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Abstract

This article provides insight into the status of general practice in Pakistan and challenges to its
health care system. The country ranked 1224 on the overall health system attainment and ranked
7t in the world on diabetes prevalence. The public sector health care system in Pakistan is en-
countered with many problems such as structural fragmentation, resource scarcity, inefficiency
and lack of functional specificity, gender insensitivity and inaccessibility. The general practice
status in Pakistan requires immediate attention to face the challenges created by chronic diseases
in the country. Of particular mention are the patient-doctor interaction, healthcare system deli-
very, access to the doctors and better utilization of primary health care services.
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1. Introduction

General practice is widely regarded as being at the heart of both the primary health care system and the health
system overall and GPs play a crucial role as “gateways” to the rest of the medical system [1]. The healthcare
system of Pakistan is facing many serious problems such as inequity, gender differences and unskilled human
resources and overall mismanagement of health care system. The 0.8% of GDP on health care system is far less
than the neighbouring countries such as Bangladesh (1.2%) and Sri Lanka (1.4%) [2]. In order to improve the
overall health status of the people, poor indicators of health in the region, Pakistan Government initiated the
health care reforms in 2001. Keeping in view the poor performance of healthcare system of Pakistan, the World
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Health Organization (WHO) ranked Pakistan 122" in overall health system performance among 191 countries
[3] [4]. The health indicators, health funding, and health and sanitation infrastructure are generally poor in Pa-
Kistan, particularly in rural areas.

The statistics show that there are 127,859 GPs and 12,804 health facilities in the country to cover for over 170
million people [5]. There were 85 physicians for every 100,000 persons in Pakistan in 2007 that is one doctor for
1225 people. Ministry of Health Pakistan statistics indicated that, there were 13,937 health institutions in the
country including 945 hospitals (with a total of 103,285 hospital beds), 4755 dispensaries, 5349 basic health
units (mostly in rural areas), 903 mother and child care centers, 562 rural health centers and 290 TB centers [6]
[7]. There is an inequitable distribution of GPs in the country, with 70% practicing in urban areas where only 30%
of the population lives: in addition, only 10% to 15% of GPs in rural areas are females [8].

2. GPs Interaction with the Population

The nature of population seen by GPs in the rural area of Peshawar, Pakistan includes females accounted for 53%
of encounters, and the greater proportion of encounters in all adult age groups. Children (aged < 15 years) ac-
counted for 15% of encounters, those aged 15 - 24 (5%), 25 - 44 (19%), 45 - 64 (30%), 65 - 74 (10%), and 75
and over (5%) [6] [7]. The other patient’s encounters belong to refugee camps and other rural areas which do not
speak the local languages. At 2% of encounters the patient identified themselves as Afghani’s temporarily re-
siding in Pakistan nearthe Pak-Afghan border.

2.1. Trends Encountered

About 19 percent of the population is malnourished of which 30 percent of children under age five are malnour-
ished. The leading causes of sickness and death include gastroenteritis, respiratory infections, congenital abnor-
malities, tuberculosis, malaria, and typhoid fever. The United Nations estimated that in 2003 Pakistan’s HIV
prevalence rate was 0.1 percent among 15 - 49, with an estimated 4900 deaths from AIDS. Hepatitis B and C are
also rampant with approximately 3 million cases of each in the country at the moment. The burden of disease
due to communicable and non-communicable disease is 52.8% and 39.4% respectively with total DALY’s 56.1%
and 34.2% [4]. Table 1 and Table 2 provide more details on burden of disease, including the child health statis-
tics in Pakistan. For example, Respiratory infection is the leading cause of death with 10.5% total DALYS.
Among the non-communicable diseases, CVD is the main cause of deaths with 20.7% of the total deaths with
20.2% total DALY’s.

Table 1. Burden of disease due to communicable and non-communicable disease.

Communicable, maternal, and perinatal conditions ~ 52.8 (% total deaths)  56.1 (% total DALYS)

Diarrheal diseases 8.5 8.7
Respiratory infections 12.1 10.5
Maternal conditions 1.7 34
Perinatal conditions 8.2 9.8
Low birthweight 59 6.6
Nutritional deficiencies 15 31
Non-communicable diseases 394 34.2
Cancers 5.6 2.1

Diabetes mellitus 1.2 0.8
Neuropsychiatry 1.8 10.1
Cardio-vascular diseases 20.7 20.2
Injuries (the road traffic injuries) 7.8 9.7

Source: Mathers et al. [4].
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Table 2. Child health status in Pakistan.

Child health 1990-1991 2006-2007
Neonatal mortality rate 51.4% 54%
Infant mortality rate 90.5% 78%
Immunization status 21.8% 47.3%

Health seeking behaviour

Acute respiratory infections 66.4% 69.3%
Fever 64.8% 65.8%
Diarrhea 48.3% 54.5%

Source: Pakistan Demographic & Health Survey (1990-1991; 2006).

