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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:  
 
Á Provide a brief overview of the gender and social inequalities in Pakistan and their implications 

for maternal and newborn health.  
Á 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 understanding aǎ ǘƻ ǿƘȅ ƎŜƴŘŜǊ ŀƴŘ ǎƻŎƛŀƭ ŜȄŎƭǳǎƛƻƴ ΨƳŀǘǘŜǊΩ to maternal and newborn 
ƘŜŀƭǘƘ ŀƴŘ ƛƴ w!CΩǎ ǿƻǊƪ.  
 

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 
tŀƪƛǎǘŀƴΩǎ ƘŜŀƭǘƘ ǎŜŎǘƻǊ ƛƴ ƎŜƴŜǊŀƭΣ ŀƴŘ ǘƻ ŀ ƳƻǊŜ ƭƛƳƛǘŜŘ ŜȄǘŜƴǘΣ ŦǊƻƳ ƻǘƘŜǊ {ƻǳǘƘ !ǎƛŀƴ ŎƻƴǘŜȄǘǎΦ 
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: 
Á An overview of gender and social inequalities in Pakistan; 
Á A briefing on the interplay and impacts of gender inequality and social exclusion on maternal and 

newborn health in Pakistan; and 
Á A more detailed examination of how these affect the provision of reproductive health services, as 
ǿŜƭƭ ŀǎ ǿƻƳŜƴΩǎ ŀōƛƭƛǘȅ ǘƻ ŀŎŎŜǎǎ ŀƴŘ ǳǎŜ ǘƘŜǎŜ ǎŜǊǾƛŎŜǎΦ 
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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.1 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 women2 who are from ethnic, religious or 
caste minorities can be triply disadvantaged ς 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 household3. 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. 
 
Á 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
 ²ƘƛƭŜ ƎŜƴŘŜǊ ƛǎ ŀōƻǳǘ ƳƻǊŜ ǘƘŀƴ Ƨǳǎǘ ǿƻƳŜƴΣ ǘƘŜ ǇŀǊǘƛŎǳƭŀǊ ǎƛǘǳŀǘƛƻƴ ƛƴ tŀƪƛǎǘŀƴ ƳŜŀƴǎ ǘƘŀǘ ŀƴŀƭȅǎƛǎ ƻŦ ǿƻƳŜƴΩǎ ǎǘŀǘǳǎ ƛǎ 

particularly needed. However, the role of men and how to ŜƴƎŀƎŜ ǿƛǘƘ ǘƘŜƳ ǘƻ ōǊƛƴƎ ŀōƻǳǘ ŎƘŀƴƎŜ ǘƻ ǿƻƳŜƴΩǎ ƘŜŀƭǘƘ ƛǎ ŀƴ 
issue that should be addressed in greater detail.  
3
 DFID (2005) 
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0.85 respectively.4 The literacy rate for urban women is up to five times the rate for rural 
women.5  

 
Á Limited ability to enter waged employment. In 2007, only 13 per cent of those employed in the 

non-agricǳƭǘǳǊŀƭ ǎŜŎǘƻǊ ǿŜǊŜ ǿƻƳŜƴΦ Lƴ нллфΣ ¦b5tΩǎ DŜƴŘŜǊ 9ƳǇƻǿŜǊƳŜƴǘ aŜŀǎǳǊŜ (GEM) - 
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 99th out of 109 
countries with a value of 0.386.6  

 
Á 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 
ŀǊŜ ƴƻ ƭŜƎŀƭ ǊŜǎǘǊƛŎǘƛƻƴǎ ǘƻ ǿƻƳŜƴΩǎ ƻǿƴŜǊǎƘƛǇ ǊƛƎƘǘǎ ƛƴ tŀƪƛǎǘŀƴΣ discriminatory traditions and 
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 collateral7 and restricted mobility. 

 
Á Lack of decision-making powers in the household. wŜǎŜŀǊŎƘ ǎƘƻǿǎ ǘƘŀǘ ǿƻƳŜƴΩǎ ƭŀŎƪ ƻŦ 

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.8 

 
Á 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 ΨǇǳǊŘŀƘΩΣ 
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 1.4.9 In Balochistan, the cultural practice of purdah is still widely practised. 
The sex ratio is 114:100 (men to women) and the rural female literacy rate is less than 10 
percent. 

