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USE OF MATERNAL HEALTH CARE
AND POSTPARTUM CONTRACEPTION

IN PAKISTAN

Abstract:
This paper examines the relationship between the utilization of reproductive health 
care services and the use of contraceptive methods during postpartum period in 
Pakistan. The analysis was based on women’s data set. The calendar data of the 
Pakistan Demographic and Health Survey 2012-13 (PDHS) was used. The women 
whose most recent birth was reported between January 2007 and one year before 
the date of interview in 2012-13 were included in the analysis. The use of 
reproductive health care services (Antenatal care visits, place of delivery and timing 

postpartum use of a modern method include exposure to family planning messages 
in last few months, women’s education, household wealth index, place of residence, 

among women during the period of postpartum will increase substantially if more 
women use reproductive health care services, particularly for antenatal care, 
delivery and postnatal care.

1. INTRODUCTION

Postpartum family planning (PPFP) has been known as an important component of maternal 
health care. Through birth spacing and prevention of high-risk and unwanted pregnancies, PPFP 
helps women who have recently delivered to avoid exposure to the risks of maternal death. 
Similarly, the importance of the relationship between maternal health services and use of 
contraception in the postpartum period has been known for decades. For example, in 1966 an 
International Postpartum Program (IPP) was initiated by the Population Council to integrate 
family planning and maternal and child health services in certain countries (Ringheim 2011). 
After the success of this programme, the global plan for integration of maternal and child health 
services with family planning were proposed but not implemented (Taylor & Berelson 1971). 
After about four decades the postpartum family planning was back in international health 
priorities.  In July 2012, the London Summit on Family Planning emphasized international 
prioritization of PPFP and it has again come in the lime light of international attention. Major 
stakeholders at the meeting, issued a joint statement urging collective action for postpartum 
family planning. The targets stated in the Millennium Development Goal (MDG) 5(b) also, 
underlines universal access to reproductive health care services, with the aim of increasing the 
contraceptive prevalence rate, increasing antenatal care coverage, and reducing unmet need for 
family planning, which includes unmet need among postpartum women. The Sustainable 
Development Goals (SDG) 3 (3.7) also ensure universal access to sexual and reproductive health 
care services, including family planning by 2030. 

Many women in the postpartum period become fecund before their menstruation returns but they 
do not start to use contraception until their menstruation return and they are at risk of unwanted 
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pregnancy in case of sexual activity (Borda et al. 2010). Unintended pregnancy is a global 

developing countries. Ross and Winfrey (2001) also emphasized that women’s level of unmet 
need is particularly high in the postpartum period. According to Guttmacher (2012), an estimated 
215 million women in the developing countries have an unmet need for family planning, and 82 
percent of unintended pregnancies in the developing countries occur among women with unmet 
need. 

The linkage between the use of maternal health care during pregnancy and the use of 
contraception in the postpartum period has also been studied. A study on the relationship 
between use of antenatal care and use of modern contraception in Bolivia, Egypt, and Thailand 
found that women’s use of health care services during the antenatal and postpartum stages offers 
an opportunity to counsel them on contraception and to make services available to them. The 
authors’ hypothesis that the early exposure to pregnancy-related services can increase a woman’s 
propensity to use modern contraceptives in the postpartum period was also validated by their 

Nigeria and examined the effect of maternal health care (ANC visits, delivery in health facilities, 

and timing of postnatal check-up), even after controlling for other factors associated with the use 
of family planning.

This paper examines the use of modern contraception in the postpartum period in Pakistan and 

interactions with health service providers during pregnancy, childbirth, and the postnatal period 

avoid future pregnancies (Ross and Winfrey, 2001). An increase in contraceptive use during the 
postpartum period should substantially reduce rates of maternal and infant mortality by 
preventing unplanned and unwanted pregnancies and by spacing new pregnancies at least two 
years after the previous birth (Vernon 2009). Laukaran and Winikoff (1985) laid out the rationale 
for postpartum contraception: First, women in the postpartum period may be most motivated to 
avoid pregnancy and thus to use contraception. Second, if women do not initiate contraception 
immediately after childbirth, they may become pregnant before their next encounter with a health 
or family planning provider. 

Furthermore, integrating family planning into antenatal and postpartum care offers a number of 

maternal and child health services. It is observed that women who receive counseling during a 
facility stay for delivery are more likely to use contraceptives in the postpartum period, and the 
health providers respond better to their needs and so improve health outcomes (Akinlo et al. 
2013).
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Based on this rationale and the fact that there is strong evidence of the health risks for mother 
and baby related to short birth intervals, intensive family planning programs need to be directed 
toward supplying contraceptives to women during hospitalization for maternity care (Laukaran
& Winikoff 1985) or visit to health care facility. Thus, there is need to focus on the use of 
contraceptives during postpartum period. 

2.1. Situation in Pakistan

In Pakistan, 84 percent births are planned, 9 percent are mistimed, and 7 percent are unwanted. 
Overall, Pakistani women have about one child more than their wanted number. This implies that 
the total fertility rate of 3.8 children per woman is 31 percent higher than it would be if all 
unwanted births were avoided. Levels of contraceptive use are low in Pakistan, 99 percent of 
women and 96 percent of men knew at least one contraceptive method, however, only 35 percent 
of currently married women are using any contraceptive method, with most women using a 
modern method (26 percent). Over the past two decades there is an increase of 17 percentage 
points in the use of modern contraceptive methods, from 9 percent in 1990-91 to 26 percent in 
2012-13 (NIPS and ICF 2013). One of the Millennium Development Goals for Pakistan was to 
increase the CPR to 55 percent by 2015 (Planning Commission 2010). 

In our country, 73 percent of women receive antenatal care from skilled health providers (doctor, 
nurse, midwife, or lady health visitor). Twenty-four percent of women receive no antenatal care 
at all. Forty-eight percent of births take place in a health facility; 52 percent of births take place 
with the assistance of a skilled health provider. Sixty percent of women receive postnatal care for 

delivery. Overall, 38 percent of women have no postnatal checkup (NIPS and ICF 2013).

Although the use of maternal health services is relatively low, increasing family planning 
counseling and services addressed to the women who use these services could increase the use of 
modern methods in the postpartum period. Obeisat et al. (2012), in a study entitled “Postpartum 
learning needs: perceptions of Jordanian mothers and nurses”, concluded that health care 
providers should plan and implement postpartum teaching programs that are culturally sensitive 
to mothers’ needs for holistic maternal care, because the postpartum period is a time of 
transition, in which new mothers face numerous challenges. This analysis could provide some 
inferential evidence on whether healthcare providers are taking effective advantage of women’s 
use of maternal health services to provide family planning information and services. 

3. OBJECTIVES AND RESEARCH QUESTION

This paper seeks to determine the proportion of women in the postpartum period using a 
contraceptive method, to examine the timing of initiation of postpartum contraception, and to 
relate the utilization of maternal health services to contraceptive use in the 12 months following 
childbirth. The paper seeks to answer the research question: Is women’s postpartum 
contraceptive use associated with their use of maternal health care?
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3.1. Conceptual Framework

Conceptual framework of the relationship between women’s use of maternal health care and 
postpartum use of modern contraception.

Independent Variables Dependent Variable

4. METHODOLOGY

4.1. Data 

The data for this analysis come from the 2012-13 Pakistan Demographic and Health Survey 
(PDHS). The survey is a nationally representative sample of 14000 households. All women of 
reproductive age (15-49 years) in these households were interviewed, and all men age 15-49 in 
one third of the sampled households were interviewed. This analysis pertains to women’s 
dataset. 

All currently married women’s dataset comprises of interviews with 12937 women age 15-49 
years. Women were asked about receipt of maternal health care services during their most recent 

before the survey were excluded from the sample. Also, women who delivered a baby less than a 
year ago from the date of interview were excluded. This ensures that all women included in the 
analysis have completed full 12 months of the postpartum period, and that their contraceptive use 

Postpartum 
contraception:

Use of a modern 
method of 

contraception in 
postpartum period

Use of maternal health care:
· number of antenatal 

visits, 
· place of delivery,
· delivery by a skilled 

visit.
Socio-demographic 
characteristics:

· Age at last birth
· education, 
· residence 
· Province
· wealth status, 
· birth order
· Family type

Media exposure:
· Heard a family 

planning message in 
last few months



 All currently married women age 
15-49 years.

 

No live birth in last 5 

years.

 Women with at least one live birth 
in last 5 years .

 Most recent birth less 
than one full year from 

the date of interview .

 

Women who had a most recent 
birth between January 2007 and 

one full year from date of interview

 

5076

 

Excluded women

Excluded women
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behavior over this period, as detailed in the calendar data, is taken into account. Thus the 
analysis presented in this paper is based on a sample of 5076 women.

Derivation of study population

4.2.

as a woman’s use of any modern method of contraception during the 12 months following her 
most recent childbirth, that occurred between January 2007 (base month for collection of 
calendar data) and at least one year prior to her interview. Even if a woman delivered more than 
once during the reference period the analysis is based on the data pertaining to health care 
experience and women’s behavior towards use of contraceptive methods during postpartum 
period related to her most recent childbirth. The PDHS collects some maternal health care 
information (on antenatal, delivery, and postnatal care) for the most recent birth only. PPFP is 
dichotomized into 1 and 0; PPFP is coded 1 if a woman used any modern method of 
contraception (pill, IUD, injection, condom, female and male sterilization, and implant) and 
coded 0 if otherwise. The Lactational Amenorrhea Method (LAM) was excluded from the 
modern contraception category, as its use for the entire 12-month postpartum period is not 
suitable to be considered a modern method. 

variables including ‘number of antenatal care visits (ANC)’, whether the woman delivered in a 
health facility ‘place of delivery, or (POD)’, ‘delivery by a skilled birth attendant (SBA)’, and 
‘postnatal care within six weeks of delivery (PNC)’. In addition, a number of control variables 
were included in the multivariate models; these are ‘mother’s age at last childbirth’, ‘woman’s 
level of education’, ‘household wealth status’ (measured by the wealth index), ‘place of 
residence’ (rural or urban),’ region’, ‘birth order of the last child’, whether the woman had ‘heard 
a family planning message in the last few months’ and ‘family type’ (see conceptual framework). 



8 Use of Maternal Health Care and Postpartum Contraception In Pakistan

To take into account the differences in the probability of selection as well as to adjust for non 
response, all tabulations are weighted using the women’s sample weight. The technique of 
Logistic Regression is used for the multivariate analysis.

check the multi-collinearity present in that data set. While in a statistical model, high degrees of 
correlation between two or more predictor variables may not reduce the predictive power of the 
model as a whole (Arceneaux and Huber 2007), co-linearity can still create a problem when 

Data Limitations 

This paper is based on data obtained from a cross-sectional survey and is thus subject to the 
general limitations associated with cross-sectional data. The outcome variable in this paper was 
determined using calendar data obtained at the point of interview in 2012-13 but dating back as 
far as January 2007, the possibility of recall errors cannot be ruled out. Furthermore, the control 
variable, ‘woman’s education’ is considered as a current status measures in 2012-13 (date of 
interview), for postpartum periods stretching from January 2007 up to one full year prior to the 
date of interview. It may be noted that only 2 percent of the women in the sample delivered 
babies before age 18, hence it is reasonable to assume that the current educational status of 
women with no education, only primary education, or only secondary education is the same at 
interview as when they gave birth. 

We recognize the importance of including the data on availability of health and family planning 
services facilities for our study, but we were of constrained to do so due to unavailability of the 
community level data on such facilities in 2012-13 PDHS.

5. RESULTS

5.1. Selected Background Characteristics of Respondents

The table 1 presents selected background characteristics for postpartum women, that is, women 
who had their most recent birth between January 2007 and one full year before the date of 
interview; only the characteristics used as control variables in the multivariate model are 

women (81 percent) delivered within the age range 18-34 years. The remaining 18 percent 
delivered at high-risk ages and 2 percent were under 18 years old when they delivered. A high 
proportion of the women (58 percent) had no formal education, while 15 percent had attended 

belongs to poorest quintile, and about the same proportion (20 percent) were in the Poorer 

were in the richest quintile. More than two-thirds (69 percent) of the postpartum women were 
interviewed in rural areas, while the remaining 31 percent were interviewed in the urban areas. 
The regional distribution of the respondents indicates that the largest number of women (55 
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percent) was in the Punjab province followed by Sindh (23 percent), KP (16 percent), 
Balochistan (5 percent) and GB and Islamabad were less than 1 percent.

Table 1: Background characteristics of respondents, percent distribution of postpartum 

full year preceding the survey, by selected background characteristics

Background characteristics Number of 
women

Percent

Mother's age at last childbirth < 18 years 90 1.8
18 – 34 4097 80.7
35 – 49 889 17.5

Total 5076 100.0
Education No education 2918 57.5

Primary 783 15.4
Middle 373 7.3
Secondary 532 10.5
Higher 470 9.3

Total 5076 100.0
Place of residence Urban 1552 30.6

Rural 3524 69.4
Total 5076 100.0
Wealth index Poorest 1207 23.8

Poorer 1028 20.3
Middle 961 18.9
Richer 995 19.6
Richest 885 17.4

Total 5076 100.0
Region Punjab 2810 55.3

Sindh 1169 23.0
Khyber Pakhtunkhwa 787 15.5
Balochistan 250 4.9
Gilgit Baltistan 38 .7
Islamabad (ICT) 23 .5

Total 5076 100.0
Birth order 1 848 16.7

2 – 3 1782 35.1
4 – 5 1219 24.0
6 + 1227 24.2

Total 5076 100.0
Type of family Nuclear 2066 40.7

Joint 1754 34.6
Extended 1256 24.7

Total 5076 100.0
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As for the birth order of their last delivery within the study period, 17 percent of births were 

one-quarter of the women were giving birth to at least their sixth child, indicating high fertility 
level in the country.

5.2. Use of Maternal Health Care 

Table 2 shows the percent distribution of the postpartum women by their use of maternal health 
care number of antenatal care visits, delivery at a health facility, and receiving postnatal care 
within six weeks of delivery. Noting the importance of the various interventions provided as 
components of antenatal services, including tetanus taxied vaccination, screening and treatment 
of infections, and identifying warning signs of pregnancy complications, the WHO recommends 
that a woman make at least four antenatal care visits during pregnancy. Disaggregating the 

made the recommended minimum number of four antenatal care visits during their most recent 
pregnancy. Another 38 percent made one to three antenatal care visits. More than one quarter (26 
percent) reported having no antenatal care visits during their last pregnancy. Half of postpartum 
women (49 percent) whose most recent birth was between January 2007 and one full year before 
the interview had delivered in a health facility. 

Table 2: Use of maternal health care, exposure to family planning message, and 

survey whose most recent birth was at least one full year preceding the survey, by use of 
maternal health care

Health care services and contraception Number of women Percent
Number of ANC visits No visit 1327 26.2

1 - 3 1930 38.0
4+ 1816 35.8

Total 5076 100.0
Delivered at the health facility No 2577 50.8

Yes 2499 49.2
Total 5076 100.0
Skilled birth attendant No 2394 47.2

Yes 2682 52.8
Total 5076 100.0
PNC timing No PNC 2089 41.1

< 4 hours 2560 50.4
04 - 23 hrs 214 4.2
1 - 2 days 110 2.2
03 - 41 days 57 1.1
DK/missing 47 .9

Total 5076 100.0
Heard at least one family planning message 
in the last few months

No 3795 74.8
Yes 1281 25.2

Total 5076 100.0
ANC=Antenatal care; PNC=Postnatal care
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The third main independent variable examined is the delivery by skilled birth attendant. More 
than half (53 percent) women’s last deliveries were assisted by SBA. Fourth variable is timing of 
postnatal care. Postnatal care is an essential component of maternal health care, as most maternal 

addition to checking for complications that could result in maternal deaths and morbidity, an 
essential component of routine PNC is counseling and the offer of a wide range of family 
planning services, (Sines et al. 2007), this paper categorizes timing of PNC visits into three 
groups: no PNC, PNC two days or less after delivery, and PNC from three days to six weeks 
after delivery. 

Forty four percent postpartum women did not receive PNC at all, 54 percent were examined two 

six weeks after delivery. Only one quarter women heard/read at least one family planning 
message on radio/TV/ newspaper in the last few months.

6. BIVARIATE ANALYSIS RESULTS

6.1. Use of Postpartum Family Planning

Table 3 shows the percentage of women who used a method of modern family planning in the 
postpartum period disaggregated by background characteristics. Nearly the same proportion of 
women age 18-34 and 35-49 had used a modern method (49 percent and 46 percent, 
respectively). Comparatively 23 percent of women under 18 years of age reported having used a 
modern method.

Table 3: Used modern method within 12 months following birth, by background 

percentage who used contraception, by selected background characteristics

Background characteristics Percentage using Number of 
women

Mother's age at last childbirth < 18 years 23.1 90
18 - 34 49.3 4097
35 - 49 46.1 889

Education No education 37.7 2918
Primary 53.5 783
Middle 62.9 373
Secondary 66.5 532
Higher 73.0 470

Place of residence Urban 63.8 1552
Rural 41.4 3524

Wealth index Poorest 26.7 1207
Poorer 42.8 1028
Middle 52.6 961
Richer 56.0 995
Richest 70.8 885
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Background characteristics Percentage using Number of 
women

Region Punjab 57.1 2810
Sindh 37.0 1169
Khyber Pakhtunkhwa 39.7 787
Balochistan 27.8 250
Gilgit Baltistan 39.0 38
Islamabad (ICT) 78.8 23

Birth order 1 31.8 848
2 - 3 51.9 1782
4 - 5 53.4 1219
6 + 49.4 1227

Type of family Nuclear 50.9 2066
Joint 48.2 1754
Extended 44.1 1256

Total 48.3 5076

It is found that education is directly related to the use of contraception. Only 38 percent of 
women with no education had used modern contraceptives in postpartum period compared with 
54 percent of those with primary education and 67 percent of those with secondary education, 
while three in every four women with higher education (73 percent) had used modern 
contraception postpartum. As for percent distribution by place, 64 percent of the women who 
were interviewed in urban areas had used modern methods in postpartum period, compared with 
41 percent of those interviewed in rural areas. Household wealth is directly related to the use of 
modern contraception in postpartum period which increased with the wealth status. Smaller 
percentages of postpartum women in the lower wealth quintiles had used modern contraception 
than those in the higher wealth quintiles. Postpartum use of modern methods of contraception 
was lower in the GB and KP and highest in ICT Islamabad. The birth order of the last birth, 
appear to be related to use of modern contraception, although it was relatively low among 

contraception was more in Nuclear families.  

6.2. Use of Maternal Health Care and Postpartum Contraception 

We used chi-square tests to gauge the association between each of the three main independent 

the number of antenatal care visits increases, the percentage using modern methods of 
contraception also increases. Only 32 percent of postpartum women who did not have any 
antenatal care visits during their last pregnancy had used a modern method of contraception 
during postpartum period, compared with 48 percent of those with one to three antenatal care 
visits and 61 percent of those with four or more antenatal care visits.

Also, the chi-square result suggests that delivery in a health facility is also associated 
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the percentage using a modern method of contraception during the postpartum period is higher 
(57 percent) as compared to the women who did not deliver in a health facility (40 percent). The 

contraception. Forty percent of women who had no PNC after their last birth had used a modern 
method of contraception during the postpartum period. Postpartum use of a modern method was 

in the 1-2 days and 57 percent in the 3-41 days after giving birth. Interestingly, the women who 
responded ‘don’t know’ about the timing of their PNC checkup were the highest (60 percent) 
user of a modern method during postpartum period.  

Table 4: Use of contraception within 12-months following births by use of health care 

percentage who used contraception, by use of health care services

Health care services Percentage 
using

Number of 
women

Number of ANC Visits* No visit 32.3 1327
1 - 3 47.6 1930
4+ 60.8 1816

Delivered at a health facility** No 39.9 2577
Yes 57.0 2499

Skilled birth attendant*** No 39.5 2394
Yes 56.1 2682

Timing of PNC checkup**** No PNC 39.7 2089
< 4 
hours 53.5 2560

04 - 23 
hrs 62.9 214

1 - 2 
days 51.3 110

03 - 41 
days 56.6 57

DK/missi
ng 60.1 47

Heard at least one family planning message in the last 
few months

No 44.2 3795
Yes 60.4 1281

Total 48.3 5076

MULTIVARIATE ANALYSIS RESULTS

Overall regression results are encouraging. Before running the regression analysis a correlation 
matrix of the predictor variables to be included in the regression analysis was run and only those 
variables that were not highly correlated with each other were included in the regression 
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equation. Table 5 presents the results of logistic regression for postpartum contraceptive use with 

independent variables (antenatal care visits, delivered at a heath facility, and postnatal care) on 
postpartum contraceptive use. The second model controls for the effects of women’s age, 
educational level, wealth index, place of residence, birth order, region, exposure to family 
planning messages and family type on the outcome variable.