2.2. Problems Managed

On the average, chronic problems accounted for 48%, and new cases for 40% of all the problems. The work re-
lated problems managed at a rate of 1.2 per 100 encounters. The most commonly managed problems are respi-
ratory problems, problems of a general and unspecified nature, orthopedic related, skin disease and cardiovas-
cular. Individual problems managed are diabetes and upper respiratory tract infection. The prevalence of Type 2
diabetes in Pakistan is high ranging from 7.6% (5.2 million populations) to 11% [9] and for 2030 it will increase
to around 15% (13.8 million populations) and as such Pakistan is ranked 7™ on diabetes prevalence list [10] and
it is among the top 10 countries in the world for people with diabetes aged 20 - 79 years [11].

2.3. Medications Prescribed

The specific data on medications/encounter could not be obtained or perhaps was not developed. However, the
most prescribed medications were related to diabetes that accounted for more than 60% of problems managed by
GPs (Pakistan ranked 7™ on diabetes prevalence list) [10]. The other medications types most often prescribed
were those related to depression and cardiovascular diseases and for high cholesterol problems (lipid profile).
The most commonly prescribed medications were antibiotics, antacid and stomach problems related such as
peptic ulcers, diarrhea, respiratory infections and maternal conditions.

3. The Structure of Primary Care Services

The public sector health care system in Pakistan is encountered with many problems such as structural fragmen-
tation, resource scarcity, inefficiency and lack of functional specificity, gender insensitivity and inaccessibility
[12]. The 66% population living in rural areas face inadequately organized primary care services which are
slowing down progress in health indicators [13].

In Pakistan, for each basic unit there are 10 staff members and approximately an average of 20 - 25 patients
per day are seen by the doctors in each unit. There is not much progress in primary care delivery system over the
last three decades. A recent national survey has indicated that only 20% of the people used the first level public
sector network for their health care needs [7] [14]. Therefore, the primary care was unleased to contracting ser-
vices in Pakistan to overcome the economic constraints and inability to deliver public goods [15]. It was ob-
served that by using the primary care contracting concepts and implementation in one of the cities in Pakistan,
the situation in the city was improved in terms of utilization of basic health services, community satisfaction, out
of pocket expenditure and quality of care. It is anticipated that this contracting of primary health care service
will be extended in future to rural areas of Pakistan as well to see the benefits of it in those regions as well.

4. Utilization of Primary Care Services

The utilization of primary health clinic in Pakistan is not well planned and organized. The diabetes management
for example, is mostly integrated into the public health system through primary health care. Usually, people with
diabetes are referred from primary health-care clinics to specialist diabetes centers because the healthcare inter-
ventions to manage diabetes cases starts with the registration of the patient in a primary health care clinics and
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the issuing of diabetes card. Medical diagnosis includes a physical examination and laboratory studies.

These clinics in Pakistan do not conform to the evidence-based quality standards as compared to the targets
established by the American Diabetes Association [16] and therefore face great challenges to provide diabetes
care.

5. Patterns of Morbidity in Population

Morbidity is a multidimensional concept, and time trends in the different dimensions can vary [17]. Increases in
physiological dysregulation, disease onset, functioning loss, and frailty are all parts of the process of health
change that can precede death [18].

The patterns of morbidity in the population include cardiovascular diseases, chronic obstructive pulmonary
disease, heart failure, diabetes and depression. CVD is a major cause of morbidity in this population followed by
diabetes and its complications. This population has two levels of trends in morbidity namely the macro level and
micro level which has triggered changes to primary health care in this population. At a macro level, the trends
included an increase in ageing population with chronic and complex diseases and require comprehensive care.
At a micro level, the trends increased in coordinating care, managing the comorbidity and teams and making the
time to build trust and relationship [19]. These patterns of morbidity have an overall impact on our practice in
terms of maintaining the important characteristics of primary health care. These changes in primary health care
are posing great challenges to our team and require developing primary health care research to address the chal-
lenges of care for people with comorbidities.

6. Financing of Primary Care

In Pakistan, only 3.1% of the total annual budget is allocated for economic, social and community services, and
43% is spent on debt servicing [14]. In most of the developing countries of South Asia, out-of-pocket household
expenditure on health is at times as much as 80% of medical expenditure [20]. For health expenditure in Pakis-
tan, it is about US $17 per head per year, out of which $13 is out-of-pocket private expenditure [13]. The coun-
try spends 80% of its health budget on tertiary care services, which are utilized by only 15% of the population.
In contrast, only 15% is spent on primary health care services, used by 80% of the population [21].

7. Conclusion

This has been demonstrated in this review article that general practice status in Pakistan requires immediate at-
tention to face the challenges created by chronic diseases. Pakistan health care system requires national policies
to provide efficient, effective, acceptable, cost effective, affordable and accessible services to its population. Pa-
kistan needs to address the issues related to shortages of community doctors and expensive consultation of doc-
tors to allow for more access of the patients to the doctors and to help the population in managing the diabetes
and other chronic diseases. A coordinated effort is also required to address the comorbidity challenges in the
population of Pakistan.
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