 
Á Low levels of participation in public life. In 2010, only 22 per cent of seats in national parliament 

are occupied by women.10 ²ƻƳŜƴΩǎ ƭŀŎƪ ƻŦ ǊŜǇǊŜǎŜƴǘŀǘƛƻƴ ƛƴ ǇǳōƭƛŎ ƭƛŦŜ ŀƴŘ ǘƘŜƛǊ ƭƛƳƛǘŜŘ 
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.11 

 
Á High levels of violence against women and for married women a lack of support from the 
ƘǳǎōŀƴŘΩǎ ŦŀƳƛƭȅΦ12 ²ƻƳŜƴ ŀƴŘ ƎƛǊƭǎΩ ǊŜƭŀǘƛǾŜƭȅ ƭƻǿ ǎǘŀǘǳǎ ƛƴ tŀƪƛǎǘŀƴƛ ǎƻŎƛŜǘȅ ŀƴŘ ǘƘŜ ǇŜǊŎŜǇǘƛƻƴ 

                                                           
4
 UN Stats MDG Indicators (2008) 

5
 UN ESCAP (1997) 

6
 UNDP (2009) 

7
 OECD/ DAC (2005) 

8
 Mumtaz and Salway (2009) 

9
 Jejeebhoy and Sathar (2001) 

10
 IPU (2010) 

11
 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.13 The Aurat Foundation 
reports that gender-based violence increased by 13 percent from 2008 to 2009.14 Legal 
frameworks offer little protection for the physical integrity of Pakistani women.15 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.16  

 
 

2.1  HEALTH IMPACTS OF GENDER INEQUALITY AND SOCIAL EXCLUSION  
Gender-ōŀǎŜŘ ŜȄŎƭǳǎƛƻƴ ƛƳǇŀŎǘǎ ŀ ŎƻǳƴǘǊȅΩǎ ŀōƛƭƛǘȅ ǘƻ ƳŜŜǘ ǘƘŜ aƛƭƭŜƴƴƛǳƳ 5ŜǾŜƭƻǇƳŜƴǘ DƻŀƭǎΦ 
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 contexts which ŀŦŦŜŎǘ ǿƻƳŜƴΩǎ ŀŎŎŜǎǎ ǘƻ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΦ A recent article 
in the Lancet notes:  
 

άA medicalised and technological approach to MDGs 4, 5, and 6 has meant that the political 
discussion around them has excluded gender equity. Yet this approach 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 not by 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, and 6Φέ17  

 
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 girls18, as 
Figure 1 (See page 10). As 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 reflected in tŀƪƛǎǘŀƴΩǎ ŦŜǊǘƛƭƛǘȅΣ ƳŀǘŜǊƴŀƭ ŀƴŘ ƛƴŦŀƴǘ ƳƻǊǘality rates, which are 
amongst the highest in South Asia. 
 
Á The maternal mortality rate is around 276 per 100,000 live births.19 An estimated 30,000 women 

die each year, the equivalent of one woman dying every 20 minutes.20 
Á 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.21 

                                                           
13

 Fikree & Bhatti (1999); Fikree et al (2005); Human Rights Commission of Pakistan (2001); Shaikh (2003) 
14

 Parveen (2010) 
15

 The National Assembly passed the Domestic Violence Bill in 2009. However, the Senate failed to pass it within the three 
ƳƻƴǘƘǎ ǊŜǉǳƛǊŜŘ ōȅ tŀƪƛǎǘŀƴΩǎ /ƻƴǎǘƛǘǳǘƛƻƴΦ 
16

 OECD/DAC (2010) 
17

 The Lancet, (2010), p.1939 
18

 These issues also make it harder for the poor to exit from poverty on a sustainable basis ï because the ñrules 
of the gameò around gender and social exclusion kick in when external shocks occur, so that those on 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. 
19

 PDHS 2006-07 
20

 Khan et al (2009)  
21

 PDHS 2006-2007 



 

 8 

Á For every mother who dies from pregnancy and childbirth complications, 20 women are left 
suffering severe injuries and lifetime disabilities such as obstetric fistula.22 

Á The infant mortality rate is 67 deaths per 100,000 live births.23 
Á 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: 
 
Á Women living in rural areas are at double the risk of dying of maternal causes than women living 

in urban areas ς a maternal mortality rate of 319 and 175 deaths per 100,000 live births 
respectively.24 

Á The maternal mortality rate in the province of Balochistan is 785 deaths per 100,000 live births.25 
Á 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.26 In Balochistan, infants are 1.6 times more likely to die as 
infants in Punjab.27 

 
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 
ŎƻƴǘǊƛōǳǘŜ ǘƻ ǘƘŜ ΨǘƘǊŜŜ ŘŜƭŀȅǎΩ ǘƘat most maternal deaths are attributed to:  
 
