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1. Executive Summary

The fire in the MC11 Nursery. Pakistan Institute of Medical Sciences (PIMS), Islamabad,
on 26 August 2026 claimed the lives of 14 of the 15 nconates under treatment; one survived. The
Inquiry Committee examined not only how the fire began, but why it became catastrophic,
whether emergency response and neonatal evacuation arrangements were adequate, where
institutional and individual responsibility lay. and what reforms were nccessary., Its conclusions
arc based on a structured 52 task investigation drawing upon forensic evidence, CCTV, call
records. engincering and maintenance documents, clinical and casualty records, duty and
attendance material, witness statements, contracts, regulatory records and earlier inquirics.

CCTV establishes an exceptionally rapid emergency. The fire was visibly underway by
about 06:38:15; Charge Nurse Nasreen Akhtar, Sccurity Guard Maria Saleem and Stalf Nurse
Razia Norcen responded within moments, with Razia rescuing a neonate and attempting to re
enter. Dr. Muhammad Abdul Rehman was also present during the critical opening minute. By
about 06:39:15, dense smoke had substantially obscured the camera. The evidence therefore
rejects any generalized allegation that frontline personncl abandoned the newborns: several acted
promptly and courageously in circumstances that became untenable within minutes.

The strongest technical evidence, from the National Forensics Agency, identifies the AC
Unit No. 2 electrical supply cable nearfover AC Unit No. | as the most probable point of ignition.
Abnormal localized clectrical heating, possibly from excessive current, a high resistance
connection or another localized defect, most probably caused insulation failure and ignition of
nearby combustible material. The evidence does not establish arson, multiple ignition points, an
external [ESCO fault, a pre-fire oxygen leak, or an incubator or warmer as the source. The fire
was therefore most probably electrical in origin, although the precise defect and the person or
entity responsible for preventing it require separate determination.

The maintenance record shows that the Nursery ACs had been serviced, but it does not
demonstrate a sulTiciently systematic and traccable clectrical safety regime covering cables,
lerminations, insulation, carthing, breaker protection and thermal hotspots. The critical distinction
is that equipment being operational is not the same as its clectrical installation being demonstrably
fire safe. The evidence reveals a wider institutional gap between keeping equipment running and
ensuring that it was safe.

The consequences were magnified by the Nursery's vulnerability. Fificen medically
fragile, non-self-cvacuating nconates were housed in a ten-bed unit, several dependent on oxygen
or respiratory support, while only two doctors and two nurses were immediately available and
protected evacuation resources were limited. No adequately documented, approved, trained and
rchearsed Nursery specific fire and nconatal evacuation SOP was demonstrated, nor was a
functional automatic smoke detection, alarm or sprinkler system shown to be serving the affected
arca. Combustible materials and the oxygen supported environment further intensified fire and
smoke afler ignition.

The response must be distinguished between individual reaction and institutional
activation. Frontline stafl acted within seconds, whereas CES records confirmed external
notification at about 06:54, dispatch at 06:55 and operational arrival around 07:01. The principal
concern is therefore the interval between visible fire at about 06:38 and confirmed cxternal
activation, not 4 long delay by CES after notification. PIMS had not demonstrated atested incident
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command system capable of immediately converting detection into alarm, external notilication,

evacuation, hazard isolation, access management and coordinated rescue.

The tragedy also occurred against a history ol known but incompletely closed risks, Earlicr
CDA  correspondence. the Federal Ombudsman’s 2015 findings. PIMS’s own 2025
acknowledgement of ageing fire safety infrastructure, and especially the 6 July 2026 Nursing
Hostel fire had already highlighted deficiencies in detection, alarms, electrical inspection,
evacuation, firefighting equipment, drills and emergency planning. Yel those warnings had not
been converted into a comprehensive, time-bound and independently verified corrective
programme before the Nursery fire. The specilic AC 2 defect may not have heen foreseeable; the

need for stronger fire preparedness plainly was.

The Committee therefore concludes that systemic and institutional failure is cstablished,
while individual responsibility varics with the strength of the evidence. PIMS and its senior
management bear the principal institutional responsibility for failing to convert known risks, prior
warnings and assigned duties into an cffective safety system. The Securily chain carries
particularly clear but insufficient documented duties; senior management responsibility requires
precise business allocation and knowledge: clinical responsibility requires proof of mandatory
physical or supervisory duty; and the Engineering/clectrical/HVAC chain remains the most
significant unresolved technical accountability line because the probable ignition source lies in
the AC 2 electrical arrangement. Contractors must be examined only against the duties actually

assigned to them.

The record does not presently establish criminal guilt against any named person. It
supports focused investigation into four possible lines: culpable electrical installation or
maintenance failure relating to AC 2; culpable obstruction of a mandatory emergency route;
culpable failure to act despite specific prior warning: and any proved culpable delay in summoning
external assistance. Criminal responsibility must rest on the duty owed, Knowledge or
foresceability of risk, authority to act, the act or omission, degree of negligence, failed safeguard,
causal contribution and applicable offence. FFrontline responders whose rescue conduct is
objectively established should not be blamed merely because the outcome was catastrophic.

The Commitiee recommends immediate [ire, life safety and electrical audits: functioning
detection, alarm, suppression and cgress systems; a dedicated neonatal evacuation SOP with
realistic drills; direct emergency notification and incident command; preventive electrical safety
and asset management systems; professional and merit based hospital governance; stronger
regulatory oversight; and a closed loop compliance system in which every deliciency has a
responsible owner, deadline, resources, interim safeguard, independent verification and formal
closure. A measure is not implemented because it is approved or under process; it is implemented
only when the risk has been physically removed and independently verilied.

The causal chain is coherent. A localized clectrical failure most probably started the fire;
combustible and oxygen supported conditions accelerated it; inadequate detection and protection
failed to contain it; overcrowding. limited evacuation capacity and the absence of a rehearsed
nconatal emergency system constrained rescue; delayed institutional activation weakened
response; and longstanding governance. maintenance and regulatory failures allowed these
vulnerabilitics to coexist. The clectrical spark explains how the fire began: the institutional system
cxplains why it became a catastrophe. Fourteen newborns were lost not because one saleguard
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failed, but because too many safcguards were absent, weak. delayed or never verified to be

working,
2. Constitution, Mandate and Terms of Reference

Following the MCH Nursery fire at PIMS, Islamabad, on 26 August 2026, the Prime
Minister constituted an Inquiry Committee ' comprising Mr. Shahid Khan, Former IFederal
Seeretary, as Chairman; Maj. Gen. (Retd.) Dr. Khurshid Uttra; Barrister Nabeel Ahmed Awan,
Iistablishment Seeretary; and the Deputy Commissioner, ICT, with authority to co opt additional
expertise. Dr, Rashid A. Chotani was subscquently co opted as an expert member. His independent
technical submissions of 31st August 2026 were also examined?. The Committee was directed to
submit an Interim Report® within 48 hours, which was submitted on 28th August 2026, to be
[ollowed by a comprehensive report. The zero draft of this report was circulated on 03.09.2026
followed by the first draft on 04.09.2026 and the final draft on 6.9.2026, for review and comments
of all the members which have been incorporated in this final report.

The Committee's mandate was deliberately broad. It was required Lo establish the cause
and chronology of the fire; assess the adequacy and timeliness of PIMS and external emergency
response and rescue operations; examine neonatal evacuation arrangements and compliance with
lire and life safety requirements; evaluate infrastructure, cquipment and regulatory oversight:
determine negligence and fix individual or institutional responsibility; and rccommend
administrative, disciplinary, criminal and systemic measures to prevent recurrence. The Inquiry
was not confined to identifying the point of ignition. It was required to examine the complete
chain of prevention, preparcdness, detection, notification, evacuation, rescue, oversight and
accountability. The central question was therefore not simply how the fire started, but why the
existing insitutional safeguards failed 1o prevent a technical incident from becoming a
catastrophe,

3. Methodology and Evidence

T'o operationalize the six Terms of Reference within the limited timeframe, the Committee
developed a structured 52 task investigative framework! covering the full chain of causation and
accountability: forensic origin and [ire propagation; incident chronology; electrical, HVAC,
oxygen and biomedical systems; patient census and outcomes; stafl deployment and presence;
CCTV and CDR analysis; emergency notification and response: exits, access and firelighting
arrangements; evacuation capacity and SOPs: maintenance and preventive inspection; stalling,
budgets and infrastructure: security and contractual obligations; prior incidents and corrective
action; regulatory oversight; governance; person-wise responsibility; and systemic reform.

T'he Committee applied a clear evidentiary hicrarchy, giving greater weight Lo forensic and
physical evidence, contemporancous CCTV and clectronic records, and authenticated official
documents than to later recollection, unverilied allegations or media reports. It consistently
distinguished between established fact, probable technical conclusion, prima facie responsibility
and unresolved matter. Accordingly, preliminary witness accounts were not treated as technical
prool where specialist forensic evidence existed: duty rosters were not treated as proof of actual

I fixhibit 101 - Notification of the Inquiry Committee dated 26 August 2026

> Exhibit 105 — Independent technical report ol Dr. Chotani dated 31.08.2026

t xhibit 102 — Interim Report of the Inguiry Commiltee dated 28 August 2026,

| Exhibits 49-100 -— Task Nos. 132 constituting the Committee’s structured investigative [ramework.

Page 3 ol 42



presence; and general staffing or (inancial deficiencics were not treated as causative without a
demonstrated nexus. The guiding principle was simple: the Inquiry was required to reach the
strongest conclusion the evidence could sustain, not the strongest allegation that could be made.

Ihe evidentiary record included forensic findings, CCTV and electronic data, clinical,
administrative, seeurity and maintenance records, duty and biometric information, CDRs. witness
and officer statements, and relevant regulatory and prior inquiry material, including
correspondence and inspection records from 1ESCO and the CDA Electrical & Mechanical Wing’.
LEach record was assessed for what it actually proved, rather than what might merely be inferred
from its existence.

The 52 task ramework has been substantially completed and provides a sufficient
evidentiary basis for determination of the substantive Terms of Reference. Task No. 52 has been
absorbed into the reconciliation of witness, CCTV and CDR evidence®, while Task No. 51,
relating to formal chain of custody documentation, remains supplementary’ and may be annexed
without affecting the substantive findings. The Inquiry's conclusions rest on a structured, evidence
weighted and causally disciplined process. The accountability has been based on proof, nexus and
assigned responsibility, not assumption, hindsight or accusation.

4. Limitations and Evidentiary Reservations

The Committee conducted the Inquiry within an exceptionally compressed timeframe
while cxamining a technically complex fire, multiple institutional actors, cxtensive records and
potentially conflicting witness accounts. The Inquiry could therefore not replicate the depth of a
full departmental, forensic or criminal proceeding. Its conclusions have accordingly been confined
to what the available evidence reasonably establishes, while matters requiring further verification
have been expressly identified rather than converted into definitive findings.

The evidentiary record was also incomplete in important respects. Much of the Nursery's
clinical documentation was destroyed in the fire, requiring the patient census and casualty position
to be reconstructed from admission and delivery registers, mortuary certificates, body handover
documents and other institutional records®. Likewise, equipment histories, clectrical testing
records, preventive maintenance documentation and device specific safety certifications were
incomplete® for some ACs, incubators, warmers, sockets, cables and circuits. Such gaps have been
treated as limitations of prool unless the record independently cstablishes that the relevant
documentation was required to exist but was not maintained or produced.

Similar caution applies to the cxternal notification chronology. CCTV shows the
emergency visibly underway at approximately 06:38, whereas CES records the confirmed

5 Exhibit 3 - Inguiry Report of DG E&M. CDA; Exhibit 4 [nventary/Inspection Report of DG E&M, CDA;
Exhibit & — Report of IESCO,

& Exhibit 100 — Task No., 52: Evidence Corroboration Report, SP,

T Eixhibit 99 — Task No. 51: Evidentiary Chain of Custady.

% Exhibit 10 — Record of 15 Babies: Exhibit 11 — Register Entries of Child Admission in Nursery; Exhibit 13 —
Death Certificates: Exhibit 14 - Mothers™ Records of Delivery: Exhibit 16 — Certificates issued by Mortuary,
PIMS.

9 ixhibit 37 — List of Equipment and Maintenance Logs of Incubators by PIMS: Exhibil 38 — Maintenance
Records of Equipment by Hammad Manzoor; Exhibit 39 — Maintenance Records of Air Conditioners; Exhibit 62
—_Task Ne. 14: Electrical Safety: Exhibit 91 — Task No. 43: Equipment.
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emergency call at approximately 06:54'". Witnesses refer to earlier internal communications and

possible carlier attempts 1o contaclt emergency services, but person specific responsibility for
ithout establishing who had the duty to notily CES, when that person

delay cannot be fixed w .
and whether any attributable

became awate of the fire. whether an carlicr call was actually made,
 affected rescue or firelighting. The evidence therefore supports a stronger finding

delay materially kit f st
interval resting

of an apparent institutional notification gap than of responsibility for the entire

with any one individual.

The Inquiry distinguishes carclully between evidentiary gaps and proven failures.
Incomplete records may limit attribution, but they do not justify speculation; accountability must

rest on verified duty, knowledge, omission and consequence.
5. Reconciliation with the Interim Report dated 28 August 2026

The Interim Report recorded only those facts and prima facie findings supported by the
evidence then available, while expressly reserving the precise ignition source, the causal effect of
identified deficiencies and final fixation of individual responsibility for the comprehensive
inquiry. The present Report thereforc treats the Interim Report as a provisional evidentiary
bascline'': findings supported by subsequent evidence are confirmed, those narrowed by later
material are refined, and any interim formulation no longer sustainable on the completed record

is expressly superseded.

Subscquent forensic, CCTV, CDR, duty, maintenance, contractual and regulatory
evidence materially strengthened the record and resolved several matters earlier lefl open. The
principal technical refinement is that the fire is now most probably traced to abnormal localized
clectrical heating in the AC 2 supply cable near or over AC 1, rather than to an unresolved range
of possible clectrical or biomedical sources'. The completed evidence also corrects the broader
interim formulation that administrative or operational failures triggered the incident: the electrical
event most probably caused ignition, while institutional deficiencies aflected prevention, fire
propagation, evacuation, notification and survivability. The distinction between cause of ignition

and causes of catastrophe is therefore fundamental.

Other interim [indings have cither been strengthened or qualified. Further CCTV and
witness reconciliation confirms that frontline personnel did not generally abandon the nconates
and documents specific rescue activity' . ‘The apparent gap between visible fire at approximately
06:38 and confirmed CES notification at 06:54 remains', although the claimed carlier call is
unverified and person specific blame requires prool” of assigned duty and actual call history.
Similarly, the CCTV visible adjoining Nursery door was opened al approximately 06:39:45'7 and
is not cstablished as causative, while CLES concerns regarding other locked or obstructed

mandatory exils remain subject to door specilic accountability.

10 xhibit |- Report of CCTY Analysis, SP City; Exhibit 5 — Report of 1122/CES. CDA; Exhibit 8 — Repert ol

Safe City: Exhibit 32 — Task No. 4: Emergency-Call Delay.

1 Exhibit 102 — Interim Report of the Inquiry Committee dated 28 August 2020,

12 Exhibit 9 — Report of National Forensies Agency (NFA); Exhibit 49— Task No. 1: Exact Cause ol Fire,

13 Exhibit | — Report of CCTV Analysis, SP City: Exhibits 19, 21, 22 and 23 — Statements of Dr. Abdul Rehman,

Razia Noreen, Nasreen Akhtar and Maria Saleem; Exhibit 35 — Task No. 7: Individual Emergency Response.

1 Exhibit 3 — Report of 122/CES, CDA: Exhibit § — Report ol Sale City; Exhibit 52 — Task No. 4: Emergency-

Call Delay.

