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1. INTRODUCTION

The Pakistan Maternal and Newborn Health Research and Advocacy Fund (RAF) has as its primary
objective: Improvement in practices (and supporting policies) related to Millennium Development
Goals (MDG) affecting poor and marginalised people in Pakistan, with a focus on MDG 4, to reduce
child mortality and MDG 5, to improve maternal health.

Funded by the Department for International Development (DFID) and AusAid, the RAF aims to
support research and advocacy activities in order to ensure that original research-based evidence
contributes to policy making on maternal and newborn health (MNH). The Fund periodically solicits
concept notes on selected focus areas from NGOs, research institutes and others. It is increasingly
recognised that gender and social exclusion should constitute a central focus of the RAF, and thus a
better understanding of these issues is critical. The objectives of this briefing note, therefore, are to:

A Provide a brief overview of the gender and social inequalities in Pakistan and their implications
for maternal and newborn health.

A Explore how social exclusion and gender inequalities manifest themselves in terms of access to
health services and how they shape the ability of certain women to exercise choice and control
over the decisions that affect their well-being.

This note also aims to provide the basis for developing stronger guidelines for RAF applicants; and

building understandingad (2 6Ke& 3ISYRSNJ | y R toangt®ralladd ne@to@f dza A 2 y
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1.1 METHODOLOGY

This note is based on a comprehensive desk review of recent published documents (donor reports,
journal articles, book chapters), dating from 2000 onwards. Given the large amount of literature
available on this area, the focus was specifically on literature looking at maternal and newborn health
in the Pakistan context. As far as possible, the review has looked at the social, economic, political and
cultural barriers faced by women, or groups excluded on the grounds of one or more of the following
factors: ethnicity, race, religion, caste, descent, age disability, HIV status, migrant status, region/place
of residence.

The focus of the research has been on the evidence (quantitative and qualitative) that illustrates the
impact of the social and political dynamics highlighted in this note. Whilst gender and social exclusion
issues in Pakistan have received increased attention in recent years, there remains a paucity of
research and data on their impact on health. Therefore, the paper also draws on insights from
tF1AddryQa KSFHEfGK a80G2NI Ay 3ISySNIftsz FyR G2
Sections 3, 4 and 5 draw on this limited data and, hence, aim to highlight the value of this work as
well as the significant gaps that remain.

The paper is structured as follows:

A An overview of gender and social inequalities in Pakistan;

A Abriefing on the interplay and impacts of gender inequality and social exclusion on maternal and
newborn health in Pakistan; and

A A more detailed examination of how these affect the provision of reproductive health services, as
Sttt a o2YSyQa lFoAfAte G2 FOOSaa |yR dzaS
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2. GENDER INEQUALITY, SOCIAL EXCLUSION IN PAKISTAN AND
IMPACTS ON MNH IN BRIEF

2.1 GENDER INEQUALITY AND SOCIAL EXCLUSION IN PAKISTAN

The Constitution of Pakistan upholds the principles of equal rights and equal treatment of men and
women. However, as is the case in many developing countries, social exclusion in Pakistan keeps
certain groups disadvantaged because of discrimination on the basis of their gender and/ or social
identity. Not only are these groups more likely to be poor, exclusionary norms and practices can
restrict them from benefiting from development, and render them invisible.! Gender inequality is a
particularly prevalent form of exclusion and there exist significant gender disparities in Pakistan -
which cut across all classes, sectors and regions of the country. Gender disparities compound other
forms of social exclusion to trap people in poverty. Poor women? who are from ethnic, religious or
caste minorities can be triply disadvantaged ¢ by their poverty, gender and status.

Box 1: Definitions of Gender and Sexual Exclusion

Gender

Sex refers to the biological and physiological characteristics that define men and women e.g. women
can become pregnant, men cannot. Gender refers to the socially constructed roles, behaviours,
activities, and attributes that a given society considers appropriate for men and women.

Social Exclusion

Social exclusion is a process by which certain groups are systematically disadvantaged because they
are discriminated against on the basis of their identity, i.e. ethnicity, race, religion, sexual orientation,
caste, gender, age, disability, HIV status, migrant status or where they live. Discrimination occurs in
public institutions, such as the legal system or education and health services, as well as social
institutions like the household®. Women are often excluded because of where they live, such as
remote rural areas and urban slums, where it is difficult to participate in decision-making and access
services. Social exclusion is a context-specific concept, which highlights how different deprivations
(e.g. unemployment, lack of political voice) can compound each other and affect a particular group or
groups of individuals through both formal and informal channels.

Gender and social exclusion overlay one another. Societal perceptions of women as lower status
dependents - which are reinforced by customary practices and existing laws - constitute the primary
barrier to gender equality. The social exclusion of women is thus enforced by the (informal)
institution of patriarchal power structures, which are entrenched in social, cultural and religious
systems across Pakistan. Additional barriers are described below. All of these collectively deny
women opportunity as well as access to health and other services.

A Low prioritisation of girls' education. In Pakistan, overall literacy is only 44 percent while adult
female literacy is less than 30 percent. There is a large literacy gap between men and women. In
2008, the gender parity index in primary, secondary and tertiary education was 0.83; 0.76 and

1 DFID (2009)

2 KAfS ASYRSNI A& Fo2ddi Y2NB (KIy 2dad s2YSys GKS LI NIAOdzZ + N
particularly needed. However, the role of menandhowto Sy 3+ 38 A GK GKSY (2 oOoNRyYy3 | 62dzi OKI
issue that should be addressed in greater detail.

¥ DFID (2005)



0.85 respectively.* The literacy rate for urban women is up to five times the rate for rural
5
women.

A Limited ability to enter waged employment. In 2007, only 13 per cent of those employed in the
non-agricdzf G dzNJ f &ASO0G2NJ 6SNB 462YSYyd LYy HAN(CE- | b5t Q3
which measures the extent to which women take an active part in economic and political life
through tracking the share of seats in parliament held by women; of female legislators, senior
officials and managers; and of female professional and technical workers, and the gender
disparity in earned income, reflecting economic independence - ranked Pakistan 99" out of 109
countries with a value of 0.386.°

A Lack of control over income and assets. Whilst women may inherit from their fathers, mothers,
husbands or children, their share is generally smaller than that to which men are entitled.
Daughters, for example, are religiously entitled to inherit half as much as sons. Although there
FNB y2 fS3rt NBaGNROGA2ya I discranhatabyyraidionaddy S NB K A L
norms prevail. Women have the right to access to land, but data suggests that the share of
female land ownership is very low. Pakistani women are entitled to access bank loans and other
forms of credit, and a number of credit institutions now target women. However, their access is
limited by their inability to provide the required collateral” and restricted mobility.
A lLack of decision-making powers in the household. wS & S| NOK &aK2¢a GKIG g2
decision-making power within many Pakistani households results in poorer health outcomes, in
that women are unable to make important decisions regarding the need for care, and accessing
healthcare services.®

A Limited mobility of women. Although women have the legal right to freedom of movement,
traditions and customary practices (including the tradition of male guardianship, and W LJdzNR | K Q >
i.e. seclusion or veiling) limit their ability to exercise this right to various degrees in different
regions. A survey conducted in Punjab (across nine rural and one peri-urban community) found
that only 35% of women were allowed to go unescorted to a market in their village, 28% were
allowed to attend health centres unescorted and only 12% were allowed to visit neighbouring
villages unescorted. On a mobility index with a maximum value of 5, the women of Punjab were
assigned a value of 1.4.° In Balochistan, the cultural practice of purdahis still widely practised.
The sex ratio is 114:100 (men to women) and the rural female literacy rate is less than 10
percent.