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 address them ŀƴŘ ŀŘǾƻŎŀǘŜ ŦƻǊ ƛƴǾŜǎǘƳŜƴǘǎ ǘƘŀǘ ƛƳǇǊƻǾŜ ǿƻƳŜƴΩǎ ƻǾŜǊŀƭƭ ǎǘŀǘǳǎ. 
Experience shows that it is key to work with men and families in this regard ς it is often not the 
women who need convincing, but the deciders/ heads of households (mothers in law, fathers, 
husbands)28. 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 ς not just in terms of fees for services, but also travel costs, 

                                                           
22

 UNICEF (20082009) 
23

 Population Council (2010) 
24

 PDHS (2006-7) 
25

 Ibid. 
26

 UNICEF (2008) 
27

 Ibid. 
28

 Mumtaz and Salway (2009) 
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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.29 Similar inequities are also prevalent for maternal mortality.30  
 
Poverty is closely interlinked with gender inequality, as both act as barriers or filters and can affect 
ǿƻƳŜƴΩǎ ŀōƛƭƛǘȅ ǘƻ ǘǊŀƴǎƭŀǘŜ ŘŜƳŀƴŘ ŦƻǊ ƘŜŀƭǘƘŎŀǊŜ ƛƴǘƻ ŜŦŦŜŎǘƛǾŜ ǳǘƛƭƛǎŀǘƛƻƴΦ {ƻŎƛŀƭƭȅ ŜȄŎƭǳŘŜŘ 
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:   
 
Á lack of education and knowledge; 
Á inadequate maternal and newborn health practices and care seeking; 
Á insufficient access to nutritious food and essential micronutrients; 
Á poor environmental health facilities; and  
Á inadequate basic healthcare services and limited access to maternity services.  
 
!ƴŀƭȅǎƛǎ ƻŦ ǇƻƻǊ ǇŜƻǇƭŜΩǎ ŀŎŎŜǎǎ ǘƻ ƘŜŀƭǘƘŎŀǊŜ ǎŜǊǾƛŎŜǎ ƛƴ .ŀƴƎƭŀŘŜǎƘ31 shows, for example, that their 
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. 
 

  

                                                           
29

 Alam et al (2010)  
30

 Lawn et al (2006) 
31

 Gardner and Subramaniam (2006) 
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Figure 1. Conceptual framework on Maternal Mortality  

 
 

2.1.2  GENDER INEQUALITY 

In Pakistan, socio-cultural norms often determine that men control key assets and make decisions 
ǊŜƎŀǊŘƛƴƎ ƎƛǊƭǎΩ ŀƴŘ ǿƻƳŜƴΩǎ ŀŎŎŜǎǎ ǘƻ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΦ Lƴ ŀŘŘƛǘƛƻƴΣ women are often not able to 
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 aŎŎŜǎǎ ǎŜǊǾƛŎŜǎ ǿƛǘƘƻǳǘ ǘƘŜƛǊ ǎǇƻǳǎŜΩǎ ŎƻƴǎŜƴǘΦ 
Those who are in strict purdah are often simply not allowed to physically access services without a 
male escort. Associated issues of mobility and privacy ς which are reinforced by social custom (in 
areas such as Khyber Pukhtunkhwa and Balochistan) as well as by religious interpretation - can also 
ǎŜǊǾŜ ǘƻ ƭƛƳƛǘ ƎƛǊƭǎΩ ŀƴŘ ǿƻƳŜƴΩǎ ŀōƛƭƛǘȅ ǘƻ ŀŎŎŜǎǎ ǎŜǊǾƛŎŜǎΦ 
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Research studies32 have highlighted gender discrimination in medical expenditures ς 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.33 
 
There remains a gender gap in terms of literacy rates in Pakistan, and this is particularly pronounced 
in rural areas. [ƻǿ ƭŜǾŜƭǎ ƻŦ ƎƛǊƭǎΩ ŜŘǳŎŀǘƛƻƴ are not only linked to poor maternal and newborn 
ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎΣ ōǳǘ ŀƭǎƻ ƭƛƳƛǘ ǿƻƳŜƴ ŀƴŘ ƎƛǊƭǎΩ ƘŜŀƭǘƘ ǎŜŜƪƛƴƎ ōŜƘŀǾƛƻǳǊ. Uneducated women 
are less likely to use contraception and take decisions regarding their reproductive rights.34 This is 
reflected in the high fertility rate for Pakistani women and the low contraceptive prevalence rate. 
Lack of education also affects womeƴΩǎ ŜƳǇƭƻȅƳŜƴǘ ǇǊƻǎǇŜŎǘǎΣ ŀƴŘ ŎƻƴǎŜǉǳŜƴǘƭȅ ǘƘŜƛǊ ƭŜǾŜƭǎ ƻŦ 
autonomy, as well as household income (which in turn affects how much can be spent on education, 
health, food, etc.). Illiteracy is also a major barrier to accessing information about services. 
 
