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SECTION I 
INTRODUCTION TO THE STUDY 

Pakistan has registered relatively poor health indicators compared to other South 
Asian countries. The progress has also been dismal in achieving most of the health 
related Millennium Development Goals (MDGs). Since the inception of MDGs, 
despite a considerable increase in the health and nutrition expenditure (from Rs.24 
billion in 2001 to Rs.102 billion in 2013: Economic Survey of Pakistan, 2013-14) the 
progress on health-related goals is ‘off track’ on 13 out of 16 indicators (Pakistan 
MDG Report, 2013).1 Currently, there is a high prevalence of malnutrition, mortality 
rate and tuberculosis compared to the regional averages. In Pakistan, according to 
the burden of disease report (WHO, 2013), around 64 per cent of the years of life are 
lost due to communicable diseases, 26 per cent by non-communicable diseases, 
whereas 9 per cent are due to injuries. The Pakistan Social and Living Standard 
Measurement (PSLM) 2012-13 survey report indicates that there are inequities in the 
incidence of disease and health service utilization between regions (urban and rural) 
and income groups (poor and rich population).  

Lack of access to health care services is one of the important factors of poor health 
status. It is argued that health status can be improved by improving the access to 
health care services. However, out of pocket (OoP) expenditure related to health 
care services (consultation, diagnosis, medication and inpatient treatment) is a 
significant barrier to access adequate health facilities by poor families. Out of pocket 
(OoP) household expenditures are typically the first or second largest source of 
health care financing in developing countries (Lorenz, 2009). The literature on health 
economics suggests that with high OoP expenditure share and no health insurance 
schemes, medical illness can easily draw individuals, and eventually families, into 
the poverty trap. Lorenz (2009, p. 2) argues, “OoP payments have substantial 
negative side effects. They may lead to impoverishment and further hardship. The 
requirement of OoP payments is particularly hard on the poor, whose illness will 
either remain untreated or force patients into deeper poverty. The poor may not seek 
medical care and, as a result, remain trapped in the vicious circle of illness and 
poverty.”  

In the absence of health insurance schemes, health care costs paid through OoP 
often put a huge burden on a household’s resources, especially in the case of a poor 
                                                      
1 According to the Pakistan MDG Report 2013, only three health indicators were achieved or were on track, including: (i) 
proportion of children under 5 who suffered from diarrhoea in the last 30 days (ACHIEVED); (ii) HIV prevalence among 15-
49 year old pregnant woman (ON TRACK); and (iii) TB cases detected and cured under DOTS (ACHIEVED).  
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household, which absorbs a considerable share of the household budget. Further, 
health care expenditure on long-term or chronic illnesses such as cancer, diabetes 
and hepatitis, which are common in Pakistan, could be catastrophic and may lead to 
impoverishment of the household.  

According to the National Health Accounts 2011-12, the total gross OoP health 
expenditure estimated at the national level was Rs.315 billion; of which Punjab had 
the highest share (54 per cent), followed by Sindh (24 per cent), KP & FATA (16 per 
cent), Balochistan (5 per cent) and Islamabad (1 per cent). The OoP expenditure 
data of the NHA (see Table 1.1) indicate that around 78 per cent of the population 
availed outpatient services, 2.3 per cent received inpatient care for their illnesses, 
while 18 per cent did self-medication.2 The analysis shows that self-medication was 
highest in KP followed by Sindh; the proportion of outpatient consultations was 
highest in Punjab followed by Balochistan and Sindh; while, inpatient services were 
almost equal except for Balochistan where it was on the lower side. Further, the NHA 
OoP data indicate that females have a higher rate of accessing healthcare services 
than males (54.26 per cent and 45.74 per cent, respectively).  

Table 1.1: Type of healthcare accessed by province 2011-12 (percentage) 

Province Outpatient Inpatient Delivery Self-
medication 

Total 

Pakistan 78.13 2.59 0.37 18.91 100 
Punjab 92.10 3.03 0.50 4.36 100 
Sindh 66.22 2.26 0.30 31.22 100 
KP 65.13 2.27 0.13 32.48 100 
Balochistan 70.65 0.88 0.54 27.92 100 
Source: National Health Accounts (2011-12) 

Although the health sector has not received due attention in the past and there is 
much more to be done to achieve the health-related goals in Pakistan, recent 
governments have shown their intent towards delivering better health care facilities 
through a number of initiatives. These include:   

 Lady Health Workers’ (LHWs) programme  
 Expanded Programme of Immunization (EPI) 

o PM Polio Monitoring and Coordination Cell 
 Malaria Control Programme 
 TB Control Programme 

                                                      
2 Self-medication includes all those people who are taking medicines without consultation/prescription, or all those people 
who are taking medicines for long lasting diseases like diabetes and high blood pressure that was prescribed by doctors 
some time in the past.  
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 HIV AIDS Programme 
 Maternal and Child Health (MCH) programme 
 PM Programme for Prevention and Control of Hepatitis  
 Cancer Treatment Programme  
 Drug abuse control 
 Dengue prevention and cure 

All these health care initiatives are providing social protection to a wider population 
at the federal and provincial levels with a goal to safeguard the families from 
epidemic diseases, rising health care costs, and resulting loss of income or 
resources.  

In recent years, social safety nets have received considerable attention from the 
public health authorities, development partners and policymakers. One such initiative 
was the Benazir Income Support Programme (BISP) launched by the Government of 
Pakistan (GoP) to provide targeted social assistance to the poor and vulnerable. The 
programme was launched in 2008, providing cash support of Rs. 1,000 to the 
poorest of the poor families with a purpose to partially offset the impact of inflation, 
especially food inflation, on the purchasing power of the destitute. To extend the 
impact of BISP social protection programme, the Waseela-e-Sehat scheme3 of 
health insurance was launched to protect the vulnerable families from huge OoP 
health expenses and potential indebtedness due to treatment costs.  

Health insurance programmes that specifically target the poor and the vulnerable 
could be found in many, if not most, developing countries. With the acceptance of 
the idea of universal health coverage more and more countries are trying to include 
the otherwise excluded populace to have access to health. Such examples can be 
found from all regions of the world, for instance Plan Nacer in Argentina, Access 
Unversal Con Garantias- AUGE in Chile, Medical Insurance for Poor- MIP in 
Georgia, Subsidised Regime- SR in Colombia, Seguro Popular de Salud- SPS in 
Mexico, Jamkesmas in Indonesia, Rashtriya Swasthiya Bima Yogna- RSBY in India, 
Social Health Insurance- SHI in Vietnam, Health Coverage Programme- HCP in the 
Philippines, Health Sector Services Fund- HSSF in Kenya, and National Health 
Insurance Authority- NHIS in Ghana. All these health insurance programmes, 
targeting the poor in different countries of Latin America, Asia and Africa, have their 
own specific ways of providing the services with each having its pros and cons. The 

                                                      
3 Other initiatives under the BISP include: Waseela-e-Haq; Waseela-e-Rozgar; and Waseela-e-Taleem.  
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important thing, however, is the ability of any programme to evolve with time tailoring 
to the need to the user.  

Taking the example of RSBY in India from the South Asian region we see it grow 
from a scheme initiated in 2008 in just a few districts of southern India to one 
expanding to 25 districts now, covering over 37 million families. The RSBY is a 
cashless national health insurance scheme introduced by the Ministry of Labour and 
Employment, Government of India, to provide health cover to households that are 
below the poverty line, protecting them against financial liabilities that may arise from 
health seeking costs. Every family that is below poverty line holding the state 
issued ration card pays  30 (equivalent to less than US$ 0.51 in June 2014) 
registration fee to get a biometric-enabled RSBY smart card containing their 
fingerprints and photographs. The card enables them to receive an inpatient medical 
care of up to  30,000 (equivalent to approx. US$ 510 in June 2014) per family per 
year in any of the empanelled public or private hospitals. Pre-existing illnesses are 
covered from day one, for the head of household, his/her spouse and up to three 
dependent children or parents. The maximum number of family members that can 
enrol for an RSBY card is five, which potentially is the biggest issue with this 
scheme, leaving the decision to larger families to pick which of the five family 
members should be enrolled under the scheme.  

Cognizant of the shock a poor family may encounter in the face of rising health costs 
Government of Pakistan, under the Benazir Income Support Programme, started the 
Waseela-e-Sehat scheme to provide health cover to the poorest of the poor. Starting 
from just one district of the country, district Faisalabad, it now aims to increase its 
coverage.  

1.1.  A Snapshot of the Waseela-e-Sehat Scheme  
The Waseela-e-Sehat (WS) scheme is one of the major initiatives of the BISP that 
aims to provide health insurance to the destitute by improving access to quality 
health services, reducing income loss due to catastrophic health shocks, and 
providing financial cushion in case of death of the breadwinner of a poor and 
vulnerable family. The WS scheme comprises of health insurance and group life 
insurance programmes providing the extreme and chronic underprivileged with basic 
income support measures to access health care to cope with a variety of health 
shocks and insuring the breadwinner of a family to compensate the dependents of 
the deceased in case of his/her natural or accidental death (BISP, online).  

In 2012, a pilot project of the WS health insurance scheme was launched in 
Faisalabad district (Punjab) through which 75,000 families are benefiting health 
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services in eight empanelled hospitals (or health care providers). The benefit 
package includes: 

i. All medical inpatient facilities up to Rs.25,000 per family per year including 
all members of the family- female head, her spouse/husband, and 
dependent children of any age  

ii. Treatment of pre-existing diseases 
iii. Hospitalization 
iv. Day long indoor treatment 
v. Day care surgeries, and  
vi. Diagnostic tests  
vii. Rs. 300 for transport if admitted 

 

The GoP and the World Bank are the 
main financers of the BISP WS 
initiative. The State Life Insurance 
Corporation (SLIC) has been given the 
task to provide the health insurance 
product to the beneficiaries, the health 
care provider (HCP) are the hospitals 
which have been empanelled 
according to the BISP standards, and 
the GIZ provides technical assistance 
to BISP health insurance office by 
supporting the designing, refinement 
and roll out of this micro-insurance 
scheme for the ultra-poor.  

As the GoP intends to extend the WS 
scheme to the BISP beneficiary families all over the country, it is important to 
evaluate the efficiency and efficacy of the programme at the onset. The importance 
of patient involvement in the planning, delivery and evaluation of health care and 
subsequent benefits to consumers, providers and communities is well established. 
With an aim to conduct a survey of the Waseela-e-Sehat scheme in district 
Faisalabad, this study investigated the experiences, satisfaction and hospital 
utilization of the consumers/beneficiaries of the WS scheme.  

The study was conducted with the aim that its results would not only assist the BISP 
to address the critical policy, planning and practical issues related to WS scheme 
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delivery but also help the HCPs and the SLIC to improve their services through 
developing a consumer focussed health care insurance scheme that protects the 
beneficiary well and improves the health status of the population at large. Another 
motivation behind evaluating the WS scheme in the Faisalabad district was to 
identify the issues, if any, in the scheme and its implementation so as to rollout an 
improved WS scheme in other districts of Punjab and the provinces of Sindh, KP and 
Balochistan and the AJK and Gilgit-Baltistan regions.  

1.2. Objectives of the Study 
The basic aim of this study was to conduct an independent survey on beneficiaries’ 
experience, satisfaction and utilisation of the WS scheme in the Faisalabad district. 
The objectives of the study are:  

1. To evaluate the efficiency and efficacy of the WS scheme in the light of the 
patients’ perceptions, experiences, expectations and issues of concern.  

2. To investigate what the service providers feel towards the structure and 
functioning of the WS scheme and improving its functioning. 

3. To provide assistance to the BISP management and WS stakeholders in 
making effective decisions related to institutional structures and service 
delivery of the WS scheme, and to refine it in the light of the research 
evidence before rolling it out to other districts of the country.    

It is premised that the findings of the present study would also form a basis for 
research and advocacy for related purpose. By throwing light on both the demand 
and supply side of the WS scheme, the study will also be useful in proposing policy 
recommendations to address the critical issues to improve the design and delivery of 
the programme and attain its desired objectives before expanding it to other 
districts/regions of the country.  

1.3. Structure of the Report 
The findings of the present study are organised in nine sections in this report. A brief 
description of the sections is as follows.  

Section I: Introduction of the Study: giving background of the study, its rationale and 
the objectives. 

Section II: Methodology, Data and Analytical Tools: describing the locale of study, 
sample selection, survey tools, procedures used for data collection, study timeline 
and data entry and analysis.  
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Section III: Sample Demographics: giving an account of the basic characteristics of 
the sample including age structure, family size, educational level, occupation, 
income, asset possession and access to services.  