A Low levels of participation in public life. In 2010, only 22 per cent of seats in national parliament
are occupied by women®2 2 YSy Qa 01 2F NBLINBaSyidalridAzy Ay
decision-making power at the societal level has an important impact on how public discussions
on gender issues are conducted and for the resulting legal and political implications.**

A High levels of violence against women and for married women a lack of support from the
Kdza ol YRE&A2YEBYAE ¥R IANI A4Q NBil GA@Ste f2¢ aidl (dza

* UN Stats MDG Indicators (2008)
> UN ESCAP (1997)

® UNDP (2009)

" OECD/ DAC (2005)

& Mumtaz and Salway (2009)

? Jejeebhoy and Sathar (2001)
%1pU (2010)

1 WHO (2007)

12 khan et al (2009)
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of them as being owned by their husbands and fathers leads to high rates of violence against
them. Violence against women within marriage is widespread, and non-consensual and forced
sex is part of the different forms of violence that women experience.”® The Aurat Foundation
reports that gender-based violence increased by 13 percent from 2008 to 2009. Legal
frameworks offer little protection for the physical integrity of Pakistani women.* There is no
specific law covering gender-related violence, instead such crimes fall under the general Penal
Code. A clear gap also exists between legislative measures and enforcement mechanisms.*®

2.1 HEALTH IMPACTS OF GENDER INEQUALITY AND SOCIAL EXCLUSION

Gender6 SR SEOfdzaA2y AYLI OGa | O2dzyGNEQa FoAfAGE
MDG 3 (gender equality) is vitally important to the achievement of MDG 4 (child mortality), MDG 5

(maternal mortality) as well as MDG 6 (combating HIV/AIDS, malaria and other diseases). It is

increasingly recognised that the principal barrier to achieving large-scale reductions in maternal and

newborn mortality rates is the lack of attention paid to the broader, social, cultural and political

factors at work in particular contextswhich F¥F SO0 62 YSy Qa | OOdcandartile KSI £
in the Lancet notes:

0A medicalised and technological approach to MDGs 4, 5, and 6 has meant that the political
discussion around them has excluded gender equity.thi®tapproach marginalises the
analysis of gender equity as a root cause and contributing variable to maternal and child
health, and is reflected in the absence of a gender focus in public health policies and
programmes. Technological fixes [...] will fagt themselves achieve long lasting change for
future generations [...] MDG 3 is not just a goal in itself but a driver for all the MDGs, and is
intimately linked and causally connected to MDGs 4, 5, ané 6

The concepts of gender and social exclusion are ways in which to understand and account for these

broader factors. The lack of provision of adequate basic health services, trained staff, adequate

medical supplies and equipment are direct causes of maternal mortality. However, the underlying

causes of these deaths are socio-cultural structures, which discriminate against women and girls*®, as

Figure 1 (See page 10As women are also the main carers in families in Pakistan, gender inequities

can also have consequences for general child, family and community health. Poor outcomes for

women and girls are reflectedint I T A& dFyQa FSNIACL A (aktysratey, WhiclSaxgl/ | £ | Yy F
amongst the highest in South Asia.

A The maternal mortality rate is around 276 per 100,000 live births.® An estimated 30,000 women
die each year, the equivalent of one woman dying every 20 minutes.?

A Among women aged 12 to 49, complications arising out of pregnancy and childbirth are the
leading cause of death, accounting for 20 per cent of all deaths for women of childbearing age.”

B3 Fikree & Bhatti (1999); Fikree et al (2005); Human Rights Commission of Pakistan (2001); Shaikh (2003)

' parveen (2010)

' The National Assembly passed the Domestic Violence Bill in 2009. However, the Senate failed to pass it within the three
Y2y(iK& NBI[dZANBR o6& tlF1AadlyQa /2yadAaddzirzy o

18 OECD/DAC (2010)

" The Lancet, (2010), p.1939

'8 These issues also make it harder for the poor to exit from poverty on a sustainable basisi because the fArul
of the gamed around g e n dekrin wiendxtemal shiockd occarx so Ithatsthiosenon the
borderline of poverty sink back into it. This is particularly important for external shocks due to the illness of a
family member, particularly the main breadwinner.

'Y PDHS 2006-07

% Khan et al (2009)

?1 PDHS 2006-2007



A For every mother who dies from pregnancy and childbirth complications, 20 women are left
suffering severe injuries and lifetime disabilities such as obstetric fistula.?

A The infant mortality rate is 67 deaths per 100,000 live births.®

A Among 1 to 4 year olds, the death rate for girls is 66 per cent higher than boys.

In addition, certain areas and provinces have particularly poor maternal and infant health outcomes:

A Women living in rural areas are at double the risk of dying of maternal causes than women living
in urban areas ¢ a maternal mortality rate of 319 and 175 deaths per 100,000 live births
respectively.?*

A The maternal mortality rate in the province of Balochistan is 785 deaths per 100,000 live births.*

A Under-five mortality is 28 per cent higher in rural areas than in urban areas (100 and 78 deaths
per 1,000 live births respectively.?® In Balochistan, infants are 1.6 times more likely to die as
infants in Punjab.?’

Poverty, gender inequality and social exclusion result in lack of voice and low levels of participation
by poor women in decision-making, and thus in low investment in the health of newborn girls and
pregnant women. Whilst it is critical for policies and programmes to improve and expand services, as
well as reduce the burden of cost for low-income women, these actions alone are not sufficient to
guarantee access to maternal health care. As Figure 1 shows, while the lack of provision of adequate
basic health services, trained staff, adequate medical supplies and equipment are direct causes of
maternal mortality, poverty, gender inequality and social exclusion still limit access and prevent
women from utilising services. A combination of poverty, gender inequality and social exclusion can
O2YyUNROGdzO S (2 airKoSt matkiinkl 8BS arduBributed 9:Q G K

1. Delays in deciding to seek medical care.
2. Delays in reaching the appropriate medical facility.
3. Delays in receiving adequate and appropriate treatment.

Therefore, efforts to improve maternal health care utilisation and outcomes must also find ways to
empower women and overcome gender inequality. Healthcare programmes must aim to understand
the barriers, act to addressthem YR F R@2 01 S FT2NJ Ay@SadySyida
Experience shows that it is key to work with men and families in this regard ¢ it is often not the
women who need convincing, but the deciders/ heads of households (mothers in law, fathers,
husbands)?®. However, bringing about attitudinal and institutional changes around empowerment is
difficult to achieve, and takes a long time. It is therefore important to invest in specific interventions
which address gender and social exclusion through small-scale, sustained changes.

There sections that follow outline the evidence on the impacts of poverty, gender inequality and
social exclusion on maternal and newborn health.

2.1.1 POVERTY

Poverty status undermines maternal and neonatal health in several ways. It can heighten the
incidence of direct causes of mortality, such as maternal infections and under-nutrition. The poor are
also materially excluded through the cost ¢ not just in terms of fees for services, but also travel costs,

%2 UNICEF (20082009)

2 population Council (2010)
2 PDHS (2006-7)

% |bid.

%% UNICEF (2008)

7 Ibid.

% Mumtaz and Salway (2009)

uKI
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the cost of medication, and the opportunity cost of having to take time off work if opening hours do
not allow for out-of-hours consultations. A recent study has shown that in Pakistan neonatal
mortality rates are around 55 per cent higher for the poorest 20 per cent of households than for the
richest quintile.?® Similar inequities are also prevalent for maternal mortality.*

Poverty is closely interlinked with gender inequality, as both act as barriers or filters and can affect
62YSyQa FoAftAde G2 GNIyatldiS RSYFYR FT2NJ KSIf (KC
groups in Pakistan can often be among the poorest (but not always, depending on type of

exclusion). In addition to poverty and gender equality, some women and girls are subject to

additional exclusionary informal norms such as ethnic bias, and discrimination based on religion,

disability, age and location among others. In Pakistan, many women and girls experience several of

these types of exclusion. Each of these deprivations compounds one another, heightening exclusion

as well as deepening and sustaining poverty. At the intersection of poverty, gender inequality and

social exclusion are factors such as:

lack of education and knowledge;

inadequate maternal and newborn health practices and care seeking;
insufficient access to nutritious food and essential micronutrients;

poor environmental health facilities; and

inadequate basic healthcare services and limited access to maternity services.