Early marriage is common in Pakistan35. Approximately 40 per cent of all women in Pakistan marry 
before the age of 18 and 13 per cent marry before the age of 1536. 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 4938. Infants born to teenage mothers are 1.5 times more likely to 
die than infants born to older mothers.39 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 ƻŦ ΨƘƻƴƻuǊ ƪƛƭƭƛƴƎΩ ǿŀǎ 
outlawed, however over 300 honour killings were recorded in the subsequent year.40 Over 70 
percent of women in Pakistan face domestic violence.41 Sexual coercion is also common in 
marriage and many women endure sexual assault.42 ¢ƘŜ ŎƻƴŎŜǇǘ ƻŦ ΨƳŀǊƛǘŀƭ ǊŀǇŜΩ ŘƻŜǎ ƴƻǘ ŜȄƛǎǘΣ ŀǎ 
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.43 Sexual violence is directly linked to reproductive and 
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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 Uganda44 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.45 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 study46 
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 
vƛƻƭŜƴŎŜ ƘŀŘ ŜǎŎŀƭŀǘŜŘ ŀƴŘ ƴƻǿ ƛƴǾƻƭǾŜŘ ƻǘƘŜǊ ƳŜƳōŜǊǎ ƻŦ ƘŜǊ ƘǳǎōŀƴŘΩǎ ŦŀƳƛƭȅΦ ²ƘƛƭŜ ǎƘŜ ǿŀǎ 
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 EXCLUSION47 

Globally, evidence indicates that health outcomes for excluded groups tend to be worse than average 
ς particularly in the case of indigenous and low-caste groups48. 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 study49 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 ς such as rural areas and slums. A 2004 study50 finds that: 
 
Á 46 per cent are excluded on the basis of their occupation, or lack of access to land. 
Á Up to 40 per cent experience language-based exclusion.  
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Á Up to 4 per cent of the population is excluded on the basis of non-Muslim religious status. 
Á 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 Bangladesh51 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 spiritualistsύΣ мр ǇŜǊ ŎŜƴǘ ǳǎŜŘ ǳƴǘǊŀƛƴŜŘ ŀƭƭƻǇŀǘƘƛŎ όΨǉǳŀŎƪΩύ ŘƻŎǘƻǊǎ ŀƴŘ ол ǇŜǊ ŎŜƴǘ 
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 contexts52. 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 
 
Á In India, 36% of Secluded Caste and Secluded Tribes women give birth in a health facility, as 

compared to 59% for higher caste groups.  
Á 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. 

Á 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.  

Á 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: άLǘ ƳŀƪŜǎ ƳŜ ǎŀŘ ōŜŎŀǳǎŜ ǘƘŜȅ ƘǳƳƛƭƛŀǘŜ 
ȅƻǳέ, reported one child.  

Á 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) 
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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: 
 
Á Prioritisation of women's health issues; 
Á Budgets allocated to maternal health services; 
Á Type of equipment and medicine available at each health unit; 
Á Type of staff on hand to treat patients, their salaries and training;  
Á How accessible services are to patients, e.g. how good the roads are, whether public transport 

such as buses are available; and  
Á 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 2010.53 Health policy 
changes introduced since the rnid-1990s, as well as the introduction of devolution reforms, suggest 
that improvements are occurring.54  !ƳƻƴƎǎǘ ǘƘŜ ƎƻǾŜǊƴƳŜƴǘΩǎ ƛƴƛǘƛŀǘƛǾŜǎ ƘŀǾŜ ōŜŜƴ ǘƘŜ [ŀŘȅ IŜŀƭǘƘ 
Workers (LHWs) 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.55 The 
GovernmentΩǎ aŀǘŜǊƴŀƭΣ bŜǿōƻǊƴ ŀƴŘ /ƘƛƭŘ IŜŀƭǘƘ όab/Iύ tǊƻƎǊŀƳƳŜ ŀƛƳǎ ǘƻ ƛƴǾŜǎǘΣ ǿƛǘƘ ŘƻƴƻǊ 
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.56 Even after budgets have been allocated, funds can get diverted to other budget lines 
or lost along the way.57 
 