Table 5:
Variables on Contraceptive Use during Postpartum Period 

Model-1

Predictor Variables

Model-2
Odd 

Ratios Interval for EXP (B)
Odd 

Ratios Interval for EXP (B)

Lower 
Bound

Upper 
Bound

Lower 
Bound

Upper 
Bound

Number of ANC 
visits

4+ RC
1 - 3 -.352*** .703 .612 .808 -.109 .896 .764 1.052

No visit -.861*** .423 .356 .503 -.494*** .610 .500 .745

Delivered in health 
facility

Yes RC
No -.235** .791 .683 .915 -.266** .766 .651 .903

PNC timing
No PNC RC

< 4 hours .131 1.141 .988 1.316 .091 1.095 .936 1.281

04 - 23 hrs .344* 1.410 1.029 1.933 .199 1.220 .868 1.715

1 - 2 days -.060 .942 .629 1.410 -.187 .829 .533 1.289

03 - 41 days .280 1.323 .769 2.276 .214 1.238 .695 2.205

DK .382 1.465 .797 2.693 .021 1.021 .529 1.972

Heard at least one 
family planning 
message in the last 
few months

No RC
Yes .198 1.219 1.050 1.414

Mother's age at last 
childbirth

< 18 years RC
18 - 34 .056 1.058 .615 1.821

35 - 49 -.288 .749 .423 1.328

Mother's Education
No education RC

Primary .319** 1.375 1.147 1.649

Middle .569*** 1.766 1.361 2.292

Secondary .704*** 2.021 1.581 2.584

Higher 1.111*** 3.038 2.274 4.060



Model-1

Predictor Variables

Model-2
Odd 

Ratios Interval for EXP (B)
Odd 

Ratios Interval for EXP (B)

Lower 
Bound

Upper 
Bound

Lower 
Bound

Upper 
Bound

Wealth index
Poorest RC

Poorer .486*** 1.626 1.339 1.974

Middle .621*** 1.861 1.510 2.294

Richer .479*** 1.615 1.277 2.043

Richest .725*** 2.064 1.534 2.777

Place of residence
Urban RC

Rural -.410*** .663 .558 .788

Birth order of last 
child

1 RC
2 - 3 1.099*** 3.001 2.460 3.660

4 - 5 1.481*** 4.399 3.523 5.494

6 + 1.779*** 5.922 4.635 7.565

Region
Punjab RC

Sindh -.923*** .397 .337 .469

Khyber 
Pakhtunkhwa

-.452*** .636 .532 .762

Balochistan -.747*** .474 .346 .648

Gilgit Baltistan -.382 .683 .335 1.391

Islamabad (ICT) .276 1.317 .461 3.766

Type of family
Extended RC

Nuclear .231** 1.260 1.072 1.481

Joint .222** 1.249 1.061 1.470

RC=Reference category.

7.1. Use of Antenatal Care

Women’s ‘ANC visit’ during their last pregnancy was entered in the model as categorical 
variable where women having four ANC visits are the reference category. As expected, less or 
no utilization of ANC has a negative impact on postpartum contraceptive use (Table-5). This 

utilization is an important predictor of postpartum contraceptive use. In other words, women who 
do not have ANC visits at all or have less than four visits are less likely to use modern 
contraceptives during postpartum period. Relative to those who had four or more antenatal care 

(0.703) for women who had one to three antenatal care visits; and decreases further (0.423) for 
women who had no antenatal care visits. With the addition of socio-demographic variables 
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(model-2), the negative impact sharpened in both cases of ‘one to three ANC visits and no ANC 

Place of Delivery

The ‘place of delivery (POD)’ was included as dichotomous variable where women who had 
delivered their last child in a health facility are the reference category. POD has a negative 
impact on postpartum modern contraceptive use. This negative impact on postpartum 

in a health facility are less likely to use modern contraceptives during postpartum period than 
those who had delivered in a health facility. Relative to those who had delivered in a health 

(0.791) for women who did not deliver in a health facility. The addition of socio-demographic 

period is ‘timing of initiation of postnatal care (PNC)’ within six weeks of childbirth. ‘Timing of 
initiation of postnatal care (PNC)’ was used as categorical variable and the women having no 
PNC are the reference category. Table 5 presents these results. First receiving postnatal care 

with the postpartum use of modern methods of contraception. However, except these women 
who had PNC between 04-23 hours of delivery, the impact of PNC in all other things on the 

between 4-23 hours were more convinced to use contraception than those women who did not 
receive PNC. The adjusted odds of using a modern method of contraception in the postpartum 
period are higher for women who received PNC within 4 hours, 4-23 hours. The addition of 
socio-demographic variables (model-2) brings about downward variation in the magnitude of 

Exposure to Family Planning Messages

In second model, controlling variables were entered. ‘Exposure to family planning messages in 
the last few months’ was entered in the equation as dichotomous variable where women having 
no exposure to family planning messages are used as reference category. As expected, exposure 
to family planning messages has a positive impact on postpartum use of modern contraception. 
Among women who had been exposed to family planning messages, the adjusted odds of using 
modern contraception in postpartum period is higher (1.219) than women who never heard, 
watched or seen any family planning message. This means that women who are exposed to 
family planning message through media; radio, television and newspapers, are more likely to use 
modern contraceptives during post partum period. However, the impact is statistically not 
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7.5. Mother’s Age at Last Birth

‘Mother’s age’ was included as categorical variable in the regression equation where women 
under 18 years are the reference category. Results in table 5 indicate that women age is 18-34 
shows relatively higher use of modern contraception in postpartum period (odds=1.058) relative 
to those women who were under 18 years.  On the other hand, older age women (35-49) years 
indicated lower use of contraceptives in post partum period (odds=0.749). But the impact of 

contraceptive use in the postpartum period. Overall, ‘mother’s education’ brings about a positive 
change in the use of modern contraceptive during postpartum period. The impact is largest (odds 
= 3.038) where mother’s education level is higher than secondary. Implying that it is higher level 
of education which brings rationality to mother’s attitude, and they are more convinced to adopt 
modern methods of family planning in postpartum period. 

7.7.

postpartum period is the ‘wealth quintile’ of the woman’s household. The odds of using modern 
methods increase with the increase in wealth quintiles. The regression results show that as 
compared to women living in poorest household (reference group), the ones living in poorer 
households are more likely to use contraceptives in postpartum period. This relationship is also 

positive impact on contraceptive use during postpartum period. Particularly the impact is 2 times 
higher for women who live in ‘richest households’ compared to those who are from ‘poorest 
households’.

7.8.

postpartum contraceptives use. Odd ratio of modern contraceptive use for women who lived in 
rural settings is lower (0.663) relative to those women living in urban areas (reference category). 
This implies that women residing in rural areas are less likely to use postpartum contraception as 
compared to women living in urban setting. This may be because of low health care accessibility 
and availability in rural areas.

7.9.

reference category in the equation. The adjusted odds of modern contraception in postpartum 
period increased consistently with the increase in birth order.  The magnitude of effect is not 
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use increased with the increase in birth order of last child.

7.10. Region of Residence

‘Region of residence’ has a negative impact on postpartum contraceptives use. In the province of 
Punjab, which is relatively developed, the accessibility and proximity of health care facilities is 
highest as compared to other regions of Pakistan except federal capital Islamabad. This is also 

contraceptive use for women who lived in the other four regions decreased but in Islamabad it 

of these provinces are less likely to use modern method of family planning during postpartum 
period relative to women living in Punjab province. 

7.11. Family Type

The variable of ‘family type’ is included in the regression equation to see its net effect on 
postpartum contraceptives use. Women living in ‘nuclear and joint families’ show a clear 
difference in the use of modern contraceptives during the period of postpartum than women from 

contraceptive use. It may be because of the fact that in ‘nuclear families’ husband and wife take 

household including brother’s families etc. In Pakistani ‘extended families’ a couple generally is 

by women who lived in nuclear and joint families show that they are more likely to use 
postpartum contraceptives as they are certainly in a better position to practice family planning 
methods.

8. DISCUSSION AND CONCLUSIONS 

The paper examines the effect of maternal health care (number of ANC visits, delivery in health 

contraception in the postpartum period, one year after the delivery of last child.  More than one-
third of the postpartum women (36 percent) had the WHO-recommended four or more antenatal 
care visits for their most recent birth. Nearly half of women (49 percent) delivered in a health 
facility. Only 59 percent of the women received a postnatal check-up within six weeks after last 
childbirth. 

The proportion of women who used a modern method of contraception within the 12 months 
following last delivery was not very high (48 percent). A considerable proportion of births in 

births were the sixth or more in birth order. This situation highlights that in Pakistan where low 
contraceptive use, high-risk pregnancies, and lack of maternal health care utilization by women 
is a challenge to meet the MDG 5 goals for improving maternal health. 
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health facility  and timing of postnatal check-up), even after controlling for other factors 

by other studies (Hotchkiss et al. 2005; Barber 2007; Akinlo et al. 2013). The results imply that 
antenatal care, delivery care and postnatal services remain important windows of opportunity for 
women to practice family planning methods during postpartum period. Thus, it is likely that 
integration of these services with family planning services would lead to further increase in the 
use of modern contraception during the critical postpartum period. Apart from the maternal 

include exposure to family planning messages, mother’s education, the wealth index, residence, 
birth order, region and family type.

contraception in the postpartum period. It is also found that education and wealth index are 

women through education and economic opportunities to be able to make informed choices. The 

women who live in urban areas are all more likely to use contraception in the postpartum period 

modern method of contraception are relatively low in other regions except Islamabad when 

GB regions are less developed as compared to Punjab. Keeping in view the Pakistani society 

POLICY IMPLICATIONS

Findings presented in this paper reinforced the importance of providing healthcare services to all 
women during pregnancy, delivery and postnatal period for increased use of family planning 
methods during postpartum period. It is further recommended that integration of reproductive 
health services with family planning services will not only accelerate use rate of family planning 
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CORRELATES OF CONTINUUM OF CARE
UTILIZATION FOR MATERNAL HEALTH:

An In-depth Exploration of 
Pakistan Demographic and Health

Survey Data 2012-13

Abstract:
High rates of maternal mortality are associated with inadequate and poor-quality 
maternal health care, including antenatal care (ANC), delivery, and postnatal care 
(PNC),  Antenatal care  (ANC) is considered as a key health maternal service in 
improving a wide range of health outcomes for women and children. Skilled Health 
Provider referring to delivery care provided by an accredited health professional 
has been advocated as a main factor in reducing the risk of maternal death.   It is 
conjectured  that if all (ANC, PNC and Birth by skilled health Provider) of these 
services  are utilized  as one package, termed  ‘continuum of care’ will ensure health 
of the mother and new born. In this in-depth analysis paper, using data from the 
2012-13 Pakistan Demographic and Health Survey, we observed correlates of 
continuum of care utilization by women of reproductive ages. The objectives are to 
observe and document the important  socio-economic and demographic correlates of 
continuum of  care utilization among women of reproductive age 15-49, and suggest 
steps to improve maternal health services and use of continuum of care.

with women’s utilization of continuum of care. The results highlight that mother’s 
better socio economic and demographic status including working status, middle age, 
high educational attainment, urban residence, household better wealth status, lower 
birth order are associated with women’s use of continuum of care. Successful 
program implementation to improve the continuum of care depends on a better 

makers  to devise strategies for better health and survival of mother  and newborn.

1. INTRODUCTION

1“The imperatives of Maternal Health (MH) recognize that safe childbirth is critical to the health 
of the mother and her newborn child - and that a healthy start in life is an essential step towards a 
sound childhood and a productive life” (WHO 2011). While analyzing the importance of the MH 
care, one has to keep in mind the time - from pre-pregnancy, through pregnancy, childbirth, and 
the early days and years of life. The maternal morbidity and mortality, representing the largest 
and the most persistent gap in health indicators between the developed and developing world, 

merely a result of treatment failure rather it is an outcome of a complex interplay between a 
myriad of social, cultural and economic factors. Maternal mortality is, therefore, widely 

                                           
1Maternal health refers to the health of women during pregnancy, childbirth, and the postpartum period. It 
encompasses the health care dimensions of family planning, preconception, antenatal, and postnatal care (WHO, 
2011).
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recognized as a key human rights issue.  To improve the maternal health and reduce maternal 
mortality, the ‘continuum of care’ is the term that is; 

“Safe childbirth is critical to the health of both the woman and the newborn child—and that a 
healthy start in life, the time - from pre-pregnancy, through pregnancy, childbirth, and the 
early days and years of life, linking the various levels of home, community, and health 
facilities” (WHO, 2016; Liedloff, 1987).

Thus there is need for better maternal health services provision to achieve the maximum level of 
continuum of care.  If the health is not improved the maternal death is the outcome; therefore, a 
continuum of care could meet these challenges and improve the health and survival of women, 
newborns, and children worldwide.  

2. GLOBAL CONTEXT

2In the context of continuum of care utilization, the maternal mortality ratio (MMR) is believed 
to be the most sensitive indicator of women’s status in a society suggesting the quality and 
accessibility of MH services available to women (Midhet et al. 2008). According to International 
Conference on Population and Development’s Programme (ICPD 1994),

“every woman has the right to enjoy MH, every woman should lead a healthy life and every 
birth should be safe”.

Similarly in this regard the Universal Declaration of Human Rights also states that ‘motherhood 
and childhood are entitled to special care and assistance. Safe motherhood is demonstrated by the 
emphasis given to safe motherhood in International consensus documents such as the ICPD 

3Action Programme (ICPD 1994).

A world summit was also conducted in this regard and its participants (2005) agreed to integrate 
access to Reproductive Health/Maternal Health  into national strategies to attain the Millennium 

4Development Goals (MDGs) . The MGDS deadline was December 2015, thus globally 
5sustainable Development Goals 2015 (SGDS) are adopted. In  SGDS the Goal 3.1 is that by 

2030, “reduce the global maternal mortality ratio to less than 70 per 100,000 live births and 
ensure universal access to sexual and reproductive health-care services”, which is relevant to 
our objective of the study. 

                                           
2MMR is an indicator which measures the risk of maternal death per 100,000 births
3ICPD is apex conference dealing with health issues consists of several articles to achieve goals which includes 
Committee on Economic, Social and Cultural Rights, General Comment 14: the Highest Attainable Standard of 
Health (Article 12); Human rights Committee, general Comment 28: equality of rights between men and women 
(Article 3); Committee on the Elimination of Discrimination against Women, general recommendation 24: Women 
and health (Article 12); ICPD Cairo Programme of Action, 1994.
4Millennium Development Goal (MDG Goal 5): Improve maternal health through reduction in MMR and births 
attended by Skilled Health Providers.
5Sustainable Development Goals (SDG 3): By 2030, reduce the global maternal mortality ratio to less than 70 per 
100,000 live births and ensure universal access to sexual and reproductive health-care services (SGS 2015).
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The new global Partnership for Maternal, Newborn, and Child Health (PMNCH) has adopted the 
continuum of care as one of its guiding principles to bring needed interventions to mothers, 

6newborns, and children to improve their health and survival . 

Wang (2015) examined the levels of service use along the continuum of care. He found that three 

skilled health provider at birth and postnatal care - for their most recent birth, with substantial 
regional variations. Study  highlighted that mother’s age, educational attainment, urban 
residence, household wealth, lower birth order are associated with women’s use of antenatal care 

Tarekegn in Ethiopia that socio-demographic and accessibility related factors are major 
determinants of service utilization. There is a high inequality in service utilization among women 
with differences in education, household wealth, autonomy and residence (Khan 2009, Tarekegn 
2014).  

Although the limitations of health care delivery facilities in Third World countries are quite well 
known the non medical factors, which are not less important have turned out to be intractable 

Recent research and reports have overwhelmingly supported a shift in health care strategies 
toward incorporating a continuum of care approach to maternal, child, and newborn health 
(Tinker 2006; Wang and Hong, 2015). 

3. REGIONAL CONTEXT

In Pakistan’s Vision 2025 the government has committed on achieving SDGs targets. Our 
National Health Policy also contains an overall national vision for the health sector based on a 
“health of all” approach and aims at ensuring safe motherhood services and improving maternal 
health services, through a life cycle approach, to be provided at the doorstep (Pakistan, 2001; 
SDGS 2015).  Pakistan is among countries with high fertility as well as higher maternal mortality 
ratio i.e., 276 per 100,000 (ICF, NIPS 2008). Despite advances in medical technology, maternal 
mortality remains high in Pakistan: an estimated 15000 women die each year because of obstetric 
complications, translating to one woman dying every 30 minutes. A disproportionate majority of 
these deaths occur in rural areas and urban slums (NIPS, ICF 2013, Yasir Khan, 2009).

According to PDHS 2012-13 more than 7 in 10 mothers receive antenatal care from a skilled 
provider; Thirty-seven percent of women make four or more antenatal care visits during their 

women giving birth in the two years preceding the survey received postnatal care for their last 

problem in seeking health care for themselves when they are sick. 40 percent of pregnant women 
do not receive skilled antenatal care. Moreover, almost two in three births occur at home and 60 
percent of births are not assisted by skilled medical attendants. Forty-eight percent of births in 
Pakistan take place in a health facility; 15 percent are delivered in a public facility and 34 
                                           
6The Global Strategy for Women’s, Children’s and Adolescents' Health 2010-2015.
www.who.int/pmnch/activities/advocacy/...global strategy/e
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percent in a private facility. More than half of births (52 percent) take place at home., usually by 
female relatives or traditional birth attendants who do not have adequate training to deal with 
complications or maintain hygiene standards (NIPS and ICF 2008, 2013).  

who receive antenatal care from a skilled health provider, increasing from 33 percent in 1996 to 
43 percent in 2001 to 44 percent in 2003 to 61 percent in 2006-07 and 73 percent in 2012-13 
(ICF, NIPS 2013), still there is need for improvement to achieve the committed SDGs. .

In view the position explained above, it is of paramount importance to undertake an in-depth 
analysis research on continuum of care utilization. 

4. HYPOTHESIS 

It is hypothesized that the low maternal health status of women seems to largely result from lack 
of continuum of care utilization. 

5. OBJECTIVES

The objective of this analysis was to observe and document the following: 
i. Types of health services and health providers utilized by women.
ii. Socio-economic and demographic correlates of continuum care utilization among 

women of reproductive age 15-49. 
iii. Propose pertinent steps to improve maternal health services.

6. DATA AND METHODOLOGY 

This analysis is based on data of the Pakistan Demographic and Health Survey (PDHS) 2012-13.  
In the survey there is detailed household and maternal health information. A sub-sample of 
women who have given their last birth in the 5 years preceding the survey is taken Two 
approaches were adopted i.e. simple bivariate and multivariate technique. The cross tabulation 
were used to show socio-economic and demographic correlates and differentials of continuum of 
care utilization. Evidence reveals that univariate and bivariate analysis does not necessarily 
depict the true relationship until we control the effect of other variables that are affecting the 
dependent variable (Sheraz, 2010). In order to examine the net effect of selected predictor 
variables on continuum of care utilization, the logistic regression method technique of 
multivariate analysis is used. 

The dependent variable in the paper is the “continuum of care” utilization i.e.  a women to have; 
at least 4 antenatal visits, birth by skilled health provider and post natal care utilized till 42 days 
after the child birth. 

The key measurements for this independent variable analysis are according to the WHO 

i. Antenatal care refers to pregnancy-related four check-ups that a pregnant woman had 
either at a health facility or at home. 
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nurse, Lady Health Visitor (LHV) or trained midwife. 
iii. Postnatal care comprises checkups by a health professional or others within 42 days or 

six weeks of childbirth. 

The Independent variables included Social, economic and demographic variables. The equation 
for Model 1 is considered here as equation with women using the continuum of care and, control 
variables which show the empowerment of women like education (three education levels- no 
education, up to secondary and above secondary) with no education as reference, work status 
with not working as reference, Family type  with nuclear family as reference and gender of head 
of the house hold with male headed household as reference category.  In model 2,   demographic 
variables like age (three age groups including less than 25, 25-34, and 35+) with less than 25 as 
reference, surviving children ( no children, 1-2, 3-4, 5+) with no children as reference, , Wealth 
status (poorest, poor, middle, rich, richest) with poorest as reference confounding variables 
Region of residence (four provinces including Punjab, Sindh, NWFP, and Balochistan) with 
Punjab as reference category are in addition to previous variables of model 1. 

illustrates the details. It is presented that more than one fourth (27 percent) had no continuum of 

slightly more than one fourth (26 percent for both ) have 2-3 types of care utilized. 