I > > >

LylFteara 2F LIR22N LIS2LX SQa | OBdaenws forledmple, $hatthéirk O NB &
exclusion is perpetuated through a combination of social and institutional barriers, mistrust of
medical health services, customary beliefs, financial costs, and the configuration of service delivery
models. Social and institutional barriers include the lack of awareness by the poor of the services
available to them, compounded by a lack of awareness of health issues and how best to seek
treatment. There is also a perception among the poor that they will be treated in a humiliating way
by the clinic or hospital staff, or that access to services, and the cost, depends on having a personal
relationship with clinic staff or some other influential person/patron. This reflects a generally low
level of trust in government services, with perceptions of informal charges and discretionary
provision of drugs. In the private/NGO sector, charges are not standard and often not transparent,
and private clinics are suspected of profiteering.

%% Alam et al (2010)
% Lawn et al (2006)
# Gardner and Subramaniam (2006)



Figure 1. Conceptual framework on Maternal Mortality
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2.1.2 GENDER INEQUALITY
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Source: UNICEF

In Pakistan, socio-cultural norms often determine that men control key assets and make decisions

NBIFNRAY3I FIANI&AQ | YR

demand better access to healthcare services due to their lower status, lack of education,
constraints on mobility and their ability to appear in public spaces. Women who are financially

dependent on their husbands are often unable to aO O S a &

Those who are in strict purdahare often simply not allowed to physically access services without a
male escort. Associated issues of mobility and privacy ¢ which are reinforced by social custom (in
areas such as Khyber Pukhtunkhwa and Balochistan) as well as by religious interpretation - can also

AaSNWBS (2 tAYAOD 3IANTIAQ
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Research studies® have highlighted gender discrimination in medical expenditures ¢ finding that
when ill, girls are less likely to be taken for a medical consultation, and when they are, less is spent
on their medical care than for boys. Rural households are more likely to consult private doctors (who
are considered to be of higher quality) for boys than for girls. The choice of which healthcare
provider an individual chooses is also strongly influenced by financial considerations, and women
often use traditional healers - who are cheaper, easier to access and more culturally acceptable.®

There remains a gender gap in terms of literacy rates in Pakistan, and this is particularly pronounced

inrural areas. [ 26 f S@St a 2 FareAdt dhly dinRed & RatrOntatierhal ayid newborn

KSFHfGK 2dzi02YSazx odzi Ffaz2z fAYAQG .@@dSgdwomerR IANI a
are less likely to use contraception and take decisions regarding their reproductive rights.>* This is

reflected in the high fertility rate for Pakistani women and the low contraceptive prevalence rate.

Lack of education also affects womey Q& SYLJX 2@ YSyid LINRaLlSOdas FyR O
autonomy, as well as household income (which in turn affects how much can be spent on education,

health, food, etc.). llliteracy is also a major barrier to accessing information about services.

Early marriage is common in Pakistan®>. Approximately 40 per cent of all women in Pakistan marry
before the age of 18 and 13 per cent marry before the age of 15%. Early marriage often leads to
early child bearing and high total fertility37, as well as higher rates of unfavourable pregnancy
outcomes and higher rates of abortion, in not only the first pregnancy, but in subsequent
pregnancies as well. Teenage pregnancy can also have serious health implications for infants in
terms of low birth weight and higher rates of stillbirth. In Pakistan, the infant mortality of babies born
to women younger than 20 years is 116 deaths per 1,000 live births compared to the 55 deaths per
1,000 births of women aged 40 to 49, Infants born to teenage mothers are 1.5 times more likely to
die than infants born to older mothers.*® Early age at marriage is also likely to lead to less education,
longer reproductive life, less articulated ideas about family size, less use of contraceptives and low
status in the marital family.

Societal perceptions of women play a primary role in violence against women and the opportunities
available to them to address the issue. In 2004, although the phenomenon 2 ¥ WKR2 Y2t ft Ay 3 Q ¢
outlawed, however over 300 honour killings were recorded in the subsequent year.** Over 70
percent of women in Pakistan face domestic violence.*! Sexual coercion is also common in
marriage and many women endure sexual assault.? ¢ KS O2y OSLJi 2F WYIF NRGFE NI
it is widely believed that men are entitled to demand sex within marriage. These ideas are given
weight by some religious interpretations that see the primary purpose of women; being to fulfill the
sexual needs of men and to bear children.*”* Sexual violence is directly linked to reproductive and

%2 Cited in World Bank (2005)
% Shaikh and Hatcher, (2005)
% PDHS (2006-2007)
% Women in Pakistan have very little legal protection in regard to family matters. Under the Child Marriage
Restraint Act of 1929, the minimum age of marriage is 16 years for females and 18 years for males (OECD/ DAC,
2010). However, The 2003 United Nations World Fertility Report estimated that 21 per cent of girls between 15 to
19 years of age were married, divorced or widowed. The PDHS 2006-7 finds that the median age of first marriage
is increasing over time and now stands at 19.1 years. The median age at which a women first gives birth is 21.8
%/Gears I an increase of half a year from the 1990-91 PDHS.

PDHS (2006-2007)
¥ paruzzolo (2010)
35 PDHS (2006-7)
% agha (2000)
* Human Rights Commission of Pakistan (HRCP) www.hrcp-web.org/PDF/2005%20-%20Killings. pdf
*! Human Rights Watch (1999)
%2 Kapadia et al (2009)
* Hussain and Khan (2008)

11


http://www.hrcp-web.org/PDF/2005%20-%20Killings.pdf

sexual health issues, such as gynaecological problems, sexually transmitted infections (STIs) and
unintended pregnancies. The extent to which domestic violence contributes to maternal mortality
rates in Pakistan is not known. However, studies from India, Egypt and Uganda* have found a link
between limited use of antenatal care and increased obstetric complications in women who
experience domestic violence. Research from India also indicates that violence during pregnancy is
associated with adverse birth outcomes and higher infant mortality.** For some women in Pakistan,
physical and sexual violence continues during pregnancy, and can affect the health of the woman as
well as the child. Nearly one-quarter of the postpartum women interviewed in Fikree's study*®
reported that they had experienced some form of physical abuse during their pregnancies. This
included being slapped and forced sexual intercourse. If injured, few sought help. Most were
uncomfortable discussing domestic violence with health care providers and felt that providers were
uninterested or unsympathetic.

Box 2. Violence during pregnancy in Pakistan

After being kicked repeatedly in the stomach by her husband, one young woman who was six months
pregnant, developed severe bruising and pain. She did not receive any medical help for three days.
Upon seeing a doctor only after a concerned neighbour called for one, the woman was told her
unborn child had died and she needed immediate hospitalisation. Her husband agreed to
hospitalisation, but threatened her with divorce if she divulged any information about his violent
behaviour to hospital staff. A year later, she became pregnant again because her husband had
refused to use contraception himself on religious grounds or to let her use it. By this time, the

VA2f SYyOS KIFIR SaoOltriSR FTYR y2¢ Ay@d2ft SR 20KSNJ Y.
concerned about her own safety and the health of her child, she could not leave her husband

because she was unsure about whether she would get support from her family. She also felt she

would be judged by society and later by her children for walking out on her husband.

