments; and b) 

autonomous bodies. Private sources include households out of pocket expenditure; contributions from 

employers; Non-Governmental Organization (NGOs); and private insurance companies.  International 

donor organizations expenses, according to NHA 2007 -08, include only those expenses that do not flow 

via budgetary aid. 
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Figure 3.1: Sources of Health Care Expenditure in Pakistan 

 

The bulk of total expenditure on health in Pakistan is financed by private sources with a relatively small 

contribution by the public sources. Around 72 per cent of the total health expenditure is financed by 

private sources whereas the remaining expenditure is funded by the government and international 

development partners. According to NHA 2007-08, 25 per cent of the total health expenditure is 

financed by the government and 3 per cent by the international development partners and donor 

organizations. Other countries in the region show similar pattern in terms of health financing sources. 

The National Health Accounts of India for 2004-05, for instance show that around 20 percent of the total 

health expenditure is financed by the government; 78 per cent by the private sector and the remaining 

2.3 per cent by the international donors (Govt. of India, 2005).  Let us analyse each of these three key 
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Figure 3.2 : Percentage Contribution of Key Sources of Health Expenditure Finance in Pakistan  (2007-08)

  

Source: NHA 2007-08 

3.2.1 Public Sources 

Public sources of health expenditure finance, according to the National Health Accounts of Pakistan, 

include federal, provincial and district governments as well as autonomous bodies and corporations. The 

share of autonomous bodies and corporations in total public health expenditure is about 8 per  cent. The 

rest 92 per cent consists of expenditure by federal, provincial , and district governments. 

Figure 3.3: Percentage Contributions of Public Sources of Funds in Pakistan (2007-08) 

   
Source: NHA 2007-08 
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Out of total federal health expenditures, 70 per cent are reported to be for civilian part and the rest 30 

per cent is disbursed through military sources. Out of total provincial expenditure via public sources, the 

greatest share is taken by Punjab followed by Sindh, KP and Balochistan. 

3.2.2 Private Sources 

Private sources include private firms, households, private health insurance schemes and non -profit 

institutions. In Pakistan, private health insurance schemes, non -profit institutions as well as private firms 

have a minimal role in financing health expenditures of the households.  Private pre-paid plans, for 

instance, represent only 0.3 per cent of the total private expenditures on health (refer to table 3.2). This 

is much lower than 2.3 per cent in India; 2.4 per cent for low income countries; and 4.9 per cent for 

lower-middle income countries. 

Private sources of financing health expenditure in Pakistan, therefore, predominately consist of out of 

pocket health expenditures. Out of pocket expenditures on health are defined as expenses made purely 

by households out of their pockets and these expenses are net of employers’ contribution and insurance 

company claims. These expenses however include insurance premiums. In NHA for Pakistan, zakat 

(Islamic charity) and Bait-ul-Mal funds are counted as out of pocket expenditures, primarily due to 

difficulty in disaggregating data (see Pakistan Bureau of Statistics, 2007 -08). The contribution of zakat 

funds in total household spending on health is however suspected to be a negligent amount  (see Govt. 

of Pakistan 2007-08).   

According to the latest NHA estimates for 2007-08, around 92 per cent of the private health 

expenditures consists of out of pocket health expenditures.  This specific pattern of health care finance 

puts the major responsibility of health care finance on the shoulders of households themselves and 

thereby places them into a vulnerable situation. It has special implications on equity as well as poverty. 

Medical related expenditures due to physical accident, disability or even an illness can push people - 

close to the poverty threshold - below the poverty line. According to a study conducted by the Planning 

Commission,29 economic shocks related to health care expenditure are the most common shocks faced 

by households in Pakistan. Around 54 per cent of the households interviewed by the study were 

vulnerable to health care expenditure shocks. Another study 30 investigating the poverty effects of out of 

pocket expenditure on health care in 11 Asian countries, including India and Bangladesh, found that 

when out of pocket payments on health care were taken into account, the prevalence of absolute 

poverty turned out to be 14 per cent higher than the conventional measures that do not take into 

account out of pocket payments for health care . 

 

 

 

                                                            
29 See Government of Pakistan (2005) “Social Protection Strategy, 2005.” Planning Commission, Government of 
Pakistan 
30 Van Doorslaer et al. (2006)  
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Table 3.2: Private Pre-paid Plans as Percentage of Private Expenditures on Health (2008) 

Pakistan 0.3 

Bangladesh 0.3 

India 2.3 

Iran 3.2 

Sri Lanka 9.1 

Eastern Mediterranean Region 6.1 

    

Low income 2.4 

Lower middle income 4.9 
Source: World Health Statistics 2011 

3.2.3 International Donor Organizations 

According to NHA 2007-08, the contribution of international donor organizations in total health 

expenditures in Pakistan is about 3 per cent. These are contributions that are not part of the budgetary

aid and therefore do not flow through the Ministry of Finance. The international donor organizations’ 

contributions through budgetary aid are included in the government sources of health expenditure 

finance in order to avoid double counting. 

With respect to the allocation of international donor organizations funds across various sectors, the 

biggest share went to ‘health and nutrition’ followed by ‘infectious disease control’ in 2007 -08. In the 

same reference year, about 9 per  cent of the total health funding by donor organizations was allocated 

towards ‘Mother and Child Health Care’. This percentage is a little less than 2005 -06 NHA estimate 

which was around 15 per cent for the categories of ‘maternal health’ and ‘child health’ combined 

together. However, it must be noted that many of the other heads classified by the Development 

Assistance Data Base (DAD) - from where NHA acquires this data – such as ‘infectious Disease Control’ 

and ‘Food and Nutrition’ may contain expenditures directed at mother and particularly child health. 

Figure3.4: Health Expenditure by International Donor Organizations by Sectors (Pk. Rs . Million) 
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Note: These figures include both off and on budget contributions 

With respect to the interprovincial allocation, the major chunk of funds (40.5) per cent is received by 
KPK. This could have been driven by rehabilitation efforts by donor community following the devastating 
earthquake in 2005, the major epicentre of which was KPK and northern areas. A significant share of 
11.3 per cent is allocated for Islamabad Capital Territory. Around 28.6 per  cent of the funds allocated for 
the health sector are un-regionalized. 

Figure 3.5: Regional Distribution of Health Care Expenditures by International Donor Organizations in 2007-08

 
Source: NHA 2007-08 

3.3 Efficiency and Equity Issues in Public Health Financing in Pakistan  
With the background presented above with regards to the sources of health expenditure finance, let us  

now focus our attention to the public sector. With a contribution of only around 25 per  cent in financing 

total health expenditure, the public sector has a limited role in financing health in Pakistan. Yet, from a 

public policy perspective, it is important to make sure that whatever limited amount is allocated by the 

public sector is utilized properly and spent in a way that achieves the two central goals of public finance 

namely efficiency and equity.  

Although the major objective of the present study is to analyse the equity implications of public health 

financing, particularly that of MNCH in Pakistan, it might be useful to comment on the efficiency 

implications of these investments as well. In particular, we  will argue that the achievement of the two 

goals mentioned above may not be mutually exclusive and hence can be achieved simultaneously 

through a specific intra-sectoral and inter-regional allocation of health sector budgets. This is quite in 

contrast to the traditional macro-economic proposition of the existence of a trade-off between 

efficiency and equity objectives in a setting where the social goal is to maximize production or income. 

When the social goal is to maximize health outcomes, our proposition is that there is no trade-off 

between efficiency and equity especially in the context of MNCH in Pakistan. Policies that aim at 

achieving equity can also achieve efficiency provided they are implemented in an effective manner.
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 Before we analyse the allocation of health sector budgets across regions and across sub -sectors and 

examine the equity and efficiency implications of those allocations, let us first throw light on the crucial 

role of the government in public health finance and look at recent trends in public spending on health, in 

general, in Pakistan viz a viz some other selected countries that are at comparative levels of 

development. In section 3.3.2, we examine the efficiency and equity issues in budgetary allocations for 

health in Pakistan and show how investment in MNCH can help realize the two important goals of 

achieving efficiency and equity in health spending. 

 3.3.1 The Role of Government in Financing Health Expenditures in Pakistan  

Recent national debates, economic policy frameworks, and strategies in economic planning in Pakistan 

emphasize the role of free markets in promoting efficiency and economic growth in Pakistan 31. This has 

been the basis of privatising some state corporations and encouraging the private s ector to take lead in 

all sectors. While the efficacy of such a market led approach is undisputable especially when it comes to 

fostering economic growth and employment, there are certain sectors where a complete reliance on 

markets and an abdication of the role of the government is neither desirable nor recommended even by 

strict advocates of free market economies. . Education and health fall under these domains primarily 

because they are categorized as ‘merit’ goods and generate positive externalities. The treatment of 

communicable diseases is a standard example of a health intervention that generate s positive 

externalities by preventing the transmission of disease. Similarly, better health leads to an expansion of 

human capital by enabling the population to acquire skills and education and by increasing the 

productivity of the work force. Cross country evidence indicates that countries where the prevalence of 

childhood illnesses such as malaria and diarrhoea is low show higher school enrolments and better 

educational outcomes. From a purely theoretical perspective of public finance literature, the presence 

of such positive externalities implies that the social benefits of investment in public health exceeds the 

costs thereby pointing to a clear role of government in the provision of these services. Markets and 

households if left on their own will lead to an underinvestment in health, from the point of view of what 

is optimal from a society’s perspective. This is not to undermine the role of the private secto r as it has a 

major role in the provision of health care services in Pakistan.  According to the recent NHA accounts, 

for instance, around 70 per cent of the health care needs in Pakistan are being met by the private sector. 

Nevertheless, the idea here is to recognize the significance of the role of government both when it 

comes to financing as well as regulating the health sector. Similar arguments apply for the education 

sector.  

From an equity perspective, there are many convincing reasons for the govern ment to invest in health. 

First, markets allocate resources, not on the basis of need but on the basis of the ability to pay. Those 

who are not able to pay are left out, no matter how great is their need. Since health is often associated 

with matters of life and death and is regarded as a basic need, it is the responsibility of the government 

to look after those who are not able to meet this basic need. Markets, may be efficient but they may not 

be just, fair and equitable. Perhaps the idea of justice, fairness and equity may not be important when it 

comes to the distribution of luxury goods, but there are some goods such as health and other basic 

                                                            
31 See e.g. report on recent growth strategy in Pakistan at http://www.pc.gov.pk/ 
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necessities that are considered as ‘special goods’ whose distribution – according to the concept of 

specific egalitarianism proposed by Nobel Laureate, James Tobin - should not be determined by the 

distribution of income.  

Second, in countries like Pakistan - where insurance and social security arrangements are almost non-

existent and medical expenditures almost excl usively rely on out-of pocket expenditures - poor health 

and frequent occurrence of medical emergencies put the ordinary population into a vulnerable position. 

An accident or a sudden illness can easily push many people – who are already living close to the 

poverty line - below the poverty line. According to a study conducted by the Planning Commission,32 

economic shocks related to health care expenditure are the most common shocks faced by households 

in Pakistan. Around 54 per cent of the households interviewed by the study were vulnerable to health 

care expenditure shocks. If poverty eradication is the foremost goal of the government, then investment 

in health sector clearly serves as an important instrument in achieving that goal. 

In the sub-section that follows (3.3.1.1), we examine trends in overall budgetary allocations for health in 

Pakistan and compare it with the neighbouring developing countries. 

3.3.1.1 Trends in Public Health Expenditures in Pakistan 

If budgetary allocations on health sector are taken as a reflection of the government’s commitment 

towards this sector, it may not be hard to conclude that health sector has never been a priority sector 

when it comes to the allocation of the government’s scarce resources. Public  spending on health has 

never exceeded 0.7 per cent of the total GDP.  

Figure 3.6: Trends in Government Health Expenditure as % of GDP (2001-2011)  

 
Source: Economic Survey of Pakistan 2011. 

Government expenditure on health as percentage of general government expenditure in Pakistan also 

remains lower than what its neighbouring countries as well as low-income and middle income countries 

spend on average.  

                                                            
32 See Government of Pakistan (2005) “Social Protection Strategy, 2005.” Planning Commission, Government of 
Pakistan 
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Table 3.3 : General Government Expenditure on Health (2008)  

 As % of Total Government 
Expenditure  

Per Capita (PPP $ Int.) 

Afghanistan 3.7 12 

Bangladesh 7.4 14 

India 4.4 40 

Iran 8.7 260 

Pakistan 3.1 20 

Sri Lanka 7.9 82 

African Region 9.6 71 

Eastern Mediterranean Region 6.9 127 

Low income 8.9 30 

Lower middle income 7.8 88 

Global 13.9 524 
Source: World Health Statistics 2011. 

In a country like Pakistan that suffers from capacity constraints and governance issues, it is not sufficient 

to look at budgetary allocations alone without looking at the utilization of that budget. Historically, a 

significant proportion of the budgeted allocation – especially the development component of health 

sector budget - in Pakistan remains unutilized due to capacity constraints and excessive centralization of 

operational decision making (see e.g. Nishtar 2010, pp. 86). A disaggregation of total budget into 

development and non-development budget shows a significant underutilization of develo pment 

component and overutilization of non-development component. The following table presents the actual 

utilization of funds against the allocation for health sector. Non -development/current expenditures 

predominantly include expenses on salaries, maintenance, rent and interest payments. Development 

expenditure includes expenses on long term assets that are crucial for the promotion of health 

outcomes in the long run.. 

Table 3.4 : Actual vs. Budgeted Expenditures on Health in Pakistan  

  FY 2009/10  FY 2010/11  

  Development  Current  Total  Development  Current  Total  

Budgeted (Rs. Million)  57966  26881  84847  56549  38017  94566  

Actual (Rs. Million)  28301  66098  94399  27658  78359  106017  

Utilization rate (% of 
budgeted amount)  

48.82  245.89  111.26  48.91  206.12  112.11  

Deviation (%)  -51.18  145.89  11.26  -51.09  106.12  12.11  

Source: Poverty Reduction strategy Paper (PRPSP) II Progress Report 2008-09 

3.3.2 Efficiency and Equity Issues in Public Sector Allocations for Health 

3.3.2.1  Efficiency 

The concept of efficiency in public finance refers to an optimum use of available resources so that with 

minimum resources, maximum gains are achieved in terms of health outcomes. It is essentially the 

relationship between inputs and output and is typically assessed by using the health production 
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function.33 Of course, public spending on health is just one of the many inputs in a health production 

function. Education; awareness and practice of a healthy life style; income; environmental pollution; and 

sanitation facilities are other key inputs that determine the health status of the population. Spending on 

medical care alone will have little efficacy in improving health status if other inputs stay the same or 

deteriorate. This implies that the efficiency of public spending on health is contingent, to some extent, 

on the progress achieved in terms of achieving other social sector goals such as improving education; 

reducing poverty; enhancing the status of women and improving physical environment; and increasing  

the provision of sanitation facilities. This has been duly recognized by the government of Pakistan to the 

extent that investment in health sector is considered as pro-poor and is considered as part of poverty 

reduction strategy. The Health Policy (2009) itself however does not recognize the synergies between 

health and other social sectors such as education, environment, and sanitation. This is despite the fact 

that the major causes of mortality in Pakistan include diseases that can easily be prevented th rough 

better education, particularly among females and through better hygiene and sanitation facilities. These 

cross-sectoral synergies between health and other social sectors need to be considered in order to 

improve the efficiency of public spending on health.  

Transparency and good governance are critical to improve the efficient of public spending in health. In 

fact, empirical evidence across countries indicates that public spending on health in itself has very little 

or no independent effect on health outcomes. An important factor behind this weak relationship 

between health outcomes and public spending on health - apart from the interdependence between 

health spending and other factors such as education and sanitation etc. as highlighted above - is the 

corruption and leakages from the system that reduces the efficiency of public funds in achieving goals 

that these funds were invested for. An important study by Rajkumar and Swaroop (2008) for instance, 

argues that the efficacy of public spending in improving human development outcomes across countries 

is largely explained by differences in the quality of governance  which is measured by an index of 

corruption and bureaucratic quality. The study finds that public spending reduces child mortality only in 

countries with good governance. 

In many less-developed countries including Pakistan, the intra -sectoral allocation of health care budgets 

by type of intervention is often done without any regard to efficiency criterion. Budgets are heavily tilted 

towards expensive hospital care leaving little funds for preventive public healt h care. In Pakistan, more 

than 65 per cent of the total civilian budget on health sector is spent on hospital services and 

administration and only 16 per cent on ‘public health services’ (NHA 2007-08, table 5). This is 

notwithstanding the fact that the three topmost causes of deaths in Pakistan, highlighted by the Draft 

National Health Policy of Pakistan (2009), listed in order of their share in total mortality, are: 1) 

communicable diseases 2) Cardiovascular diseases 3) Maternal and/Perinatal conditions. The draft 

National Health Policy states the following:  “The burden of diseases (BoD) is heavily dominated by 

communicable diseases, reproductive health and malnutrition issues accounting for 50 per cent of the 

total burden of diseases.”(pp. 3). Clearly, if the goal of the national health policy is to reduce mortality – 

which appears to be the case as reflected in the vision and goals outlined in the draft national health 

                                                            
33 See e.g. Folland, Sherman et al. (2010) 
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policy – then an efficient allocation would require more investment in Public Health 34 as well as Mother 

and Child Health so as to combat communicable diseases and reproductive health issues that are the 

major causes of mortality and burden of disease in Pakistan. 35 A recent study by Arif et al. (2012) on the 

basis of data from Pakistan Panel Household Survey (PPHS) conducted by Pakistan Institute of 

Development Economics, finds that the most significant factors determining child malnutrition in 

Pakistan include mothers’ nutritional status as reflected by her BMI; the presence of toilet facility in the 

household; and lady health workers’ visits. These recent findings in the context of Pakistan reinforce the 

significance of public health and basic health services in reducing child malnutrition in Pakistan. 