1 Exhibit 1 — Report o CCTV Analysis, SP City: Exhibit 57 — Task No. 9: Locked-Door Allegation; Exhibit 58
Task No. 10: Causal Impact of Locked Door.
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The completed record also requires greater precision in fixing individual and institutional
responsibility. Adverse findings against clinical officers must distinguish physical ward duty from
on call responsibility and establish the precise supervisory duty allegedly breached. Senior PIMS
management remains subject to prima facie administrative scrutiny, but responsibility must be
mapped officer by officer through business allocation, prior knowledge, authority, omission and
consequence. CES is not shown to have delayed operational response after confirmed notification;
any antecedent responsibility depends on proof of a statutory or administrative inspection or
enforcement duty and failure to exercise it. The Security stafl remains linked 1o a strong
documentary duty under the Sccurity SOP, although any allegation of unauthorized absence
requires authenticated attendance and leave records. Likewise, the evidence does not support a
blanket finding of default against Belfort Security Services'®, as some of its personnel actively
responded; any contractual liability must instead be tied to specific obligations concerning
deployment, supervision, access, key control and emergency performance.

Potential criminal investigation lines concerning obstructed mandatory exits, failure to act
upon prior warnings and possible notification delay remain open. The NFA findings add a further
tcchnical line concerning possible culpable installation, inspection or maintenance failure in the
AC 2 electrical circuit, but any criminal attribution must still rest on a person specific duty and a

legally sustainable causal nexus.

The Interim Report dated 28 August 2026 formed the Committee’s first formal assessment
on the evidence then available and remains an integral part of the present Inquiry. This
investigation subsequently obtained additional forensic, CCTV, CDR, maintenance. contractual
and regulatory material, enabling the Committec to confirm, claborate and, where necessary, more
precisely qualify its carlier observations. The Final Report therefore does not disown or depart
from the Interim Report; rather, it builds upon and completes it. resolving matlers that were
expressly left open for further examination and presenting the final conclusions on the fuller

evidentiary record.
6. Incident and Patient Casualty Position

On the morning of 26 August 2026, a [irc broke out in the MCII Nursery at PIMS,
Islamabad. where 15 medically dependent nconates were under treatment'’, CCTV provides the
clearest contemporancous chronology: at approximately 06:38:15, Charge Nurse Nasreen Akhtar
was seen leaving the Nursery to seck assistance [rom Security Guard Maria Saleem; both re
entered at about 06:38:35, with flames visible in reflection, StafT Nurse Razia Noreen entered at
approximately 06:38:56, emerged seconds later carrying a neonate'®, and attempted to re enter,
while Dr. Muhammad Abdul Rehman was scen emerging [rom the affected arca at about 06:39:12.
By approximately 06:39:15. dense smoke had obscured the camera. The sequence establishes that
the fire escalated extremely rapidly and that rescue efforts commenced almost immediately.

Fire and smoke were also reported to have affected the adjoining Labour Room by
approximately 06:55, where women were present and a security guard was posted. However, the

14 Exhibit 35 - Statement/Report of Belfort Sceurity Services; Exhibit 68 — Task No. 20: Belfort Security

Performance.

17 zxhibit 10 — Record of 15 Babies; Exhibit 11
Task No. 44: Listof Mothers/Children in Nursery.
% [2xhibit | Report of CCTV Analysis. SP City: Exhibit 21 — Statement of Razia Noreen; Exhibit 55— Task

No. 7: Individual Emergeney Response.

Register Entries of Child Admission in Nursery: Exhibit 92 -
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Committee found no evidence of any Labour Room fatality or casualty arising [rom the incident.
The findings and casualty assessment of this Report therefore remain con fined to the MCH

Nursery.

The casualty position has been conclusively reconciled [rom hospital and mortuary
records: 15 neonates were present, 14 died and one survived', Fourteen mortuary certificates
confirm the fatalities: thirteen bodies were handed over to their families and one unclaimed
deceased neonate 1o the Edhi Foundation. Most victims were premature or medically fragile*” and
dependent on oxygen, respiratory. thermal or other clinical support, making independent

cvacuation impossible,

The CES/Rescue 1122 incident report recorded an interim scene tally of seven alive and
seven deceased during active rescue operations. This was an operational snapshot and docs not
contradict the final casualty count. which is based on the complete post incident admission and

mortuary record?!.

The casualty position is firmly cstablished as 15 neonates present, 14 fatalities and one
survivor, while the CC'T'V chronology shows an exceptionally fast developing fire and immediate
frontline response. The precise medical mechanism of death for cach infant, however, cannot be
determined in the absence of corresponding medico legal findings. The scale of loss is established
beyond doubt, but individual causes of death must not be inferred beyond the evidence.

7. Definitive Minute by Minute Chronology

The Committee reconstructed the incident chronology principally from synchronized
CCTYV. supported by witness statements, sccurity communications and CES records. CCTV
provides the most reliable timing for the critical opening minutes, while minor differences in later
institutional timings have been identificd rather than artificially reconciled.

At approximately 06:38:15, Camera No. 16 records the first objective indication of the
emergency, when Charge Nurse Nasreen Akhtar hurriedly exits the Nursery and secks assistance
from Sceurity Guard Maria Salcem. By 06:38:35, both had re entered the Nursery, with (lames
alrcady visible in reflection. Staff Nurse Razia Noreen entered at about 06:38:56, emerged at
06:39:04 carrying a nconate, and re entered scconds later in a further rescue attempt. Dr.
Muhammad Abdul Rehman was secen emerging at approximately 06:39:12, and by 06:39:15 dense
smoke had substantially obscured the camera. The footage therefore cstablishes immediate
frontline response and extraordinarily rapid fire development: within about one minute of the first
visible warning, conditions had deteriorated into a heavily smoke aflected cnvironment®,

CES records receipt of the confirmed emergency call at approximalely 06:54, dispatch at
06:55 and opcrational arrival at about 07:01, with a second fire vehicle following shortly
thereafier®, CCTV at the main gate independently shows guards reacting to the approaching Fire

9 [:¢hibit 10— Record of 15 Babies; Exhibit 13 — Death Certificates; Exhibit 16 — Certilicates issued by
Mortuary. PIMS,

20 Ixhibit 15— Clinical Summaries for Neonatal Admissions, including APGAR Scores.

21 prxhibit 5 — Report of 1122/CES, CDA.

2 Exhibit 1 - Report of CCTV Analysis, SP City: Exhibit 51 — Task No. 3: Master Incident Timeline: Exhibits
19 21, 22 and 23 — Statements of Dr. Abdul Rehman, Razia Noreen, Nasreen Akhtar and Maria Saleem.

2 pxhibit 3 — - Report of 1122/CES, CDA; Lixhibit § —— Report of Sale City: Exhibit 52 — Task No. 4: Emergency-

Call Delay.
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Brigade at about 06:39:00. opening the gate at 06:59:08 and the first fire vchicl_c f.':nh.-_r-ing‘ PIMS
at approximately 06:59: 152 At about 07:01:42, security personnel are scen guiding |I['(!|Ig‘hECI'S
(owards the incident location. The difference between the CCTV gate enlry time and CES's
cecorded arrival is not materially inconsistent, as one reflects entry into the hospital premises while

the other likely records operational arrival at or near the fire scene.

The objective chronology shows immediate frontline reaction, catastrophic smoke
development within minutes, confirmed CES notification at about 06:54, dispatch at 06:53.
hospital entry at about 06:39 and operational arrival around 07:01. The central chronolog‘icai
concern is therefore the interval between detection of the fire and effective external notification,
not any prolonged delay by CES afier recciving the call. The principal unexplained time interval
lies between detection and confirmed external activation.

8. Probable Origin and Immediate Cause

The strongest technical evidence is the National Forensics Agency (NFA) Crime Scene
Investigation Report, which identifics Zone A, particularly Wall No. | near the western corner of
the Nursery, as the probable arca of origin®. The pattern of burning, melting and charring was
most intense in this arca and diminished outward, indicating that the fire most likely began there.
Within Zane A, the NFA identified the electrical supply cable of AC Unit No. 2, where it passed
over or near AC Unit No. 1, as the most probable point of initiation®®, The likely mechanism was
abnormal localized clectrical heating, potentially caused by excessive current, a high resistance
connection or another localized defect. resulting in insulation failure and ignition of adjacent
combustible plastic material.

The most defensible technical conclusion is therefore that the fire most probably originated
[rom abnormal localized heating of the AC 2 supply cable near or over AC 1, while combustible
materials and the oxygen supported clinical environment intensified its subsequent spread and
severity. The precise clectrical defect, however, has not been conclusively individualized. The
technical causation and accountability must remain distinct: the NFA evidence cxplains where
and how the fire most probably started, but responsibility depends on whether the hazardous
condition should reasonably have been detected or prevented and who held the duty to inspect,
maintain and ensure the safety of the relevant electrical installation. The probable ignition point
is identified; the remaining question is who was responsible for preventing it from becoming a
lethal failure.

9. Eleetrical System and Preventive Maintenance

The electrical evidence shows that the MCI Nursery was supplied through a dedicated
Distribution Board with separate circuits and protective breakers for air conditioners and other
loads. Alter the fire, three breakers were found tripped, while PIMS Engineering reported no
system wide overload and 11ESCO recorded no contemporancous fault” or tripping on the external
11 kV feeders. The evidence therefore points away [rom an external supply failure or generalized
overload and towards a localized defect within the Nursery’s internal clectrical installation or

% Exhibit | — Report of CCTV Analysis, SP City: Exhibit 51 — Task No. 3: Master Incident Timeline,

5 ixhibit @ Report of National Forensies Ageney (NFA).

 [iyhibit9 - Report of National Forensies Ageney (NFA); Exhibit 49 — Task No. |: Exact Cause of Fire.

7 Exhibit 6 — Report of IESCO: Exhibit 34— Statement of Hassan Nawaz. DD Engincering. PIMS; Exhibit 62
Task No. 14: Electrical Safety.
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connected equipment. This is consistent with the NFA finding of abnormal localized heating in
the AC 2 supply cable, since localized overheating, arcing, insulation [ailure or a loose/high
resistance connection can occur without overloading the wider electrical system.

The more significant weakness lies in the nature of the maintenance regime. Available
records largely document complaint response. cooling deficiencies, gas charging. scrvicing,
component replacement and restoration of AC units to working condition®®, They do not establish
a systematic, periodic and traccable eclectrical safety programme covering supply cables,
terminations, breakers, insulation resistance, earthing, conductor loading, isolators, connections
or thermal hotspots®. Thus, while maintenance activity is demonstrated, electrical fire safety
assurance is not. An AC recorded as serviced and working proves operational functionality; it
does not prove that its clectrical supply circuit was safc.

Post incident findings reinforce this concern. The NFA recorded that three 32 amp breakers
and the main breaker at the relevant Distribution Board were tripped and considered the pattern
potentially consistent with previous electrical arcing, raising the possibility of a recurring rather
than wholly isolated condition™. Separately. the CDA Electrical & Mechanical Wing reported
that contemporancous maintenance records for the relevant circuits were not available at the site
during its inspection. These findings independently support the conclusion that the preventive
clectrical safety regime was neither sufficiently robust nor adequately traceable.

The Nursery's dependence on individual split AC units also reflects a wider infrastructure
failure. A government [unded project to replace and upgrade PIMS HVAC systems, initially
approved in 2018 and revised in 2021 and 2024 to a sanctioned cost of Rs. 1,654.100 million,
remained incomplete when the fire occurred®!. Responsibility for execution had shifted from Pak
PWD to CDA in February 2025, while the affected arcas of the old MCH Building were handed
over for HVAC works only on 28 July 2026, with completion of the required Air Handling Units
not expected until 30 October 2026. The continued exposure of a critical nconatal facility to
individual AC unit failure was therefore not merely a local maintenance issue, but also the
consequence of a prolonged, multi agency infrastructure transition involving the Ministry, Pak
PWD, CDA and PMIC.

The evidence establishes maintenance. but not electrical safety assurance. The immediate
technical vulnerability lay in a localized circuit that was kept operational without demonstrated
periodic certification of its clectrical safety, while the broader institutional vulnerability lay in an
cight year infrastructure upgrade that had still not reached the Nursery. The equipment was being
kept running, but the system was not demonstrably being kept safe, and [ragmented ownership
allowed that distinction o persist.

10. Fire Propagation and Why the Fire Beeame Catastrophic

The evidence indicates that the catastrophe arose not from electrical ignition alone. but
from the interaction of rapid fire propagation with inadequale protective and evacuation capacity.

3 Lxhibit 39 - Maintenance Records of Air Conditioners: Exhibit 40 — HVAC Record for the Year 2025 of
MCTT. PIMS: Exhibit 63 Task No. 153: ACHVAC Condition.

¥ Exhibit3 - Inquiry Reportof DG E&M. CDA; Exhibit 4 — Inventory/lnspection Report of DG E&M, CDA:
Exhibit 62 — Task No. 14: Electrical Safety: Exhibit 90 — Task No. 42: Electrical.

N xhibit Y - Report of NFA: Exhibit 62— Task No, 14; Electrical Safety.

i fxhibil 44— Briefof IIVAC: Exhibit 47 - - Civil Record for 2024-25-26 of MCH, PIMS: Exhibit 76 — Task
No. 28: HIVAC/Development Funds.
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The NFA identifies abnormal localized heating in the AC 2 supply arrangement as the most
probable initiating cvent. Once necarby combustible plastics ignited, the fire was intensilicd by the
combustible load in Zone A, including plastic equipment, waste bin contents and potentially the
vinyl/PVC laminated falsc ceiling”. CCTV confirms the speed of escalation: from the first visible
emergency at approximately 06:38:15, the Nurscry became heavily obscured by smoke within

roughly one to two minutes®.

The oxygen supported nconatal environment likely further accelerated combustion after
ignition, but the evidence does not establish oxygen as the cause of the fire or the medical gas
system as a pathway for its spread. The more delensible conclusion is that oxygen acted as an
intensifying factor in an already developing fire, alongside combustible materials and rapid smoke

production’.

The electrical fault explains how the fire most probably started. while combustible
materials, oxygen-supported clinical environment, inadequate early warning and limited
evacuation capacity explain why it became so destructive. These factors should not be treated as
co cqual causes of ignition. The most probable initiating event was localized electrical heating
leading to an clectrical ignition, but the catastrophe was produced by the environment and systems
that allowed a localized fault to escalate beyond control within minutes.

11. Oxygen and Biomedical Systems
A. Medical Oxygen and Gas Systems

A more serious weakness concerns system documentation and emergency isolation. The
Nursery was reportedly created in 2011 by converting former washroom space through donor
funded renovation outside the normal PIMS engineering process, and no as built medical gas
layout is available in the present record®, The cvidence also does not clearly establish the location
and accessibility of zone isolation valves, who was authorized to operate them during a fire, or
whether clinical, security and engincering stafT had been trained and drilled in emergency oxygen
isolation®®. The risk arosc not mercly from the presence of medical oxygen, but from the absence
ol'a clearly documented and rehearsed system for controlling it during an emergency. In a nconatal
unit, where oxygen may be essential to patient survival yet capable of intensifying combustion,
uncertainty over layout, isolation authority and cmergency procedure represents a material
preparedness and governance failure. A life support system cannot be safcly managed in a fire if
its configuration, isolation points and operating responsibility are not known in advance.

B. Biomedical Equipment

The available records materially weaken the earlier hypothesis that the fire originated from
a known, persistently defeetive or neglected incubator or warmer. They do not, however, establish
complete clectrical salety. The PPM certificates largely confirm that biomedical equipment was

2 ixhibit 9 — Report of National Forensics Ageney (NFAY Exhibit 50— Task No. 2: Cause of Rapid
Propagation,
* [xhibit | — Report of CCTV Analysis. SP City: Exhibit 50 — Task No. 2: Cause of Rapid Propugation: Exhibit
51 — Task No. 3; Master Incident Timeline.
U Exhibit9  Report of NFA: Exhibit 64 - Task No. 16: Oxygen System.
' [xhibit 64 — Task No. 16: Oxygen System.
6 yhibit 64 - — Task No. 16: Oxygen System; Exhibit 2 -~ Floor Plan. to the extent relevant to the medical-gas
layout.
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serviced and operational””, but do not consistently document quantitative clectrical safety Lesting,
such as insulation resistance, carth leakage/current testing, load testing. or examination of
associated plugs, sockets and external supply circuits. Operational functionality therefore cannot
be equated with comprehensive electrical certification, particularly where part of the clectrical
supply installation falls outside the biomedical device itself.