Source: Hussain and Khan (2008)

2.1.3 SOCIAL EXCLUSIONY

Globally, evidence indicates that health outcomes for excluded groups tend to be worse than average

¢ particularly in the case of indigenous and low-caste groups*. The available literature points to two

main impacts of processes of social exclusion on maternal and child health: (a) complete exclusion

from access to health services; (b) exclusion from fair or comparable treatment. A 2003 study* of

social exclusion in Pakistan identified various grounds for social exclusion: occupational groups

(including bonded labour), class, caste, ethnicity, gender, religious minorities, youth, ethnicity and

disability. Excluded groups often live in deprived areas where there is limited health coverage, and

where nutrition is poor ¢ such as rural areas and slums. A 2004 study® finds that:

A 46 per cent are excluded on the basis of their occupation, or lack of access to land.

A Up to 40 per cent experience language-based exclusion.

* Ahmed et al, (2006); Diop-Sidibe et al (2006), Kaye et al. (2006)

* Ahmed et al, (2006), see fn. above.

* Fikree et al., (2004)

“The term o6social exclusion6é has been used to describe: gr

from; the states associated with exclusion; the processes involved and levels at which they operate; and the
actors involved. Some of these issues have been addressed in the preceding sections.

*® Ohengo (2006); Nayar (2007) cited in Broadbent (2010)

** Hooper & Hamid (2003)

% Carraro et al (2004)
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A Up to 4 per cent of the population is excluded on the basis of non-Muslim religious status.

A The author states that allowing for overlap across categories, it can be concluded that as much as
40-50% of the population of Pakistan are socially excluded. He further argues that many key
MDG indicators would improve by more than 10 per cent if the levels of deprivation of the
socially excluded were the same as the socially included.

There is relatively little empirical research focusing explicitly on the relationship between social
exclusion and health inequalities in Pakistan. Data constraints have meant that to date systematic
analyses of social exclusion in Pakistan have been limited to exclusion on the basis of gender.
However lessons can be derived from evidence from other country contexts. A study on primary
health care in Bangladesh® found that ultra poor groups rarely left their villages, and had neither the
knowledge nor the confidence to get themselves to healthcare centres, or to demand treatment.
Only 18 per cent of the rural ultra-poor used government or NGO clinics or hospitals, and only 13 per
cent used private qualified physicians. Of the rest, 23 per cent were treated by the kabiraj (traditional
herbalists or spiritualists0 = mMp LISNJ OSy i dz&aSR dzy GNI AySR |
used semi-trained allopathic practitioners, including local drug vendors and rural medical
practitioners. It is argued that the marketisation of health services has made it particularly difficult
for marginalised groups to access services in developing country contexts®’. Excluded groups,
particularly those in rural areas, often do not have the capital, knowledge and social relationships
needed to access privatised services, and may be discriminated against in the provision of such
services.

Other impacts of social exclusion on access to health services are given in Box 4 below.

Box 3. Impacts of social exclusion

A In India, 36% of Secluded Caste and Secluded Tribes women give birth in a health facility, as
compared to 59% for higher caste groups.

A Dalit children in India can experience significant levels of discrimination in obtaining health
treatment. One study found that Dalit children are made to wait last or wait longer in line when
receiving medicine from nurses or laboratory technicians 90% of the time.

A For ethnic minorities in Vietnam, more than 60% of childbirths take place without prenatal care
compared to 30% for the Kinh population, Vietnam's ethnic majority.

A A study of street children in Lima, Peru, showed that there is a clear dislike of going to the
medical centre due to the treatment they receive: a LG YIF 1 Sa YS &l R
€ 2 daported one child.

A One qualitative study amongst the rural poor in China found that many women choose not to
have a skilled birthing attendant present because they feel they possess enough knowledge of
birthing from the elder generation. These women are largely uneducated and lack information
about maternal health due to their rural location.

Source: Broadbent (2010)

0

*! Gardner and Subramaniam (2006)
%2 Freedman et al, 2005, cited in Broadbent (2010)
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3. THE PROVISION OF MATERNAL AND NEWBORN HEALTH SERVICES

This section discusses the impact of poverty, gender inequality and social exclusion on the type and
quality of maternal and newborn health services provided by the government (or privately), to the
end user or patient, who here is the pregnant mother/ mother in labour/ new mother and her
newborn child.

In a remote rural village in Pakistan (where there are unlikely to be any private healthcare providers)
the type and quality of services available to a woman are largely dependent upon decisions made in
central or local government regarding:

Prioritisation of women's health issues;

Budgets allocated to maternal health services;

Type of equipment and medicine available at each health unit;

Type of staff on hand to treat patients, their salaries and training;

How accessible services are to patients, e.g. how good the roads are, whether public transport
such as buses are available; and

Whether patients are required to pay for services

>

>\

3.1 POLITICAL WILL AND PRIORITISATION OF WOMEN'S HEALTH ISSUES

In 2001, the Pakistani Government committed itself to reducing maternal mortality by 70 deaths per

100,000 live births and infant mortality by 45 deaths per 1,000 births by 2010. Health policy

changes introduced since the rnid-1990s, as well as the introduction of devolution reforms, suggest

that improvements are occurring.> ! Y2y 340 GKS 32@SNYyYSyidiQa AyAGALFGA
Workers (LHWSs) programme in 1990s, and more recently the National Community Midwifery

Program (NCMP). In October 2009, the Ministry of Health and Population Welfare signed the Karachi

Declaration, which committed the Government of Pakistan and international donor organisations to

scale up maternal, newborn, child health and family planning best practices in the country.”® The
GovernmentQad al GSNYIFf3X bSgo62Ny |yR / KAfR I SFEGK oab/
support, £200 million from 2007 to 2012 in tackling maternal and child mortality. However, in the

2009 budget, only 0.7 per cent of GDP was been allocated for the health sector as a whole. According

to UNICEF, a per capita expenditure of $45 is considered the minimum for quality basic health

services. The per capita expenditure in Pakistan is $18 per year, of which only $4 is public
expenditure.®® Even after budgets have been allocated, funds can get diverted to other budget lines

or lost along the way.”’

In addition, whilet  { A&dFy KFa YIRS LINPINBaa Ay (SRMa 2F 6
is not clear that this has translated into greater influence over decision-making. There are no laws
0KF G Sy adadBesedtation $yiedision-making committees and higher forums such as local
government commissions, and finance, management and monitoring committees. In 2004, only 22%
of women councillors reported that they attended council meetings regularly, and less than 30% had
any knowledge of the council agendas of the last two sessions or of the council budget.>® While there
is little information and analysis on the attention given to maternal health in policy-making

%% Rukanuddin et al (2007)

> World Bank (2005)

> population Council (2009)

% UNICEF (2008)

> ODI (2000)

*% \Women make up 22 per cent of the National Assembly and 17 per cent of the Senate (IPU, Parline Database). At the local
level too their share in local government representation has increased from 10per cent in 1993 to 33 per cent through
reservation.

%% Asian Development Bank (2004)
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processes, it can be assumed that the absence of women or their lack of engagement in these
processes has important implications for their political participation in general, and hence their
ability to ensure that priorities such as maternal health service provision are kept on the agenda and
are adequately resourced, in terms of funding, staffing and equipment.

3.2 GOVERNMENT BUDGETING AND PLANNING FOR MATERNAL AND NEWBORN

HEALTHCARE SERVICES

There is little data on government planning for maternal and newborn health. However, it is possible
to draw some conclusions from the type and number of health facilities and services available to
women.