  

Table 3.5 : Percentage Distribution of Health Sector  Expenditures by  Province & Sub sector  

Health sub‐sector  Federal  Punjab  Sindh  KP  Balochistan  Total  

FY 2010-11  

General Hospitals & Clinics  35.55  84.91  76.48  87.57  65.28  71.5  

Mother & Child Health  0.04  0.49  0  0.13  0  0.22  

Health Facilities & Preventive Measures  61.94  1.03  12.14  4.22  18.13  17.95  

Others  2.48  13.57  11.38  8.08  16.59  10.33  

Total  100  100  100  100  100  100  

FY 2009-10  

General Hospitals &  Clinics  32.43  83.53  78.39  86.44  42.52  68.43  

Mother & Child Health  0.03  0.87  0.02  0.28  1.32  0.45  

Health Facilities & Preventive Measures  65.05  1.05  10.96  6.82  18.94  20.22  

Others  2.49  14.54  10.64  6.46  37.22  10.9  

Total  100  100  100  100  100  100  

FY 2008-09  

General Hospitals & Clinics  33.14  86.61  87.65  78.39  46  73.47  

Mother & Child Health  0.02  0.44  0  0.28  1.85  0.3  

Health Facilities & Preventive Measures  63.72  0.82  4.65  5  15.78  15.39  

Others  3.11  12.14  7.7  16.33  36.37  10.84  

Total  100  100  100  100  100  100  

Source: PRSP – II Period Progress Report FY 2008/09 – FY 2010/11 

 

Does the inter-sectoral allocation of government health budget in Pakistan  reflect the stated goals of 

national health policy which is to reduce mortality – particularly child and maternal mortality – and the 

                                                            
34 The domain of Public Health in Pakistan includes Anti-Malaria; Nutrition and other Hygiene Programs; Anti-
tuberculosis; Chemical Examiner and Laboratories; Expanded Program of Immunization;  Preparation and 
dissemination of information on Public Health Matters; Population Welfare measures; and other health facilities 
and preventive measures.  
35 It may not be irrelevant to mention here that even in advanced countries of Europe and North Americ a, the 
secular decline in mortality in early twentieth century was caused, amongst other factors, by public health 
interventions that improved sanitary conditions, increased the supply of purified water and resulted in a better 
treatment and disposal of sewage. 
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burden of disease? This is essentially a critical question. Table 3.5 presents the percentage distribution 

of health budget by sub sectors. The figures show an extremely skewed distribution of the total budget 

across sectors. General hospitals and clinics receive the chunk of the budget (71.75 per cent in 2010 -11) 

leaving less than 20 per cent of the budget for “Health Facili ties and Preventive Measures” and almost 

nothing (0.22 per cent in 2010-11) for “Mother and Child Health.”  ’ Although hospital care is important 

to treat maternal and perinatal conditions, yet existing allocations within hospital care shows a meagre 

amount being allocated for MNCH related services. Disaggregated data on budgetary allocations 

obtained from PIFRA (Project to Improve Financial Reporting and Auditing), shows that out of a total of 

Rs. 905 million budgeted for hospital care in 2010-11, MNCH receives Rs 0.9 million  which is 0.1 per 

cent of the total allocation for hospital care.  

This is clearly an inefficient pattern of allocation of health sector budget. In the next section, I will argue 

that this is also an inequitable pattern of allocation. This pattern is however not unique to Pakistan. 

Many other countries in South Asia allocate budgets in accordance with what has been the traditional 

norm in the past with almost no regard to efficiency and equity criteria (see e.g. Bhattacharya, 2009). 

Some studies conducted in the context of inequities in access to health care services in India, for 

instance, go as far as to argue that the roots of these inequities go back to the policies and practices in 

the British Colonial period when hospital and allopathic curative services were given preference (see e.g. 

Baru et al. 2010; and Priya, 2005). A development economist would term this as “path dependence” 

where historical legacy, rather than the principles of public finance namely efficiency and equity, 

determines the pattern of allocation across types of interventions.   

Finally, the socio-economic groups targeted through policy intervention also determine the efficiency of 

public health spending in reducing mortality and morbidity. Section 2 gives ample evidence on the 

presence of socio-economic inequalities in health outcomes in Pakistan. Child and maternal mortality is 

significantly higher amongst the poorest quintile than among the richest quintile. This implies that a 

dollar spent on the health of the poor is likely to reduce mortality and morbidity more than the 

reduction in mortality that would be brought if the same amount is targeted towards the richer income 

group. The theoretical underpinnings of this argument can be traced back to the concavity of  the 

relationship between income and health outcome that is observed empirically both in cross country as 

well as within country data on income and health.  

Figure 3.7 shows how the positive relationship between income and health varies at different levels  of 

income. At lower levels of income, the rate at which increases in income improves health is higher than 

that at higher levels of income. This implies that the marginal return of spending a dollar of income is 

much higher at lower levels of income (e.g. at Y1) in terms of achieving gains in health outcomes than 

the same amount spent at higher income levels. The underlying idea here is that targeting the poorer 

income groups not only promotes the equity objective, as we will argue in the next section, but  by 

enhancing the returns to spending, it also meets the efficiency criterion. Moreover, investment in public 

health and preventive measures by the government is efficient due to the presence of externalities 

particularly in the treatment of non-communicable diseases. It also promotes the goal of equity as 

communicable diseases are mostly concentrated among the poor.  In short , targeting the poor and 
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investing in public health and MNCH related services not only leads to greater efficiency in public 

spending but also greater health equity.  

Figure 3.7: An Example of a Typically  Observed Concavity in the Relationship between Income and Health  

 

 

3.3.2.2 Equity 

Health inequalities, in general, arise from inequalities in all those factors that determine health. 

Foremost amongst these factors is income and education. Viewed from a holistic perspective, therefore, 

public policies that reduce poverty and improve education should also help in reducing health 

inequalities in an indirect manner. Targeting health inequ alities in a more direct manner, from a 

resource allocation perspective, however, requires increasing overall financial allocation s for health and 

targeting them towards those geographical areas where majority of the poor reside and towards those 

services that are typically used by the poor.   

Often, in many less developed countries, the resource allocation and utilization mechanisms are such 

that they end up exacerbating rather than reducing health inequalities.  World Bank (2004), for instance, 

argues that the pattern of public spending on heath in many countries is such that the major share of 

public spending is directed towards specialized hospitals in urban centres, the beneficiaries of which are 

the rich, while very little is spent on preventive and curative care utilized by the rural poor. Doorslaer 

(1993) studies health care financing in five countries including Peru, Cote d’Ivoire, Ghana, Bolivia and 

Jamaica and finds that the allocation of funds by the Health Ministries favours urban, hospital based 

care and under-serves the rural population. In Ghana, two-thirds of the health budget is spent on 

hospital services. In South Africa, 89 per cent of the health care budget is spent on hospitals and in 

Madagascar and Kenya, this share is more than 50 per cent (Castro-Leal, Dayton, Demery, and Mehra, 

2000). 
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 A more precise way to gauge as to who benefits from public health subsidies, benefit incidence studies 

are conducted that determine the proportional utilization of public subsidies on health by socio-

economic groups. Many of these studies, conducted in the context of developing countries, find a pro -

rich bias in the utilization of subsidies that are spent on tertiary care and a pro-poor bias in the 

utilization of primary health care facilities (for a complete review of these studies, see section 4.4). The 

present study conducts this analysis for MNCH related services for Pakistan. The results are presented 

and discussed in the next chapter. In this chapter, we will focus on the pattern of budgetary allocations 

on health in Pakistan across regions and sectors and predict the potential repercussion of these 

allocations on health equity.  

Inter-sectoral Allocations     

As discussed in section 3.3.2.1 above, the major chunk of health sector budget in Pakistan (around 70 

per cent) is spent on hospital services whereas less than 20 per cent is spent on public health and 

preventive measures. An extremely small amount (about 0.2 per cent) is set aside for mother and new 

born child health. What are the equity implications of this pattern of allocation? Theoretically, when we 

talk about inequities in health, we mean those inequalities in health that are caused by socio-economic 

differences and can be rectified through policy  actions. As pointed out earlier, some inequalities in 

health outcomes arise due to differences in genetics and risky human behaviour that cannot be rectified 

much through policy action. This leads us to pay more attention to dimensions/measures of health that 

can be improved through relevant policy action. Child and maternal mortality qualify for such health 

dimensions that can be treated through simple policy actions such as the provision of universal 

immunization and reproductive health facilities. In contrast, there is a limited role of policy in treating 

adult mortality especially that which occurs due to individual risky and unhealthy life style behaviour.  

Secondly, when we talk about inequality in health as reflecting inequality in opportunities then it is the 

inequality in child health – leading to a denial of life time opportunities of certain groups of population – 

that deserves more attention than to inequalities in adult or old age mortality rates (see e.g. Anand et. 

al. 2004). For instance, child malnutrition - that is a serious problem particularly among children in 

Pakistan – is shown in empirical studies having serious negative effects on long -term cognitive and 

mental development of children (see e.g. Arif et. al. 2012). From a public policy perspective, this 

argument clearly calls for more budgetary expenditure on MNCH. 

Inter-regional Allocations 

When it comes to the collection of socio-economic data, there are three major regional classifications 

used in Pakistan. These are 1) Rural-urban 2) Provincial 3) District level. Although socio-economic data is 

available under all these regional classifications, budgetary data is only available at the national and 

provincial level. Data on socio-economic indicators point out stark variations in rural a nd urban areas 

with poverty much higher and social indicators such as education and health much poorer in rural areas. 

(see section 2 for rural urban disparity in health indicators). Similarly, certain districts es pecially in the 

province of Balochistan, southern Punjab and Sindh depict health indicators that are way below the 

national average.  
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Equity considerations in public health spending would normally require government to allocate more 

resources to rural areas and those districts that are lagging in terms of health indicators. Due to the lack 

of disaggregated budgetary data according to rural/urban and district level classification, we cannot 

comment precisely on the current regional allocations on health down to that regional level and its 

equity implications.  

However, since provincial budget data is available through NHA accounts, let us examine the provincial 

allocations and its implications on equity.   

Table 3.6: Regional Allocation of Total Health Expenditure in Pakistan by Provinces  

Regions % Share in Total Health 
Expenditure 

% share in Total 
Population 

Punjab 52.13 57% 

Sindh 22.32 24% 

KP 14.57 14% 

Balochistan 5.41 5% 

ICT 2.24 - 

Unregionalised 3.33 - 

Total  100.00 100% 
 Source: NHA 2007-08 

The above table shows that the percentage share of each province in total public health expenditure is 

roughly consistent with its population share. This implies that per capita expenditure is roughly the 

same across provinces. Need based criteria such as poverty and health status etc. are not given due 

consideration.  

The equity implications of this pattern of the distribution of health resources are debatable. The notion 

of horizontal equity that emphasizes the notion of ‘equal treatment for equal need’ favo urs a 

distribution criterion in which health status and demographics (a proxy for need) are taken into account 

while allocating resources. Provinces like Balochistan and Sindh that show poorer health status should 

receive more funds per capita than those of others that show relatively better health status. The notion 

of vertical equity,36 on the other hand emphasizes the ‘ability to pay’ as the major criterion to determine 

who should receive public health subsidies. According to this notion of equity,  provinces with a higher 

proportion of impoverished population should receive more public health subsidies. Although official 

estimates of poverty at the provincial level are not available, unofficial estimates from reports and 

research studies indicate that the province of Balochistan is the most impoverished, followed by KPK 

and Sindh (in order of the poverty level). Punjab is relatively more prosperous than other provinces (see 

e.g Jamal, 2009; UNDP, 2003; and Cheema, 2010). It is important to note that both the notion o f 

horizontal equity which is based on need based criterion, and the notion of vertical equity that is based 

on ability to pay criterion would advocate for a higher allocation of public hea lth subsidies per capita to 

Balochistan, KPK and Sindh. After the recent enactment of National Finance Commission (NFC) award, 

health is now a provincial subject in Pakistan so each province should allocate its budget on health 

                                                            
36 Diderichsen, Fin (2004) 
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according to its need. There is substantial level of inter-district variation within the same province. Some 

districts in Southern Punjab and Sindh have similar or even poorer socio-economic indicators than some 

parts of Balochistan. In order to achieve equity, provinces should take district level poverty and human 

development indicators while distributing resources at the inter-provincial level. Regions that show 

poorer health status and a greater proportion of marginalized population should receive more funds per 

capita than others.

4. Who Benefits from Public Health Spending on MNCH in Pakistan  
In section 3, we argued that the principle of both efficiency and equity in public health spending in 

Pakistan requires that the government increases its allocation on MNCH and targets its health subsidies 

towards low-income groups that have poor health outcomes and have low ability to pay for health care 

services. As mentioned earlier, public sector investment on h ealth has been recognized by the 

government of Pakistan as a pro-poor endeavour and is included in the government’s poverty reduction 

strategy programme (PRSP). By implication, public spending on health is recognized as an important 

instrument to reduce poverty. How well are public subsidies on health  in Pakistan, at present, targeted 

towards the poor? This is an important question and the empirical answer to this can be useful to guide 

policy. The statistical approach that is often employed to evaluate the distribution of public health 

subsidies across socio-economic groups in order to determine who benefits from these subsidies, is 

referred to as the Benefit Incidence Analysis. In this section, we will employ this approach to evaluate 

the distribution of public subsidies on MNCH in Pakistan across socio-economic groups and will examine 

the progressivity and pro-poorness of these subsidies.  

This section is organized as follows: In section 4.1 , we present a brief overview of public health care 

delivery system, particularly that related to mother and child health in Pakistan. The coverage of some 

key nationally administered and publicly financed programmes with direct relevance to  MNCH will also 

be discussed in this section. In section 4.2, we will present some descriptive statistics  from household 

data on the usage of public health services - by socio-economic groups where possible - along with the 

satisfaction level of households and the challenges that they face in accessing these services. In section 

4.3, we explain the standard methodology of Benefit Incidence Analysis ; the data requirements; and the 

modifications of this approach that are suggested in the literature to cope with data constraints. In 

section 4.4, we present a comprehensive review of Benefit Incidence studies conducted in the context of 

other countries and report key findings of these studies. In section 4.5, we present the specific approach 

that we choose given the data limitations in the context of MNCH in Pakistan.  In section 4.6, we present 

the key results and conclude.   

4.1 An Overview of Public Health Care Delivery System for MNCH in 

Pakistan 
Pakistan’s public health care delivery system is administered at the district level and works as an 

integrated system. Many of the national flagship programmes conceived and designed at the federal 

and provincial level are implemented at the district level. As far as MNCH i s concerned, most of the 

related programmes fall within the purview of primary and secondary health care. Primary health care 
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includes Basic Health Units (BHUs), Rural Health Centres (RHCs) and Maternal and Child health centres 

(MCHCs). Secondary health care services are provided by Tehsil Head Quarters (THQ) and District Head 

Quarter (DHQ) by serving 100,000 to 300,000 and 1-2 million people respectively (Fikree et al., 2006) 

Under the health policy of 1970 and early 1980, Basic Health Units (BHUs) were established as the ‘First 

Level Health Care Facilities (FLHCFs) in rural areas. At the moment, 5344 BHUs are working nationwide 

in Pakistan (Economic Survey of Pakistan, 2011) . Each BHU is established upon approximately 2 to 3 

acres of land and comprises the healthcare block, residence for Medical Officers and 5 other residences 

for the staff. BHUs aims  to provide services such as mother and child health; expanded programme of 

immunization; family planning; advice on food and nutritional status; training for lady health workers, 

lady health visitors, and birth attendants etc. (PRSP, 2008). BHUs serve, on average 10,000 to 15,000 

people. 

Rural health centres (RHC) aim to provide a wide range of primary healthcare services such as prenatal, 

postnatal, family planning, immunization, nutritional advices etc. Laboratory and X -ray facilities and a 

15–20 bed inpatient facility are also available in each RHC. RHCs are des igned to serve 25,000 to 50,000 

respectively. According to the Economic Survey of Pakistan (2011), t here are 577 RHCs currently 

operating in Pakistan,  

Maternal and Child health centres (MCHC) have been established to provide antenatal care, anaemia 

treatment, nutrition advice, family planning services, as well as preventive and curative health services. 

Services of children include free immunization services, ORS for diarrhea. In addition, minor ailments like 

cough, fever, etc. are also treated.  According to the Economic survey of Pakistan, 2011, there are 

around 909 MCHCs operating in Pakistan. 