Figure 2: The Index of Continuum of Care Utilization
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preceding the survey by continuum care utilization. Women are asked to report on all persons 
they visited for ANC for their last birth, number of ANC visits and delivery and postnatal care by 
health professional. It is found overall three fourth (76 percent) of the women received ANC. 
Nearly three fourth (73 percent) of mothers receive antenatal care from skilled health providers, 
that is, from a doctor, nurse, midwife, or Lady Health Visitor. 37 percent received four plus ANC 
visits and more than half (51 percent) of the women delivered their child at health facility.  Fifty 
nine percent of the women received post natal care (PNC); however 46 percent were provided 
PNC from skilled provider. More than one fourth (27 percent) of the women receive no antenatal 
care at all. 

Figure 3: Percentage Distribution of mothers utilizing Health Services

preceding the survey by continuum care utilization, according to socio-economic and 
background characteristics. 

higher (62 percent). Data reveals more educated (98 percent) and younger mothers (less than 40 
years) are more likely than older mothers (40-49) receive antenatal care. Noticeable differences 
are found in the use of ANC services by provinces. Overall antenatal care is nearly universal in 
ICT i.e. 97 percent followed by Punjab and Sindh. Large differentials are observed in the use of 
antenatal care services between urban and rural areas, as it is viewed that 89 percent of urban 
mothers received antenatal care as compared to 70 percent of rural mothers. 
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Table: 1 The Percentage distribution of mothers by health Services received, according to 
socio-economic and background characteristics

Background 
characteristics

Antenatal 
care

Antenatal care 
by Skilled 

Health 
Provider (SHP)

Four plus 
ANC visits 

by SHP

Place of 
delivery*

Delivery 
assisted 
by SHP*

Postnatal 
care of 
mother

Postnatal 
care of 
mother 

from SHP

Number

Total 75.6 73.1 36.6 51.6 55.2 59.4 46.0 7446
Birth order 1 85.8 84.1 50.5 68.1 71.9 71.1 61.9 1418

2 – 3 80.0 78.3 41.8 58.1 61.4 63.3 51.4 2710
4 – 5 73.2 70.2 30.1 42.9 47.3 54.0 38.7 1735
6 + 61.7 57.4 22.1 35.1 38.4 48.4 30.8 1583

Women's 
education

No education 63.4 59.9 20.1 37.0 40.8 49.8 32.4 4155

Primary 84.0 81.4 39.0 53.9 58.6 59.6 47.7 1230
Middle 91.8 91.0 51.5 68.7 72.0 69.7 60.4 587
Secondary 95.8 95.3 68.2 78.1 81.2 77.3 70.9 792
Higher 97.8 97.2 82.9 90.4 92.2 88.5 84.8 682

Husband's 
education

No education 62.6 58.6 21.1 35.5 39.5 49.2 30.8 2451

Primary 73.1 69.8 27.8 45.1 47.3 56.9 40.5 1211
Middle 77.9 76.3 38.1 56.1 60.3 58.7 48.6 1031
Secondary 84.6 82.9 47.9 60.9 64.7 65.0 54.9 1516
Higher 91.4 90.6 60.7 74.8 78.5 76.5 69.0 1224
9.00 56.5 56.5 43.0 53.0 58.3 42.5 42.5 13

Gender Male 76.1 73.1 37.7 52.3 56.1 60.6 47.5 3863
Female 75.1 73.0 35.3 50.8 54.3 58.2 44.4 3583

Gender of 
HoH

Male 75.5 72.9 36.4 51.5 54.8 59.9 46.5 6798

Female 76.8 74.8 37.8 52.6 59.3 54.7 41.8 648
Age of 
mother

15-19 80.4 77.0 34.8 59.7 62.7 60.4 49.6 229

20-24 79.5 77.7 37.3 54.2 58.5 62.7 48.8 1519
25-29 77.8 75.6 39.4 54.2 58.0 59.8 48.3 2177
30-34 76.7 74.3 39.3 50.7 54.2 58.6 45.1 1862
35-39 73.5 69.6 34.0 49.8 52.2 60.6 44.1 1099
40-44 56.8 52.8 21.0 36.5 41.7 49.2 34.6 426
45-49 50.3 48.5 17.5 40.2 42.0 49.5 37.8 134

Region Punjab 80.3 77.8 38.5 52.0 55.6 64.7 47.7 4180
Sindh 79.1 78.2 44.4 63.3 65.2 66.9 57.4 1714
Khyber 
Pakhtunkhwa 62.4 60.5 24.0 41.8 49.0 36.2 33.1 1117

Balochistan 44.0 30.6 12.2 18.1 20.3 38.7 13.8 348
Gilgit 
Baltistan 66.1 64.0 30.9 43.7 45.1 19.0 17.5 56

Islamabad 
(ICT)

96.5 94.3 82.1 88.3 89.2 78.9 75.9 31

Place of 
residence

Urban 89.4 87.8 61.6 70.7 73.6 72.9 63.2 2244

Rural 69.7 66.7 25.8 43.3 47.3 53.6 38.7 5202
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Background 
characteristics

Antenatal 
care

Antenatal care 
by Skilled 

Health 
Provider (SHP)

Four plus 
ANC visits 

by SHP

Place of 
delivery*

Delivery 
assisted 
by SHP*

Postnatal 
care of 
mother

Postnatal 
care of 
mother 

from SHP

Number

Wealth 
index

Lowest 54.7 50.9 12.9 30.0 32.8 42.5 26.3 1698

Second 64.7 61.5 21.7 37.3 41.4 49.8 33.5 1544
Middle 79.8 76.7 30.9 47.7 53.2 58.5 42.3 1464
Fourth 88.3 86.9 49.8 66.6 70.7 70.7 58.4 1469
Highest 97.3 96.6 77.4 84.9 86.4 81.9 77.7 1272

Type of 
family

Nuclear 71.7 68.1 33.6 45.9 49.5 54.4 39.6 2699

Joint 78.3 76.4 39.3 54.5 58.3 61.5 48.7 2834
Extended 77.2 75.1 36.6 55.3 58.7 63.5 51.3 1913

Current FP 
users*

Yes 83.9 81.1 45.9 57.5 61.1 64.8 51.7 2774

No 70.7 68.3 31.0 48.1 51.7 56.3 42.7 4672
Employment 
status of 
women*

Currently 
employed 70.7 67.2 27.9 39.8 42.2 53.3 35.1 1857

Not currently 
employed 74.6 73.2 25.2 39.3 42.0 56.2 36.4 211

Not worked 
during 12-
months**

77.3 75.1 40.0 56.1 60.3 61.7 50.2 5378

Total 75.6 73.1 36.6 51.6 55.2 59.4 46.0 7446
* Calculating all from most recent birth,
** Having done work in the past 7-days, includes persons who do not work in the past 7-days but who are regularly employed and were 
temporary absent from work

The use of antenatal care services from a SHP is also observed, and found that it is strongly 
related to the mother’s level of education. Women with higher education are more likely to 
receive antenatal care from a SHP (97 percent) than women with no education (60 percent). In 

more likely to receive ANC services from SHP and the least proportion (31 percent) of than the 
women residing in Balochistan. Larger differential were observed in the use of antenatal care 
services between urban and rural areas, as it is viewed that 88 percent of urban mothers received 
antenatal care from a SHP as compared to only 67 percent of rural mothers Similarly, women in 
the highest wealth quintile are about twice as likely to receive care from a SHP (97 percent) than 
women in the lowest wealth quintile (51 percent).

Table 1 depicts that more than one third (37 percent) women made four ANC visits. In bivariate 
analysis some differentials in the utilization of 4 ANC facilities are observed. Younger age group 
(19-24) are more likely to have made ANC visits while this proportion of middle age (25-34 
years) and older age (35+) women are less likely to have made such visits. Moreover, women 
with higher parity, having lower education level, residence in Balochistan, rural residents, 
poorest wealth quintile appeared to be less likely to use Antenatal care facilities.

Assistance during delivery by Skilled Health Provider (SHP) is considered to be effective in the 
reduction of maternal and neonatal mortality (ICF, NIPS 2008). Table 2 exhibits that the type of 
assistance during delivery by selected background characteristics. More than half (55 percent) of 
births take place with the assistance of a skilled health  provider (doctor, nurse, midwife, or Lady
Health Visitor). There is a strong relationship between mother’s education and delivery by a 
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SHP. Births to highly educated women are about two and half times more likely (92 percent) 
than births to uneducated mothers (38 percent) to receive assistance from a SHP. SHP are more 

respectively) than mothers 45-49 years (42 percent) and births of higher birth order (38 percent). 
Among regions, births in ICT (89 percent) and Sindh province (65 percent) are most likely to be 
attended by a SHP. Births in urban areas are 27 percent more as likely to be assisted by a SHP 
(74 percent) than births in rural areas (47 percent). Similarly, assistance during delivery by a 
SHP varies by women’s economic status: births to women in the highest wealth quintile are 
much more likely to be assisted by a SHP (86 percent) than births to women in the lowest wealth 
quintile (33 percent). 

Table 1 also reveals information on the postnatal care by health professional according to 
mother’s background characteristics. Less than half of mothers (46 percent) received postnatal 

education, those in urban areas, and those from the wealthiest households are more likely to have 
received postnatal care from a SHP.

The table 2 highlighted the Percentage distribution of continuum of care received by Women by 
socio-economic and back ground characteristics. More than one fourth (27 percent) of women 
received continuum of care during the period of pregnancy, child birth and 42 days after delivery 

education, residing in Islamabad and in urban areas and those in the highest wealth quintile are 
more likely to receive continuum care.

Table: 2: Percentage of continuum of care received by Women by socio-economic and 
background characteristics. Background characteristics

Continuum of  care 
utilized

Number

Total 26.6 7446
Birth order 1 39.0 1418

2 – 3 31.8 2710
4 – 5 20.4 1735
6 + 13.2 1583

Women's education No education 11.8 4155
Primary 25.4 1230
Middle 39.6 587
Secondary 54.1 792
Higher 75.2 682

Husband's education No education 11.7 2451
Primary 17.8 1211
Middle 28.7 1031
Secondary 35.5 1516
Higher 52.1 1224

Gender of Head of Household Male 26.6 6798
Female 26.4 648
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Continuum of  care 
utilized

Number

Age of mother 15-19 21.6 229
20-24 27.3 1519
25-29 29.0 2177
30-34 27.6 1862
35-39 26.1 1099
40-44 15.3 426
45-49 12.8 134

Region Punjab 28.3 4180
Sindh 34.1 1714
Khyber 
Pakhtunkhwa 14.6 1117

Balochistan 6.0 348
Gilgit Baltistan 11.8 56
Islamabad (ICT) 67.8 31

Place of residence Urban 48.6 2244
Rural 17.1 5202

Wealth index Lowest 6.5 1698
Second 12.8 1544
Middle 19.2 1464
Fourth 37.7 1469
Highest 65.7 1272

Type of family Nuclear 22.8 2699
Joint 29.2 2834
Extended 28.0 1913

Employment status of women* Currently 
employed 17.4 1857

Not currently 
employed 13.0 211

Working  but not 
worked during 12-
months**

30.2 5378

Total 26.6 7446
* Calculating all for most recent birth, 
** Having done work in the past 7-days, includes persons who do not work in the past 7-days but who are 
regularly employed and those were temporary absent from work

As revealed in Table 2 women with at least one child has received 39 percent of continuum of 
care which declined with the increase in the number of children. Only 12 percent women with no 
education have received continuum of care while the continuum of care increased with the 
increase in education level of the women. The data reveals that women’s education and  
husband’s education brings variations in the continuum of care level. For example 75 percent for 
educated women who had studied up to above secondary level receive continuum of care 
compared to 52 percent of  women whose husbands have above secondary level education. 
Similarly, husband’s education level also brings variation in the utilization of continuum of care 
by women. 



Correlates of Continuum of Care Utilization for Maternal Health              35

No variation has been found in the continuum of care utilization with the gender of head of the 
household. With regards to age of women use of continuum of care peaks in the 25-29 years age-
group (29 percent). Younger women (15-19 years) and older women (40+ years) are less likely 
to use continuum of care. 

Continuum of care utilization is highest (68 percent) in the capital city of Islamabad, whereas in 
other regions, the continuum of care use varied between 6 percent and 34 percent. Along the 
same lines, urban women were more likely to use continuum of care (49 percent) than rural 
women (17 percent). 

The family’s wealth status has an impact on utilization of continuum of care, showing a steady 
increase from 7 percent in the lowest quintile to 66 percent in the highest quintile. Continuum of 
care utilization increased with the increase in the wealth.

Family type did not seem to affect continuum of care utilization, showing slight variations from 
22 percent among women in nuclear families to 29 percent of those in joint families. No 

deduced as highest continuum of care utilization is by the women who were previously working 
but had not worked in last 12 months.  

8. MULTIVARIATE ANALYSIS

Two models of logistic regression were run for women who utilized continuum of care. Among 

as described earlier.  In the second model demographic characteristics were also added. The 

likelihood of use of continuum of care by women are presented in Table 3 (model 1 and 2) 

Table 3:
Factors on Having Continuum of Care Utilization 

Socio-Economic Characteristics of Women

Model 1

Demographic Characteristics

Model 2
Predictor Variables Odds

Ratio
95.0% C.I. for 

EXP(B)
Odds 
Ratio

95.0% C.I. for 
EXP(B)

Lower Upper Lower Upper
Women's 
education aNo education

Primary ***0.891 2.4 2.1 2.9 ***0.293 1.3 1.1 1.6
Middle ***1.508 4.5 3.7 5.5 ***0.605 1.8 1.5 2.3
Secondary

***2.091 8.1 6.8 9.6 ***0.903 2.5 2.0 3.0
Higher ***3.067 21.5 17.6 26.2 ***1.609 5.0 3.9 6.5
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Socio-Economic Characteristics of Women

Model 1

Demographic Characteristics

Model 2
Predictor Variables Odds

Ratio
95.0% C.I. for 

EXP(B)
Odds 
Ratio

95.0% C.I. for 
EXP(B)

Lower Upper Lower Upper
Women 
Work 
Status Currently 

a employed  
Not currently 
employed -0.23 0.8 0.5 1.2 -0.34 0.7 0.5 1.1
Working but 
not worked 
during 12-
months**** ***0.364 1.4 1.2 1.7 *0.186 1.2 1.0 1.4

Type of 
family aNuclear

Joint 0.027 1.0 0.9 1.2 -0.148 0.9 0.7 1.0
Extended 0.009 1.0 0.9 1.2 *-.178 0.8 0.7 1.0

Gender of 
Head of 
Household aMale

Female 0.022 1.0 0.8 1.3 0.118 1.1 0.9 1.4
Constant -2.263 0.1

Age of 
mother a15-19

20-24 0.365 1.4 1.0 2.1
25-29 *0.375 1.5 1.0 2.1
30-34 **0.493 1.6 1.1 2.5
35-39 ***0.781 2.2 1.4 3.4
40-44 0.35 1.4 0.8 2.4
45-49 0.515 1.7 0.8 3.4

Region aPunjab

Sindh ***0.537 1.7 1.5 2.0

Khyber 
Pakhtunkhwa ***-0.621 0.5 0.4 0.7

Balochistan ***-1.163 0.3 0.2 0.5

Gilgit Baltistan -0.504 0.6 0.2 1.5

Islamabad 
(ICT) 0.645 1.9 0.8 4.6

Type of 
place of 
residence

aUrban

Rural 0.214 1.2 1.1 1.5
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Socio-Economic Characteristics of Women

Model 1

Demographic Characteristics

Model 2
Predictor Variables Odds

Ratio
95.0% C.I. for 

EXP(B)
Odds 
Ratio

95.0% C.I. for 
EXP(B)

Lower Upper Lower Upper
Wealth 
index Lowest

Second ***0.668 2.0 1.5 2.5
Middle ***.838 2.3 1.8 3.0
Fourth ***1.372 3.9 3.0 5.2
Highest ***1.901 6.7 4.9 9.2

Husband's 
education

aNo education
Primary 0.041 1.0 0.8 1.3
Middle ***.378 1.5 1.2 1.8
Secondary

***.372 1.5 1.2 1.8
Higher ***.461 1.6 1.3 2.0

Birth order
a1

2 – 3 ***0.888 2.4 1.9 3.2
4 – 5 ***0.543 1.7 1.4 2.2
6 + 0.061 1.1 0.8 1.3

Gender of 
Child aMale

Female *-0.123 0.9 0.8 1.0
Constant -3.665 0.0
a = Reference Category

9. SOCIOECONOMIC CHARACTERISTICS OF WOMEN

Economic factors also affect maternal health. Evidence from maternal morbidity and mortality 
studies in developing countries shows that inadequate health care system characterized by 
misplaced priorities contributes to high maternal mortality rates. Inaccessibility of essential 
health information to the women affected the physical as well as economic and socio-cultural 
well being (Tinker 2005). 

Women’s Education

The women’s education has been established as one of the strongest and important predictors of 
socio economic and demographic behavior in Pakistan. (Mahmud 1996; Ali 2000). It plays an 
important role in changing behavior of population.  Initially the odds ratio of having continuum 
care are  much higher for more educated women than those with no education across both 

9.1.
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demographic variables in the equation (model 2). It is concluded that likely hood of having 
continuum care is maximum with higher education i.e. 21.5 in model 1 and 5.0 in model 2 and 

in women’s attitude (Ali 2000) and hence mothers get continuum of care during and after 
pregnancy.

9.2. Women’s Working Status

By doing work women attain better status and decision making power and also have more 
worldly knowledge to deal with health issues. As expected, there is positive association showing 
that non working women are 0.8 times less likely to utilize continuum of care with reference to 
working women in model 1. This implies that work status of women has good effect on 
persuasion of women to adopt continuum care. The odds ratios does not change much in model 2 
with the inclusion of socio-economic and demographic variables, however, women who worked 
are not currently working but  in last 12 months are 1.2 times more likely to adopt continuum of 
care as compared to working women. 

care: Women in joint family households were more likely to use continuum of care, compared to 
women in nuclear families. It is observed that other female family members in  joint family  
households share household tasks which enable a women to avail health facilities. . 

9.4.

women.

10. DEMOGRAPHIC VARIABLES

In model 2 demographic variables were added which are explained as follows:

10.1. Age of Mother

As noted in the bivariate analysis, only the women in the 35-39 years age-group are more likely 
to use continuum of care compared to the reference category (15-19 years). Almost a similar 
pattern is observed in the logistic regression analysis. 

10.2. Region and Place of Residence

Compared to Punjab, women in Sindh were more likely to use continuum of care, while women 
in KPK and Balochistan were less likely. The difference between Punjab and GB was not 

9.3. Type



Correlates of Continuum of Care Utilization for Maternal Health 39

care than the women residing in rural areas. 

10.3. Wealth Quintile

Wealth status is another variable, which should bring differentials in the use of continuum of 
care by women. As expected the effect of the wealth quintile on effectiveness of continuum care 

continuum care of rich women is 6.7 times more likely to adopt continuum care than poorest 
women. This shows that with increase in household wealth, women are more likely to have 
better opportunities to use continuum of care.

10.4. Husband’s Education

The odds ratio shows continuum of care utilization by women whose husbands are educated 
increase with levels of husband’s education compared to those whose husbands are not educated. 
It is observed that the continuum care use likely hood increased from 1.0 to 1.6 and association is 

education of husband  is important but women’s education is a better predictor of continuum of 
care utilization .

10.5. Birth order of Children

Birth order of children is a good predictor of use of continuum of care.  Women having their 
second or later births are 2.4 times more likely to use continuum of care than those having their 

care status of women. The result shows that female headed households are 0.9 times less likely to 
use continuum of care as compared with male headed household. That shows that in the absence 
of a male head of household, she is too busy in the household chores to have time for herself thus 
her health is neglected. 

11. DISCUSSIONS AND CONCLUSIONS 

The delivery care including ANC PNC and Birth by skilled health professional has been 
advocated as a main factor in reducing the risk of maternal death, therefore it is essential to 
provide all of them in one package as continuum of care which ensure the health of the mother. 

In our in-depth analysis paper using data from the 2012-13 Pakistan Demographic and Health 
Survey, we have applied a scope of continuum of care utilization by women of reproductive ages 

factor(s) that are correlated with women’s utilization of Continuum of care i.e. birth by Skilled 
Health Provider (SHP) after receiving antenatal care (ANC), and postnatal care (PNC) both.