3.2.1 AVAILABILITY OF HEALTHCARE FACILITIES

These are particularly important as the place of delivery is one of the most important factors
affecting child mortality risks, and births which occur at home carry a greater risk to child mortality.®
Access to, and utilisation of, health care services is determined by the following factors:

A physical access to/ availability of services;
A economic access or affordability of services; and
A social access or acceptability of these services.®*

tF1AaGryQa Lzt A0 KSFfIGK &@&0SY lled Basic HealbhPnitglzLd 2 F |
(BHUs) and Rural Health Centres (RHCs), as well as Tehsil (THQ) and District Headquarters (DHQ)
hospitals. Maternal and Child Health Centres (MCHCs) are part of this integrated system. However
their numbers are limited. The MCHCs, BHUs and RHCs provide basic obstetric care as well as
community outreach programmes through Lady Health Workers (LHWSs). The hospitals are staffed by
specialists and are expected to provide comprehensive obstetric care.®? A study on the provision of
obstetric care in Multan district in the Punjab finds that the district falls short of the minimum
number of comprehensive Emergency Obstetric Care (EmOC) facilities needed. The authors highlight
that although the UN recommends that all women with obstetric complications deliver at emergency
obstetric care facilities, in Multan District, this has happened in only 23 percent of cases. The study
also found that there was also a shortage of Lady Health Visitors (LHVs) and midwives at higher
levels. Two RHCs had no female doctors.®

Health services are less available and utilisation rates are lower in rural than in urban areas.
Antenatal visits are significantly lower in rural areas, where only 20 per cent of women make four or
more antenatal care visits compared with 62 per cent of women in major urban settings.®* The main
barriers to accessing care are: low demand due to lack of awareness about the benefits of care; high
costs of access; and transport/ distance concerns. The size and diversity of Pakistan means that
there are also significant socio-cultural differences between and within communities, and between
and within provinces.

% |ram and Butt (2008)

®! Ensor and Cooper (2004)
®2 Fikree et al. (2006)

% Ibid.

% UNICEF (2008)
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3.2.2 STAFFING

The majority of deliveries in rural Pakistan are conducted at home, where the dai, or Traditional Birth
Attendant (TBA), is the main care provider.

A Two-thirds of births occur at home. Home births are more common in rural areas (74 per cent)
than urban areas (43 per cent). They are also more common among women with little or no
education.®®

A In 2007 only 38.8 per cent of births were attended by skilled birth attendants.®®

A 35 per cent of women receive no pre-natal care at all.®’

The lack of trained birth attendants is a major issue and results in negative health outcomes for both
women and newborn infants. Perinatal mortality (that is, stillbirth or death in the first week of life) is
dramatically reduced by the presence of skilled birth attendants during delivery®. TBAs are popular
care providers for pregnant women. However they often use unsafe practices which are harmful for
both the mother and baby®, and many women develop complications during home births. Of those
that do, only 1 out of 20 is taken to a health facility where emergency obstetric care is available”.

Government-initiated projects have been criticised for focussing on staffing cadres that require
lower, rather than higher education and training levels. For example, the Government continues to
train TBAs who do not possess the ability to provide adequate care for the complex problems that
women face™. Even hospital midwives are not trained to provide competent antenatal, intrapartum
or postnatal care, and are restricted to assisting doctors with deliveries. In addition, female health
workers are also subject to the same gendered norms as their patients.

3.2.2.1 QUALITY OF CARE

The poor quality of existing public reproductive health services in Pakistan is widely recognised, and
is considered a major explanatory factor for the underutilisation of services and for poor
reproductive health outcomes in Pakistan’2.

Quality of care includes clinical factors, such as safe procedures, accurate information and reliable
LIN2E RdzOG &ax a ¢Sttt a KSIFfOGKOFINBE LINEPJARSENSESQ | ¢ NE
social concerns and individual needs. Factors that patients consider important in determining quality
of care include: acceptable waiting times; convenient opening hours; confidential relationships;
availability of gender-sensitive services; continuity of services; and being treated with dignity and
respect. In India, for example, poor client-provider communication is one of the key factors
undermining quality of care, and results in inadequate information and counselling with regard to
reproductive health. Overcrowded clinics, understaffing of outpatient departments, chaotic waiting
procedures and the resulting stress under which doctors operate are compounded by women who
do not have their records in order, or are unable to articulate their needs or provide full case
histories. Women may also resist treatment out of inhibition or misinformation.”

% PDHS (2006-7)

% Data from http://unstats.un.org/unsd/mdg/Data.aspx
%7 PDHS (2006-7)

% Rukanuddin, R. J. et al (2007)

% |bid.

 Ibid.

™ Ibid.

"2 sathar et al (2005)

" Ibid.
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The public health system in Pakistan is not sensitive to the gender and familial constraints

dimensions of better reproductive health. Clinic staff and community workers are not trained to

0S02YS 6FNB 2F |yR NBALRYR G2 LIGASYGaQ OANDd2
immediate needs to their wider reproductive health concerns, and to engage them in discussion and

negotiation regarding reproductive healthcare solutions.”

LYLINR@AY 3 ljdzZtfAGe 2F OFNB Ffaz2z NBIldANBa G(GKFG LI
into account when evaluating services, and are incorporated into policy decisions.

3.2.2.2 LADY HEALTH WORKERS (LHW) PROGRAMME

¢t2 KSfLI I RRNB’&aa OdzZf GdzNIT £ yR 3IS23INI LIKAO o0l NNA SNE
Pakistan instituted outreach programmes in which women are visited at home in their villages by
Lady Health Workers (LHWSs) ¢ who are members of the community who have received 15 months of
training to deliver primary health care. The presence of community-based health workers can greatly
improve the delivery and uptake of health services, and many national programmes in South Asia
have invested in such programmes. The programme in Pakistan has had some success, for example in
increasing the use of contraception in the villages where LHWs were working.” However coverage is
uneven ¢ in Punjab, LHWs only reach 80 per cent of villages. Balochistan has the poorest coverage, in
terms of health facilities and workers. In most cases, emergency obstetric care is only available at
tertiary hospitals.”® In addition, a 2003 study’’ found that the female health workers face various
challenges including:

A abusive hierarchical management structures;

A disrespect from male colleagues and sexual harassment;

Atlr01 2F aSyarargaae G2 62YSyQa 3ISYRSNI o6l aSR
distant placements, and restricted mobility; and

A conflict between domestic and work responsibilities.

3.2.3 SUPPLIES AND EQUIPMENT

Under-investment in maternal health services means that both basic and comprehensive healthcare
facilities often lack the minimum levels of equipment needed to provide effective maternal care. A
study on maternal healthcare provision in Multan finds that even when women make it to healthcare
facilities that should be equipped to handle basic maternal health needs, supplies, drugs, and
equipment are often lacking. Essential supplies such as ferrous sulfate and folic acid (to prevent
anaemia in pregnant mothers) were not available. Two facilities that serve between 100,000 and
300,000 people did not have basic newborn equipment, including baby scales, foetal stethoscopes,
or bulb syringes.”

The District hospitals are relatively better-equipped. Many pregnant women go directly to the district
hospitals when they need care, bypassing basic and rural healthcare facilities because they lack
trained staff, medicine and equipment. This can result in the poorer families incurring greater cost, in
terms of fees, travel time and fares. It also results in district hospitals being overloaded.

" sathar et al (2005)

A study by Sultan et al (2002) found that contraceptive use in villages with the community-based workers was 74 percent
higher than in villages without.