No pre-fire oxygen leak, incubator fault or warmer fault is established as the initiating
cause™. Oxygen remains relevant only as a potential combustion intensification lactor, while
biomedical records show maintenance activity but incomplete device specific clectrical safety and
asset traceability assurance. The evidence does not support blaming biomedical equipment for
ignition. but neither does a serviced and working record prove that every associated electrical risk
had been tested and cleared.

12. Immediate Frontline and External Emergency Response
A. Frontline Response

Staff’ Nurse Razia Noreen's response is the most clearly corroborated individual rescue
action. CCTV shows her entering the burning Nursery at approximately 06:38:56, emerging about
cight scconds later carrying a nconate®, and attempting to re enter moments afterward. Her
inability to continue is consistent with the extremely rapid smoke development that obscured
Camera No. 16 by approximately 06:39:15. The evidence therefore establishes both an actual
rescue and an attempted second rescuce during the most hazardous phase of the incident. The
separate claim that she attempted to operate an clectrical breaker is not sulficiently corroborated
and should not be treated as established [acl.

Security Guard Maria Salcem also responded immediately® after being alerted by Charge
Nurse Nasreen Akhtar and entered the Nursery with her. Her account is materially consistent with
the CCTV chronology. and the present record does not establish any individual dereliction in her
immediate response. Broader deficiencies relating to sccurity command, access control, key
custody, emergency notification and exit management properly fall within the supervisory and
institutional sccurity chain unless a specific duty and omission are proved against her. The
available evidence supports prompt and active frontline intervention by both Razia Noreen and
Maria Saleem, rather than abandonment or inaction. The [rontline conduct should be judged on
what the evidence shows they actually did, while systemic security failures must be attributed
through the proper supervisory chain rather than transferred to individuals without proof.

13. CES / Rescue / CDA Operational Response

The record shows that PIMS’s main gate was closed because ol ongoing construction,
requiring the Fire Brigade 1o usc an alternate entrance'. This is corroborated by CES and other

7 Exhibit 37 — List of Lquipment and Maintenanee Logs ol Incubutors by PIMS; Exhibit 38 — Maintenance
Records of Equipment by Hammad Manzoor: Exhibit 93 -Task No. 43: Neonatal Biomedical Equipment
Integrity. = ? i

¥ ixhibit 9 — Report of NFA: Exhibit 37— EquipmentMaintenance Logs of Incubators; Exhibit 49 — Task No.
|- Exact Cause of Fire: Exhibit 93 Task No. 45: Neonatal Biomedical Equipment Integrity.

U Lixhibit |- Report of CCTY Analysis, SP City; Eshibit 21 Statement of Razia Norcen; Exhibit 55 - Task
No. 7; Individual Emergency Response. - \

W Exhibit 1 Report of CCTV Analy sis. SI City; Exhibit 23 — Statement of Maria Saleem; Exhibit 55 — Task
No, 70 Individual Emergency Response. L i )

i Ixhibit 5 — Report of 1122/CES, CDA: Exhibit 17— Statements ol Rescue Workers, 1122,
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material on record. CC'I'V nevertheless shows a gate being opened at approximately 06:59:08 and
the first Fire Brigade vehicle entering PIMS at about 06:59: 15% The construction related closure
therefore remains relevant 1o emergeney access and on site coordination, but it is distinet [rom the

carlier issuc ol delayed external notification.

PIMS had formally acknowledged the need for comprehensive fire salcty modernization
and sought CDA/CLES assistance, This communication actually reached CES. "The accountability
question is therefore no longer whether PIMS replied, but what PIMS did internally aftcr
identifying the risk and what CES did afler receiving the reply.

The frontline staff responded actively and CES appears (o have reached PIMS within
minutes once effectively notified. The principal weaknesses lie in preparedness, notification,
emergency access and on site coordination, not in generalized frontline abandonment or a long
post notification delay by CES. The response problem was systemic and procedural before and
during activation, rather than a failure of rescucrs to act once the emergency was recognized.

13. Emergencey Notification and Incident Command

The evidence draws a clear distinction between immediate [rontline response and effective
institutional emergency activation. CCTV shows the fire visibly underway at approximately
06:38, with rescue attempts beginning within seconds, while subsequent security records indicate
internal escalation through the supervisory and wircless communication chain, What is not
demonstrated, however, is a single, predetermined protocol under which fire detection
automatically triggered simultancous alarm, incident command, external notification, emergency
access, cleetrical/oxygen isolation and coordinated neonatal evacuation. The response instead
appears to have evolved through successive individual communications*® rather than a rehearsed
institutional command system.

The principal chronological concern is the interval between detection and confirmed
external notification. Muhammad Khaqan™ reportedly stated that he attempted to contact the Fire
Brigade at about 06:42, while the account of Haseeb Akram*® places notification around 06:53,
which is independently supported by the Safe City log recording a call from Haseeb. Security In
charge at 06:53:00. CES records its first confirmed call at approximately 06:54, dispatch at 06:33
and arrival around 07:01%. These records should not be conflated. The strongest established fact
is that a fire visibly underway by about 06:38 resulted in confirmed CES activation only around
06:54; whether an carlier attempt was made but failed to reach CES remains relevant to individual
accountability.

Once CES was effectively notified, its six to seven minute response does not appear to be
the principal delay. The more significant institutional issue lies before notification: who was
responsible for recognizing the need for external assistance, who had authority to make or ensure
the call, and why the process was not demonstrably immediate. The available SOP framework

2 Exhibit | — Report of CCTV Analysis, SP City; Exhibit 31 — Task No. 3: Master Incident Timeline,
B Exhibit 52 — Task No. 4: Emergency-Call Delay; Exhibit 65 — Task No. 17: Nursery Evacuation SOP; Exhibit
67 — Task No. 19; Security Department Compliance.

W Exhibit 30 — Statement of Muhammad Khagan, Security In-charge, MCH.

% Jxhibit § — Report of Sale City; Exhibit 24— Stalement of Haseeb Akram,

% Exhibit 3 — Report of 1122/CES, CDA; Exhibit 52 — Task No. 4: Emergency-Call Delay.
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does not clearly identify a single functionary responsible for external activation, incident

command and coordinated rescuc.,

The evidence likewise does not establish a functioning Incident Command System during
the critical first minutes'”. No record demonstrates a pre designated incident commander, clearly
allocated fire and sccurity roles, a nconatal rescue team, a designated receiving arca, @ single
communication channel with CES, or predetermined authority for emergency i5“|ﬂ“‘f” and
evacuation. Individual stafT acted courageously, security personnel escalated through their own
chain and responders mobilized progressively, but these actions were not shown to have been

integrated through a unified command structure.

The problem was not an absence of human response, but the absence of a tested mechanism
capable of converting individual response into immediate, coordinated institutional action. PIMS
therefore bears a substantive institutional responsibility for not demonstrating a clear and
rchearsed system linking fire detection directly to alarm, command, evacuation, hazard isolation,
access control and external notification. Person specific blame for the notification interval,
however, must still depend on proof of assigned duty, time of knowledge, authority, actual action
or omission, and causal consequence. In a nconatal fire that became smoke engulfed within
minutes, a system dependent on sequential calls and informal escalation was inherently too slow.

14. Neonatal Evacuation, Staffing, SOPs and Drills

The adequacy of evacuation capacity must be judged against the actual patient load and
level of dependency. At the time of the fire, 15 neonates were housed in a Nursery stated to have
capacity for 10 beds*. Many were premature, low birth weight or otherwise clinically vulnerable,
with several dependent on oxygen, CPAP or other support, and none capable of self evacuation.
Safe removal therefore required stalTnot only to carry each infant from danger, but also to preserve
or restore essential thermal and respiratory support during and after evacuation.

Against this burden, only two doctors and two nurses were immediately available in the
relevant area. Although the record contains proposed or recommended staffing ratios indicating
that greater manpower may have been appropriate, their precise statutory or regulatory status has
not been independently established. The Committee should therefore avoid declaring a formal
staffing rule violation on that basis alone. What is clearly established, however, is the operational
mismalch: four clinical staff were immediately available " to evacuate 15 fully dependent
neonates from a Nursery that became heavily smoke alfected within approximately two minutes.

The record also does not demonstrate that PIMS had an approved. communicated, trained
and rchearsed Nursery specific fire and nconatal evacuation SOP™. No sufficiently detailed
procedure has been produced covering detection and alarm, immediate external notification,
incident command, allocation of rescuc roles, evacuation prioritics, movement of oxygen
dependent infants, recciving arcas, patient accountability, clectrical and medical gas isolation,
emergency exits and coordination with firefighters. The deficiency was therefore more

7 Exhibit 65 — Task No. 17: Nursery Evacuation SOP; Exhibit 67 — Task No. 19: Security Department
Compliance.

# Exhibit 10 - Record of 15 Babies: Exhibit 56 — Task No. 8: Nursery Staffing Adequacy: Exhibit 94 — Task
No. 46: Neonatal Evacuation Capacity .

# Jixhibit 18 — Duty Roster of Doctors, MOs, Nurses and Security Stall: Exhibit 53 — Task No. 5: Clinical Duty
Roster: Exhibit 36 — Task No. 8: Nursery Stalfing Adequacy.

50 [xhibit 65 — Task No. 17: Nursery Fvacualion SOP.
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fundamental than non compliance with a procedure: the evidence does not cstablish that an

adequate operational procedure existed in the first place.

This gap is particularly significant because the Female Nursing Hostel fire of 6 July 2026
had alrcady identificd deficiencics in smoke detection, alarms, emergency warning, drills and
wider firc preparedness. yet corrective action remained incomplele immediately before the
Nursery tragedy™. The August incident therefore occurred against a background of known and
formally documented fire safety concerns.

The sustainable finding is one of operational inadequacy, not an unverified statutory
staffing breach. Fifieen non-self-evacuating neonates, four immediately available clinical stafT,
limited protected transport capacity and no demonstrated full census cvacuation regime created
an inherently fragile emergency response. The evacuation system was not designed, stalfed or
rchearsed for the actual number and dependency of the babies it was required to save.

15. Fire Detection, Suppression, Access and Emergency Exits
A, Doors, Access and Egress

CES evidence identifics a broader emergency access failure. Firefighters reported locked
or obstructed escape routes and, on arrival in dense smoke and severely restricted visibility, had
to force open fire exit doors and an exterior glass door and create alternative access for search.
ventilation and evacuation™. These findings independently establish deficiencics in emergency
access, but they should not automatically be conflated with the separate corridor door visible on
CCTV. The specific exits identified by CES should therefore be correlated with approved plans,
photographs and site inspection before their legal status. designated function and responsible
custody are finally Nxed.

PIMS’s own Security Department SOP of 27 May 2023 is directly relevant®. It assigns
responsibility for fire safety to the security function and requires the Assistant Director Security
to ensure the availability of fire safety exits in accordance with municipal by laws, while also
placing entry/exit control and sparc key custody within the security chain. Ordinary access
restrictions may be legitimate for security purposes, but they cannot render designated emergency
routes inaccessible when needed.

The evidence supports an institutional emergency access deficiency, with a documented
sccurity duly to keep escape routes available. The security controls may regulate access, but they
must never defeat emergency egress.

13. Detection, Alarm, Suppression and Firefighting

The incident specific record establishes a major deficiencey in automatic [ire detection and
alarm protection in the MCII Nursery. LEvidence examined under Tasks 11 and 12 does not
demonstrate a functional automatic smoke detection or fire alarm system, nor sprinkler protection,

Y ixhibit 48 — Inquiry Report regarding Fire in Nursing College dated 6 July 2026; Exhibit 69 — Task No. 21: 6
July Nursing Hostel Fire;

2 Exhibit 5 Report of 1122/CES, CDA; Exhibit 17 — Statements of Rescue Workers, 1122; Exhibit 59— Task
No, 11: Fire Exits/Escape Routes.

S Exhibit 67 —- Task No. 19: Security Department Compliance: xhibit 32 — Statement of Muhammad Usman.,
AD Security. PIMS,
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serving the affected arca™. As a result, the fire was not automatically detected and no building

wide alarm was triggered; recognition depended on someone physically observing the fire and
unit occupicd by patients incapable ol

manually communicating the mncrgcnc-.-"‘i. [n a nconata
sell evacuation. this represented a critical failure of the first layer of life salety protection.

[ire

The evidence also supports wider deficiencies in emergency egress and layered
ative

protection. However, the particular adjoining door visible on CCTV is not established as caus
of the fatalities. The exits identified by CES must be separately mapped, legally classificd and
linked to their responsible custodians belore person specific accountability is fixed.

PIMS lacked an effective, integrated system of early detection, alarm, suppression and
assured emergency egress in a highly vulnerable clinical area. When patients cannot save
themselves, the building must detect, warn and protect before human rescue becomes the only line
of defence.

16. Applicable Standards and Regulatory Requirements

The applicable fire and life safety framework at PIMS was not confined to a single code.
As a major healthcarc institution in Islamabad, PIMS was subject to overlapping healthcare
regulation, CDA fire and building safety requirements®, engincering controls and its own
institutional SOPs. The Inquiry must therefore distinguish between legally binding statutory or
regulatory requirements, internal administrative duties and international standards used only as
comparative benchmarks. A deficiency should be treated as a regulatory violation only where the
applicable requirement in force on 26 August 2026 is identified and proved: international good
practicc cannot retrospectively be treated as Pakistani law.

Against this framework. the cvidence raises substantial compliance concerns relating to
automatic smoke detection and alarms, sprinkler or [ixed suppression systems, emergency exits
and access. lighting and signage. [ire drills, neonatal evacuation preparedness, incident command,
clectrical safety assurance and verification of corrective action. These arcas broadly correspond
with [HRA standards and CDA fire and life safety requirements”’. However. the Inquiry should
not assume that every deficiency identified in an carlier audit necessarily remained unchanged on
the date of the fire. The proper evidentiary chain is: applicable requirement, inspection or notice,
identified deficiency, responsible authority, corrective action, verification and confirmed status
on 26 August 2026.

The compliance must be assessed against the legal and regulatory framework actually
applicable t¢ PIMS, supported by evidence ol the deliciency as it existed on the incident date.
NI‘PA, IC1and similar international standards may inform good practice, but only become binding
where incorporated into local law, approval conditions or contract. Accountability must rest on

proven breach of an applicable duty, not on retrospective comparison with standards that were

never legally binding.

S hibit 60 —— Task No. 120 Fire Detection System, ‘

S hibit 60— Task No. 12: Fire Detection System: Exhibit 61 - Task No. 13: Firefighting Equipment.

S Exhibit 96— Task No. 48: Applicable Technical Benchmark Standard,

2 Lxhibit 3 Inquiry Reportol DG E&M. CDA: Exhibit 4 Inventory/Inspeetion Report of DG E&M. CDA:
Fxhibit 71 Task No. 23: Earlier CDA/CES Notices.
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17. Scecurity and Contractual Arrangements
A, PIMS Security Department

The clearest documentary allocation of fire safety responsibility appears at Sr. No, 18 of
the PIMS Security SOP**_ which assigns the Assistant Dircctor Sccurity responsibility for
ensuring accessible fire exits in accordance with municipal requirements, functional firefighting
cquipment and training of relevant personnel. Security in charges and shift supervisors were
further responsible for deployment, ensuring guards remained at assigned posts, controlling entry
and cxit points, safcguarding spare keys and reporting emergencies through the administrative and
wireless chain. The amended SOP/order dated 15 April 2025 reinforces this responsibility by
specifically assigning fire safety arrangements to the security supervisor. These documents
therefore provide a direct basis for asscssing accountability against defined duties, rather than
designation alone.

The evidence also raises a scparate concern regarding Sccurity’s conduct during the
emergency response itselfl The CES incident report and a subsequent Joint Official Statement
signed by six CLS officers, including the Dircctor General, both state that hospital security
personnel hindered the initial responsc of the fire crew®’. This allegation is distinct from, though
related to, the separately identified problems of locked or obstructed exits and emergency access,
and should be considered as an additional clement in assessing the overall performance of PIMS
Security.