10.6.
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The results from bivariate analysis indicate that continuum of care use by mothers for pregnancy 
and childbirth is associated with their middle age, higher level of education, better wealth status, 
low birth order, and, to a lesser extent place and region of  residence. The picture emerges is that 
urban, educated women in higher socioeconomic strata use continuum of care. An intriguing 

residence. 

A visible nexus also prevails between spouse education and continuum of utilization  as less 
educated men have less orientation in maternal health needs, including active and informed 
involvement in maternity, childbirth and childcare. Generally husbands were not properly 
equipped to understand the needs, risks of MH complications to support women, thus a need was 
felt to involve men in orientation sessions of continuum of care utilization. 

In urban areas complementary services can also help to create an environment where the practice 
of continuum of care is perceived as a social norm. The most obvious conclusion from the results 
is that use of continuum of care most probably depends upon a combination of awareness about 
and access to maternal health services. In Pakistan, a majority of women still utilize private 
sector health services where out-of-pocket expenses are involved and socioeconomic status of 

that improving access to maternal health services, as well as providing women with awareness 
about the importance of antenatal care, SHP and postnatal care would increase the proper 
utilization of health services by pregnant women. 

Results from similar studies in Cambodia and Ghana Uganda supports that a large proportion of 
women complete the continuum of care from pregnancy to post delivery. Poor women suffered 
from lower access to continued care. Continued efforts including increasing health insurance 
coverage should be invested to reduce inequalities in coverage. As quality of antenatal care is 
connected to women’s use of Skilled Health Provider and postnatal care and should be given 
more focus in less approached areas (Sabiti, Ngak, Marrium 2014; Wang and Hong 2015). 
Socio-demographic and accessibility related factors are major determinants of continuum of care 
utilization. Successful program implementation to improve the continuum of care relies on a 
better understanding of where the gaps are in seeking care along the pathway and what factors 
contribute to the gaps (Wang and Hong 2015). 

The multivariate results also support that  a majority of the women are affected by socio-
economic factors relating to women empowerment. There is a high inequality in continuum of 
care utilization among women with differences in education, household wealth, autonomy and 
residence. Strategies that aim improving maternal health service utilization should target 
improvement of education, economic status and empowerment of women. While designing the 
next Five Year Plans, it will help the members of the Planning Committee keeping in view the 

population and thus could serve the purpose of motivating eligible couples to adopt safe 

(Zafar, R 2010).
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The women empowerment variables shows differences in use of services thus effort is required 
to bring about changes in this area. Programmatic efforts should also target the most vulnerable 
groups and advocate the importance of using continuum of care, so as to increase people’s 

development goal of improving health of women, for which reduction in maternal mortality is 
paramount; concerted action is urgently needed promoting increased access to, and utilization of, 
skilled care for pregnancy, especially for childbirth and the immediate postnatal period.
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CORRELATES OF PREGNANCY WASTAGE IN PAKISTAN
– An insight of PDHS 2012-13

Abstract
The study seeks to investigate the relationship between socio-economic and 
demographic factors and pregnancy wastage in Pakistan. The study uses data of 
PDHS (2012-13); a nationally representative sample of 14,000 households.

Data analysis is done at univariate, bivariate and multivariate levels. At 
multivariate level, linear regression model was applied to control the other socio 
economic and demographic factors. A woman’s level of education, current age, age 

at bivariate level. 

The analysis also shows that 39 percent women ever had pregnancy wastage in their 
reproductive life. Twenty three percent women reported one time pregnancy 
termination followed by 2 times (10 percent), 3 times (4 percent) and 4 times and 
above (2 percent) pregnancy losses.

Highly educated women experience less adverse pregnancy outcomes. The 
proportion of pregnancy losses decreases as the education of women increases. The 
working women experience more pregnancy wastage as compared to non-working. 
The analysis shows that 26 percent of women who were working since marriage 
experience onetime pregnancy wastage. More pregnancy terminations are 
experienced by women whose husbands have less than secondary education as 
compared to those who have secondary or more education. 

As expected women whose age at marriage is less than 20 years have experienced 
maximum pregnancy wastage. Women whose partner was blood relatives are more 
likely to have pregnancy wastages as compared to non-blood relatives. 

At multivariate level, blood relationship with husband, family type, age of women, 
working status of women, and wealth status are found to be strong predictors of 

on the number of pregnancy wastages. 

status and wealth status are playing role in increasing pregnancy wastage. Such 
adverse impact can be reduced by avoiding marriages within family especially with 

need to bring about congenial and relaxed environment at women’s work place as 
stressful environment may cause adverse effect on mother’s and feotus health. 
However, the effect of wealth status on pregnancy wastage requires further 
investigation.



48 Correlates of Pregnancy Wastage in Pakistan

1. INTRODUCTION

The birth of a child is a special occasion for women and nurturing their children is their most 
precious and rewarding activity. The loss of an embryo or fetus for a woman is considered as a 
loss, which has psychological and social bearing. Fetal death is a death prior to the complete 
expulsion or extraction from its mother of a product of conception, irrespective of the duration of 
pregnancy (Sing & Jain 2003). The WHO (2003) has grouped all these events, miscarriages, 
abortion and still births under the common heading “fetal death”, classifying them as early, 
intermediate and late months of gestation. Fetal deaths have often been used as indicator of 
health status especially for international comparisons. As such, they provide a measure of 
country’s educational, social and public health system as well as standards of nutrition and 
obstetric medicine. They can also be seen as indicators of overall development of a country.

Poor pregnancy outcome indicates poor maternal and child health care. There is two-way 
relationship between women’s health and pregnancy outcome. Poor maternal health results in 
high rates of early fetal death. It is often not the cause, but also the consequences of repeated 
miscarriages, stillbirths as well as early infant deaths. Repeated attempts at pregnancy to 
compensate previous pregnancy losses can result in great physical and emotional damages. And 
as yet, for poor women, especially in developing countries, this is a common phenomenon (Sing 
& Jain 2003). Women experiencing pregnancy wastage in all over the world is considered as a 

throughout the world especially in the developing countries. Developing countries including 
Pakistan are spending huge amount of money on Maternal Newborn and Child Health (MNCH)
programmes to improve pregnancy outcomes.

Often in spite of good health care such wastages may occur due to association of a spectrum of 
various other factors, which if taken care of, can prevent pregnancy wastages. Any attempt to 
reduce pregnancy wastages calls for a successful handling of factors on the problems faced 
during the period of pregnancy (28 complete weeks). Much losses and pregnancy wastages are 
preventable and the study of the causes is therefore mandatory. With this prime objective the 
present study aims at identifying the socio-economic, demographic and cultural correlates of 
pregnancy wastage. For this study, pregnancy wastage includes all outcomes abortions, 
miscarriages and still-births. 

The earlier studies (Hussain 1998,  Shrikant  2013) had found that women marry to their blood 
relatives experience a great amount of pregnancy wastage and child loss as compared to those 
women who marry to their distant relatives or nonrelatives. In Pakistan very few studies looked 
into socioeconomic correlates of pregnancy losses, which motivated us to initiate the present 
study. It is assumed that high rate of pregnancy wastage is because of blood related marriages as 

pregnancy wastage and blood related marriages controlling the socioeconomic-demographic 
factors of the women who had experienced pregnancy wastage in their reproductive life. 
Furthermore, the proportion of women who had experienced one or more pregnancy is studied to 
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the health professionals, researchers, academician, service providers and policy makers. The 

pregnancy wastage.
2.
3. To evaluate the magnitude and extent of pregnancy wastage

1.2.

This study is divided into four sections. The first section includes introduction, definition of key 
terms, background, purpose statement, objectives and followed by conceptual framework of the 
study. The second section presents data description and methodology. Third section covers 
empirical estimation and results. Final section concludes the study and summarizes the results.    
 

 

Conceptual Framework of Pregnancy Wastage

·    Type of Relationship 
      with Husband
·    Family Type
·    Place of Residence
·    Ethnicity (Language 
      spoken at home)

Independent Variables

Demographic Variables
·     Age of women at first 
       marriage
·      Current Age of 
       women  

Socio-Economic Variables
·    Education of women
·    Work Status of 
      Women
·    Wealth Status
·    Education of Husband

Cultural Variables

Dependent Variable

Pregnancy Wastage
in Pakistan
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2. MATERIAL AND METHODS

The present study analyzes the socio-economic-demographic and cultural factors associated with 
pregnancy wastages in Pakistan using the third wave of Pakistan Demographic and Health 
Survey (PDHS) 2012-13. The PDHS was a two-stage cluster design survey, consisted of total 
500 clusters; 248 urban, and 252 rural. At each sampling point, 28 households were selected by 
applying a systematic sampling technique with a random start. This way a sample of 14,000 
households was selected (for more details see NIPS and ICF International, 2013). The PDHS 
successfully interviewed 13,558 ever married women (6,351 in urban, and 7,207 in rural), and 
3,134 ever married men (1,521 in urban, and 1,613 in rural) age 15-49 years. In this study 
differentials of pregnancy wastage by socio-economic-demographic and cultural factors are 
studied.

It covered a representative sample of 13558 ever married women (15-49 years) by asking to 
provide the complete history of all of their live births, still births, miscarriages and abortions. 
The following information was collected for each pregnancy loss: date of loss, duration of 
pregnancy and whether the pregnancy ended in a miscarriage, an induced abortion or a still birth. 

life history that comes to 12126 women. The women who have not experienced any pregnancy 
were excluded from the analysis. In the regression equation data for those women are entered 
who had at least one pregnancy wastage. Cross tabulation of all selected variables and pregnancy 
wastages were estimated for various levels of pregnancy wastage i.e. 0, 1, 2, 3, 4+. Chi square 

dependent variable. For the parsimonious modal linear regression (Stepwise Procedure) was used 
to identify the net effect of each independent variable after controlling for other variables in the 
modal. 

The explanation of the variables is as under:

2.1. Dependent Variable

The current study refers only to ever-married women who had experienced at least one
pregnancy in their reproductive years. Total pregnancy wastage has been computed by adding 
still birth, induced abortion and all miscarriages. Ratio of total pregnancy wastage to number of 
pregnancies was calculated by dividing total wastage with total pregnancies and used as 
dependent variable to assess the effect of all wastages of reproductive life. The study analyzes 
level of pregnancy wastages indicating zero wastage, one, two, three, four and more pregnancy 
wastage.

2.2. Independent Variables

The study includes socioeconomic, demographic and cultural explanatory variables such as, 

residence, husband’s education, type of relationship with husband, type of family, wealth index

                                           
1The no education refers to not any formal education, primary 1-5, secondary 6-10, and higher 11 and more years of 
formal schooling.  
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and ethnicity i.e language spoken at home (Urdu, Punjabi, Sindhi, Pushto and other including 
Balochi, Buruhi, Saraiki etc.). The wealth index is taken as proxy of economic status of 
household and constructed from household characteristics (having electricity, type of source of 
drinking water, access to sanitation facility, availability of cooking fuel, main roof material, main 

bench, watch or clock, radio, television, bicycle, sewing machine and telephone) and land 
ownership. PDHS has divided the index into quintiles lowest to highest. The same quintiles have 

interval scale and all other variables are used in the modal as dummy variables.  

2.3. Limitation of the Study

It is essential to keep in mind the limitations involved in the collection of any large amount of 
data. It is also important to understand and interpret statistics and other information in the light 
of these limitations. 

It is known from the literature that pre-natal care and pregnancy related morbidity have effect on 
perinatal deaths. Earlier studies had incorporated variables such as antenatal care, safe delivery 
and post natal care while analyzing the correlates of pregnancy wastage. However, in PDHS 
2012-13 questions related to these variables have been asked for the last live birth only. Since the 
study is taking into account the number of women who reported to have experienced pregnancy 
wastage at any time during their reproductive span prior to the date of survey these variables 
could not be incorporated in the analysis.

3. DISCUSSION AND RESULTS

3.1. Bivariate Analysis

The socio economic differentials by level of pregnancy wastage were analyzed. Initially cross 
tabulations of pregnancy wastages by the explanatory variables were carried out and then chi-
square test was applied to look into the association between these variables. The results are 
presented in table 1. The second column, in table 1, shows the percent distribution of women 

and sixth column presents percent of women who had one, two, three and four and more 
pregnancy losses. 

Data presented in the table reveals that overall about 23 percent women had one time 
pregnancy termination, 10 percent women had two times, 4 percent women had three times and 2 

found in the distribution of pregnancy wastages at all levels with reference to background 
characteristics of women.

The table indicates that among women who experienced one time pregnancy wastage, 48 percent 
are 25 or more years of age. Comparatively, 19 percent women less than 20 years of age 
experienced one time pregnancy wastage. 
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Education of Woman .000
No Education 59.5 23.5 10.7 4.0 2.3 100 7074
Primary 62.2 23.8 9.6 2.7 1.7 100 1914
Secondary 63.9 22.8 8.4 3.1 1.5 100 2074
Higher 67.2 22.9 6.8 2.8 0.8 100 1065

Education of Husband .046
       Below Secondary 60.4 23.3 10.3 3.8 2.1 100 6036
       Secondary &above 62.3 23.4 9.2 3.3 1.8 100 6089
Worked Since Marriage .000

Yes 56.2 25.8 11.2 4.6 2.3 100 2222
No 62.5 22.8 9.5 3.3 1.9 100 9904

Wealth Index .148
Poorest 59.7 23.3 10.4 4.1 2.3 100 2333
Poorer 59.4 24.4 10.0 4.0 2.2 100 2393
Middle 62.9 23.0 8.9 3.1 2.1 100 2428
Richer 61.9 22.9 10.4 3.4 1.4 100 2472
Richest 62.6 23.1 9.1 3.2 1.9 100 2497

Type of Relationship with 
Husband

.000

Blood Relatives 59.9 24.3 10.0 3.7 2.1 100 7927
Non-blood Relatives 64.2 21.5 9.3 3.4 1.6 100 4199

Type of Family .000
Nuclear 59.2 23.4 10.9 4.0 2.6 100 5638
Non-nuclear (Joint) 63.3 23.3 8.8 3.2 1.4 100 6489

Place of Residence .103
Rural 60.6 23.8 9.9 3.8 1.9 100 8055
Urban 62.9 22.5 9.5 3.1 2.0 100 4071

Ethnicity
Urdu 63.9 21.2 10.1 3.0 1.8 100 1969 .045
Punjabi 63.2 22.9 9.0 3.6 1.3 100 4146 .000
Sindhi 58.0 24.4 10.7 4.1 2.7 100 1182 .056
Pushto 63.3 22.9 8.7 3.0 2.1 100 1566 .274
Others (Balochi, 
Buruhi, Saraiki etc.)

57.9 25.0 10.6 3.9 2.5 100 3264 .000

Total 61.4 23.3 9.8 3.6 2.0 100 12126

Percent Distributions of Pregnancy Wastage by Selected Socio-economic-
Demographic and Cultural Characteristics

Pregnancy Wastage
Characteristics 0 1 2 3 4+ Total Number Chi-

square 
Age of Women .000

< 20 78.5 18.5    2.2 0.7 0.0 100 270
20-24 72.8 20.8 5.3 0.9 0.2 100 1639
25-29 65.8 23.7 7.0 2.4 1.2 100 2418
30+ 57.0 23.9 11.8 4.6 2.6 100 7797

Age at First Marriage .000
< 20 59.8 23.0 11.0 3.9 2.4 100 7787
20-24 64.1 24.0 7.6 2.8 1.4 100 3312
25+ 64.5 24.0 7.4 3.5 0.7 100 1030

Table 1:
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Highly educated women experience less adverse pregnancy outcomes as compared to less 
educated or women with no education. The data reveals that 67 percent women with higher level 
of education have not experienced any pregnancy loss. Whereas 24 percent uneducated women 
experienced one pregnancy wastage followed by two (11 percent), three (4 percent), four and 
more (2 percent) pregnancy losses. The proportion of pregnancy losses decreases as the 
education of women increases.  

terminations are experienced by women whose husbands have less than secondary education as 
compared to those who have secondary or more education.

In this study, it is also observed that the working women experience more pregnancy wastage as 
compared to non-working. The results show that 26 percent of women who were working since 
marriage experienced at least one time pregnancy wastage as compared to 23 percent of non-
working women.

are observed. It has been noted that 23 percent women of poorest households experience onetime 
pregnancy wastage which is more or less same for women living in poorer, middle, richer and 
the richest households.

The study reveals that 65 percent of all marriages are with their blood relatives. Pregnancy 
wastage is more for the women whose husband is blood related as compared to non-blood related 
husbands. At all levels of pregnancy wastage 0.3 to 2.8 percent variations are observed among 

marry to their blood relatives have experienced more pregnancy wastage and child loss as 
compared to those women who marry to their distant relatives or nonrelatives. 

nuclear families were more likely to have reported high number of pregnancy wastage as 
compared to women those who living in joint families. It is revealed from the data that 63 
percent of women living with joint families have not experienced any pregnancy wastage. Data 
further reveals that 23 percent of women from the joint families experience one time pregnancy 
wastage followed by women having two times (9 percent), three times (3 percent) and four and 
more times pregnancy wastages (2 percent).

Moreover, this study observed that relationship between place of residence and pregnancy 

percent urban women did not experience any pregnancy wastage. It has also been revealed that 
24 percent of rural and 23 percent of urban women experience onetime pregnancy wastage.

The data  also  reveals that the  number and magnitude of  pregnancy wastage  decreases  with the 
increases in  women's age at  marriage.  Analysis shows that women, whose age at  marriage is 25 
years or more,  experienced the least number of pregnancy wastage.  On the other hand, as 
expected women whose age at  m   a  r r iage is less than 20 years have  experienced  maximum 
pregnancy wastages.  
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According to our analysis, relationship between ethnicity and pregnancy wastage is not 

women who spoke Urdu, Punjabi, Sindhi, Pushto and other languages.

3.2. Multivariate Analysis

Multivariate analysis is used to adjust for the simultaneous affect of several risk factors on the 
risk of women who experience pregnancy wastage. Under Linear regression, stepwise procedure 
is applied to get the parsimonious model for pregnancy wastage as dependent variable. The 

are given in table 2. 

Table 2: Results of Linear Regression Analysis of the Factors Affecting Pregnancy Wastage

Background Characteristics Standard Error t

Age of Women .040*** .001 44.725
Education of women -.012*** .002 -5.140

-.013*** .002 -7.910
Type of Relationship with 
Husband

Blood Related
    Non-blood Related (Ref.)

.090*** .016 5.581

Type of Family
    Nuclear 
    Joint (Ref.)

.099*** .016 6.255

Work Status of women
    Working
    Non-working (Ref.)

.063*** .020 3.183

Place of Residence
    Urban
    Rural (Ref.)

-.058*** .021 -2.766

Wealth Status
    Poorest (Ref.)
    Poorer
    Middle
    Richer
    Richest .016*** .008 2.084

Adjusted R2 0.861
F Change 4.345
N 12126

Note: Sample weight is applied for the women who had at least one pregnancy in their reproductive live

a
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Overall the results are very encouraging and consistent with the earlier studies. Before running 
the regression analysis a correlation matrix of the independent variables to be included in the 
regression analysis was also run and only those variables that were not highly correlated with 

normality, scatter diagrams of each and every variable included in the regression analysis was 

about 0.86 percent variation in the dependent variables i.e. pregnancy wastage.  

pregnancy wastage increases with the increase in age of women. With each unit of increase in 
age bring four percent increase in pregnancy wastage. Our results show that pregnancy wastage 

marriage. It means that risks of pregnancy wastage decreases with the increasing age at marriage. 

Pregnancy Wastage and Working Status of Women

As expected the working status of women increases the risks of pregnancy wastage. A working 

pregnancy wastage. 

pregnancy wastage. Women’s education is considered a strongest and important factor affecting 

education in lowering pregnancy wastage among women (Bratati 2004; Azra 2012). 

multivariate level analysis. As expected the increase in wealth index increases the pregnancy 
wastage as women become more conscious about their health as well as the health of child.   
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Pregnancy Wastage and Marriage with Blood Relation

The analysis of cross tabulation of blood related marriages with pregnancy wastage indicates that 
women marry to their blood relatives are more likely to experience pregnancy wastage and child 
loss than to those women who marry to nonrelatives. It is evident from the regression analysis 

(0.09) as well. This emphasizes that pregnancy wastage can be reduced by avoiding the 
marriages with blood-relatives. 

are more likely to have high number of pregnancy wastage as compared to those living in joint 

inversely related with pregnancy wastage. In table 2, the high magnitude of regression 

associated with pregnancy wastage (Subba 2013). 