Section IV: Awareness of Waseela-e-Sehat: deals with the awareness level about 
the WS scheme, its benefits and validity, and sources of information. 

Section V: Health Service Utilisation and Out of Pocket Expenditure: talks about 
prevalence of illness, place of consultation, hospitalisation rate, travel time involved, 
and amount and sources of financing. 

Section VI: Experience and Satisfaction with the Service Providers: deals with 
services provided by SLIC, doctors, nurses and the allied staff. 

Section VII: Experience and Satisfaction with the Services Provided: throws light on 
care and treatment, cleanliness and overall hospital environment, and discharge 
from hospital.  

Section VIII: Overall Satisfaction for Waseela-e-Sehat and Reasons for Non-use 

Section IX: Conclusions and Policy Recommendations.  
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SECTION II 
METHODOLOGY, DATA AND ANALYTICAL TOOLS 

The objectives of the present study were achieved by applying a mix-method 
approach that combines different yet interconnected components. To achieve the 
desired objectives, the study collected information from all the four tiers of the 
‘Waseela-e-Sehat’ (WS) scheme, which are: beneficiaries, hospitals, SLIC and BISP 
officials. Information on perceptions, experiences and health service utilization was 
collected from the beneficiaries of WS scheme through structured questionnaires 
and focus group discussions (FGDs) using topic guides. Information was also 
collected from the officials of the empanelled hospitals, SLIC and BISP through in-
depth interviews to investigate their views regarding the functioning of the WS 
scheme.  

2.1. Locale of Study 
As mentioned earlier, the study was 
conducted in the Faisalabad district of the 
Punjab province. The District is comprised of 
six tehsils, all of which were proportionally 
represented in the study sample. The six 
tehsil in the district, as can be seen from the 
map on the right, are:  

i. Faisalabad city 
ii. Faisalabad Saddar 
iii. Chak Jhumra 
iv. Jaranwala 
v. Sumundri 
vi. Tandlianwala  

2.2. Sample Selection  
There are two types of BISP beneficiaries in Faisalabad- those who are covered 
under WS scheme and those who do not have WS coverage. The WS beneficiaries 
can be further classified into three categories, which are:  

a) Patients currently hospitalized using WS card- the Current Users  
b) Patients who had used the WS card in six months preceding the current 

survey- the Past Users, and  
c) Waseela-e-Sehat cardholders who have never availed the facility, that is the 

Non-users 
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The information from the current users was taken to gauge their views about their 
on-going experiences and satisfaction level vis-à-vis the healthcare services they 
were receiving. The perception and satisfaction regarding health care services might 
change as the duration of the treatment received increases. To capture these views 
patients who had received treatment six months prior to the start of the present study 
were also interviewed (the past users). Then there is also a group of people that has 
the WS card but has not used the service, for whatever reason, formed the third 
group, the non-users. In addition, to compare the experiences and utilization of WS 
beneficiaries with the non-beneficiaries, a sample of non-beneficiaries was selected 
from Faisalabad district which serves as the control group. The control group 
comprised of a socio-economically homogeneous group having a poverty score of 
less than 16.17, which is the cut off line set to receive the BISP benefits including the 
WS scheme. 

The BISP was requested to provide the latest listing of the WS beneficiaries and 
users before the start of the survey. The list provided to the study team was dated 
September 9, 2014, which formed the basis of drawing the sample of the study. 
According to the listing a total of 157,469 households were enlisted for the WS 
scheme of which 56,927 households had never used their card. The number of BISP 
cardholding households who were not covered by the WS scheme were 15, 819. 
The WS beneficiary families were located in approximately 200 union councils 
spread over six tehsils (Faisalabad city, Faisalabad Saddar, Chak Jhumra, 
Tandianwala, Jaranwala and Sumundri). The listing showed that the patients were 
using the WS card for over a hundred different types of medical treatments and the 
average length of stay at hospital was a little over two nights per patient per 
treatment.  

Based on the above information the sample was selected across the six tehsils for all 
four categories of respondents included in the present study, namely WS’s current 
users, past-users and non-users, and the control group. The  sample  for each group 
was calculated using its respective population size  (as shown in Table 2.1 below) 
with a 95% confidence level and a confidence interval of 4 for users (for both current 
and past) and a confidence level of 95% and a confidence interval of 8 for non-users 
(beneficiary but non-users and the control group). The following formulae were used 
to calculate the required sample size: 

Sample Size (S) = n / [1 + (n/population)] 
In which n = Z * Z [P (1-P)/(D*D)] 
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Table 2.1: Sample Distribution a 

  Sample 
component 

Numbers as found 
in BISP listing 

Numbers selected in 
the study sample 

1. Waseela-e-Sehat scheme 
beneficiaries  

Current users1        83   73 
Past users2      364 229 
Non-users3 56,929 177 

Sample sub-total   479 
2. Waseela-e-Sehat scheme 

non-beneficiaries  
Control group4 15,819 156 

Total number of families in the sample 635 
Note: a: The sample, except for the current users, was drawn from the listing provided by the BISP 
dated September 9, 2014. 
1: Beneficiaries who were currently in hospital  
2: Beneficiaries who availed WS within six months prior to the survey  
3: Beneficiaries who have never used WS   
4: BISP cardholders which are non-beneficiaries of WS 
 

 

2.2.1. Sample of current users 
To draw the sample of the currently hospitalised patients the seven WS empanelled 
hospitals were visited by the survey team. The hospitals were:  

a) Aslam Memorial General and Maternity Hospital, Tandlianwala 
b) Fazal Elahi Chatha Hospital, Jaranwala  
c) Maqsooda Zia Hospital, Faisalabad. 
d) Mian Muhammad Trust Hospital, Faisalabad. 
e) Mujahid Hospital, Faisalabad  
f) Rathore Memorial Hospital, Faisalabad  
g) Rehman Maternity Home & General Hospital, Khurrianwala 

Among these hospitals 83 patients were hospitalised under the WS scheme and 
based on the sample calculations 73 were included in the sample, constituting 11per 
cent of the total sample (see Figure 2.1).  

2.2.2. Sample of past users 
To examine patients’ utilization of healthcare services and satisfaction regarding the 
WS scheme, information from past users was also collected. The available statistics 
showed that 538 patients, coming from 364 families, were discharged from the seven 
empanelled hospitals who had received around 68 types of medical treatments 
during the six months preceding the survey (from April 10, 2014 to September 9, 
2014).  
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Using the random sampling technique 
and considering the 95% confidence 
level, 4 confidence interval and 
population of 364 families, the sample 
size of past users turned out to be 229 
families.  This accounts for 36 per cent 
of total drawn sample, as can be seen 
from Figure 2.1.  

iii. Sample of non- users 
After adjusting the number of past and 
current users, there were approximately 

56,927 families who had not used the WS scheme. A random sample of non-user 
families turned out to be 156, keeping into account a 95% confidence level, 8 
confidence interval and population of 56,927 families. This constitutes 28 per cent of 
the total sample (see Figure 2.1).  

2.2.3. Sample of the control group 
To compare the health service utilization of WS non-beneficiaries with WS 
beneficiaries, a sample of 156 families was interviewed. These families were 
selected using the 95% confidence level, 8 confidence interval and population of 
15,819 families, as found in the listing provided by the BISP.  As can be seen from 
Figure 2.1, the control group constitutes 25 per cent of the total study sample.  

The sample, thus, contained 302 user families (both Waseela-e-Sehat Card current 
and past users) and 333 non-users (including Waseela-e-Sehat Card non-users and 
non-beneficiaries – the control group). Approximately equal representation of both 
kinds of families gives the sample a stable make-up.  

2.2.4. Sample distribution by tehsil 
It was not just the user-status that was considered while drawing the sample. The six 
tehsils of the Faisalabad district were given proportional representation in the 
selected sample based on its numbers in the provided listing. If a tehsil had 25 per 
cent share in the listing for the current users it was given 25 per cent representation 
in the selected sample of current users. Following this formula the selected sample 
had 17 families from Chak Jhumra (3%), 161 from Faisalabad city (25%), 92 from 
Faisalabad Saddar (15%), 154 from Jaranwala (24%), 40 from Sumundri (6%) and 
171 from Tandlianwala (27%), as can be seen from Figure 2.2.   

The number of families selected in each tehsil mirrors its contribution to the 
proportion of each district in the total sample and its user-status. For instance, 

Figure 2.1: Sample distribution by user-status (%) 
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current users were highest in Tandlianwala so it had the maximum number of 
selected current users in the selected sample (see Figure 2.2).  

Figure 2.2: Sample distribution by tehsil (%) 
A: Proportion of each tehsil (%) B: Numbers by user-status and tehsil 

  
Source: WS Study 2014 

2.3. Survey Tools 

2.3.1. Collection of quantitative data 
A detailed questionnaire was developed to collect quantitative information from all 
the above mentioned categories of BISP-WS beneficiaries and non-beneficiaries. 
The structured questionnaire also takes into consideration the health seeking 
behaviour of each group. The questionnaire was tested through piloting in 
Faisalabad district in September, 2014, and finalized in consultation with BISP and 
GIZ prior to the survey conducted in October-November, 2014. The questionnaire 
covered the following dimensions providing indicators to gauge hospital utilisation 
and the perceptions and experiences regarding the WS scheme from both users and 
non-users.   

 Family’s demographic and socio-economic profile  

 Awareness about Waseela-e-Sehat scheme  

 Family’s health status: Illness and Health Care Cost  

 Patient’s experiences and perceptions regarding:   

o SLIC help desk  

o Medical doctors  

o Nurses  

o Allied staff  

o Care and treatment received  
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o Hospital facilities  

o Hospital environment 

o Discharge from the hospital  

 Overall experience of the respondent  

 
2.3.2. Collection of qualitative data 
In addition to the quantitative information, qualitative data were collected through 
focus group discussions (FGDs) and in-depth interviews with the beneficiaries, non-
beneficiaries and the service providers. The qualitative information provided rich 
contextual data and helped to understand the complexities of delivering the 
Waseela-e-Sehat scheme, and the factors affecting its functioning. The following 
tools were used for the collection of qualitative data.  

Focus Group Discussions 
A total of six FGDs were conducted during the field work, of which four FGDs were 
conducted with the WS scheme beneficiaries (i.e., past-users and non-users of the 
scheme), while the remaining two were administered with the non-beneficiaries – the 
control group – of WS scheme in Faisalabad district. Each FGD comprised of eight 
to ten participants sharing common characteristics, such as socioeconomic status 
and utilization of a particular health care facility. From the three types of FGDs (i.e., 
of users, non-users and the control group) one FGD each was conducted in the 
selected urban and rural locale (see Table 2.2).  

Table 2.2: Focus group discussions 

 FGD (Urban) FGD (Rural) Total 
WS Past-user Faisalabad city/Saddar Tandliawalan/Jaranwala   2 
WS Non-user Faisalabad city/Saddar Chak Jhumra 2 
Control group Faisalabad city/Saddar Tandliawalan/ Jaranwala  2 
Total 3 3 6 

 

An open-ended interview guide was used to execute these FGDs and was 
administered by the technical expert. During the FGDs, demographic data were 
collected by a helper, an observer took notes, and the moderator/facilitator led the 
discussion. The moderator ensured even participation, carefully presenting the key 
questions and maintaining a neutral attitude and appearance. The participating 
women were paid a token amount as a gesture of appreciation to them for taking 
their time out to share their views. 
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In-depth Interviews 
The officials of the empanelled hospitals (including professionals and support staff), 
SLIC and BISP were interviewed to gather their assessment of the functioning of WS 
programme and related supply-side issues being faced by the management in 
delivering the WS scheme. They were probed regarding their experiences and 
perceptions regarding the WS scheme and their views to improve it and help it 
achieve the targets it has set forth for itself. An open-ended interview guide was 
used to conduct these in-depth interviews, which were carried out by the technical 
expert himself.  
 

2.4. Data Collection 

2.4.1. Field team 
The quantitative data were collected by ten field enumerators led by two experienced 
supervisors. Each supervisor led a team of five enumerators, and each enumerator 
was given a task to complete three to four questionnaires in a day, depending on the 
availability of sample families. The field team completed the quantitative survey in 20 
days’ time. Though the survey could have been completed in a lesser duration but to 
maintain the quality of the data being collected enumerators were told not to rush 
through the questionnaire. Another reason adding to the duration of the survey was 
locating the sampled families (elaborated in a sub-section to follow). 