The Sccurity chain had clearly documented preventive and operational fire safety duties,
and the record also raises concerns about its performance during the response. Where
responsibility was expressly assigned before the fire, accountability must focus on whether those
duties were actually implemented when prevention and emergency access mattered most.

B. Belfort Security Services

Clause E(xviii) placed deployed Belfort guards within the operational [ire response chain
by requiring them to assist in firefighting, including use of PIMS fire extinguishers during
emergencies®. The contract, however, separately required PIMS to arrange firefighting training
for those guards and retained with PIMS responsibility for the hospital’s broader fire safety
systems and infrastructure. The contractual allocation was therefore shared but distinct: Belfort
was responsible for providing and deploying guards capable of performing the stipulated
emergency role, while PIMS remained responsible for training, supervision and institutional fire

safety arrangements.

Accordingly. Belfort cannot be treated as having no fire response responsibility, but
neither can failures relating to electrical installations, HVAC systems, alarms or fixed fire
protection infrastructure be attributed to the contractor without a specific contractual and
evidentiary basis. The liability must be assessed clause by clause against the duty actually assigned
to cach party. Belfort formed part of the responsc system, but PIMS retained the core institutional

% Exhibit 67 — Task No. 19: Sccurity Department Compliance; Exhibit 32 — Statement of Muhammad Usman,
AD Security, PIMS. ‘ ‘
* Exhibit 53--. Report of 1122/CES. CDA: Exhibit 17 — Statements of Rescue Workers, 1122,
© xhibit 35 — StatemenUReport of Belfort Security Scrvices: Exhibit 68 - Task No. 20: Belfort Security
Performance.
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responsibility for training, supervision and life safety infrastructure and cannot contract those
obligations away by implication.

18. JICA Facility and Retention of the Nu rsery in the Old MCH

The record establishes that PIMS had a new JICA funded MCH and Children’s Hospital,
approved at approximately Rs. 4.27 billion, with 156 beds and specialized facilitics inglndivg
NICU. PICU. Maternal ICU, 1DUs, cmergency and operating theatres. Civil works and
equipment installation were completed and the facility was formally handed over on -4
2024°". By 25 luly 2026, PIMS itself described the new facility as fully functional, with some
departments already shified (rom the old MCH building. Thus, by the date of the fire on 26 August
2026, purpose built replacement infrastructure had been physically available for more than two
years and was being progressively operationalized.

The record. however, does not adequately explain why the Nursery remained in the old
MCH building. No contemporancous decision note has been produced identifying who decided
against relocation, what clinical. technical, staffing, equipment, medical gas or commissioning
constraints prevented transfer, what risk assessment was undertaken, or what target date had been
fixed. Although recruitment against 235 newly sanctioned posts remained incomplete®, this does
not fully explain continued retention because other departments had already been shified through
redistribution of existing staff®*. The available project status record thercfore sharpens the issuc:
a dedicated neonatal facility existed and was progressively coming into use, yet the Nursery
remained in the old building without a sufficiently documented justification.

The continued operation of the Nursery in the old MCl constitutes a prima facie transition
planning and management issue. The finding is not that relocation would necessarily have
prevented every possible fire. but that neonates transferred to the new facility would not have
remained exposed to the specific old Nursery electrical installation later implicated by the NFA.
When safer, purpose built infrastructure is available, continued use of a higher risk legacy facility
requires a documented. technically justified and time-bound decision: the present record does not
demonstrate onc.

19. Longstanding Institutional Fore-Warnings and Corrective Closure

The Nursery fire did not occur in an institution unawarc of firc and lifc saflcty risk. As
carly as 2010. CDA had required PIMS® 1o undertake hospital risk assessment, emergency and
evacuation planning, fire prevention measures and periodic drills. with follow up reminders when
the required response was not received. These carlier communications do not prove that the same
deficiencies persisted unchanged until 2026, but they establish that systematic fire preparcdness
had long been within the knowledge and responsibility of PIMS management,

e = > T . ; i ;
I'he Federal Ombudsman’s 2015 review® provided a broader institutional warning by
identifying weaknesses in governance, accountability, infrastructure, preventive maintenance,
staffing. engincering capacity. quality assurance and sccurity services. Its relevance is not as

“ Exhibit43 - Briel ol JICA. . _
© Fxhibit 45 — Record of Ministry of National Health Services: Recruitment: Exhibit 74 — Task No. 26:

Recruitment/Outsourcing Delay. .

8 Exhibit 43 Brief of JICA: Exhibit 43 — Ministry Recruitment Record.
 Exhibit 71 — Task No. 23: Earlier CDA/CES Notices.

s Exhibit 103 — Wafagi Mohlasib Report on PIMS.
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evidence ol the technical cause of the 2026 fire, but as proof that structural governance and
maintenance  weaknesses  had already  been formally  recognized and that professional
management, clearer responsibility, stronger mainlcnan'cc systems, regular audits and better
engincering capability had been recommended vears carlicr.

More recent warnings were even more direel. CDA Eleetrical & Mechanical Wing issued
a Building Fire Safety Fitness and Iazard Alert in 2025 following carlier correspondence on
the same subject. PIMS ilsc!f’acknmvledgcd the problem on 24 December 2025, informing CDA
that the hospital’s ageing and continuously operated infrastructure required comprehensive fire
protection modernization and seeking technical assistance®”, By then, therefore, the need for major
system level intervention was acknowledged not only externally but by PIMS itsell.

The most immediate warning was the Female Nursing [lostel fire of 6 July 2026, only
seven weeks before the Nursery tragedy. That inquiry identified deficiencies in smoke detection,
alarms, cvacuation preparedness, drills. clectrical inspection, security response, record keeping
and emergency arrangements, and recommended engineering audits, detectors and alarms,
suitable extinguishers. emergency lighting, marked escape routes, regular drills and a written
emergency response plan. These recommendations substantially mirrored the deficiencies later
exposed in the MCH Nursery,

The handling of that warning is particularly significant. As late as 25 August 2026, onc
day before the Nursery fire, the July inquiry report was still being returned for revision®, and the
record does not demonstrate that its key recommendations had been converted into a
comprehensive, time-bound and independently verified corrective programme. While permanent
infrastructure upgrades could not necessarily have been completed within scven weeks, urgent
interim safeguards, such as enhanced fire watch, targeted electrical inspeetion, detector/alarm
measures, exit verification, drills and emergency protocols, could reasonably have been
considered and documented pending permancnt rectification.

The tragedy occurred against a documented history of institutional warning,
acknowledgement and incomplete corrective closure. This history establishes knowledge and
foresceability, not that the same technical defect had existed for years. Accountability must
therefore turn on who reccived the warning, what action was required. what authority and
resources were available, what was actually done, and whether closure was verified before 26
August 2026. The fire may have been sudden, but the need for stronger fire preparedness was not.

20. Ministry, IHRA and External Oversight
Al Ministry of National Health Services, Regulations and Coordination

The evidence supports a Ministry level systemic oversight concern, but not designation
based personal culpability. Ministry responsibility should be assessed through a clear evidentiary
chain: whether the relevant risk or requirement was known to the Ministry, what authority and
responsibility it possessed. what action was required. what action was initiated, whether

* Exhibit 71 - Task No. 23: Earlier CDA/CES Notices.
 Exhibit 104 - PIMS Response dated 24 December 2025 1o CES Notice dated 10 December 2023,

% lixhibit 48 — Inquiry Report regarding Fire in Nursing College dated 6 July 2026; Exhibit 69 - Task No. 21: 6
July Nursing Hostel Fire. o o

* Exhibit 48 — Inquiry Report regarding Fire in Nursing College.
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implementation was completed or delayed. and whether compliance was ultimately verified. Any
disciplinary finding against an individual Ministry officer mus scparately establish that officer’s
specific duty, knowledge. tenure, authority and omission.

The stronger present finding is institutional. Staffing, infrastructure, regulatory m hew
safety vulnerabilities at PIMS were being addressed through multiple parallel processcs”, but the
overall system did not demonstrate an integrated mechanism for ensuring that critical operational
risks were either resolved or adequately mitigated while permanent solutions remained pending.
The fragmented action is not the same as effective oversight. The Ministry’s failure, if established,
lies not merely in whether processes existed, but in whether those processes actually delivered
verified risk closure at PIMS,

3. Islamabad Healthcare Regulatory Authority

The available THRA record shows some regulatory engagement with PIMS, but not
comprehensive hospital-wide oversight in the period immediately preceding the fire. In November
2023, IHRA inspected the PIMS Blood Bank and reportedly issued directions on identificd
deficiencies. That inspection, however, cannot reasonably be treated as an assessment of the entire
hospital, including the MCH/Nursery, fire and life safety systems, electrical installations.
emergency exits or overall compliance with HHospital MSDS.

The defensible finding is therefore not that [HRA never inspected PIMS, but that the
Committee has found no evidence of a comprehensive IHRA inspection of PIMS against hospital-
wide MSDS, particularly fire and life safety requirements, during approximaltely the two years
preceding the Nursery fire. The regulatory contact existed, but its scope appears limited. The
partial inspection of one service cannot substitute for verified hospital-wide regulatory oversight
ol critical life safety risks.

C. Structural Appointment Practices

A [urther governance concern was raised by JEED Dr. M. Igbal Khan Durrani’’. who stated
that PIMS has, over time, appointed clinically trained personnel to administrative and managerial
posts, including senior director level positions, without cquivalent administrative qualifications or
experience. He referred to a 2016 Supreme Court judgment emphasizing the distinction between
clinical expertise and professional hospital administration, The Committee has not independently
verified the individual cascs cited and therefore does not attribute fault to any named officer on
that basis. The submission is relevant, however, becausc it raises a broader structural question
already identified in this Report: whether clinical seniority has, in some instances, been treated as
a substitute for administrative, operational and salety management competence’”.

The present record doces not establish that this appointment pattern directly caused the
specific failures surrounding the Nursery lire. It does. however, reinforee the broader governance
finding that clinical excellence does not automatically confer competence in hospital
administration, engincering oversight, emergency preparedness or life safety management. The

M iy hibit 45 — Ministry Record: Recruitment: Exhibit 46 — Ministry Record: Financial; Exhibit 74 - Task No.
26: Recruitment/Outsourcing Delay: Exhibit 76 — Task No. 28: HVAC/Development Funds.

7 Fixhibit 27 — Statement of M. Igbal Khan Durrani. JED.

2 Lxhibit 27 - Statement of M. Igbal Khan Durrani, JED; Exhibit 89 — Task No, 41: Organogram with Name,

Tenure and Jub Description.
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competent authority should therefore review: qualification and o e requirements for

administrative and safety eritical posts at PIMS on a professional, merit based basis.

The strongest findings against the Ministry and 11IRA remain institutional, supervisory
and regulatory rather than technical causes of ignition. Any person specific administrative,
disciplinary or criminal liability must still be cstablished through a defined duty. prior knowledge
or notice, authority o act, actual omission and causal relevance. Institutional weaknesses may
explain why risks persisted, but individual culpability must be proved. not presumed [rom
designation.

21. Funding, Recruitment and Institutional Capacity
A. Funding, Maintenance Expenditure and Audit

A notable financial issue concerns the budget head Lines and Wires, Repair, under which
the record shows only Rs.100,000 budgeted and Rs.4,900 spent in an earlier period, followed by
no allocation or expenditure in FY 202324 and FY 2024-257. This docs not establish that
clectrical maintenance ceased, since wiring, breakers and related works may have been charged
o other maintenance heads. However, given the NFA finding that an AC supply cable was the
most probable ignition point, the financial record should be reconciled with actual work orders,
inspection reports and payments for wiring, Distribution Boards, breakers, sockets, carthing, cable
replacement, load assessment and elcctrical safety testing.

The Committee should therefore avoid treating financial constraint either as irrelevant or
as a blanket explanation for life safety deficiencies. The proper evidentiary chain is: identified
need. formal demand, approval, release, allocation, expenditure, implementation and verification.
Where a required safety measure was formally sought but funding denied, responsibility may
extend beyond PIMS management; where funds existed but the risk was not identified, prioritized,
properly executed or verified, the issue becomes one of institutional management and technical

governance.

The present record does not identify any specific Nursery fire safety or AC 2 electrical
safety proposal that was rejected for lack of funds. The issue is not simply how much money was
available, but whether known safety needs were identified, funded, implemented and verified.

B. Staffing, Recruitment and Institutional Capacity

PIMS faced genuine financial and human resource constraints™, but the record does not
cstablish systemic financial starvation or show that any specific Nursery firc salely measure was
rejected for want of funds. The more sustainable finding is whether available resources,
recruitment processes and interim arrangements were cffectively converted into adequate staffing,
maintenance, preparedness and life safety protection at the point of care. The constraint alone does
not excuse inadequate safety capacity. The issuc is not merely what resources PIMS lacked, but
whether the resources it had were translated into effective protection for patients.

" Exhibit 41 — Five Years' Budget and Audit Paras.
M Exhibit 45 — Ministry Reeord: Recruitment: Exhibit 73 — Task No. 25: Known HR Shortages: Exhibit 74 —

Task No. 26: Reeruitment/Qutsourcing Drelay.
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22, Professional Hospital Governance and Merig Based Appointments

The evidence indicates (

- at the failures exposed by the Nurscry fire extend beyond
individual npcrammml_ lapses to the governance structure of PIMS itself. As carly as 2015 =
Federal Ombudsman™ identified weak governance, unclear authority, diffuse agcountability and
inadequate professional hospital Management capacity, and rCC“”;'m"dcd saer dlege?
approved rules, professional administration, quality assurance and regular auit. Those earlir
[indings do not cstablish responsibility for the 2021:} fire, but the persistence of S A REANSER
gives them direct institutional relevance,

A central governance issue is the distinction between clinical leadership and hospital
administration. Senior clinicians may appropriately lead clinical departments, but management of
o major tertiary hospital also requircs specialist competence in administration, HR, linance.
engincering,  procurement,  safety, emergency management, regulatory compliance and
institutional risk, Clinical seniority alone should therefore not automatically qualify an individual
for complex administrative or safety critical posts.

The proper test is documentary and role specilic. For cach senior appointment or additional
charge’. the competent authority should be able to demonstrate the sanctioned post, prescribed
qualifications, recruitment or service rules, appointment process. lenure, business allocation,
delegated powers and accountability arrangements. Additional charge, where unavoidable, should
remain exceptional and time-bound rather than substitute indefinitely for substantive professional
appointments. Concentrating unrelated functions in one officer can weaken specialization, checks
and accountability, particularly where clinical, engineering, administrative and safety
responsibilities intersect.

PIMS requires a professional governance model in which clinical leadership, hospital
administration, engineering/facilitics. biomedical services, finance. HR, quality and safety, and
security/emergency management are clearly assigned to appropriately qualified professionals. The
record does not prove political patronage in any specific appointment. Merit based professional
management is a systemic necessity, not a retrospective allegation against individuals.

23. Disposition of Public Concerns and Objections

The Committee considered concerns raised by affected families, the media, the Senate
Standing Committee, professional associations including YDA, social media and other public
commentators, but treated these as lines of inquiry rather than evidence in themselves. Public
scrutiny correctly highlighted important issues, including the cause of fire, alarms, exits, staffing,
emergency response, prior warnings, Nursery relocation, regulatory oversight and senior
management accountability. Each allegation was therefore tested against primary evidence,
including CCTV. forensic findings, casualty and duty records, CES logs, SOPs and maintenance
documents. and classified as cstablished, partly established, contradicled or not established.

The generalized allegation that doctors, nurses and sccurity personnel fled and abandoned
the newborns is contradicted by the objeetive record’. CCTV shows Charge Nurse Nasrecn

73 Exhibit 103 — Walagi Mohtasib Report on PIMS.
" Exhibit 89 - Task No. < 1: Organogram with Name, Tenure and Job Description.