In addition, while tŀƪƛǎǘŀƴ Ƙŀǎ ƳŀŘŜ ǇǊƻƎǊŜǎǎ ƛƴ ǘŜǊƳǎ ƻŦ ǿƻƳŜƴΩǎ ǊŜǇǊŜǎŜƴǘŀǘƛƻƴ ƛƴ ƎƻǾŜǊƴŀƴŎŜ58, it 
is not clear that this has translated into greater influence over decision-making. There are no laws 
ǘƘŀǘ ŜƴǎǳǊŜ ǿƻƳŜƴΩǎ representation in decision-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.59  While there 
is little information and analysis on the attention given to maternal health in policy-making 
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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.60 
Access to, and utilisation of, health care services is determined by the following factors: 
 
Á physical access to/ availability of services;  
Á economic access or affordability of services; and 
Á social access or acceptability of these services.61 
 
tŀƪƛǎǘŀƴΩǎ ǇǳōƭƛŎ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ƛǎ ƳŀŘŜ ǳǇ ƻŦ ǇǊƛƳŀǊȅ ƘŜŀƭǘƘ ŎŀǊŜ ǳƴƛǘǎ Ŏŀlled Basic Health Units 
(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 (LHWs). The hospitals are staffed by 
specialists and are expected to provide comprehensive obstetric care.62 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.63  
 
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.64 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.  
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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. 
 
Á 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.65 

Á In 2007 only 38.8 per cent of births were attended by skilled birth attendants.66 
Á 35 per cent of women receive no pre-natal care at all.67 
 
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 delivery68. TBAs are popular 
care providers for pregnant women. However they often use unsafe practices which are harmful for 
both the mother and baby69, 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 available70.   
 
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 face71. 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 Pakistan72. 
 
Quality of care includes clinical factors, such as safe procedures, accurate information and reliable 
ǇǊƻŘǳŎǘǎΣ ŀǎ ǿŜƭƭ ŀǎ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻǾƛŘŜǊǎΩ ŀǿŀǊŜƴŜǎǎ ŀƴŘ ǎŜƴǎƛǘƛǾƛǘȅ ǘƻ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΩ ŎǳƭǘǳǊŀƭ values, 
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.73 
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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 
ōŜŎƻƳŜ ŀǿŀǊŜ ƻŦ ŀƴŘ ǊŜǎǇƻƴŘ ǘƻ ǇŀǘƛŜƴǘǎΩ ŎƛǊŎǳƳǎǘŀƴŎŜǎΣ ǘƻ ŜȄǇŀƴŘ ŘƛǎŎǳǎǎƛƻƴ ōŜȅƻƴŘ ǇŀǘƛŜƴǘǎΩ 
immediate needs to their wider reproductive health concerns, and to engage them in discussion and 
negotiation regarding reproductive healthcare solutions.74 
 
LƳǇǊƻǾƛƴƎ ǉǳŀƭƛǘȅ ƻŦ ŎŀǊŜ ŀƭǎƻ ǊŜǉǳƛǊŜǎ ǘƘŀǘ ǇŀǘƛŜƴǘǎΩ ǇŜǊǎǇŜŎǘƛǾŜǎ ŀƴŘ ƭŜǾŜƭǎ ƻŦ ǎŀǘƛǎŦŀŎǘƛƻƴ ŀǊŜ ǘŀƪŜƴ 
into account when evaluating services, and are incorporated into policy decisions. 
 

3.2.2.2  LADY HEALTH WORKERS (LHW) PROGRAMME 

¢ƻ ƘŜƭǇ ŀŘŘǊŜǎǎ ŎǳƭǘǳǊŀƭ ŀƴŘ ƎŜƻƎǊŀǇƘƛŎ ōŀǊǊƛŜǊǎ ǘƻ ǿƻƳŜƴΩǎ ŀŎŎŜǎǎ ǘƻ ƘŜŀƭǘƘŎŀǊŜΣ ƛƴ ǘƘŜ ŜŀǊƭȅ мффлǎ 
Pakistan instituted outreach programmes in which women are visited at home in their villages by 
Lady Health Workers (LHWs) ς 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.75 However coverage is 
uneven ς 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.76 In addition, a 2003 study77 found that the female health workers face various 
challenges including:  
 
Á abusive hierarchical management structures;  
Á disrespect from male colleagues and sexual harassment;  
Á ƭŀŎƪ ƻŦ ǎŜƴǎƛǘƛǾƛǘȅ ǘƻ ǿƻƳŜƴΩǎ ƎŜƴŘŜǊ ōŀǎŜŘ ŎǳƭǘǳǊŀƭ ŎƻƴǎǘǊŀƛƴǘǎΣ ƛƴŎƭǳŘƛƴƎ ƛƴŎƻƴǾŜƴƛŜƴǘ ŀƴŘ 

distant placements, and restricted mobility; and 
Á 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.78 
 