4.

father or mother side. Furthermore, joint family system is still prevailing in many areas of 
Pakistan. This study aims to investigate the impact of blood related marriages on pregnancy 

the important correlates of pregnancy wastage. The linear regression (stepwise procedure) was 

wastage. 

The results show that age of women, wealth status of household, working status of women, 
family type and blood related marriages seems to have positive relation with pregnancy wastage 

coefficients of nuclear family type and  blood related  relationship with  husband are larger than 
other controlling factors. Nuclear family type and marriages with blood relatives are emerged as 
significant predictor of pregnancy wastage.
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The results of study in terms of magnitude of affect and differentials by socioeconomic-

an important correlates of pregnancy wastage. Family type and living place of women have 

wastage.

wealth status are playing role in increasing pregnancy wastage. Such adverse impact can be 

environment at women’s work place as stressful environment may cause adverse effect on 
mother’s and feotus health. However, the effect of wealth status on pregnancy wastage requires 
further investigation.
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FACTORS AFFECTING PERINATAL
MORTALITY IN PAKISTAN

Abstract:
The perinatal mortality rate in Pakistan has slightly increased from 73 in 2006-07 to 75 
per 1,000 births in 2012-13. This rate is still high as compared to several countries of the 
world. The objective of the study is to analyze the factors related to perinatal mortality. 

mothers, working status, wealth quintiles except the richest, birth interval and tetanus 
injections. Maximum prevalence of perinatal deaths has been observed in case of 
marriages in early age. There is higher prevalence of perinatal deaths in case of rural 
localities, uneducated mothers, working mothers, poorest wealth quintile and birth 
interval of less than a year.

In order to reduce perinatal mortality, efforts should be made to provide more health 
facilities in rural areas; to universalize education particularly for females; steps should 
be taken to discourage marriages at early age; and to initiate actions for poverty 
alleviation. Campaign may also be launched through mass media to convince the 
parents to keep reasonable interval between two births. 

1.

life. (Save the Children, 2014). The perinatal mortality rate (PMR) in Pakistan has slightly 
1increased from 73 per 1,000 births in 2006-07 to 75 per 1,000 births in 2012-13 (NIPS/ICF 

2013).Therefore, there is a need for more actions to bring it down.

Regarding 4th Millennium Development Goal (MDG) “Reduce Child Mortality”, surprisingly, in 
spite of a lot of investment and different policy initiatives no remarkable achievement has been 
made regarding Infant Mortality Rate (Pakistan MDGs Report 2010). 

The MDGs have been expired in 2015 which have been replaced by Sustainable Development 

services, including for family planning, information and education, and the 
integration of reproductive health into national strategies and programmes. 
(SDGs. UN, 2015).

                                           
1The Perinatal Mortality Rate was published as 159 per 1,000 births, which was revised as 73 per 1,000 births during 
2006-07 to make it comparable with the methodology of Perinatal Mortality Rate of 75 per 1,000 births during 
2012-13. On page 124 of PDHS 2012-13 it has been mentioned that “Caution should be taken in comparing the 
overall perinatal mortality rate in 2012-13 PDHS, the 2006-07 PDHS did not include an event “calendar” for 

indicates a perinatal mortality rate of 73 per 1,000 pregnancies.
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According to SDG 3.2, by 2030, all countries should aim to reduce neonatal mortality to at least 

per 1,000 live births (UNICEF,2015).

Perinatal deaths are largely the result of poor maternal health, adverse social conditions and 
inadequate care during pregnancy, delivery and the immediate postpartum period. The perinatal 
mortality is not only related to maternal health status but is linked to the neonatal health. Several 
factors such as women’s status in society, their nutritional status at the time of conception, early 
age at childbearing, too many closely spaced pregnancies and harmful practices (inadequate cord 
care, letting the baby stay wet and cold, discarding colostrum and feeding other food) are deeply 
rooted in the cultural fabric of societies and interact in ways that are not always clearly 
understood (WHO, 2006).

The perinatal deaths have important implications for both public health and clinical 
interventions. Data on components of perinatal deaths i.e. stillbirths and early neonatal deaths is 
available in Pakistan Demographic & Health Surveys 2006-07 and 2012-13. Presently, no 
comprehensive study at Pakistan level is found regarding perinatal deaths. Hence, no latest 
information is available to policy and decision makers to develop policy and take decision for 
reducing perinatal mortality.

The perinatal deaths consist of two components i.e. stillbirths and early neonatal deaths. 
Pregnancy losses of at least seven months’ gestation are known as stillbirths while deaths to live 

the perinatal deaths.

The Perinatal Mortality Rate (PMR) is a key outcome indicator for newborn care and directly 

sum of stillbirths and early neonatal deaths2

1,000 total births during the same period (NIPS/ICF 2013). 

                                           

The death occurred during 28 days after birth is known as Neonatal Death, while the death occurred during first
seven days after birth is called Early Neonatal Death

2
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Symbolically, PMR = ∑( TSbs,TENds )Total births X 1,000
Where, PMR is Perinatal Mortality Rate, TSbs is total stillbirths and TENds is total early 
neonatal deaths.

2. LITERATURE REVIEW

The literature review clearly shows that in the developed world, the child mortality has 
remarkably declined but still it is considerably high in developing countries.

During 2012, among top 10 countries with highest stillbirths and 1st day neonatal deaths rate, 
Pakistan is ranked highest (Figure 2).

In Pakistan, this rate is 40.7 per 1,000 births followed by 32.7 per 1,000 births in case of Nigeria. 
Moreover, there were 133 thousand stillbirths and 72 thousand children died within 24 hours of 
their birth during 2012 in Pakistan (Save the Children, 2014). The PMR was estimated as 70 per 
1,000 births with stillbirths and early neonatal mortality rates as 34 and 35 per 1,000 births 
respectively in 2007 (Jehan et. al, 2009). During the same period another study(conducted in 
Abbottabad), showed PMR as 92 per 1,000 births (Shamshad, 2010). Home delivery is 
associated with a high risk of both maternal and child mortalities in the process of delivery which 
results in an increase of perinatal deaths (Shah et. al, 2010).

                                           



As mentioned earlier, in Pakistan PMR is 75 per 1,000 births. The highest PMR i.e. 88 per 1,000 
births was in Balochistan province followed by 78 per thousand in Sindh, 77 per thousand in 
Punjab, 63 per thousand in Khyber Pakhtunkhwa, 43 per thousand in Islamabad and lowest PMR 
as 37 per thousand in Gilgit Baltistan. Around half of the births are taken place at home, while 
remaining are taken place at both public and private health facilities (NIPS/ICF 2013).

3. FRAMEWORK

In the backdrop of the above discussion and literature, it is important to conduct an in-depth 
analysis by analyzing the factors responsible for perinatal deaths. There are 9 factors that are
conjectured affecting perinatal deaths (Figure 3).Any change in these factors may result in 
increasing or decreasing perinatal deaths. 

technique of cross tabulation has been used to ascertain the association of these factors with the 
incidence of perinatal deaths.  In the second approach more advance analysis has been carried 
out, using binary logistic regression technique to see the strength of the effect of each of these 
factors on perinatal deaths while controlling the effect of all other variables in the model. In 
regression analysis perinatal deaths is used as dependent variable in dichotomous format and all 
other factors as independent variables.

4. DATA AND METHODOLOGY

In this study, the data of early neonatal deaths and stillbirths was extracted from the original 
database of PDHS 2012-13. Then, the extracted data was used to calculate perinatal deaths. The 
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3

International Centre for Diarrheal Disease Research, Bangladesh, and the world's longest running health project.

In a study conducted in Matlab3, Bangladesh it has depicted that the factors including maternal 
age of 18 years or less, antenatal symptoms, pre-mature labour and complications during 
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purpose of logistic regression is to reach at the conditional probability of occurrence of 
dependent variable with respect to predictors. The logistic regression is expressed as

Where p is the probability of perinatal death;   is the intercept;    , are the estimated regression 

effect of independent variables on dependent variable. The odd ratio can be calculated by taking 

5. RESULTS

No doubt, complications during pregnancy and pre-mature birth are considered to be main causes 
of perinatal deaths. But, there are demographic and socio-economic factors which also are
indirectly affecting the occurrence of these deaths. These factors include age, residence, 
education, economic status, birth interval and place of delivery.

5.1. Perinatal Deaths with Respect to Selected Variables

Maternal age is an important factor which affects perinatal mortality. The analysis of prevalence 
of perinatal deaths by mothers’ current age depicts the mixed trend. However, the maximum and 
                                           
4Reference category

software, Statistical Package for Social Sciences (SPSS) has been used to carry out the analysis 
for cross tabulation, chi-square and logistic regression.

approach, cross tabulation technique has been used. Due to the dichotomous nature of the 
dependent variable, logistic regression technique was used in second approach. The main 

The regression model consists of variables i.e. (1) Mothers' current age, (2) Mothers' age at 
marriage (3) Region, (4) Area of residence, (5) Mothers' Education, (6) Birth interval (monthly) 
and (7) Education of fathers. The economic status of the household is likely to affect the 
perinatal deaths. Therefore, the variable 'working status of mother' and 'wealth quintile' are also 
added in the model.

In order to build logistic regression model, two types of independent variables were used i.e. 
continuous and dichotomous. The continuous variables include mother’s age, mother’s
education, father’s education and birth interval (months). The variable ‘region’ was converted 
into 6 dummy variables in which ‘Islamabad’ was used as reference category. Therefore, the 
independent dichotomous variables include region i.e. Punjab, Sindh, Khyber Pakhtunkhwa, 

4 4Balochistan, Gilgit Baltistan, Islamabad , place of residence i.e. urban, rural , mother’s working 
4status i.e. working, not working  .
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minimum prevalence of perinatal deaths is observed in early age groups. It is 8 percent in case 
of mothers’ age from 15 to 19 years and 6 percent for the next age group i.e. 20 to 24 years 
(Table 1).

Children born to mothers at 
either a very young or very 
old reproductive age group 
are found less likely to 
survive. Mothers’ age at 
marriage shows perinatal 
deaths are higher among 
women who got married in 
too young (10 – 14 years) or 
too old (30 - 34 years) i.e. 10 
percent and 9 percent 
respectively. Between age at 
marriage 15 – 29, the perinatal deaths gradually decreased with the increase in the mothers’ age 
at marriage.  The minimum prevalence of perinatal deaths i.e. 6 percent is registered in case of 
age group 25 to 29 years (Figure 4).  

(Table 1).

Table 1: Percent distribution of perinatal deaths by independent variables

Independent 
Variables

Dependent Variable Chi-
square 

Test
Perinatal 

death
Total N

No Yes
All children 5,593 435 6,028
Percentage 92.8 7.2 100

Mothers’ Age 15-19 91.7 8.3 100.0 35

0.530

20-24 93.8 6.2 100.0 871
25-29 93.4 6.6 100.0 1784
30-34 92.2 7.8 100.0 1714
35-39 91.8 8.2 100.0 1070
40-44 93.3 6.7 100.0 422
45-49 91.8 8.2 100.0 133

The area of residence (urban/rural) is also an important factor responsible for differentials in 

staff in rural areas as compared to urban areas where availability of such facilities is much better. 
Education of mothers in area of residence is also a factor which can contribute in reducing the 
perinatal deaths. Sixty-eight percent females of urban area and 38 percent of rural area have ever 
attended school. While 60 percent and 29 percent females completed primary or higher level of 
education in urban and rural areas respectively (PSLM 2013-14).In rural areas, occurrence of 
perinatal deaths is higher as compared to urban areas i.e. 8 percent and 5 percent respectively 

f i
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Independent 
Variables

Dependent Variable Chi-
square 

Test
Perinatal 

death
Total N

No Yes
Mothers' Age at 
marriage

10-14 90.5 9.5 100.0 446

0.025*

15-19 92.5 7.5 100.0 3489
20-24 93.8 6.2 100.0 1658
25-29 94.1 5.9 100.0 388
30-34 91.4 8.6 100.0 45
35-39 100.0 0.0 100.0 3

Region Islamabad (ICT) 96.2 3.8 100.0 24

0.153

Punjab 92.5 7.5 100.0 3377
Sindh 92.5 7.5 100.0 1375
Khyber Pakhtunkhwa 94.5 5.5 100.0 911
Balochistan 91.2 8.8 100.0 294
Gilgit Baltistan 97.9 2.1 100.0 47

Type of place of 
residence

Rural 91.8 8.2 100.0 4287 0.000*Urban 95.2 4.8 100.0 1741
Mother’s 
Education

No education 91.1 8.9 100.0 3581

0.000*Primary 94.7 5.3 100.0 985
Secondary 94.4 5.6 100.0 1014
Higher 98.0 2.0 100.0 448

Father’s 
education

No education 92.2 7.8 100.0 2137

0.002*Primary 91.0 9.0 100.0 977
Secondary 93.1 6.9 100.0 1989
Higher 95.2 4.8 100.0 925

Mother’s 
working status

No work 93.8 6.2 100.0 4224 0.000*Currently working 90.3 9.7 100.0 1805
Wealth index Poorest 90.0 10.0 100.0 1456

0.000*
Poorer 92.2 7.8 100.0 1309
Middle 92.8 7.2 100.0 1184
Richer 94.2 5.8 100.0 1116
Richest 96.3 3.7 100.0 962

Birth interval < 12 months 76.0 24.0 100.0 121

0.000*12 to 23 months 91.9 8.1 100.0 1990
24 to 35 months 94.2 5.8 100.0 1999
36 + 93.3 6.7 100.0 1899

One of the important factor, education determines the socio-economic status of women. The 
change in perception attitude and thinking 
of women come through an exposure to 
outside world when she is educated (Ali et. 
al, 2006). This helps in increasing the 
knowledge of mothers regarding their 
health and as a result they are more capable 
to take care of the children. The analysis of 
the data in table-2 shows that of the total 
perinatal deaths in case of uneducated 
mothers there were 9 percent perinatal 
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deaths. The incidence of perinatal deaths decrease with increase in education, as the data 
depicted that there was 5 percent in case of primary education and minimum prevalence of 
perinatal deaths i.e. 2 percent with higher education of mothers.

Working woman in Pakistan have to face the situation on two fronts, one at working place and 
other at home. In this situation, health of a woman takes the toll. The analysis of data depicts 
a similar situation. In case of working mothers, the proportion of perinatal deaths is 10 percent 
while it is 6 percent in case of house wives (Table 1).

The analysis shows that in Pakistan, the prevalence of perinatal deaths, in rural areas is 11 
percent in case of working mothers. Whereas it was 5 percent in urban areas. It is to be noted that 
the prevalence of perinatal deaths in urban area is approximately the same for both working and 
not working mothers. (Table 2).

Table 2: Prevalence of perinatal deaths by residence and mothers’ working status

Working Status
Rural Urban

Perinatal Death Perinatal Death
No Yes Total No Yes Total

Not working mothers 93.2 6.8 100.0 95.1 4.9 100.0
Working mothers 89.2 10.8 100.0 95.3 4.7 100.0
Total 91.8 8.2 100.0 95.2 4.8 100.0

In PDHS 2012-13 a validated wealth index, is developed. This index is widely used as a measure 
of economic status. The analysis of the data shows that of the total births the prevalence of 
perinatal deaths was highest in case of poorest quintile and gradually declined in each quintile 
with minimum prevalence (4 percent) in case of richest quintile (Table 1).

association with perinatal mortality has been 
observed. The analysis depicts that of the 
total births, the ones occurred in less than 12 
months’ interval, indicate 24 percent 
perinatal deaths. Increase in birth interval 
indicates decline in prevalence of perinatal 
deaths. The prevalence of perinatal deaths is
8 percentin case of births take place in 12 to 
23 months’ birth interval and it further 
decline to 6 percent perinatal deaths in case of birth interval of 24 to 35 months. However, 
nominal increase in prevalence has been observed i.e. 7 percent in case of interval of more than 
36 months (Figure 6).

5.2. Multivariate Analysis

In the previous pages, using cross tabulation, association between various factors and perinatal 
deaths is observed. However, it is not necessary that the association between two variables 
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approach was adopted to determine the factors, affecting the occurrence of perinatal deaths. The 
logistic binary regression was applied to test the net impact of variables on perinatal deaths. 

Symbolically logistic regression technique is

where p is the probability of occurrence of perinatal deaths. Expressed in terms of the variables used in this study, 
the logistic regression equation is pln 1 − p (=  − 2.706 + 0.013 Mothers’ current age ) (− 0.001 Mothers’ age at marriage) (+ 0.280   Punjab)+0.192( ) (Sindh − 0.078 KPK) (+ 0.284 Balochistan) (− 1.187 GB) (− 0.206 Urban )(− 0.099 Educated mother ) (+ 0.033 Educated fathers) (+ 0.228 Working mothers )− 0.176(Poorer) (− 0.177 Middle ) (− 0.262 Richer) (− 0.567 Richest ) − 0.006(Birth Interval)

education is the reference category. The same case is with education of fathers. Poorer, middle, 
richer and richest are the categories of ‘Wealth quintile’ with poorest as the reference category. 

which is relatively more developed, the accessibility of health care facilities is highest as 
compared to other regions of Pakistan. The odd ratios of Punjab (1.324), Sindh (1.212) and 
Balochistan (1.328) show that incidence of perinatal deaths is relatively high in comparison to 
Islamabad. While in case of Khyber Pakhtunkhwa (0.925) and Gilgit Baltistan (0.305) it is 
comparatively lower than Islamabad.

5.2.3. Place of Residence
The urban areas of Pakistan are relatively developed where availability of health facilities is 
more as compared to rural areas. In the study, rural residence is considered as reference category. 

perinatal deaths in urban areas is lower as compared to rural areas. Nevertheless, the relationship 

Punjab, Sindh, KPK, Balochistan and GB are the categorical variables, where Islamabad is the 

predictors and dependent variable (perinatal deaths) were not significant. These factors are
 discussed one by one as follows.
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Table 3: aLogistic Regression Model

Independent Variables p-value Odd Ratios
Constant -3.273 0.005 0.038
Mother’s current age 0.013 0.157 1.013
Mother's age at marriage -0.001 0.949 0.999
Region

Islamabad (ICT)b

Punjab 0.280 0.794 1.324
Sindh 0.192 0.858 1.212
Khyber Pakhtunkhwa -0.078 0.943 0.925
Balochistan 0.284 0.795 1.328
Gilgit Baltistan -1.187 0.422 0.305

Place of Residence
Ruralb

Urban -0.206 0.184 0.814
Education of mother -0.099 0.003 0.905
Education of father 0.033 0.185 1.034
Mother’s working status

Not Workingb

Working 0.228 0.045 1.256
Wealth Quantile

Poorestb

Poorer -0.176 0.216 0.838
Middle -0.177 0.272 0.837
Richer -0.262 0.176 0.769
Richest -0.567 0.029 0.567

Birth interval -0.006 0.023 0.994
a: perinatal deaths – dependent variable

which indicates that in case of working mothers there are more chances of perinatal deaths as 
compared to housewives (reference category). In a study on “Perinatal Mortality in Employed 
Women” carried out in India during 2003 has also shown similar results. In that study it was 
concluded that there is relatively high risk of perinatal loss, especially stillbirth among working 
women than non-working ones. (Banarji et.al, 2010)
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5.2.6. Wealth Quintiles
The poorest category of wealth quintile is used as reference category. The analysis has shown 

trend of odd ratios from 0.838 in case of poorer quintile to 0.567 in case of richest quintile 
indicate that there is high risk of perinatal deaths in case of the poorest quintile.

5.2.7. Birth Interval
The suitable interval between two births permits mother’s uterus return to its natural state; and 
provides time for the last born to secure her rights to comprehensive care and lactation (Catalyst 

interval. 

6. SUMMARY AND CONCLUSION

The in-depth analysis between perinatal deaths and socio-economic and demographic factors 
measured the volume and direction of the effect of these variables on perinatal deaths.

the cross tabulation analysis transpires that the prevalence of perinatal mortality is higher in case 
of early marriages. Avoiding marriage at early ages, may reduce perinatal mortality. In Pakistani 
society, usually the parents prefer early marriages of their daughters, which needs to be 
discouraged.

depicting that in case of educated mothers there are more chances of survival of newborns and 

the need to take steps for female education in the country. It would help in reducing the perinatal 
deaths. It is globally proven that newborns of educated mothers have more chances of survival. 
Same is true in case of Pakistan. The current situation with regard to female education is 
disappointing. In view of the importance of education, efforts should be made to universalize 
education particularly for females.