2.4.2. Enumerators’ training 
With the help of the Faculty of Social Sciences (FSS), University of Agriculture 
Faisalabad (UAF), selection and training of enumerators was carried out. Currently 
enrolled MPhil students at the FSS-UAF, who were at their dissertation stage, were 
hired, trained and utilized in the field survey. Selection of ten enumerators was done 
through an interview process determining their suitability for the assigned task. The 
selected enumerators, accompanied by their field supervisors, received a 
comprehensive two-days training, led by the technical expert, on techniques to 
collect the required information. After the in-door training sessions, field supervisors 
guided their teams to practice data collection in the field prior to the actual survey 
execution. This exercise made them familiar with the data collection process, 
improve their fluency and enhance the quality of interaction.  

 

2.4.3.  Data Quality 
Quality of the data collection process was ensured through random checking by the 
field supervisors, and regular field visits (monitoring) by the team leader and 
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technical expert. Data quality was further ensured by smart programming for data 
entry. The programme had checks to disable entry of invalid response codes for any 
question. The qualitative data, which is harder to gather, consolidate and analyse, 
was collected mainly by the technical expert himself to avoid any compromise on 
quality.  

2.4.4. Ethics and confidentiality  
The study gave utmost priority to research ethics and every attempt was made 
during the research process to be sensitive to wider ethical concerns. Principles of 
research ethics require that researchers should avoid harming participants involved 
in the process by treating all  equally, and respecting and taking into account their 
values and decisions (Flick, 2009). Considering this, all potential respondents were 
informed of the nature of the research and consent was obtained from the 
respondents prior to the interview.  

Confidentiality is an active attempt to remove from the research records any 
elements that might indicate the subject’s identities, while anonymity means that the 
subjects remain nameless. This study takes every care to ensure respondents’ 
confidentiality and the anonymity of individuals and their institutional affiliations 
where demanded/ required. 

2.4.5. Field operations 
The field operations were facilitated mainly by four persons in their own different 
ways. They were:  

1. Mr. Ghazanfar Mehmood, Divisional Director, BISP 
2. Dr. Muhammad Afzaal, Divisional Director, SLIC  
3. Dr. Sarfaraz Hassan, Associate Professor, FSS-UAF 
4. Dr. Sultan Ali Adil, Professor, FSS-UAF 

 

The biggest hurdle in the smooth functioning in the field was the listing of the 
BISP/WS beneficiaries in the Faisalabad district, which was needed to draw the 
sample and was to be provided by the BISP head office in Islamabad. First, despite 
several requests and reminders these lists were provided just a day before the 
survey started (after many postponements due to variety of reasons) because of 
which the research team faced difficulty in scheduling their field activities. Second, 
these lists were largely incomplete, out-dated and/or with wrong addresses and 
entries due to which the survey teams had a difficult time in the field while collecting 
primary data. To overcome this challenge, we sought assistance from the BISP 
Faisalabad office to facilitate the survey teams’ coordination with local BISP tehsil 
offices to help locate the sampled households and organise focus group discussions. 
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This resulted in adding an unplanned cost to the study as the BISP facilitators were 
remunerated for their much needed services.  
 

Some of the main issues identified in the listings were as follows:  
 Majority of the addresses were incomplete, indicating just area not the 

house, even for urban households. A large number of respondents in the 
list provided by the BISP office were not present at the given address/area, 
especially in Faisalabad city and Saddar area. In some cases their names, 
family information was correct, but CNIC number did not match.  

 The age of the respondents and their children were mostly wrong. At times 
a member’s name was on the WSC, but he/she was not a member of the 
family, e.g., brother-in-law, sister-in-law, niece, nephew, and siblings were 
registered.  

 In a number of cases CNIC numbers of beneficiaries were found to be 
wrong. We also found some respondents who were in the past-users’ list 
but they were actually non-users (or they had only availed OPD service 
from the empanelled hospital, hence could not use the WS card); due to 
which it was very hectic and time consuming for us to complete the sample 
size of past- and non-users.  

 The discharge information in the listing provided showed timing of 
discharge for dates that were yet to come or in cases they were 
discharged before they were admitted. All this created issues in identifying 
the beneficiaries who had used the facility in six months prior to the survey 
(the cut-off line for past-users).  

These issues related to locating houses were compounded further by the fact that 
the BISP-WS listing is based on the female head while on ground people mostly 
knew names of male members of the family. In the absence of proper addresses it 
was very difficult to locate a house only on the basis of the female cardholder’s 
name.  
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2.4.6. Study timeline 
The figure below summarises the timeline for the present study.  
 

 
 

2.5.  Data Entry and Analysis 
Data were entered by the IT persons hired for the task at PIDE using the programme 
designed for the purpose in Excel. The cleaning of the data was done to deal with 
any possible errors and omissions at the time of entry. As mentioned earlier, the data 
entry programme was designed in a way to ensure data quality as well. Once all the 
data were entered it was imported to SPSS version 22 for analysis purpose. The 
analysis was primarily done by the technical team of the study itself for a more 
thorough and robust understanding of the collected data.  

  

Project Activities
W1 X X X W2 W3 X X X X W4 X W5 W6 W7 W8 W9 W10 W11 W12 W13 W14 W15 W16 W17 W18 W19 W20

Action 1: Homework
Inception Report
Formulation of questionnaire
Feedback from GIZ & BISP

Action 2: Pre-field
Pilot visit (Faisalabad)
Piloting
Selection of Enumerators
Finalization of survey tools
Training of Enumerators

Action 3: Field
Data collection (Survey)
Data collection (FGD)
Data collection (Service Provider)
Monitoring

Action 4: Data Entry
Data entry programme
Data cleaning
Data entry

Action 5: Data Analysis
Data analysis I
Data analysis II
Preliminary Research Findings

Action 6: Write up
Report write up
Draft report & presentation
Final report 

Dec-14 Jan-15Jul-14 Aug-14 Sep-14 Oct-14 Nov-14
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SECTION III 
SAMPLE DEMOGRAPHICS 

Before we get into the experiences and perceptions of the WS beneficiaries and non-
beneficiaries about the scheme it would be useful to have an overview of the basic 
characteristics of the study sample. It is mainly these characteristics that affect the 
use or non-use of any service be it health, education or civil amenities. 
 
3.1. Age Structure 
The age structure of the population is arguably the most important characteristic for 
the repercussions it has on other aspects of life. In the context of the present study, 
health needs vary with age so it is imperative to have an idea about the age structure 
of a population before designing any health intervention. Figure 3.1 shows that a 
major proportion of population falls in the working age groups, i.e., 15-64 years old, 
having a share of more than 50 per cent. The trend is replicated by all categories 
formed on the basis of WS user-status, as can be seen from Figure 3.1.  
 

Figure 3.1: Age-structure composition by WS user-status (%) 

 
Source: WS Study 2014 

 
 
3.2. Family Size  
The mean size of the family in the study was found to be 6.9 persons per family (see 
Figure 3.2). Among the tehsils, Chak Jhumra had the largest mean family size, 
having 7.4 persons per family, while Tandlianwala had the smallest family size of 6.5 
persons. Considering the user-status, current-users were found to have the largest 
family size (7.2 persons) while the control group had the smallest family size (6.4 
persons). For the present study it means that a single WS card has to cater to the 
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health needs of approximately 7 persons in district Faisalabad, making it 
approximately Rs. 3500/- per person per annum in the six tehsils of district.  
 

Figure 3.2: Mean family size by tehsil and user-status 

 
Source: WS Study 2014 

 
3.3. Education Level  
The educational levels were poor in the study population with approximately half the 
males and females having never been to school, as can be seen from Figure 3.3. 
Not surprisingly females, in all tehsils, have lower educational attainment rates than 
their male counterparts. Only miniscule proportions, of both males and females, have 
studied for eleven years or more, (see Figure 3.3). Apart from the generally low 
educational levels in the country as it is, the rather depressing educational figures 
found in the study population should be understood in the backdrop of the fact that 
these are poorest of the poor in the district, and not surprisingly lack in educational 
attainment as well. As can be seen from Figure 3.3, Sumundri had the lowest 
educational levels, for both males and females, while Chak Jhumra had the lowest 
rates for those who had never been to school. These low educational levels have 
implications for the WS scheme especially with regard to the awareness level as 
different awareness creating strategies are needed to be designed for a literate and 
an illiterate population, respectively.  
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Figure 3.3: Educational level by sex and tehsil of 10+ population (%) 
A: Males B: Females 

  
Source: WS Study 2014 

 
3.4. Occupation 
A population’s occupational composition is a good reflector of its economic standing. 
And a look at the study population’s occupational distribution shows that a vast 
majority of females were not involved in any income-generating activity while 
majority of the males were involved in elementary jobs (see Figure 3.4). These 
trends were evident in all tehsils of Faisalabad district. With a very small proportion 
working in the services sector or performing skilled jobs, as can be seen from Figure 
3.4, majority of the population was either employed in elementary jobs or was 
economically not active.  
 

Figure 3.4: Occupational distribution by sex and tehsil of 15+ population (%) 
A: Males B: Females 

  
Source: WS Study 2014 
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3.5. Income 
Access to finances is an important, if not the most important, factor to seek treatment 
in case of need. With an average income of Rs. 10, 737/- per family per month it is 
hard to cover any health cost if need be. With a mean size of seven persons per 
family, as we saw in section 3.2, this leaves approximately Rs. 1500/- per person per 
month for all his/her needs. Given the ever-increasing cost of healthcare, including 
consultation, diagnostics and medicines, there is hardly a scope for getting good 
quality medical help with such low income levels. Tehsil Sumundri (a  meagre Rs. 
5,558/- per family per month) had lowest income levels followed by Tandlianwala 
(Rs. 9,656/-) and Jaranwala (Rs. 10,665/-). Sumundri’s situation is very perilous with 
hardly a few hundred rupees available per person in the family. Looking at the 
income differentials among different user-status families we see that the current-
users have the highest income level (Rs. 11,352) and the control group the lowest 
(Rs. 10,430/-). The control group having the lowest income level hints to the fact that 
the BISP beneficiaries deprived of the WS scheme should be included in the cover 
soon as they might be stressed the most in case of a health need.  

3.6. Asset Possession and Access to Services 
Possession of different assets is not only an indicator of a family’s economic position 
but also defines the way they can access health facilities and related information. 
Likewise, access to basic civil amenities can have a direct impact on health and 
disease level. Poor sanitation or water quality can become a source of disease 
transmission, leading to ill-health and consequent health cost. As can be seen from 
Figure 3.6, around half the sample population had access to improved sanitation 
facilities but access to piped water was a low 18 per cent. Water borne diseases are 
a major source of disease burden in the country and the study locale present a 
scenario that is not different. 
Likewise, a majority lived in a 
single room house, which due 
to congestion can be a source 
of ill-health.  
 
Possession of mobile phones 
was common, with a big 86 
per cent of the families owning 
at least one set. Considering 
the poor economic status of 
the sampled households, 

Figure 3.5: Mean monthly income by tehsil & user-status (Rs.) 

 
Source: WS Study 2014 
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respondents were not asked about if they possessed a TV or a radio, or subscribed 
to a newspaper, but if they had access to one. Those listening to radio or reading a 
newspaper comprised a very small proportion (5 per cent each) of the sample 
population while for TV viewing the proportion was much higher (45 per cent), as can 
be seen from Figure 3.6.   

Figure 3.6: Asset possession & access to services (%) 

 
Source: WS Study 2014 
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Figure 4.2: Source of information about WS (%) 

 
Source: WS Study 2014 

SECTION IV 
AWARENESS OF WASEELA-E-SEHAT 

 
To avail any facility one has to be first aware of it, and to utilise it fully one has to 
have a clear idea about the benefits provided by it and the procedures involved to 
draw those benefits. The present study before investigating beneficiaries’ 
experiences and satisfaction regarding the WS scheme asked them questions 
regarding their awareness level of what the scheme actually entails.  
 
4.1. Awareness  
The study population was asked a 
general question initially about if they 
were aware of the Waseela-e-Sehat 
scheme. Figure 4.1 presents the 
results of this query and we see near 
to two-thirds of the population in all 
tehsils is aware of its presence. The 
awareness level was found to be 
lowest among those living in tehsil 
Chak Jhumra. This, however, 
includes the current, past and non-
users as well so controlling for the beneficiary status we see that less than one-third 
(32 per cent) of the sample in the control group knew about the Waseela-e-Sehat 
scheme.  
 