The National Program for Family Planning and Primary Health Care, widely known as the Lady Health 

Worker (LHW) Program, was launched in 1994 to provide door step essential primary healthcare in 

community. LHW is the ministry of health’s flagship programme and is the largest public sector 

intervention especially for rural and peri-urban areas. At present, around 100,000 LHWs are employed 

with coverage of around 65 per cent of the population in Pakistan (Research and Advocacy Fund, 

Pakistan). Each LHW is responsible for about 1,000 individuals.  Lady Health Workers visit women in 

their homes and provide basic health services such as family planning, immunization, prenatal care, 

postnatal care, malaria drugs etc. This program is funded by the Federal Government and each lady 

health worker receives training, supervision, medical supplies, and a small allowance from government 

health facility. Lady Health Visitors(LHVs) do their duties for maternal, neonatal and child health services 

including reproductive health and family planning etc. at Maternal and Child Health centres (MCHC) in 

urban and large rural areas (Sabih et al., 2010).  

Family Welfare Centres (FWC)  acts as a cornerstone of Pakistan’s Population Welfare Programme and 

aims to promote and deliver family planning services, maternal and child health services and treatment 

of minor ailments in urban and rural areas.  “The FWC operates in a rented building  and serves as a 
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static facility for about 7,000 people; furthermore, through its satellite clinics and outreach facilities, it 

covers an additional population of around 20,000–25,000.”
 37    

Reproductive Health Services (RHS) Centres also fall within the purview of the Population Welfare 

Programme. Its service outlets are based in teaching hospitals in big cities; all District Health Office 

(DHO) hospitals; and selected Tehsil Health Office (THO) hospit als.
 
RHS centres provide facilities such as 

MCH care as well as the prevention and management of HIV/AIDS etc.  

Maternal, Neonatal and Child Health (MNCH) Launched in 2005, it is the national flagship program 

aiming to improve maternal, neonatal and child health indicators in Pakistan. In particular, the program 

aims to reduce infant and child mortality; reduce high maternal mortality ratio; increase skilled birth 

attendance by training of community midwives; and increase contraceptive prevalence rate. 

Programs on Immunization are one of the cost effective public health interventions. In Pakistan, the 

national vaccination program was initiated in 1976 on a pilot-scale and expanded nation-wide by 1978. 

In 1982, the activities of immunization were accelerated through Expanded Program on Immunization 

(EPI). The national vaccination program is coordinated by the federal EPI cell i n Islamabad that is 

responsible for activities such as planning, vaccine procurement and international coordination. 

Provincial governments are responsible for implementation of program by undertaking delivery 

activities. Vaccinations are provided from 2,649 fixed centres, 4,564 outreach teams and 98 mobile 

teams to illegible children and women. LHWs also assist the program thr ough community mobilization 

and by vaccinating tetanus toxoid (TT) vaccine to pregnant women. Historically, EPI program has focused 

on six diseases namely tuberculosis, Poliomyelitis, Diphtheria, Pertussis, Measles &Tetanus, however , 

Hepatitis B vaccine is introduced for infants in 2001 (MOH, 2003). 

Other publicly financed programs and initiatives with indirect relevance to MCH include Malaria Control 

Program; Food and Nutrition Program; Polio Eradication Initiative; and National Program for the Control 

of Diarrheal Diseases.   

4.2 Issues in the Utilization of Public Health Care Services for MNCH   
In relation to the burgeoning population and growing demand for health care services, the public health 

care sector in Pakistan is a relatively small sector catering to less 30 per cent of the overall demand  for 

curative health care. More than 70 per cent of the curative health care needs in Pakistan are met by the 

private sector.   

 

 

 

 

                                                            
37 http://www.falah.org.pk/datacentral/Client%20Centered%20Family%20Planning%20Services 
Advance/Pakistan%20Nationals%20Standards%20for%20Family%20Planning.pdf 
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Table 4.1: Percentage  Distribution of Health Consultations in Past 2 Weeks by Type of Health Provider Consulted  

PROVINCE & 
DISTRICT  

HEALTH PROVIDER / CONSULTED  

PRIVATE  

DISP/HOSP  

PUBLIC  

DISP/  HOSP  

 RHC/  

 BHU  

HAKEEM/  

HERBALIST  

  HOMEO  

  PATH  

CHEMIST/   

PHARMAC

Y   

SIANA*  

SAINI  

   

OTHER  

Pakistan  70.71  19.10  2.74  2.20  0.68  3.90  0.47  0.21  

Urban  77.58  16.94  0.43  1.54  1.07  2.17  0.16  0.10  

Rural  67.26  20.18  3.90  2.53  0.48  4.77  0.62  0.26  

         

Punjab  73.64  17.73  1.28  2.89  0.66  3.12  0.44  0.24  

Sindh  77.92  16.29  2.94  1.36  0.88  0.24  0.26  0.11  

Khyber 

Pakhtunkh

wa 

49.92  26.44  7.40  0.97  0.37  14.29  0.40  0.22  

Balochistan  57.06  30.85  4.73  2.63  0.84  0.87  2.58  0.44  

Source: PSLM 2010-11 

The category ‘Siana’ includes spiritual healers. 
 

Table 4.1 presents the percentage utilization of health care facilities by type of provider. The data is 

obtained from the recently available PSLM (2010-11) survey. According to the results of the survey, only 

22 per cent of the population in Pakistan utilize public health facilities. In KPK and Balochistan, a 

relatively higher percentage of 33 per cent and 36 per cent respectively utilize public health services. 

Around 2.7 per cent of the respondents nationwide utilized RHUs and BHUs. Notice that the uptake of 

RHUs/BHUs is significantly higher in rural (3.90 per cent) than in urban areas (0.43 per cent). There is a 

great deal of provincial disparity in the usage of RHUs/BHUs: 7.4 per cent of the population in KPK use 

these services as against 1.28 per cent in Punjab.   

Table 4.2: Pre-Natal Consultations in Pakistan by Type of Facility (PSLM 2010-11)  

PROVINCE & DISTRICT  PERCENTAGE OF CASES  

URBAN  RURAL  TOTAL  

Pakistan     

Pre - Natal Consultation  79  57  64  

PERSON/FACILITY CONSULTED    

1. Home TBA  4  7  6  

2. Home LHW  3  7  6  

3. Home LHV  2  6  4  

4. Home Doctor  3  2  2  

5. Govt. Hospital/RHC/BHU  30  31  30  

6. Private Hospital/Clinic  58  47  51  

7. Other  1  1  1  
Source: PSLM 2010-11 
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Most of the MNCH related services are also sought from the private sector. PSLM 2010 -11 data shows 

for instance that only 12 per cent of the deliveries are performed in government hospitals compared to 

29 per cent performed in private hospitals and 58 per cent performed at home. Similarly around 30 per 

cent of the pre-natal consultations in Pakistan are conducted by  the government facility in contrast to 

51 per cent in private hospital/clinic (table 4.2). The corresponding figures for post -natal consultations 

are 22 per cent in government facility and 54 per cent in private facility.  

As far as major factors responsible for low utilization of public health care facilities are concerned, the 

results of Pakistan Living Standards Measurement Surveys reveal that lack of adequate coverage of 

public health care facilities and low quality of services are the key reasons expressed by the respondents 

interviewed by these household surveys. Table 4.3 presents the results of PSLM 2007 -08 on reasons put 

forward by respondents for not using public health facility for the treatment of Malaria.  The majority of 

respondents cited absence of government facilities followed by ineffective medicines; staff not being 

helpful; and facility too far away as the major reasons for not using a public health facility.  Notice that 

the coverage of public health facilities  appears to be quite low in Balochistan where 48 per cent per cent 

of respondents did not consult public health facility because they did not find one. The second highest 

percentage (14.7 per cent) responded that the facility was too far away.   

Table 4.3: Reasons for Not Consulting Public Health Facility for the Treatment of Malaria (% of Respondents)  

 Reasons Total Rural Urban Punjab Sindh NWFP Balochistan 

No govt. facility 26.3 27.8 24.0 29.9 13.9 18.5 47.5 

Medicines ineffective 13.4 16.1 9.4 22.2 3.9 0.0 9.5 

Staff not helpful 12.2 5.9 21.7 16.5 5.0 22.1 4.2 

Cannot treat 

complications 

11.1 12.9 8.5 3.1 30.6 0.0 5.1 

Doctors not available 9.9 14.5 3.0 8.7 7.2 34.8 3.4 

Too far away  7.4 4.8 11.2 3.9 10.9 5.9 14.7 

Timing not suitable 6.9 4.8 10.1 0.0 17.1 4.7 12.7 

Not enough medicines 6.1 7.8 3.6 10.9 1.3 2.1 1.0 

Doctors never 

available 

3.6 2.3 5.5 2.8 5.9 4.4 0.5 

No female staff 1.7 1.1 2.7 2.1 0.0 7.5 0.0 

Other 1.4 2.0 0.4 0.0 4.2 0.0 1.4 

 Source: PSLM 2007-08 

Similarly for the treatment of diarrhoea, the major reasons cited by the respondents for not consulting 

public health facilities are distance; lack of government health facilities; and the lack of helpfulness of 

the staff (refer to table 4.4).  
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Table 4.4: Reasons for not Consulting Public Health Facility for the Treatment of Diarrhoea (% of Respondents)  

Reasons Urban  Rural  Pakistan  

No govt. facility  10.8%  27.3%  22.7%  

Too far away  27.1%  20.6%  22.4%  

Staff not helpful  8.0%  9.6%  9.2%  

Medicines ineffective  10.8%  8.2%  9.0%  

Not enough medicines  8.9%  8.7%  8.7%  

Cannot treat complications  8.8%  6.1%  6.8%  

Timing not suitable  10.6%  4.6%  6.3%  

Doctors never available  5.6%  4.8%  5.0%  

Doctors not available  3.7%  5.1%  4.7%  

Other 4.1%  4.9%  4.7%  

No female staff  1.5%  .1%  .5%  

Source: PSLM 2010-11 

4.2.1 Benefit from Basic Health Unit 

The latest Pakistan Living Standard and Measurement Survey 2010 -11 includes a module on benefit 

from services that asks respondents about the usage of public services including basic health and family 

planning services. The survey asks questions about the frequency of usage of these services; reasons for 

not using public services; and the satisfaction level of the respondents from these services. Table 4.5 -4.7 

presents the responses of households to these questions. 

Table 4.5: Usage of Basic Health Units (BHUs) by Regions in Pakistan (PSLM 2010-11)  

Region Never Sometimes Often All the time Total  

Pakistan 42.9 41.8 13.3 2.0 100 

Urban 73.4 17.0 7.4 2.3 100 

Rural 27.3 54.5 16.3 1.9 100 

Punjab 48.9 35.5 14.3 1.4 100 

KPK 28.1 53.0 16.1 2.8 100 

Balochistan 17.3 64.5 12.8 5.4 100 

Sindh 41.5 46.5 9.5 2.5 100 
Source: PSLM 2010-11 

Table 4.5 shows that around 43 per cent of the population in Pakistan has never used BHU whereas 42 

per cent of the population has used this service at least once. The usage of BHUs is much higher in rural 

areas and in the province of Balochistan. When asked about the reasons for not using these facilities, 

the majority of respondents at the national level responded that the facility was either irrelevant or had  

insufficient facilities.  A significant proportion of the respondents, particularly in rural areas, replied that 

the facility was too far away.  Notice that only 3.3 per cent of the re spondents in rural areas considered 

BHUs as irrelevant compared to 63.1 per cent who thought so in urban areas. With regards to the 

satisfaction level, around 54 per cent of the respondents nationwide were s atisfied and 46 per cent 

were dissatisfied with the services.  
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Table 4.6: Reasons for not Using Basic Health Units (BHUs) by Regions in Pakistan (%) (PSLM 2010-11)  

Region  too 

far 

away  

too 

expensive  

improper  staff not 

available  

insufficient 

facility  

other  irrelevant  Total  

Pakistan  16.3  1.1  1.7  5.1  21.4  29.6  24.9  100  

Urban 3.5  1.6  1.7  2.2  7.8  20.2  63.1  100  

Rural  23.5  0.8  1.7  6.7  29.0  35.0  3.3  100  

Punjab 18.7  0.5  1.8  4.2  22.8  29.8  22.2  100  

KPK 20.2  1.3  0.5  8.5  16.1  33.3  20.1  100  

Balochistan  16.9  0.9  4.4  13.3  17.5  37.3  9.8  100  

Sindh 8.3  2.6  1.6  3.7  21.3  25.7  36.8  100  
  Source: PSLM 2010-11 

From an equity perspective, it is useful to know the usage of these basic health services varies by income 

level of the households. However, since H ousehold Income and Expenditure Survey (HIES) 

accompanying PSLM (2010-11) had not been released officially at the time of this study, we were able to 

construct socio-economic groups by ownership of durable assets. Tables 4.7-4.8 show that it is mostly 

the less wealthy who use these services. The percentage of respondents who never used BHU increases 

as the income/assets of the household and the educational level of women increase.  This shows that 

BHUs are more often accessed by households that belong to the lower socio-economic strata of the 

population. 

Table 4.7  : Usage of BHUs by Asset Ownership (% of Respondents)  

Assets Level  Never  Some times  Often  All the time  Total  

0-4 items  29.3  55.8  12.9  2.0  100.0  

5-9 items  37.0  45.6  15.6  1.8  100.0  

10-14 items  59.4  27.6  10.7  2.2  100.0  

15-20 items  71.8  16.6  7.9  3.7  100.0  

Total  43.0  41.7  13.3  2.0  100.0  
 Source: PSLM 2010-11 

Table 4.8: Usage of BHUs by Education of Women  

Education Level  Never  Some times  Often  All the time  Total  

Never attended  31.8  53.1  13.0  2.1  100  

Less than Primary  33.3  48.9  15.8  2.0  100  

Primary 41.8  41.0  15.5  1.7  100  

Middle 50.8  33.9  13.7  1.6  100  

Matric  57.9  27.8  12.4  1.9  100  

Inter 62.6  24.3  10.5  2.6  100  

Above inter  66.3  22.5  8.8  2.5  100  

Total  42.9  41.8  13.3  2.0  100  
Source: PSLM 2010-11 
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4.3 Who Benefits from Public Subsidies on Health? Methods in Benefit 

Incidence Analysis 

4.3.1: The Traditional Approach of Benefit Incidence Analysis (BIA) 

The Benefit Incidence Analysis (BIA) is a well-known approach that is mostly used to evaluate 

methodically, the distribution of public health subsidies across individuals ranked by their living 

standards. In simple terms, BIA is an accounting procedure that estimates who receives how much of 

the public spending on a particular service (O’Donnel et al., 2008). The key objective is to determine 

whether the distribution of benefits from public health spending is pro-poor or pro-rich. 

The standard Benefit Incidence Analysis involves four principal steps: 

1. Categorize individuals according to some measure of living standards. In general, household 

consumption is used for socio-economic categorization of population.  

2. Estimate the utilization of public health services in relation to living standards.  

3. Weight each individual’s use of service by the value of the public subsidy she receives. 

4. Evaluate the distribution of the subsidy against some target distribution.  

The service public subsidy on service j received by an individual i is estimated as: 

Sji = qjicjk - fji 

Where qji represents the quantity of service j utilized by individual i; cjk is the unit cost/subsidy of 

providing service j in region k where individual i resides and fji represents the amount paid for service j 

by i.  

The unit cost or per unit subsidy for a particular services is computed using data on government 

spending on that particular service from national health accounts or any other documented source. 

More specifically,  unit costs/unit subsidy is obtained by dividing the total government expenditure (Net 

of any cost recovery fees and out of pocket payments etc .) for a particular service by the number of 

users of a particular service. 

4.3.2 Data Requirements 

The traditional Benefit Incidence Analysis requires two types of data: 1) Micro level household survey 

containing data on income/consumption of households as well as the utilization of health services  by 

these households, distinguishing clearly the type of facility used (such as public and private); 2) national 

health accounts containing data on government recurrent expenditure on particular health services that 

one is interested in and an estimate of the cost recovery fee or out -of pocket expenditure on that 

particular service. Ideally, government expenditure data needs to be disaggregated by regions and by  

the type of service provided.  
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4.3.3 Assumptions 

The standard approach of Benefit Incidence Analysis is based upon some critical assumptions that are 

given as below: 

1. The approach only considers the monetary benefits of public health subsidies. Non-monetary 

benefits of health subsidies - that can be substantial in many cases- are excluded.  Immunization 

services, for instance, often results in saving human lives  and having a life time free of disability 

and disease. These benefits albeit substantial, are hard to measure and are therefore excluded 

from the traditional Benefit Incidence Analysis. 

2. Data on utilization of health services do not capture differences in the quality of service 

provided. These differences can be substantial across regions such as rura l/urban and across 

socio-economic groups. Given the lack of information on quality, the BIA approach assumes that 

the quality of publicly provided service is homogenous across various users of the service.  

4.3.4 Limitations of Traditional BIA Approach 

Traditional BIA is criticized on many accounts and much of this criticism is related to the unreliability of 

unit cost/unit subsidy data. In literature, government budget or expenditure data are utilized  to derive 

unit subsidies in health care.  Government budget or expenditure data is often unreliable, doubtful and 

frequently inadequately disaggregated by region or type of service. In many cases, health resources are 

jointly used across a range of services and a clear demarcation of resources across different services is 

often very complex. Moreover, in many cases, the only data available is data on budgetary allocations 

whereas BIA requires actual recurrent expenditure data and there can be a substantial difference 

between the two especially when the entire budget is not utilized or when government funds are 

insufficient to provide budgeted amounts. 