T Exhibit 1 — Report of CCTV Analysis, SP City; Exhibits 19-23 — Relevant Frontline Statements; Exhibil 55 —
Task No. 7: Individua! Emergency Response: Exhibit 78 — Task No, 30: Contradictory Evidence.
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secking assistance and re entering the Nursery, Security Guard Maria entering with her, Staff
Nurse Razia rescuing a neonate and attempling to re :.:nl-cr. and Dr. Muhammad Abdul Rch.man‘
present in the affected area during the critical first minulé. The evidence therefore c‘?whl.mh?s
smmediate frontline rescue activity. This does not diminish broader institutional deficiencies In
stafling. evacuation planning or command. but those systemic failures cannot fairly be converted

into an allegation of wholesale frontline abandonment

The Committee has likewise found no evidentiary basis for broader claims of conspiracy.
political profection, manipulation of the incident, corruption, nepotism or improper intelligence
service involvement’. Questions concerning qualifications, additional charges and appointment
practices may justify governance reform and document based scrutiny, but they do not establish
political patronage or misconduct without independent proof. The same principle applies to
demands that any particular official be blamed or cleared: responsibility must follow assigned
duty. knowledge, authority, omission and consequence, not public pressure, office held or
prominence.

The public scrutiny helped identify legitimate questions, but only evidence can convert an
allegation into a finding. Established failures should be stated firmly, but speculation must not be
allowed to substitute for proof.

24. ToR Wise Final Findings
A. ToR 1, Determine the immediate cause and timeline of the incident

This is substantially established on the basis of the most probable forensic cause identified
by the NFA. The technical origin is sufficiently established for inquiry purposes, though not to
the standard of absolute mechanical certainty.”

B. ToR 2, Assess emergency response and rescue operations both by the
hospital staff and external agencics e.g. fire brigade, rescue 1122, etc.

This is established in the report. Frontline personnel responded promptly. but institutional
emergency activation, notification, command and coordination were materially deficient.

Individuals acted quickly, but the system did not™.

C. ToR 3, Assess whether SOPs for emergency evacuations were followed,

specifically regarding the high-risk relocation of newborns;

The foregoing is substantially establishcd as a material deficiency in preparedness and
evacuation capacity. The Nursery lacked the stalling, equipment and rehearsed systems needed to
evacuale its actual high dependency patient load safely and rapidly®'.

% Exhibit 78— Task No. 30: Contradictory Evidence, to the extent those allegations are specifically addressed
therein. o A - ;

™ Exhibit 49 - — Task No. 1: Exact Cause of Fire: l‘._xhnbnll 51 — Task No. 3: Master Incident Timeline,

% Exhibit 51 Task No. 3: Master Incident Timeline: Exhibit 32 — Task No. 4: Emergency-Call Delay: Exhibit

55— Task No. 7: Individual Emergency Response. - .
" Exhibit 56 _ Task No. 8: Nursery Staffing Adequacy; Exhibit 65 — Task No. 17: Nursery Evacuation SOP;

Exhibit 94 - - Task No. 46: Neonatal Evacuation Capacity.
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n. ToR 4, Evaluation of Fire Safety Infrastructure and com pliance of PIMS

This is substantially established at the institutional level, with significant deficiencies in

life safcty syslems, CMCrgency Cgress. clectrical safety assurance and regulatory

Jliance. FFinal characterization of any specific breach must, however, be tied to the precise

““1'1:&. regulatory requirement applicable on 26 August 2026. The institutional deficiencics are
lc8% gal liability must be requirement specific®.

L-\-'id':"l‘ but ic

Lflrc an

E. ToR 5, Fix responsibility and negligence of any persons involved which
resulted in the incident

This is cstablished as numerated later at the systemic level, while prima facie individual
ses only where a specific duty, prior knowledge, authority to act and

rc:;ponsibilily Al
ission are proved. The institutional accountability is established. but individual

uurrcspondlng om
culpability must follow cvidence, not designation®?.

F. ToR 6, Recommend systemic reforms for management of PIMS to avoid any
such incident in future

This is fully established and requires immediate institutional, operational and regulatory
o address the systemic deficiencics identificd by the Inquiry earlier. To prevent recurrence

reform U
ot isolated corrective measures, but verified, system wide reform.

requires n

75.  Causation

The evidence supports a hierarchy of causation rather than a single undifferentiated cause.
At the immediate technical level, abnormal localized heating in the AC 2 supply cable most
. Combustible plastics. other fire load materials and the oxygen

probably initiated the fire™
heat and smoke development. The

supported clinical environment then accelerated flame,
nces were aggravated by the presence of 15 nconates, none capable of self evacuation,
quiring respiratory or other support in a Nursery designed for 10 beds. limited
y available clinical manpower and protected evacuation capacity. inadequate early
absence of a demonstrated rehearsed evacuation and incident
access and integration with

conseque
several re
immediatel
warning and fixed fire protection,
command system, and weaknesses in external notification,

professional responders.

Behind these immediate factors lay a broader institutional layer: routine servicing without
demonstrated preventive electrical safety assurance, longstanding fire safety warnings, incomplete
corrective closure, fragmented responsibilities, delayed infrastructure and staffing transition, and
weak independent regulatory verilication. These factors did not physically ignite the AC 2 cable,
but they materially shaped foresceability, preventability and the failure of protective barriers®.

“ Exhibits 59-64 — Fire Dxits/Iscape Routes. Fire Detection, Firelighting Equipment, Electrical Safety.

f{C"“V:\(.‘ Condition and Oxygen Syslem. . . : e . s oo
Exhibit 80 — Task No. 32: Individual Responsibilily; Exhibil §1 — Task No. 33: Administrative/Disciplinary
Action,

_Task No. 1: Exact Cause of Fire.
ers addressing ignition, propagation, notification, stafling.

Bty ji
Exhibit 9 - Report of NFA: Exhibit 49 -
Ity causation and syslemic versus individual

- R e
* Exhibits 49, 50, 52. 56, 59-63, 79 and 84 — Task pap
1C'K-J|ls' detection, firefighting. electrical/l [VAC/oxygen sy
ailyre,

slems, casua
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The rc'cnrd does not establish arson, multiple ignition points, an external 1ESCO feeder
fault, a pru:-cxtstmg oxygen leak, an incubator or warmer as the proved origin. complete absence
ol extinguishers. wholesale frontline abandonment. a long CES delay afier notification, or that the
CCTV visible adjoining door itself caused the fatalitics. Likewise, a secondary Intelligence
Burcau attribution that Staff Nurse Razia Noreen observed a spark from an incubator/warmer is
not supported by her own primary statement and conflicts with the NFA forensic finding
identifying the AC 2 supply cable as the probablc origin®. It therefore does not alter the causal
conclusion.

The catastrophe resulted from a cascading failure of technical. protective. cvacuation.
command and institutional safeguards. The consolidated causal chain is: probable AC 2 electrical
heating to ignition of combustible material to exceptionally rapid fire and smoke propagation to
inadequate detection and protection to limited neonatal evacuation capacity to improvised rather
than rchearsed response to delayed or uncertain external activation and access constraints to
catastrophic loss, against a background of known but incompletely closed institutional risks. The
clectrical fault started the fire, but the failure of successive safety barriers allowed it to becomc a

catastrophe.
26. Systemic and Institutional Failures

The central institutional weakness was not the absence of departments or assigned
responsibilitics, but the failure to integrate clinical, engincering, security. administrative,
contractor and regulatory functions into a dependable patient safety system. The record shows
recurring weaknesses in preventive clectrical assurance, layered fire and life safety protection.
emergency planning and command. neonatal evacuation capacity, infrastructure transition,
closure of prior warnings, regulatory verification and documentation.

Maintenance existed, but not a sufficiently robust preventive electrical safety regime for
high risk circuits. Portable firefighting equipment was available, but the Nursery lacked a
demonstrated integrated system of detection, alarm, fixed protection and assured egress. Staff
responded, but no rchearsed nconatal evacuation or incident command structurc was established.
High dependency services continued during staffing and infrastructure transition without a clearly
documented mechanism for identifying. mitigating and verifying operational risk.

The July 2026 fire and carlier CDA and Ombudsman warnings®’ show that the principal
institutional risks were not wholly unforesceable. The recurring weakness was the absence of a
closed loop system converting cach identified risk into a named action, responsible owner,
deadline, interim  safeguard, verified implementation and  formal  closure. Fragmented
responsibility across PIMS, the Ministry. CDA/CES, IHRA, contractors and other agencics

compounded this failure.
Svstemic [ailure, however, does not imply universal individual guilt. Corrective,

maintenance and recruitment processes Werc underway, and several frontline personnel acted

port. only if independently confirmed as the document containing the attributed

0 xhibit 7 — Source Re

incubator/warmer observation. . . . oS
¥ Lixhibit 48 - July 2026 Inquiry Report; Exhibit 69 — Task No. 21; Exhibit 71

Exhibit 103 - Wafagi Mohtasib Report on PIMS.

Earlier CDA/CES Notices:
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courageously. Individual responsibility must therefore be established separ ately through prc
assigned duty. knowledge. authority, omission and material consequence.

The tragedy reflects a failure of intcgration and risk closure rather than a s'.ng]c
departmental lapse. The institutional chain is clear: Known Risk to Fragmented Ownership o
incomplete  Correction to Weak Preparedness to Improvised Response 10 Catastrophic
Consequence. The responsibilitics existed on paper, but they did not operate together as a
functioning safcty system.

27. Person-Wise Administrative and Disciplinary Responsibility

The Committee has approached individual responsibility on the principle that systemic
failure does not automatically establish personal misconduct. For disciplinary purposcs,
responsibility must follow a defined chain: assigned duty, source of duty, prior knowledge or
foresceability, authority and opportunity to act. required action, and proved act or omission. The
Committee therefore identifies prima facie grounds for proceedings, not final guilt. Each officer
should face a scparate, evidence based charge under the applicable E&D framework, and no
person should be accused merely by virtue of designation or of causing the fire or causing fourteen
deaths unless a distinet causal foundation is established.

Professor Dr. Rana Imran Sikandar, Executive Director, PIMS, bears prima facie scrutiny
as institutional hecad for overall administrative supervision and for ensuring cffective follow
through on known fire and life safety risks, particularly after the Female Nursing Hostel fire of 6
July 2026. Apparently, he did not effectively ensure a time-bound corrective programme, assign
responsibility, order interim safeguards, require necessary drills and emergency SOPs, and verify
implementation of these in the aftermath of July fire incident. This liability, as and when
established, shall be based on his lack of diligence and knowledge, failure to issue directions &
optimally using the available resources and other mis-coordinated matters dependent upon
external agencies®®,

Dr. Mutahir Shah, Joint Exccutive Director, MClI, is prima facic accountable for MCH
level administrative and emergency preparedness. The affected Nursery fell within the MCH
domain, yet the record does not demonstrate an approved and rehearsed nconatal evacuation
sysiem, coordinated incident command arrangements or adequate follow through on known fire
safety concerns® . Proccedings may therefore examine whether he ensured MCH specific
preparedness, stafl” familiarization and coordination among clinical, nursing, security and
technical functions, subject to confirmation of his formal busincss allocation and authority.

Dr. Ancza Jalil, Deputy Iixccutive Director, is prima facie answerable for whether she
exercised adequate administrative diligence afler being placed on notice of the July fire and
unrcsolved deficiencies concerning fire causation, evacuation and emergency response. She may
be charged as to her failure to attend to her assigned responsibilities, inasmuch as she failed to

" Exhibit 25 - Statement/Report of Executive Director. PIMS: Exhibit 48 — Inquiry Report regarding 6 July 2026
Fire: Exhibits 6972 - Prior Fire. Implementation. Earlier Notices and Interim Saleguards; Exhibit 89 ——

Organogram/Job Description. o . _
 Lxhibit 20— Statement of Dr. Mutahir Shah, JED: Exhibit 65 —- Nursery Evacuation SOP; Exhibit 89 —

Organogram/Job Description.
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- iate recommend or ensure reasonable interim safeguards while the ecarlier inquiry and
jnitiate,

: res remained nending®®
pcnnamcm corrective measures remained pending ™.

Ch. Waris Ali Raza, Joint Exccutive Director (Non Medical), requires scrutiny in relation
(o non clinical safety and administrative functions, including Security, engineering and
maintenance coordination, fire safety arrangements, access and egress, and cmcr.genc‘y
«s to the extent these were formally assigned to him®!. He may be charged with his

preparedne um e A
espect of specific functions, dutics and responsibilitics, which lay fairly within the

omissions inr
preadth of his designation and official role.

prof. Dr. Noshcela Javed, Dircctor MCI, is similarly subject to prima facie examination
regarding operational preparcdness within MCIT and the Nursery, including neonatal evacuation
arrangements, staff’ awareness of emergency rolcs, coordination among clinical, nursing,
engincering and sceurity functions, and escalation or correction of known deficiencies”. Her
liability and culpability in departmental proceedings is based on her role and responsibilitics
which arc a subset of his superior’s overall administrative responsibility.

The strongest direct documentary basis for disciplinary scrutiny presently lics against
Muhammad Usman, Assistant Dircctor Security. The Security SOP of 27 May 2023 expressly
assigned his office responsibility for fire safety arrangements, emergency exits, firefighting
cquipment readiness and training. His own statement further confirms that he was at his home
village on 26 August without sanctioned station Icave, learned of the fire at about 9:00 a.m. and
reached PIMS only between 12:30 and 1:00 p.m. Separate disciplinary issues may therefore arise
concerning unauthorized absence, failure to cnsure emergency exits and access, firefighting
readiness. training, key custody and supervisory preparedness. These allegations must remain
distinct from any claim that he caused the ignition or fatalities. His role as a member” and
signatory of the July 2026 Hostel Fire Inquiry is additionally significant because it demonstrates
direct prior knowledge of deficiencies in security response, overnight deployment, patrol
documentation and electrical safety certification™.

Professor Dr. Sadia Riarz, [1OD Neonatology, requires a more qualified assessment. She
being the head of the unit was squarcly and solely responsible for clinical governance and
administration of human resource in that unit. Her lailure to ensure presence of clinicians and
required stalTin the unit makes her liable for departmental proceedings on grounds of inefficiency,

. Y ¥ g . i . 35
administrative negligence and ineffectiveness™.

Dr. Nagham Nawaz, Senior Registrar, requires similar individualized scrutiny. Though her
presence or absence in the neonatology unit at the material time would not have had any bearing
on the incident or its outcomes; however, she was supposed to be the senior most clinician present

' Exhibit 26— Statement of Dr. Aneza Jalil, DED: Exhibit 48 — July Fire Inquiry Report: Exhibits 69, 70 and 72
" ]’I'lﬂr Fire, Implementation and Interim Safcguards.
Exhibit 28 — Statement of Ch, Waris Ali Raza, JED; Exhibil 67 — Sccurity Department Compliance; Exhibit 9

,, Oreanogram/Job Description. L
" Ixhibit 89— Task No. 41: Organogram with Name. Tenure and Jub Description; Exhibit 80 Individual
E““P““Sihi]il}': Exhibit 81 — Administrative/Diseiplinary Action.

Lxhibit 48— Inquiry Report regarding Fire in Nursing College dated 6 July 2026 Exhibit 69 -— Task No, 21: 6
July Nursing Hostel Fire.
" Exhibit 32 — Statement of Muhammad Usman, AD Security. PIMS: Exhibit 67 — Sceurity Department
Compliance; Exhibit 80 - - Individual Responsibility; Exhibit 81 — Administrative/Disciplinary Action.
" Exhibit 18— Duiy Rosler: Exhibit 36— Attendance Records: Exhibit 53 — Clinical Duty Roster: Exhibit 54 —
Actual Presence/Absence.
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an the occasion. She did not claim, rather admiited. that she had been away to her residence during

ale night. This amounts 1o g reac ) I o [
e whole n I‘Q s nounts to a reasonahle and sufficient ground for disciplinary proceedings
against her for incthiciency and administrative negligence”

The case against Dr. Abdul Rehman, Dircetor General. Capital Emergency Service. CDA.
should be based on the responsibilitics assigned 1o his office as well to the organization that he
heads. in the wider municipal ecosystem of Islamabad. As such. no disciplinary allegation of
delayed operational responsc on 26 August is presently supported, as CES records dispatch at
06:55 following notification at 06:54 and arrival within minutes. However, his liability for
dcpaﬂmc“m proceedings shall be based on his and his organization’s failure to ensure mandated
inspections. enforcement of relevant regulations, undertaking drills and follow ups regarding
PIMS fire preparedness”’.