4.2. Source of Information 
The respondents who said that they know about WS scheme were asked about who 
told them first about it. This 
question was asked of WS 
beneficiaries as well. As we can 
see from Figure 4.2, in all the 
tehsils and among the WS 
beneficiaries it is the BISP 
officials who were the first 
source of information for them. It 
was only the control group 
where others like relatives, 
friends or neighbours provided 

Figure 4.1: Awareness of Waseela-e-Sehat (%) 

 
Source: WS Study 2014 
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this information to them.  Who exactly belongs to this last category would be 
discussed later in the section while dealing with the qualitative research. Electronic 
and print media play a very nominal role in educating people about the WS.  
 
4.3. Awareness about WS Benefits 
The respondents who claimed to be aware of the WS scheme were asked if they 
knew about all the benefits provided under the scheme, the results of which are 
presented in Table 4.1. Among the study population 75 per cent believed that they 
knew about all the benefits. The rate was highest among the respondents in 
Tandlianwala (83 per cent) and lowest in Chak Jhumra (36 per cent). Considering 
the user-status we see the awareness level to be highest among the current users 
(97 per cent) and, not surprisingly, lowest among the control group (32 per cent), as 
can be seen from Table 1.  
 
Table 4.1: Awareness about WS benefits by user-status and tehsil (%) 
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Current users 97.0 56.8 24.3 14.9 52.7 5.4 25.7 20.3 
Past users 91.6 51.5 19.4 15.9 42.7 6.6 18.5 13.7 
Non-users 57.0 22.6 9.0 7.9 27.7 3.4 2.8 0.6 
Control group 31.8 3.2 1.3 1.9 7.1 0.0 0.6 0.6 
         
Chak Jhumra 36.4 11.8 11.8 0.0 23.5 5.6 11.8 0.0 
FSD City 77.5 34.2 13.7 9.3 37.3 6.8 13.7 5.6 
FSD Saddar 79.5 32.6 4.3 9.8 26.1 0.0 7.6 3.3 
Jaranwala 72.7 33.1 17.5 6.5 31.8 3.9 7.1 4.5 
Sumundri 48.3 23.1 0.0 10.3 10.3 0.0 0.0 17.9 
Tandlianwala 83.3 33.3 14.6 15.2 32.2 3.5 14.6 12.6 
         
Total 75.4 32.2 12.6 10.1 30.1 3.9 10.6 7.6 

Source: WS Study 2014 
 

When each benefit was probed one by one we saw a very poor awareness level 
among the respondents, including those among the current and past users. 
Availability of Rs. 25,000/- and full hospitalisation were the two benefits that did have 
some degree of knowledge among the respondents with 32 per cent and 30 per cent 
giving an answer in the affirmative, respectively (see Table 4.1). Other benefits, 
including treatment of pre-existing diseases, day surgeries, diagnostics, and 
payment of transport charges for admittance were reported to be known by a very 
small proportion of the study population.  
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4.4. Duration of WS Card Validity  
After asking about the benefits given under the WS scheme, respondents were 
probed about what they thought was the duration of the validity of a WS card (WSC). 
The responses received from the field, as presented in Figure 4.3, showed that there 
was a general lack of awareness among the people regarding WSC and its validity 
was no exception. It was only a minority knowing that the validity of a WSC is of one 
year only. From being reported to be valid for six months by some there were others 
who thought the WSC came with an unlimited validity (see Figure 4.3). Lack of 
having this very vital information was resulting in the lack of use of the WSC in some 
cases and over spending in others. In some of the tehsils the knowledge about the 
validity period was abysmally low with big proportions reporting total lack of 
awareness about it, like in Chak Jhumra (75 per cent) and Sumundri (87 per cent).  
 

 
Figure 4.3: Validity of Waseela-e-Sehat card (%) 

 

 
Source: WS Study 2014 

 

4.5. Findings from the FGDs 
Qualitative data was used to triangulate the results achieved in the quantitative part 
of the study. The findings from the FGDs too showed that the overall awareness 
about Waseela-e-Sehat scheme and its benefits was extremely low. It was 
somewhat better in Faisalabad City and among past-users, but a vast majority either 
had extremely low knowledge or was just unaware of the details regarding the WSC. 
The first source of information was mostly BISP officials followed by some local area 
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self-appointed helpers (LASAH)4 who had visited the house and helped families 
register for the WS scheme.  

Although BISP officials claimed that they had launched an awareness campaign and 
keep visiting villages regularly, most of the respondents negated the claim and they 
generally lacked awareness about the scheme. A vast majority was unable to tell us 
about the benefits of WS scheme and were mostly unaware of the procedure 
involved – such as, how to use the card, where this card can be used and how to 
check the remaining balance. Only a few (mostly past-users) knew that the card can 
only be used for free hospitalisation and free medication at selected empanelled 
hospitals.  

Some of the reasons reported in the FGDs for this lack of awareness by women 
were:  
 There was no awareness campaign in the last two years. The only campaign 

launched in this regard was at the start of the WS scheme which was mostly 
done through banners and brochures. Since a vast majority cannot read, as 
we saw in section III earlier,  the medium used was of no advantage. Almost 
every woman had received the WS brochure with her WSC, but she either 
never opened it or being illiterate could not read/comprehend it.  

 While registration, BISP officials and LASAH had actually miscommunicated – 
gave inaccurate and/or inadequate information – about the benefits of the 
WSC or the beneficiaries sometimes misinterpreted the message.  

 A number of people had a perception that there were Rs.25,000/- on the card 
which they will get in cash if they do not utilise the funds by the end of the 
year. This was also triangulated with SLIC and BISP officials. This 
misconception was widely prevalent among the WS cardholders. For 
instance, in Jaranwala during an FGD a woman handed over her WSC and 
asked to be paid Rs.25,000/-. When she was told that it cannot be done, she 
insisted and said, “you can take some money from it, but do give me the 
remaining amount.”  

 People were mostly dependent on LASAH and past-users for information and 
guidance, mainly due to the ease in accessing them. People usually do not 
visit Tehsil offices for information largely because of the distance and 
opportunity cost involved. To resolve any issue, the first preference for 

                                                      
4 Local area self-appointed helpers (LASAH) refer to individuals at a localized level who volunteer help with the 
hope to achieve some socio-political prominence along with some economic gains. They are not exactly 
working on altruistic motivations, but are helpful to the people nonetheless.  
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everyone was the LASAHs who were comparatively easy to access than BISP 
local officials. Further, a past-user is an important source of information for 
other cardholders regarding utilisation of WS facility. A bad experience of a 
past-user could, thus, damage the reputation of an empanelled hospital, a 
medical doctor, as well as the WS scheme on the whole.  

Women in the FGDs said that since they were illiterate they could not read the WS 
brochure or banners, and hence could not understand what procedures they had to 
follow and what facilities the WS card offered. In areas outside Faisalabad city, 
majority was unaware of the benefits of the BISP card. Some respondents believed 
that the WS card can only be used for surgeries or the amount they are not utilizing 
is being accumulated and they will be rewarded with Rs.25000/- if they do not use 
the card at all. In some cases, when we asked the respondents to show us their 
WSC, they brought us both cards (BISP income support and WSC) without knowing 
the difference.  

A lot of participants in the FGDs had other misconceptions about the benefits and 
use of the WSC. Many thought that they can avail free medication and OPD services 
as well. A few thought that the card can only be used for ‘delivery cases’ and not for 
any other purpose. Some thought that the card could be used in any hospital since 
there is money on it. When asked who told them about the use in OPD, the most 
common response was ‘BISP official’ and/or LASAH. Some of the respondents went 
to the empanelled hospitals but returned unsatisfied because they did not get OPD 
treatment. They went there because tehsil office staff and/or LASAH initially told 
them about free treatment and medicines. Some of the respondents were genuinely 
angry and thought tehsil office and hospital people were corrupt.  

The study found that LASAHs have an important role in the delivery of BISP 
schemes. These individuals are mostly second-grade influential people (or more 
generously street bureaucrats) who act as a bridge between BISP officials and 
beneficiaries. Beneficiaries were mostly dependent on them for guidance and 
information. Interestingly, not only the beneficiaries were dependent on them but 
also the BISP tehsil office staff. During the field survey, these LASAHs helped the 
BISP officials and our research teams to gather people for interviews and focus 
group discussions. There was an informal arrangement between the BISP office and 
these individuals. Both facilitate each other to ultimately meet the objectives of the 
programme. They claim that they want to help the poor for free, but further 
investigation tells us that they have monetary and political motives. On the monetary 
side, they help BISP income support beneficiaries to draw their quarterly instalments 
from ATMs and get a share from the amount, while for WS beneficiaries they 
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arrange ambulances, motorbike and/or a young companion on daily-wage for the 
hospital visit. On the political side, they wish to be visible and influential in the 
community and some of them also wish to build their repute so that they can become 
a councillor in the local government elections whenever they take place. The study 
teams received a number of complaints about these individual’s exploitative 
behaviour but the WS cardholders being illiterate, mostly unaware and having limited 
access to BISP officials are at the mercy of these LASAHs. The only way out for the 
the WSC holders is better awareness level about the terms and procedures related 
to the use of the card and an easy direct access to BISP officials in case of need. 
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SECTION V 
SERVICE UTILISATION AND OUT OF POCKET EXPENDITURE 

 
Given the low awareness level vis-à-vis the WS card and its benefits we now come 
to its utilisation. How does the low awareness level reflect in its utilisation? Is the WS 
card used to the full? Does the card suffice to the health needs of its beneficiaries or 
are they still incurring any out of pocket expenditures?  These are the some of the 
questions that would be explored in this section which have important repercussions 
for the utilisation and satisfaction level of its users.  
 
5.1. Individuals Reporting ill 
The decision to approach a 
hospital would only be made after 
there is a realisation that 
something is medically wrong with 
an individual. Figure 5.1 shows 
the proportion of the population 
reporting ill in six months 
preceding the WS Study 2014, by 
tehsil and user-status. In all, a 
quarter of the sample population 
reported ill (see Figure 5.1). The 
rate, as one would expect, is the 
higher among the current-users 
(32 per cent) as compared to the past-users (27 per cent) and the control group (24 
per cent). The rate, expectedly, is lowest among the non-users (18 per cent), as can 
be seen from Figure 5.1. Among the six tehsils Chak Jhumra had the highest 
morbidity rate (32 per cent) while Faisalabad Saddar and Sumundri had the lowest 
rate (18 per cent).  
 
5.2. Place of Consultation 
Those who reported ill were then asked if they consulted any health provider and if 
yes, what was the first source they accessed to seek health. Table 5.1 shows that 
among the WSC users, both current and past, more than 90 per cent went straight to 
a WS empanelled hospital. On the other hand, the non-users mainly went to private 
hospitals/clinics (46 per cent), DHQ hospitals (24 per cent) and tertiary hospitals (21 
per cent), while the control group mainly accessed private hospitals/clinics (39 per 
cent) and DHQ hospitals (33 per cent). The low usage of primary health centres 

Figure 5.1: Proportion of the population reporting ill (%) 

 
Source: WS Study 2014 
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(PHCs), including rural health centres (RHCs), and tehsil hospitals hints towards a 
need to improve and upgrade these health facilities as they would be much quicker 
and cheaper to access than a faraway facility. 
 
Table 5.1: Source of consultation by WS user-status and tehsil (%) 
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Current users 93.0 1.2 0.0 0.0 0.0 1.2 4.7 100.0 
Past users 98.0 0.8 0.4 0.0 0.0 0.0 0.8 100.0 
Non-users 3.0 21.2 24.2 0.0 0.0 45.6 6.0 100.0 
Control group 0.0 5.6 33.3 11.1 5.6 38.8 5.6 100.0 
         
Chak Jhumra 75.0 0.0 0.0 0.0 0.0 25.0 0.0 100.0 
Faisalabad City 78.0 3.7 7.3 0.9 0.0 5.6 4.4 100.0 
Faisalabad Saddar 81.0 4.8 0.0 0.0 0.0 11.9 2.3 100.0 
Jaranwala 80.8 3.8 4.8 1.0 0.0 8.6 1.0 100.0 
Sumundri 87.5 0.0 0.0 0.0 0.0 6.3 6.2 100.0 
Tandlianwala 95.3 0.8 1.6 0.0 0.0 1.6 0.7 100.0 
         
Total 84.9 2.7 3.7 0.5 0.2 5.7 2.3 100.0 

Source: WS Study 2014 
 

 
5.3. Hospitalisation Rate 
For those who reported ill it was further probed that whether they were hospitalised 
or not. Figure 5.2 shows that the hospitalisation rates are higher among the WS card 
users, both past (69 per cent) and current (51 per cent), as compared to non-users 
(18 per cent). The rate is even lower for the control group (8 per cent). It would not 
be wrong to deduce that the WS cardholders feel having the financial cushion that 
the scheme provides motivating them to go ahead with the decision to get 
hospitalised in case of need. The much lower rates for the control group strengthens 
this idea further. Looking at tehsil differentials in the hospitalisation rates we see in 
Figure 5.2 that the rates range from a lowly 11 per cent in Chak Jhumra to a 
moderate 47 per cent in Tandlianwala.  
  