The purpose of our study is to conduct Benefit Incidence Analysis for MNCH in Pakistan and  there are 

two crucial reasons that prevent us from applying the traditional approach of BIA to our study on MNCH. 

First, the national health accounts data is not disaggregated enough by type of service provided. 

Although, we are able to get expenditure data on MNCH, we do not have any information on how much 

is spent on each service/intervention that fall within the purview of MNCH. For instance, we do not 

know how much is spent on deliveries, pre-natal and post natal care etc. We cannot assume a uniform 

unit cost/subsidy for these services as there are substantial variations in per unit cost between, for 

example, deliveries and pre-natal care and between pre-natal and post-natal care. Second, MNCH 

related health services are not categorically defined in national health acco unts. Expenditure on many of 

the programmes closely related to MNCH such as the Expanded Programme on Immunization (EPI); Anti 

Malaria; Nutrition and hygiene programmes; and Lady Health Workers (LHW) programmes etc. are 

categorized separately from MNCH related expenditure. Public expenditure data on these other 

programmes are neither published in National Health Accounts Report in disaggregated form nor 

available publicly.    Due to these limitations, we opt for an alternative approach often referred to as the 

‘Utilization Incidence Approach’ or ‘Participation Incidence Approach.’ The econometric results from this 

approach are shown by earlier studies to be similar and in fact much more intuitively reasonable than 

the traditional Benefit Incidence Analysis Approach (refer to section 4.4 on literature review for more on 

this). This approach is also called the Binary Approach and is described in the next sub-section. 
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4.3.5 The Utilization Incidence Approach: An Alternative to the Benefit Incidence Analysis  

The Utilization Incidence Analysis, also referred to as the Binary Approach, is the most frequently 

applied approach for the analysis of public health subsidies on maternal and child health services 

because it avoids reliance on doubtful unit cost data. Simple binary indicator codes 1 if a particular 

service is used and 0 otherwise. An important assumption here is that all those who use a particular 

service or participate in a programme receive the same benefits. Moreover, just like the traditional 

Benefit Incidence Analysis, this approach assumes that the quality of service received is the same 

regardless of the socio-economic group that a beneficiary belongs to. This may not be true in practical 

terms as there may be differences in the quality of services provided to various members of across 

socio-economic groups. However, a ccording to Younger and Sahn (2000), “the method is easy to 

implement, and going beyond it is not easy.”  

As discussed in the next section, a number of studies have applied this approach. Heltberg at al. (2003) 

for instance, analysed benefit incidence by using binary approach for antenatal care and vaccination for 

children of age 0-5 years in Mozambique. Gaddah and Munro (2011) and Alabi et al. (2010) applied this 

approach to examine prenatal care, postnatal care and immunization for 0 -5 years in Ghana and Nigeria 

respectively. Younger (2000) used this approach to analyse the  incidence of childhood vaccination and 

preventive healthcare for children in Peru. Similarly, Glick and Razakamanantsoa (2002) examined 

prenatal care and child vaccination in Madagascar by applying this approach. Glick et al. (2004) also 

examined the incidence of child vaccination with reference to gender gaps and advocated the usefulness 

of binary approach by arguing that despite its simplicity, the binary method has been shown to yield the 

results very similar to those that employ the cost of provision method. 

4.3.6 Evaluating the Progressivity and Pro-poorness of Benefits 

The Benefit Incidence Analysis provides us estimates of the shares of public health subsidies accruing to 

various population groups ranked by their living standards. Likewise, the Utilizatio n Incidence Analysis 

gives us estimates of the benefits in terms of the participation of each population group in the utilization 

of a particular public health service. This distribution of public health subsidies or benefits is finally 

compared with some target distribution – mostly the population shares of each group – in order to 

evaluate whether public health services are pro-poor. For this purpose, the concentration curve and the 

concentration index for public health benefits  are generally used. 

The concentration index is defined as twice the area between the concentration curve and the line of 

equality (the 45-degree line). The line of equality represents perfect equality which implies that each 

population group receives the same share which is equal to its share in the total population.  

If there is no socioeconomic-related inequality, the concentration index value is zero. Negative (positive) 

value of concentration index indicates the disproportionate concentration of the health variable among 

the poor (rich) people. CI takes the negative value when concentration curve lies above the line of 

equality (45-degree line) and vice versa for positive value of CI. The concentration curve plots the 

cumulative percentage of the health variable on y-axis against the cumulative percentage of the 

population, ranked by living standards (from poorest to the richest) on x -axis (O’Donnell et al., 2008). 

Figure 4.1 plots the cumulative percentage of public health benefits on y -axis against the cumulative 
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percentage of the population ranked b y living standards on x-axis. The public health benefits are pro-

poor if the concentration curve lies above the 45-degree line. In this case, the poorest 20 per cent of the 

population receives more than 20 per cent of total public health subsidies. To put it differently, the 

benefits of public health subsidies are relatively more concentrated amongst the poor income groups 

and their share in total public health subsidies is greater than their share in total population. The 

concentration curve in this case is said to dominate the 45-degree line of equality. If on the other hand, 

concentration curve lies below the 45-degree line, then public health services and their benefits are pro-

rich.   

If public health subsidy is considered as part of final income, then one might be interested in knowing 

whether public health subsidies reduce income inequality or not. In this case we need to compare the 

distribution of income/consumption with the distribution of public health subsidies. If public health 

subsidies are more equally distributed than the distribution of consumption, then public health 

subsidies are thought to reduce income inequality and are referred to as progressive. In this particular 

case, the concentration curves lies above (or dominates) the Lorenz curve  that reflects the distribution 

of income/consumption. If on the other hand, benefits are distributed more unequally than 

consumption (i.e. the concentration curve lies below the Lorenz curve or Lorenz curve dominate the 

concentration curve of benefits), services are said to be regressive (Younger at al., 2000., Davoodi et al., 

2003 and O’Donnell et al., 2008). 
 

Figure 4.1: Evaluating the Pro-poorness and Progressivity of Public Health Benefits through Concentration Curve  

Source: Davoodi (1995); and Demery (2000) 

 

The Kakwani index is often used as a summary measure of the progressivity of public health subsidies 

and is defined as twice the area between a concentration curve and the Lorenz curve. It is calculated as: 

Kakwani index = Concentration index – Gini index 
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The value of Kakwani index ranges from –2 to 1. If the concentration curve dominates the Lorenz curve, 

its value is negative and vice versa for positive value of Kakwani index. The Kakwani index takes zero 

value in the case in which concentration curve lies on top of the Lorenz curve (O’Donnell et al., 2008).  

Dominance Testing: 

Dominance testing is conducted by comparing the concentration curves of benefits with the two bench 

marks that are 45-degree line and Lorenz curve. “One decision rule that has been used in Lorenz 

(concentration) dominance tests has been to reject the null of non-dominance in favour of dominance if 

there is at least one significant difference between curves (or a curve and the 45 -degree line) in one 

direction and no significant difference in the other. For examp le, if there is at least one quintile point at 

which curve A lies significantly above curve B and there is no quintile point at which curve B lies above 

curve A, then it is concluded that A dominates B (O’Donnell et al, 2008). The present study employs the 

multiple comparison approach decision rule, with comparisons at 19 equally spaced quintile points at 5 

per cent significance level. STATA ado file prepared by World Bank authors (O’Donnell et al., 2008) is 

used for dominance testing in present study.  

4.4 A Review of BIA Studies and their Findings 
Benefit Incidence Analysis (BIA) is carried out by large number of studies all over the world to access the 

distribution of benefits from public provision of a range of services that not only includes health but 

many other sectors including education.  Some selected studies that have applied this approach to 

analyse the distribution of public subsidies, among socio-economic groups, across a range of services 

include Demery, L et al. (1995);  Younger, S. D (2000);  Glick, P (2002, 2004);  Heltberg, R et al . (2003);  

Davoodi, H.R et al. (2003); Hovhannisyan, S (2006);  Syntyche, N.D et al . (2007);  Akram, M and Khan, F.J 

(2007);  and Demery, L and Gaddis, I (2009). Gasparini, L.C and Panadeiros, M (2004) examined many 

other programs along with health programs, such as milk in hospitals and food in kindergartens and 

meals in local centers programme. Khatib, R and Mataria, A (2010) analysed the education and 

infrastructure sector (water and electricity) as well as the health sector. Similarly , Selowsky, M (1979) 

analysed health, education, electricity, piped water, and sewerage sector.  

In literature, Selowsky, M (1979) is the pioneer of studies for the incidence of public spending. He 

analysed the incidence of public spending in Colombia. Later on, most well-known studies for the 

incidence of government expenditures are organized by Van de Walle and Demery. Their analysis i s 

further used by many researchers who extended the analysis according to the availability of data.  

Within the health sector,  two dimensions of benefits are examined in the literature: distribution of 

utilization of health services and distribution of health subsidy. When cost data is unavailable and 

unreliable, the distribution of utilization or participation rate of health facilities is analysed instead of 

the distribution of health subsidies in monetary terms (see e.g. Sahn and Younger, 2000; Younger, 20 00; 

Glick and Razakamanantsoa, 2002; Heltberg et al., 2003; Khatib and Mataria, 2010; Alabi, et al., 2010; 

Gaddah and Munro, 2010; and Acharya et al., 2010).  

As far as the findings of these studies are concerned, many studies find a pro-rich bias in the distribution 

of public health subsidies particularly in developing countries. According to the studies conducted by the 
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World Bank (2004), for instance, government health expenditure in developing countries is pro rich as 

compared to the developed countries such as UK and Denmark where it is pro-poor.   These studies find 

for instance that around 50 per cent of the total public subsidies on health sector accrue to the richest 

20 per cent of the population compared to less than 5 per cent that accrue to the poorest 20 per cent in 

the Indian state of Bihar.  Similarly in other developing countries such as Peru, Ghana, Vietnam, and 

Indonesia, a clear pro-rich pattern is seen in terms of benefit incidence of public health spending. World 

Bank (2004) argues further that the pattern of public spending on heath in these countries is such that 

the major share of public spending is directed towards specialized hospitals in urban centres, the 

beneficiaries of which are the rich, while very little is spent on preventive and curative care utilized by 

the rural poor.  

Doorslaer (1993) studies health care financing in five countries including Peru, Cote d’Ivoire, Ghana, 

Bolivia and Jamaica and finds that the allocation of funds by the Health Ministries favours urban, 

hospital based care and under-serves the rural population. In Ghana, two-thirds of the health budget is 

spent on hospital services. In South Africa, 89 per cent of the health care budget is spent on hospitals 

and in Madagascar and Kenya, this share is more than 50 per cent (Castro-Leal, Dayton, Demery, and 

Mehra, 2000). A comprehensive review of major studies along with their findings; data used; country of 

study; technique employed; and limitations are provided in a table in appendix B.  

Although a number of studies have been conducted in an international context to determine as to who 

benefits from public subsidies on health, no systematic study has been conducted for Pakistan especially 

in the context of MNCH. There is only one working paper by Akram and Malik (2007) that has made an 

attempt to measure the incidence of government health spending in Pakistan by using PSLM 2004 -05. 

The findings of the paper indicate that the overall public health spending is regressive in Pakistan 

whereas spending on mother and child health is more regressive in Punjab compared to other 

provinces. The paper however suffers from several technical limitations. Foremost among them is its 

method of computing per capita expenditure on health which is a critical component in conducting th e 

benefit incidence analysis. More specifically, the study computes per capita public expenditure on 

health by dividing the total public expenditure on health by the total population rather than the 

population that uses those services. Furthermore, the study assumes that the average expenditure on 

MNCH is 40 per cent of the overall average expenditure incurred on health which appears to be an 

arbitrary assumption. The study also does not indicate what services (such as prenatal care, postnatal 

care, vaccinations and delivery services etc.) are included under MNCH. 

Using the latest available data, the present study is the first ever systematic study on the distribution of 

benefits from public health services in the context of MNCH in Pakistan. The next sub -section presents 

the key variables and sources of data.  

4.5 Benefit (Utilization) Incidence Analysis of Public Health Services for 

MNCH in Pakistan 
In this section, we report and discuss the results of our analysis for MNCH related public health services 

in Pakistan. As described earlier, the major objectives of our quantitative analysis are  to seek answers to 

the following key questions: 
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•   Who are the beneficiaries of public spending on MNCH in Pakistan?  

 Is public spending on MNCH in Pakistan pro-poor or pro-rich? Which services are more pro-

poor/pro-rich than others?  

•     Is public spending on MNCH in Pakistan progressive? To figure out the progressivity of public health 

spending, we compare the distribution of utilization of public health spending and the distribution of 

income/consumption. If the utilization of public health spending is more equally distributed than the 

distribution of consumption, then public health spending is thought to reduce income inequality and is 

considered as progressive. 

 Which provinces depict greater inequality in the distribution of benefits from public spending on 

MNCH? 

4.5.1 Data and Variables 

The latest available micro-level household data set of Pakistan Living Standards  and Measurement 

Survey (2010-11) along with the accompanying Household Income and Expenditure Survey (HIES) have 

been utilized for the purpose of our analysis. A comparison using 2007-08 data has also been made in 

order to access trend in the utilization incidence of public health services by income groups. 

Representative sample size of 76546 was used for 2010-11 survey to yield statistics that were 

representative at national, provincial and district level. This sample size was much bigger than the 2007 -

08 survey that used 15512 households to produce the reliable results at national, provincial and regional 

level. Two types of sampling frames were adopted for urban and rural areas. With regard s to the 

sampling frame for urban areas, cities/towns were divided into Enumeration Blocks (E.Bs). Each E.B was 

comprised of about 200-250 households and further divided into low, middle, and high income groups. 

In case of sampling frame for rural areas, the lists of villages/mouzas/dehs according to Population 

Census, 1998 were utilized (PSLM, 2007-08 Reports). 

A two-stage stratified sampling design was adopted in these surveys. At first stage, Primary Sampling 

Units (PSUs) were selected from different strata and sub -strata. Enumeration Blocks in urban areas and 

villages in rural areas were selected as PSUs while at second stage, households within the sample 

Enumeration Blocks/Villages were selected as Secondary Sampling Units (SSUs). By using systematic 

sampling technique with a start, twelve and sixteen households were selected in each urban PSU and 

rural PSU respectively.  This sampling procedure implied that households from different parts of the 

country were selected with different probabilities of selection. Sampling weights were taken into 

account to get the representative estimates at national, provincial and regional level. These sampling 

weights were according to the sampling strategy of the surve y and weighed each household by a factor 

that was inversely proportional to its probability of selection. Each household was visited twice for the 

interview. Social sector information was collected in the first visit and consumption/expenditure data 

was collected in the second visit (PSLM, 2007-08 Reports). 

Household Integrated Economic Survey (HIES) collects data for household expenditure and income in 

different dimensions. In 1998-99, the HIES was integrated with PIHS by revising the data collection 
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method and questionnaire. After this, HIES is conducted as an Integrated Survey with PIHS and PSLM 

(HIES, 2007-08 Report). 

 PSLM (2010-11) provide a rich source of data related to education, household assets /amenities, health 

(immunization, prenatal and postnatal care, malaria, diarrhoea, family planning etc.), consumption 

expenditures and income etc. The following MNCH related variables, data on which is available from 

PSLM (2010-11), are used for the purpose of the present study. These are the only MNCH related 

services that are covered under PSLM. 

• Women who received pre-natal consultation from a public provider 

• Women who received assistance in delivery  of their child through a public provider 

• Women who received post-natal care from public provider 

• Women who received Tetanus Toxoid injection  from a public provider 

• Children under five years who received full immunization from a public provider 

Moreover, a distinguishing feature of PSLM 2010 -11 - that sets it apart from previous surveys - is that 

includes a separate module on benefit form services and facilities. The health related services included 

in this module are Basic Health Unit (BHU) and Family Planning Unit (FPU). These two variables are also 

analysed for their usage by income groups.   

PSLM survey collects information from ever married women aged 15-49 years who had given birth in the 

last three years from survey. They are asked about at least one visit for prenatal and postnatal 

consultation and child delivery place for last pregnancy. If they had received prenatal and postnatal 

service, they are further asked about the type of facility for these services: either public or private. They 

are also asked about place of child delivery. The table given below indicates the standard classification 

of the type of facility for prenatal consultation, post-natal consultation, and place of child delivery  

Table 4.9: Standard Classification of the Type of  Health Care Provider used in PSLM  

Pre-natal and Postnatal Consultation Child Delivery Place 

Home (Traditional Birth Attendant)  Home 

Home Lady Health Worker Govt. Hospital/Clinic 

Home Lady Health Visitor Private Hospital/Clinic 

Home doctor Other 

Govt. Hospital/Clinic  

Private Hospital/Clinic  

Family Welfare Center   

Reproductive Health  Service Unit  

Mobile Service Unit  

Other  

  
Source: PSLM Standard Questionnaire  

The focus of present study is on public provision of health care facilities , therefore, home LHW, home 

LHV, Govt. hospital/Clinic, Family Welfare Center, Reproductive Health Service Unit and Mobile Service 

Unit are considered as public providers for prenatal and po stnatal consultation. For child delivery, govt. 

hospital/clinic is considered as public provider.  