® Mumtaz (2007)

" Mumtaz et al (2003)

" Fikree et al (undated)
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3.3 PROCEDURES, GUIDELINES AND PROTOCOLS

Most midwives work in hospitals and maternity homes. They are not allowed to perform antenatal
exams or deliveries as this is done by nurses and doctors. They mainly check vital signs, ask history
questions, prepare mothers for delivery and provide labour care. However, they are also limited in
their ability to handle sensitive issues. For example, where a nurse or midwife identifies that a
women has experienced domestic violence or abuse, they are not required to report it.” Even when
women are seen by an obstetrician, a 2004 study®® found that in Karachi, only 3 per cent of
obstetricians routinely screened for domestic violence at antenatal visits, due to lack of training in
domestic violence issues, lack of time, and not having a solution to the problem. The Pakistani legal
system is unable to provide support or shelter to women who may be experiencing violence.

3.4 USER FEES

Paying for healthcare can expose families to large unexpected expenses, and to costs that have to be
paid out of pocket at the moment of utilisation of services. In Pakistan, there are few insurance or
pre-payment schemes, and so out-of-pocket costs of healthcare can include consultation fees, the
cost of medicines, as well as travel fares. Poor households can thus incur out of pocket
expenditure81 as high as 76 per cent of the total amount spent on healthcare per annum.82 A WHO
study83 finds payments for healthcare in Pakistan are regressive, in that those least able to
contribute pay proportionately more than the better off. In a context where there is evidence of
gender discrimination in terms of medical expenditures, user fees can present a major barrier to
g2YSyQa | 00Saa (2 NBLINRRAZOGAGS KSIfGKOFNB®

3.5 INFRASTRUCTURE AND TRANSPORT

Long-distance travel to healthcare facilities is a major barrier to accessing healthcare services,
particularly for women who may have restrictions placed on their mobility or who may not be able to
afford the transportation costs or the time needed for travel. This is particularly true when accessing
antenatal care services, in emergencies when the need to access services quickly may be necessary.

In rural areas of Pakistan, distances to the nearest health facility are a particular problem. There is
also evidence® that dissatisfaction with primary care services means that many people prefer to turn
to higher level hospitals for primary care. However, the effect of distance is compounded by poor
public transport and roads, and this contributes to higher costs of visits. Long distances are a
disincentive for women who may need to be accompanied for each visit. A 2005 study® also found
that most hospitals in the study districts of Punjab and Khyber-Pukhtunkhwa did not have functional
ambulances.

4. BARRIERS TO UTILISING MATERNAL AND NEWBORN HEALTHCARE
SERVICES

This section looks at the ability of women to access and use maternal and newborn health services.
This includes their ability to demand better services when they are needed and for these demands to

" Fikree et al (2004a)
& |bid.

& \WHO (2000)

% Ibid.

& Ibid.

® Fikree et al (undated)
8 Ali et al (2005)
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be listened to by health service providers. Pakistani women face a number of different barriers in
accessing and utilising maternal health services. These include:

A Poor levels of education

Lack of decision-making power

Lack of financial resources

Fear of violence

Constraints to mobility

> > > > >

4.1 LITERACY AND EDUCATION
Education has been shown to have a significant influence on female health outcomes. The level of
education a woman receives affects her prospects for employment and the level of economic power,

autonomy and status she can expectto possess. [ 2 ¢ f S@Sta 2F 3FANI aQ SRdzOF i

across parts of Pakistan are not only linked to poor maternal and newborn health outcomes, they

Ffa2 tAYAG 62YSy FyR 3IANI aQ KdSchtibniiskalso@rSiBppriant 3 6 SK I

factor in determining whether a woman bears children at a young age, which may result in
unfavourable health outcomes for both maternal and child health, particularly if the girl is young and
physically and psychologically underdeveloped. Women with more than secondary education get
married at a median age of 24.5 years, nearly six years later than women with no education (18.2
years)®. Infant and child mortality rates are lower among children whose parents are more highly
educated. In 2006-7 the infant mortality rate for babies of women with no education was 84 deaths
per 1,000 live births compared to 50 deaths per 1,000 live births for babies of mothers with higher

education®’. 2 2 YSy Q& YR 3IANI A&AQ f AYAGSR hehltd Cafededkingi 2 S Rdz

behaviour as it deprives them of the knowledge and tools to recognise symptoms of disease and

make informed health decisions. Ly t F {1 A&l y f S ¢atoh dre pasitivelwasotiftedQa SRdz

with low rates of use of contraceptive and antenatal care.®

4.1.2 TRADITIONAL HEALTHCARE BELIEFS AND PRACTICES

Lack of education and access to information can also result in strengthening of traditional beliefs and
practices, some of which can prove harmful to the health of women and babies. A 2004 study®®
found that underlying beliefs play an important role in determining utilisation of health services. The
studysQ & dzNJPS @ 2 Fincaing areds\6f Karaghi fduml ghat women were more likely to seek
treatment for high fever earlier than for heavy bleeding. This is because of the pervasive belief that
postpartum bleeding is normal - and in fact desirable - as it releases the unclean menstrual blood
retained in the uterus during pregnancy. Often mothers are encouraged to eat certain foods or take
herbal remedies which are believed to augment bleeding, and this possibly worsens the condition.
Some women delay seeking treatment for heavy bleeding or discharge because they believe that it is
a result of weakness caused by the rigours of labour and delivery. In addition, women generally
sought care from close relatives or traditional healers rather than from formal health care providers.

A 2005 study also finds that routine care of newborn babies, including traditional feeding practices
can also prove harmful. For example, 55 per cent of women in the study fed their newborn
traditional substances such as honey, ghutti (a herbal paste), water, green tea or other foods. Studies
hh @S &akKz2g¢y GKFG oONBLFad YAatl Aa GKS o0Sad FTANRDG
harmful to infants. Nearly 87 per cent of mothers in the study washed their infants immediately or

% PDHS 2006-7

8 PDHS (2006-7)

% Mumtaz (2002)

® Fikree et al (2004)
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within half an hour of delivery in order remove the vernix ¢ the protective material that covers the
skin of a foetus and is considered dirty or harmful. Some women also applied substances such as
mustard oil, coconut oil, surma (which contains antimony, a metallic element) or other traditional
substances to newborn babies. When applied to an unhealed umbilical stump, these materials may
lead to sepsis, a potentially deadly infection of the blood. Daily massage with mustard oil is another
common newborn care ritual that may induce sepsis.”

4.2 EMPLOYMENT

In the labour market, lower educational status coupled with social norms that restrict mobility
confine Pakistani women to a limited range of employment opportunities and low wages.”* In
addition, the type of work an individual does is often closely linked to their level of education and can
be an influential factor in terms of health outcomes. In Pakistan, women are often predominantly
involved in agricultural work, which can have a negative effect on health. Women also often perform
unpaid work in the house or in subsistence agriculture or family businesses and are not registered in
the statistics on female employment. As a result, their economic participation goes unrecognised
officially, and their working conditions are unregulated. They also do not receive health insurance or
benefits. An adequate income is an important factor in being able to access healthcare services,
particularly when these services are not freely provided by the state. HoweveNE @2 Y Sy Qa I O
education often leads them to undertake poorly paid work, and as a result, they enjoy fewer
economic benefits, and a lack of economic independence. This has implications for both their social
status and their health.