  Page 31 

Figure 5.2: Hospitalisation rates by WS user-status and tehsil (%) 

 
Source: WS Study 2014 

 
5.4. Travel Time 
The time needed to travel to the health facility is an important factor governing a 
decision to seek or not to seek treatment in case of need. Since the travel time is 
linked to a cost as well, it makes the distance doubly important in this decision. Table 
5.2 shows majority of the health seekers (36 per cent) travel between 15-29 minutes 
for reaching a health service. Irrespective of user-status and tehsil location, majority 
travels less than 30 minutes to get to the health facility. For those who have to travel 
farther, like the non-users or those living in tehsil Sumundri, travelling far can put an 
extra financial burden on the household. It is worth noting in Table 5.2 that a much 
smaller proportion among users of WS scheme, both current and past, travel 90 
minutes or more as compared to the non-users and the control group.  
 
Table 5.2: Travel time needed to reach the health facility (minutes) 

 < 15 15-29 30-44 45-59 60-89 90≤ Total 

Current users 13.1 47.6 17.9 3.6 8.3 9.5 100.0 
Past users 20.1 32.0 14.7 12.7 12.4 8.1 100.0 
Non-users 15.6 34.4 9.4 3.1 9.4 28.1 100.0 
Control group 29.4 35.3 5.9 0.0 11.8 17.6 100.0 
        
Chak Jhumra 0.0 0.0 25.0 50.0 0.0 25.0 100.0 
Faisalabad City 34.3 35.2 15.2 3.8 9.5 1.9 100.0 
Faisalabad Saddar 11.9 57.1 14.3 9.5 2.4 4.8 100.0 
Jaranwala 8.9 31.7 17.8 14.9 11.9 14.9 100.0 
Sumundri 0.0 31.2 31.2 18.8 18.8 0.0 100.0 
Tandlianwala 18.5 33.9 8.9 7.3 14.5 16.9 100.0 
        
Total 18.6 35.7 14.5 9.4 11.2 10.5 100.0 

Source: WS Study 2014 
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5.5. Source of Financing 
How do the families pay for their treatment expenditures? Our study data shows that 
a combination of sources to finance is used by each family to bear the cost of 
treatment be they WS users or non-users. Figure 5.3 shows that along with drawing 
upon the WSC the current and past users rely on household budget, assistance from 
relatives/friends and loan to take care of the treatment cost. On the other hand,  
family budget is the main source of financing for the non-users and the control group 
but a substantial proportion of the health cost is paid for by household savings, loans 
and even selling off assets. The proportion eating up savings or disposing off assets 
were minimal for the WS scheme users, as can be seen from Figure 5.3. Using 
savings or assets can throw a household further deep into poverty, and as many 
studies in Pakistan show health cost is a major source of keeping households caught 
in the poverty trap.  
 

Figure 5.3: Source of financinga treatment by WS user-status (%) 

 
Source: WS Study 2014. Note: Multiple responses allowed. 

 

 
5.6. Amount of Out of Pocket Expenditure 
OoP expenditures are a major deterrent in accessing health services and denting a 
family’s finances. Table 5.3 presents the OoP expenditures made by the study 
population for different purposes. We see the total OoP expenditure to be the highest 
among past users (Rs. 3293/-) with the current users (Rs. 2607/-) not lagging far 
behind. The high hospitalisation cost which otherwise is covered by the WSC shows 
lack of awareness on part of the users. We saw the hospitalisation rates to be much 
higher among the users than the non-users and that too can partly explain the high 
OoP expenditures among the users. Among the tehsils, sample population in 
Jaranwala was spending the highest amount (Rs. 3407/-) and Chak Jhumra with its 
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low hospitalisation rates was spending the least (Rs. 795/-). The high OoP 
expenditures by the WS cardholders emphasise the need to educate the users about 
the benefits covered under the scheme urgently.  
 
 

Table 5.3: Amount of out of pocket expenditure by type, WS user-status and tehsil 
(Rs.) 

 Travel Consultation Medicine Diagnostics Surgery Hospitalisation Total 

Current users 337.4 29.1 543.8 52.7 342.5 1301.2 2606.7 
Past users 403.4 15.0 704.8 111.4 359.0 1699.4 3292.9 
Non-users 254.3 134.4 1110.5 242.6 240.3 705.4 2687.5 
Control group 105.8 17.7 260.8 198.0 72.0 404.8 1059.1 
        
Chak Jhumra 48.2 11.8 88.2 176.5 0.0 470.6 795.3 
Faisalabad 
City 

361.5 131.7 955.2 295.8 200.0 1206.4 3150.7 

Faisalabad 
Saddar 

194.6 19.5 882.2 116.4 219.2 1842.5 3274.3 

Jaranwala 310.5 29.3 1129.7 212.3 523.2 1202.2 3407.3 
Sumundri 221.5 9.1 30.3 15.2 0.0 445.5 721.5 
Tandlianwala 304.8 4.4 131.7 17.4 200.0 862.9 1521.3 
        
Total 293.2 45.1 678.0 153.6 264.7 1125.5 2560.2 

Source: WS Study 2014 

 

5.7. Findings from the FGDs 

The discussions in the FGDs showed that health was on a low priority for the sample 
population largely due to the out of pocket expenditure and the opportunity cost 
involved. Lack of awareness was also contributing to it as just a few WS 
beneficiaries knew the exact benefits the scheme offered. To avoid treatment related 
costs people only approach a hospital when the disease is on the last stage or 
transformed into a severe condition. In Faisalabad district, especially in Jaranwala 
area, stomach and liver related diseases were commonly reported by the FGD 
participants. Poor quality of drinking water and unhygienic conditions, as were seen 
in the low access to piped water earlier in Section III, were reported to be cause of it.  

It was worth noting in the quantitative part of the study that Chak Jhumra had the 
lowest utilization of WS scheme while Tandlianwala had highest rate among all 
tehsils. We probed both cases further in the FGDs and found an individual’s personal 
initiative to be the reason behind the high rates in Tandlianwala (see box below).  
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Box 1: The case of Aslam Memorial Hospital, Tandlianwala 
Aslam Memorial Hospital was established in 1997. The owner of the hospital, Mr Zakria (popularly 
known as Dr. Zakria), was a pharmacist by profession who started a clinic after the accidental death 
of his brother, Aslam, which was later upgraded to a hospital. Currently the hospital has 20 beds, an 
operation theatre, pharmacy, laboratory, ultra sound facility, OPD and a small team of dedicated 
staff. Though the hospital was not very clean, but was managing to entertain a large number of 
patients. Among all the WS empanelled hospitals, Aslam Memorial Hospital had the highest 
admission rate. The main reason for this was its coverage area. The hospital was entertaining 
patients from an 80 kms radius. People for Jaranwala (30 Km), Summundari (20 Km) and 
Tandlianwala (50 Km) were visiting the hospital regularly. According to Mr Zakria, 8-10 WSC 
patients visit the hospital every day.  
 
Another reason of higher admission rate at the Aslam Memorial Hospital was its marketing strategy 
which eventually improved its reputation and awareness among people. The strategy included:  

a) Cable TV: the hospital televised paid content on local cable TV cable and educated people 
about hospital facilities and the use of WSC 

b) Banners: they hung banners in the town areas, enlisting hospital facilities and free usage of 
the WSC at their hospital, and  

c) They periodically arranged free medical camps in backward areas of Tandlianwala, 
Jaranwala and Sumundri to provide free medical treatment.  

 
People consider ‘Dr. Zakria’ as an angel for them. One respondents said “Zakria tu farishta hai par us 
ke pas jaga nai hai iss liye wo dakhil (admit) nai karta par dawai de daita hai”.  (Zakria is an angel, he 
does not have enough space to admit all but gives medicines to all) 
 
Mr. Zakria explained that Tandlianwala area is too large and only one WS empanelled hospital is not 
enough. Empanelled hospital at Sumandri was delisted due to low number of visitors and now 
people from Sumandri also visited the Aslam Memorial Hospital for availing the WS facility.   
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The low rates of WS utilisation in Chak Jhumra can be understood from the box 
below.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
While discussing the OoP expenditure, participants in FGDs considered it the 
biggest hurdle in seeking treatment in case of need. Lack of knowledge regarding 
the WSC also added to the worries of its users. Some WSC holders were found to 
be paying for treatment that was in fact covered by the scheme. Some of the 
following quotes by women participating in the FGDs can throw light on the kind of 
concerns presented by the study population.  
 

“Meray teeno bachay zehni mareez hain, main bhi blood pressure ki mareeza 
hoon, magar sehat card main hamara elaaj mumkin nahi. Logon se paisay pakar 
pakar ke inn ka elaaj karwa rahi hoon. Yahan koi doctor nahin. Faisalabad jana parta 
hai. Ghar ka sara saman baich chuki hoon. – FGD Tandlianwala, non-user  
(All my three children have psychological problems. I am a suffering from blood 
pressure too but the WSC cannot treat us. I take assistance from people to pay for 
the treatment. There is no doctor here, have to go to Faisalabad. Have sold all 
household items.) 
 

Box 2: Case of Rehman Maternity Home & General Hospital, Khurrianwala, Chak 
Jhumra 

Rehman Maternity Home and General Hospital is situated at the outskirts of Faisalabad city. WS 
beneficiaries in Chak Jhmura were directed to use this empanelled hospital. A one-way distance 
from Chak Jhumra to Khurrianwala is 14 Km. The hospital has all the required facilities. The SLIC 
data shows lowest rate of admission at this healthcare facility. When probed further, we found 
following reasons for the low usage of the hospital: 

a) The empanelled hospital is too far and it is dangerous (security risk) to travel there during 
night time.  

b) The Tehsil hospital is fully functional at Chak Jhumra where people can avail all sorts of 
OPD and in-patient services due to which people prefer to get treatment from there.  

c) There were also some complaints about the attitude of hospital staff due to which people 
hesitate to travel there. 

 
“I would prefer to go to civil (Tehsil) hospital. I only have to pay one rupee for parchi (entry form) 
and I get free medicines. The Khurrianwala hospital staff is rude. They call us muft-khor (free 
riders).”  

An FGD participant in Chak Jhumra 
 
People were not satisfied with behaviour of the nurses and the staff and complained that they were 
not cooperative towards the WS patients. Sometimes people were guided that there was a 
particular doctor allotted for the WS patients, and they had to come again if that doctor was not on 
duty. The staff were also a source of misinformation. Some of the FGD participants reported that the 
staff told them that the WSC can only be used for up to three days of treatment and after that they 
have to pay their expenses of treatment. The doctors too at the facility were considered rude and 
aggressive.  
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“Mujhay paanch saal say gurday ki beemari hai, bohat takleef main hoon. 
Dawai bohat mehangi hain. WS card hai magar hospital walay kehtay hain ke bazar 
say khareedo.”  – FGD Faisalabad city, past-user 
(I have kidney problem for five years, and am in great pain. Medicines are very 
expensive. Have WS card but people at the hospital say buy from the market.) 
 

“Maine apnay baitay ke elaaj ke liye apni soonay ki angoothi baich di aur 
ristadaroon se paisay bhi pakray, magar who abhi tak theek nahi hoa.” – FGD 
Faisalabad, control group  
(I sold my gold ring to get my son treated, also took assistance from relatives but he 
still did not get well.) 
 

“Hum itna kharcha kar ke aaye aur kuch faida nahi hoa. Hospital waloon nay 
kaha ke ultra sound ke paisay do aur dawai bhi bahir store say lo.” 
– FGD Faisalabad city, past-user 
(We spent so much to get here but it was of no use. Hospital staff asks money for 
the ultra sound and tell me to get medicines from the market.) 
 