58
 

 

Under-five years of age children and pregnant women are vaccinated by EPI Program. EPI program aims 

to protect children against Childhood Tuberculosis, Poliomyelitis, Diphtheria, Pertussis, Tetanus & 

Measles by vaccinating 4 antigens such as BCG, Trivalent OPV, DPT and Measles to prevent above  

mentioned diseases. Pregnant women are also vaccinated with Tetanus Toxoid vaccine to protect new -

born from neonatal tetanus through EPI program. Expanding the coverage of immunization is the 

primary objective of Government of Pakistan. Preventive health services, including EPI are almost 

exclusively provided by public sector health care delivery system. These immunizations often include 

antigens other than the routine EPI like MMR, Hib etc (MOH, 2003).  

In keeping with the generally accepted convention, the living standards indicator that we use is 

consumption expenditure. More precisely, we use  ‘monthly per Adult Equivalent Consumption 

Expenditure.’ A relatively simple equivalence scale: 0.8 for all those household members younger than 

18, and 1 for all the other household members is used for per adult measurement. 

4.5.2 Data Caveats and Limitations of the Study 

Before we report the results of our exercise, it important to reconcile some data caveats that we alluded 

to in several places above: 

 First, as mentioned earlier, due to  non-availability of disaggregated unit cost data on various MNCH 

services, we are not able to estimate the monetary benefits of public health services accruing to 

various socio-economic groups.  

 Benefits are measured in terms of utilization of services. So anyone who uses a public health service 

is considered as beneficiary. Of course, same level of health services utilization may yield different 

benefits to different people depending upon their medical and socio -economic conditions. For 

instance, a person who is very sick as well as poor is likely to get more benefit from using a 

particular health facility than a person who is not very sick and has a relatively better socio -

economic status. This study, however, assumes that everyone who utilizes a particular health facility 

receives the same benefit. 

 One limitation of our study that also holds for the traditional BIA approach is that unit 

costs/utilization may be a poor proxy of the benefits received by individuals because there may be 

substantial social benefits of a particular health service that are not captured by cost or utilization 

data per se. The cost of a polio and DPT vaccine cannot possibly reflect the value to a child of a 

lifetime free of polio, tetanus, pertussis and diphtheria. Similarly, the cost of a few pre -natal and 

post-natal visits cannot fully capture the impact of prenatal and postnatal care on a new born's 

current and future health.  

 Data on utilization of health services do not capture differences in the quality of service provided. 

These differences can be substantial across regions such as rural/urban and across socio -economic 

groups.  

 In case of maternal delivery, there are only four categories of service facilities given in the 

questionnaire: home, private hospital/clinic, government hospital/clinic, and other. Home deliveries 

are not further categorized by the type of attendant: public or private.  To deal with this limitation, 

we focus on ‘hospital based maternal deliveries’ that take place in a public facil ity.  
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4.6 Results and Discussion 
In this section, we present the results of Benefit Incidence Analysis where benefits are defined in terms 

of the utilization of public health services. Anyone who participates in a public health programme or 

utilizes a public health facility is considered to be a beneficiary of public health subsidies. Benefit 

(Utilization) Incidence Analysis will reveal the percentage share of each socio -economic group in the 

total utilization of a particular public health service. Based upon this information, we will be able to 

comment on whether the benefit (usage) of a particular public health service is more concentrated 

among the rich or the poor. We will also compute concentration indices and construct concentration 

curves for each service by regions. With the help of Dominance Testing, we will be able to conclude 

whether particular health service utilization is pro-poor and progressive. Concentration indices and 

Kakwani Indices will also be reported to predict the extent to which these services are progressive and 

pro-poor. 

4.6.1 Pre-Natal Consultation Services  

Table 4.10 presents the results of UIA for pre-natal consultation at rural-urban and national level. The 

first column in each region indicates the percentage share of each income group in the total 

consultation conducted in public health facilities. These shares add up to 100 per cent. The results show 

that in 2007-08, the percentage share of the poorest 20 per cent in total consultations was merely 16 

per cent compared to 22.5 per cent for the richest quintile. This shows  that richer income groups 

benefitted more in terms of utilizing public health spending than the poorer income groups during this 

period. This situation however appears to have improved lately with the latest data for 2010 -11 showing 

a pro-poor trend in the utilization: in 2010-11 around 21 per cent of the poorest quintile utilized public 

health services, whereas 15.5 per cent of the richest income group utilized the same.  This pattern 

seems to be consistent for rural and urban areas with higher public health utilization /participation rate 

among poorer income groups in 2010-11.  

The second column in each region indicates the participation rate which shows the utilization rate of 

public health services. Overall, 20.4 per cent of those who qualify for pre-natal consultations used public 

health facilities in 2007-08. This rate increased to 26.2 per cent in 2010-11.  
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Table 4.10: Utilization Incidence of Public Health Services for Pre-Natal Consultation in Pakistan 

 Pakistan (2007-08) Pakistan (2010-11) 

Quintiles Share by Group Participation  Rate Share by Group Participation Rate 

1st 0.161 0.164 0.209 0.273 

2nd 0.196 0.200 0.220 0.287 

3rd 0.194 0.199 0.199 0.261 

4th 0.224 0.229 0.218 0.285 

5th 0.225 0.230 0.155 0.203 

All 1 0.204 1 0.262 

 Urban Pakistan (2007-08) Urban Pakistan (2010-11) 

Quintiles Share by Group Participation Rate Share by Group Participation Rate 

1st 0.155 0.205 0.249 0.324 

2nd 0.203 0.269 0.238 0.310 

3rd 0.211 0.280 0.236 0.307 

4th 0.216 0.285 0.150 0.196 

5th 0.215 0.284 0.127 0.163 

All 1.00 0.265 1 0.260 

 Rural Pakistan (2007-08) Rural Pakistan (2010-11) 

Quintiles Share by Group Participation 

Rate 

Share by Group Participation Rate 

1st 0.174 0.157 0.199 0.261 

2nd 0.216 0.195 0.221 0.290 

3rd 0.181 0.164 0.173 0.227 

4th 0.219 0.198 0.215 0.282 

5th 0.21 0.19 0.192 0.252 

All 1.00 0.181 1.00 0.262 

 As explained in detail in section 4.3.6, public health spending is referred to as ‘pro-poor’ if the utilization 

share of public health services by the poor is more than their share of population. So if e.g. utilization 

share of the poorest 20 per cent of the population is more than 20 per cent of the total utilization, then 

public health spending is pro-poor.  From the results on pre-natal consultation above, it appears that 

public health utilization was pro-rich in 2007-08 as the percentage shares of public health utilization by 

richer income groups (quintiles 4 and 5) were greater than their respective shares in population (which 

is 20 per cent). In contrast the percentage shares of public health utilization by poorer income groups 

(quintiles 1, 2 and 3) were less than their respective shares in population.  This situation seems to have 

improved in 2010-11 and the distribution of benefits for pre-natal consultation has become pro-poor.  

Table 4.11 reports the results of UIA for pre-natal consultation by provinces. The results show huge 

inequalities between the lowest and the highest consumption quintiles in all provinces in 2007-08. For 

instance, in Punjab and Balochistan, the poorest women’s shares in utilization were 16 per cent and 13 

per cent for prenatal consultation in Punjab respectively and the richest wom en were receiving 26 per 
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cent and 30 per cent share in these provinces respectively. In the provinces of Sindh and KPK, the 

utilization shares of poorest women were 15 per cent and 17 per cent  respectively and the richest 

women’s share in total utilizatio n was 17 per cent and 19 per cent in respective provinces in the same 

year. This distribution of utilization improved and turned more equitable in 2010-11 in all provinces 

except Balochistan where the distribution of benefits from prenatal consultation is still inequitable.  

Table 4.11: Utilization  Incidence for Pre-Natal Consultation by Provinces  

 Punjab 2007-08  Punjab 2010-11  Sindh 2007-08  Sindh 2010-11  

Quintiles  Shar
e  

Participatio
n  Rate  

Shar
e  

Participatio
n  Rate  

Share  Participation  
Rate  

Share  Participation  
Rate  

1st 0.155  0.133  0.222  0.296  0.154  0.175  0.187  0.197  

2nd 0.164  0.141  0.236  0.313  0.223  0.254  0.237  0.249  

3rd 0.181  0.155  0.221  0.294  0.212  0.241  0.171  0.181  

4th 0.239  0.205  0.193  0.257  0.239  0.272  0.245  0.259  

5th 0.261  0.224  0.129  0.171  0.172  0.195  0.16  0.168  

All 1  0.172    0.266  1  0.228    0.211  

 KPK  2007-08  NWFP 2010-11  Balochistan  2007-08  Balochistan  2010-11  

Quintiles  Shar
e  

Participatio
n  Rate  

Shar
e  

Participatio
n  Rate  

Share  Participation  
Rate  

Share  Participation  
Rate  

1st 0.167  0.224  0.192  0.314  0.132  0.167  0.135  0.156  

2nd 0.21  0.283  0.193  0.315  0.196  0.247  0.217  0.254  

3rd 0.2  0.268  0.182  0.297  0.182  0.23  0.189  0.216  

4th 0.232  0.309  0.204  0.333  0.186  0.233  0.218  0.251  

5th 0.191  0.256  0.229  0.373  0.304  0.382  0.241  0.277  

All 1  0.268    0.326  1  0.252    0.231  

 

Table 4.12 presents the results of regional distribution of the incidence public health services utilization 

for pre-natal consultation. The results show that the share of Punjab in total public health services 

utilization for pre-natal consultation is the highest (47 per cent) which further increased to 59.4 per cent 

in 2010-11. The benefit utilization share of Balochistan is the lowest at 17 per cent which reduced 

further to 5 per centin 2010-11. These shares in utilization are however more or less consistent with 

their respective population shares. Likewise, In terms of rural-urban division, rural areas seem to be 

utilizing more public health services than urban areas. This makes sense as the majority of the 

population in Pakistan resides in rural areas. The participation rate in public health services for pre-natal 

consultation is also higher in rural than in urban areas.   
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Table 4.12: Regional Distribution of Incidence of Public Health Services Utilization for Pre-Natal Consultation. 

 2007-08  2010-11  

Province/Region  Share  Participation Rate  Share  Participation Rate  

Punjab 0.467  0.301  0.594  0.266  

Sindh 0.119  0.189  0.168  0.211  

NWFP 0.244  0.534  0.188  0.326  

Balochistan  0.169  0.412  0.051  0.231  

Urban 0.127  0.152  0.299  0.260  

Rural  0.873  0.394  0.701  0.262  

 

In order to make definite conclusions about whether public health services for pre-natal consultation in 

Pakistan are pro-poor or pro-rich, we need to look at the concentration curves and concentration 

indices. The result from Dominance Tests will confirm whether the concentration curves dominate the 

45-degree line or vice versa. Figure 4.2 plots the concentration curve for public health services utilization 

from pre-natal consultation against the 45-degree line and against the Lorenz curve. The concentration 

curve for 2010-11 lies above the 45-degree line indicating that the utilization of public health services 

for pre-natal consultation is pro-poor. Table 4.13 reports the results of the Dominance test. The positive 

sign against 45-degree line shows that the concentration curve dominates the 45-degree line and hence 

the utilization benefits are concentrated more among the poor.  

With respect to progressivity, p ublic health spending is considered to be progressive if the distribution 

of benefits in terms of utilization is more equal than the distribution of consumption. In this case, the 

concentration curve for benefits should lie everywhere above the Lorenz curve for consumption.  Figure 

4.2 shows that concentration curve lies above the Lorenz curve indicating that publ ic health benefits for 

pre-natal consultation are weakly progressive (distributed relatively more equal than  consumption). 

Table 4.13 confirms the dominance of concentration curve over the Lorenz curve.  

Figure 4.2: Concentration Curve for Public Health Benefits for Pre-Natal Consultation in Pakistan (2010-11) 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

0
.2

.4
.6

.8
1

C
um

ul
at

iv
e 

sh
ar

e 
of

 b
en

ef
its

0 .2 .4 .6 .8 1
Cumulative share of population by Pcapexp

 45° line  L(p): Pcapexp

 C(p): Prenatal

Progressivity of Prenatal Consultation in Pakistan

AN ANALYSIS OF 

EQUITY ISSUES 
IN PUBLIC SPENDING ON MNCH IN PAKISTAN 



63

 
 

 
 
Table 4.13: Dominance Test for Pre-Natal Consultation (2010-11) 

Prenatal Public Health Services 

  Pakistan Urban Rural Punjab Sindh KPK Balochistan 

Against Lorenz Curve + + + + + + + 

Against 45 Line + + + + +     

Note: Dominance Test:  - indicate the 45 degree line/Lorenz curve dominates the Concentration curve.  
            + indicate Concentration curve dominates 45 degree line/Lorenz curve. Blank indicate non-dominance. 

Dominance is rejected if there is at least one significant difference in one direction and no significant difference in the 
other, with comparisons at 19 quintiles and 5% significant level. 

 

Figure 4.3 plots the concentration curves against the Lorenz curve and 45 -degree line for the four 

provinces using 2010-11 data. The plots show that in Punjab concentration curves clearly lie above the 

45-degree line and therefore the benefits are clearly pro-poor whereas in Balochistan, the benefits are 

still pro-rich. The results from dominance test in table 4.13 confirm this. In Sindh and NWFP, on the 

other hand, concentration curves are more tightly located  with the 45-degree line. The dominance tests 

in table 4.13 predicts the dominance of concentration curve in Sindh (indicating pro-poor utilization) 

while non-dominance for KPK and Balochistan.  

Figure 4.3: Progressivity of Prenatal Consultation in Provinces  (2010-11)  
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With respect to progressivity, all provinces show progressivity of benefits, with concentration curves 

dominating the Lorenz curves. Dominance tests (table 4.13) confirm the dominance of concentration 

curve over Lorenz curve for all regions. Table 4.14 presents the Kakwani Indices. Negative values of 

these Indices show that the utilization benefits are weakly progressive in all provinces.  Notice that the 

values of concentration indices are negative for all regions except KPK and Balochistan indicating a pro-

rich distribution of utilization benefits in these two provinces. 

Table 4.14: Progressivity Analysis of Utilization Incidence of Public Health Spending for Pre-Natal Consultation (2010-11) 

Prenatal Public Health Services 95% Confidence Interval  

  Concentration 
Index 

Gini 
Coefficient 

Kakwani 
Index  

Std.Err.  T-ratio  Lower  Upper  

Pakistan -0.048 0.254 -0.302 0.020 -15.352 -0.340  -0.263  

Urban -0.139 0.287 -0.426 0.033 -12.764 -0.492  -0.360  

Rural -0.011 0.226 -0.238 0.023 -10.482 -0.282  -0.193  

Punjab -0.090 0.262 -0.352 0.027 -13.061 -0.405  -0.299  

Sindh -0.029 0.259 -0.288 0.044 -6.516  -0.375  -0.201  

KPK 0.039 0.223 -0.183 0.034 -5.347  -0.251  -0.116  

Balochistan 0.084 0.181 -0.097 0.040 -2.408  -0.177  -0.017  

 

4.6.2 Post-Natal Consultation 

Table 4.15 shows the incidence of public health services utilization for post-natal consultation in 

Pakistan. The results show a clear pro-rich pattern in post-natal health services utilization in 2007-08. 

The percentage share of bottom income quintile in public health services utilization was merely 12 per 

cent compared to the share of 36.3 per cent for top income quintile. This pro-rich pattern in utilization 

shares was consistent in 2007-08 for rural and urban areas where the utilization share of bottom three 

income quintiles was less than their population shares and the share of top two income quintiles was 
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higher than their respective population shares. In 2010-11, the utilization share of poorer income 

quintiles increased but the distribution still remains pro-rich.   

The overall participation rate in public health services is quite low: only around 8 per cent of the total 

women who qualify for post-natal consultation utilize public health services. This rate is even lower in 

rural areas at 6 per cent. Overall participation rate is higher for higher income groups and lo wer for 

lower income groups.      
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Table 4.15: Benefit Incidence of Public Health Services for Post-Natal Consultation in Pakistan 

  Pakistan 2007-08 Pakistan 2010-11 
  

Quintiles Share by 
Group 

Participation  Rate Share by 
Group 

Participation  Rate 

1st 0.119 0.047 0.149 0.058 

2nd 0.116 0.046 0.206 0.08 

3rd 0.169 0.066 0.187 0.073 

4th 0.234 0.092 0.231 0.09 

5th 0.363 0.143 0.227 0.089 

All 1 0.079   0.078 

 Rural 2007-08 Rural 2010-11 
  

Quintiles Share by 
Group 

Participation Rate Share by 
Group 

Participation  Rate 

1st 0.137 0.041 0.143 0.05 

2nd 0.145 0.043 0.222 0.078 

3rd 0.175 0.052 0.187 0.066 

4th 0.28 0.083 0.21 0.074 

5th 0.264 0.078 0.237 0.083 

All 1 0.06   0.070 

 Urban 2007-08 Urban 2010-11 
  

Quintiles Share by 
Group 

Participation Rate Share Participation  Rate 

1st 0.108 0.069 0.187 0.09 

2nd 0.122 0.079 0.159 0.077 

3rd 0.137 0.088 0.249 0.119 

4th 0.268 0.172 0.178 0.086 

5th 0.364 0.233 0.227 0.109 

All 1 0.128   0.096 

 

The concentration curve in figure 4.4 clearly shows that the benefits from public health services for 

post-natal consultation are pro-rich as the concentration curve lies below the 45-degree line.  
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Figure 4.4: Concentration Curve for Public Health Services  Utilization  for Post-Natal Consultation in Pakistan (2010-11) 

 

 

The Dominance test (table 4.16) shows the dominance of concentration curve for post-natal 

consultation against the Lorenz curve in Pakistan, and all the provinces. This shows that benefits weakly 

progressive at the national level  and all regions except Balochistan. The negative sign of Dominance test 

against 45 degree line shows that benefits remain pro-rich in Pakistan as a whole as well as the province 

of Balochistan and Punjab in 2010-11. 

