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Introduction  

The Centre for Peace and Development Initiatives, Pakistan (CPDI-Pakistan) is an independent, 

non-partisan and a not-for-profit civil society organization working on issues of peace and 

development in Pakistan. It is registered UNDER SECTION 42 of the Companies Ordinance, 1984 

(XLVII of 1984). It was established in September 2003 by a group of concerned citizens who 

realized that there was a need to approach the issues of peace and development in an integrated 

manner. The CPDI-Pakistan is a first initiative of its kind in Pakistan. It seeks to inform and 

influence public policies and civil society initiatives through research-based advocacy and 

capacity building in order to promote citizenship, build peace and achieve inclusive and 

sustainable development. Areas of special sectoral focus include promotion of peace and 

tolerance, rule of law, transparency and access to information, budget watch and Legislative 

Watch and Development. 

 

Our Vision 

CPDI envisions a world that guarantees rule of law, protects human and civil rights, embraces 

diversity of views, supports vulnerable people and provides optimum conditions in which each 

individual can realize his or her full potential. 

 

Our Mission 

CPDI aspires to become a national and international leader in advocacy. We resolve to build on 

its reputation for informing and influencing public policies and initiatives through research based 

championship of rights based campaigns. We are determined to continue our engagement with 

the people and the Government of Pakistan, and to promote active citizenship in all its forms. 

 

Program Area 

Promotion of Peace and Tolerance 

Rule of Law 

Transparency and Access to Information 

Budget Watch 

Legislative Watch and Development
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Foreword 

 

The Author has made a sincere and fruitful attempt to unfold the actual status 

and the requirements of Government Health Facilities. The study will also open 

debate regarding lacunae prevalent of existing financial rules and regulation and 

it is hoped that more suggestion to address them would come forth.  

In this report, author has highlighted the need of the community to participate in 

the process of planning, allocation of budget and their inputs regarding oversight 

of the process. He has also effectively brought up the procedural and systemic 

issues related to budget allocation, outdated financial yardsticks and common 

problems in medicines procurement process. A composite and effective 

methodology (FGDs) has been adopted for input from the community regarding: 

• The right of access to information.  

• Entitlements and rights of the citizens as consumer of health services.  

• Role in budget making in relation to the actual needs of the community.  

Propositions made regarding preparation of budget based on the needs and 

taking into consideration the available informatics data (DHIS) and expressed 

needs of the people are also worth mentioning. New initiative suggested for 

income generation without additional burden to the community e.g. Health Cards, 

Micro Insurance etc. are practicable and worth trying. It is, indeed, a pioneer 

study in Pakistan in the field of needs-based budgeting and hoped to open new 

avenue of research in the field of budget making.  

 

 

Rashid Ahmad Farooqi 
Executive District Officer/ Finance & Planning 
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NEEDS BASED BUDGETING 

 

I must congratulate Mr. Ali Salman on preparation of this much needed 

document. The research study highlights the importance of planning and budget 

allocations on the basis of requirements and needs of a given population.  

The methodology adopted for the purpose is based on facts and figures collected 

from the stakeholders i.e. community, Health Care Providers, Paymasters, 

Department of Finance & Planning of the district government. It means that all 

the players have been brought on board. The thoughts, ideas, expressions and 

perceptions of all stakeholders have been scientifically coordinated and very well 

expressed by the author in tangible form. Focus Group Discussions (FGDs) have 

been used a an effective tool to bring out the feelings, needs and demands of the 

community related to health. The FGDs were also used to sensitize the 

community for playing a role in not only budget formulation but to have influence 

on the budgetary process for allocation as per need.  

The study has provided a thought-provoking analysis of budgetary allocations to 

health department. Certain gaps and limitations have been identified regarding 

DHIS. Also practicable recommendations for establishing database / recording 

information of each patient regarding diagnostic, treatment and investigation 

have been made. This would provide a basis for needs assessment in terms of 

budget allocations to different health facilities. 

This study would help to initiate an evolutionary process for need based 

budgeting.  

I must commend Mr. Ali Salman for dedication and concerted effort that has led 

to the development of a well though out and comprehensive model for budget 

analysis and driving road map for needs based budgeting. It is expected this 

study would lead to strengthening of health service delivery by objectively 

assessing the needs of the community. 

 

Dr. Asif Qadir Mir 
Executive District Officer/ Health 
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List of Abbreviations  
 

BHU  Basic Health Unit  

BP  Blood Pressure  

CCB  Citizens Community Boards  

DHQ   District Headquarters  

DMS  Deputy Medical Superintendent  

EPI  Expanded Program on Immunization 

GRD  Government Rural Dispensary  

HSRP  Health Sector Reforms Program 

LGO  Local Government Ordinance 2001 

LHV  Lady Health Visitor 

LHW  Lady Health Worker  

MCH  Maternal and Child Health  

MO  Medical Officer  

MSDS  Minimum Service Delivery Standards  

MS  Medical Superintendent  

NBB  Needs Based Budget 

NCHD  National Commission for Human Development  

OT  Operation Theater  

RTA  Road Traffic Accidents 

RHC  Rural Health Center 

THQ  Tehseel Headquarters  

U/C  Union Council  

WMO  Woman Medical Officer  
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Introduction and Acknowledgements 
 

Writing in his message for an official manual on Minimum Service Delivery 

Standards (MSDS), Chairman Planning and Development Board, Government of 

the Punjab noted:  

 

What is gratifying to note is that the MSDS offers a rare opportunity to 

the citizens in that they will be in knowledge of the service delivery 

package they can expect from their District Governments, at least in 

the health sector; resultantly the accountability of local governments 

to their citizens will also improve. 

 

Besides informing about service delivery standards, accountability can be 

ensured by disseminating user-friendly information about budget making and 

financial allocations.  This report does that for facilitation in budget making for 

policy makers and structuring advocacy campaigns for the civil society 

organizations.  

 

This research focuses on working of health related departments from 

transparency and accountability perspective; budget allocation process; and 

status of awareness in the community about their rights and entitlements.  The 

introductory chapter (No. 2) discusses some fundamental positions about options 

for budgeting, current practices of budgeting, available data, and methodology 

adopted to construct needs-based budgets for ten selected health facilities in 

District Jhelum at primary and secondary levels.  

 

It is understood that health related departments and programs work in a non-

transparent environment, as the related information is hard to access by 

communities, media, civil society organizations and even by government officers 

and the elected representatives. Given these widely held beliefs, it would be 

worthwhile to get a perspective from district officials as well as healthcare 

administration, which is the main focus of the third chapter. The analysis 

generally highlights the process through which health service delivery and 

budgeting is managed to get a real feel of how system actually works instead of 

squarely blaming specific individual actions or omissions. 
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Forth chapter summarizes the perspectives of communities stand as barometer 

of performance from users’ viewpoint. Health service delivery is a sensitive issue 

and almost every one can speak on any issue by sharing personal experience. 

However, the information sought from the public through Focus Group 

Discussions (FGDs) concentrated mostly, as per scope of the project, on: access 

to information, awareness about entitlements, extent of community mobilization, 

articulation of public demands, and identification of specific needs. 

 

Fifth chapter presents key findings of needs based budgets. Although, the budget 

would broadly comprise non-development and development expenditure, our 

focus is only health services pertaining to medicines, and not the salaries or fixed 

investment required. However, the missing facilities and equipment are 

mentioned in the profiles of selected health facilities and it is easy to monetize 

them according to government current standards. 

 

Sixth, and the last, chapter proposes roadmaps to resolve each of these 

problems in a structured manner by bringing out specific recommendations for 

construction and presentation of budget, suggesting needs based budgets for ten 

selected facilities for health services, and by presenting alternative ways of 

budget allocation for the poor.  

 

In compiling this report, the author wishes to express sincere gratitude to all 

those citizens and officials who voluntarily helped in conducting this research; 

without their input, there would have been no substantial research. In particular, I 

would like to mention: Amer Ejaz of CPDI, who went out of his way to support me 

during the entire data collection process; Raja Noubahar, the famous local 

journalist of Jhelum, who actually organized all meetings enthusiastically, Mr. 

Rasheed Ahmed Farooqi, EDO (Finance and Planning) for his administrative 

insights, Dr. Asif Qadir Meer EDO (Health) for both his words of wisdom and 

sharing key data thus helping us to make this report reliable, Mr. Nazeer Ahmed 

(Accounts Officer) for sharing the real processes, and all those doctors, 

paramedical and support staff who answered my questions at length and 

provided useful information. As I am not a doctor myself, this handicap was 

covered by my better half, Dr. Shagufta Jabeen, who actually identified 

prescribed government medicines and therefore played a key role in costing of 

diseases.  
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According to our knowledge, this is first attempt in Pakistan to monetize the 

burden of disease and link it with the budget. This is obviously based on the data 

collected under the DHIS, for which the support of donor agencies and the 

executing health department must be appreciated. One hopes that the budget 

making process can be rationalized and professionalized on the basis of real 

time data received on even a better model. Any opinions and comments to this 

end would be highly appreciated.  

 

Ali Salman  

April 2009           
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1 Needs Based Budgeting: Theoretical 

and Methodological Notes  
 

Health service delivery in Pakistan suffers from multiple problems. However this 
research focuses on working of health related departments from transparency 
and accountability perspective; arbitrary budget allocations which are not based 
on needs of the health facilities; and lack of information in the community about 
their rights and entitlements.  This chapter discusses some fundamental 
positions about options for budgeting, current practices of budgeting, available 
data, and methodology adopted to construct needs-based budgets for ten 
selected health facilities in District Jhelum at primary and secondary levels.  

1.1 Budgeting: Technical or Political Process 

It is well understood that budgets are central to the development process. They 
are not only tools for collecting, allocating, and managing financial resources, but 
also  powerful instruments for shaping the future of nations in ways that advance 
or retard social and political progress. Who makes budget decisions and how 
they are made determines what the outcomes will be. Inclusive and transparent 
budgeting can underpin and consolidate democratic processes and good 
governance in ways that transform society in positive ways.  
 
In debates of budgetary allocations for social sectors such as health, usual focus 
of the debate is on the percentage allocation. We term this as misplaced1. What 
is crucial is not the allocation per se but how the budget is being prepared and 
how it is being spent. For this to be analytically sound, data must be built into 
system and budgeting ought to be needs driven. Pakistan spends about 0.8% of 
its federal budget on health. District Government of Jhelum spends about 15% of 
its budget on health. This is not to suggest that this district is far ahead than 
national average. As we move down the administrative and bureaucratic 
hierarchy in a post-devolution context, fiscal responsibilities of administrative 
units decrease, thus creating greater room for devolved units to spend on social 
development.  
 
Resource allocation through budget making at district level is both a political and 
technical process. The politics of budget making is determined essentially by the 
locus of power within the elected and administrative body. The political influences 
of various interest groups determine how resources are generally allocated. 

                                                           
1
 For example, see a recent article by Hilda Saeed, on Health Lacking Sufficient Funds, appeared 

in Dawn on February 2, 2009.  
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However, there is another, technical aspect of budgeting. This comprises how 
the budget is actually made and how it is implemented. It is this technical aspect, 
which has to be built on sound data thus helping to develop alternative scenarios 
for politicians to pick and chose from.  
 

1.2 Generating Revenue 

It is important to emphasize that resource allocation is one part of the budget: the 
other part is off course resource generation. This is about collection of revenue 
and sources of revenue for district governments. In the absence of Octroi 
charges, the district has to primarily rely on the provincial transfers. The LGO 
2001 does envision own source revenue generation, but effectively this is a 
negligible portion, less than 5% in most of cases2.  
 

1.3 Approach to Budget Making 

The traditional approach to budgeting is incremental. Managers would pick up 
previous year budgets, add on a specific percentage, and prepare new budgets. 
However, it is evident that this mode of budgeting is not based on needs or 
performance, and entices managers to spend every penny to ensure 
maintenance of similar level of budgets. Government departments in particular 
suffer from what is widely known as budget lapse- a stigma for a government 
official. A lapsed budget is interpreted as low level of efficiency and also a low 
level of needs. Therefore, government departments become hyper active in the 
last quarter of the financial year to spend.  
 
When it comes to health sector, it is obvious that health related needs in terms of 
pattern of disease, type of treatments required and socio-economic profile of 
patients would vary from an area to area. Therefore if a budget is made without 
giving thorough consideration of specific needs of the area, then budget for 
health facilities may simply be irrelevant, not to say adequate or inadequate. 
Therefore, a needs-based approach to budgeting is required. The main challenge 
for such an approach, short of sufficiency criterion, is preparation itself, as it has 
to be based on actual data. Thus needs-based budgeting ought to be based on 
indicators like pattern of diseases, number of cases registered in each classified 
health problem, service rendered, OPD/Indoor treatment, and diagnostic, 
medical, surgical or other health services rendered.  

                                                           
2
 Salman, Ali (2008). Situation Analysis of Local Governments, SAP-Pakistan  
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Data: A general missing link in budgeting and planning 
Data is perhaps the most common, and paradoxically the most uncommon 
commodity. While we generally raise our voices on issues of our interest, these 
voices are mere slogans. Consider: medicines and their prices remain perhaps 
the most important indicator of budgetary preference after accounting for salaries 
and allowances, though strictly speaking, supply of medicines is a part of non-
development budget as well. Government generally convenes meetings of 
stakeholders to solicit opinions when it receives demands of pharmaceuticals to 
raise prices. Though it has become customary to oppose any raise of price by 
anyone, there is hardly an evidence based strategy that is employed. For 
example, note the statement of Chairman Pakistan Medical Association, who 
after attending one such meeting helplessly attributed his failure to “absence of 
independent relevant data on pricing in the region.” 
 