Shahid Mchmood, Muhammad Khaqan and Hasceb Akram, as part of the relevant sceurity
supervisory chain, require scparate scrutiny regarding emergency escalation and external
qotification. The record indicates wircless transmission by Shahid around 06:40, a claimed attempt
by Khagan to contact the Fire Brigade around 06:42. and a later call by Hasceb around 06:53. The
apparcnt gap before confirmed CES notification raises a serious institutional issuc. but
disciplinary responsibility should be fixed only after establishing who had the formal duty to call.
when cach individual acquired knowledge and whether any carlier call was actually made or
received”.

Engineering, clectrical and HVAC personnel, together with the relevant maintenance
contractor, remain a significant but incompletely individualized accountability linc. The NFA
identifies the AC 2 supply cable arrangement as the most probable ignition point. while the
maintenance record does not demonstrate prior preventive testing of the cable. terminations.
insulation, protection or associated circuit. This justifies identifying the officers. technicians.
contractors and supervisory authorities responsible for installation, inspection, servicing and
certification. Liability should arisc only where a person specific duty was breached, reasonably
discoverable defect was overlooked, required testing was omitted or safety was falsely certified™.

Conversely, the present record does not establish a sustainable disciplinary case
concerning immediate responsc against Charge Nurse Nasreen Akhtar, StafT'Nurse Razia Noreen.
Sccurity Guard Maria Saleem, Dr. Muhammad Abdul Rehman or Dr. Rimsha Ahmed'™. CCTV
and corroborating evidence cstablish active [rontline response. including raising the alarm.
ontering the affected area, rescuing a neonale, attempting further rescue and receiving or treating
evacuated babies. Their conduct should therefore be distinguished from wider institutional failures

and recorded fairly.

" Lixhibit 18 — Duty Roster; Exhibit 36 — Auendance Records: Bxhibits 53 and 54 — Clinical Duty Roster and
Actual Presence/ Absence.

" Exhibit 5 — Report of 1122/CES. CIA; Exhibit 17 Statements of Rescue Waorkers: Exhibit 71 — Earlier
CDA/CES Notices; Exhibit 80 — Individual Responsibilily.

" Exhibit 8 — Report of Safe City: Exhibit 24 — Statement of Haseeb Akram: Exhibit 30 — Statement of
IMuha;nmﬂd Khagan; Exhibit 52 — Emergency-Call Delay; ixhibit 67 — Security Department Compliance.

" Exhibit 9 — Report of NIFA; Exhibit 34— Statement of Hassan Nawaz, DD Engineering: Exhibit 39 — AC
Maintenance Record: Exhibit 62 — Elcetrical Safety; Exhibit 63 — AC/HVAC Condition; Exhibit 90 — Electrical.
" Lxhibit 1 CCTV Analysis: Exhibits 1923 — Relevant Statements; Exhibit 535 — Individual Emergency
Respanse, ’
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rity Services should remain outside the civil servant L&D framework. Any
yloyment. supervision, access. fircfighting or other contractual obligations
ough a scparate clausc-specific contractual show cause process. Likewise,
the Ministry or IHIRA should not be converted into charges against
ined statutory or administrative duty, notice, authority and omission

pelfort Sect

. chnnf'-"'"i"g det
{11 i

J.Ll“ < ﬂddrcsh"'d lhr

ghoo ] shortcomings of

- qituttot
qstite officers unless a det

amed

cjablished

est direct documentary duty case presently lies in the Security chain; senior
. y depends upon precise business allocation and prior knowledge:;

nmnag; cases require proofl of mandatory physical or supervisory duty: CES accountability

proof of antecedent legal mandate; and engineering responsibility must be

he AC 2 circuit and its maintenance history. The systemic failure is established.

The sirong
ment accountabilit

clinicd
& ends upon

G t
. idualized 10 ‘
e .rsonal culpability must be proved officer by officer through duty, knowledge, authority.
hUI.PT‘iDn and consequence, not inferred from title. seniority or public pressure.
pnuss

[n the course of departmental proceedings, should the examination of job descriptions of

other official. officer or person indicate failure, negligence or inefficiency, such officers or
any ;

Jficials may also be included in the proccedings.
u

78. Contractual Responsibility

Contractual responsibility must remain distinet from departmental discipline and criminal
liability. A contractor is answerable only where a specific contractual duty, required performance,
provcd breach and corresponding contractual consequence are established. Mere presence at PIMS
is insufficient to create liability, while outsourcing does not relieve PIMS of any retained duty to
supervise. verify, train. certify or enforce performance.

The clearest contractual issuc concerns M/s Belfort Security Services (Pvt.) Ltd., which
provided round the clock security at PIMS. including MCH. Its obligations extended beyond
outine watch and ward to deployment. access and exit control, supervision and emergency
response. including participation in firefighting using PIMS equipment. Several Belfort personnel
did in fact assist in rescue, (irefighting, access management and responder support; a blanket
finding of abandonment or wholesale contractual failure is therefore not sustainable'”’. The
appropriate inquiry is narrower: whether required personnel were deployed and present.
supervisory arrangements functioned, emergency routes and keys were immediately accessible,
and contractual firefighting, communication and evacuation dutics were properly performed. CES
findings on locked or obstructed routes make this scrutiny important, but responsibility must be
lixed route by route, post by post and custodian by custodian.

_ A separate contractual line concerns M/s BLE Lngincers, responsible for repair,
Mamtenance and operation of 11VAC equipment along with contractors responsible for oxygen
al]d_"?c‘ji”“! cquipment repair and maintenance. Its contract required qualified manpower,
*IVicing, inspection and preventive maintenance, while PIMS Engineering retained responsibility
MHUDCr\'isinn. verilication and certification of the contractor’s work. The responsibilities were

—

" Exhibiy 15 : o - ] )
i-._\hihi:";': 35 Sttement/Report of Belfort Security Services: Exhibit 68 — Belfort Security Performance:

Fask No. 34: Contractual Action.
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therefore shared but distinet: BI Engineers was responsible for competent execution within its
12

contractual scope, while PIMS remained responsible for oversight and acceptance .
The contractual liability must be clause-specific and evidence based. The outsourcing may
transfer performance obligations, but it does not transfer PIMS’s nethined dijty e sdpsrvses ViRt

and enforce them,

29. Prima Facie Criminally Culpable Acts / Omissions

The Committee has maintained a clear distinction between administrative negligence,
contractual default and criminal culpability. A breach of official duty may justify disciplinary
action without amounting to a criminal offence. Criminal liability requires a higher threshold: a
legally recognized duty, knowledge or reasonable foreseeability of danger, authority and capacity
to act, a sufficiently culpable act or omission, and, where death is attributed to negligence, a legally
sustainable causal nexus between that conduet and the fatalities. The Committee may therefore
identify matters warranting criminal investigation, but final criminal guilt must remain for the
competent investigating, prosccuting and judicial authorities.

The first and technically strongest potential criminal line concerns the AC 2 electrical
supply circuit. The NFA identifics abnormal localized heating in the AC 2 supply cable near or
over AC 1 as the most probable point and mechanism of ignition. Although maintenance records
show servicing of the Nursery ACs, they do not cstablish systematic pre-fire testing of the
implicated cable, terminations, insulation, breaker protection, earthing or thermal condition. This
does not itself’ prove criminal negligence, but it warrants investigation into who designed,
installed, altered, inspected, maintained or certified the circuit and whether a reasonably
discoverable dangerous condition was culpably left uncorrected or equipment returned to service
without required safety verification'”,

The second line concerns mandatory emergency exits or escape routes reported by CES as
locked or obstructed during rescue operations. Criminal investigation may be warranted if a
particular route is confirmed as a mandatory emergency exit, a specific officer or contractor
employee was responsible for keeping it immediately accessible, that duty was knowingly or
negligently breached, and the obstruction materially delayed rescue or evacuation. The particular
corridor door visible on CCTV should not itsell be treated as causative unless that separate causal
chain is proved™.

The third line concerns culpable non action despite prior warning. The 6 July 2026 Nursing
Hostel fire had already generated specific recommendations on alarms, smoke detection, electrical
inspection, cvacuation, fircfighting cquipment, training and emergency preparedness. If a
particular officer is shown to have received a material warning, possessed a clear duty and
authority to act, had a rcasonable opportunity to implement permanent or interim safeguards, and
nevertheless failed without justification, the combination of notice, foreseeability, omission and

192 :xhibit 34 — Statement of DD Engineering: Exhibit 39— AC Maintenance Records: Exhibit 40 — HVAC
Record: Exhibit 63 — AC/HVAC Condition; Exhibit 82 — Contractual Action,

103 ixhibit 9 — Report of NFA: Exhibil 62— Electrical Salety: Exhibit 90 — Electrical,

04 Exhibit § — CES Report; Exhibit 17 — Rescue Workers™ Statements: Exhibit 58 — Causal Impact of Locked
Door: Exhibit 59 — Fire Exits/Escape Routes.
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resulting harm may warrant criminal investigation. Prior warning alone. however, 1S insufficient;

. ..{' . s : 2 .dmﬁ
individual responsibility and causal consequence musl be proved .

The fourth line concerns the apparent delay in effective external emergency notification.
CCTV shows the fire visibly underway at approximately 06:38, while CES records its confirmed
call at about 06:54, notwithstanding evidence of an internal wircless warning around 06:40 and
an alleged carlier attempt to contact the Fire Brigade. In an incident that became heavily smoke
engulfed within minutes, a culpable failure by the person specifically responsible [or summoning
external assistance could be significant. Criminal attribution would nevertheless require proof of
who had the duty to call, when that person acquired knowledge, whether an carlicr effective call
was made, why any delay occurred, and whether carlier notification would probably have created
a meaningfu' rescuc opportunity ',

Conversely, the present record does not disclose a sufficient basis for criminal attribution
against frontline responders whose immediate rescue conduct is objectively documented.
including Nasreen Akhtar, Razia Noreen, Maria Saleem, Dr. Muhammad Abdul Rehman and Dr.
Rimsha Ahmed. Nor would the mere absence of an on call consultant or other officer, even il
administratively irregular, amount to criminal causation without proof that physical presence was
legally required and that the absence materially contributed to the deaths.

The Committee therefore considers that the relevant forensic, CCTV, CES, security,
maintenance and prior warning material should be referred to the competent law en forcement
agency for focused investigation of four potential criminal lines: culpable electrical installation or
maintenance failure relating to the AC 2 circuit; culpable locking or obstruction of a mandatory
emergency route; knowing or grossly negligent non action after specific prior warning: and any
proved culpable delay in summoning external emergency assistance. Each line should be tested
through the sequence: duty, knowledge or foreseeability, authority, act or omission, degree of
negligence, failed safeguard. causal contribution and applicable offence. The precise penal
provision should be determined only after the facts are fully established.

The record supports focused criminal investigation, but not a finding of criminal guilt
against any named individual at this stage. The criminal liability must rest on a proved person
specific chain of duty, culpable omission and causation, not on institutional failure alonc.

30. Matters Not Established / Persons Not Adversely Implicated

The Committee considers it cqually important to record what the evidence does not
establish. Accountability requires both adverse and exculpatory findings, and no allegation has
been treated as proved merely because of public suspicion, official designation or the gravity of
the outcome. Findings have been confined to matters supported by objective. documentary or
technically competent evidence.

The allegation that the newborns were deliberately locked inside the Nursery is nol
established. CCTV shows that one adjoining door was initially unavailable but was opened at
approximately 06:39:45 while rescue activity was already underway through another access.

165 2xhibit 48 — July Fire Inquiry Report: Exhibils 69-72 — Prior Fire, Implementation, Earlier Notices and

Interim Safcguards: Exhibit 83 Criminal Dimension.

1 [-chibit 5 CES Report: Exhibit 8 Sale City Report; Exhibit 24 — Statement of Hasecb Akram: Exhibit 30
Siatement of Muhammad Khagan: xhibit 32 — Emergency-Call Delay: Exhibit 83 — Criminal Dimension.
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ting to gain access al about 06:39:13 and

consistent with deliberate abandonment
d or obstructed routes, establishing a
he CCTV visible door caused the
¢ exit. its required cmergency

Camera No. 12 further records Ghulam Murtaza attemp
secking assistance before the door was opened, which is in
or intentional obstruction'””. CES did encounter other locke
serious institutional egress concern, but this does not prove thatt
fatalitics. Any adverse finding must therefore identify the specifi

function, responsible custodian and actual consequence ol its unavailability.

nurses and security personncl abandoned the

The generalized allegation that doctors,
cord. CCTV and corroborating gvidence show

nconates is likewise contradicted by the objective re
immediate alarm, entry and re entry, rescue attempls and subsequent clinical support. Nasrcen
Akhtar raised the alarm and returned to the Nursery; Razia Noreen rescued a nconate and
attempted re entry; Maria Salcem entered the affected arca when summoned; Dr. Muhammad
Abdul Rehman was present during the critical first minute; and Dr. Rimsha Ahmed assisted in

recciving and treating evacuated babies. Minor discrepancies in recollection do not convert these

documented actions into dereliction'®,

Accordingly, the present record does not support disciplinary or criminal action against
these frontline responders for their immediate conduct merely because most of the neonates could
not be saved. This conclusion is confined to their emergency response and docs not preclude
examination of any separate duty later established through an authenticated roster or specific
written assignment. On the evidence presently available, however, their immediate conduct is

substantially exculpatory.

The record also does not establish deliberate concealment of casualties, falsification or
destruction of evidence, conspiracy, political protection, sabotage. corruption or political
manipulation. Nor does it prove that retaining the Nursery in the old MC11 was deliberately unsafe
or that relocation to the JICA facility would certainly have prevented every possible fire. The
retention decision remains a legitimate management and transition planning issuc, but motive and
causation cannot be inferred from inadequate documentation alone'”.

The Inquiry must correct unsupported allegations with the same care that it identifies
proven failures. The responsibility cannot arise from designation, association, public pressure or
an unsuccessful outcome: it must rest on proved duty, conduct and consequence.

31. Immediate Corrective Measures

The Committee considers that life saltty action cannot await completion of disciplinary,
contractual or criminal proccedings. The immediate priority is to remove continuing risks to
patients and  stalT] particularly in Nursery/NICU, PICU, ICU, HDU, operating theatres,
IEmergency and other high dependency arcas. PIMS should therefore undergo an independent
hospital-wide fire. life safety and clectrical audit based on physical testing, not paper compliance
alone. covering detection and alarms, extinguishers, hydrants and hose systems, cmergency
lighting, exits. compartmentation, electrical installations and medical gas systems. Lvery

W Exhibit 1 — CCTV Analysis: Exhibit 57 — Locked-Door Allegation: Exhibit 58 — Causal Impact of Locked
Door: Exhibit 78 —- Contradictory Evidence.
198 [ixhyibit 1 — CCTV Analysis; Exhibils 19 -23 - - Relevant Frontline Statements: Exhibit 55 — Individual

Emergency Besponsc. ) B
1% xhibit 78 Task No. 30: Contradictory Evidence, only to the extent the task paper specifically examines those

allegations,
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deficiency should be risk ranked and cither rectified immediately or covered by a documented

interim safeguard.

PIMS should also establish a single, tested emergeney notification and incident command
protocol. Detection of a serious fire should simultancously trigger the internal alarm, direct
notification of CES/Rescue/Iire Brigade, activation ol a designated Incident Commander, patient
cvacuation, security and access measures, and engineering support without sequential
administrative approval. Every shift should identify primary and alternate officers responsible for
making and confirming the external emergency call, while communication links among wards,
Control Room, Security, Engincering and external responders should be periodically tested and
logged.