Table 4.16: Dominance Test for Post -Natal Consultation (2010-11) 

Postnatal Public Health Services 

  Pakistan Urban Rural Punjab Sindh KPK Balochistan 

Against Lorenz Curve + + + + + +  

Against 45 Line -   -   - 

Note: Dominance Test:  - indicate the 45 degree line/Lorenz curve dominates the Concentration curve.  
      + indicate Concentration curve dominates 45 degree line/Lorenz curve. Blank indicate non-dominance. 

Dominance is rejected if there is at least one significant difference in one direction and no significant difference in the other, with 
comparisons at 19 quintiles and 5% significant level.  

 

The Kakwani indices for all regions, except Balochistan are negative indicating that the benefits are 

progressive. This implies that public spending on post-natal health services can help close the welfare 

gap between the rich and poor and that the benefits from post-natal public health services are more 

equally distributed than the distribution of consumption in Pakistan. The concentration indices are 

however positive indicating that the benefits are more tilted towards richer income quintiles in absolute 

terms. 
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Table 4.17: Concentration Indices and Kakwani Indices of Utilization Incidence of Public Health Spending for Post-Natal 
Consultation (2010-11) 

Postnatal Public Services 95% Confidence 
Interval 

  Concentration 
Index 

Gini 
Coefficient 

Kakwani 
Index 

Std.Err. T-ratio Lower Upper 

Pakistan 0.073 0.254 -0.180 0.037 -4.861 -0.253 -0.108 

Urban 0.038 0.288 -0.249 0.067 -3.719 -0.381 -0.118 

Rural 0.068 0.226 -0.158 0.043 -3.630 -0.243 -0.072 

Punjab 0.111 0.262 -0.151 0.055 -2.768 -0.259 -0.044 

Sindh -0.031 0.260 -0.290 0.081 -3.563 -0.451 -0.130 

KPK 0.011 0.222 -0.212 0.060 -3.532 -0.330 -0.093 

Balochistan 0.244 0.181 0.063 0.076 0.835 -0.086 0.213 

 

Table 4.18 shows the benefit incidence of public health services utilization for post-natal consultation by 

provinces. The results depict the same pro-rich pattern in the distribution of utilization incidence in 

2007- 08 with a relatively higher inequality in Punjab and Balochistan compared to Sindh and NWFP. In 

2010-11, despite improvement in the utilization shares by poorer income groups, the distribution of 

utilization incidence in all provinces remain pro-rich with the exception of Sindh. 
  

Table 4.18: Utilization Incidence of Public Health Services Utilization for Post-Natal Consultation in Pakistan by Provinces  

 Punjab 2007-08  Punjab 2010-11  Sindh 2007-08  Sindh 2010-11  

Quintiles  Share  Participation  
Rate  

Share  Participation  
Rate  

Share  Participation  
Rate  

Share  Participation  
Rate  

1st 0.103  0.044  0.123  0.048  0.123  0.042  0.259  0.074  

2nd 0.104  0.044  0.197  0.076  0.127  0.043  0.133  0.038  

3rd 0.139  0.059  0.209  0.081  0.199  0.068  0.198  0.056  

4th 0.251  0.107  0.233  0.09  0.249  0.085  0.264  0.075  

5th 0.402  0.171  0.238  0.092  0.302  0.103  0.146  0.041  

All 1  0.085    0.078  1  0.068   0.057  

 KPK 2007-08  KPK 2007-08  Balochistan  2007-08  Balochistan  2010-
11  

Quintiles  Share  Participation  
Rate  

Share  Participation  
Rate  

Share  Participation  
Rate  

Share  Participation  
Rate  

1st 0.174  0.07  0.16  0.088  0.169  0.047  0.106  0.042  

2nd 0.118  0.047  0.268  0.146  0.06  0.017  0.151  0.06  

3rd 0.207  0.083  0.17  0.093  0.179  0.05  0.159  0.063  

4th 0.192  0.077  0.182  0.099  0.145  0.04  0.235  0.092  

5th 0.309  0.124  0.22  0.121  0.447  0.124  0.347  0.137  

All 1  0.08    0.109  1  0.056   0.079  
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The higher disparity in Punjab and Balochistan is also depicted by the plots of concentration curve in 

figure 4.5. In both provinces, 45-degree line dominates the concentration curve indicating pro-rich 

utilization. These utilization benefits do not appear to be progressive either, especially in Balochistan as 

the Lorenz curve and concentration curves lie extremely c lose to each other.  
 
Figure 4.5: Progressivity of Postnatal Consultation in Provinces  (2010-11)  

  

  
  

With respect to the regional distribution of benefits, table 4.19 presents the provincial shares in total 

benefits received from health services utilization for post-natal care. The results show higher benefits 

going to Punjab followed by Sindh, NWFP and Balochistan. These shares are roughly consistent with 

their respective population shares. The share of rural areas in public health services utilization is slightly 

higher (at 54 per cent) than urban areas (46 per cent).  
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Table 4.19: Regional distribution of utilization of Public Health Services for Post-Natal Consultation 

 2007-08  2010-11  

Province/Region  Share  Participation Rate  Share  Participation Rate  

Punjab 0.599  0.085  0.536  0.122  

Sindh 0.201  0.068  0.195  0.123  

NWFP 0.164  0.08  0.178  0.157  

Balochistan  0.036  0.056  0.091  0.209  

Urban 0.456  0.128  0.475  0.209  

Rural  0.544  0.060  0.525  0.100  

 

4.6.2.1 Post-Natal and Pre-Natal Consultation by type of facility 

Our data set allows us to further disaggregate pre-natal and post-natal consultation by type of facility. 

We classified the facilities into two types: basic facility that includes LHW and LHV and specilaized facility 

that includes public hospital/RHC /BHU. An estimation of the  distribution of benefits by facility indicates 

that the utilization of basic facilities is more pro-poor than specialized facilities. The concentration 

indices for pre and post natal consultation by type of facility are provided in Appendix C.   

4.6.3  Hospital based Maternal Delivery 

Results of UIA for hospital based maternal delivery reveal a clear pro-rich incidence of public spending. 

Table 4.20 shows that in 2007-08, the poorest quintile’s utilization share  at the national level was 13 per 

cent whereas the richest quintile’s share was 32 per cent. A similar pattern was visible for both rural and 

urban areas. In 2010-11, there has been some improvement in the distribution of group shares, yet the 

distribution of utilization benefits remains pro-rich especially at the national level and in urban areas. 

Generally a low participation of eligible women for hospital based public delivery services is observed 

among all consumption quintiles, especially in the lowest quintile.  At national level, only 10 per cent 

and 14 per cent of the eligible women from 1st and 5th quintiles respectively are participating in public 

delivery services.  Overall, 13 per cent of the eligible women utilize government hospital services for 

maternal delivery in Pakistan. 
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Table 4.20: Utilization Incidence of Public Health Services Utilization for Hospital based Maternal Delivery in Pakistan 

  Pakistan  2007-08 Pakistan 2010-11 

Quintiles Share Participation  Rate Share Participation  Rate 

1st 0.126 0.077 0.148 0.098 

2nd 0.163 0.099 0.212 0.14 

3rd 0.157 0.095 0.209 0.138 

4th 0.234 0.141 0.225 0.149 

5th 0.32 0.193 0.207 0.137 

All 1 0.121   0.133 

 Rural 2007-08 Rural 2010-11 

Quintiles Share  Participation Rate Share Participation  Rate 

1st 0.131 0.059 0.194 0.204 

2nd 0.196 0.088 0.237 0.249 

3rd 0.15 0.068 0.225 0.234 

4th 0.241 0.108 0.168 0.177 

5th 0.282 0.127 0.175 0.182 

All 1 0.09   0.209 

 Urban 2007-08 Urban 2010-11 

Quintiles Share  Participation Rate Share Participation  Rate 

1st 0.134 0.135 0.158 0.079 

2nd 0.173 0.174 0.215 0.107 

3rd 0.209 0.21 0.197 0.098 

4th 0.217 0.218 0.227 0.113 

5th 0.267 0.268 0.203 0.101 

All 1 0.201   0.1 
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Figure 4.6 shows that concentration curve for hospital based maternal delivery services lies below the 

45-degree line indicating that the benefits remain pro-rich in 2010-11. The concentration curve appears 

to dominate the Lorenz curve indicating that the distribution of  utilization benefits from public spending 

on hospital based maternal health services are relatively equally distributed than consumption and 

therefore reduces the welfare gap between the rich and poor but raises the absolute gap (since benefits 

are pro-rich). These findings are confirmed for Pakistan as a whole by the tests of dominance depicted in 

table 4.21 that shows that the benefits are progressive everywhere with the exception of Balochistan. 

The benefits are however pro-rich in Pakistan, Punjab, and Balochistan. 
 
 
Figure 4.6: Concentration Curve for Hospital based Maternal Delivery Services in Pakistan (2010-11) 

 

 

Table 4.21: Dominance Test for Hospital based Maternal Health Services (2010-11) 

Maternal Delivery Health Services 

  Pakistan Urban Rural Punjab Sindh KPK Balochistan 

Against Lorenz Curve + + + + + +  

Against 45 Line - +  - +  - 

Note: Dominance Test:  - indicate the 45 degree line/Lorenz curve dominates the Concentration curve. 
          + indicate Concentration curve dominates 45 degree line/Lorenz curve. Blank indicate non -dominance. 

Dominance is rejected if there is at least one significant difference in one direction and no significant difference in the 
other, with comparisons at 19 quintiles and 5% significant level. 

 

At provincial level, higher disparities among consumption quintile are persistent in Punjab and 

Balochistan. This is evident form concentration indices depicted in table 4.22 and concentration curves 

plotted in figures 4.7. A clear pro-rich pattern can be seen especially in Punjab with concentration curve 

lying below the 45-degree line. The results from test of dominance confirms pro -rich bias in the 

distribution of utilization benefits in Punjab and Balochistan (45 degree line dominates the 

concentration curve in both cases). The test of dominance and Kakwani indices for Balochistan does not 
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allow us to infer that the utilization benefits are inequality reducing or weakly progressive. For Sindh, 

NWFP,  and Punjab, both the test of dominance and Kakwani Indices predict that the utilization benefits 

are weakly progressive and help reduce income inequality.  

Table 4.22: Concentration Indices and Kakwani Indices for Public Health Services Utilization for Hospital based Maternal 
delivery (2010-11) 

Maternal Delivery Services 95% Confidence Interval 

 Concentration 
Index 

Gini 
Coefficient 

Kakwani 
Index 

Std.Err. T-ratio Lower Upper 

Pakistan 0.048 0.253 -0.205 0.026 -7.918 -0.255 -0.154 

Urban -0.045 0.286 -0.330 0.038 -8.672 -0.405 -0.256 

Rural 0.046 0.226 -0.180 0.033 -5.483 -0.245 -0.116 

Punjab 0.081 0.261 -0.180 0.038 -4.783 -0.254 -0.106 

Sindh -0.038 0.258 -0.296 0.061 -4.880 -0.416 -0.177 

KPK 0.026 0.223 -0.197 0.050 -3.959 -0.295 -0.099 

Balochistan 0.180 0.181 -0.001 0.044 -0.015 -0.088 0.087 

 

Figure 4.7: Progressivity of Hospital based Maternal Delivery Services in Provinces  (2010-11)  
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Table 4.23 shows a clear pro-rich bias in the distribution of public health services utilization for hospital 

based maternal delivery in all provinces especially in Punjab where the percentage share of poorest 

income quintile in total utilization benefits is around 12 per cent compared to 19 per centin Sindh; 18 

per centin KPK and 20 per cent in Balochistan for the same income group. The utilization benefits from 

public health services for maternal delivery are relatively more equally distributed in KPK. This is also  

shown in the concentration curve for KPK in figure 4.7. Overall participation rate in public health services 

for hospital based maternal delivery is 11 per cent in Punjab; 12 per cent in Sindh; 16 per cent in KPK 

and  12 per cent in Balochistan. These shares by the poorest quintiles are relatively higher in 2010 -11 

compared to 2007-08; yet they remain much less than their group share in terms of population.   

 
Table 4.23: Utilization Incidence of Public Health Services Utilization for Hospital based Maternal Delivery in Pakistan by 
Provinces 

 Punjab 2007-08  Punjab 2010-11  Sindh 2007-08  Sindh 2010-11  

Quintiles  Share  Participation  
Rate  

Share  Participation  
Rate  

Share  Participation  
Rate  

Share  Participation  
Rate  

1st  0.088  0.048  0.122  0.075  0.148  0.089  0.186  0.115  

2nd  0.101  0.055  0.238  0.145  0.216  0.131  0.201  0.124  

3rd  0.147  0.081  0.216  0.132  0.19  0.114  0.219  0.135  

4th  0.283  0.155  0.202  0.123  0.22  0.133  0.274  0.17  

5th  0.382  0.209  0.222  0.135  0.226  0.136  0.121  0.074  

All  1  0.11    0.122  1  0.121   0.123  

 KPK 2007-08  KPK 2010-11  Balochistan  2007-08  Balochistan  2010-11

Quintiles  Share  Participation  
Rate  

Share  Participation  
Rate  

Share  Participation  
Rate  

Share  Participation  
Rate  

1st  0.182  0.143  0.184  0.145  0.202  0.131  0.116  0.122  

2nd  0.222  0.175  0.201  0.158  0.141  0.092  0.171  0.181  

3rd  0.185  0.146  0.195  0.152  0.082  0.053  0.198  0.205  

4th  0.182  0.143  0.216  0.169  0.14  0.091  0.199  0.207  

5th  0.229  0.18  0.204  0.159  0.435  0.281  0.316  0.33  

All  1  0.157    0.157  1  0.13   0.209  

 
Incidence results at regional level indicate that the share of rural areas in total health services utilization 

for hospital based delivery is 53 per cent against 47 per cent for urban areas. The overall participation 

rate for public health services for maternal delivery is quite low at 9 per cent in rural areas as against 20 

per cent in urban areas. 
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Table 4.24: Regional distribution of Utilization of Public Health Services for Hospital based Maternal Delivery 

 2007-08  2010-11  

Province/Region  Share  Participation Rate  Share  Participation Rate  

Punjab 0.501  0.110  0.536  0.122  

Sindh 0.233  0.121  0.195  0.123  

NWFP 0.211  0.157  0.178  0.157  

Balochistan  0.055  0.130  0.091  0.209  

Urban 0.465  0.201  0.475  0.209  

Rural  0.535  0.09  0.525  0.100  

 

4.6.4 Tetanus Toxoid Injection for Pregnant Women  

In case of Tetanus Toxoid Injection, the benefits from public health services utilization are also pro -rich 

and the distrubution of utilization worsened in 2010-11 with the share of poorer income groups 

declining at the national and regional level in 2010-11. Table 4.25 shows that the share of poorest 

income groups in total public health services utilization is currently 15 per cent compared to 27 per cent 

for richest income group with a similar pattern observed for rural and urban areas. Overall participation 

rate in this public health service is significantly higher than other services at 59 per cent. 
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Table 4.25: Utilization Incidence of Public Health Services for Tetan us Toxoid Injection for Mothers in Pakistan 

  Pakistan 2007-08 Pakistan 2010-11 

Quintiles Share by Group Participation  Rate Share by Group Participation  Rate 

1st 0.154 0.445 0.145 0.429 

2nd 0.177 0.511 0.166 0.486 

3rd 0.189 0.547 0.185 0.544 

4th 0.222 0.643 0.232 0.682 

5th 0.258 0.748 0.273 0.803 

All 1 0.579   0.589 

 Rural 2007-08 Rural 2010-11 

Quintiles Share by Group Participation Rate Share by Group Participation  Rate 

1st 0.159 0.555 0.154 0.403 

2nd 0.17 0.595 0.161 0.423 

3rd 0.196 0.685 0.179 0.468 

4th 0.218 0.76 0.228 0.598 

5th 0.257 0.897 0.278 0.728 

All 1 0.699   0.524 

 Urban 2007-08 Urban 2010-11 

Quintiles Share by Group Participation Rate Share Participation  Rate 

1st 0.159 0.424 0.146 0.541 

2nd 0.18 0.478 0.183 0.679 

3rd 0.194 0.516 0.203 0.752 

4th 0.211 0.561 0.217 0.81 

5th 0.256 0.681 0.249 0.914 

All 1 0.532   0.739 

 
The concentration curve in figure 4.8 clearly shows a pro-rich pattern as concentration curve (CC) lies 

below 45-degree line. The utilization incidence seems to be weakly progressive as CC curve lies above 

the Lorenz Curve. 
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Figure 4.8: Concentration Curve for Utilization Incidence of Tetanus Injection in Pakistan (2010-11) 

 

 

The results of dominance test in table 4.26 and those of Kakwani Indices in table 4.27 confirm the 

progressivity of utilization incidence of Tetanus injection in Pakistan.  However the incidence is pro-rich 

in all provinces and at the national level. The test of dominance (table 4.26) confirms that the utilization 

incidence of this service is pro-rich in all provinces and weakly progressive in all provinces except 

Balochistan. 