(Source: Dawn Economic & Business Review, February 2-8, 2009; Afshan Subohi) 
 

1.4 DHIS Data: Basis for Needs Based Budgeting 

The department of health devised a management information system, called 
Health Management Information System (HMIS) in mid-nineties. It is now known 
as DHIS, or District Health Information System. Under this system, data on a 
wide range of indicators is recorded at each health facility down to primary 
healthcare level, and later sent to EDO (Health), from where it is compiled on the 
prescribed software and then sent to the Provincial Ministry of Health. More 
recently, it has started including some financial data such as revenue earned and 
position of vacant seats.  
DHIS quality is assured by a mechanism including Lot Quality Assurance 
Sampling (LQAS) technique, supervisory checklists and computer program for 
identifying blank cells in monthly reports and late submission3.  
 

Access to official data is always challenging and current research is no 
exception. After hectic efforts we were able to obtain data of 10 selected health 
facilities for the calendar year 2008. However, even this time series data is not 
complete and data were not available for some months. Consequently, the 
number of cases and patients were first averaged for a month and then 
annualized as estimates. Therefore the proposed budget is based on an 
estimated number of cases, diseases and patients, though on a fairly large 
sample- 50% of data.  
 

                                                           
3
 Government of the Punjab: Minimum Service Delivery Standards for Primary and Secondary 

Healthcare in the Punjab; prepared by Punjab Devolved Social Services Programme.   
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1.5 Award List: Monetizing Diseases through Prescribed 

Medicines 

Award list is an official document which contains the names of approved 
medicines along with their packages in brand/trade names. We have utilized the 
Award List for the financial year 2008-09, which is the basis for our costing for 
Needs Based Budgets. As the DHIS data do not indicate the type of medicine 
given on a case to case basis, services of a qualified doctor were hired to 
mention the standardized prescriptions in government hospitals. Care was taken 
to follow the dose according to exact packaging mentioned in the Award List. 
Further, we made sure to differentiate dosage requirements depending upon the 
case. For example, some diseases required permanent medication, for which an 
annualized dosage was estimated, whereas for some, dosage is required for a 
limited time period. The limitation of this estimation was obviously the qualitative 
nature of cases, which are not traceable. A patient coming with different level of 
acuteness of flu can be given different dosage of same medicine, thus effecting 
cost estimates. Barring this limitation, we were generally able to link the DHIS 
data with Award List data, which becomes the fundamental document for 
evolution of Needs-Based Budgets.  

1.5.1 Observations on Award List  

Following problems were observed while calibrating medicines with diseases as 
mentioned in DHIS4:  
 

1. The list did not contain paracetamol or brufen, which are basic analgesic 
and antipyretic though they are usually available in government hospitals.  

2. No antimalarial is mentioned, whereas malaria is quite prevalent in 
summer.  

3. No vaccine for Measles is stated; which is though normally included in 
EPI.  

4. No vitamin A capsule is mentioned, which is usually available only in 
government hospitals. Probably it is because Vitamin A capsules are 
administered in department doses during NID’s of Anti Polio drives.  

5. No mention of Insulin is there, whereas 90% of diabetes in children is 
insulin dependent.  

6. A very small variety of oral antibiotics is given.  
7. For RTA and fractures, only cotton and crepe bandage is mentioned, 

which is highly inadequate in case of large wounds and fractures.  
8. Not a single medication is mentioned for Epilepsy, Depression, and Drug 

Dependence.  

                                                           
4
 Interview with Dr. Shagufta Jabeen, MBBS (Pb), DCH (Pb)  
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1.6 Citizens Demands for Health Budget 

This research makes use of twelve focus group discussions (FGDs) held at 
various locations in District Jhelum to identify specific budget related demands of 
the communities. There is a general problem of lack of articulation skills, which 
leads to generalized comments on the quality of health service delivery. 
However, at some places, FGDs were able to bring out specific needs of the 
community which were then mentioned in appropriate places in the document.  

1.7 Yardsticks for Health Facilities 

Ministry of Health has developed financial and administrative yardsticks to set up 
health facilities at primary level. These yardsticks also serve as important 
indicator of budgetary requirements, particularly pertaining to fixed investment in 
land, building and equipment. There were no similar yardsticks for medicines and 
health services until recently, developed under Punjab Millennium Development 
Goals Program.  
 

Table 1: Important Yardsticks 

BHU RHC 

Civil Works Equipment Civil Works Equipment 

Approach Road Equipped Labour 
Room 

Approach Road Operation theater 

Boundary Wall Hospital Beds Boundary Wall Labour Room 

Repair of Main 
Building and 
Residence 

Sucker Machine Repair of Main 
Building and 
Residence 

Sucker Machine 

Sewerage Oxygen Cylinder Sewerage Oxygen Cylinder 

Repair of 
Electrification 

 Repair of 
Electrification 

Hospital Beds 

Telephone 
Facilities 

 Telephone 
Facilities 

Emergency Tray 

Sui Gas  Sui Gas Ambulance 

   X-Ray Plan 

   Functional 
Laboratory 

Source: Compendium of Existing Service Delivery Package & Technical Standards, 
Government of the Punjab 

 
 
 
 
 



Needs Based Budgeting in the Health Sector: Issues and Policy Options                             

 

 

19

1.8 Health Service Delivery: Focus of Needs-Based 

Budgeting 
 

Our budget analysis suggests that almost 80% of health budget is being spent on 
salaries and allowances of medical, paramedical and support staff. The details 
are provided in the Annex-I on Past Budget Analysis. However, our main focus in 
Need-Based Budgets (NBB) is on health service delivery, in which we have 
included expenditures on curative services (medicines), preventive services 
(immunization), promotive service (health education) and diagnostic services 
(laboratory, x-ray). This is not to suggest that non-development expenditures 
such as staff salaries are less important, but this is by way of delimitations of 
present research. One certainly needs to look more carefully on the needs of the 
staff as well, but that demands a separate research. Here our focus is needs of 
patients as captured from DHIS database. One wishes that the non-development 
component of the budget should be linked with some desired goals and 
benchmarks in the developmental component. In this connection, this study 
makes a fresh attempt and hopes to present a workable model.  
 

1.9 Piloting in Jhelum: Pakistan’s first Needs Based 

Health Budgeting Exercise 

District Jhelum has been chosen as a pilot project to prepare Needs Based 
Budgets for 10 selected health facilities. An overview of health indicators is given 
below along with a basic mapping of health facilities in the district.  
 

Figure 1: Health Facilities Pyramid in District Jhelum 
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Table 2: Number of health facilities5 
 

Health Facilities                                   Number 

Number of teaching/tertiary care hospital                                    - 

Number of district headquarter Hospital (DHQs)                            1 

Number of tehsil/talukas headquarter hospitals (THQs)                 2 

Number of Rural health centers (RHCs)                                         5 

Number of Basic health units (BHUs)                                             45 

Number of Health Houses (HHs)                                                  970 

Number of MCH centers (MCHs)                                                    5 

No. of Reproductive Health Services Centers (RHSCs)                  - 

TBCs                                                                                                -  

Number of  Dispensaries                                                              29 

Number of Government Rural Dispensaries                                   2 

Number of Mobile Service Units (MSUs)                                         4 

Number of private hospitals                                                             7 

Number of private clinics                                                               52 

                                                           
5
 Source: Office of the Executive District Officer/ Health 
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Table 3:Primary indicators of health status6 

Number of live birth during the year 68,267 

Crude Birth Rate (CBR) 30 

Number of deaths during the year 20,480 

Crude Death Rate (CDR) 9 

Number of deaths in a year of children less than 28 
days of age  

  

Neonatal Mortality Rate (NNMR)   

Number of deaths in first year of life in a given year 4,028 

Infant Mortality Rate (IMR) 59 

Total Number of deaths in children from 0-4 year of 
age in a given year 

6,076 

Under 5 Mortality Rate (USMR) 89 

Number of deaths in females 15-49 years of age from 
causes related to pregnancy & puerperium in a given 
year 

239 
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2 Perspectives from Government 

Officials and Healthcare 

Administrators 

 
It is understood that health related departments and programs work in a non-
transparent environment, as the related information is hard to access by 
communities, media, civil society organizations and even by government officers 
and the elected representatives. This lack of transparency generates a 
perception of arbitrariness. These are not needs based and, as a result, are 
generally inadequate. Given these widely held beliefs, it would be worthwhile to 
get a perspective from district officials as well as healthcare administrators, which 
is the main focus of this chapter.  
 
The analysis generally highlights the process through which health service 
delivery and budgeting is managed to get a real feel of how system actually 
works instead of squarely blaming specific individual actions or omissions. 
Information is largely obtained from the interviews conducted with district officials 
and healthcare administrators and is classified on the basis of specific issues 
instead of respondents to facilitate understanding and to ensure privacy of 
respondents. The thematic focus of the chapter is on budget making process, 
procurement process, and on officials’ perspectives on generally perceived 
problems in health delivery system. The chapter differentiates procedural and 
systematic issues from dispositional issues owing to actions of individuals.  
 

2.1 Procedural and Systematic Issues 

2.1.1 Budget Allocation Criteria  

Budget is normally made on incremental basis, although burden of prevalent 
diseases is also taken into account while costing. This is based on the number of 
OPD visits to the health facility. Under new rules, DHQ, THQ and RHC are 
considered as independent financial units, and the budget document mentions 
their budgets separately. However for BHUs, GRDs and MCH Centers, budgets 
are clubbed together, and the budget reports all BHUs together. This means that 
there is little space for maneuvering the budget as per OPD visits at BHU or 
lower level. In present circumstances, government is attaching utmost priority to 
completion of on-going schemes or funding missing facilities in existing health 
facilities and as such, there is no money available for new schemes.  
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2.1.2 Participatory Budget Making 

Government officials have maintained that the budget making process is 
participatory in the sense that the budget is processed through district assembly. 
Various schemes, such as new facilities, missing facilities, or on staff 
appointments are proposed by District Nazim, which are then forwarded to EDO 
(Health) and DO (Health). Within the assembly, there is a Budget and 
Development Committee, which deliberates on the budget at length and presents 
its recommendations to District Development Committee. 7 
 

2.1.3 Common Problems in Medicines Procurement Process 

1. Significant price variations, even after adjusting for the heavy marketing 
expense by pharmaceutical companies, is a cause of concern in terms of 
quality and efficacy of drugs.   

2. Procurement process of medicines is highly bureaucratized and 
amenable to procedural delays and outright corruption on part of officials 
and private contractors.  

3. System is inflexible to accommodate price fluctuations, and when prices 
increase during the course of year, the law rules do not allow the health 
administrators to accept increased invoices.  

4. The private contractors or pharmaceutical companies sometimes default 
after a price hike and although there are rules to penalize the contractor, 
the procedure is cumbersome or is not practiced.  

5. As the budget ought to be spent within a specific time period, audit 
objections are raised when it is not spent due to default of a contractor.  

6. Officials responsible for receiving medicines and other supplies feel that 
the process is too complicated and often the medicines would arrive after 
a long time requests are made. This delay would often compel the 
officials to buy medicines from their own pockets and then face the delays 
of re-imbursement procedures.  
 

A lesson from history 
In early eighties, when the government started building BHUs, on average a well-
equipped BHU was costing around Rs1.6 million including building and all 
equipment but excluding land. Land required for a BHU would then cost around 
Rs100,000, an amount which was about 5% of total investment required at that 
time. Thus the government should have included the price of land to locate the 
BHU at a proper and easily accessible land. However, now that at least buildings 
of BHUs exist and transport network has improved in its depth, it would of course 
be unwise to relocate them. This only shows a case of a flawed, politically driven 
policy.  

                                                           
7
 District Government and Tehsil Municipal Administration (Budget) Rules, 2002 
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2.1.4 Repair and maintenance of equipment 

Repair and maintenance of equipment has considerable implications for the 
quality of healthcare, and also for budget. There are examples in the field which 
suggest that health administrators have managed to keep the equipment in 
running condition for well over 20 years without a gap owing to technical errors. 
This was made possible by following the manuals of equipment. However most 
examples from the field suggest that many machines present in various health 
facilities were out of order. When this fact is coupled with the claim of an official, 
whom we interviewed, that the government allocates no money at all for repair 
and maintenance, the situation becomes worrisome, to say the least.  
 
The current official system of repair and maintenance is built on two labs, located 
in Lahore and Sargodha. The rules oblige health system administrators that the 
out of order machines have to be sent to one of these centers or some one from 
these centers would have to visit the location. Practically such a transaction is 
quite cumbersome, time consuming and hence costly, while patients continue to 
suffer. Although private facilities to repair medical equipment exist in all cities, 
government facilities cannot use them, unless some administrator takes personal 
interest and gets the machine repaired locally and privately for speedy 
healthcare. This obviously is not common and hence heavy investment in 
machines goes waste due to poor repair systems, very low or no budget for 
repair and maintenance, and procedural delays. Field observations suggest that 
many doctors in collaboration with community members would still take a 
personal interest and mobilize funds locally to arrange everything in time. 
However, this means unnecessary additional, administrative burden for doctors.  
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Figure 2: Process Flow Chart for Purchase and Issue of Medicines8 
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8
 Derived from interview with EDO/ Revenue and Mr. Nazir Ahmad, Account Officer, Jhelum 
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2.1.5 How much government is spending?  
 