The analysis has also indicated that prevalence of perinatal mortality is higher in rural areas as 
compared to urban areas. Therefore, policy makers need to provide awareness to the rural 
population regarding measures to be taken for the reduction of perinatal mortality. It is also 
recommended to enhance the available facilities in urban areas.

results have shown that the perinatal deaths are higher among working mothers as compared to 
housewives. Policies be formed to provide better and conducive atmosphere at working places.

Maximum prevalence of perinatal deaths has been observed in case of the poorest wealth 
quintile, which gradually decreases with the increase in wealth quintiles and minimum 
prevalence has been recorded by the richest quintile.
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The less prevalence of perinatal deaths is registered in case of increased birth interval, which 
indicates the vital role of birth interval in reducing perinatal mortality. A campaign through mass 
media may be launched by the government to convince the parents to keep suitable interval 
between the two births.
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Number of perinatal deaths 1.000

Respondent's current age 0.017 1.000

Age at marriage -0.018 **0.230 1.000

Region -0.015 0.024 **-0.137 1.000

Type of place of residence **-0.057 0.010 ** **0.214 -0.079 1.000

Highest year of education ** ** ** ** **-0.073 -0.132 0.274 -0.185 0.330 1.000
Husband/partner's highest 
year of education (at level in 
V701)

-0.019 ** ** ** ** **-0.059 0.158 -0.082 0.165 0.330 1.000

Respondent worked in last 12 
months
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CESAREAN SECTIONS IN PAKISTAN: THE UNDER-UTILIZED
LIFE SAVER OR GROWING ECONOMIC BURDEN

Abstract:
Objective: Our objective was to identify the differentials in Cesarean Section (CS) 
rates across socio-economic divide, geographical location, and type of health care 
provider assisting delivery to identify the inequity in Pakistan health care system 
delivery, of a life saving intervention. We also assess the extent and distribution of 
the overutilization of CS in Pakistan, to highlight a growing epidemic. Methods: We 
assessed the trends in CS for the years 1990, 2006 and 2012 using Pakistan 
Demographic and Health Survey (PDHS) data. We also assessed the differentials in 
CS across community and individual level characteristics using the data contained 
in the individual recode of the 2012-13 PDHS data. Univariate regression analysis 
was performed for all the predictor variables and the estimates, p-values, and 95% 

regression, was used to assess the associations between delivering by CS with 
maternal, household and characteristics and community characteristics.

Results: The CS trend and differentials across socio-economic divides in Pakistan 
follow the patterns observed globally. Women in populous, urban areas and 
belonging to highest wealth quintile, and having secondary and higher education are 
more likely to deliver by CS. According to the PDHS 2012-13, the CS rate for the 
provinces of Khyber Pakhtunkhwa and Gilgit Baltistan are below the World Health 
Organization minimum recommendation of 5%, and the situation is worst in 
Balochistan where the rate is only 1.3. According to PDHS 2012, province of 

predictors of delivering by CS. 

Conclusion: Departments of Health (DoH), national maternal health networks and 
the international development community need to focus on low CS rates in 
Balochistan, Khyber Patktunkhwa and Gilgit Baltistan and ensure equitable 
distribution of resources in under-served districts of Pakistan. There is 
overutilization of CS among women in the highest wealth quintile thus, The 
Pakistan Medical Council needs to review the medical and post graduate training to 
sensitize providers on the optimal use of CS. 

1. INTRODUCTION

The availability and use of a life saving procedure like cesarean section (CS), which requires 

equity in a given health care system. Cesarean sections, elective and emergency, are inevitable 
for reducing maternal mortality and severe morbidity in about 1-5% of all pregnancies, which 
develop complications, that are beyond routine preventive measures (Dumont, de Bernis, 
Bouvier-Colle, Breart, & MOMA study group, 2001). At the population level about 10% of 
deliveries require CS intervention for favorable neonatal outcomes (Betran, Merialdi, Lauer, 
Bing-Shun, Thomas, Van Look, & Wagner, 2007b). The percentages listed above correspond to 
the World Health Organization’s (WHO) acceptable upper limit of CS delivery rate of 15%, for 
optimal maternal and neonatal health outcomes and CS rates above this result in more harm than 
good (Althabe & Belizan, 2006).
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2. OBJECTIVE

We want to assess the community settings and population characteristics associated with 
utilization of the cesarean section (CS) services in Pakistan, using the 2012-13 Pakistan 
Demographic and Health Survey (PDHS) results, to understand its implications on maternal and 

socio-economic divide, geographical location, and type of health care provider accessed by 
women, to identify the inequity in supply of a lifesaving procedure, by the healthcare system in 
Pakistan. Our second objective is to assess the extent and distribution of the overutilization of CS 
in Pakistan, to highlight a growing epidemic, and the lack of health care quality control 
measures. 

3. BACKGROUND AND STUDY RATIONAL 

Under utilization of the cesarean sections in less developed countries contributing to the high 
maternal and neonatal mortality rates is well documented globally and holds true for Pakistan
(Althabe et al., 2006; Betran, Merialdi, Lauer, Bing-Shun, Thomas, Van Look, & Wagner, 2007; 
Cavallaro et al., 2013). In 2013, globally 300,000 women died from pregnancy related causes 
and the majority of these deaths occurred in low-income countries. Despite the continued 
program and policy attention focused on reducing maternal mortality, Pakistan still has one of 
the highest maternal mortality ratios in the world, at 260/100,000 live births at the national level 
and 760/100,000 live births in the province of Balochistan. According to the World Health 
Organization (WHO), severe bleeding still accounts for 27% of maternal deaths, ranking it as the
second highest cause of maternal mortality. According to the 2006-07 PDHS data, among the 
direct causes of maternal mortality, hemorrhage accounted for 32% of maternal deaths and birth 
asphyxia accounted for 41% of neo-natal deaths. Both of the above catastrophes can be 
prevented by timely comprehensive emergency obstetric and newborn care (EmONC) 
interventions, especially cesarean sections (Mahmud et al., 2011).

Much progress has been made globally towards realizing the fourth Millennium Development 

births globally (MDG progress report). The continued efforts and commitment by international 
development agencies and national governments have almost halved the deaths among children 

equity for all children to live full lives. Addressing neonatal deaths, as these account for 50% of 

stillbirths occur globally and the vast majority of these are in developing countries. Global data 
shows that the major causes of stillbirth are prolonged and obstructed labor, pre-eclampsia and 
various infections, and cesarean sections are particularly important in reducing stillbirth risk. 
Pakistan, which has one of the highest stillbirth rates among low and middle-income countries, 

(McClure et al., 2011). 

Just as limited access and underutilization of CS in low-income countries is a concern for policy 
makers, overutilization of CS is reaching epidemic proportions in many middle and high-income 



Cesarean Sections in Pakistan: The Under-Utilized Life Saver Or A Growing Economic Burden 79

countries. Several developing countries have seen the highest rise in delivering by CS in the past 
20 years. In China almost 30% of all births are by CS, and some studies show that in urban areas 
64.1% of women deliver by cesarean sections. This urban rural divide is seen across the nation 
and is growing steadily (Feng, Xu, Guo, & Ronsmans, 2012). In Brazil, 40% of the babies are 
delivered by cesarean section, in the public sector the CS rate is documented at 30%, and in the 
private sector 80% of all deliveries take place by CS. This alarming 50% difference between the 
two types of providers is a major concern for social scientists as well as health economists in 
Brazil (Haddad Sel & Cecatti, 2011). It is a researched fact that CS deliveries rates above 15% 

is a major concern in countries with universal health insurance as well as in out of pocket 
payment settings. Numerous clinical trials and systematic reviews studies have reported on the 
negative consequences of CS, which include the 1) increased use of antibiotics post partum, 2) 
maternal depression, 3) delay initiation of breast-feeding, 4) increased use of formula feed for the 
infants, 5) medicalization of the birthing process and 6) increased reluctance among providers to 
perform normal deliveries, (Hou, Rakhshani, & Iunes, 2014).

3.1. Study Rational 

Analyzing the CS rates and its distribution across various strata in Pakistan will identify the areas 

CS. This will also highlight the over usage and the growing epidemic of CS in select settings in 
the country. The DHS does not probe into the nature of the CS, whether it was emergency or 
elective, therefore we cannot comment on the growing trend of elective CS in the country. 

introduce policy and program interventions for training heath care providers on optimal use of 

DATA AND METHODOLOGY 

4.1. Survey Design

Pakistan Demographic and Health Survey (PDHS) 2012-13 is the third cross-sectional nationally 
representative demographic and health survey conducted by Pakistan National Institute of 

selected with probability proportional to size (population). The sampling frame for the rural areas 
consists of 46,307 villages/mouzas/deh, developed through the 1998 national population census. 
The sampling frame for the urban areas is 26,543 enumeration blocks and each consists of 200-
250 households. A total of 252 PSU/sampling points from the rural and 248 PSU from the urban 
areas were selected, and for the PDHS 2012-13 household listings were renewed in the urban 
areas. Due to political unrest and insurgent situation in the province of Baluchistan, listings could 
not be completed in PSU in the districts of Punjgur and Dera Bugti. These areas were dropped 
from the sampling frame and several other areas in the province were replaced. A total of 24 
primary sampling units were replaced nationally. Federally Administered Tribal Areas (FATA), 
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Azad Jammu and Kashmir, restricted military and protected areas were not included in the 
survey.

In the second stage sampling, 28 households from each enumeration block/village were selected 
by systematic sampling technique with a random start and a total of 14,000 households were 

conducting the survey using women’s questionnaire and long household questionnaire. The 
household questionnaire collected detailed information on socio-demographic characteristics and 
the women’s questionnaire collected data about maternal and child health including pregnancy, 
delivery, antenatal and postnatal care from ever married women 15-49 years of age. Men’s 
questionnaire collected information about family planning, gender roles, HIV awareness and 
health issue, while the community questionnaire collected information about the availability 
health, education, communication and transport facilities in the rural areas.    

4.2. Database

The 2012-13 PDHS dataset was obtained from the DHS Measure website by a formal request. 

opened using STATA, version 11. The dataset contains information on 13,558, ever-married women 
15-49 years of age.  From the data set we dropped women who were primi-para/ never delivered. 

was named “Delivered”. We also created a new variable, named Caesarean Section and labeled 

years preceding the survey. 

A second smaller data subset was formed, from the subset “Delivered”, we selected only women 
who had delivered by CS and named the subset “Caesarean Sections”. A total of 9 predictor 
variables of interest were included in both the data subsets and the outcome of interest was 
delivering by CS. 

4.3. Study Participants 

objective we included all women 14-49 years of age who have given birth in the three years 
preceding the survey. For our second objective the inclusion criteria was set for ever-married 
women 14-49 years of age who have given birth by a CS in the three years preceding the survey. 
Women who had more than one CS are also included in the analysis.    

4.4. Creation of Variables

Primary outcome variables: The PDHS collects information from women about their 

during the interview, women were asked the following question for each child; ‘Was (name of 
child) delivered by Caesarean section?’ (Women’s questionnaire, section 4, question 452), The 
answer is recorded in a binary, Yes/No, response. We recoded our primary outcome variable 
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‘delivering by cesarean section’ into a binary variable (for each women in the sample) labeling it 
as Yes_CS and No_CS. 

The DHS does not probe into the nature of the CS, whether it was elective or emergency. 
However women are asked, “why did you deliver at a hospital/health center” (Ever married 
women’s questionnaire, section 4, question 450) but we cannot deduce from the given data if a 
CS was elective or emergency. We analyzed CS without differentiating between elective and 
emergency, but ensured that we take this limitation into account when analyzing the results and 
making policy recommendation.  

Predictor variables: The predictor variables included community level characteristics (province 
of residence, urban-rural place of residence), and individual level characteristics of socio-
economic status  (household wealth index), utilizing public or private health provider, and 
maternal age, numbers of years of education, number of antenatal visits for pregnancy and 
previous history of CS. 

4.5. Sample Size and Power Calculation

The PDHS 2012-13 dataset contains information on 13558, 15-49 years old, from among them a 
sample of 7447 women were selected for running the regression analysis. The sub-sample of 
7447 women responded about the mode of delivery of their last birth, and of these a total of 1014 
women delivered by CS. This sample size is adequate and allows with 80% power and alpha set 
at 0.05 to detect a 5% difference in CS rate in two groups of women, women belonging to the 
lowest wealth quintile verse women from the highest wealth quintile. 

Missing data: Percentages of missing data were calculated for each of the predictor variables. 
The variables with 3-7% missingness were analyzed excluding the missing data. For variables, 
which had more than 7% missing data, multiple imputation techniques were employed to correct 
for the missing values. 

4.6. Statistical Analysis

Design based analysis was carried out by specifying in the program that the data were survey 
data collected through a complex sampling methodology, thus accounting for the hierarchical 
nature of the data as women were nested within households and households were nested within 
clusters/PSUs.

Descriptive analyses were done to assess the population characteristics and sample distributions 
in relation to the outcome and predictor variables. The sample proportions and their SEs and 
95% CIs were examined while assessing the sample distributions. 

Explanatory analyses were carried out in two steps: Univariate regression analysis was 

intervals noted for each. Adjusted analysis, using binary logistic regression, was used to assess 
the associations between delivering by CS with maternal education, child birth order, household 
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with the full model and noted the estimate, p-value and Mean SE for each variable. Variables 

2 2R , and lowest Mean SE was retained. In addition to the pseudo R and Mean SE, stepwise 
Akaike Information Criteria (AIC) was also considered to select the parsimonious model. Some 

considered as important to the conceptual model. 

indicated by the F-statistic were checked for collinearity. The VIF command in STATA is only 
applicable after linear regression. To overcome this limitation the model with the predictor 

necessary correction was made. All analyses were performed keeping in view the survey design 

for design-based analysis, the variables for stratum, primary sampling units and sampling 

considerations and power calculations were also carried out. 

5. RESULTS 

5.1. Descriptive Data Analysis 

Trend analysis 
In 1990-91 the Cesarean Section rate in Pakistan was at a low of 2.9, falling below the WHO 
recommended range of 5-10%, required to ensure the safety of mothers and newborns to prevent 
maternal and neonatal deaths. In 16 years, between 1990 and 2006, the CS rate increased to 8.7, 
more than double the rate observed in 1990-91. This trend continued rising and almost doubled 
again in the succeeding 6 years to reach the current rate of 15.9. We observed a higher rise in 
rate between 2006 and 2012, compared to the time period between 1990 and 2006. 

In 1990 the CS rate among women in the lowest wealth quintile was less than 1% and rose to 
only 1.8 in 2006. The highest rise in the CS rate in this income group is observed during 2012 
reaching to 5.2.  The women in the middle-income group experienced the highest rise in the CS 
rate between 2006 and 2012, as it doubled from 6.6 to 12.7. The CS rate is increased for women 
in all income groups, and the rate has been almost doubling in all income groups between 2006 
and 2012.   

The CS rate among women in the highest income group, increased by three folds between 1990 
and 2006, rising from 8.6 to 23.4. The CS rate in this group is still rising and has reached to 36.2 
in 2012. The rise in rate in this group is alarming, as it has surpassed the maximum WHO 
acceptable rate of 15% and can be labeled as an epidemic. 
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Figure 1: Caesarean Section Rate in Pakistan: Pakistan Demographic and Health Survey, 1990, 2006 
and 2012 (ICF International, 2012. The DHS Program STAT compiler)

Figure 2: Cesarean Section Rate in Pakistan in Various Household Income Groups:  Among the 
different household income Pakistan Demographic and Health Survey, 1990, 2006 and 2012 (ICF 
International, 2012. The DHS Program STAT compiler)

According to the 2012-13 PDHS the differentials in the distribution of CS across community and 
individual level characteristics are all well observed in Pakistan. In the most populous province 
of Punjab the CS rate is 19.5, and it is comparable to the CS rate in the province of Sindh at the

Characteristics of delivery
Delivery by caesarian section: C-section

Births in three years preceding the survey

Characteristics of delivery
Delivery by caesarian section: C-section

Births in three years preceding the survey
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rate of 16.9. The above rates are in stark difference when compared to the rate in the provinces of 
Khyber Pakhtunkhwa at 4.7 and Gilgit Baltistan at 3.9. The most alarming rate is observed in the 
province of Balochistan, where only 1.3 births are by cesarean section. In urban areas a quarter 
of all births are by CS, and this is almost double of what is observed in rural areas.

The difference in CS rate is also well observed at individual level characteristics. The CS rate 
among women in the lowest wealth index is only 5.2, in the second it is 8.9 and in the middle it 
is 12.7. There is almost a linear relation between CS rate and household wealth, in the fourth 
wealth index CS rate is at 22.7 and in the highest it is 36.2.  

The CS rate among women with no education is 7.7 and this more than doubles to 17.6 among 
women with up to primary education. The highest CS rate of 31 is observed among women with 
secondary or higher education.  

Table 1: Cesarean section rate across different population 
characteristics: Pakistan Demographic and Health Survey 2012-13 (In three 
years preceding the survey) 

Pakistan Demographic and Health Survey 2012-13 

Region Cesarean Section Rate
Punjab
Excluding Islamabad (ICT) 19.5
Sindh 16.9
Khyber Pakhtunkhwa 4.7
Balochistan 1.3
Gilgit Baltistan 3.9
Islamabad (ICT) 26.9
Residence 
Urban 25.8
Rural 11.8
Household wealth index
Lowest 5.2
Second 8.9
Middle 12.7
Fourth 22.7
Highest 36.2
Maternal Highest education level
No education 7.7
Primary 17.6
Secondary or higher 31
Total 15.9
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Table 2: Proportion and number of births by Caesarean Section distributed 
according to socio-demographic differentials, for women who reported the mode of delivery of 
their last birth PDHS 2012-13  

Last Birth Delivered by Caesarean 
Section
No Yes

Province of residence n % SE (95% CI) n % SE (95% CI)
Punjab 1594 81 0.01 (78 83) 413 19 0.01 (17 22)
Sindh 1283 83 0.01 (80 85) 307 17 0.01 (15 20)
Khyber Phakhtunkhwa 1418 95 0.01 (94 96) 105 05 0.01 (4 6)
Balochistan 1124 98 0.01 (97 99) 25 02 0.01 (1 3)
Gilgit Baltistan 669 96 0.01 (94 99) 38 04 0.01 (1 6)
Islamabad 345 72 0.02 (67 77) 126 28 0.02 (23 33)

Maternal Education 
No education 3869 61 0.01 (59 64) 249 27 0.02 (23 31)
incomplete primary 347 6 0.00 (5 7) 57 6 0.01 (4 8)
Complete primary 558 10 0.01 (9 11) 98 12 0.01 (9 14)
Incomplete secondary 497 8 0.01 (7 9) 124 13 0.01 (11 16)
Complete secondary 565 8 0.01 (7 9) 184 19 0.01 (16 21)
Higher 597 6 0.01 (5 8) 302 23 0.02 (20 27)

Type of place of residence 
Urban 2635 74 0.01 (72 77) 636 26 0.01 (23 28)
Rural 3798 89 0.01 (87 90) 378 11 0.01 (10 13)

Wealth Index 
Poorest 1559 94 0.01 (93 96) 63 6 0.01 (4 7)
Poorer 1388 93 0.01 (91 95) 91 7 0.01 (5 9)
Middle 1300 88 0.01 (85 91) 129 12 0.01 (9 15)
Richer 1159 76 0.01 (73 79) 257 24 0.01 (21 27)
Richest 1027 65 0.02 (60 69) 474 35 0.02 (31 40)

Maternal Age 
<20 Years 451 86 0.02 (81 89) 52 14 0.02 (11 19)
20 - 34 4765 83 0.01 (82 85) 808 17 0.01 (15 18)
> 34 Years 1217 88 0.01 (86 91) 154 12 0.01 (9 14)

Mean years of education 2.96 0.13 2.71 3.21 6.84 0.25 6.34 7.34
Number of births in the past 3 years 

None 1557 87 0.01 (84 89) 215 13 0.01 (11 16)
One 3902 83 0.01 (81 85) 660 17 0.01 (15 19)
Two 933 85 0.01 (82 88) 133 15 0.01 (12 18)
Three 39 87 0.06 (75 98) 6 13 0.06 (2 25)

Antenatal Care visit
None 1878 98 0.00 (97 99) 27 2 0.00 (1 3)
One 759 92 0.01 (90 95) 46 8 0.01 (5 10)
Two 859 89 0.01 (86 92) 77 11 0.01 (8 14)
Three 834 86 0.02 (83 89) 96 14 0.02 (11 17)
Four 556 79 0.02 (75 84) 119 21 0.02 (16 25)
Five or more 1532 67 0.02 (4 70) 646 33 0.02 (30 36)

Place of delivery 
Respondent's home 1064 70 0.02 (66 74) 317 0.30 0.02 (26 34)
Public 1793 69 0.01 (66 72) 3125 0.31 0.01 (28 34)
Private 58 84 0.06 (73 95) 9 0.16 0.06 (5 27)
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5.2. Explanatory Data Analysis 

Univariate logistic regression analysis
Each of the predictor variables were regressed separately against the outcome variable and the 

of Punjab the odds ratio of CS was less for all the remaining provinces. The odds of a women 
delivering by CS in Sindh (OR 0.9; 95% CI 0.7—1.1) are almost similar to those in Punjab. The 
odds of a women delivering by CS in Khyer Paktunkhwa (OR 0.2; 95% CI 0.2—0.3) and Gilgit
Baltistan (0.2; 95% CI 0.1—0.3) are 8 times less compared to women in Punjab. The lowest odds 
of a women delivering by CS are for women in the province of Balochistan (OR 0.1; 95% CI 0—
0.1).  The odds of a women delivering by CS in Islamabad are 1.6 higher (OR 1.6; 95% CI 1.2—
2.2) the odds for women in the rest of Punjab province. 