A dedicated Nursery/NICU fire and nconatal evacuation SOP should be approved and
operationalized immediately. It should define alarm responsibilities, evacuation prioritics,
movement of oxygen and respiratory support dependent infants, electrical and medical gas
isolation, receiving arcas, patient identification and accountability, and mobilization of additional
manpower and transport equipment. Evacuation cots, bassinets, transport incubators and portable
respiratory support equipment should be provided according to actual patient census and
dependency. Regular multidiseiplinary drills involving clinical staff, Security, Engincering and
CES should test the system under realistic conditions rather than remain limited to classroom
instruction''?,

High risk clinical services should continue only where minimum life safety safeguards are
physically tested, functional and independently verified. Where permanent rectification requires
time, documented interim protection must remain in place. A measure being under process is not
a safety standard, continued patient care must depend on verified protection, not pending
paperwork.

32, Medium and Long Term PIMS Reforms

The Committce considers that immediate corrective measures should be followed by a
medium term reform programme, extending roughly from threec months to two years, to replace
reactive correction with a permanent safety management system. PIMS should adopt a
comprchensive Hospital Fire and Life Safety Plan integrating detection and suppression,
compartmentation, clectrical safety, medical gases, emergency power, evacuation, security,
responder access and continuity of critical care. High dependency areas such as NICU, Nursery,
PICU. ICU, 11DU and operating theatres should be specifically risk classified, with safeguards
proportionale to the fact that many patients cannot self evacuate.

A permanent Hospital Safety and Vigilance Committee should operate under
PIMS/Ministry oversight with representation from hospital management, clinicians, Engineering,
Biomedical Services, Security, CES/fire services, disaster management and relevant regulators.
Its role shovld be to conduct multidisciplinary inspections of critical systems, track high risk
deficiencics and escalate unresolved matters directly to senior management and the Ministry. The
essential reform is not the creation of another reporting body, but a mechanism that assigns
responsibility, deadlines and verification until each safety deficiency is physically closed.

10 [ixhibit 97 - Task No, 49: Cross-Facility Risk Exposure.
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In the short term. PIMS should also implement an integrated Hospital Management

Information System and digital safety/security platform covering biometric attendance and duty
rosters, patient and ward management, equipment inventory and preventive maintenance, fire
safety inspections and drills, incident and work order tracking, CCTV retention, access control
and centralized emergency communication. Time stamped audit trails, automatic escalation of

overdue safety actions and management dashboards should provide clear accountability and real

time oversight. PIMS should also progressively professionalize its administrative structure by
assigning hospital management, engineering, safety, finance, HR, procurement and other non-
clinical functions to suitably qualificd and expericnced professionals. Clinical expertise should
remain central to clinical governance, but should not by itself be treated as sufficient qualification
for complex administrative or safety critical appointments. Medical professionals may hold such
posts where they additionally possess relevant hospital management qualifications and
demonstrated administrative competence.

Pending wider governance reform, an Independent Safety and Governance Oversight
Board may be constituted for a defined transitional period to supervise implementation of fire
safety, enginecring, staffing, emergency preparedness, regulatory and digital governance reforms.
Comprising independent technical and healthcare management experts, it should receive direct
compliance reports, conduct or commission unannounced audits and report periodically to the
competent federal authority until sustained compliance is demonstrated.

Over the longer term, PIMS should be restructured around professional hospital
governance in which patient safety carries authority equal to clinical and financial management.
A scnior Iire/Life Safety and Facilities function should have clearly delegated powers, direct
access 1o the Exceutive Dircctor or governing authority, a protected life safety budget and
authority to restrict or close unsaft areas until minimum safeguards arc restored. Administrative,
engincering, biomedical, sccurity and other safety critical appointments should be based on
relevant qualifications, experience and competence, while additional charges should remain

exceptional and time-bound''".

PIMS must move from reactive maintenance and improvised response to an integrated,
digitally monitored and independently verified salcty management system. The medium term
reform should make safety systematic; long term reform should make it professionally governed,
independently assured and institutionally durable.

33. Federal Healtheare Regulatory Reforms

The Committee considers that the PIMS tragedy exposes a regulatory weakness extending
beyond a single hospital. Responsibility for healthcare safety is presently dispersed among
hospital management, healthcare regulators, CDA/fire authorities, engincering agencics and the
Federal Government, without a sufficiently integrated mechanism to ensure that a serious
deficiency identified by one authority is assigned to a responsible owner, corrected within a
defined timeframe, independently re inspected and formally closed. The federal objective should
therefore be a coherent healthcare safety assurance framework, particularly for tertiary hospitals

and units caring for non-self-cvacuating patients.

11 Exhibit 89 — Organogram with Name, Tenure and Job Deseription; Exhibit 103 -— Walaqi Mohtasib Report on
PIMS.
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Regulation should move towards risk bascd, multidisciplinary i-nspuction rulhi.:r th.an

Major hospitals should be assessed by teams with hcallhc_arc‘ Il‘rrt:f_hrc
safety, electrical. biomedical, engineering and cmcr]:?cnc?' management .c;fpf::mj& ‘ (_ru.cal
alarms, detectors, exits, emergency lighting, hydrants, medical gas iso %I.u::n~
y tested rather than accepted solely on the basis of
Ihis requires adequate regulatory staffing,
dependence from the institutions

generic compliance visits.

systems. including
and eleetrical protection, should be physicall

certificates. inventories or institutional rf:prcscmzuions,_ LA
specialist qualifications, continuous training and sufficient 1n
being inspected.

The Committee further recommends development of a specific federal standard lor Cr.liica[
care fire safety, recognizing that NICUs and comparable units cannot be regulated as ordm:ary
wards. Such standards should address paticnt dependency risk, safc occupancy, f::vacuatlon
staffing, appropriate transport devices, compartmentation and horizontal evacuation where
practicable, continuity of oxygen and respiratory support, designated receiving arcas and regular
multidisciplinary drills. No new or substantially renovated critical care facility should become
operational until these life safety arrangements have been independently tested and certified.

The healthcare regulation must evolve from periodic registration and inspection into
continuous, risk based safety assurance. A serious safety deficiency should never disappear into
iz s ; . - _ 112
correspondence, it must have an owner, a deadline, verified correction and formal closure’ ™.

34. Implementation and Compliance Framework

The Committee considers that the value of its recommendations will depend not on formal
acceptance, but on whether cach is converted into an assigned, time-bound and independently
verified action. A recurring weakness identified by the Inquiry was that deficiencies could be
recorded through audits, inspections, correspondence or carlier inquiries without any dependable
mechanism ensuring final correction. Accordingly, no life safety recommendation should be
treated as complete until the required measure has been physically implemented. tested and

verified.

Immediately upon acceptance of the Report, the Ministry of National Health Services
should prepare a Consolidated Corrective Action Plan covering every recommendation. Each item
should identify the deficiency, corrective measure, responsible institution and designated officer,
implementation deadline, financial requirement and funding source, interim safeguard where
permanent rectification requires time, wverification authority and final closure status.
Responsibility should be assigned by both institution and designation so that implementation does
not become diffused among PIMS, the Ministry, CDA/CES, IHRA, enginecring branches or

contraclors.

The [ramewark should also provide consequences for unjustified non compliance. Failure
by an officer to implement an assigned corrective action may warrant administrative or
disciplinary proceedings; contractor default should be addressed under the relevant contract; and
regulatory breaches should attract action under applicable law. Where implementation is delayed
by funding, procurement or another agency, the precise stage and responsible authority should be

recorded so that accountability follows the actual point of failure.

" Exhibit 96 - - Applicable Technical Benchmark Standard: Exhibit 97 — Cross-Facility Risk Exposure.
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The recommendations must operate as cnforceable actions rather than advisory
observations. The implementation chain should be: Finding to Corrective Action to Responsible
Owner to Deadline to Resources to Interim Safeguard to Implementation to Independent
Verification to Closure to Periodic Revalidation. A safety recommendation is not implemented
when it is approved. it is implemented only when the risk is physically removed, independently

yerified and lormally closed.
35. Support to Families, Survivor and Staff

The Committee considers that the consequences of the Nursery fire extend beyond the
immediate loss of life and require continuing support for the bercaved families, the surviving
neonate and stafT directly exposed to the incident. Thirtcen familics lost newborn children, while
one infant survived afler further neonatal treatment. Institutional responsibility therefore should
not end with completion of the Inquiry; PIMS and the Ministry should provide coordinated,
respectful and continuing assistance rather than requiring affected families to navigate multiple

offices independently.

A single Family Support and Liaison Cell should be established at PIMS under a senior
officer not directly involved in any disputed aspect of the incident. It should serve as the focal
point for communication, facilitate lawful access to relevant medical and administrative records,
provide updates on disciplinary, criminal and corrective proceedings, coordinate admissible
financial or welfare assistance, and keep familics informed of material institutional actions arising
from the Inquiry. Communication should remain factual, compassionate, periodic and respectful

of privacy and pending proceedings.

Bereaved families should also be offered voluntary professional psychological and
bereavement support, including remote counselling or referral where families reside outside
Islamabad. The surviving nconate should receive clinically appropriate long term follow up. while
stalT directly exposed to the incident should have access to psychological support''?. Any
compensation, ex gratia payment or other financial relief should be processed transparently and
expeditiously under applicable law and Government policy. without prejudice to independent
legal rights or claims''?,

The institutional accountability includes sustained carc for those affected, not merely
investigation of those responsible. This inquiry may conclude with a report, but PIMS’s duty to
the familics, the survivor and affected staff should continue through coordinated support,
transparent communication and verifiable follow up.

36. Transparency, Publication and Institutional Learning

In the interest of transparency, public conlidence and institutional learning. the Committee
rccommends that the Final Inquiry Report. or an appropriately redacted version, be placed in the
public domain by the competent authority. Publication would enable informed scrutiny by
professionals, technical experts. civil society and other stakeholders, and support broader Icarning
on hospital fire safety, emergency preparedness, healthcare regulation and institutional
governance. Disclosure should. however, remain subject to due process, privacy and legal
restrictions. Material should be withheld or redacted where publication could prejudice pending

""" Exhibit 95 - - Task No. 47: Clinical Outcome Tracking of Survivors,
" Ixhibit 98 — Task No. 50: Family and Stalt Psychological Support.
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disciplinary or criminal proceedings, compromise forensic or investigative material, disclose
protected medical or personal information, reveal sensitive CDR or seeurity data, or otherwise
violate applicable law. The competent authority may also establish a time-bound mechanism for
receiving technically or administratively useful comments and incorporating appropriate
recommendations into the correetive programme. The institutional learning from a mass fatality
hospital incident should not remain confined to the inquiry file. Transparency should be the
default, with only those limitations nccessary to protect due process, privacy and lawful

investigations.

37. Conclusion

The Committee is satisficd that the evidence gathered through its structured 52 task
investigation is sufficient to determine the substantive Terms of Reference. Although certain
supplementary matters, including formal chain of custody documentation and finer person specific
duty reconciliation, may require further completion, no material finding rests merely on an
evidentiary gap. Issues requiring disciplinary adjudication, contractual determination or criminal
investigation have been identified for consideration by the competent authoritics through due

process.

The record also establishes that several frontline personnel responded immediately and
courageously. Their actions do not negate the institutional failures identified by the Inquiry. but
neither should those failures be converted into retrospective blame against those who attempted
rescue. Responsibility must attach to the duty holder who had the knowledge, authority and
opportunity to prevent or mitigate a proved failure, not simply to the individual most visible after

the disaster.

The enduring lesson is that patient safety cannot depend on individual courage once a fire
has started. It must be secured beforehand through preventive engineering, effective fire and life
salety systeins, adequate staffing and evacuation capacity, professional hospital governance,
prompt incident command. independent regulation and a compliance regime in which risks remain
open until corrective measures are physically implemented and verified. The fact finding stage is
substantially complete and the evidentiary record is sufficient for final findings, accountability
proceedings and implementation of reforms. The electrical failure most probably explains how
the fire began; the institutional system explains why it became a catastrophe.

The Committee concludes that systemic and institutional failure is cstablished, but
individual responsibility varies according to the strength of the evidence. PIMS and its senior
management bear the principal institutional responsibility for failing to convert known fire safety
risks, prior warnings and assigned duties into an eflective and verified safety system, subject to
due process and verification of attendance and conduct. Clinical responsibility should arise only
where mandatory physical or supervisory duty is proved, while frontline responders whose rescue
cfforts are objectively cstablished should not be adversely implicated. The
Engineering/clectricallHVAC  chain  remains the most important unresolved technical
accountability linc because the AC 2 supply arrangement is the most probable ignition source, but
liability must first be individualized. Belfort and BE Engineers should be examined contractually,
while Ministry, IHRA and CDA/CES responsibility is presently mainly institutional or regulatory.
Criminal proceedings should remain confined to focused investigation of the AC 2 maintenance
chain, mandatory exit obstruction, failure to act despite prior warning and any culpable delay in
external notification. Accountability must ultimately attach to the duty actually held, the omission
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actually proved and the consequence fairly attributable to it, not merely to designation. public

pressure or the gravity of the tragedy.

38, Consolidated Findings

For easc of reference and implementation, the Committee consolidates below the principal

findings reached on the basis of the complete evidentiary record. These findings are to be read
with the detailed reasoning, qualifications and evidentiary reservations contained in the relevant

scctions of the Report.

Vi.

vil.

viii.

XI.

Xil,

Incident and casualtics. The fire occurred in the MCIH Nursery, PIMS, on 26 August .2026.
where 15 medically dependent neonates were under treatment; 14 died and one survived.

Rapid development. CCTV establishes that the emergency was visible by approximately
06:38:15 and that dense smoke substantially engulfed the Nursery within about one to two
minutes, leaving an exceptionally narrow rescue window.

Frontline response. The objective record establishes prompt alarm raising, entry, rescue
and treatment cfforts by frontline personnel and does not support the generalized allegation
that doctors, nurses or security staff abandoned the neonates.

Probable cause. The NFA identifies abnormal localized electrical heating in the AC Unit
No. 2 supply cable near/over AC Unit No. | as the most probable point and mechanism of
ignition. The precise clectrical defect and responsible duty holder remain to be
individualized.

Alternative causes not established. The evidence does not establish arson. multiple ignition
points, an external 1ESCO [ault, a pre-fire oxygen leak, or an incubator or warmer as the
source of ignition.

Ilectrical safety deficiency. Although AC maintenance and servicing were undertaken, the
record docs not demonstrate a systematic, periodic and traceable preventive electrical
salety regime covering cables, terminations, insulation, carthing, breakers and thermal
hotspots. Operational equipment was therefore not necessarily clectrically fire safe.

Fire propagation. Combustible materials and the oxygen supported clinical environment
most probably intensificd flame, heat and smoke afier ignition, but were not the initiating
cause,

Oxygen and biomedical systems. No pre-fire oxygen leak or biomedical cquipment fault
is cstablished as the causc of ignition; however, deficiencies existed in medical gas
documentation, cmergency isolation arrangements and comprehensive electrical safety
dassurance.

[ivacuation capacity. Fifteen non-sclf-evacuating neonates were housed in a stated ten bed
Nurscry, while only two doctors and two nurscs were immediately available and protected
transport resources were limited. This constituted a serious operational mismatch.

SOPs and drills. The record does not demonstrate an adequately documented, approved,
communicated, trained and rehearsed Nursery specific fire and neonatal evacuation system
capable of safely evacuating the actual patient load.

Fire protection. The affected Nursery was not demonstrated to have a functional automatic
smoke detection and fire alarm system or sprinkler protection, leaving human observation
and manual communication as the primary means of detection and activation.

Incident command and notification. PIMS did not demonstrate a tested incident command
system linking fire detection directly to alarm, evacuation, external notification, hazard
isolation and responder access. The principal chronological concern is the interval between
visible fire at about 06:38 and confirmed CES notification at about 06:54; CES itself
responded within minutes afler confirmed activation.
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xiil.

xiv.

XV.

XV

xvil.

xviil.

XIX.

XX.

XXI.

XxIi.

xxiil,

XXiv.