According to our estimates, government is spending around Rs16 per patient per 
year on medicines9. This, under market circumstances, would not buy even a 
syringe and a Dicloran injection for a person. This estimate is based on the 
average number of OPD patients, more than 40,000 in a RHC and the budget 
allocated for medicines, exactly Rs600,000 for medicines, whereas an additional 
Rs200,000 is budgeted for homeopathic and Greek medicines. Further, if needs 
are counted and efficacy is given value, then the government must allocate 
between Rs50 and Rs100 per patient per year. For a Rural Health Center, it 
would mean a sum of Rs4 million.  
 

2.1.6 Time spent on a patient 

In a typical RHC, a patient receives, on average about 2 minutes of individual 
attention of a doctor due to time constraints and heavy inflow of patients. This 
again is perceived very negatively by patients even coming with ordinary 
problems such as flu. They would claim that doctors are ignoring them, whereas 
the doctors are under pressure to check all patients in allotted time period. When 
this problem emerges in cities or large towns, then inevitably private practice gets 
popular, both due to patients’ demand and doctors limitations.  

2.1.7 Outdated Financial Yardsticks  
 

As budgets are made on incremental basis, they completely ignore genuine price 
changes. For example, the POL budget is built on the assumption that petrol is 
available for Rs10, whereas the current price (early 2009) of petrol is around 
Rs60. Such budgetary restraints negatively affect the working of administration. 
The immediate victim of a small budget for POL is ambulance, which is often 
standing unused for the want of POL.  

2.1.8 Outreach Programs  

There are primary health facilities in far flung areas desperately in the need of 
outreach visits. For example, officials from MCH Gadari indicated that Gadari has 
never appeared in the list of training programmes for the purpose of family 
planning etc. Sharing their disappointments with the consultation process as 
such, the officials told that they have made similar demands in past as well in the 
presence of decision makers, but nothing ever happened.  

                                                           
9
 It may appear too low, but can be verified easily by considering per capita health expenditure in 

Pakistan per year…little over Rs. 300!  
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2.1.9 Location of BHUs and other facilities 

Location of BHUs has been cited as a major reason of temporary stay of doctors. 
A major reason is that the government asks local land lords to give land as a 
‘community participation’ in developing a health facility. As the local land lords 
consider land as their primary asset, they prefer giving out sub-prime land for 
such facilities, which may mean a location in the middle of wilderness, which 
would then lead to the problems of inaccessibility for users and insecurity for 
resident doctors and other staff.  
 

2.2 Factors Affecting Quality of Health Service 

2.2.1 Efficacy of drugs  
 

The efficacy of drugs issued from a government facility is a major concern for 
users, as pointed out in almost all discussions held with the community 
members. According to government officials, one factor is merely “psychological”: 
as users do not pay for these medicines, they do not value them as high as 
medicines bought from the market. Thus the perception also plays its role in 
creating a negative image about the efficacy of medicines issued by the 
government facilities. A specific example would help reinforcing the argument. 
Diclofenac Sodium is universally used as a pain killer medicine largely 
comprising Sodium. Private medical stores sell the same generic drug under a 
different trade name at a much higher price, while the government dispensaries 
provide this under a different trade name, for free. The patients would normally 
claim quick recovering after having spent considerable amount for a dose of this 
pain killer while no or very slow recovery after using the pain killer supplied by 
the government. The government would maintain that all drugs supplied through 
their dispensaries are certified from a ‘Drug Testing Laboratory’, which examines 
the medicines before they are bought by health facilities at tehsil or district level.  
 

Perspective from the Pharmaceutical Manufacturers  
There is a general perception that since medicines supplied as per Award List 
are priced between 2 times and 10 times low than prices at retail medical stores, 
their quality may be compromised to win an official tender. However, we were 
told by a senior executive of a pharmaceutical manufacturer, on the condition of 
anonymity, that almost 50% of cost of a medicine is marketing expense, which 
includes packaging, delivery, sampling, and marketing tools including incentives 
for referring doctors. In case of supplies to the government, this cost is 
automatically eliminated. For instance, a lifeline drug for Cardiology (name kept 
confidential) would cost Rs9 per tablet at a medical store, while the same is 
being supplied to the government at Rs0.60 (60 paisa). In addition, government 
supplies are usually in bulk quantities which rationalize additional discounts by 
manufacturers. This collectively results into huge price differentials between 
prices at medical stores and prices in the Award List. However two obvious 
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problems emerge: firstly, the 50% marketing expense does not account for the 
price differential in a significant manner in case of several drugs, and secondly, a 
situation of arbitrage emerges, where medicines bought for government facilities 
may easily be sold to a nearby private facility for handsome gains.  

 

2.2.2 Availability of Doctors 

The availability of and access to doctors is another major issue regarding the 
quality of health services. According to government sources, there are only 18-
20% of BHUs, where doctors are not currently available largely due to 
inaccessible and insecure locations. Local doctors and other paramedical staff 
are much more likely to stay at far flung locations however; it is not possible to 
always find a local doctor.  
 

2.2.3 Doctors Stay 

Besides inaccessible and insecure locations of primary health care facilities, a 
key deterrent for doctors is presence of, and faith in, quacks. Most of village 
residents still believe in the effectiveness of quacks who, in collaboration with 
local residents, develop their stronghold and hence an enviable commercial 
interest in their growing practice. They have the ability of spreading rumor 
against doctors and hence causing problems for the doctors. There is also en 
evidence, whereby quacks and paramedical staff of hospitals collude to cause 
managerial problems for the doctors. One major reason for not having a doctor 
posted is the poor living condition in the vicinity of the health facility, for example 
in GRD Lehri, as there is no residential facility for a doctor.  
 

2.2.4 Transportation Facility for Staff 

Some staff members mentioned that they have to spend from Rs60 to Rs150 
daily on transportation between their residence and place of work. This had a 
significant negative effect on their disposable income. Other officials too 
desperately face the problem of transportation, as it is highly costly and these 
costs are not even reimbursed. These may force the officials, who are usually 
low paid, to consider ways to increase their income. Therefore they demanded to 
include reasonable transport allowance in their compensation packages.  
 

2.2.5 Staff interests 

Not only quacks, even paramedical staff of many health facilities would prefer 
working without a doctor. In the absence of a qualified doctor, a dispenser would 
easily be called and considered a doctor, which would have significant political 
and financial gains for the lower staff. There is an evidence that a simple LHV 
may also be considered and called ‘lady doctor’ by locals in the absence of 
qualified WMO.  
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2.2.6 Private Practice  
 

 

There is a general outcry in the public and media at large against government 
doctors engaged in private practice. While there is an evidence of referral of 
patients by doctors to their private facilities, this situation again needs objective 
analysis. Besides the incentives argument, there is one additional very important 
rationale for expanding private practice: demand of personalized and exclusive 
health care. As the affording middle class grows in size and purchasing power, 
thanks mostly to expatriates income in rural areas, the consumers are willing to 
spend more to ensure quality healthcare. It has been quoted elsewhere that only 
30% of patients would opt for a government facility as their first choice.  
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3 Perspectives from Communities  
 

Ultimately, the main difference 
between a good health facility and a 
bad one is not the number of 
equipment or medicines, but actually 
a doctor, who could manage 
available resources efficiently.  

A Citizen 

The perspectives of communities stand as barometer of performance from users’ 
viewpoint. Health service delivery is a sensitive issue and almost every one can 
speak on any issue by sharing personal experience. However, the information 
sought from the public through Focus Group Discussions (FGDs) concentrated 
mostly, as per scope of the project, on: access to information, awareness about 
entitlements, extent of community mobilization, articulation of public demands, 
and identification of specific needs. Twelve FGDs were organized to solicit 
community’s views and suggestions on all these issues. These FGDs were held 
at Banth, Lehri, Gadari, Domeli, Sohawa, Jhelum City (4 FGDs), Khalaspur, 
Darapur, and Naugran covering length and breadth of District Jhelum. As the 
views expressed by community members overlapped, we have classified these 
views under key issues instead of reporting each FGD separately to safeguard 
against redundancy and keep the report precise and issue focused instead of 
locality focus. These views are generally of two types: management related and 
finance related. Of these, current chapter picks up management related issues. 
Finance and budget specific demands have been treated separately in the 
chapter on ‘Needs and Status of Health Facilities’ to quantify the community 
demands.  

3.1 Access to Information  

The project design contemplated a situation where official perspectives and 
public perspectives about existence of health facilities in a particular location may 
represent contrasting scenarios due to lack of access to information. However 
the evidence suggests that information access varies a great level across levels 
of healthcare: easy access to information at primary level and very difficult 
access at secondary level. Indeed lack of access to information creates distrust 
among public and they become wary of even well-intentioned schemes. This also 
leads to a lack in public oversight function, thus causing corruption to grow. 
Community feels that nobody knows anything here. For example, one participant 
revealed that information about sanctioned posts is not shared even on demand. 
The local officials would apparently understand the possible political pressures, 
which they would be facing from local community, if such information is  
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Public Perception about Budget 
Community members had varying estimates 
for the proportion spent on the district health 
budget: the range wildly varied between 5% 
and 50%. At national level however, the 
health budget is 0.6% of GDP and at district 
level, it is around 15% of the total district 
budget.  

 

shared. However, at many places particularly at primary level of healthcare, it 
was observed that access to information is obtained through informal channels, 
as the local community members and at least paramedics seem to inevitably 
develop a grapevine structure of communication and information flow. Once the 
information about a vacant post or about the condition of an equipment is out, its 
quick spread is quite normal. Thus the problem of lack of access to information 
usually exists in only formal manner. Informally, this is not a real problem at 
primary level of healthcare. When, for instance, an MCH serving a population of 
say 1500 is imagined, where mostly inter-related families in a closely knit village 
live, and from whom, some one is made in charge of such health facility, then at 
least information access does not remain a real issue. Lack of access to 
information does remain a severe problem at secondary level of healthcare, 
when a facility like THQ has to serve a population of say 150,000. It is obvious 
that in such a diverse and huge population set, grapevine communication 
structures break down into broadly disconnected sub-structures and thus even 
informal channels of information flow do not remain effective.  

3.2 Public Oversight Mechanism 

Access to information facilitates the process of public oversight. Some 
participants suggested that there should be a public oversight mechanism in 
hospitals like School Management Committees in education sector. In health 
sector, such a set up exists in the form of Patient Welfare Society, which can 
ensure public oversight over health budget and hence can provide for greater 
accountability leading to better performance. These societies also play an 
important role in ensuring well-being of the marginalized and most deserving 
patients. But in all the health facilities we visited or the FGDs we conducted, 
nobody knew anything about them. It means that these societies have not been 
facilitated and there is a need to activate them by engaging citizens. Under 
district government system, there is provision of health committees at level of 
union councils but these committees are not active.  

3.3 Entitlements  

Participants were generally aware of their right to receive free medicine, however 
they were unaware of their entitlements to get information about budgets and 
seek redress in the event of grievances. At several places, a simple question was 
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asked from participants if they knew about their constitutional right to get 
information about budgets and development schemes under Section 137 of LGO 
2001. Almost everywhere, the answer was in negative. This meant that people 
were not aware of their right to have access to information. Another persistent 
problem observed was lack of a self-initiative by people in face of a problem that 
relates to public sector. The response of participants can broadly divide them in 
three categories. One type, which happens to represent the majority, would 
simply switch to a private solution, whenever they could afford. For example, 
private medical stores are accessed when a medicine is absent from a hospital. 
This switch also suggests that the potential revenue in government hospitals is 
grossly under-estimated. Another type would be more active type, who would 
possibly involve media in highlighting a problem. Third type would generally get 
into direct touch with those official who are responsible for a problem and would 
try to convince him or her to do good within her own limitations.  
 

3.4 Medicines: Availability and Reliability  

The government officials have generally claimed that medicines are supplied in 
adequate number to all health facilities. However this claim is not accepted by 
most of communities on account of both quantity and quality. There is a general 
perception in the people that medicines bought from the government facilities are 
not as effective as similar medicines bought from private medical stores, thus 
raising serious issues about efficacy of medicines. Also, community members 
have mentioned that while routine medicines and painkillers are available from 
government facilities, expensive and life saving drugs were again not available. 
For example, in several far flung areas around Jhelum, snake bite is always a 
threat and at most of the primary healthcare facilities, which we visited, anti-
venom was not available. Same was the case with anti-rabies.  
 

3.5 Community Mobilization: Possibilities and Constraints  

There is a strong feeling in all stakeholders that if community is mobilized and 
organized, then performance of public sector organizations can be improved 
through public pressure. At many places, this really makes a difference. The 
evidence from current research suggests that the complaints culture, which is 
quite common in our society, is transformed into action culture, if there are active 
groups present in the community. However, some times even community 
mobilization has its own restraints as the following case would show.  
 

Case of Community Mobilization: 
At Banth, some community members have formed a CCB, called Umral CCB, 
which was registered in 2003. It proposed a project to buy an ambulance, 
Ultrasonography , ECG and a basic laboratory set-up with the total cost of Rs. 
1.27 million, for which the community deposited their 20% share longtime back. 
However, the local government office responsible for issuing mandatory 
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matching 80% grant was still processing the file, thus depriving the community 
from its basic rights.  
 