4.3 DECISION-MAKING ON ACCESS TO HEALTHCARE

It is argued that low levels of individual autonomy amongst women in Pakistan results in poorer
health outcomes, in that women are unable to make decisions regarding the need for care, and
accessing healthcare services. In the 2001 Pakistan Rural Household Survey, an overwhelming
number of women reported that they needed permission to visit a health facility.*

A study® on the use of antenatal services in Punjab, found that pregnancy and reproductive issues

are considered the female domain, from which men are excluded. As a result they have limited

1y26t SRIS 2F GKS ae@ YL 2 YS%o stioAg isRthiy/ ak@usibn Ahdét it igNB Iy I
incorporated into societal prescriptions regarding how an ideal mgmeh conforming to the

socally acceptable notions of hegemonic masculinity) should bebféviée same study highlights

that pregnancy is also associated with sex, and therefore with sharam(shame). This has implications

F2NJ GKS FY2dzyd 2F AyiSNBAG damonstritd RregmafcyFiSaBa LINS Iy
associated with impurity. Women are considered napaak(impure) for 40 days following birth, during

GKAOK GAYS (GKSe@& YlIe y20 are GKSANI LINI@SNARZI 2N i:
awYS i Likepahdo®ftor fen.

Poor households with few educated family members will often make decisions collectively.
Research® amongst women in rural Punjab has found that in contexts of limited education and
female seclusion, women from the biraaderi(extended kinship networks) are often seen as sources
of reproductive health knowledge. Thus, experiences of contraceptive methods and antenatal care
are often discussed within these networks, and this sharing of information creates an environment
which can either encourage or inhibit the use of health services. However, the ultimate authority to

% Fikree et al (2005)
° World Bank (2005)
% Cited in World Bank (2005)
% Mumtaz and Salway (2007)
94,

Ibid.
% Mumtaz and Salway (2009)
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make pregnancy-related decisions often rests with a parent-in-law or husband.*®! 62 YSy Qa | oA f A
influence this decision-making often rests on her ability to use her network of inter-personal

relationships, with her husband, marital family and natal family. A 2010 study® based on analysis of

data from the Pakistan Social and Living Standards Measurement Survey (PSLM) 2005-06 finds strong

evidence that heads of households LJt I & | & A 3y A T A Orhatérinal hisalHf sérvicessy 62 Y S
utilisation in Pakistan. A study of antenatal care (ANC) in Punjab found that women who successfully

claimed ANC did so not through direct challenges, but through using existing gendered structures and

channels of communication to influence authority figures.® This means that policies directed

G261 NRa AYLNRBOGAY3I 62YSyQa YIGSNyYyrt &aSNBAOSa dzi
women, and include heads of households, mothers-in-law and husbands.

4.4 SON PREFERENCE

Across all sections of society in Pakistan, sons are preferred to daughters, as they are considered to
carry on the family name, earn money and support their parents in old age. Conversely, girls have to
be supported until marriage and families must provide a dowry to get them married. This 'son
preference’, can lead to relative neglect (as well abandonment) of girls compared to boys in early
childhood.*

As a result, women with relatively more daughters than sons are more likely to want more children
and less likely to practice contraception.® A 2000 study'®* of urban and rural women from the low-
to-middle-income groups in Punjab found that ¢ 2 Y S y Q ZbearldgK pattefRs, and particularly
GKSHGKSN) KSe KIFIR 02NYyS az2yax FTFFSOGSR GKSAN Wi
healthcare. Women with many sons were considered to be better-respected than other women. A
woman who produced only girls was often considered incomplete and her husband encouraged to
remarry. Mothers of daughters, particularly those from low-income households, experienced verbal
and physical abuse. As a result, the women study did not use contraceptives and planned to keep
conceiving until they had a son. The study also found that mothers of sons articulated more
frequently their concerns about health issues during pregnancy. This might be because mothers of
daughters do not feel worthy of complaining over health problems, or because of the perception that

producing a daughter requires less energy than a boy.

In addition, women who have been discriminated against from birth have already experienced years
of deprivation and in some cases malnourishment when they enter their childbearing years. Their
health reserves are then further drained by repeated childbearing and inadequate care during
maternity.

4.5 PRIVACY

The inhibitions of women themselves have served as a significant barrier to access and information.
Many women are not comfortable discussing their sexual behaviour, and embarrassment causes
some to turn to home remedies or dispensaries when they should be seeing a doctor, thereby
delaying treatment. Their discomfort in the presence of doctors is exacerbated by the lack of privacy
during consultations, poor provision of information regarding diagnosis, treatment and after-effects,

% sathar et al (2005)

" Hou (2010)

% Mumtaz and Salway (2007)
% OECD/DAC (2010)

1% World Bank (2005)

198 Winkvist and Akhtar (2000)
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and what the authors of a 2006 study on health in South Asia'® O I f f moiaksifig, jadgemental
and sometimes calloasttitude of staff.

In addition, strong taboos around discussing sex and sexuality also keep women from talking about

family size, and the need for contraception. The authorsofa2n ny & (i dZRast yduigywBnyen A

felt they could not openly discuss sexual health issues with their husbands, partly due to sex and
sexuality being a taboo and partly because of the fear that their motives may be misunderstood and
they might even baccused of adulte/{?®'#

4.6 MOBILITY

Although women have the legal right to freedom of movement, traditions and customary practices

(including purdah) limit their ability to exercise this right, to various degrees in different regions. A

1997 study of w2 YSy Qa Y2o0AfAlde Ay tdzy2alro TFAYRA GKFIG GKS
women have to seek permission to go to certain places; there are restrictions on going to certain

places alone; and purdahhas to be observed.'® Limitations on the physical mobility of women and

girls and restrictions on women's decision-making and autonomy result in obstacles for women and

JANI & (2 STFSOUGA@Ste | 0O0Saa FyR dzaS KSIFfOdKOI NB 2
Assessment finds that the majority of rural women are unable to travel to a health facility
unaccompanied (see section 2.1 for more on this).

However, Mumtaz and Salway (2009) argue that it is the decision to access healthcare that is the key

determinant of the uptake of reproductive health 8 SNIZA OSa ' yR y20 62YSyQa L
¢ KSANJ & dzR &oncE 2 dgtislon ivdsmade, women invariably travelled with company.
Women sought company for it protected them from potential accusations of sexual misdemeanour

and ensured someone wallook after their interests in the case of incapacitation in a usually hostile
healthcare systedr®

4.7 USE OF CONTRACEPTIVES

Contraceptive usage has important implications for reproductive and maternal health, as unintended
pregnancies may result in unsafe abortion, and the lack of availability of contraception may lead to
multiple pregnancies, which can have a detrimental effect on the health of mothers. Condom usage
also serves the dual purpose of preventing both pregnancy and sexually transmitted infections (STIs),
including HIV. The PDHS (2006-7) finds that while the use of family planning has tripled since the
1980s, it has levelled off in recent years. The current contraceptive prevalence rate of 30 per cent is
roughly the same as 2003 levels.

Unplanned pregnancies are the main reason why women seek induced abortions, and many poor
women often resort to unsafe abortions, which carry serious risks to their health. A number of
studies’® have reported high rates of morbidity amongst women admitted to hospital for
complications of induced abortion. A 2004 study'® highlights that women in Pakistan average one
unwanted birth in their lifetimes. Their research finds that in 2002, 890,000 induced abortions were

192 Gardner and Subramaniam (2006)

1% According to the Hudood Ordinance cam T ¢ f I 6 Sy Ol SR laiv2 thekeVslaim&iviBnypénalty ferl NR QI
extra-marital and pre-marital sex as death by stoning and 100 lashes respectively.