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. 
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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.79  Even when 
women are seen by an obstetrician, a 2004 study80 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 
ǿƻƳŜƴΩǎ ŀŎŎŜǎǎ ǘƻ ǊŜǇǊƻŘǳŎǘƛǾŜ ƘŜŀƭǘƘŎŀǊŜΦ 

 
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 evidence84 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 study85 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 
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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: 
Á Poor levels of education 
Á Lack of decision-making power 
Á Lack of financial resources 
Á Fear of violence 
Á 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 expect to possess. [ƻǿ ƭŜǾŜƭǎ ƻŦ ƎƛǊƭǎΩ ŜŘǳŎŀǘƛƻƴ ǿƘƛŎƘ ŀǊŜ ǇǊŜǾŀƭŜƴǘ 
across parts of Pakistan are not only linked to poor maternal and newborn health outcomes, they 
ŀƭǎƻ ƭƛƳƛǘ ǿƻƳŜƴ ŀƴŘ ƎƛǊƭǎΩ ƘŜŀƭǘƘ ǎŜŜƪƛƴƎ ōŜƘŀǾƛƻǳǊΦ ! ƭƻǿ ƭŜǾŜƭ ƻŦ Ŝducation is also an important 
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)86. 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 
education87. ²ƻƳŜƴΩǎ ŀƴŘ ƎƛǊƭǎΩ ƭƛƳƛǘŜŘ ŀŎŎŜǎǎ ǘƻ ŜŘǳŎŀǘƛƻƴ ŀŦŦŜŎǘǎ ǘƘŜƛǊ health care-seeking 
behaviour as it deprives them of the knowledge and tools to recognise symptoms of disease and 
make informed health decisions. Lƴ tŀƪƛǎǘŀƴ ƭŜǾŜƭǎ ƻŦ ǿƻƳŜƴΩǎ ŜŘǳcation are positively associated 
with low rates of use of contraceptive and antenatal care.88 
 

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 study89 
found that underlying beliefs play an important role in determining utilisation of health services. The 
studysΩ ǎǳǊǾŜȅ ƻŦ ǿƻƳŜƴ ƛƴ ƭƻǿ-income areas of Karachi found that 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 
hŀǾŜ ǎƘƻǿƴ ǘƘŀǘ ōǊŜŀǎǘ Ƴƛƭƪ ƛǎ ǘƘŜ ōŜǎǘ ŦƛǊǎǘ ŦƻƻŘ ŦƻǊ ōŀōƛŜǎ ŀƴŘ ǘƘŀǘ ǎǳŎƘ ΨǇǊŜƭŀŎǘŜŀƭǎΩ Ƴŀȅ ōŜ 
harmful to infants. Nearly 87 per cent of mothers in the study washed their infants immediately or 
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within half an hour of delivery in order remove the vernix ς 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.90  

 
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.91 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. HoweveǊΣ ǿƻƳŜƴΩǎ ƭŀŎƪ ƻŦ 
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.92 
 
A study93 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 
ƪƴƻǿƭŜŘƎŜ ƻŦ ǘƘŜ ǎȅƳǇǘƻƳǎ ƻŦ ŘŀƴƎŜǊ ƛƴ ǇǊŜƎƴŀƴŎȅΥ άSo strong is this exclusion that it is 
incorporated into societal prescriptions regarding how an ideal marud (men conforming to the 
socially acceptable notions of hegemonic masculinity) should behaveΦέ94 The same study highlights 
that pregnancy is also associated with sex, and therefore with sharam (shame). This has implications 
ŦƻǊ ǘƘŜ ŀƳƻǳƴǘ ƻŦ ƛƴǘŜǊŜǎǘ ƛƴ Ƙƛǎ ǿƛŦŜΩǎ ǇǊŜƎƴŀƴŎȅ ŀ Ƴŀƴ ǿƛƭƭ demonstrate. Pregnancy is also 
associated with impurity. Women are considered napaak (impure) for 40 days following birth, during 
ǿƘƛŎƘ ǘƛƳŜ ǘƘŜȅ Ƴŀȅ ƴƻǘ ǎŀȅ ǘƘŜƛǊ ǇǊŀȅŜǊǎΣ ƻǊ ǘƻǳŎƘ ǘƘŜ vǳǊΩŀƴΦ ¢Ƙƛǎ ƭŜŀŘǎ ǘƻ ǿƘŀǘ ǘƘŜ ŀǳǘƘƻǊǎ ǘŜǊƳ 
a ΨƳŜǘŀǇƘƻǊƛŎŀƭΩ separation from men.  
 