 
At another location, Naugran, local community has formed a group with 
facilitation from NCHD. As the members are sensitive to local needs, they 
actively work together to improve the condition of the rural dispensary by fund 
raising for medicines and even for repair and maintenance of government 
dispensary. This is again an indication that effective mobilization helps in not only 
safeguarding public interest but also in generating more resources. Hence, group 
formation can play a positive role in well-being of people.  
 

3.6 Perception about Doctors and Paramedics 

They say that perception is more important than reality. When it comes to 
perception of people about doctors, it can have a direct impact on their physical 
well-being. More than perception, it is perhaps a question of having belief in a 
doctor, as our local wisdom suggests. In general, community members appear 
satisfied with the attitude of doctors, though they were ambivalent about 
paramedical staff. It is perhaps due to the fact that common persons would 
interact with paramedical staff more frequently and for greater length of time, for 
example while receiving medicines or undergoing diagnostics. In comparison, a 
doctor is not giving more than 2 minutes at a busy rural health center. Another 
key reason of developing ambivalent perceptions about paramedics is that most 
of them are local, as opposed to the doctor, who is not usually a local. Thus 
these paramedics would already have some relationship with visitors and 
patients, and the nature of these relationships would have a direct impact on the 
type of treatment received by patients.  
 

Dispensing Surgeon: Case of a make shift surgeon 
One participant of a FGD, a retired army officer, 
recounted how the local dispenser provided him 
effective first aid and referred to CMH, after once 
he experienced a severe head injury. Showing his 
skull, he told that were the dispenser not 
experienced and responsible enough, he would not 
have been alive today.  

3.7 Conclusion 
The project design has attempted to explore informational, right based and 
activist dimensions of the communities in context of needs based budgeting. As 
the foregoing analysis of public views suggests, there are both possibilities and 
limitations in each of this dimension.  On the issue of access to information, it is 
clear that public is generally unaware of their constitutional right to demand 
access to information on budgets and development schemes, as well as 
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sanctioned doctors. This issue is further complicated when we notice that 
government, by and large, continues to operate in a ‘secrecy’ mode. This gives 
ways to lack of accountability as well as rent seeking on part of officials, who may 
trade their rightful access to information.  
 

Findings: 
*Access to information is compromised not just due to lack of awareness about 
fundamental rights or government’s own culture of secrecy. It is also largely on 
part of how information is packaged and structured. 
*Besides rights-based activism, an important dimension of community 
mobilization is resource generation, which helps in improving healthcare services 
in a more bottom up manner.  
 

Access to information is compromised not just due to lack of awareness about 
fundamental rights or government’s own culture of secrecy. It is also largely on 
part of how information is packaged and structured. Transparency is not just 
placing the budget copy on the net or placing a hard copy on the notice board; it 
is about revealing real goals of budget! A cursory study of budgets reveal that the 
items like medicines and medical facilities appear as minor items in the district 
budgets normally under ‘General’ or ‘Other’ categories. It appears that we build a 
hospital so that a specific number of medical and paramedical staff can be 
gainfully employed, wherein this should really be a secondary objective. Placing 
the non-development component as the main component of the budget is like 
putting cart before the horse! 
Development literature has rightly and consistently indicated the role, which an 
organized citizenry can play in efficient resource utilization through groups 
formation and rights based activism-something classified as participatory 
development. Evidence generated from this study confirms this in present 
context of needs based budgeting in at least two aspects. One is that of oversight 
and accountability, which provides an organized platform for the citizens to 
articulate their demands and exert pressure on elected representatives, and 
through them on officials, to perform and respond. A second key dimension of 
community activism is that of resource mobilization and resource generation. The 
constraint on government expenditure is not a secret and hence right based 
activism for better resource utilization has an upper limit, which is soon reached, 
especially during times, when government rolls back and decentralizes. In such a 
scenario, bringing people together through instruments like CCB can be very 
useful in improving the quality and outreach of healthcare delivery system. 
Services delivered under such arrangement are more likely to be dearly guarded 
by public, as their own money and their own people are directly involved. 
Evidence suggests that whenever community mobilization is shaped into a 
resource generational aspect, every one gains.  
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4 Needs Based Budgets  
This chapter presents key findings of needs based budgets. Although, the budget 
would broadly comprise non-development and development expenditure, our 
focus is only health services pertaining to medicines, and not the salaries or fixed 
investment required. However, the missing facilities and equipment are 
mentioned in the profiles of selected health facilities and it is easy to monetize 
them according to government current standards. It may be noted that the 
demand of health facilities mentioned here represent the viewpoint of the in 
charge official and these demands may not conform to the policy yardsticks 
defined universally for all types of health facilities. The monetization of diseases 
was a trickier issue which is addressed comprehensively. Some of generalized 
findings are given below. The most important finding is that needs based 
budgeting is indeed able to allocate the available resources more efficiently and 
is able to direct flow of resources from places of excess supply to places of 
inadequate supply.  

4.1 General Findings  
 

1. Requirements of buildings in most cases have been met and as such we do 
not recommend a new building except in the case of MCH Gadari.  
 

2. Equipment and other allied facilities present a diverse picture and list of 
missing facilities is provided for each selected facility.  
 

3. Number of vacant positions is also mentioned which can be monetized as per 
government accounting standards.  
 

4. Total visits recorded in HMIS/DHIS do not tally with cases identified under 
each disease. In this case, we have only considered identified cases or visits 
and have ignored the total number of visits recorded, as our costing is based 
on the specific cases pertaining to diseases and not the overall number of 
visits as such.  

 

5. Total allocated budget for selected facilities was Rs18 million whereas needs 
based calculation shows it should have been around Rs22 million. This 
difference at aggregate level is not very huge, but if each facility is analyzed 
individually, the variance between allocated budget and needs based budget 
becomes very huge and significant. For example DHQ hospital’s allocated 
budget was Rs15 million for the year 2007-8, whereas needs based 
calculation shows it to be around Rs12 million-actually significantly less than 
the allocated. This shows possible over-supply, or worse leakage and 
pilferage. Similarly, allocated budget for RHC Domeli was Rs800,000 
whereas it needed more than 2 million. This is exactly the essence of needs 
based budgeting: instead of arbitrary and equal allocation, if budgets are 
made according to actual needs, then resources can be spent efficiently. 
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4.2 Costing of Medicines:  

 
a. Costing of only those medicines have been undertaken which are 

mentioned in the official Award List. Thus, as readers browsing through 
the detailed costing sheet would notice, several cases are without any 
medicines. This is because of a single reason: corresponding medicine is 
not mentioned in the Award List which led us to assume that these 
medicines would not be available in the government facilities and thus 
should not be included in the proposed budget as such. Obviously there 
is every reason to argue that the needs based budget should even 
include those medicines, which are not mentioned in the Award List, but 
for the purpose of this research, we have avoided this.  
 

b. Data from HMIS/DHIS was available for up to eight months of the 
calendar year 2008, which was annualized for the same year. For the 
budget by the district government, revised and actual figures have been 
picked for the financial year 2007-08, thus raising a little discrepancy. 
However, as there are no major deviations in the budget announced for 
2008-09, the actual budget does not vary a great deal, except in the case 
of MCH, where the total budget was reduced from around Rs3 million to 
around Rs1 million.  
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Name of Facility In Charge

Date of Interview Place

Catchment Area Population

30 KM 1974/1996

Residential Facility Condition of Building Good Poor

232          Per day 5,797       Per month 69,568         Per Year

Vacant/Sanctioned Posts: Doctors 3/18 Paramedical & Support Staff 6/45

Medicines Budget: Current Proposed

22                         33                 

Facility Name Yes/No Facility Name

Electricity YES Staff Rooms

Gas NO Ward(s)

Telephone YES Bed(s)

Fax YES Equipment

Internet NO

Ambulance YES

X ray YES

Laboratory YES

Beds 40

Repair

General Questions:

1. Is the building meeting current requirements? Yes No

Yes No

3. Are medicines generally adequate for patients? Yes No

4. What is your perception about efficacy of medicines issued? Satisfactory Unsatisfactory

5. Are the instruments and equipment in the facility in order? Yes Partially No

6. What is average occupancy rate of beds in percentage? 

7. General remarks and suggestions, if any: 

3,528,854Budgetary Gap (Medicines)

Potential Revenue (User Charges)

Average number of patients served: 

1,500,000                   

Current Medicine Expenditures 

Demand of Additional Facilities

Per Case/Per Year

Details

Availability of Facilities

Remarks

Central Heating System

Insufficient

1,219,660                                                                             

THQH receives Rs10,000 every month as a donation from a local medical store which is used to buy medicines 

for emergency ward. Most of facilities installed in THQH are also donated. As THQH is located on main GT Road, it 

receives several trauma cases, thus a well functioning trauma center, or facilities, needs to be built in on urgent basis. 

Central Oxygen Supply System

Suction Machine

Needs and Status of Health Facilities: THQ HOSPITAL SOHAWA

2. Is the top management of this facility consulted during budget making?

Needs 8 rooms for medical staff

Separate ward for children required

Needs a new OT Table

Incubator facility for new born

Distance from nearest higher level Health Facility: Year Established

Dr. Shoaib Kiyani, DMSTHQ SOHAWA

3,528,854

Blood Bank

Somewhat Good

5,028,854                             

Needs 3 additional ECG machines

INSUFFICIENT

THQH SOHAWA

Per Visit/Year

50 KM

20th January 2009

150,000-200,000
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Name of Facility In Charge

Date of Interview Place

Catchment Area Population

40 KM 1974/1996

Residential Facility Condition of Building Good Poor

109          Per day 2,714       Per month 32,562         Per Year

Vacant/Sanctioned Posts: Doctors 4/4 Paramedical and Support Staff 15/49

Medicines Budget: Current Proposed

25                         84                 

Facility Name Yes/No Facility Name

Electricity YES Staff Rooms

Gas NO Ward(s)

Telephone YES Bed(s)

Fax NO Equipment

Internet NO

Ambulance YES

X ray YES

Laboratory YES

Beds 20

Repair

General Questions:

1. Is the building meeting current requirements? Yes No

Yes No

3. Are medicines generally adequate for patients? Yes No

4. What is your perception about efficacy of medicines issued? Satisfactory Unsatisfactory

5. Are the instruments and equipment in the facility in order? Yes Partially No

6. What is average occupancy rate of beds in percentage? 

7. General remarks and suggestions, if any: 

Budgetary Gap (Medicines)

Potential Revenue (User Charges)

Per Visit/Year Per Case/Per Year

168,000                                                                                 

(181,009)                                                                               

*Doctors avoid too much financial responsibility as it causes unnecessary administrative burden and attracts 

accountability oversight, therefore giving financial independence may not be welcomed by doctors’ community. 

2. Is the top management of this facility consulted during budget making?

10%

ECG MACHINE

Insufficient

Remarks Details

Distance from nearest higher level Health Facility: Year Established

SUFFICIENT Somewhat Good

Average number of patients served: 

Availability of Facilities Demand of Additional Facilities

800,000                       618,991                                 

Current Medicine Expenditures 

Needs and Status of Health Facilities: RHC KHALASPUR

RHC KHALASPUR Dr. Mazhar Hayat

19th January 2009 DARAPUR

30 KM 50,000
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Name of Facility In Charge

Date of Interview Place

Catchment Area Population

50 KM 1983

Residential Facility Condition of Building Good Poor

135          Per day 3,369       Per month 40,422         Per Year

Vacant/Sanctioned Posts: Doctors 0/5 Paramedical and Support Staff 14/53

Medicines Budget: Current Proposed

20                         45.50           

Facility Name Yes/No Facility Name

Electricity YES Staff Rooms

Gas NO Ward(s)

Telephone YES Bed(s)

Fax YES Equipment

Internet NO Ambulance

Ambulance YES

X ray YES

Laboratory YES

Beds 20

Repair

General Questions:

1. Is the building meeting current requirements? Yes No

Yes No

3. Are medicines generally adequate for patients? Yes No

4. What is your perception about efficacy of medicines issued? Satisfactory Unsatisfactory

5. Are the instruments and equipment in the facility in order? Yes Partially No

6. What is average occupancy rate of beds in percentage? 

7. General remarks and suggestions, if any: 

Budgetary Gap (Medicines)

Potential Revenue (User Charges)

Per Visit/Year Per Case/Per Year

722,115                                                                                 

1,378,493                                                                             

*Government facilities should at least charge their affording patients the cost of medicine and diagnostic services. 

For example, an X-ray costs a government facility around Rs60 whereas the government charges only Rs15. In 

comparison, a private facility would charge between Rs100 to Rs300. Similarly parchi (admission) fee is Re 1, 

which should be at least Rs10. 