XXv,

and exits. The particular CCTV visible adjoining door is not established as causative
atalitics. CES separately reported locked or obstructed routcs, eslablishing a serious
oncern requiring route specific identification, classification, custody

Doors
ofthe |
institutional egress ¢
and causal assessment,

Security duties. PIMS Sccurity SOPs cxpressly assigned responsibilitics concerning fire
fircfighting equipment, training, access control, keys and emergency

salely. exits, trol, |
the clearest documentary duty chains in the Inquiry.

reporting, providing onc of
Prior warnings. CDA correspondence, the I‘'ederal Ombudsman 2015 observations.
PIMS’s own 2025 acknowledgement of ageing fire safety infrastructure and. most
significantly, the Nursing lostel lire of 6 July 2026 demonstrate that broader fire and life
safety risks were known before the Nursery tragedy.

Corrective closure. The record does not demonstrate that prior warnings and the July 2026
firc recommendations were converted into a comprehensive, time bound and
independently verified corrective programme before 26 August 2026. The specific AC 2
defect may not have been foresecable, but the need for stronger fire preparedness was.
JICA transition. The continued retention of the Nursery in the old MCH, despite
availability and progressive operationalization of the new JICA funded facility, was not
supported by a sufficiently documented risk assessment, justification or time bound
transition plan and constitutes a prima facie management issue.

External oversight. Ministry, IHRA and CDA/CES responsibility is presently stronger at
the institutional, supervisory and regulatory level than as person specific culpability. The
record shows fragmented oversight and insufficient verified closure of critical risks.

Funding and capacity. PIMS faced genuine staffing and resource constraints. but the record
does not establish that any specific Nursery fire safety or AC 2 electrical safety proposal
was rejected solely for lack of funds. Resource constraint therefore does not by itself
excuse the identified deficiencies.

Governance. PIMS requires clearer business allocation and professionally qualified
management of administrative, enginecering, safety and emergency functions. Clinical
seniority alone is not a substitute for specialized hospital management competence.
Systemic failure. The principal institutional failure was the absence of an integrated patient
saﬁ:t_y_systcm. leaving known risks fragmented across clinical, engineering, security,
administrative, contractor and regulatory functions and resulting in incomplete correction,
weak preparedness, improvised response and catastrophic consequences.

_Ins:litutional responsibility. PIMS and its senior management bear the principal
msl_ltul_fonal responsibility [or failing to convert known risks, prior warnings and assigned
duties into an cffective and verified fire and life safety system.

Adminis‘trali\fc and disciplinary responsibility. The record discloses prima facie grounds
for administrative and L&D proceedings against officers where a defined dul; prior
knmf.'ledgc or foresecability, authority and corresponding act or omission ir;dicalc
negligence, inefficiency, misconduct, unauthorized absence, failure of supervision or non
performance of assigned saflety responsibilities. Final guilt must be determined through
duc process. :

Pcr-'son spccilic cvidentiary maturity. The cvidence is not equally mature against all
oﬂ:cers: I'he Sccurity chain has the clearest documented duty basis; senior management
rc_:sp_onsmllily requires confirmation of business allocation, know]cdgc and authority;
c-hm_cal rc_:sponsibiiity depends upon proof of mandatory physical or supervisory duty; 2113(1
!:ng_|nccr|ng/elcc1ricalf’l[VAC responsibility remains technically central but uires
individualization. ’ e
!anir_lccringfclcclrical accountability. The AC 2 installation and maintenance chain
remains the most important unresolved technical accountability line. Responsibility must
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XVl

xxvili.

NAXX.

be traced to the persons who designed, installed, altered. inspected, maintained, supervised
or certified the implicated circuit.

Contractual responsibility. The record warrants clause specific contractual scrutiny of
Belfort Sccurity Services, M/s BE Engincers and any other relevant contractor where a
defined contractual obligation and corresponding breach are established. PIMS’s retained
duties of supervision. verilication and enforcement remain scparatc.

Criminal dimension. The Inquiry does not presently find any named individual criminally
guilty; however, the evidence warrants focused criminal investigation into possible
culpable cleetrical installation or maintenance failure relating to AC 2, obstruction of a
mandatory emergency route, culpable non action despite specific prior warning, and any
proved culpable delay in external emergency notification.

Criminal threshold. Criminal responsibility can arise only where the investigation
cstablishes a clear duty, knowledge or foresceability of danger. authority to act, a
sufficiently culpable act or omission, failure of a relevant safeguard and a lcgally
sustainable causal contribution to death or injury.

Matters not established. The record does not establish deliberate locking in of the neonates,
conspiracy, sabotage, political protection, manipulation or concealment of casualties,
wholesale frontline abandonment, or a prolonged CES delay afier confirmed notification.
Consolidated causation. The catastrophe resulted from a cascading failure: probable AC 2
clectrical ignition rapidly escalated through inadequate detection and firc protection,
limited neonatal evacuation capacity, improvised institutional response, delayed external
activation and access constraints, against a background of known but incompletely closed
institutional risks.

The eleetrical failure most probably explains how the fire began; the failure of successive

institutional safcguards explains why it became a catastrophe. Systemic failure is established,
while administrative, disciplinary, contractual and criminal responsibility must attach only where
the relevant duty, omission and causal consequence arc proved.

39. Consolidated Recommendations

The Committee recommends that the following measures be treated as an integrated

corrective and accountability programme. Implementation should proceed simultaneously where
practicable and should not await completion of disciplinary, contractual or criminal proceedings
where immediate patient safety is involved.

Independent safety audit. Conduct an immediate hospital wide fire, life safety and
clectrical audit based on physical testing, covering detection, alarms. fircfighting systems
emergency ¢xits, clectrical installations, medical gases and other critical infrastructure.

Im!nec.halc risk rectification. Risk-rank every deficiency and either correct it immediately
or institute documented interim safcguards until permanent rectification is completed. )

Critical care safcty. Continue high risk services such as Nursery/NICU, PICU, ICU, HDU
.u_nd operating theatres only where minimum life safety safeguards are ph},"sicall)'
functional and independently verified.

Detection, alarm and suppression. Install and maintain effective automatic smoke

detection, ala'rn'is. firelighting and fixed protection systems appropriate to high
dependency clinical arcas,
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vi.

vil.

viii.

Xi.

Xil.

Nili.

Xiv.

XV.

AV,

XVil.

XVIii,

Emergency exits. Map and verily all emergency exits and responder access routes, i.dcmi ly
their legal status and custodians, and cnsure that security arrangements never impede
immediate cmergency cgress.

Preventive clectrical safety. Establish a systematic and traceable preventive cleclri_cal
safety programme covering cables, terminations, insulation, carthing, breakcrs, loading
and thermal inspection, particularly in critical clinical arcas.

AC 2 responsibility. Identify the officers, technicians, contractors zu?d supervisory
authoritics responsible for the design, installation, inspection, maintenance ‘and
certification of the implicated AC 2 electrical circuit and determine whether any required
safety measure was omitted.

HVAC and infrastructure. Expedite outstanding HVAC and infrastructure modernization.
with defined ownership, timelines and independent technical certification.

Medical gas safety. Maintain verified as built medical gas drawings, clearly identified
isolation valves, assigned emergency authority and trained personnel.

Neonatal evacuation. Approve and operationalize a dedicated Nursery/NICU fire and
neonatal cvacuation SOP supported by adequate evacuation equipment. manpower

mobilization and realistic multidisciplinary drills.

Incident command. Establish a tested Incident Command System providing immediate and
simultancous alarm. external notification, evacuation, hazard isolation, security/access

response and responder coordination.

Ixternal notification. Designate primary and alternate officers on every shift to
immediately call and confirm CES/Rescue/Fire Brigade activation without sequential

administrative approval.

Security reform. Enforce existing Sccurity SOPs relating to exits, firefighting equipment,
training, deployment, access control, key custody and emergency reporting. with clearly
assigned supervisory responsibility.

JICA transition. Review all critical services remaining in legacy buildings and transfer
them 1o appropriate purposc-built facilities where feasible; continued use of old
infrastructure should require documented risk assessment, interim safeguards and a fixed
transition plan.

2 1] - o e ST + . - ¥ 1 1

!{ofcsuoqal‘ governance. Restructure PIMS around professional hospital administration
with administrative. engincering, biomedical, safety, finance, HR, procurement and
emergency management  functions assigned o suitably qualified and experienced
professionals,

tf:f!crul b&]scd appointments, Appointments to administrative and safety critical posts should
¢ merit based and qualification specific, while additional charges should remain
exeeptional and time bound.

lospital safety s.:u-_uc!ur_c. Establish a senior Fire/Life Safety and Facilities function and a
pcrmancm'nnl!tldMlphpﬂry Hospital Safety and Vigilance Committee with authority to
track deficiencies to verified closure.

lﬂdcpl:.‘ndl.‘lll oversight. Consider a time bound Independent Safety and Governance
Oversight Board to monitor implementation. conduct independent or unannounced audits
and report (o the competent federal authority.
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NiN.

XX.

XX,

Xxii.

XXiii.

XXiv.

XXV,

XXV

XX Vil

XX Vi,

XXix,

integrate S and salety management
igital safety management. Implement an mlugmu.d_ IMIS ?lwcn;mig“ i o
Ullgt}!:rl'l{L cu_vcring altendance, duty mstcrs.1 ‘L:L!uipmt.n‘l“ e an.d e
E12i||tc|1al1cc inspections. drills, work orders, CCTV. access
(s 5 -

communications.

i v ¢ framewo k
1 I 3E H ‘ H l aS. Llra

I:{Cglllﬁlljl\-' IC{U[‘]'I'I. l‘:.‘;lﬂhliS| d Cl!h(.l't‘-l'll 1Cdud| hLdl[‘hC;II.IL Sdi IC‘ if’i‘ . :hi i"I I“—:L-.y: iy !

with risk b'aﬁ'cd IT'ILl|lidiSC‘I|!IiH‘dl'}" ill.‘\'pCL‘ll()iIS and pihy:ﬂul lest ng ol ct tical systems

P ‘e and life safety standards for NICUs
Critical care fire standard. Develop specilic !cdf:ral fire and |I1‘L ?di:;ﬁs;dslamng‘ snin
and other high dependency units, includinj:j, :-;achoc‘c‘upTlia.y, L\:{:L
cquipment, compartmentation and continuity ol critical support.

ire i ife safety certification
Pre commissioning certification. Require independent ﬁ‘r? ar;f.llicc:do ._-)r’atignaL
before any new or substantially renovated critical care facility becomes op

indi i ific corrective
Closed loop implementation. Every finding shoulq be. conv?rtcd lgmda“siecmsgurccs o
action, assigned to a responsible officer or institution with a dea nrl] 3 shoscgioidr
interim  safeguards where nccessary; ccnmplcuc‘m should mwrm?]o\{fcd el
implementation, independent verification and formal closure,
revalidation.

Administrative and L&D proceedings. /\pp]‘opri’file admm|s::atl1veuiandhacﬁggli?gz
proceedings should be initiated against oﬂ'lccrf; against whom t ?d n;;bseryncc b
prima facie negligence, misconduct, inefficiency, _unalfth‘on‘a;:, : -houl{; identify the
supervision or non performance of assigned safety d.l.lll-ES. L:at_.h Lrargltl s i
precise duty, knowledge. authority and allcgcd_ omission, \_wlh ina .:;1 ] ¥ e
through due process. In addition, wherever th‘: job description and evidence establis
dereliction of duty, needs to be proceeded against.

Engineering proceedings. Before disciplinary action against Enginceringfcie;tricalfﬂVAC
personnel, identify the precise person responsible for the implicated AC 2 installation or

circuit and establish the relevant duty, period of responsibility and alleged technical
omission.

Contractual action. Initiate clause specilic show cause and con
proceedings against Belfort Sccurity Services, M/s BE Engineers or other contractors

where a defined contractual obligation and prima facie breach are established, while
separately examining PIMS’s retained supervisory dutics.

scquential contractual

Focused criminal investigation. Refer the relevant forensic, CCTV, CES, Security,
maintcnance and prior warning matcrial (o the competent law enforcement agency for
focused nvestigation of the AC 2 clectrical chain. obstruction of mandatory emergency

exits, culpable non action despite prior warning and any culpable delay in external
notification,

Criminal evidentiary standard. Criminal
cstablishing the duty owed, knowl
relevant act or omission, degree
applicable offence.

liability should be determined only after
edge or foresceability of the danger, authority to act, the
of negligence, failed safeguard. causal contribution and

Corrective Action Plan. Upon acceplance ol the Report, the Ministry should prepare a

Consolidated Corrective Action Plan assigning every recommendation to a responsible
Institution and designated officer, with deadlines. resources, interim safeguards,
verification authority and closure status.
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NXX.

NN

XXXl

xxxiii.

Conscquences [or non compliance. Unjustified failure to implement an assigned corrective
action should attract administrative or disciplinary consequences: contractual defaults
should be enforced under the relevant contract; and regulatory breaches should be dealt
with under applicable law,

ios. survivor and staff. Establish a Family Support and Liaison Cell, provide
ort, ensure long term clinical follow up of the
awful compensation or relief transparently and

Famil
psychological and bercavement supp
surviving neonate and process any |
expeditiously.

an appropriately redacted version,

Transparency. Publish the Final Inquiry Report, or
so that the incident

subject to privacy, duc process and investigative safcguards,
contributes to institutional learning and public confidence.

Capacity and Professional Hospital Management. Islamabad requires additional public
hospitals, expanded healthcare capacity and professionally qualificd hospital management
and staffing. Consultants private practice may be conducted within designated public
hospital premises only under a transparent institutional arrangement, similar to the CMH
model, where patient fees are collected centrally, hospital charges are deducted and the
balance is paid to the concerned specialist. The hospital retained share should be
transparently utilized for stafT incentives, patient services, maintcnance, management
improvement and institutional development.

Systemic reform must be accompanied by accountability. Officers against whom prima

facic negligence or misconduct is established should face appropriate administrative or E&D
proccedings; contractual breaches should be enforced against the responsible contractor; and
conduct potentially crossing the criminal threshold should be independently investigated under

law. At the same time, every safety deficiency must rcthil physically corrected.

independently verified and formally closed.

W —

(Irfan Nawaz Memon) (Maj. Gen (Retd) Dr. Khurshid Uttra)
Dy. Commissioner, ICT (Member)
(Member)

-

[ d oedriod A et ueeed

(Bagrister Nabeehtﬁ'nﬁtf:\wan) (Dr. Rashid A. Chotani)
" Istablishment Secretary (Co-opted Member)
(Mecmber)

r Federal Sceretary
(Chairman)

Dr. Sved Taugir Shah, Adviser to Prime Minister, P.M. Office, Islamabad.

with reference to his U.O. No. 3130/APM/2026 dated 26™ August 2026
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Abbreviation
AC
AD
CDA
CDR
CLS
CCTV
CPAP
DC
DD
DED
DG
E&D
ECNEC
E&M
HDU
HMIS
HOD
HR
HVAC
13
ICT
Icu
IHRA
IESCO
ICI
JED
JICA
MCIH
MSDS
NIFA
NFPA
NICU
PIMS
PICU
PMIC
PPM
PWD / Pak PWD
SOp
ToR / TOR

LIST OF ABBREVIATIONS

Full Form

Air Conditioner / Air Conditioning
Assistant Director

Capital Development Authority

Call Detail Record

Capital Emergency Service

Closed Circuit Television

Continuous Positive Airway Pressure
Deputy Commissioner

Deputy Director

Deputy Executive Director

Director General

Efficiency and Discipline

Exccutive Committee of the National Economic Council
Electrical and Mechanical

High Dependency Unit

Hospital Management Information System
Head of Department

Human Resources

llcating, Ventilation and Air Conditioning
Intelligence Burcau

Islamabad Capital Territory

Intensive Care Unit

Islamabad Healthcare Regulatory Authority

Islamabad Electric Supply Company
Joint Commission International

Joint Executive Director

Japan International Cooperation Agency
Maternal and Child Health / Mother and Child Health
Minimum Service Delivery Standards
National Forensics Agency

National Fire Protection Association
Neonatal Intensive Care Unit

Pakistan Institute of Medical Sciences
Pacdiatric Intensive Care Unit

Prime Minister’s Inspection Commission
Planned Preventive Maintenance
Pakistan Public Works Department
Standard Operating Procedure

Term(s) of Reference
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