The odds of a women delivering by CS with the highest household wealth index (OR 9.3; 95% 
CI 6.2—14) is almost ten times compared to women with the lowest household wealth index. 

women with no education women with primary education have twice the odds ratio of delivering 
by CS ( OR 2.6; 95% CI 1.9—3.3), and for women with secondary education the odds ratio 
doubles again (OR 4.4; 95%CI 3.5—5.5) The highest odds ratio is for women with higher 
education (OR 6.6; 95% CI 5.1—8.5). 

The number of ante-natal visits is also positively correlated to the odds of a women delivering by 
CS. Women who had four or more ante-natal visits (OR 23.7; 95% CI15.1—37) are at much 
higher odds of delivery by CS compared to women who never had an ante-natal visit. Similarly 
the odds of a women delivering by CS are almost twice for women who seek private providers
for assistance during delivery (OR 1.7; 95% CI 1.3—2.4) compared to women who seek public 
providers. 

Table 3: Un-adjusted logistic regression estimates 

Odds 
Ratio P>|t|

Province of Residence
Punjab 1 - - -
Sindh W 0.335 0.7 1.1
Khyber P 0.2 0.000 0.2 0.3
Balochistan 0.1 0.000 0.0 0.1
Gilgit Baltistan 0.2 0.000 0.1 0.3
Islamabad 1.6 0.001 1.2 2.2

Residence 
Urban 1.0 - - -
Rural 0.4 0.000 0.3 0.5
Maternal Education 
No Education 1
Primary 2.6 0.000 1.9 3.3
Secondary 4.4 0.000 3.5 5.5
Higher 6.6 0.000 5.1 8.5
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Odds 
Ratio P>|t|

Maternal Age
< 20 years 1.0
21 – 35 1.3 0.285 0.8 1.9
> 35 0.8 0.405 0.5 1.3

Wealth Index 
Lowest 1.0 - - -
Second 1.3 0.278 0.8 2.0
Middle 2.3 0.000 1.5 3.6
Fourth 5.3 0.000 3.6 7.7
Highest 9.3 0.000 6.2 14.0

Births in the last three years 
None 1.0 - - -
One 1.3 0.006 1.1 1.6
Two 1.2 0.287 0.9 1.5
More than two 1.0 0.978 0.4 2.6

Antenatal Visits
None - - -
One 3.9 0.000 2.3 6.6
Two 5.7 0.000 3.4 9.7
Three 7.6 0.000 4.6 12.6
Four 12.2 0.000 7.5 20.0
More than four 23.7 0.000 15.1 37.0

Number of previous CSs 11.2 0.013 1.7 75.1
Health Care provider

Public 1.0 - - -
Private 1.7 0.001 1.3 2.4

5.3.

the variable is also highly correlated with household wealth (See Appendix). Because the PDHS 
does not provide information if the CS was elective or emergency therefore we cannot probe if 
maternal education is related to elective CS. 

After adjusting for household wealth and type of provider assisted for delivery the odds of a 
women delivering by CS in Sindh (OR 1.1; 95% CI 0.7—1.6) are similar to those in Punjab.  
After controlling for household wealth and type of provider the odds of women delivering by CS 
is reduced for women in Islamabad (OR 0.8; 95% CI 0.5—1.2) compared to the rest of the 
province of Punjab. 

After controlling for province and type of provider assisted for delivery the odds of a women 
delivering by CS reduce among women in the highest wealth quintile (OR 3.3; 95% CI 1.8—6.3) 
compared to women in the lowest wealth quintile. The odds of delivering by CS among women 
assisted by private provider reduce compared to women assisted by public provider when 
adjusted for province of residence. 
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Table 4: Adjusted logistic regression model 

Odds Ratio P>t [95% Conf. Interval]
Province of Residence 

Punjab 1.0 - - -
Sindh 1.1 0.659 0.7 1.6
Khyber P 0.3 0.000 0.2 0.5
Balochistan 0.2 0.003 0.1 0.6
Gilgit Baltistan 0.3 0.017 0.1 0.8
Islamabad 0.8 0.262 0.5 1.2

Wealth Index 
Poorest 1.0 - - -
Poorer 0.9 0.790 0.4 1.9
Middle 1.2 0.511 0.6 2.4
Richer 2.2 0.010 1.2 3.9
Richest 3.3 0.000 1.8 6.3

Health Care provider
Public 1.0 - - -
Private 1.5 0.021 1.1 2.2

5.4. Data Limitations 

Data on the availability of various types of health facilities in the rural areas/sample points is 
collected during the DHS survey. This information is very important for analyzing to infer if the 
low CS rates in the rural areas is due to lack of access to emergency obstetric services or is it due 
population health behavior and practices. The community questionnaire also inquires about other 
services like transportation, education and communication facilities therefore can identify the 
inequity in the distribution of resources. The PDHS 2012-13 community questionnaire data is 
unavailable in the public domain so we could not use this data for our analysis and cannot make 
an inference about the inequity in the distribution of resources. 

6. DISCUSSION

The steady rise in cesarean section rate in Pakistan, rising from 2.9 in 1990 to 8.7 in 2006 and 
reaching the current rate of 15.9 in 2012 (Fig. 1) is indicative of the improvement in the supply 
by the health care system of a life saving measure made available to the population. The CS rate 
in the lowest income group more than doubled from 1.8 in 2006 to 5.2 in 2012 (Fig. 2) but the 
highest CS rate is still among women belonging to the highest income group. 

The rising trend and differential in delivering by CS across socio economic divide are 
comparable to the global trends. Women with the highest household wealth index and with 
secondary education and higher are more likely to deliver by CS. Similarly the health systems 
related factors also affect the likelihood of delivery by CS as more women seeking private 
providers deliver by CS. Community characteristics also affect the likelihood of delivering by 
CS, women in populous provinces like Punjab and living in urban areas are more likely to 

increase in CS rate as observed in most developing countries around the world.
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We need health system and community level data on access, availability and quality of 
emergency obstetric services to infer that the low CS rate in Balochistan, Gilgit Baltistan and 
Khyber Paktunkhwa are due to inequitable distribution of resources in the provinces. In absence 
of empirical analysis of such data we can only report the risk factors associated with high MMR 

and facilities for emergency obstetric care at the district level (Midhet, Becker, & Berendes, 
1998) (Jafarey, 2002) and distance from a health facility (Fikree, Midhet, Sadruddin, &

Pakistan. 

Community characteristics like province of residence and rural/urban place of residence and 

of a women delivering by CS. Health systems related factors like number of ante-natal visits and 

when adjusted for province of residence, household wealth and type of provider assisting 
delivery there is a change in the odds ratio. This decrease indicates no one factor is predictive of 

For this reason policy and program interventions to improve CS service delivery have to take 
into consideration every aspect of community, health systems and individual characteristics.   

7.

1) In Pakistan the national cesarean section delivery rate conforms to the upper limits set by 

status provides evidence about the under utilization of a life saving intervention in 
underserved and marginalized communities. Maternal mortality in Pakistan is highest 
among poor and women residing in geographically remote areas and the under-utilization of 
CS is highest among this group. We recommend that the provincial governments and their 
respective health departments should increase their efforts to address inequity and make 

human resources to perform emergency obstetric services are over burdened as unnecessary 

systems should ensure its efforts to channel resources to less serviced areas. 

2) We recommend that the Balochistan Department of Health should take proactive measures 
to correct the high maternal mortality in the province and ensure supply of trained human 
resources and facilities to perform medically indicated cesarean sections in all its districts. 
The national and international funding agencies should provide additional resources to the 
province to save the lives of mothers and newborns. 

3) The over utilization pattern of CS in Pakistan follows the trends observed internationally 
and it is predicted that in the coming decades we will witness a raising epidemic of CS as 
seen in many developing countries. We observed an almost doubling of the CS rate between 
successive Pakistan DHS surveys and anticipate that this trend will continue to rise. The 
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Pakistan Medical Council needs to review it’s teaching and post graduate training to 
updated guidelines for CS and to sensitize health care providers to follow good clinical 
practices and optimal use of CS. 

4) We need to understand the causes of raising CS in Pakistan and collect data on the nature of 

and emergency CS. We need to quantify the distribution of emergency and elective CS by 
province, place of residence, household wealth and maternal characteristics.

REFERENCES

1. Althabe, F., & Belizan, J. M. (2006). Caesarean section: The paradox. Lancet, 368(9546), 1472-
1473.

2. Althabe, F., Sosa, C., Belizan, J. M., Gibbons, L., Jacquerioz, F., & Bergel, E. (2006). Cesarean 
section rates and maternal and neonatal mortality rates in low-, middle- and high-income 
countries: An ecological study. Birth, 33, 270-277.

3. Betran, A. P., Merialdi, M., Lauer, J. A., Bing-Shun, W., Thomas, J., Van Look, P., et al. (2007a). 
Rates of caesarean section: Analysis of global, regional and national estimates. Paediatric and 
Perinatal Epidemiology, 21(2), 98-113. 

4. Betran, A. P., Merialdi, M., Lauer, J. A., Bing-Shun, W., Thomas, J., Van Look, P., et al. 
(2007b). Rates of caesarean section: Analysis of global, regional and national estimates.
Paediatric and Perinatal Epidemiology, 21(2), 98-113. 

5. Cavallaro, F. L., Cresswell, J. A., Franca, G. V., Victora, C. G., Barros, A. J., & Ronsmans, C. 
(2013). Trends in caesarean delivery by country and wealth quintile: Cross-sectional surveys in 
southern asia and sub-saharanafrica. Bulletin of the World Health Organization, 91(12), 914-
922D. 

6. Dumont, A., de Bernis, L., Bouvier-Colle, M. H., Breart, G., & MOMA study group. (2001). 
Caesarean section rate for maternal indication in sub-saharanafrica: A systematic review. Lancet, 
358(9290), 1328-1333.

rates in china between 1988 and 2008. Bulletin of the World Health Organization, 90(1), 30-9, 
39A.

8. Haddad Sel, M., & Cecatti, J. G. (2011). Strategies directed to professionals for reducing 

cesareasdesnecessarias no Brasil] Revista Brasileira De Ginecologia e Obstetricia :Revista Da 
Federacao Brasileira Das Sociedades De Ginecologia e Obstetricia, 33(5), 252-262. 

9. Hou, X., Rakhshani, N., &Iunes, R. (2014).Elective surgeries in the movement towards Universal 
health coverage - a case study of the cesarean delivery. Journal of Hospital Administration, 3(5)



Cesarean Sections in Pakistan: The Under-Utilized Life Saver Or A Growing Economic Burden 91

10. Mahmud, G., Zaman, F., Jafarey, S., Khan, R. L., Sohail, R., & Fatima, S. (2011). Achieving 
millennium development goals 4 and 5 in Pakistan. BJOG : An International Journal of 
Obstetrics and Gynecology, 118 Suppl 2, 69-77. 

11. McClure, E. M., Pasha, O., Goudar, S. S., Chomba, E., Garces, A., Tshefu, A., et al. (2011). 
Epidemiology of stillbirth in low-middle income countries: A global network study. Acta
Obstetricia Et Gynecologica Scandinavica, 90(12), 1379-1385.

12. Fikree, F. F., Midhet, F., Sadruddin, S., &Berendes, H. W. (1997). Maternal mortality in different 
Pakistani sites: Ratios, clinical causes and determinants. Acta Obstetricia Et Gynecologica
Scandinavica, 76(7), 637-645. 

13. Jafarey, N. S. (2002). Maternal mortality in Pakistan - compilation of available data. Journal of 
Pakistan Medical Association, December

14. Midhet, F., Becker, S., & Berendes, H. W. (1998). Contextual determinants of maternal mortality 
in rural Pakistan. Social Science & Medicine (1982), 46(12), 1587-1598.



92 Cesarean Sections in Pakistan: The Under-Utilized Life Saver Or A Growing Economic Burden

APPENDIX 

When mother’s education is added to the adjusted model the household wealth becomes 

included household wealth. The mother’s education was dichotomized into no education and 
primary and primary and primary and above. 

Table 5: Adjusted model for the effect of mother’s education, type of provider and number 
of ante-natal visits on caesarean section, PDHS 2012-13

Mothers education 
None or incomplete primary 1

Primary or above 1.8 0.3 3.5 0.001 1.3 2.5
Type of health care provider 

Public 1
Private 1.6 0.3 2.6 0.010 1.1 2.2

Number of Antenatal visits 
None  1
One 2.7 1.4 2.0 0.044 1.0 7.3
Two 3.9 1.8 3.1 0.002 1.6 9.5
Three 4.7 2.3 3.2 0.002 1.8 12.3
Four 7.2 3.2 4.4 0.000 3.0 17.3
More than four 9.1 3.7 5.4 0.000 4.0 20.3

Mosaic graph for two categorical variables “Mother’s Education” and “Household Wealth” 
to show the correlation between the two variables
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RISKS AND EXPOSURES OF VIOLENCE
AGAINST WOMEN IN PAKISTAN

Abstract:

the limits or boundaries. Pakistan is a country where conservative, feudal and tribal 
structures co-exist. Due to religious, social and cultural bias women are often 
victims of patriarchal norms. In PDHS (2012-13), which is a nationally 
representative survey, the information was gathered about physical aggression 
(hitting, kicking, biting, shoving, restraining, or throwing objects) as well as threats, 
sexual and emotional abuse, controlling or dominating behaviors, intimidation, 
stalking, passive or covert abuse (neglect or economic deprivation) was gathered. 
The objective of study is to measure the level of risks of physical violence against 
women in Pakistan. The study shows physical violence in Khyber Pakhtunkhwa is 
much higher (48 percent) as well as in Balochistan (40 percent) as compare to other 

Islamabad-ICT is higher than Sindh and Punjab provinces. The physical violence 
against women who speak Brahvi (61 percent) and Pushto is higher (46 percent) as 
compared to all other languages of Pakistan. Study also reveals that husbands are 
the main perpetrators of their wives. After experiencing the physical violence, 
victims do not report to the state institutions i.e.; Police, Doctors, Lawyers and most 

suggests that when women experiences physical violence, discrimination and 
victimization, the stability of family and community erodes, and jeopardizes the 
prospects of equality and prosperity. The problem of violence against women can be 
addressed through holistic and multidimensional approach involving Government, 
NGOs, Media, Civil Society, Religious and Political Leaders at grass-root level that 
woman right may be treated as a human right. 

1.

However, cousin marriage is Middle-Eastern & South-Asian pattern. Social Scientists who study 
& research on domestic violence committed at household level, generally believe that the roots 

and none is deterministic. It may be caused by economic, demographic and socio-cultural 
factors. The study of these factors thus becomes important while doing research on domestic 
violence.

In a more developed country, like the United States of America, much of the violence that 
women face every day is at the hands of people with whom they share their lives. Interpersonal 
violence is a ever present source of fear, distress, and injury in the lives of women, crossing lines 
of age, race, ethnicity, and economic status (Coley & Beckett, 1988; Frieze and Browne, 1989; 
Koss, 1988; Straus, Gelles, and Steinmetz, 1980).

Pakistan is a country where conservative, feudal and tribal structures co-exist. Due to religious, 
social and cultural bias women are often victims of patriarchal norms. Discrimination against 
female begins right from the time of their birth, as this occasion is greeted with sorrow and 
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despair in some households. The girl is considered a social liability and marriage is believed to 
be her only goal in life (Azam, 2008).

In the subcontinent, Islam as a religion remained dominant but Hindu cultural, traditional norms 
and values of subcontinent gradually became an integral part of the Muslims way of life. The 
dowry system, treating widows with contempt and shame, females being considered as liabilities 
by their fathers, brothers and husbands are examples of what crept into the Indian Muslim culture 
as well. The basic rights of women granted by Islam were twisted or ignored by the male 
dominant Indo-Pak culture (Ahmad, 2003). 

The present research study investigates the issue of physical violence with regard to cousin 
marriage, its consequences, perpetrators, and what kind of social world the victims live in. It is 
important to mention that the prevalence of cousin’s marriages in previous PDHSs was 61 
percent in both PDHSs 1990-91 and 2006-07, respectively. The recent PHDS (2012-13) shows 
that “56 percent women are in union of cousin marriage (1st and 2nd cousins)”. The cousin 
marriages trend has not declined. 

There is a Chinese proverb that “Women hold up half the sky and in most of the world its really 
more than half because women participate in a large share of the responsibility for the welfare of 
their families”, (Clinton HR, 2004), however, their share of work often goes unrecognized and 
unrewarded within the family as well as in formal economy. Such disparities are starkly visible 
in Pakistan where a substantial proportion of women are living in extreme poverty. Poor women 
are oppressed and discriminated against, denied education and medical care and victimized by 
culturally sanctioned violence.

physical force intended to hurt damage or kill someone” (Oxford English Dictionary (2006). 

harmful act that is perpetrated against a person’s will, and that is based on socially ascribed 
(gender) differences. It may include physical violence, sexual exploitation, abuse and forced 

traditional practices such as female genital mutilation, honor killings, widow inheritance and 

‘Culture’, 2012).

The PDHS (2012-13) has used the term domestic violence / abuse and asked questions related to 
physical aggression (hitting, kicking, biting, shoving, restraining, or throwing objects) as well as 
threats, sexual and emotional abuse, controlling or dominating behaviors, intimidation, stalking, 
and passive or covert abuse (neglect or economic deprivation). However, in this study the focus 
is only on physical violence against women.

2. PREVALENCE OF DOMESTIC PHYSICAL VIOLENCE IN PAKISTAN

In order to observe and measure the magnitude of domestic physical violence and its causes in

important questions were asked women to determine the physical violence.
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3. RESEARCH QUESTIONS

Review of the literature and cycling back & forth of variables and processes suggest a number of 
clear research questions like:

(i) Does cousin marriage cause violence?
(ii) Does women’s work decrease violence?
(iii)
(iv) Are women neglected in decision making while selecting their partners more prone 

to violence?
(v) And a few others are investigated in this study like women’s languages, living 

place and type of work.

4. CONCEPTUAL FRAMEWORK

The study attempts to identify the association between socio-cultural, demographic and 
economic factors and the physical violence against women by their husbands at domestic level. 
The domestic physical violence may be associated with socio-cultural and demographic-
economic variables like; region of residence, type of locality (U/R), wealth quintile of household, 
number of living children of woman, language woman speaks at home, consanguineous 
relationship with husband, educational level of women, husband’s educational level, women’s 
age, women’s say in choosing their life partner, type of family of women, women’s current 
working status, perpetrators of violence & victims and women’s help seeking behavior. These 
variables are included in analytical framework. The framework is as under:-

Demographic and 
Economic variables

Socio-cultural 
variables and 

Physical Violence



98 Risks and Exposures of Violence against Women in Pakistan

5. METHODOLOGY AND DATA

In this study, we have calculated simple frequencies and utilized other statistical techniques i.e.; 
chi-square test, logistic regression (Table-2), and correlation matrix (Annexure-A) to observe the 
association of selected independent variables with the dependent variable and their net effect. 
The analysis is based on data of Pakistan Demographic and Health Survey (2012-13). The PDHS 
is a nationally representative survey carried out in all provinces including Gilgit Baltistan and 
Islamabad Capital Territory. A total of 13,558 women (ever married, age 15-49) were 
interviewed across the country. 

Out of total sample, a sub-sample of 3687 women were randomly selected and asked the 
questions on domestic violence. In order to know the detail information about physical, 

type of perpetrators and attitude of victimized women for help-seeking after experiencing 
violence. 