2. Is the top management of this facility consulted during budget making?

15%

Insufficient

Remarks Details

Distance from nearest higher level Health Facility: Year Established

HI INADEQUATE Somewhat Good

Average number of patients served: 

Availability of Facilities Demand of Additional Facilities

800,000                       2,178,493                             

Current Medicine Expenditures 

Needs and Status of Health Facilities: RHC DOMELI

RHC DOMELI DR. KIYANI

20TH JANUARY 2009 DOMELI

60 KM 150,000
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Name of Facility In Charge

Date of Interview Place

Catchment Area Population

20 KM 1982

Residential Facility Condition of Building Good Poor

35            Per day 872           Per month 10,460         Per Year

Vacant/Sanctioned Posts: Doctors 0/1 Paramedical and Support Staff 2/11

Medicines Budget: Current Proposed

24                         67.05           

Facility Name Yes/No Facility Name

Electricity YES Staff Rooms

Gas NO Ward(s)

Telephone YES Bed(s)

Fax NO Ambulance

Internet NO Equipment

Ambulance N/A

X ray YES

Laboratory No

Beds 2

Repair

General Questions:

1. Is the building meeting current requirements? Yes No

Yes No

3. Are medicines generally adequate for patients? Yes No

4. What is your perception about efficacy of medicines issued? Satisfactory Unsatisfactory

5. Are the instruments and equipment in the facility in order? Yes Partially No

6. What is average occupancy rate of beds in percentage? 

7. General remarks and suggestions, budget related if any: 

Budgetary Gap (Medicines)

Potential Revenue (User Charges)

Per Visit/Year Per Case/Per Year

80,244                                                                                   

Needs and Status of Health Facilities: BHU BANTH

BHU BANTH DR. ZAHOOR KIYANI

31ST DECEMBER 2008 BANTH

20 KM 15,000

Distance from nearest higher level Health Facility: Year Established

ADEQUATE Somewhat Good

Average number of patients served: 

Availability of Facilities Demand of Additional Facilities

255,000                       285,186                                 

Current Medicine Expenditures 

Remarks Details

Not Mandated

Laboratory

Ultrsonography 

ECG 

The doctor in charge has mobilized local people to form a CCB to finance an Ambulance, a laboratory, ultrasonography 

and an ECG machinery for the center. The CCB was registered in 2003 and the community contribution is deposited in 

the CCB's account for over 2 years now, but CCB project was not approved yet. 

30,186                                                                                   

2. Is the top management of this facility consulted during budget making?

NA
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Name of Facility In Charge

Date of Interview Place

Catchment Area Population

10 KM 1982

Residential Facility Condition of Building Good Poor

55            Per day 1,379       Per month 16,548         Per Year

Vacant/Sanctioned Posts: Doctors 0/1 Paramedical and Support Staff 3/11

Medicines Budget: Current Proposed

15                         54.30           

Facility Name Yes/No Facility Name

Electricity YES Staff Rooms

Gas NO Ward(s)

Telephone YES Bed(s)

Fax NO Equipment

Internet NO Ambulance

Ambulance N/A

X ray YES

Laboratory YES

Beds 2

Repair

General Questions:

1. Is the building meeting current requirements? Yes No

Yes No

3. Are medicines generally adequate for patients? Yes No

4. What is your perception about efficacy of medicines issued? Satisfactory Unsatisfactory

5. Are the instruments and equipment in the facility in order? Yes Partially No

6. What is average occupancy rate of beds in percentage? 

7. General remarks and suggestions, budget related if any: 

Budgetary Gap (Medicines)

Potential Revenue (User Charges) 268,864                                                                                 

Per Visit/Year Per Case/Per Year

Government should facilitate the process of payment of monthly utility bills by routing the bills directly to the banks, 

because normally, these bills are paid by BHU staff and later re-imbursed. 

299,215                                                                                 

2. Is the top management of this facility consulted during budget making?

NA

Insufficient

Policy does not allow Ambulance at BHU

Remarks Details

Distance from nearest higher level Health Facility: Year Established

ADEQUATE Somewhat Good

Average number of patients served: 

Availability of Facilities Demand of Additional Facilities

255,000                       554,215                                 

Current Medicine Expenditures 

Needs and Status of Health Facilities: BHU DARAPUR

BHU DARAPUR DR. MAZHAR HAYAT

20TH JANUARY 2009 DARAPUR

15 KM 25,000
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Name of Facility In Charge

Date of Interview Place

Catchment Area Population

1 KM 1995

Residential Facility Condition of Building Good Poor

38            Per day 945           Per month 11,338         Per Year

Vacant/Sanctioned Posts: Doctors 0/1 Paramedical and Support Staff 1/4

Medicines Budget: Current Proposed

9                           25                 

Facility Name Yes/No Facility Name

Electricity YES Staff Rooms

Gas NO Ward(s)

Telephone NO Bed(s)

Fax NO Ambulance

Internet NO Equipment

Ambulance NO

X ray NO

Laboratory NO

Beds NA

Repair

General Questions:

1. Is the building meeting current requirements? Yes No

Yes No

3. Are medicines generally adequate for patients? Yes No

4. What is your perception about efficacy of medicines issued? Satisfactory Unsatisfactory

5. Are the instruments and equipment in the facility in order? Yes Partially No

6. What is average occupancy rate of beds in percentage? 

7. General remarks and suggestions, budget related if any: 

Budgetary Gap (Medicines)

Potential Revenue (User Charges) 96,120                                                                                   

A possible reason for the lack of attention on government health facilities might be commercial interests of doctors 

appointed there, whom interest lies in continued out of order machinery. 

1,315,109                                                                             

Ultrasonography machine

2. Is the top management of this facility consulted during budget making?

NA

Needs new building for MCH

Sucker Machine

OT THEATER is there but needs equipment to 

make it functional and operative. 

Delivery and DNCs

Not Available Sterlizer

Remarks Details

Distance from nearest higher level Health Facility: Year Established

NA Somewhat Good

Average number of patients served: 

Availability of Facilities Demand of Additional Facilities

100,000                       1,415,409                             

Current Medicine Expenditures 

Needs and Status of Health Facilities: MCH PAK UK

PAK UK WCH LADY DR. SARMAD HAFEEZ

20TH JANUARY 2009 JHELUM CITY

NA NA

Per Visit/Year Per Case/Per Year
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Name of Facility In Charge

Date of Interview Place

Catchment Area Population

26 km 1968

Residential Facility Condition of Building Good Poor

10            Per day 250           Per month 3,000           Per Year

Vacant/Sanctioned Posts: Doctors NA Paramedical and Support Staff 1/2

Medicines Budget: Current Proposed

Facility Name Yes/No Facility Name

Electricity YES Staff Rooms

Gas NO Ward(s)

Telephone NO Bed(s)

Fax NO Ambulance

Internet NO Equipment

Ambulance NO

X ray NO

Laboratory NO

Beds NA

Repair

General Questions:

1. Is the building meeting current requirements? Yes No

Yes No

3. Are medicines generally adequate for patients? Yes No

4. What is your perception about efficacy of medicines issued? Satisfactory Unsatisfactory

5. Are the instruments and equipment in the facility in order? Yes Partially No

6. What is average occupancy rate of beds in percentage? 

7. General remarks and suggestions, budget related if any: 

Budgetary Gap (Medicines)

Current building of MCH is located in the residence of I/C LHV, as the orginal building has become inhabitable. So this 

MCH urgently requires a new building. 

2. Is the top management of this facility consulted during budget making?

NA

Sucker Machine

Pregnancy and Delivery Kits

Insufficient Weighing Machine for Adults

Sterilizer

Remarks Details

Distance from nearest higher level Health Facility: Year Established

Not Available Somewhat Good

Average number of patients served: 

Availability of Facilities Demand of Additional Facilities

Needs and Status of Health Facilities: MCH GADARI

MCH GADARI KHURD LHV…

1ST JANUARY 2009 GADARI

6 KM 1,500
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Name of Facility In Charge

Date of Interview Place

Catchment Area Population

10 KM 1968

Residential Facility Condition of Building Good Poor

17            Per day 432           Per month 5,186           Per Year

Vacant/Sanctioned Posts: Doctors NA Paramedical and Support Staff 1/3

Medicines Budget: Current Proposed

19                         30              

Facility Name Yes/No Facility Name

Electricity YES Staff Rooms

Gas NO Ward(s)

Telephone NO Bed(s)

Fax NO Ambulance

Internet NO Equipment

Ambulance NO

X ray NO

Laboratory NO

Beds NA

Repair

General Questions:

1. Is the building meeting current requirements? Yes No

Yes No

3. Are medicines generally adequate for patients? Yes No

4. What is in charge perception about efficacy of medicines issued? Satisfactory Unsatisfactory

5. Are the instruments and equipment in the facility in order? Yes Partially No

6. What is average occupancy rate of beds in percentage? 

7. General remarks and suggestions, budget related if any: 

Budgetary Gap (Medicines)

Potential Revenue (User Charges)

Per Visit/Year Per Case/Per Year

66,312                                                                                   

10,522                                                                                   

Repair and maintenance budget needs to be issued on immediate basis to construct boundary wall and to improve the 

general condition of the building. 

2. Is the top management of this facility consulted during budget making?

NA

Sterlizer

X-Ray

Insufficient

Sucker Machine

Remarks Details

Distance from nearest higher level Health Facility: Year Established

NA Somewhat Good

Average number of patients served: 

Availability of Facilities Demand of Additional Facilities

110,522                                 100,000                       

Current Medicine Expenditures 

Needs and Status of Health Facilities: RD NAUGRAN

GRD NAUGRAN DR. TARIQ

1ST JANUARY 2009 NAUGRAN

5 KM 3,000
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Name of Facility In Charge

Date of Interview Place

Catchment Area Population

30 KM 1929

Residential Facility Condition of Building Good Poor

21            Per day 525           Per month 6,304           Per Year

Vacant/Sanctioned Posts: Doctors 1/1 Paramedical and Support Staff N/A

Medicines Budget: Current Proposed

16                         52.52           

Facility Name Yes/No Facility Name

Electricity YES Staff Rooms

Gas NO Ward(s)

Telephone NO Bed(s)

Fax NO Ambulance

Internet NO Equipment

Ambulance NO

X ray NO

Laboratory NO

Beds 0

Repair

General Questions:

1. Is the building meeting current requirements? Yes No

Yes No

3. Are medicines generally adequate for patients? Yes No

4. What is your perception about efficacy of medicines issued? Satisfactory Unsatisfactory

5. Are the instruments and equipment in the facility in order? Yes Partially No

6. What is average occupancy rate of beds in percentage? 

7. General remarks and suggestions, budget related if any: 

Budgetary Gap (Medicines)

Potential Revenue (User Charges)

Needs and Status of Health Facilities: GRD LEHRI

GRD LEHRI GHULAM MUHAMMAD (DISPENSER)

31ST DECEMBER 2008 LEHRI

4 KM 2,000

Distance from nearest higher level Health Facility: Year Established

NA Somewhat Good

Average number of patients served: 

Availability of Facilities Demand of Additional Facilities

100,000                       61,423                                   

Current Medicine Expenditures 

Remarks Details

1 Bed

Sucker Machine

Sterlizer

X-Ray

Nebulizer

NA

Accu Check

BP Apparatus

Stitchery Set

Per Visit/Year Per Case/Per Year

46,008                                                                                   

This facility needs Rs70-80,000 per annum for repair and maintenance. In addition, a boundary wall is urgently required.  

Although there is a sanctioned post of a doctor, this facility has not seen any doctor since 1947!

(38,577)                                                                                  

Oxygen Cylinder

Pregnancy Kit

2. Is the top management of this facility consulted during budget making?
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6 Recommendations: Devising Roadmap 

This research started with a three tier problem: non-transparent environment on 
part of the government, inadequate and arbitrary budgetary allocation, and lack 
of access to information about entitlements amongst communities. This chapter 
proposes roadmaps to resolve each of these problems in a structured manner by 
bringing out specific recommendations for construction and presentation of 
budget, suggesting needs based budgets for ten selected facilities for health 
services (medicines only), and by presenting alternative ways of budget 
allocation for the poor.  
 

4.3 Needs Based Budgets: Abstracts of Budgets for 

Medicines 

Proposed budgets for medicines as per disease pattern as recorded in 
HMIS/DHIS through 2008 are given below. It is recommended to raise the budget 
for medicines accordingly.   

 

Table 4: Abstracts of Needs Based Budgets for Medicines 

 

Annual Budget for Medicines (Rs) 

  Current Needs Based Variance 

DHQ Hospital 15,000,000 
            
12,092,022  

  
(2,907,978) 

THQ Sohawa 1,500,000 
              
5,028,854  

     
3,528,854  

RHC Domeli 800,000 
              
2,178,493  

     
1,378,493  

 
RHC Khalaspur 800,000 

                  
618,991  

      
(181,009) 

BHU Darapur 255,000 
                  
554,215  

        
299,215  

BHU Banth 255,000 
                  
285,186  

           
30,186  

MCH PAK UK 100,000 
              
1,415,109  

     
1,315,109  

 
GRD LEHRI 100,000 

                    
61,423  

        
(38,577) 

GRD NAUGRAN 100,000 
                  
110,522  

           
10,522  

Total 18,910,000 22,344,815 3,434,815 
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4.4 Presentation of Budget: Reconstruction of Information   

Transparency is not just placing the budget copy on the net or placing a hard 
copy on the notice board; it is about revealing real goals of budget! A cursory 
study of budgets reveal that the items like medicines and medical facilities 
appear as minor items in the district budgets normally under ‘General’ or ‘Other’ 
categories. It appears that we build a hospital so that a specific number of 
medical and paramedical staff can be gainfully employed, wherein this should 
really be a secondary objective. Placing the non-development component as the 
main component of the budget is like putting cart before the horse! 
 