“Main teen din hospital rahi aur uss ke baad mujhay poochay baghair Rehman 
hospital waloon nay nikaal dia, kaha ke meray card main paisay khatam ho gaye 
hain. Agar rehna hai tou paisay jama karao.” – FGD Faisalabad, past-user 
(I was in the hospital for three days but then the Rehman hospital staff discharged 
me without asking me, saying there is no money left on my card. They said pay 
money if you want to stay.) 
 

“Hospital bohat door parta hai. Aanay janay ka 200 lag jata hai. Itna kharcha tu 
dawai pe nahi hota jitna karaye pe lag jata hai.” – FGD Tandlianwala, past-user 
(Hospital is too far. Rs. 200 are spent on travelling there. You don’t spend as much 
on medicines as you do on the fare.) 
 

“Meri khala ki baiti ko hospital walon ne kaha ke operation se pehlay paisay 
jama karwao. Agar kharcha 25,000 say kam hua tou paisay wapis mil jaeen ge 
warna hum paisay kaat lain ge.” – FGD Chak Jhumra, control group 
(My aunt’s daughter was told by the hospital staff to deposit the money in advance. If 
the expense is less than Rs. 25,000/- the remaining amount would be returned 
otherwise we’ll deduct all the money.) 
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SECTION VI 
 EXPERIENCE AND SATISFACTION WITH THE SERVICE PROVIDERS 

 
Once a patient is in the hospital the attitude of the healthcare providers matters a lot 
for the satisfaction level and future utilisation of the service. In the present case, 
once the WS cardholder is at the hospital, the SLIC desk is the first point of contact 
before proceeding on to see a doctor. In this section we would deal with the 
experiences and satisfaction level of patients with both kind of service providers- 
medical (doctors, nurses and allied staff) and non-medical (the SLIC help desk staff).  
 
6.1. SLIC 
6.1.1. Waiting time 
Waiting for long durations can become a source of annoyance especially in case of 
medical emergencies. The WS users in the sample were asked about how long they 
had to wait before being served at the SLIC help desk, results of which are 
presented in Figure 6.1. Near to half (47 per cent) the respondents said that they had 
to wait for less than 10 minutes at the SLIC help desk while there was a substantial 
proportion (28 per cent) that had to wait for a duration of 30 minutes or more (Figure 
6.1). The trends were not different for the current and past users but quite a lot of 
fluctuation can be observed among the six tehsils. Waiting times were longest for the 
WS users in Chak Jhumra and Sumundri and shortest in Faisalabad Saddar (Figure 
6.1).  
 
 

Figure 6.1: Waiting time at SLIC help desk by WS user-status and tehsils (%) 

 
Source: WS Study 2014 
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6.1.2. Experience 
The WS users were then asked about what all they were told by the SLIC desk when 
they approached it. As can be seen from Table 6.1, the SLIC help desk’s 
performance was average at best. Less than two-thirds (64 per cent) reported having 
been explained the process to be followed for consultation, admission to hospital and 
how to get discharged after hospitalisation. The rates were even lower for: informing 
about the benefits of the WS scheme (46 per cent), explaining the procedure to 
lodge complaint (26 per cent); and asking for a feedback on their experiences and 
satisfaction regarding the whole process (24 per cent), as can be seen from Table 
6.1.  
 
Table 6.1: Experiences of WS users at the SLIC help desk (%a) 

 Explained 
consultation, 
admission & 

discharge process 

Informed 
benefits of 

WS 

Explained 
procedure to 

lodge complaint 

Asked for 
feedback 

Current users 63.9 36.6 16.7 12.5 
Past users 64.5 49.6 27.6 26.8 
     
Chak Jhumra 33.3 33.3 33.3 33.3 
Faisalabad City 63.2 38.7 25.0 18.4 
Faisalabad Saddar 80.6 72.2 41.7 47.2 
Jaranwala 58.7 32.0 16.0 18.7 
Sumundri 52.9 45.7 21.4 21.4 
Tandlianwala 57.8 48.0 25.5 23.5 
     
Total 63.7 46.2 25.2 23.5 
Source: WS Study 2014. Note: a- Proportion responding in an affirmative. 

 
If we look at the differentials at the tehsil level, SLIC desk gets its best feedback from 
the users in Faisalabad Saddar, and poorest feedback by users in Jaranwala and 
Chak Jhumra (see Table 6.1). This coincides with the findings we reached for the 
poor awareness level of the sample population regarding the WS scheme. The SLIC 
help desk could have played a better role in educating and sensitising the WS 
cardholders accessing them about the procedures and benefits linked to it.  
 
6.1.3. Overall satisfaction  
The WS card-users were inquired to rate their overall experience regarding SLIC 
help desks at the empanelled hospitals they had accessed. The lack of conveying 
WS related information can have negative consequences for the scheme’s delivery 
but as far as the users are concerned they were generally satisfied to very satisfied 
with the services provided by the SLIC help desk. As can be seen from Figure 6.2, a 
very small proportion of the WS users, past or current, and living in any of the six 
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tehsils were dissatisfied with the performance of the SLIC help desk and an even 
smaller proportion felt very dissatisfied with it (see Figure 6.2).  
 

Figure 6.2: Satisfaction level with SLIC help desk (%) 

 
Source: WS Study 2014 

 
6.2. Doctors 
6.2.1. Experience 
Satisfaction and a relationship of trust with the doctor are vital for a patient’s 
recovery. This trust can be built through patience, knowledge and respect given to 
the patient. The study population that had accessed any doctor were asked a few 
questions to know about their experiences and satisfaction level regarding the 
interaction, the results of which are presented in Table 6.2. There is an obvious 
difference between the responses given by the WS users compared to non-users, 
with the prior giving a much positive feedback than the latter.  A doctor’s service was 
judged asking four main questions, which were: was his/her reply to any question 
understandable to the patient; did the doctor evoke trust and confidence; were there 
enough doctors on duty; and did the doctor treat with respect and dignity. An 
affirmative reply was given more frequently by the WS users (past and current) than 
non-users, and by those living in tehsils Faisalabad Saddar and Sumundri than in 
other tehsils, as can be seen from Table 6.2. 
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Table 6.2: Experiences with the doctors by WS user-status and tehsils (%a) 
 

 Reply was 
understandable 

Had trust & 
confidence  

Had enough 
doctors on duty 

Treated you with 
respect & dignity 

Current users 84.7 88.9 79.2 84.7 
Past users 79.5 79.9 73.8 83.4 
Non-users 66.7 73.3 70.0 80.0 
Control group 57.1 64.3 64.3 71.4 
     
Chak Jhumra 75.0 75.0 50.0 75.0 
Faisalabad City 76.1 83.0 76.1 88.6 
Faisalabad 
Saddar 

92.5 87.5 87.5 95.0 

Jaranwala 75.3 75.3 63.4 76.3 
Sumundri 86.7 93.3 98.8 99.2 
Tandlianwala 77.1 79.0 74.3 77.1 
     
Total 78.6 80.6 74.2 82.9 
Source: WS Study 2014. Note: a- Proportion responding in an affirmative. 

 
6.2.2. Overall satisfaction 
As we can see from Figure 6.3, the satisfaction level with the doctors was generally 
high in the sample population, with a predominant proportion of the WS users (over 
80 per cent) either being satisfied or very satisfied with the doctors they accessed. A 
very small proportion was dissatisfied with the experience regarding their interaction 
with doctors but it is worth noting that the rate is much higher among the control 
group than that reported by the WS cardholders (see Figure 6.3).  
 
Figure 6.3: Overall satisfaction level with the doctors by WS user status and tehsil (%) 

 
Source: WS Study 2014  
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6.3. Nurses 
6.3.1. Experience 
Nurses are the backbone of any hospital and since they have the maximum 
interaction with patients, especially those who are admitted, they need to be 
accessible, knowledgeable and enjoy trust from the patients. The study population 
was inquired about their interaction with the nurses at the hospital they were 
admitted and how they felt about it. As Table 6.3 shows, generally a positive 
feedback was given about the nurses by the respondents. Near to four-fifths reported 
that whenever they asked them any question their response was clear and could be 
well-understood. The rate was higher among the WS users than non-users, and 
among the six tehsils Faisalabad Saddar fared the best (Table 6.3). Likewise, the 
rate of having trust and confidence in the nurses was higher among the WS users 
(current and past both) than among the non-users and the control group (see Table 
6.3). Nurse absenteeism is an often reported complaint at most hospitals but the 
responses given by the WS current users (79 per cent) and past users (76 per cent) 
suggest that there were enough nurses present on duty all the time. Among the 
tehsils, Faisalabad Saddar fares better than other tehsils on this account as well (see 
Table 6.3). Did the nurses treat their patients with respect and dignity? Majority of 
both categories of WS users gave an answer in the affirmative (current users 82 per 
cent and past users 75 per cent). On the contrary the rate was much lower (54 per 
cent) for the non-users.  

 
Table 6.3: Experiences with the nurses by WS user-status and tehsils (%a) 

 
 Reply was 

understandable 
Had trust & 
confidence  

Had enough 
nurses on duty 

Treated you with 
respect & dignity 

Current users 84.7 81.9 79.2 81.7 
Past users 78.9 76.1 76.2 74.4 
Non-users 57.1 57.1 57.1 53.6 
Control group 71.4 64.3 78.6 71.4 
     
Chak Jhumra 75.0 75.0 75.0 50.0 
Faisalabad City 78.6 79.8 86.9 78.6 
Faisalabad 
Saddar 

95.0 90.0 87.5 95.0 

Jaranwala 76.3 68.8 68.8 67.7 
Sumundri 73.3 93.3 80.0 86.7 
Tandlianwala 72.4 69.2 66.7 67.3 
     
Total 78.0 75.3 75.4 74.1 
Source: WS Study 2014. Note: a- Proportion responding in an affirmative. 
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6.3.2 Overall satisfaction 
Although not as positive as for the doctors but the study population was generally 
satisfied with the performance of the nurses, as can be seen from Figure 6.4. 
Following the trend shown for the satisfaction level for the doctors, the WS current 
and past-users had a higher level of satisfaction for the nurses at their hospitals than 
the non-users and the control group. A near to 40 per cent even reported to be ‘very 
satisfied’ among both the categories of WS users, current and past. Faisalabad 
Saddar again proved to have the most satisfied population with the performance of 
the nurses, followed by Sumundri (see figure 6.4).  
 

Figure 6.4: Overall satisfaction with nurses by WS user-status and tehsil (%) 

 
Source: WS Study 2014  

 
6.4. Allied staff 
6.4.1. Experience 
In the course of the treatment a patient comes across not just the doctors and nurses 
but other related staff of the hospital as well. Respondents in the study population 
were asked about their experiences regarding their interaction with the allied staff, 
and their responses can be seen in Table 6.4. A trend similar to those found for the 
doctors and nurses was replicated for the experience linked to the allied staff. The 
WS-users had a better feedback for the allied staff than the non-users and the 
control group, and Faisalabad Saddar fared better than other tehsils (see Table 6.4). 
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Figure 6.4: Experience with the allied staff by WS user status and tehsil (%a) 
 Reply was 

understandable 
Had trust & 
confidence  

Had enough staff 
on duty 

Treated you with 
respect & dignity 

Current users 83.3 83.3 81.9 86.1 
Past users 73.9 74.2 73.5 79.2 
Non-users 51.7 51.7 55.2 55.2 
Control group 71.4 71.4 78.6 78.6 
     
Chak Jhumra 50.0 50.0 25.0 50.0 
Faisalabad City 74.4 80.2 73.3 82.6 
Faisalabad 
Saddar 

80.0 80.0 90.0 87.5 

Jaranwala 68.5 67.0 69.6 72.8 
Sumundri 93.3 80.5 80.0 86.7 
Tandlianwala 74.0 73.1 73.1 76.9 
     
Total 73.9 74.1 73.9 78.6 
Source: WS Study 2014. Note: a- Proportion responding in an affirmative. 

 
6.4.2. Overall satisfaction 
The study population was asked to rate its overall satisfaction level regarding their 
interaction with the allied staff at the hospital they had accessed. More than 80 per 
cent of the respondents were satisfied (55 per cent) or very satisfied (32 per cent) 
with the services provided by the allied staff at the hospitals they were admitted, as 
can be seen from Figure 6.5. The WS-users were visibly more satisfied/very satisfied 
than the non-users, while the proportion very dissatisfied was the highest among the 
control group (see Figure 6.5). Looking at the tehsils, Faisalabad Saddar/City and 
Sumundri appeared most satisfied with the performance of the allied staff while 
Jaranwala the least. Results for Chak Jhumra should be interpreted with caution 
because of the few numbers in this category.  
 