Poor households with few educated family members will often make decisions collectively. 
Research95 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 
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make pregnancy-related decisions often rests with a parent-in-law or husband.96 ! ǿƻƳŜƴΩǎ ŀōƛƭƛǘȅ ǘƻ 
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 study97 based on analysis of 
data from the Pakistan Social and Living Standards Measurement Survey (PSLM) 2005-06 finds strong 
evidence that heads of households Ǉƭŀȅ ŀ ǎƛƎƴƛŦƛŎŀƴǘ ǊƻƭŜ ƛƴ ǿƻƳŜƴΩǎ maternal health services 
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.98 This means that policies directed 
ǘƻǿŀǊŘǎ ƛƳǇǊƻǾƛƴƎ ǿƻƳŜƴΩǎ ƳŀǘŜǊƴŀƭ ǎŜǊǾƛŎŜǎ ǳǘƛƭƛǎŀǘƛƻƴ Ƴǳǎǘ Ǝƻ ōŜȅƻƴŘ ƳŜǊŜƭȅ ǘŀǊƎŜǘƛƴƎ 
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.99 
 
As a result, women with relatively more daughters than sons are more likely to want more children 
and less likely to practice contraception.100 A 2000 study101 of urban and rural women from the low-
to-middle-income groups in Punjab found that ǿƻƳŜƴΩǎ ŎƘƛƭŘ-bearing patterns, and particularly 
ǿƘŜǘƘŜǊ ǘƘŜȅ ƘŀŘ ōƻǊƴŜ ǎƻƴǎΣ ŀŦŦŜŎǘŜŘ ǘƘŜƛǊ ΨǎǘŀǘǳǎΩ ǿƛǘƘƛƴ ǘƘŜƛǊ ŦŀƳƛƭƛŜǎΣ ŀƴŘ ǘƘŜƛǊ ŀŎŎŜǎǎ ǘƻ 
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, 
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and what the authors of a 2006 study on health in South Asia102 Ŏŀƭƭ ǘƘŜ άmoralising, judgemental 
and sometimes callousέ attitude 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 authors of a 2ллу ǎǘǳŘȅ ŦƛƴŘΥ άMost young women 
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 be accused of adultery103Φέ104 
 

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 wƻƳŜƴΩǎ Ƴƻōƛƭƛǘȅ ƛƴ tǳƴƧŀō ŦƛƴŘǎ ǘƘŀǘ ǘƘŜ ƛǎǎǳŜ ƻŦ Ƴƻōƛƭƛǘȅ Ƙŀǎ ǘƘǊŜŜ ŘƛƳŜƴǎƛƻƴǎΥ 
women have to seek permission to go to certain places; there are restrictions on going to certain 
places alone; and purdah has to be observed.105 Limitations on the physical mobility of women and 
girls and restrictions on women's decision-making and autonomy result in obstacles for women and 
ƎƛǊƭǎ ǘƻ ŜŦŦŜŎǘƛǾŜƭȅ ŀŎŎŜǎǎ ŀƴŘ ǳǎŜ ƘŜŀƭǘƘŎŀǊŜ ǎŜǊǾƛŎŜǎΦ ! ǎǘǳŘȅ ŦƻǊ ²ƻǊƭŘ .ŀƴƪΩǎ нллр /ƻǳƴǘǊȅ DŜƴŘŜǊ 
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 ǎŜǊǾƛŎŜǎ ŀƴŘ ƴƻǘ ǿƻƳŜƴΩǎ ǇŀǘǘŜǊƴǎ ƻŦ ƳƻōƛƭƛǘȅΦ 
¢ƘŜƛǊ ǎǘǳŘȅ ŦƻǳƴŘ ǘƘŀǘΥ άonce a decision was made, women invariably travelled with company. 
Women sought company for it protected them from potential accusations of sexual misdemeanour 
and ensured someone would look after their interests in the case of incapacitation in a usually hostile 
healthcare systemΦέ106  
 

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 
studies107 have reported high rates of morbidity amongst women admitted to hospital for 
complications of induced abortion. A 2004 study108 highlights that women in Pakistan average one 
unwanted birth in their lifetimes. Their research finds that in 2002, 890,000 induced abortions were 
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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. 
 