The way district health budget is structured right now does not support 
announced priorities of the government under the slogan ‘health for all’, whereas 
budgets are indeed priority statements of a government. The current format may 
be acceptable for internal accounting and auditing purpose, however it is not 
suitable for a public dialogue on budgeting. We propose that besides current 
budgeting format, which the government needs for auditors, a brief budget 
analytical statement should be issued each year by respective line departments. 
These budgetary analyses would help in revealing real priorities of the 
government as opposed to stated goals. Such budget analysis could start from 
an abstract such as given below.  
 

Table 5: Model Budget Analysis Template 

Model Budget Analysis Template 
(DHQ) Years 

Sr. No. Description 
2006-07 2007-08 2008-09 

Percentage Percentage Percentage 

1 Equipment and Medical 
Facilities 

      

1.1 New investment in plant 
and machinery 

      

1.2 Repair and 
Maintenance 

             0.12                0.72  
                  
0.20  

1.3 New investment in 
building, furniture and 
fixtures 

             0.73                0.14  
                         
-  

1.4 Repair and Maintenance 
in F & F              0.15                0.07  

                         
-  

2 Medicines 
           21.99              21.68  

                
19.91  
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3 Salaries- Medical Staff 
           12.84              19.47  

                
25.78  

4 Salaries- Paramedical 
Staff              6.22                3.19  

                  
3.92  

5 Salaries- Support Staff 
           11.48              12.41  

                
11.66  

6 Operational Expenses 
           23.35              17.24  

                
14.72  

7 
Allowances 

           23.14              25.07  
                
23.81  

  

 
Total             100  

                
100  

                    
100  

 

We have analyzed budgets of past three years of selected health facilities, which 
can be read at Annex-I. Budgetary analysis can be built upon using these 
formats. It is also recommended that civil society governments can also take up 
this issue by regularly issuing budgetary analysis each year as soon as the 
government issues its own detailed budget.  

4.5 Raising Revenue: Levying User Charges 
 

It is unrealistic to demand a further raise in the overall budget for health in current 
scenario, when development spending is vastly cut. However, what is needed is 
a closer look at how budget is allocated and also the extent to which health 
system users can be charged against services. Obviously, it has negative 
political connotation and looks apparently against the idea of welfare of people, 
but it may well be the only viable choice left. User charges should consider (1): 
affordability of paying patients, (2) costs incurred on provision of services and 
medicines other than consultation fees and (3) comparison with similar private 
sector facilities and must be lower than the minimum private sector charges. For 
comparison, consider following:  
 

Table 6: Proposed User Fee Schedule 

  Cost to 
Government 

Government 
Current 
Charges 

Proposed 
User 
Fees 

Private 
Sector (Min) 

Parchi Fee NA 1 10 50(Consultation 
Charges) 

X-Ray Film 50 15 50 100 

Ultrasound 100 50 100 200 

Normal 
Delivery 
Charges 

NA 200 1000 5000 
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For instance, annual Parchi fee realized from RHC hospital Domeli was            
Rs 42,000 in 2008, which could easily be raised ten times to Rs420,000 without 
any major compromise on welfare of the poor. Such enhancements in revenue 
would help the government in meeting resource gaps particularly for health 
services such as medicines and on timely repair and maintenance of medical 
equipment. A comparison of revenue potential by employing above user charges 
is given below.  
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4.6 Financial Devolution: Cash Transfers 

The process of sending a sanctioned demand to EDO office and getting the 
suppliers paid in time is very cumbersome and costly as human lives are at 
stake. Therefore the Government of Punjab has authorized District Office of 
Health (DOH) to draw Rs 5,000/ per month as ‘Imprest Money’ (petty cash) and 
to be kept by in charge BHU for spending on emergency/routine functions i.e. 
minor repair of fixtures, repair of equipment/instruments and purchase of general 
store items not provided by DOH stores. Similarly, in chare RHC is authorized to 
draw Rs. 10,000 per month as Imprest Money for above mentioned functions. 
However, at the level of BHU, there is no trained person to handle the cash and 
maintenance of record/accounts. Therefore in charge BHU is reluctant to 
exercise this power due to possible audit objections. This arises the need of 
training of concerned officials in cash and accounts management.  

4.7 Needs Based Budgets: DHIS Reforms 

Needs based budgets for ten selected health facilities have been prepared and 
presented as main results of the study. In order to further refine the process of 
data driven needs based budgeting, we propose that DHIS should include 
information on prescriptions issued to individual patients especially pertaining to 
medicine and other supplies issued to patients, both indoor and outdoor. This 
would help in creating information history on costs incurred on health services in 
a more reliable manner.  
 
Since computer operators have been recruited at each BHU/health facility under 
HSRP, a software should be developed for data entry besides DHIS, such as:  
  

• Entry of each patient attending the health facility: Name, age, sex, 
address, health problem, and medicines issued.  

• Record keeping of stocks of health facilities.  

• Maintenance of family health files as per registration by LHWs i.e. 
khandan (family) numbers.  

  
  

Another key recommendation is completeness of data, as the number of visits 
recorded under DHIS invariably, and substantially, has exceeded the number of 
cases registered against diseases. This is possibly due to data entry issues, 
where the registers maintained in health facilities did not have the details of all 
cases.  

4.8 Alternative Forms of Healthcare Budgetary Allocation  

Recognizing the resource crunch, which the government faces, we are also 
proposing three alternative mechanism of spending government money to help 
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achieve its objective of ‘health for all.’ These methods have been tried all over 
the world with positive results and we have reproduced brief cases from some 
countries. This should also serve as a stimulus for the social entrepreneurs to 
devise schemes on these lines and ensure health service delivery in a financially 
sustainable manner.   

4.8.1 Family Health Cards with Khandan (family) Number 
  

Under this scheme, each person who registers with the program receives a 
‘Health Card’ that provides critical health related information for that individual 
such as the Blood group, address, address of the registering kiosk, known 
allergies, and any serious diseases such as Diabetes mellitus, Epilepsy, Heart 
disease, Hypertension, Stroke etc. that could influence the course of their 
treatments. This health card, to be carried by a person at all times, will prove to 
be really useful in emergencies. Such cards should also contain basic level 
information about socio-economic classification.   

4.8.1.1  Success Stories for Health Cards  
 

Thai health card scheme 
 
 

 
 

 

The Thai health card scheme, Thailand originated from a pilot study on 
community financing and primary health care in maternal and child health in 
1983. The scheme later changed to one of voluntary health insurance and finally 
received a matching subsidy from the government. On average, the utilization 
rate of the voluntary health card was higher than that of the compulsory (social 
security) scheme. And among three variants of health cards, the voluntary health 
cardholders used health services twice to three times more than the community 
and health volunteer cardholders. Cost recovery was low, especially in the 
provinces with low coverage. In the province with highest coverage, cost 
recovery was as high as 90% of the non-labor recurrent cost10.  
 
The e-Health Initiative (EHI) 
The e-Health Initiative (EHI) is an effort by Digital Partners India to ensure 
uniformly accessible, affordable and equitable healthcare for rural populations by 
using Information and Communication Technologies (ICTs) enablers with pre-
existing though underutilized public health services. The program, currently being 
piloted at three rural information kiosks aims to provide integrated healthcare 
services that benefit a wide range of people including rural villagers, doctors, 
service providers, researchers and more11.  

                                                           
10

 Author(s):Pannarunothai Srithamrongsawat, Kongpan Thumvanna P. Health Policy and 

Planning, 2000 Sep; 15(3):303-11. www.popline.org 
11

 Reference: Digital Partners India www.dpindia.org 
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4.8.2 Health Vouchers  

Much like the well-known education vouchers, health vouchers provide choice to 
patients to spend money on buying health services from the service provider of 
their own choice. Instead of investing money in public health facilities, the 
government gives money to citizens falling under some predefined criteria in the 
form of vouchers with specific amount. These vouchers are not encashable and 
non transferable and can only be exchanged at partner health facilities, which 
work in the private sector.  
 

4.8.2.1 Success Stories: The Health Insurance Vouchers 

Plan 

In France, The Health Insurance Vouchers Plan12 aims to extend the population 
who may benefit from a supplementary health insurance, and then: - offset the 
negative impacts of the threshold effect that occurs following the implementation 
of the universal complete health insurance coverage dedicated to the poorest; - 
Beginning to regulate the voluntary health insurance market. The voucher is a 
grant aiming at lowering the supplementary insurance contract cost. The 
incentives are only financial incentives. The health insurance vouchers plan 
entitles to a deduction of the supplementary insurance contract cost based on 
both the number of individuals within the household and on the age of each, then 
the amount of the voucher is: 

• 150 € for the first individual 150 €  
• 134,5 € for the second individual upper or equal to 18 years old  
• 75 € for the second individual under 18 years old  
• and 75€ for any supplementary individual  

4.8.3 Micro Insurance  

Insurance is used worldwide as an instrument to hedge against risks, including 
risks to life and health. However poor are often unable to pay expensive premium 
and for them micro insurance has been introduced just like micro finance was 
introduced to extend credit to the poor.  

4.8.3.1 Success Story: Aga Khan Agency for Microfinance 

(AKAM) 

AKAM established a dedicated insurance entity in Pakistan, the First 
Microinsurance Agency (FMiA). This was a particularly important milestone in the 
Pakistani market as FMiA was the first insurance agent established as a 

                                                           
12

 Source: Author(s): Carine Franc;  www.hpm.org/survey 
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corporate entity rather than as an individual. AKAM is also offering credit life 
insurance coverage, which is one of the few well established micro insurance 
products and one that is increasingly common in many mature microfinance 
markets. By the end of 2007, nearly 300,000 people had received coverage. The 
first product in the Northern Areas of Pakistan is a voluntary one offered to village 
members, and available to villages that can enroll 50% of the local families. It 
covers treatment costs related to in-patient hospitalisation. It also provides the 
household with a voucher for out-patient consultation with a doctor for every 
member of the family. The out-patient coverage is included to encourage early 
health care seeking behavior, which is critical to raising overall health standards. 
Enrolment for 2007 was more than 1,700 families covering more than 6,000 
individuals13.  

4.9 Integrated Budget Picture  
 

 

Health is essentially a multi-sectoral problem area thus inviting investments from 
multiple agencies. For example, there is a Punjab Development Programme, 
financed by the federal government; various grants disbursements through 
MPAs; Punjab Devolved Social Sector Program (PDSSP) and another prominent 
project is Health Sector Reforms Project. Therefore an integrated budget making 
system must consider all sources of funding before preparing a budget 
document. However, these grants are tied grants and cannot be re-appropriated 
by district governments. The budget analysis proposed earlier should include 
information on all sources of budgets and their proposed allocations instead of 
only district government. It may be noted here, that regardless of source of 
funding, the focal point for any expenditure on health is EDO (Health). Money 
flowing from any source has to first arrive, symbolically, at his/her desk before 
being allocated for designated heads.  
 

4.10  Prevention: Spend Rs32,000 or Rs32? 
 

On the policy side of budget making, investing in preventive care can be more 
cost effective rather investing in provision of healthcare. This needs a rigorous 
investment in Public Health Engineering and Water and Sanitation projects. 
However, the main problem in this case is political. Projects in preventive care do 
not get infrastructure, and hence politicians are not interested in advocating 
them. They are mostly interested in projects which involve infrastructure, 
equipments and machinery, which generally provide greater visibility, to say the 
least.  

                                                           
13

 Source: www.akdn.org 

 



Needs Based Budgeting in the Health Sector: Issues and Policy Options                             

 

 

58

Smart Investment: “Providing free kidney dialysis can cost up 

to Rs32,000 per patient, but ensuring a patient gets the 

regular check-ups he needs to prevent such a serious 

deterioration can cost as little as Rs32.”  

Dr. Tariq Mahmood Mian, President Pakistan Academy of Family Physicians,  
Dawn: 27

th
 January 2009 

4.11 Role of Civil Society Organizations: Moving from 

Advocacy to Piloting  

Civil society organizations are effective in information dissemination and 
mobilizing communities. However, many times they may be disseminating 
information which does not bring a loud call of change simply because 
information ‘dossier’ is not meaningful. Thus the civil society organizations need 
to do thorough research before disseminating any information and structure the 
budgetary information in a way that true and unstated priorities of governments 
are revealed. This will build pressure on government and elected representatives 
to focus on ends, rather than means.  
 
Apart from information restructuring, civil society organizations should plead for 
setting up pilot projects advocating innovative and alternative models of health 
care administration. We have described three well known health care 
administration models above and would recommend that lessons learned from 
such pilot ventures may be widely discussed and debated by the civil society 
organizations along with government functionaries.  

4.12 Budget making at district level: From Politicization to 

Professionalization  
 

 
 

Economics of a project has to take precedence over politics of a project. For this, 
the district government, whether administration or elected officials, must chose to 
fund projects for which maximum social gain can be made for a given budget. 
For this to happen, again data from patients and pattern of diseases must be 
linked with budget making process.  
 
 

 
 

The professional capacity of district officials to perform such tasks has often been 
questioned. Although several donor agencies have supported many projects for 
training and capacity building for precisely budget making, a lot more needs to be 
done. The district governments now seem to have acquired the capacity to enter 
the data according to prescribed format, but they should also learn how to 
interpret the numbers and make informed decision based on the socio-economic 
status of their districts. Needs-based budget is a first step towards this direction 
and it hopefully sets a clear methodology and a practical example.  
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Annex-1: Budget Analysis: Based on District Govt.  