1% Hussain and Khan (2008), p.473-4

1% Cited in Mumtaz (2007)

1% Mumtaz and Salway (2009) also make the important distinction between female seclusion and the public-

private divide. They highlight that despite frequent asse.l
study area women were seen to travel alone in remote fields herding cattle and visiting relatives. Their

explanation for this is that a space, regardless of geographical location,isclassi fi ed as 6insided when
197 Cited in Hussain and Khan (2008), p.478-9

1% population Council (2004)
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performed, and the annual abortion rate was 29 per 1,000 women aged 15-49. These figures indicate
that the average Pakistani woman experiences one abortion in her lifetime. Nationally, one in seven
pregnancies is terminated by abortion, indicating that induced abortion is a widely used method of
preventing unwanted births. The study also estimates that 23 per cent of all Pakistani women who
have an abortion are hospitalised for ensuing complications.

t 22N 62YSyQa AylLoAatAade G2 SESNOA&ES O2yiNRf 20SN
patriarchal cultural norms also affect the uptake of contraceptive methods. In Pakistan, the two main

OF NNASNR (2 dzaAy3d 02y i NI OSLIi A2 ysoriNGSI SHed@abdlitQd O2 y (
family planning; the perceived social and cultural unacceptability of contraception; and the belief

that family planning decisions were made by the husband and fertility was determined by God's

will.**® A 2000 study*® found that most of the urban women who had sons used contraceptives. No

village women admitted usind  O2 Y i N} OSLIi A @Sa>x S@PSy (K2dAK KIFfF
OKAf RNBY ® ¢ K SOneé drninkr2eXdained Bhataf M@meén told their husbands that they

wanted to use contraceptives, the husbands would harass them and ask who had brainwashed them.
Another woman spoke of dunia dari, the concept that you have to conform with the norms of the
societyg 't This highlights the importance of having secondary target audiences such as mothers-in-

law and husbands in family planning behavior change campaigns implemented in Pakistan.'*?

However, demand-oriented programmes have largely been ignored in Pakistan and most

reproductive health and population programmes are largely targeted at women.

A 2000 study™™® also shows that a longer birth interval substantially decreases the risk of dying in
infancy. Children born between 18-35 months of a sibling are 0.4 times as likely to die in infancy as
children born within under 18 months. Data from the 2006-7 PDHS shows that the average birth
interval is 29 months but one-third of babies are born less than two years after the previous birth.

5. THE IMPACT OF NATURAL DISASTERS AND CONFLICT ON MATERNAL
AND NEWBORN HEALTH

During the past two decades, Pakistan has experienced two of the most devastating natural disasters
of the last century; the 2005 Earthquake in Kashmir and the 2010 Floods."* These combined with
protracted conflict in Kashmir, the tribal areas, the Swat valley and across the border in Afghanistan
have led to the displacement of millions people - the majority of whom are women and children.
They have also resulted in the widespread destruction of health services ¢ a consequence which
threatens to reverse recent hard-won gains in infant and maternal health.

Research into the impact of conflict on maternal and child health has found that of the 20 countries
gAGK (GKS ¢2NI RQa KA 3IKS Fates, 1O KasefreBently gmBrgedrfror Solef I £ Y 2 N.
conflict or are still experiencing conflict,**® including Pakistan.**® The impact of conflict and crises on
maternal and child health goes beyond the deaths of women and children. Stunted growth, chronic

199 Cited in Hussain and Khan (2008); Agha (2010)

10 Winkvist and Akhtar (2000)

" |bid, p.76

12 Agha (2010)

113 Agha (2000)

114 Around 18 million people have been affected by the 2010 floods in Pakistan, 70 percent of them women and
children (Mason 2010)

15 According to UNICEF 2006 data

501 | ND2 dzNJi2009)y Rt dzZNRAY 6
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infection, and obstetric fistula are other serious but non-fatal consequences of conflict and crises on
women and children worldwide. Children and women, who in many areas already have much higher
rates of malnutrition prior to conflict, also suffer the brunt of the added malnutrition and the
attendant morbidity and mortality.**’

In Pakistan, after the 2005 Earthquake118 and 2010 Floods, the lack of food supplies, an increased
susceptibility to gastro-intestinal infection, diarrhoea and the resulting poor nutritional state, meant
that both pregnant women and young children became particularly vulnerable.**°

Evidence suggests that displaced women also experience rape and other forms of sexual violence at
least as often as, and probably more often than, women in settled populations*?°, particularly where
lack of employment opportunities for young men in displaced settings led to conflict and violence
within the home.**! In addition, displaced women - unable to access adequate health services - may
experience an unmet need for family planning and potentially complications following unsafe
abortion.*?? Internally Displaced Women (IDPs) not living in camps and those in new emergencies are
reported to be more likely to have poorer access to reproductive health services than refugees'®,

largely due to the absence of a legal instrument that recognises IDPs internationally.***

In Pakistan, the 2005 Earthquake and 2010 Floods caused severe damage to the health infrastructure
in parts of the country’®, leaving many victims without access to proper health services, including
skilled delivery assistance.'?® The Lady Health Workers (LHW) programme was disproportionately
affected; 72 per cent of LHW houses were partially or completely destroyed during the Earthquake*’
and in flood-hit regions, the LHW programme experienced more than 50 per cent staff
shortages in_the worst affected districts.®® The breakdown in healthcare services, loss of
medical personnel through death or migration to safer areas, and the confusion that surrounds
forced displacement results in greater risk that perinatal risk factors will not be identified and
responded to promptly.*%

Research into the uptake of maternal health services by Sunni women in Gilgit Town, in Pakistan's
Northern Areas during the period of 2005 Sunni-Shia conflict*® found that following the Pakistani
I N¥é Qa WI taldgved Bf civil admipistration, governmental concerns with health service
provision, physician safety and patient access were de-prioritised. Sunni physicians were purposefully
targeted and killed in sectarian attacks - and as maternal health centres were located in Shi@

neighbourhoods (mohallag, and health services were mostly provided by ShiQ | LIKeaAOAl ya

support staff - Sunni community members were profoundly impacted. By summer 2005, thousands
of pregnant Sunni women were either denied access to services by the Army during curfews, or by
family members unwilling to accompany patients to seek treatment in Shi@ mohallas Comparative

" Ibid.

U8 After the Earthquake, an estimated 2.3 million people experienced a significant reduction in food security
and diet.

"9 UNICEF (2007); Dar (2010); Kent (2010)

120 McGinn (2000)

121 ottegoda (2008)

122 pystin et al (2008)

' |bid.

124 Hakamies et al (2008)

5 The Earthquake largely affected health services in in the North West Frontier Province (NWFP) and Pakistan-
administered Kashmir. 41 per cent of health facilities in the earthquake-affected districts were destroyed and
23 per cent were significantly damaged (UNICEF, 2007).

126 UNICEF (2007)

7 |bid.

1?8 Dar and Khan (2010)
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30 varley (2006); (2010)
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FylFrfteaira 2F DAfIAGQa  YI 200MHdiedrp 2000 hdwy dn €0 peiBed 2 NR a
drop in the number of Sunni patients.

However, whilst reproductive health care for conflict and crisis-affected populations has long been a
neglected public health issue'®, recent advancements have been made to address these issues.
Sections on reproductive health have been incorporated in guidelines developed to facilitate care for
conflict-h FFSOG SR LI Lz I ( A 2GGiding PsinCifledzBri Iytelnal 'Disdtatemeénd &
the Sphere Handbooky the Steering Committee for Humanitarian Response.**? A Minimum Initial
Service Packag#ISP)**® for Reproductive Health in Crisis Situations has also been developed by the
Inter-Agency Working Group on Reproductive Health in Refugee Situations, which requires the
following actions to be put in place:

A On the ground staff to coordinate reproductive health response across responding agencies;
Prevention and management of gender-based violence (GBV) through enhancing security and
providing medical and psycho-social response;

Reduction of HIV transmission by making condoms available and assuring universal precautions
in clinical settings;

Prevention of excess neonatal and maternal morbidity and mortality by making clean delivery
kits available and by establishing a referral system to emergency obstetric care; and

Plans for comprehensive reproductive health services as soon as the emergency situation begins
to stabilise.™**

> > >
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