Figure 6.5: Overall satisfaction level with allied staff by WS user status and tehsil (%) 
 

 
Source: WS Study 2014 
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6.5. Findings from the FGDs 
The WS beneficiaries were generally satisfied with the experience they had with the 
health service providers at the hospital they were admitted to, including the SLIC 
help desk, doctors, nurses and the allied staff. Participants in the FGDs generally 
had no issues or complaints related to the SLIC help desk. Since the number of 
visitors with the WS card is quite low, people usually do not have to wait for long. 
The SLIC health facilitation officer (HFO) works from 9:00 am to 5:00 pm, while the 
hospital administrator takes charge of the desk during afterhours. It is an informal 
arrangement between SLIC and HCP. In case where an emergency surgery is 
required during afterhours, the hospital administrator gets in touch with SLIC HFO or 
the divisional head. Women in the FGDs reported that Rehman Hospital 
(Khurainwala), Chatta Hospital (Jaranwala) and Aslam Memorial Hospital 
(Tandlianwala) had no separate SLIC help desk. Only Mujahid Hospital and Mian 
Trust Hospital Faisalabad had separate offices. Despite the absence of separate 
SLIC help desks the WS users said they were generally satisfied with the services 
they were being provided.  

Women in the FGDs who had availed the WS scheme were discernibly more 
satisfied with the doctors, nurses and allied staff than the non-users and the control 
group. The WS beneficiaries from Sumundri were mostly availing services at 
Tandlianwala hospital so distance was an issue for them but still they were generally 
satisfied with the services being provided to them. Most of the time there was only 
one medical doctor and one nurse (who was also a receptionist) at Aslam Memorial 
Hospital, Tandlianwala, but they were somehow managing to take care of the 
patients’ inflow. The WS users, however, had reservations about the staff at Rehman 
Hospital, Khurrianwala, and Mian Hospital, Faisalabad.  

In the focus group discussions certain WS non-users excessively complained about 
the disgraceful treatment they received at the Mian Trust Hospital and Chatha 
Hospital. Upon further discussion it was found out that in both the cases hospital 
staff refused to entertain them since their diseases were not enlisted in the WS 
scheme. In one case a woman herself and in the other her husband were suffering 
from hepatitis C and wanted the staff to admit them for treatment in the WS 
empanelled hospital. In-depth interviews with the health service providers helped us 
to further probe this. A hospital staff from Faisalabad Saddar told us that they often 
face such frustrated patients due to lack of awareness. He further said: 

“People often demand free OPD, with free medication, which is not 
covered under the WS scheme. When we refuse to do so, they think 
we are not entertaining them well and start cursing us. We try to 
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entertain them as much as we can, but it is still very difficult to refuse 
anything which is not in their entitlement. We know these frustrated 
people would take a wrong impression and that costs us our 
reputation.”  
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SECTION VII 
EXPERIENCE AND SATISFACTION WITH THE SERVICES PROVIDED 

 
The previous section showed that the WS-users were generally more satisfied with 
the service providers they were interacting with than the non-users and the control 
group. Did they feel the same way about the services provided as well? This 
includes not just the healthcare and treatment provided during stay at the hospital 
but also the overall cleanliness and amenities provided at the hospital and the 
experience linked to getting discharged from the hospital.  
 
7.1. Care and treatment 
7.1.1. Admittance 
Patients have their own evaluation regarding the urgency of their diseases and its 
treatment and the timing at which they feel they should be admitted to a hospital. A 
decision contrary to that, no matter how right medically, can affect their level of 
satisfaction with the services being provided. The study population was inquired if 
they were admitted to the hospital at a time when they thought was appropriate, and 
more than 70 per cent felt that they were, as can be seen from Figure 7.1. The rates 
are much better for the WS users, both current (80 per cent) and past (74 per cent) 
than the non-users (52 per cent) and the control group (57 per cent). This conforms 
to the overall better experience and satisfaction level among the WS users than the 
non-users found in the current study. Not much difference is found among the tehsils 
in this regard with the rates ranging from 67 to 77 per cent. Rate for Chak Jhumra 
should again be interpreted with caution because of the small number of cases.  
 
Figure 7.1: Timeliness of admitting to hospital by WS user-status and tehsil (%) 

 
Source: WS Study 2014 
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7.1.2. Treatment 
The study sample was asked about their impression regarding the different aspects 
of treatment they received at the hospital while they were admitted, the results for 
which are presented in Table 7.1. The WS users, both current (73 per cent) and past 
(72 per cent), felt clearer about the pathway that was given to them regarding the 
treatment that was going to be offered to them as compared to the non-users (44 per 
cent) and the control group (64 per cent). A similar trend is observable when asked 
about the privacy provided to them while being examined by the doctor, as can be 
seen from Table 7.1. On the question that whether sufficient information was 
provided about the patient’s condition or not, the WS non-users and the control 
group fare better that WS users (Table 7.1). The trends shown by tehsils are mixed 
but on average Sumundri and Faisalabad Saddar fare better than others.  
 
Table 7.1: Experience regarding treatment by WS user-status and tehsil (%a) 

 

 A clear pathway 
was given about 

treatment 

Was involved in 
decisions as 
much wanted 

Was given sufficient 
information about 

condition 

Given enough 
privacy while 

examined 
Current users 73.2 55.7 33.3 84.1 
Past users 71.6 54.2 29.2 75.8 
Non-users 44.8 50.0 43.3 56.7 
Control group 64.3 57.1 42.9 69.2 
    
Chak Jhumra 75.0 50.0 0.0 25.0 
Faisalabad City 63.2 49.4 25.3 72.9 
Faisalabad 
Saddar 

56.4 72.5 30.0 87.2 

Jaranwala 76.4 54.3 35.9 73.3 
Sumundri 80.0 78.6 6.7 93.3 
Tandlianwala 71.4 48.1 39.4 74.5 
    
Total 69.3 54.3 31.9 75.5 
Source: WS Study 2014. Note: a- Proportion responding in an affirmative. 

 
7.1.3. Overall satisfaction 
The study population was generally satisfied with the healthcare and treatment 
provided to them but contrary to the responses given to the queries related to the 
service providers, the control group comes out to be the most satisfied one, with 14 
per cent being very satisfied and 79 per cent being satisfied to the treatment and 
care they received (see Figure 7.2). The WS users, however, do not lag far behind 
with high satisfaction rates, as can be seen from Figure 7.2. Among the tehsils 
Sumundri has the highest satisfaction rates while Jaranwala the lowest.  
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Figure 7.2: Overall satisfaction with the care & treatment provided by WS user-status 
& tehsil (%) 

 
Source: WS Study 2014 

 
7.2. Cleanliness and hospital environment 
7.2.1. Hygiene 
Importance of cleanliness at hospitals cannot be over-stressed. Lack of hygienic 
conditions can exacerbate the already present health issues. The study population 
was asked if the hospitals they were admitted in always had clean rooms, with clean 
toilets having soaps in them. Table 7.2 shows that the WS users had a much higher 
proportion of those who reported their hospital rooms and toilets to be always clean, 
followed by the control group. The WS non-user group lags behind in all three 
selected indicators of general cleanliness. Among the tehsils, Faisalabad Saddar 
again fares the best followed by Sumundri (see Table 7.2).  
Table 7.2: Proportion with clean rooms, clean toilets, and soaps in the hospital (%) 

 Rooms were very clean Toilets were very clean Soap was always 
available 

Current users 66.2 57.7 29.6 
Past users 71.5 58.8 28.9 
Non-users 41.4 41.4 17.2 
Control group 57.1 46.2 38.5 
    
Chak Jhumra 75.0 25.0 25.0 
Faisalabad City 72.7 62.1 31.0 
Faisalabad 
Saddar 

87.2 69.2 48.7 

Jaranwala 60.4 51.6 19.8 
Sumundri 66.7 66.7 33.3 
Tandlianwala 61.0 51.4 25.7 
    
Total 67.3 56.6 28.4 
Source: WS Study 2014. Note: a- Proportion responding in an affirmative. 
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7.2.2 Overall hospital environment 
A hospital’s environment is more than cleanliness and the respondents in the 
present study were asked to rate the overall hospital environment. As can be seen 
from Figure 7.3, the WS users, current and past both, rated the overall environment 
of the hospital they were admitted to more satisfactorily than their counterparts in the 
non-user and control groups. A substantial proportion for the non-users (30 per cent) 
and the control group (21 per cent) was ambivalent about the hospital environment 
and rated it as “neither satisfied not dissatisfied” (Figure 7.3). Among the tehsils, 
satisfaction levels were the highest yet again in tehsils Sumundri and Faisalabad 
Saddar.  

 
Figure 7.3: Overall satisfaction with hospital environment by WS user status and 

tehsil (%) 

 
Source: WS Study 2014 

 
 
7.3. Hospital discharge 
7.3.1. Experience 
Once the treatment is over it is time for the patient to be discharged from the 
hospital. There, however, can be a difference of opinion in the timing for it between 
the patient and the healthcare provider. The study population was asked if they were 
involved in the decision to be discharged from the hospital, they results for which can 
be seen in Table 7.3. The WS past users (61 per cent) had a higher proportion of 
being involved in the decision to be discharged than the non-users (48 per cent) and 
the control group (50 per cent). The current-users of the WS scheme were obviously 
still in the hospital, so yet to experience the procedures carried out to get discharged. 
Among the tehsils it is again Faisalabad Saddar and Sumundri having a higher 
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proportion of patients being involved in the decision regarding their discharge from 
hospital (see Table 7.3).  

At the time of discharge a patient is meant to be told how to take the prescribed 
medicines and what those medicines are for. When put this question a big majority of 
the WS users (81 per cent) reported to be educated on these issues at the time of 
the discharge while the rate was much lower for the non-users (67 per cent) and the 
control group (71 per cent). The trends shown by tehsils for other aspects of health 
delivery were observed here as well (see Table 7.3).  
 
Table 7.3: Decision to discharge & prescription explanation by WS user-status and 
tehsil (%) 

 Involved in the decision to 
discharge 

Explained purpose/procedure for 
medicines 

Past users 61.4 80.9 
Non-users 48.1 66.7 
Control group 50.0 71.4 
   
Chak Jhumra 33.3 66.7 
Faisalabad City 55.0 86.3 
Faislabad Saddar 87.2 79.5 
Jaranwala 55.4 74.4 
Sumundri 75.0 93.8 
Tandlianwala 56.2 81.1 
   
Total 60.3 81.0 
Source: WS Study 2014. Note: a- Proportion responding in an affirmative. 
 
7.3.2. Waiting time 
The study population was asked if they had to wait for any reason before they could 
actually leave the hospital premises once the decision to get discharged was made, 
and Figure 7.4 shows that only a small proportion (15 per cent) had to go through 
this wait. The rates for the WS users conform to the sample rate while for the control 
group it is slightly higher at 21 per cent. The discharging process, as evident from 
Figure 7.4 was the quickest in tehsil Sumundri among all the tehsils.  
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Figure 7.4:  Waiting after discharge by WS user status and tehsil (%) 

 
 

Source: WS Study 2014 
 

7.3.3. Overall satisfaction 
The respondents who had an earlier experience to be admitted and then discharged 
from a hospital were asked to rate their overall experience regarding the process and 
we see the satisfaction levels to be much higher among the WS current and past 
users when compared to the WS non-users and the control group (see Figure 7.5). 
The satisfaction rates are lowest among the non-users with 19 per cent each being 
dissatisfied or ambivalent about the discharge process they had gone through, as 
can be seen from Figure 7.5. Among the tehsils it was again Sumundri with the most 
satisfied patients.  

 
Figure 7.5: Overall satisfaction with discharge process by WS user-status and tehsil (%) 

 
Source: WS Study 2014 
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7.4. Findings from the FGDs 
Majority of the participants in the FGDs was satisfied with the care and treatment 
provided by WS empanelled hospitals. They confirmed that the doctors involved 
them in the decision about their care and treatment at the hospital but the biggest 
advantage for the poor was that it was provided free of charge. It was mainly due to 
this factor that they seemed to be very satisfied with the whole process. According to 
the discussions in the FGDs, the overall care and treatment in Faisalabad Saddar 
was more satisfactory than other tehsils. Aslam Memorial Hospital, Mujahid Trust 
Hospital and Chatta Hospital were declared much better than Rehman Hospital, 
Khurrianwala. Some people were not satisfied with the Mian Trust Hospital treatment 
as they thought that people without WS card were receiving better attention and 
treatment than WS card-holders. On the whole, majority of the respondents were 
satisfied/very satisfied with the hospital facilities, and many of them demanded more 
empanelled hospitals and asked for food to be included in the WS scheme.  