Budget Books only 
 

 

  

DHQ Years 

Sr. 
No. Description 2006-07 2007-08 2008-09 

    Percentage Percentage Percentage 

1 Equipment and Medical 
Facilities    

1.1 New investment in plant & 
machinery    

1.2 Repair and Maintenance 0.12 0.72 0.20 

1.3 New investment in building, 
furniture and fixtures 

0.73 0.14 - 

1.4 Repair and Maintenance in 
F & F 

0.15 0.07 - 

2 Medicines 21.99 21.68 19.91 

3 Salaries- Medical Staff 12.84 19.47 25.78 

4 Salaries- Paramedical Staff 6.22 3.19 3.92 

5 Salaries- Support Staff 11.48 12.41 11.66 

6 Operational Expenses 23.35 17.24 14.72 

 
7 Allowances 

23.14 25.07  
23.81 
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Data Sheet for Health Project 

Following are the few results which we conclude after collecting the 

figures from the budget. In this document we are using revised budget 

figures for the years 2006-7, 2007-8 and we used estimated figures for the 

year 2008-09.  

1.    We start from point 1.1 to 1.4; we can observe that a nominal 

budget is assigned for purchasing of new machinery and its 

repairing and same trend we observe in case of furniture and 

fixture.   

2.   We can see a decreasing trend in the budget of medicine each 

year this budget is reducing but the size of total budget is 

increasing. If we see in the budget they are allocating same 

amount in each year. 

3.  In year 2006-7 salary budget for the medical staff was 12.84% of 

the total budget this budget suddenly increased up to 19.47% in 

year 2007-8 and it is also showing an increasing trend in year 

2008-9 it also increased to 25.78% of the total budget.  

4.  In year 2006-7 the salary of support staff was 11.48 % of the total 

budget that is slightly increased in year 2007-8 but this budget 

came to same level in year 2008-9. 

5.  Operation expenses are also decreasing we can see that in year 

2006-7 these expenses were 23.35% of the total budget which is 

reduced in year 2007-8, and 2008-9, 17.24% to 14.42% 

respectively. There is decreasing trend in operational expenses. 

6. The allowances are also showing same trends as in salary of 

support staff. We can observe the ratio that is based on total 

budget of year that allowances are increased in year 2007-8 from 

23.14% in year 2006-7 to 25.07% and in year 2008-9 it reduced to 

23.81% that is near to 23.14% of the total amount that was 

allocated in year 2006-7. 
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THQ Sohawa    

  Years 

Sr. 
No. Description 2006-07 2007-08 2008-09 

    
Percentage Percentage Percentage 

1 Equipment and 
Medical Facilities       

1.1 New investment in 
plant and machinery       

1.2 Repair & 
Maintenance 

             
2.70  

              
0.17  

                       
-    

1.3 New investment in 
building, furniture and 
fixtures 

             
0.54  

              
0.22  

                       
-    

1.4 Repair and 
Maintenance in F & F 

             
0.11  

              
0.09  

                       
-    

 
2 

 
Medicines 16.17  

            
13.03  

                
10.74  

3 Salaries- Medical 
Staff 

           
14.14  

            
15.40  

                
18.33  

4 Salaries- Paramedical 
Staff 

             
5.22  

              
7.89  

                
11.14  

5 Salaries- Support 
Staff 

           
16.17  

            
15.50  

                
16.74  

6 Operational 
Expenses 

           
13.89  

              
9.04  

                  
7.34  

 
7 Allowances 

           
31.07  

            
38.66  

                
35.72  
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1. For repairing and maintenance a nominal budget is allocated in 

each year but we can see a decreasing trend in all the years but in 

estimated budget of year 2008-9 they do not allocated any amount 

to the repairing and maintenance. 

2. In year 2006-8 that budget for medicine was 16.17% of the total 

budget that is showing a declining trend. We can see that this 

budget is also reduced in next two years 2007-8 and 2008-9, 

13.03% to 10.07% respectively but the size of total budget is 

increased as compare to year 2006-7. Its mean medicines are less 

important for patients as compare to allowances and salaries of 

medical staff. We can see that these two budgets are increased 

with significant amounts from year 2006-7. 

3. Salaries for Medical staff, Paramedical Staff and support staff are 

increasing. We can see that in year 2006-7 salary for medical staff 

was 14.14% that is increased to 15.40% with 2.36% increments. 

But it is also increased in year 2008-9 to 18.33% similarly salaries 

of Paramedical staff are increased from 5.22% to 11.14 % in from 

year 2006-7 to  year 2008-9, and support staff are also increasing 

with same ratio. So in the salaries we can observe a increasing 

trend. 

4. Operation expenses are showing a declining trend we can see that 

these expenses have been decreased from 13.89% of the total 

budget to 7.34% in year 2008-9. This shows that operational 

expenses are decreasing with the passage of time and salaries 

expenses are increasing. 

5. The amount which was allocated to allowances in year 2006-7, 

were 31.07% which was increased to 38.66% in year 2007-8 but it 

is also decreased to 35.72% with reduction of 3.6%. 

6. If we draw a picture of over all budgets we can analyses that 

allocation of amount for medicines, operation expenses are 

reduced but the amount toward staff salary has increased.   
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RHC Domeli    

  Years 

Sr. 
No. Description 2006-07 2007-08 2008-09 

    Percentage Percentage Percentage 

1 Equipment and 
Medical Facilities       

1.1 New investment in 
plant and 
machinery    

1.2 Repair and 
Maintenance 1.44 0.02 (See 7 below) 

1.3 New investment in 
building, furniture 
and fixtures 0.24 - - 

1.4 Repair and 
Maintenance in F 
& F 0.12 0.09 - 

2 Medicines 21.56 13.63 11.65 

3 Salaries- Medical 
Staff 9.78 8.79 14.49 

4 Salaries- 
Paramedical Staff 7.97 8.98 9.92 

5 Salaries- Support 
Staff 29.10 25.18 29.58 

6 Operational 
Expenses 13.19 6.83 4.24 

 
7 Allowances 16.60 36.48 30.12 

 
1. We start from repair and maintenance budget we can observe that 

nominal amount is allocated for repairing and maintenance 

expenses both for machinery and furniture and fixture. And in the 

estimated budget of year 2008-9 no new amount is allocated in this 

head.  
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2. In case of medicine the over all budget for medicines is showing a 

declining trend in spite of that a same amount of 900,000/- is 

allocated in year 2006-7 and for year 2007-8, 2008-9 only 800,000/- 

is allocated for each year. It shows that the total %age for three 

years 21.28%, 13.63% and 11.65% for 2006-7, 2007-08 and 2008-

9 respectively. It means that the size of total budget is increasing 

but the amount allocated to the necessary portion of the health 

department which save the life of people are reducing. It has 

declining trend in the overall budget. 

3. We can observe that salary of medical staff is also increasing in 

year 2006-7 it was 9.78% of the total budget but in next two years it 

increased from 8.79% to 14.49%, this is very high percentage with 

which salary of medical staff is increased. 

4. Salary of paramedical staff is also increasing with approximate 1% 

increment in each year. In year 2006-7 it was 7.97% and in 2007-8 

this budget was 8.98% and finally it increased to 9.92% which is 

increasing in each year. 

5. The proportion of operation expenses are also decreasing in each 

year but the size of total budget is also increasing. This expense 

was 13.19% in year 2006-7 and it reduces almost 50% of the total 

budget in year 2007-8. Again this budget is reduced in estimation of 

2008-9 to 4.24%. 

6. The portion of allowances in the budget of 2006-7 was 16.60% 

which is increased to 36.48% in year 2007-8. This ratio is also 

slightly decreased in year 2008-9.  

7. District government has not provided budget for repair and 

maintenance of machinery and equipment however provincial 

government has provided Rs. 0.31 million under HRSP.  
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RHC Khalaspur    

  Years 

Sr. 
No. Description 2006-07 2007-08 

2008-
09 

    Percentage Percentage 
Perce
ntage 

1 Equipment and 
Medical Facilities       

1.1 New investment in 
plant and 
machinery 

             
1.89  

              
0.21  

                       
-    

1.2 Repair and 
Maintenance                  -                     -   

                       
-    

1.3 New investment in 
building, furniture 
and fixtures                  -                     -   

                       
-    

1.4 Repair and 
Maintenance in F 
& F 

             
0.19  

              
0.11  

                       
-    

2 Medicines            
17.94  

            
16.90  

                
14.38  

3 Salaries- Medical 
Staff 

             
7.35  

              
8.30  

                  
7.12  

4 Salaries- 
Paramedical Staff 

             
5.44  

              
6.04  

                
12.13  

5 Salaries- Support 
Staff 

           
21.96  

            
32.28  

                
31.13  

6 Operational 
Expenses 

           
20.68  

              
8.11  

                  
5.34  

 
7 Allowances 

           
24.55  

            
28.05  

                
29.91  

 
1. In the year 2006-7. 2007-8 no budget was allocated for purchasing 

of new machinery and furniture and fixtures. Only 1.89% of the total 

amount of the budget allocated for repairing and maintenance of 

the machinery and .19% was allocated for F& F which was reduced 
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in 2007-8 to .21% and .11% both for machinery and F& F. In 

estimated budget of year 2008-9 they do not allocate any kind of 

amount for repairing and maintenance. 

2. Medicine budget was 17.94% in year 2006-7 that was reduced to 

16.90% in year 2007-8. In next year total size of the budget was 

also reduced and proportion which was allocated in this year for 

medicine was also reduced. But in estimation budget of the year 

2008-9 the proportion for medicine budget was again reduced but 

total size of the budget was increased as compare to year 2007-8. 

It means that the amount for medicines budget was same in every 

year but total proportion in the budget is reducing each year. Due to 

which availability of medicine is going to be rare for patients. 

Because in each year rates of medicine are increasing with the rate 

of inflation but budget is not sufficient to purchase medicine. 

3. In yea 2006-7 the budget of salary for medical staff is 7.35% of the 

total budget which is increased to 8.30% in year 2007-8 with .95% 

increment. And again it is reduced to 7.12% of the total budget in 

estimation for year 2008-9. It is showing a decreasing trend. The 

amount was allocated for salary of medical staff is same but the 

proportion of this budget is not increased in the total budget, due to 

which total size of the budget is increasing but the salary of medical 

staff is almost same it is not increasing.    

4. The salary of paramedical are increasing but we can observe a 

very increment from year 2006-7 to 2007-8/. It is 5.44% of the total 

budget in year 2006-7 with .60% in year 2007-8 it becomes 6.04% 

of the total budget. But in next estimation for year 2008-9 it is 

increased to 12.13% of the total budget which is 100% increment in 

budget for the salary of paramedical staff. And the same thing is not 

true to medical staff that their salaries are same in each years 

instead of that the total size of the budget is increased. 

5. We can observe that salary of support staff is increasing almost 

with same ratio, in year 2006-7 the portion of salary for support staff 

was 21.96% of the total budget which was increased to 32.28% in 
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year 2007-8. But in estimation for the year 2008-9 the proportion for 

the salary of support staff is reduced to 31.13% of the total budget. 

6. We can observe a sever change for the proportion of operational 

expense. In year 2006-7 the portion was allocated to operation 

expense was 20.68% of the total budget but in next year 2007-8 it 

is reduced to 8.11% and this portion was also cut down in year 

2008-9 to 5.34% of the total budget.  

7. The proportion of the allowances in year 2006-7 was 24.55% of the 

total budget which is increasing and this proportion increased to 

28.05% of the total budget in year 2007-8. During the estimation for 

year 2008-9 this proportion is also increased to 29.91% of the total 

budget. So the allocation for allowances is regularly increasing 

each year. 
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MCH (Overall)    

  Years 

Sr. No Description 2006-07 2007-08 2008-09 

    Percentage Percentage Percentage 

1 Equipment and 
Medical Facilities       

1.1 New investment in 
plant and machinery       

1.2 Repair and 
Maintenance 0.11 - - 

1.3 New investment in 
building, furniture and 
fixtures - - - 

1.4 Repair and 
Maintenance in F & F 0.27 0.16 - 

2 Medicines 32.34 25.85 19.37 

3 Salaries- Medical 
Staff 20.15 26.06 16.51 

4 Salaries- Paramedical 
Staff 10.60 5.95 11.04 

5 Salaries- Support 
Staff 6.89 11.32 6.78 

6 Operational 
Expenses 3.29 3.31 24.02 

7 Allowances 26.35 27.35 22.28 
 

1. A very nominal amount is allocated to repairing and maintenance of 

machinery in year 2006-7 is .11% of the total budget but in next year 

they do not allocate any budget for this purpose. In case of F& F this 

budget was .27% in year 2006-7 but it is also reduced to .16% in next 

year. In this way the proportion these two head are decreasing in each 

year. 

2. We can observer the proportion of medicine budget in each year is 

decreasing, in year 2006-07 this budget was 32.32% of the total 

budget it is reduced in next year 2007-8 to 25.85%. Similarly in 

estimated budget 2008-9 this proportion is reduced to 19.37% instead 
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of that total budget size has also increased, the amount is same in 

year 2007-8 and 2008-9 but the proportion of medicines budget has 

decreased in overall budget. 