Table 4.26: Dominance Test for Concentration Curve for Tetanus Injection  (2010-11) 

TT injection 

  Pakistan Urban Rural Punjab Sindh KPK Balochistan 

Against Lorenz Curve + + + + + + - 

Against 45 Line - - - - - - - 

Note: Dominance Test:  - indicate the 45 degree line/Lorenz curve dominates the Concentration curve. 
           + indicate Concentration curve dominates 45 degree line/Lorenz curve. Blank indicate non -dominance. 

Dominance is rejected if there is at least one significant difference in one direction and no significant difference in the 
other, with comparisons at 19 quintiles and 5% significant level . 

Table 4.27: Concentration Indices and Kakwani Indices for Utilization Incidence of Tetanus Injections for Mothers (2010-
11) 

TT injection 95% Confidence Interval 

  Concentration 
Index 

Gini 
Coefficient 

Kakwani 
Index 

Std.Err. T-ratio Lower Upper 

Pakistan 0.136 0.253 -0.118 0.011 -10.354 -0.140 -0.095 

Urban 0.099 0.287 -0.188 0.014 -13.115 -0.216 -0.160 

Rural 0.129 0.226 -0.098 0.016 -6.233 -0.128 -0.067 

Punjab 0.104 0.262 -0.158 0.014 -11.126 -0.185 -0.130 

Sindh 0.181 0.258 -0.077 0.023 -3.394 -0.122 -0.032 

KPK 0.128 0.223 -0.095 0.020 -4.689 -0.134 -0.055 
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Balochistan 0.322 0.181 0.141 0.045 3.157 0.053 0.229 
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Table 4.28: Utilization Incidence of Public Health Services for Tetanus Injection in Pakistan by Provinces  

 Punjab 2007-08  Punjab 2010-11  Sindh 2007-08  Sindh 2010-11  

Quintiles  Share  Participation  

Rate  

Share  Participation  

Rate  

Share  Participation  

Rate  

Share  Participation  

Rate  

1st  0.146  0.462  0.154  0.536  0.178  0.446  0.113  0.264  

2nd  0.179  0.568  0.178  0.615  0.17  0.428  0.171  0.401  

3rd  0.199  0.631  0.19  0.659  0.179  0.45  0.184  0.429  

4th  0.228  0.722  0.224  0.775  0.198  0.497  0.245  0.575  

5th  0.249  0.789  0.253  0.876  0.275  0.689  0.287  0.665  

All  1  0.634    0.692  1  0.502   0.467  

 KPK 2007-08  KPK 2010-11  Balucistan 2007-08  Balochistan  2010-11  

Quintiles  Share  Participation  

Rate  

Share  Participation  

Rate  

Share  Participation  

Rate  

Share  Participation  

Rate  

1st  0.197  0.599  0.155  0.4  0.098  0.117  0.066  0.058  

2nd  0.197  0.599  0.15  0.386  0.164  0.194  0.131  0.116  

3rd  0.192  0.586  0.19  0.489  0.191  0.227  0.171  0.149  

4th  0.181  0.547  0.237  0.612  0.187  0.221  0.23  0.201  

5th  0.232  0.705  0.269  0.69  0.36  0.425  0.401  0.351  

All  1  0.607    0.516  1  0.237   0.175  

 

At the provincial level, table 4.28 shows a pro-rich bias in the distribution of utilization of Tetanus 

injection in all provinces and the distribution worsened in almost all provinces.  The overall participation 

rate in public provision of this service is highest in Punjab at 69 per cent and lowest in Balochistan at 18 

per cent.  

Figure 4.30 show the concentration curves versus the 45-degree line and Lorenz curve for utilization 

incidence of Tetanus Injection. The figure shows that the utilization benefits from Tetanus injection are 

relatively equally distributed in KPK. In other provinces, the utilization benefits are pro-rich. In all 
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provinces except in Balochistan, the utilization benefits are progressive in the sense that they are 

relatively equally distributed than consumption. 
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Figure 4.9: Concentration Curve for Utilization Incidence of Tetanus Injection in Provinces (2010-11) 

 

 

  

 

In terms of regional distribution from benefits, table 4.29 shows that provincial shares are roughly 

concomitant with their population shares. The share of rural areas (62 per cent) in total benefits is 

higher than that of urban areas (38 per cent).  
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Table 4.29:  Regional Distribution of Utilization of  Tetanus Injection 

 2007-08  2010-11  

Province/Region  Share by Group  Participation Rate  Share by Group  Participation Rate  

Punjab  0.606  0.634  0.685  0.692  

Sindh  0.202  0.502  0.166  0.467  

NWFP  0.170  0.607  0.132  0.516  

Balochistan  0.021  0.237  0.017  0.175  

Urban  0.338  0.699  0.378  0.739  

Rural  0.662  0.532  0.622  0.524  

4.6.5 Child Immunization Services 

Table 4.30 shows the distribution of utilization benefits of immunization services in Pakistan. The 

utilization incidence is slightly pro-rich but overall the distribution is relatively equal compared to other 

services: the percentage share of bottom income quintile in total benefits is 18 in 2010-11 compared to 

23.5 per cent for the top income quintile. These shares are very close to their population shares. The 

overall participation rate is 69 per cent with a higher participation in urban areas compared to rural 

areas. 

Table 4.30: Utilization Incidence of Immunization Services in Pakistan 

  Pakistan 2007-08 Pakistan 2010-11 

Quintiles Share by Group Participation  Rate Share by Group Participation  Rate 

1st 0.174 0.563 0.184 0.636 

2nd 0.186 0.604 0.193 0.668 

3rd 0.194 0.629 0.189 0.653 

4th 0.211 0.684 0.21 0.726 

5th 0.235 0.761 0.223 0.769 

All 1 0.648  0.691 

 Rural 2007-08 Rural 2010-11 

Quintiles Share by Group Participation Rate Share by Group Participation  Rate 

1st 0.177 0.546 0.186 0.617 

2nd 0.181 0.559 0.198 0.656 

3rd 0.196 0.605 0.187 0.617 

4th 0.21 0.645 0.208 0.69 
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5th 0.236 0.726 0.221 0.731 

All 1 0.616  0.662 

 Urban 2007-08 Urban 2010-11 

Quintiles Share by Group Participation Rate Share by Group Participation  Rate 

1st 0.183 0.671 0.18 0.688 

2nd 0.189 0.689 0.197 0.745 

3rd 0.194 0.71 0.201 0.764 

4th 0.217 0.792 0.211 0.799 

5th 0.216 0.789 0.211 0.799 

All 1 0.73  0.759 

The concentration curve in figure 4.10 shows a slightly pro-rich pattern, but the concentration curve is  

tightly located with 45-degree line indicating that the distribution of utilization benefits is relatively 

equal. The concentration curve lies clearly above the Lorenz curve indicating that the utilization 

incidence of child immunization services are progressive. 

Figure 4.10: Concentration Curve for Utilization Incidence of Immunization Services in Pakistan (2010-11) 

 

 

At the provincial level, the concentration curve (CC) plots (figure 4.11) show that benefits are relatively 

equally distributed in all provinces with CC curves lying close to the 45-degree line. The test of 

dominance results in table 4.31 confirms that utilization incidence of immunization services is weakly 

progressive in all provinces and slightly pro-rich in all provinces except KPK. 
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Figure 4.11: Progressivity of Immunization in Provinces (2010-11) 
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Table 4.31: Test of Dominance of Concentration Curve for Benefits from Immunization Services (2010-11) 

Immunization 

  Pakistan Urban Rural Punjab Sindh KPK Balochistan 

Against Lorenz Curve + + + + + + + 

Against 45 Line - - - - -  - 

Note: Dominance Test:  - indicate the 45 degree line/Lorenz curve dominates the Concentration curve. 
            + indicate Concentration curve dominates 45 degree line/Lorenz curve. Blank indicate non -dominance. 

Dominance is rejected if there is at least one significant difference in one direction and no significant difference in the 
other, with comparisons at 19 quintiles and 5% significant level . 

 

The weak progressivity of benefits from public health services is further confirmed from negative values 

of Kakwani Indices indicating that the value of the concentration index is less than that of Gini Index 

implying that the benefits from immunization services are more equally distributed than 

income/consumption. 
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Table 4.32: Concentration Indices and Kakwani Indices for Utilization Incidence of  Immunization Services (2010-11) 

Immunization  95% Confidence Interval  

  Concentration 
Index  

Gini 
Coefficient  

Kakwani 
Index  

Std.Err.  T-ratio  Lower  Upper  

Pakistan 0.040  0.252  -0.213  0.008  -25.217  -0.229  -0.196  

Urban 0.029  0.290  -0.260  0.014  -18.025  -0.289  -0.232  

Rural 0.033  0.222  -0.189  0.009  -20.524  -0.207  -0.171  

Punjab 0.031  0.264  -0.232  0.011  -20.595  -0.254  -0.210  

Sindh 0.051  0.247  -0.195  0.019  -10.388  -0.233  -0.158  

KPK 0.013  0.221  -0.209  0.015  -13.624  -0.239  -0.179  

Balochistan 0.111  0.177  -0.066  0.026  -2.572  -0.118  -0.015  

 

Table 4.33 shows the distribution of utilization of immunization at the provincial level. As evident from 

the distribution of share, the distribution of utilization is slightly pro-rich in Punjab, Sindh and 

Balochistan. It is pro-poor in KPK. The overall participation rate is higher in Punjab and KPK foll owed by 

Sindh and Balochistan. 

Table 4.33: Utilization  Incidence of Public Health Services for Child Immunization in Pakistan by Provinces 

 Punjab 2007-08  Punjab 2010-11  Sindh 2007-08  Sindh 2010-11  

Quintiles  Share  Participation  

Rate  

Share  Participation  

Rate  

Share  Participation  

Rate  

Share  Participation  

Rate  

1st 0.169  0.57  0.186  0.67  0.161  0.481  0.176  0.603  

2nd 0.185  0.625  0.194  0.7  0.172  0.508  0.19  0.651  

3rd 0.2  0.674  0.194  0.698  0.199  0.589  0.191  0.648  

4th 0.213  0.719  0.21  0.755  0.212  0.634  0.218  0.745  

5th 0.232  0.784  0.216  0.778  0.256  0.755  0.225  0.765  

All 1  0.675    0.72  1  0.594   0.682  

 KPK 2007-08  KPK 2010-11  Balochistan  2010-11  Balochistan  2010-11  

Quintiles  Share  Participation  

Rate  

Share  Participation  

Rate  

Share  Participation  

Rate  

Share  Participation  

Rate  

1st 0.212  0.698  0.194  0.643  0.193  0.542  0.147  0.351  

2nd 0.213  0.701  0.201  0.666  0.187  0.528  0.196  0.467  

3rd 0.198  0.652  0.198  0.657  0.188  0.522  0.166  0.395  
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4th 0.178 0.585 0.197 0.652 0.202 0.565 0.219 0.524 

5th 0.199 0.656 0.21 0.694 0.231 0.647 0.272 0.647 

All 1 0.658   0.662 1 0.561  0.477 

 

4.6.6  Basic Health Units (BHUs) 

The results for utilization incidence analysis of Basic Health Units (BHUs) show that the utilization is both 

pro-poor as well as progressive at the national level. The Concentration Curve as shown in figure 4.12 

lies about the Lorenz curve as well the 45 degree line. 

 
Figure 4.12: Progressivity of Basic Health Units in Pakistan (2010-11) 

 
 

A disaggregated analysis of utilization of BHUs by rural urban divisions shows that these services are 

more pro-poor in urban than in rural areas. This can also be inferred through the values of concentration 

indices given in table 4.34. Negative sign of these indices indicate pro-poor distribution. The absolute 

value of concentration indices is much higher for urban areas than in rural areas. A plausible explanation 

for this result could be the fact that since rural areas are underequipped with health facilities, there are 

few alternatives to BHUs. In urban areas, there are many other facilities available especially for those 

who can pay. For poorer income groups though, BHUs still remain the least expensive option in urban 

areas.    
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Table 4.34 Concentration Indices and Kakwani Indices for Utilization of Basic Health Units (BHUs) 

BHU Services 95% Confidence 
Interval 

  Concentration 
Index 

Gini 
Coefficient 

Kakwani 
Index 

Std.Err.  t Lower Upper 

Pakistan -0.154 0.295 -0.450* 0.025 -17.658 -0.499 -0.400 

Urban -0.253 0.334 -0.586* 0.055 -10.644 -0.694 -0.478 

Rural -0.066 0.251 -0.317* 0.027 -11.770 -0.370 -0.264 

Punjab -0.157 0.300 -0.457* 0.035 -13.019 -0.526 -0.388 

Sindh -0.014 0.304 -0.318* 0.061 -5.213 -0.438 -0.198 

KPK -0.198 0.262 -0.460* 0.044 -10.570 -0.546 -0.374 

Balochistan 0.031 0.198 -0.168* 0.044 -3.840 -0.254 -0.081 

 

The utilization incidence analysis of BHU services by provinces and the related concentration curves 

depicted in figure 4.14 show that the utilization incidence of these services is clearly progressive in all 

provinces. They are clearly pro-poor in Punjab and KPK. In rest of the provinces, it is not clear simply by 

looking at these curves whether the utilization incidence is pro-poor or pro-rich. The result of the 

dominance test given in table 4.35 shows that the distribution of benefits from BHU services is pro-poor 

at the national level and in all provinces except Sindh and Balochistan. 
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Figure 4.13: Progressivity of BHUs Utilization by Rural Urban Divisions in 2010-11 



Figure 4.14: The Progressivity of Utilization Incidence of BHUs across Provinces in Pakistan 
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Table 4.35: Dominance Test for Utilization Incidence of BHU services (2010-11) 

BHU Services 

  Pakistan Urban Rural Punjab Sindh NWFP Balochistan 

Against Lorenz Curve + + + + + + + 

Against 45 Line + + + + - +  

Note: Dominance Test:  - indicate the 45 degree line/Lorenz curve dominates the Concentration curve. 
            + indicate Concentration curve dominates 45 degree line/Lorenz curve. Blank indicate non -dominance. 
Dominance is rejected if there is at least one significant difference in one direction and no significant difference in the other, 

with comparisons at 19 quintiles and 5% significant level.
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4.6.7 Family Planning Units (FPUs) 

The concentration curve for family planning utilization in Pakistan shows that the utilization incidence is 

progressive but there is no strong evidence of its being pro -poor. The concentration curve for Pakistan 

as a whole is very tightly located with the 45-degree line of equality. The magnitude of the 

concentration indices provided in table 4.36 is very small and they are not statistically significant. The 

same results hold more or less at the regional level except for Sindh where the benefits turn  out to be 

pro-rich (figure 4.16). 

 
Figure 4.15: Concentration Curve for Family Planning Utilization Services in Pakistan  (2010-11)

 
 

Figure 4.16: Progressivity of FP Unit Services by Rural Urban Divisions (2010 -11) 
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Figure 4.17: Progressivity of Family Planning Services by Provinces (2010-11) 
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Table 4.36:   Concentration Indices and Kakwani Indices for Utilization Incidence of  Family Planning Services (2010-11) 

FP Unit Services 95% Confidence Interval 

 Concentration 
Index 

Gini 
Coefficient 

Kakwani 
Index 

Std.Err. T Lower Upper 

Pakistan -0.045 0.295 -0.340* 0.037 -9.262 -0.412 -0.268 

Urban 0.039 0.334 -0.294* 0.069 -4.257 -0.430 -0.158 

Rural -0.085 0.251 -0.336* 0.041 -8.196 -0.417 -0.256 

Punjab 0.010 0.300 -0.290* 0.055 -5.282 -0.398 -0.182 

Sindh 0.187 0.304 -0.117 0.132 -0.887 -0.377 0.143 

NWFP -0.131 0.262 -0.393* 0.044 -9.005 -0.480 -0.307 

Balochistan -0.164 0.198 -0.362* 0.075 -4.813 -0.511 -0.213 
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4.6.8 Summary of Key Findings and Conclusion 

We focus on seven MNCH related health services: i) pre -natal consultation ii) post natal consultation iii) 

hospital based maternal delivery iv) Tetanus Toxoid injections for pregnant women and v) child 

immunization services vi) Basic Health Units vii) Family Planning Units (FPUs). These services are 

selected because data on the utilization of these services by type of facility (public vs. private) is readily 

available in micro level nationally representative household data from the Pakistan L iving Standards and 

Measurement Survey (PSLM). We use both PSLM 2007-08 and recently available 2010-11 data. This 

allows us to compare the distribution of benefits over these time periods.  

Our analysis yields some interesting results.  

 We find that in 2007-08, the distribution of benefits from all MNCH related health services that 

we analysed in our study was pro-rich in varying degrees. In specific terms, the share of benefits 

received by low income groups was less than their share in total population. In  contrast, the 

share of benefits received by high income groups was higher than their respective population 

shares. The distribution of benefits improved and became pro-poor in many services in 2010-11. 

This is a positive trend and could be due to many reasons such as the expansion of publicly 

funded basic health care programmes like the National Programme for Family Planning and 

Primary Health Care; Expanded Programme of Immunization; Lady Health Worker Programme; 

and National Maternal Neonatal and Child Health (MNCH) Programme.  