Most of the FGD participants were satisfied with the hospital environment and found 
hospital rooms/ward and toilet fairly clean, having no issues with the actually poor 
hygienic conditions. Our observations, however, were quite different. Hospitals in 
Faisalabad city were generally clean; especially Mujahid Hospital, which was very 
well managed and clean, but hospitals in Tandlianwala, Khurrianwala and Jaranwala 
had extremely poor hygienic conditions.  

Overall, past-users during the FGDs expressed no issues with the discharge 
process. Most women reported prompt completion of procedure along with receiving 
medical details/reports and prescriptions. There, however, were a few dissenting 
voices coming from the rural areas of tehsil Tandlianwala and Chak Jhumra. Some 
women from these tehsils complained that they were discharged forcibly on the third 
day of admission and were told that their WSC funds have been fully utilized, and the 
scheme does not allow for more than three nights in the hospital. Being illiterate they 
said they had no idea if this was actually true or not.  
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SECTION VIII 
OVERALL SATISFACTION FOR WASEELA-E-SEHAT AND  

REASONS FOR NON-USE 
 
Having looked at the WS beneficiaries’ hospital utilisation, experience and 
satisfaction from a number of perspectives we would now look at their overall 
satisfaction about the whole WS scheme. At a time when we look at the WS users 
perception about the scheme we also want to decipher the reasons leading to the 
lack of use of WS card by many in the study area.  
 
8.1. Overall WS satisfaction 
A vast majority of the WS card users are satisfied with the scheme, including 44 per 
cent who were very satisfied and 35 per cent who were satisfied with what they had 
experienced (see Figure 8.1). The satisfaction rates are even better for the WS 
current users than the WS past users, as can be seen from Figure 8.1. Conforming 
to what we saw for the different components we explored to investigate beneficiaries’ 
experience and satisfaction in this study we see highest satisfaction levels among 
the users in the tehsils of Sumundri and Faisalabad Saddar.  

 
Figure 8.1: Overall satisfaction with WS scheme by user-status and tehsil (%) 

 
Source: WS Study 2014 

 
8.2. Reasons for non-use of WS scheme 
Approximately one-fourth of the study sample comprised of those families who had a 
WS card but never used it. Despite all the benefits attached, what were the reasons 
behind the non-use of the WSC? Figure 8.2 summarises these reasons and we see 
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that lack of awareness was the most reported reason for most of the tehsils, with 
other major reasons being: the empanelled hospital being too far; out of pocket 
expenditures involved; attitude of the hospital staff; and the only positive reason that 
no one in the family got sick. We can see differentials among the reasons given by 
respondents in the six tehsils for the non-use of the WSC (Figure 8.2). If lack of 
awareness is the most quoted reason in Jaranwala, in Tandlianwala it is the distance 
from the empanelled hospital. This brings us to the case of Chak Jhumra which has 
the lowest utilization rates. Respondents in Chak Jhumra enlist all the given reasons 
in substantial numbers, stressing the need to give attention to the tehsil vis-à-vis 
health delivery in general and the WS scheme’s delivery in particular.  
 

Figure 8.2: Reasons for non-use of WS card (%) 

 
Source: WS Study 2014. Note: a- Multiple responses permitted.  

 
 

8.3. Findings from FGDs 
The WS beneficiaries were generally satisfied with the scheme and those not 
covered by it at present (the control group) wanted to have the card as well. In the 
presence of this sentiment it was not easy to comprehend the non-use of the facility. 
When probed in the FGDs it was found that people refrained from using it mainly 
because of lack of awareness. For instance, a woman in Chak Jhumra, who had a 
sick member in the house and an un-used WSC, was asked why she was not using 
the card replied, “I am saving Rs. 25,000/-”. A lot of women had secured their WS 
cards at safe places in the hope of getting Rs.25,000/- cash.  
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In Tandlianwala, some respondents had this strong perception about the WS card 
that this card can only be used for the treatment of problems related to reproductive 
health and that is why they did not bother to use it for other diseases. Such lack of 
awareness was affecting the use of WS card that restricted its efficient use at the 
program level, and people’s health at a personal level. Other reasons contributing to 
the non-use of the WS card include:  
 Bad reputation of the doctor and/or hospital services at the empanelled 

hospitals. Some of the FGD participants did not visit the empanelled hospitals 
because their neighbours had a bad experience and warned others about the 
misbehaviour of hospital staff 

 Out of pocket expenditures, especially on transport saying the hospital was 
too far and it would cost them more on travel than medicines 

 Opportunity cost of going to the far off hospitals. Many of the respondents’ 
family earners were daily waged unskilled workers. Since the empanelled 
hospitals were too far in some cases going there meant loss of a day’s income 
which in most cases was not affordable.  

 
All issues granted but the general feedback about the WS scheme by its users was 
positive, as expressed by a woman in a FGD organised in Faisalabad Saddar:  

“Benazir (Bhutto) ka Allah woh agla jahan acha karay. 
Uss ki badolat hum gareeboon ka bhala ho raha hai.” 

– FGD Faisalabad, past-user 
 

(May Allah bless Benazir Bhutto in the world hereafter. 
Because of her we poor are getting this benefit).  
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SECTION IX 
CONCLUSIONS AND POLICY RECOMMENDATIONS 

 

This brings us to conclusions of the present study and the policy recommendations 
emerging from its findings to improve the design and delivery of the WS scheme 
before it is rolled out to other districts of the province and ultimately the country.  
 
9.1. Main Conclusions 
The study to investigate beneficiaries’ experience, satisfaction and hospital utilisation 
under the BISP’s Waseela-e-Sehat scheme came up with several findings that had 
important bearings on an improved delivery of the WS scheme. Some of the 
important findings are:  

 Comprising poorest of the poor families, the basic socio-economic 
characteristics of the WS beneficiaries should be taken into account before 
designing any policy or advocacy campaign. A big majority is illiterate so any 
written campaign is unlikely to be successful. The information brochures given 
along with the WS card were hardly ever found to be open. Likewise, many 
being daily-wagers found it difficult to go to far off empanelled hospitals losing 
the much needed day’s income.  

 The awareness level among the study population, including the current and 
past users of the WS scheme, was very poor. Very few knew about the exact 
benefits offered under the WS scheme leading to its lack of utilization. There 
was a common misconception that they would get cash if they do not use the 
credit on the card at any empanelled hospital. On the contrary, in some cases 
excess spending was taking place under the impression that everything would 
be covered and compensated. The high out of pocket expenditures among 
the WS users could be ascribed to this lack of awareness. The sources of 
information themselves were a little unreliable in some cases, as for instance 
the local-area self-appointed helpers. 

 The WS beneficiaries, both current and past, had a higher rate of reporting ill 
and getting hospitalized. This very well could be due to the financial cushion 
and security they felt because of having the WS card leading to higher 
hospital utilization among them.  

 The WS card-users were generally satisfied with the services provided by the 
SLIC help desk, doctors, nurses and allied staff at the empanelled hospitals. 
There were a few exceptions where the staff was not perceived to be 
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satisfactory but the majority was satisfied. The level of satisfaction among the 
WS users was in general higher than the control group.  

 The satisfaction level for the services provided was not as high as that for the 
service providers but the WS beneficiaries were in totality satisfied with the 
services provided to them, including admittance, hospital environment and 
cleanliness, and the discharge process. There were a certain complaints 
regarding the lack of availability of services at a more accessible distance, 
and some other grievances which again could be linked with the want of 
awareness about the scheme. There were issues raised about the absence of 
certain diseases in the WS permitted list of diseases and lack of coverage of 
OPD expenses which created resentment among the beneficiaries.  

 
9.2. Policy Recommendations 
Based on the findings of the quantitative part of the present study, the in-depth 
interviews conducted with stakeholders at SLIC, BISP and hospitals, and the focus 
group discussions held with the WS beneficiaries and non-beneficiaries, the 
following policy formulations are recommended.    
 
Awareness:  
Lack of awareness was the most important factor undermining the utility of the WS 
card. The most urgent step to improve the WS scheme should be to boost the 
awareness among its beneficiaries. For this, we suggest to:  

i. Carry out awareness campaign periodically. For this different strategies could be 
adopted, including:  

 Organize free WS  medical camps in towns and remote areas 

 Televise WS benefits on local cable TV. Radio listenership was very low, as 
we saw in Section III, so local TV network should be a preferred medium. 

 With their near to universal ownership, mobile phones can be used to get the 
message across. Considering the low literacy levels of the population SMS 
should be avoided to convey the message, instead recorded messages can 
be used to educate people about the WS scheme. Agriculture related 
information is already being conveyed in this fashion in the province.  

ii. Involve the Lady Health Workers to disseminate the WS message as they are 
already in contact with the population, especially females of a household who are the 
WS cardholders as well. 
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OPD:  
Almost every WS beneficiary and WS empanelled hospital representative wanted 
BISP to include free OPD service and medication in the WS scheme.  It was in the 
interest of hospitals to entertain OPD patients more than indoor patients since OPD 
needs are more frequent in nature.  The SLIC officials, however, opposed the free 
OPD idea and thought it would become a moral hazard. Considering all aspects of 
the discussions the present study suggests a 10% OPD share in the WSC allocation 
on a pilot basis, reasons for which are: 
 Availing OPD service at an empanelled hospital under the WS scheme would 

attract more beneficiaries to the hospitals.  

 It would enhance WSC beneficiaries’ confidence to use the scheme and 
improve their understanding about its benefits and procedures, hence 
improving the current low levels of awareness among them.   

 This reform may contribute in improving the reputation of the scheme as it is a 
much desired facility the beneficiaries want under the program.  

 

More Empanelled Hospitals:  
Only seven empanelled hospitals for the WS registered families do not suffice. Due 
to the limited number of these empanelled hospitals people have to travel long 
distances and eventually have to pay more. It was, therefore, a common demand by 
the WS beneficiaries and service providers to increase the number of hospitals 
especially in Chak Jhumra, Tandlianwala and Sumundri. A lot of people in Chak 
Jhumra, including BISP and SLIC officials, supported the idea to empanel a new 
hospital within Chak Jhumra jurisdictions. There was a space issue with Aslam 
Memorial Hospital, Tandlianwala, due to which they were sometimes unable to 
entertain deserving patients. While selecting new empanelled hospitals, distance and 
population coverage of a hospital should also be included in the criteria so that 
patients can easily avail the opportunity close to their place of residence.  
 
Strengthen BISP Institutional Structure:  
A highly motivated team with adequate resources and knowledge is required to 
implement any public policy. For an efficient and effective implementation of WS 
policy there is also a need to strengthen BISP institutional structure at the local level. 
During field visits and face to face interactions with BISP officials, it was noted that 
the BISP division office (Faisalabad) and Tehsil offices were understaffed and lacked 
adequate resources to cope with everyday challenges. Considering multitasking of 
BISP offices, intra-coordination of district and tehsil offices, and their coordination 
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with other agencies and WS beneficiaries require more staff and office facilities; the 
most important of which is timely budget allocations and availability of vehicles 
(motorbikes can suffice) for Assistant Directors at Division and Tehsil offices. Having 
extension officers at the tehsil level can go a long way to improve the delivery of the 
WS scheme. 
 
Travel and Daily Allowance:  
Most of the WS beneficiaries were unskilled daily-wage labourers and visiting a 
hospital costs them travel, food and daily wage. Although the WS scheme offers 
indoor patients a one time travel allowance of Rs.300/- if admitted, interactions in the 
field suggest that it is not sufficient. It is, therefore, suggested to provide indoor 
patients an additional daily allowance (of at least Rs.200-300/- per day) for travel, 
food and to compensate the opportunity cost incurred. This will incentivise the poor 
to approach the health care facility without delay. The amount, if funding is an issue, 
can be settled from within the available WS card credit.  
 
Include chronic/epidemic diseases:  
Faisalabad has a high prevalence rate for Hepatitis C but its treatment is not covered 
in the WS scheme. The treatment of Hepatitis C is expensive and the poor cannot 
afford to meet the expense. It is, therefore, suggested to cover such commonly 
prevailing, life threatening, diseases in the WS scheme if not fully then at least a 
certain part of it.  
 
BISP Data:  
There is a need to update the BISP/WS data. BISP offices should be given the task, 
and resources, to revisit the registration process and update/validate the contact 
addresses and family records.  
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