3. The salary of medical staff is 20.15% of the total budget in year 2006-

7. And this amount is increased in to 26.06% with 6.09% increment. 

So the proportion of this budget is also reduced to 16.51% of in 

estimation of 2008-9 but the total budget is also increased.  

4. In the salary of paramedical staff we can observe a different trend that 

the proportion is 10.60% in 2006-7 and in next year it is reduced to 

almost 50% and it becomes 5.95% in year 2007-8. But during the 

estimation of budget 2008-9 it again increased to 11.04% it almost 

same proportion which was cut down from 2006-7 to 2007-8 and it is 

again included in year 2008-9.  

5. We discussed about the salary of paramedical and trend with which 

this proportion has changed and we can also observe same trend in 

salary of support staff that is 6.89% in year 2006-7 and this also 

increased to 11.32% in year 2007-8 and this portion is also reduce to 

6.78% in year 2008-9 which is almost same proportion as it was in 

year 2006-7. 

6. Operation expenses was 3.29% in year 2006-7 and this proportion 

was almost equal to in year 2007-8 i.e. 3.31% of the total budget but 

suddenly this budget increased to highest level that maximum portion 

of the total budget is included in the operation expenses and it goes to 

24.02%. It means operation expenses were ignoring in year 2006-7, 

2007-8. And in next one year it is going to be more important and they 

allocate it maximum budget. 
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BHU (Overall)    

  Years 

Sr. 
No. Description 2006-07 2007-08 2008-09 

    Percentage Percentage Percentage 

1 Equipment and 
Medical Facilities       

1.1 New investment in 
plant and machinery    

1.2 Repair and 
Maintenance 0.13 0.06 - 

1.3 New investment in 
building, furniture 
and fixtures - - - 

1.4 Repair and 
Maintenance in F & 
F 0.04 0.06 - 

2 Medicines 22.95 20.79 15.36 

3 Salaries- Medical 
Staff 

10.01 14.17 15.36 

4 Salaries- 
Paramedical Staff 

6.93 11.17 8.40 

5 Salaries- Support 
Staff 

16.65 20.28 19.94 

6 Operational 
Expenses 

3.63 2.47 16.60 

7 
Allowances’ 

39.68 31.01 24.33 

 
1. In above discussion we conclude that each year we allocate a very 

small portion of the total budget to repairing and maintenance 

budget for both machinery and furniture and fixture. And no amount 

was allocated to buy new machinery and furniture. Similarly in this 

year they also allocated .13% for year 2006-7 and it is reduced to 

.06 % of the total budget for machinery repairing. It was .04% for 

repairing of furniture and fixture its proportion is little bit increased 
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to .06% in year 2007-8. No budget is allocated in estimation for 

year 2008-9. 

2. The medicine budget for year 2006-7 is 22.95% and this proportion 

is also reduced to 20.79% in year 2007-8. This proportion is also 

reducing as the size of budget is also increasing. This percentage 

is also reduced with almost reduction of 5 points and it becomes to 

15.36%. 

3. The salary of medical staff is 10.01% of the total budget in year 

2006-7 this proportion is also increased with 4.16% increment and 

it becomes to 14.17%. This amount is also reduced in year 2008-9 

but proportionate is also increased.  

4. The salary of paramedical staff is 6.93% in year 2006-7 and it is 

increased to 11.17% in year 2007-8 but this proportion is also 

decreased in estimated budget of 2008-9 to 8.40%. 

5. The salary of support staff is 16.65% in year 2006-7 it is increased 

in year 2007-8 to 20.28% but this proportion is again reduced in 

year 2008-9 to 19.94% with a nominal reduction of .34%. But the 

total proportion of the salary budget is 33.58% in year 2006-7 and 

45.5% in year 2007-8 and this proportion is also reduced to 43.01% 

in year 2008-9. 

6. The operational expense of MCH and BHU are same trend we can 

observe that operation expense have increased with same way as 

in MCB. This expense was 3.63% in year 2006-7 and it reduced in 

year 2.47% but is again increased to 16.60% in estimation for year 

2008-9. 

7. But allocation of the allowances are also reducing this proportion 

was 39.68% in year 2006-7 and it is reduced to 31.01%of the total 

budget in year 2007-8 and again it is reduced to 24.33%. This 

figure has declining trend and continuously increasing because 

more proportion of the budget is allocated to salary expense.  
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GRD (Overall)     

  Years 

Sr. No. Description 2006-07 2007-08 2008-09 

   Percentage Percentage Percentage 

1 Equipment and 
Medical Facilities    

1.1 New investment in 
plant and 
machinery    

1.2 Repair and 
Maintenance - 0.14 - 

1.3 New investment in 
building, furniture 
and fixtures - 0.07 - 

1.4 Repair and 
Maintenance in F 
& F 0.16 0.07 - 

 Total    

2 Medicines 48.58 41.87 19.35 

3 Salaries- Medical 
Staff 2.67 0.51 11.61 

4 Salaries- 
Paramedical Staff 7.37 4.26 9.07 

5 Salaries- Support 
Staff 19.11 19.74 28.26 

6 Operational 
Expenses 1.98 14.87 1.41 

7 Allowances’ 20.13 18.47 30.30 

 
1. In revised budget of 2006-7 no budget is allocated to repairing and 

maintenance of machinery only .14% budget is allocated to 

repairing and maintenance in year 2008-9 which is not appearing in 

estimated figures of the year 2008-9. Similarly only .16% of the total 

budget is allocated to R & M for furniture and fixture that is also 

reduced to .07% in year 2008-9. 
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2. The amount which was allocated to medicines for year 2006-7 was 

48.58% of the total budget that is very near to 50% of the total 

budget amount but in next year 2007-8 it is reduced to 41.87%  but 

suddenly we observe a large difference that medicine budget is 

reduced to 19.35% of the total budget of the year 2008-9. 

3. The salary of medical staff was 2.67% in year 2006-7 and it is 

reduced to .51% of the total budget and it is also increased in year 

2008-9 to 11.61%.  

4. Suddenly increase and decrease in salaries is also effect the total 

size of budget in this way same effect we can observe in the salary 

of paramedical staff that was 7.37% in year 2006-7 and this 

proportionate is reduce to 4.26% in year 2007-8. But this proportion 

is increased to 9.07% in year 2008-9 with the increment of 5 points. 

The salary budget was 29% in 2006-7, than it was again reduce to 

24% in year 2007-8 and it is also increased in estimated budget of 

year 2008-9 to 48% of the total budget. 

5. Operation expenses were 1.98% in year 2006-7 and this proportion 

is also increased to 14.87% with 12 point increments. But this 

portion of expenses again comes on same level as in year 2006-7 

to 1.41% in 2008-9. 

6. The allowance are decreased in 2007-8 and again increased in 

year 2008-9. The amount which was allocated to allowances was 

20.13% of the total budget it is reduced to 18.47% in 2007-8 and it 

is increased to 30.30% of the total budget in year 2008-9. 
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TACMIL Health Project 

Technical Assistance for Capacity Building in Midwifery,  

Information and Logistics 

 

Focus Group Discussion 

For Citizens/Consumers of Health 

Services 

 

Instructions for Coordinator/Focal Person for FGDs 

 

1. Notes should be taken as record of important points. Please use separate 
sheets for note-taking.  

2. Open discussion should be encouraged without losing focus. The 
leads/probes are provided with some questions, but they should not be 
taken as the only options. Special attention should be provided on 
seeking the participants’ opinions on reasons of the choices they make.    

3. Details about the focal person should be filled on this format.  
4. Attendance should be taken and each attendee should sign on the 

attached sheet.  
5. Maximum time for one FGD= 60 minutes  
6. Number of participants: 7-10 

 

1. Do you know that it is your right to get information about health policy, 
budget and basic health facilities provided in your area? (Ref: LGO 2001) 
Any experience of utilizing this right?  

 

2. What are your problems regarding medicine availability in the hospital? 
What kind of medicines (for which purpose) would you generally always 
need? 
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3. What are your problems regarding other facilities of the hospitals, like 
operation theater, lab, instruments, ambulance, doctor availability, waiting 
room facilities. 

 
4. Is there a community based organization for welfare of patients, such as 

Patient Welfare Society? Seek details.  

 
5. What are your observations regarding availability, access and attitude of 

medical staff, particularly doctors?  
 

TACMIL Project 

ATTENDANCE RECORD FOR FOCUS GROUP DISCUSSION 

 

Location ……………………………………….. 

Date  

Venue   

Name of Focal Person  

Telephone/ 

Cell Numbers  

 

Email Address  

Fax Number  

NAMES OF 

PARTICIPANT  

PROFESSION/ 

DESIGNATION 

ORGANIZATION SIGNATURE 

1     

2     

3     
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4     

5     

6     

7     

8     

9     

10     

11     

12     

13     

14     

15     
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TACMIL Health Project 
Technical Assistance for Capacity Building in Midwifery, Information and 

Logistics 

Interview Schedule for Key Informants  

A: From Administrator 

1. Name of the Hospital……………………………………………… 

2. Type of the Hospital………………………… 

(1=DHQ, 2= THQ, 3=RHC, 4=BHU, 5=MCH, 6=CD) 

3. How old is the building……………  

4. Condition of the building…………….. (1=Good, 2=Somewhat Good, 3=Poor) 

5. Average number of patients served per year …………………. 

6. Is the building meeting current requirements? � Yes      � No 

7. Please tick the utilities/facilities in this hospital and their respective average   

expenses/month. 

Facility Name Yes No Expenses/month 

Electricity    

Gas    

Telephone    

Fax    

Internet    

Ambulance    (Petrol.) (Maintenance)        

X ray   (Film)  

Lab   (Instrument)  

Others (Name)     
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A.1 About the Building 

A.1. How many rooms this building has? …………………. 

A.2. How many wards this hospitals has? (Both M/F) …………M………F…… 

A.3. What is the total capacity of the hospital in terms of Beds? ………….. 

A.4. How many beds are there for Male patients?.................. 

A.5. How many beds are there for Female patients?............... 

A.6. How many bathrooms for general public are inside the hospital?.................. 

A.7. How many bathrooms for staff are inside the hospital?.................... 

A.11. Is the maintenance of floors, windows, chairs, benches and general electric 

appliances (fans, heaters) being done regularly?    � Yes    � No 

 A.11.1 If no then how many are repairable? 

   Windows………Doors…………. Benches ……… 

   Chairs ………. Tables …………..Heaters……….. 

   Fans ………… A/C………… Beds…………….. 

   Refrigerators…………Others……………. 

A.11.2. What is the total cost estimate for these repairs?.................... 

A.12. Has this building waiting rooms?    � Yes � No 

A.13. Are the waiting rooms for Male and Female separate? � Yes      � No 

A.14. How many different departments this hospital has?................ 

Please list these departments. ……………………………………………………….. 

………………………………………………………………………………………. 

A.15. Have head of departments of all departments separate 

Locations/Rooms/Offices?         � Yes � No 

A.16. Does this hospital has medicine store room? � Yes      � No 

A.16.1. If No then do you need such store room? � Yes � No 
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 A.16.1.1. If Yes what will be the estimated cost of this store 
room………….. 

A.17. How many more Rooms (Offices) do you need in this hospital? 

  � 0   �1    � 2    � 3     Other number………… 

A.18. How many more Wards (M/F) do you need for this 
hospital?.......(M).....(F).... 

  � 0   �1    � 2    � 3     Other number………… 

B. About Machinery and Equipment 

B.1. Does every Department has its all required machinery and equipments? 

  � Yes  �  No 

 B.1. If No then which department lacks which instrument? 

No. Department Name 
Instrument(s) 

Name 

Quantity 

Required 

Estimated 

Amount 

1     

2     

3     

4     

5     

6     

7     

8     

9     

10     
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B.1.1. Please specify most urgent instrument(s) in the list given above.  

(Write only number from the table)………………………… 

B.1.2. Are the instrument already present in the hospital working properly? 

 � Yes  �  No 

B.1.2.1 If No then which instruments are not functioning and what are 
their estimated costs for repairing? 

No. Department Name 
Instrument(s) 

Name 

Quantity 
out of 
order 

Estimated 
Repairing 

cost 

1     

2     

3     

4     

5     

6     

7     

8     

9     

10     

 

B.1.3. Has this hospital X-ray facility? � Yes  �  No 

B.1.3.1. If Yes then what number of X-Rays films do you need per 
month?............ 

B.1.4. Has this hospital laboratory inside?   � Yes  �  No 

B.1.4.1. If No then what is the average monthly cost of this 
laboratory?................... 
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D. Budget Related 

(Before this section a detailed heads of budget must be defined with consultation 

of hospital accountant. For example which expense will fall into which category, 

Employee, Management, or Operational) 

D.1. What is the total budget allocated for this hospital? Rs. ............................... 

D.2. Does this budget satisfy all the needs of this hospital? � Yes  �  No 

 D.2.1. If No then how much percentage do you lack? …………….. 

D.3 Employees related total budget is?....................................... 

D.4 What is the total Budget for Management related?................................. 

D.5 What is the total budget for hospital Operations?................................. 

D.6. Is the top management of this hospital being consulted during budget 

making process?   � Yes  �  No 

D.7. What was the demand for medicines (in rupees) for the last three years? 

 Year 2008……….Year2007………..Year2006………………. 

D.8.  What was the supply for medicines (in rupees) for the last three years? 

 Year 2008……….Year2007………..Year2006………………. 
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