 For some services such as post-natal consultation; hospital based maternal delivery; and tetanus 

toxoid injection for pregnant women, the utilization incidence of public spending remains pro -

rich in 2010-11. This is an important finding because, in general, due to higher fertility rates and 

greater burden of diseases among the poor, the potential users that qualify for MNCH related 

services are likely to be high amongst poor income groups. Moreover, because of subsidized 

health services in public health facilities, it is expected that poor income groups would use these 

facilities more than higher income groups.   

 The utilization of Basic Health Units (BHUs) is clearly found to be pro-poor suggesting that 

increasing the provision of basic health facilities can potentially address the goals of achieving 

equity in health care and reducing poverty. This finding appears to be consistent with 

international evidence that shows that in most developing countries, the incidence of public 

health spending on primary health care facilities is pro-poor whereas that on tertiary care such 

as hospital services is pro-rich38.  

 The extent of inequality in the distribution of benefits is higher in some services than in others. 

In 2007-08, the distribution of benefits from services for post-natal consultation was the most 

pro-rich followed by hospital based maternal delivery and pre-natal consultation. In 2010-11, 

the distribution of benefits from prenatal services improved markedly and now shows a pro -

poor orientation. The distribution of benefits from post-natal services and maternal delivery also 

improved in 2010-11 but still remains pro-rich in most regions. Interestingly, the distribution of 

benefits from TT injections worsened in 2010-11. The distribution of benefits from immunization 

services remained, by and large, relatively equal.  

                                                            
38 See e.g. O’Donnell et al. (2007) and World Bank 2004. 
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 At the provincial level, we find that the extent of inequality in the distribution of benefits is 

much higher in Balochistan and to some extent in Punjab compared to the rest of the two 

provinces. The plausible reasons for this finding are discussed in section 5. 

 In terms of progressivity, our findings indicate that the utilization incidence of almost all MNCH 

related services is progressive in Pakistan at the natio nal and provincial level. This indicates that 

the benefits in terms of utilization of MNCH related public services are more equally distributed 

than the distribution of income implying that investment in MNCH related public health services 

can help reduce income inequality. 

 Finally, our estimates of overall participation rate of MNCH related public health services 

indicate that the overall uptake of these services is low particularly for hospital based maternal 

delivery, post natal and prenatal consultation. For prenatal consultation, only 26 per cent of the 

total women who qualified for the service utilized public health fa cility in 2010-11. For postnatal 

consultation, this ratio is as low as 8 per cent. For hospital based maternal delivery, only 13 per 

cent of women who qualified for this service actually used it. The low participation could either 

be due to low overall demand for health services owing to economic, cultural, and religious 

factors or due to low demand for public health services in particular.  

Table 4.37: Trends in Concentration Indices for the Distribution of Benefits from Public Health Services Utilization for 
MNCH in Pakistan (2007-08 and 2010-11) 

   Prenatal  Postnatal  Maternal 
Delivery  

TT injection  Immunization  

 07-08  10-11  07-08  10-11  07-08  10-11  07-08  10-11  07-08  10-11  

Pakistan  0.065  -0.048  0.261  0.073  0.188  0.048  0.109  0.136  0.061  0.04  

Urban 0.056  -0.139  0.276  0.038  0.133  -0.045  0.099  0.099  0.038  0.029  

Rural  0.037  -0.011  0.181  0.068  0.154  0.046  0.096  0.129  0.059  0.033  

Punjab 0.12  -0.09  0.293  0.111  0.309  0.081  0.105  0.104  0.065  0.031  

Sindh 0.028  -0.029  0.222  -0.031  0.073  -0.038  0.096  0.181  0.097  0.051  

KPK 0.035  0.039  0.148  0.011  0.039  0.026  0.023  0.128  -0.028  0.013  

Balochistan  0.137  0.084  0.257  0.244  0.201  0.18  0.238  0.322  0.044  0.111  

  Note: Positive values of concentration indices indicate pro-rich distribution. Negative values indicate pro-poor distribution. 
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5  Policy Recommendations and a Way Forward  

5.1 Policy Insights from Utilization Incidence Analysis  

Based upon our empirical findings from Utilization Incidence Analysis, as present above, we recommend 

the following policies:  

5.1.1 Expand basic reproductive health facilities  

Our findings indicate that the distribution of benefits from public health spending on some MNCH 

related services such as post-natal consultation and hospital based maternal delivery are pro -rich. This 

could be due to both demand side factors such as inability to pay for access costs which are higher 

especially for maternal delivery; or due to supply side factors such as inadequate availability of 

emergency obstetric care especially in remote rural areas where majority of the poor reside. The 

government can achieve equity by expanding the availability of basic reproductive health facilities such 

as trained midwives and lady health workers across rural and urban areas. The national MNCH 

programme, that aims to increase the proportion of deliveries by skilled birth attendants, can go a long 

way - if implemented effectively – in achieving equity in maternal health outcomes.  

5.1.2 Increase resource allocation for MNCH in hospital based services 

Hospital based facilities for obstetric care and other MNCH related services need to be expanded as 

well. At present budgetary allocations for MNCH within hospital based services is extremely meagre: 

disaggregated data on budgetary allocations obtained from PIFRA (Project to Improve Financial 

Reporting and Auditing) in Pakistan shows that only 0.1 per centof the total budget for hospital services 

was allocated for MNCH related services in 2010-11.  

5.1.3 Improve targeting of hospital based maternal services 

Since hospital based maternal delivery is found to be pro-rich, public spending on these services need to 

be targeted effectively towards the poor. This can be accomplished, for example, through a voucher 

scheme that provides free or subsidized treatment to women below the poverty line. One such program 

called Chiranjeevi Scheme was implemented effectively in the Indian state of Gujarat. Evaluation of this 

scheme showed that this voucher program was effective in reducing financial barriers for the poor and 

in averting substantial number of maternal and neo-natal deaths39. Similarly, Sri Lanka that had an 

unacceptably high MMR of more than 500 maternal deaths per 100,000 live births in 1950s, was able to 

achieved dramatic reductions in its MMR though political will to invest in MNCH; provision of free 

services to those who were not able to pay; expansion of coverage of skilled birth attendants and 

expansion of emergency obstetric care. It is important to note that the country first focussed on 

expanding primary health care facilities first and then moved towards hospital based  care40. Pakistan has 

also recently introduced a health insurance scheme for the poor through Benazir Income Support 

Programme (BISP) which seems to be a step in this direction.  

                                                            
39 See e.g Bhat et al. (2007).  
40 See e.g. Pathmanathan et al (2003).  
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5.1.4 Continue to expand Basic Health Units (BHUs) 

Our findings indicate that the distribution of utilization from Basic Health Units (BHUs) turn out to be 

pro-poor. This is consistent with evidence from other developing countries that shows that public 

spending on basic health services is pro-poor whereas that on curative hospital care is pro-rich41. At 

present, government spending on health care in Pakistan is heavily tilted towards specialized hospital 

care while leaving little resources for basic health facilities.  While curative health care is relatively 

expensive thereby justifying higher budgetary allocations, additional resources may be mobilized 

allowing for more spending on basic health facilities. However, rather than spending this additional 

allocation for expansion of public health care facilities, the governments at prov incial level may consider 

providing conditional health insurance or vouchers that enable low income households to procure these 

services from public as well as private sector. This can increase the efficiency as well as equity of public 

health spending.  

5.1.5 Increase budgetary allocations and improve targeting of public health subsidies in 

Balochistan 

Our empirical findings indicate that the extent of inequality in the distribution of public health benefits is 

higher in Balochistan with benefits from most services captured by the rich rather than the poor. This 

could be an indication of poor governance and institutional failure in public service delivery. It could also 

be due to deteriorating law and order situation and sparse availability of public health  services due to 

which poor people especially those who live in remote areas are not able to bear access costs related to 

transportation (Balochistan is the largest province in terms of area and has low population density). 

PSLM 2007-08 data shows that 47 per cent of the households interviewed in Balochistan did not have 

access to public health care services. This can be addressed by the province through increasing its 

overall allocation for health services. This may not be very cost effective - given the peculiar terrain and 

low population density in Balochistan - but at the same time may have huge dividends in terms of 

achieving equity and reducing poverty. Balochistan has one of the worst health indicators42 and on the 

basis of equity, more resources per capita need to be allocated for health services in this province. At 

the same time, it is equally important to improve the law and order situation in the province and 

improve governance of public services delivery so as to target these resources effectively towards the 

poor.  

5.1.6 Demand side interventions must accompany the expansion in supply of public health 

services 

Finally our findings reveal an extremely low overall participation in public health services utilization 

particularly for prenatal consultation; postnatal consultation; and hospital based maternal delivery. This 

underscores the need for demand side interventions that help boost the overall uptake of these 

services. These interventions could range from raising awareness and increasing literacy to improving 

the quality of public health services delivery.     

                                                            
41 O’Donnell et al. (2007) and World Bank 2004. 
42 According to Pakistan Living Standards Measurement Survey (2007-08) , infant mortality is highest in 
Baluchistan. Pakistan Demographic and Health Survey (2006-07) indicates that maternal mortality ratio in 
Baluchistan is 785 per 100,000 which is significantly higher than other provinces.  
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5.2 General Recommendations 

5.2.1 Increase overall budgetary allocations for health  

The overall budgetary allocation for health is quite low compared to other developing countries, 

particularly in South Asian region, that are at similar stages of development and have an epidemiological 

and demographic profile that is similar to or even better than Pakistan. As percentage of GDP, public 

spending on health has never exceeded 0.7 per cent and this percentage has been dwindling over time.  

In other countries of the region such as India and Bangladesh, the corresponding percentage is 1.2 and 

1.3 per cent respectively and has remained at this level between 2008 and 2010.43 No doubt, Pakistan is 

seriously off track in achieving the MDG Goal 4 of reducing ‘Infant Mortality Rate’ and lagging on ‘Under -

Five Mortality Rate’ and ‘Maternal Mortality rate.’ 44 

Public spending on health is considered as pro-poor in Pakistan and is monitored and reported under 

the Poverty Reduction Strategy Programme (PRSP). Although poverty reduction has been an overarching 

goal of successive governments in Pakistan, the contribution of these successive governments in 

financing health of its population remains extremely limited. Around 72 per cent of the total health 

expenditure is financed by private sources out of which 92 per cent are out of pocket expenses.45 This 

feature of health care finance in Pakistan puts many households, e specially those belonging to 

marginalized groups, into a vulnerable situation. A sudden illness, accident or medical emergency can 

push many households - especially those who do not have any assets to fall back upon - below the 

poverty line. According to a study conducted by the Planning Commission46, economic shocks related to 

health care expenditure are the most common shocks faced by households in Pakistan. Under this 

scenario, the overall budgetary allocation for health needs to be increased both in an e ffort to reduce 

poverty and vulnerability and to achieve equity in health outcomes. 

5.2.2 Increase efficiency and equity in public health sector spending 

 In terms of existing pattern of allocation of health sector budget across regions and across sectors,  

there is considerable room to improve the efficiency and equity of these allocations. To improve 

efficiency, public spending needs to be allocated for those interventions and subsectors that matter 

most and have the biggest impact on mortality rates. Mate rnal and perinatal conditions have been 

identified as one of the leading causes of mortality in Pakistan 47 but attract less than 0.2 per centof the 

total budgetary allocations on health48. The chunk of the budget is spent on specialized hospital and 

curative care (71.75 percent). Although hospital care is important to treat maternal and perinatal 

conditions, yet existing allocations within hospital care shows a meager amount being allocated for 

MNCH related services. Disaggregated data on budgetary allocation s obtained from PIFRA (Project to 

Improve Financial Reporting and Auditing), shows that out of a total of Rs. 905 million budgeted by the 

                                                            
43 World Bank, World Development ind icators. 
44 See e.g Millennium Development Goals Report prepared by Planning Commission of Pakistan  
45 National Health Accounts of Pakistan, 2007-08. 
46 See Government of Pakistan (2007). 
47 See e.g. Pakistan Demographic and Health Survey (2006-07) and Draft National Health Policy of Pakistan (2009). 
48 Poverty Reduction Strategy Paper (PRSP) – II Period Progress Report FY 2008/09 – FY 2010/11 
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Ministry of Health for hospital care in 2010-11, MNCH receives Rs 0.9 million  which is 0.1 percent of the 

total allocation for hospital care.  

Infectious diseases such as diarrhea, pneumonia and ARI are other leading causes of mortality especially 

among children under five years of age.49 These diseases can be prevented through basic public health 

measures aimed at improving nutrition; creating awareness on hygiene and other public health matters; 

immunization programmes; and improving sanitary conditions etc. 50 According to Poverty Reduction 

Strategy Programme (PRSP), currently around 20 percent of the total budget on health sector is devoted 

to “Health Facilities and Preventive Measures.”  This category includes primary health care facilities such 

as rural health centres, basic health units, dispensaries, first aid posts, mother and child health centres, 

programmes such as Lady Health Worker Programme; Malaria Control Programme; Tuberculosis and 

HIV/AIDS Control Programme; National Maternal and Child Health Programme; the Expanded 

Programme on Immunisation; Food and Nutrition Programme. Our empirical findings from Utilizat ion 

Incidence Analysis show that poor tend to use basic health facilities such as basic health unit (BHU) more 

than the rich. Increasing budgetary allocations on this category is therefore likely to enhance both 

efficiency as well as equity in public health spending.   

5.2.3 Integrate MNCH programmes into income support programmes 

The social protection initiatives in Pakistan can be strengthened by integrating MNCH and other 

programs aimed at addressing nutritional deficiencies, with the income support programs. The social 

health protection initiatives implemented through Benazir Income Support Programme (BISP) have been 

designed to address MNCH as well. Integrating MNCH related programmes with income support 

programmes can potentially increase the effective ness of all programmes involved. Such integrated 

programmes are effectively run in developed countries like U.S through basic and primary health care 

units.  

Malnourishment is a serious problem in Pakistan and is often linked to socio -economic deprivation. A 

carefully designed social protection measure, aimed at improving the nutrition of women and children 

along with the provision of affordable health care services, can not only reduce poverty but is also likely  

empower women and address her nutritional needs through its implementation design. These health 

and nutrition programmes can be implemented through the Basic Health Units (BHUs). Pregnant women 

can visit the nearest Basic Health Unit, which can benchmark their health indicators and start providing 

them vouchers for food supplements. These vouchers can be exchanged for staple foods such as wheat, 

pulses, milk, and eggs at designated stores who can surrender those vouchers to the public health 

agency for cash compensation. This can ensure delivery of food items to households at affordable cost in 

a dignified manner and for intended purposes only. The nutritional interventions for mothers can 

continue until weaning thereby encouraging breastfeeding and subsequent birth control. As soon as the 

mother stops breastfeeding, the baby may qualify for vouchers up till the age of 5.  

Such programs can also be used to provide an opportunity to raise awareness; delive r EPI; health related 

education; and family counselling services at the BHU level. Since the incentive (vouchers) for showing 

                                                            
49 See e.g.  Pakistan Journal of Medical Association (2009) and Pakistan Demographic and Health Survey (2006-07) 
50 See e.g Bhutta et al. (2008). 
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up is in place, the costs of delivering and monitoring EPI from door to door can be reduced. The 

maintenance of health records at local BHU can help in tracking those who do not complete 

immunization and can be approached by social mobilizers or mobile teams. The implementation design 

of such a broad based programme may further increase the effectiveness of BHUs in delivering 

preventive health care in Pakistan. 

5.2.4 Promote equity in regional allocation of public health resources  

In terms of regional allocation of health sector budget, more resources need to be allocated towards 

regions that have poor health indicators and where the ability to pay for health care is low. After the 

recent enactment of National Finance Commission (NFC) award, health is now a provincial subject in 

Pakistan. Within provinces, there are significant spatial disparities. For instance, in Punjab, the souther n 

districts have higher poverty and poor human development indictors. In order to achieve equity, 

provinces should take district level poverty and human development indicators while distributing 

resources at the inter-provincial level. Regions that show poorer health status and a greater proportion 

of marginalized population should receive more funds per capita than others.  

5.3   A Way Forward: Future Directions for Research  

By highlighting some critical issues in health care finance for MNCH in Pakistan, the present study can be 

seen as paving way for future research in this area. It creates some questions that can be addressed in 

future studies in this area. For instance, now that we know that benefits from public health services for 

many MNCH in Pakistan are unequally distributed in favour of high income groups, as a next step, it 

would be worthwhile to investigate the major factors that lie behind such a pro -rich pattern. Is it 

because of poor health seeking behaviour in general among low income households (that may be due to 

low literacy and awareness and higher opportunity cost of seeking care)? Is it because poor income 

groups opt more for private health care services rat her than public? Or is it because of low availability of 

health care services in regions where majority of the poor reside? These are important questions, the 

answers to which can be sought through a decomposition analysis of the factors contributing to 

inequality in the distribution of benefits from public health subsidies on MNCH in Pakistan.   
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Figure A.32: Appendix 

Source: PSLM 2010
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Figure A.33: Appendix 

Source: PSLM 2010-11 
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Figure A35: Appendix 

 

Source: PSLM 2010-11 
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Figure A.37: Appendix 

 
Source: PSLM 2010-11 
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Source: PSLM 2010-11 
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Figure A.39: Appendix
 

Source: PSLM 2010-11 
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