tƻƻǊ ǿƻƳŜƴΩǎ ƛƴŀōƛƭƛǘȅ ǘƻ ŜȄŜǊŎƛǎŜ ŎƻƴǘǊƻƭ ƻǾŜǊ ǘƘŜƛǊ ƻǿƴ ōƻŘƛŜǎ ŀƴŘ ǊŜǇǊƻŘǳŎǘƛǾŜ ŀŎǘƛǾƛǘȅ ŘǳŜ ǘƻ 
patriarchal cultural norms also affect the uptake of contraceptive methods. In Pakistan, the two main 
ōŀǊǊƛŜǊǎ ǘƻ ǳǎƛƴƎ ŎƻƴǘǊŀŎŜǇǘƛƻƴ ŀǊŜ ǿƻƳŜƴΩǎ ŎƻƴŎŜǊƴǎ ŀōƻǳǘ ǘƘŜƛǊ ƘǳǎōŀƴŘsΩ or in-ƭŀǿǎΩ Ǿiews about 
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.109 A 2000 study110 found that most of the urban women who had sons used contraceptives. No 
village women admitted usinƎ ŎƻƴǘǊŀŎŜǇǘƛǾŜǎΣ ŜǾŜƴ ǘƘƻǳƎƘ ƘŀƭŦ ƻŦ ǘƘŜƳ ŘƛŘƴΩǘ ǿŀƴǘ ŀƴȅ ƳƻǊŜ 
ŎƘƛƭŘǊŜƴΦ ¢ƘŜ ŀǳǘƘƻǊǎ ǊŜǇƻǊǘΥ άOne woman explained that if women 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 
societyέΦ111 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.112 
However, demand-oriented programmes have largely been ignored in Pakistan and most 
reproductive health and population programmes are largely targeted at women. 
 
A 2000 study113 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.114 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 ς 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 
ǿƛǘƘ ǘƘŜ ǿƻǊƭŘΩǎ ƘƛƎƘŜǎǘ ŎƘƛƭŘ ŀƴŘ ƳŀǘŜǊƴŀƭ ƳƻǊǘŀƭƛǘȅ rates, 13 have recently emerged from violent 
conflict or are still experiencing conflict,115 including Pakistan.116 The impact of conflict and crises on 
maternal and child health goes beyond the deaths of women and children. Stunted growth, chronic 
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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.117 
 
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.119 
 
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 populations120, particularly where 
lack of employment opportunities for young men in displaced settings led to conflict and violence 
within the home.121 In addition, displaced women - unable to access adequate health services - may 
experience an unmet need for family planning and potentially complications following unsafe 
abortion.122 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 refugees123, 
largely due to the absence of a legal instrument that recognises IDPs internationally.124 
 
In Pakistan, the 2005 Earthquake and 2010 Floods caused severe damage to the health infrastructure 
in parts of the country125, leaving many victims without access to proper health services, including 
skilled delivery assistance.126 The Lady Health Workers (LHW) programme was disproportionately 
affected; 72 per cent of LHW houses were partially or completely destroyed during the Earthquake127 
and in flood-hit regions, the LHW programme experienced more than 50 per cent staff 

shortages in the worst affected districts.128 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.129  
 
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 conflict130 found that following the Pakistani 
!ǊƳȅΩǎ WŀƴǳŀǊȅ нллр takeover of civil administration, 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 ShiΩa 
neighbourhoods (mohallas), and health services were mostly provided by ShiΩŀ ǇƘȅǎƛŎƛŀƴǎ ŀƴŘ 
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 ShiΩa mohallas. Comparative 
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ŀƴŀƭȅǎƛǎ ƻŦ DƛƭƎƛǘΩǎ ƳŀǘŜǊƴƛǘȅ ŎƭƛƴƛŎ ǊŜŎƻǊŘǎ ōŜǘǿŜŜƴ ƭŀǘŜ 2004 and early 2005 shows an 80 per cent 
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 issue131, recent advancements have been made to address these issues. 
Sections on reproductive health have been incorporated in guidelines developed to facilitate care for 
conflict-ŀŦŦŜŎǘŜŘ ǇƻǇǳƭŀǘƛƻƴǎ ƛƴŎƭǳŘƛƴƎ ¦bh/I!Ωǎ Guiding Principles on Internal Displacement and 
the Sphere Handbook by the Steering Committee for Humanitarian Response.132 A Minimum Initial 
Service Package (MISP)133 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:  
Á On the ground staff to coordinate reproductive health response across responding agencies;  
Á Prevention and management of gender-based violence (GBV) through enhancing security and 

providing medical and psycho-social response;  
Á Reduction of HIV transmission by making condoms available and assuring universal precautions 

in clinical settings;  
Á 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 
Á Plans for comprehensive reproductive health services as soon as the emergency situation begins 

to stabilise.134 
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