Literature review reveals that the level of physical abuse/violence against women in India is 51 
percent (Domestic Violence, India, 1999). In Pakistan, PDHS (2012-13) shows 28 percent 
women have ever experienced physical violence by their husbands 12 months prior to survey. In 
this study we have included number of demographic-economic, social and cultural factors as 
study variables. 

6. RESULTS

6.1. Physical Violence against Women by Region

The level of violence in Khyber Pakhtunkhwa is much higher as compared to other provinces. 
This type of behavior of people exists perhaps due to the tribal society is practicing and 
following strict cultural norms and values. ‘It appears that the male posses greater power and 
female is a weaker sex’ (Azam, 2008). 

with regions of the women. The physical women violence by the husbands varies substantially as 
Table-1 shows that violence experienced by women is higher in Khyber Pakhtunkhwa (KPK) (48 
percent) as well as in Balochistan (40 percent). In both the provinces, there is a similarity in 
practicing the tribal values and many socio-cultural norms. However, there is an astonishing 

higher (27 percent) than Punjab (25 percent) and Sindh (19 percent).

The likelihood of occurrence of physical violence against women in KPK is two & half times 
more (OR=  2.478) followed by nearly two times more (OR=  1.823) in Islamabad when 
compared with Punjab. On the other hand, Gilgit Baltistan indicates the least physical violence 
against women (OR=  .305) (Table -2).
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6.2.

by  their husbands in rural areas  as  compared  to  urban  (24 percent). The violence against 

However, when the effect of all other variables is controlled in a logistic regression model, the 

violence against women. 

6.3. Physical Violence against Women by Wealth Quintile

The poverty is a contributing factor for physical domestic violence against women in Pakistan 
where men are primary bread earners. As expected, men are more economically productive and 
they have to give economic support to their families. In case of failure to accomplish those goals 
they get frustrated, and as a result women have to face abuse / violence (JPMA, 2007). The 

physical violence as compared to the richest women (17 percent). The study clearly reveals that 
prosperity decreases and poverty increases violence against women. The relationship among 

Table (2) also gives a picture that the richest women face less physical violence (OR= .477) 
compared to poorest. The ‘poverty undoubtedly affects the lives of people particularly women’ 
(Ali and Rizwan, 2006).

6.4. Physical Violence against Women by Number of Children

The number of children is positively associated (P-value .000) with the women who experienced 
physical violence by their husbands. Table-1 shows that the violence against women increases 
with the number of children. Findings indicate that domestic violence is lowest among women 
who have no children (17 percent) as compared to those who have 1-4 and 5 plus children (27 
percent and 34 percent, respectively). Even after controlling the effect of socio-economic and 

change (Table 2).

6.5. Physical Violence against Women by Language

Although, Urdu is a national language of country and widely understood in all the regions, but 
each region has its own culture, traditions, languages and life styles and the people of each 
region are distinctive in their appearance as well. Regions have their own local languages and 
people use it as a mode of communication. 

Table-1 shows that the women who speak Brahvi are more likely (61 percent) to experience 
physical violence followed by Pushto speaking (46 percent), Balochi and Saraiki (29 percent)
respectively. Among Punjabi, Urdu, and Sindhi speaking women, the physical violence is lower 
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association (P-value .000). 

The results of Table-2, reveal that happening of physical violence against women is three and a 
half time more among Brahvi speaking than those who speak Urdu language and this relationship 

marriages and 29 percent among non-cousins. The prevalence is almost equal among two types 

(P-value  .532). 

As we included different background variables in our model of multivariate analyses,  the 
magnitude of physical violence against women among those in union of cousins has less 

(P-value=.030).

6.7. Physical Violence against Women by Education

Education is a tool which brings a positive change in the behavior of an individual and it is a 
basic right. Education is the solution to all society’s ills (Khan, 2005). Unfortunately, in 
Pakistan, due to lack of education and less awareness of basic rights of woman, women are 
suppressed not only by their partners but also by the society. There are limited opportunities in 

basic right of autonomy in Pakistan (JPMA, 2007). The study found (Table-1) that uneducated 
women experienced more violence (34 percent) as compared to those with higher education (13 
percent). Moreover, it also proves that illiteracy is the root cause of violence against women. It is 

The likelihood of physical violence against women with higher education is 39 percent less than 

Physical Violence against Women by Husband’s Education

The education plays an important role in changing the behavior of male towards their wives. The 

example; violence against women is 18 percent where husbands have education beyond 
secondary level, comparatively, a higher proportion (36 percent) of violence against women 

value .000). 
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The multivariate analysis presented in Table-2 shows that wives of husbands with more than 
secondary level of education experience 34 percent less violence as compared to those whose 

Physical Violence against Women by Age

The age of women is another important demographic factor that brings the change in the attitude 
and behavior of human but somehow chi-square (P-value=.734) value does not show statistically 

Physical Violence against Women by Choice of Marriage 

In Pakistani culture, women are seldom consulted for decisions as important as their marriage. 
Table-1 shows that 31 percent women who had experience of violence, do not have any say in 

women’s physical violence. The happening of this kind of act has less likelihood (OR= .652) for 
women who choose their husbands at the time of marriage compared to those women who are 

respect of the selection of husband.

Table 1: Percentage of Women Experienced Violence by Socio-Cultural & Demographic-
Economic Factors

  Variables Categories Violence N Chi-square Test

Region Punjab 24.6 1092

*.000

Sindh 18.5 841
Khyber Pakhtunkhwa 48.2 684
Balochistan 40.3 479
Gilgit Baltistan 8.1 333
Islamabad (ICT) 27.2 257

Type of  locality Urban 24.0 1733 *.000
Rural 32.2 1953

Wealth quintile Poorest 34.0 683

*.000
Poorer 34.7 714
Middle 33.0 684
Richer 26.0 768
Richest 16.6 837

Number of living children No children 17.1 374
*.0001-4 children 27.2 2131

5+ children 34.0 1181
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  Variables Categories Violence N Chi-square Test

Language women speaks at 
home

Urdu 20.8 635

*.000

Punjabi 23.9 760
Sindhi 20.5 385
Pushto 46.4 685
Balochi 29.3 164
Brahvi 61.4 158
Saraiki 29.4 343
Others 15.8 556

Consanguineous marriages Non-cousin 28.9 1719
.532

Cousin 27.9 1966
Women’s educational level No education 33.8 2050

*.000
Primary 29.2 530
Secondary 21.3 654
Higher 12.8 452

Husband's educational level No education 36.2 1149

*.000
Primary 30.3 498
Secondary 27.0 1164
Higher 18.2 867

Women’s age groups 15-19 23.3 116

.734

20-24 26.8 478
25-29 27.6 691
30-34 29.6 693
35-39 29.9 699
40-44 28.3 523
45-49 28.2 486

Woman  say in choosing 
husband

No 31.4 704 *.046
Yes 27.6 2979

Type of Family Nuclear Family 30.9 1929 *.000
Joint Family 25.6 1757

Woman currently working Not working 26.9 2863 *.000
Working 33.3 817

All 28.4 3686

6.11. Physical Violence against Women by Type of Family

The family structure is an important cultural factor. It differentiates the types of families at 
household level. Family structure has changed markedly over the last of century. Families and 
households are smaller than they were. There are three types of family systems that exist in 
Pakistan; (i) Nuclear family (ii) Extended family and (iii) Joint Family. For our analysis, we 
clubbed extended and joint families together and named it joint family. Table-1 shows that the 
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women living in nuclear families experience more violence (31 percent) compared to those who 

Table 2 reveals that occurrence of physical violence against women is less (OR= .834) in joint 
families in Pakistan as compared to nuclear families. Study proves that joint family system 
provides protection against violence and social security to the women in Pakistan.

6.12. Physical Violence against Women by Current Work Status

It is generally believed that low empowerment and women’s reduced autonomy is a contributing 
factor for domestic violence in Pakistan (JPMA, 2007). Our study shows that the women, who 
are not working face less violence (27 percent) as compared to those who are working (33 

working status of women on the domestic violence by controlling other factors, Table-2 shows 

time more (OR= 1.454) among working women as compared to not working. 

Table 2:

Variables B Sig. Exp(B) 95% C.I (EXP(B)
Lower Upper

Region Punjab (R)a .000
Sindh -.383 .015 .682 .501 .929
Khyber Pakhtunkhwa (KP) .907 .000 2.478 1.741 3.527
Balochistan .090 .643 1.094 .748 1.599
Gilgit Baltistan (GB) -1.187 .000 .305 .173 .539
Islamabad (ICT) .601 .001 1.823 1.285 2.587

Type of locality Urban (R)a

Rural -.140 .170 .869 .711 1.062
Wealth Quintile Poorest (R)a .000

Poorer .073 .577 1.075 .833 1.389
Middle -.047 .742 .954 .721 1.263
Richer -.388 .017 .678 .493 .934
Richest -.740 .000 .477 .323 .705

Number of Living 
children

No child/children (R)a .000
1-4 children .752 .000 2.122 1.536 2.931
5+ children .917 .000 2.502 1.746 3.585

Language Women 
speaks at home 

Urdu (R)a .000
Punjabi -.275 .082 .760 .558 1.035
Sindhi -.261 .193 .770 .520 1.141
Pushto .155 .399 1.168 .814 1.676
Balochi -.175 .478 .840 .518 1.360
Brahvi 1.273 .000 3.571 2.175 5.864
Saraiki -.105 .559 .900 .633 1.280
Other languages -.469 .023 .626 .418 .936
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Variables B Sig. Exp(B) 95% C.I (EXP(B)
Lower Upper

Consanguineous 
marriages

Non Cousin (R)a

Cousin -.180 .030 .835 .710 .983
Women’s educational 
level

No education (R)a .022
Primary .132 .286 1.141 .895 1.455
Secondary -.065 .636 .937 .717 1.226
Higher -.495 .012 .610 .415 .897

Husband’s educational 
level

No education (R)a .023
Primary -.014 .913 .986 .770 1.263
Secondary -.175 .102 .839 .680 1.035
Higher -.414 .003 .661 .501 .872

Women’s age groups 15-19 (R)a .740
20-24 -.069 .797 .933 .551 1.581
25-29 -.088 .739 .915 .544 1.541
30-34 -.135 .617 .874 .515 1.483
35-39 -.176 .520 .839 .491 1.433
40-44 -.320 .255 .726 .419 1.260
45-49 -.263 .357 .769 .440 1.345

Woman  say in 
choosing husband

No (R)a

Yes -.229 .023 .795 .652 .969
Type of Family Nuclear family (R)a

Joint family -.181 .032 .834 .707 .985
Women currently 
working

Not working (R)a

Working .375 .000 1.454 1.194 1.772
Constant -.802 .017 .448

     a Reference category.

7. PERPETRATORS

While studying violence, it is crucial to know about the type of perpetrators in a country like 
Pakistan. For PDHS 2012-13, women were asked about the person who had physical violence 

show that husbands are the main perpetrators of violence (78 percent) followed by her mother 
(10 percent) and father (8 percent). However, the in-laws were rarely reported by women. The 

violence against women.
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Figure 1: Percent Distribution of violence by type of Perpetrator

8. HELP SEEKING BEHAVIOR OF WOMEN

How to cope with violence is an important factor and there is a frightening prospects that 
reporting of violence to state institutions like; Lawyers, Police, Doctors are less than one percent 
(Figure 2). These institutions are not trusted by victims and issues are resolved within family and 
community. Reporting is probably one of the big existential worries for all those working in the 
areas of violence against women. Further research is needed why it is so easy to forget & forgive 
violence and treated as a family matter? It is a matter of serious concern for Policy-makers, 
government institutions and think tanks that why women who experience violence never speak 
out. There is a poem written by an Indian woman; Nasuya Sengupta (1995) that:-

Too many women
In too many countries

Speak the same language
of Silence.

This is also true in case of Pakistan. This finding should prompt policy makers in Pakistan 
to consider the importance of reporting as an issue that has been ignored since last so many
years.
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Figure 2: Percentage Distribution of Women Seeking help by Type of Sources

9. CONCLUSION

Analysis of the study suggests that when women experience physical violence, discrimination 
and victimization, the stability of family and community erodes, and jeopardizes the prospects of 

violence to the state institutions. 

be found out. Therefore, probing and in-depth research is needed to solve this mystery why 

is the glue that makes victims adhere to family and community level redressal system of help and 
justice. There is a need to know that women dignity is ensured or just forced to compromise. The 
state institutions should also devise a proactive strategy to scale up the reporting system. 

The study explicitly and loudly reveals that socio-cultural variables are strongly associated and 
correlated with domestic violence, that’s why further research, particularly qualitative is 

It is important to mention that once again it is proved like previous studies that illiteracy and 
poverty is the major cause of violence. Hence, efforts are made to universalize education among 
all Pakistani in general and women in particular. Education will create more employment 
opportunities that in turn will lessen the level of poverty in Pakistan. 
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The problem of violence against women can be addressed and tackled as short term measures “to 
sensitize the policy makers and create deeper and wider awareness among public”. There is 
a need to take holistic and multidimensional approach involving Government, NGOs, media, 
civil society, religious and political leaders at grass-root level that woman right may be treated as 
a human right.
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ANNEXURE-A

Correlation Matrix of Socio-cultural and Demographic-Economic Variables
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violence 1.000
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Type of locality ** **0.091 -.082 1.000
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Number of living 
children

** ** ** **.107 .059 .052 -.102 1.000

Language 
women speak at 
home

0.014 ** ** ** **.319 .177 -.395 .085 1.000

Consanguineous 
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MEN’S ATTITUDES TOWARD SPOUSAL VIOLENCE IN PAKISTAN:
Targeting associated Factors for Primary Prevention of Spousal Violence

Abstract:
Worldwide, one of the most common forms of violence against women (VAW) is 
abuse by their husbands or other intimate male partners.  Using the data from most 
recent Pakistan Demographic and Health Survey 2013, this paper examines the 
attitude toward Spousal Violence among Pakistani men. Three models of 
multinomial regression are adopted to predict the factors associated with men’s 
attitude towards spousal violence in Pakistan including “medium of mass 
communication”, “gender power roles” and “socio demographic variables”.

Results revealed that working status; “higher education level” and frequency of 
watching television , decisions made by men, urban  residence and highest wealth 
status,  number of daughters living  at home”, non smoking and Urdu language 

predict that Pakistani men have traditional views. The paper concludes that men 
with low socioeconomic status and exposure to less means of electronic media are 
more likely to hold on to traditional views about the acceptability and perception of 
spousal violence in Pakistan. Nationwide broadcast of community service programs 
on electronic media can educate men to hold a positive attitude against spousal 
violence.

1.

progress but also has adverse consequences on the whole society. Worldwide, one of the most 
common forms of violence against women (VAW) is abuse by their husbands or other intimate 
male partners (WHO 2001; Garcia 2006; Luke 2007; Zakir 2013; ICF international & NIPS 
2013) .The Violence against women is gaining recognition as a mental health issue in the world, 
and importance is being given to the measurement of its health consequences for women and 
their families (Ellsberg et al., 2008). The World Health Organization (WHO) documented levels 
of spousal/intimate partner violence (S/IPV) and explored outcomes of violence in terms of 
mental health, sexual health, and reproductive health in 10 countries (Garcia-Moreno et al., 
2005). It is found that there is a wide range in the reporting of physical or sexual violence across 
countries, and that women who experience violence are also likely to experience physical and 
mental health problems (Ellsberg et al., 2008). 

physical, sexual or psychological harm or suffering to women, including 
threats such as acts, coercion, or arbitrary deprivation of liberty, whether 
occurring in public or in private life”.

                                           
1  Article 1 United Nations Declaration On The Elimination Of Violence Against Women, 1994
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According to this declaration the existence of violence against women is a depiction of the 
unequal power relations between men and women translated throughout history, which result in 
discrimination against women. This has hampered women development and advancement and 

partner violence starting with the Colombia DHS survey (Kishor 2008).  A standard module and 
methodology for the collection of data on domestic violence was evolved to facilitate and 
increase the validity and comparability of violence against women data. It also ensured that 
procedures followed the ethical guidelines for the collection of such sensitive information. Up till 
2007, 26 countries had collected data on domestic violence against women as part of the DHS. 

2. GLOBAL CONTEXT

Worldwide population–based surveys found that 10 to 69 percent of women reported  physical 
violence  by an intimate male partner at some point in their lives (Morier-Genoud 2006). More 

reporting some type of violence over their lifetime (Breiding 2008). A wide variation is observed 
across countries in the prevalence of physical or sexual violence experienced by women and 

Dominican Republic. 

With reference to intimate partner violence (S/IPV), attitudes are important. In Uganda more 
than half of men and nearly three-quarters of women have attitudes supportive of spousal 
violence (Uganda BOS 2006). To date, there are a small number of studies from sub-Saharan 
Africa on S/IPV attitudes and correlates of attitudes towards spousal violence (Hinden, 2003; 
Ilika, 2005).  

In various papers it is observed that women were consistently more likely to justify spousal 
violence than were men and the authors concluded that cultural norms create an environment 
where traditional gender roles make spousal violence seem normative and prevention requires 
changing these traditional gender norms (Rani et al., 2005, ICF international & NIPS, 2013). 

to mixed views about spousal violence while high wealth status, more decisions making on 

men hold on to traditional ideas. Men with low socioeconomic status are more likely to hold on 
to traditional views about the acceptability of spousal violence in Nigeria (Oyedokun; 2007). 
Multinomial logistic regression results show that “urban residence”,  “childhood place of 
residence”, “highest educational level”, “low frequency of listening to radio”, “ marital status”, 
higher number of marriages”, “high wealth status”, “more decisions of household expenditures 
by men”, “respondents’ income earnings”, indicate an increased chance that men will have 
mixed views about spousal violence. (Oyedokun; 2007)

3. REGIONAL CONTEXT
2Pakistan ranks 144 out of 145 countries on the Gender Equality Index (Global Gender Gap 

                                           
2  The Global Gender Gap Report, 2014
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Report, 2015). Studies conducted in Pakistan and Bangladesh exhibit that women aged 15-19 

women ages 45-49. Women who had no ability to read were less likely to report sexual spousal/ 
intimate partner violence than their counterparts who could read a full sentence (Shahrzad 2013). 
A study on social media was conducted in which 11 percent  men respondents believed that 
husbands have the right to beat their wives while 25 percent believed that husbands can 
occasionally beat their wives (mama cash, 2014), however a study in Punjab (Dera Ghazi Khan 
& Muzaffargarh), Sindh (Jacobabad & Kashmore) and Balochistan (Jaffarabad & Naseerabad)  
found the prevalence of any form of domestic violence by spouses since marriage among 85 
percent women, while 82 percent suffered domestic violence during the last 12 months. Majority 
of men linked manhood to authority, power and honor (Rutgers 2013). In men’s perceptions they 
themselves as being superior to women,  are entitled to live in the outside world while women's 

women and it is their expected gender role and if the men do not carry out this exercise they will 
be held responsible. Men do link violent behavior to poverty, lack of jobs, low income and lack 
of resources to sustain the family. A number of men acknowledged that in male dominated 
societies every institution is dominated by men, which is a violation of women's rights. The men 
in study acknowledged that in Pakistani society women are seen as being inferior to men. 
(Qayyum, 2012).

violence is an endemic problem in Pakistan and may be the most underreported form of violence 
against women residing in the country, with only 608 cases reported nationwide (Qayum 2012). 
The problem persists despite several laws designed to protect women from domestic violence. 
The 2012-13 PDHS has documented the prevalence of domestic violence in Pakistan i.e.  32  
percent of ever-married women aged 15-49 have experienced physical violence at least once 
since age 15, and 19 percent experienced physical violence within the 12 months prior to the 
survey. Overall, 39 percent of ever-married women age 15-49 report ever having experienced 
physical and/or emotional violence from their spouse, and 33 percent report having experienced 
it in the past 12 months. Among ever-married women who had experienced spousal physical 
violence in the past 12 months, 35 percent reported experiencing physical injuries. One in 10 
women reported experiencing violence during pregnancy. Fifty-two percent of Pakistani women 
who experienced violence never sought help or never told anyone about the violence they had 
experienced (ICF international, NIPS 2012-13).

There is need to identify and address the broader context within which these acts of domestic 
violence takes place.   Thus the present study aims at conducting in-depth analysis of PDHS data 

So that to mitigate and minimize the incidence of spousal violence in Pakistan recommendations 
may be suggested.  

4. OBJECTIVES

1. To observe nature of men ’s attitudes towards  spousal violence 

men’s attitude towards spousal violence

.  

.  
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3. Investigate whether exposure to means of mass communication has any role to play in 
determining mixed and traditional attitudes towards spousal violence among men.

4. Making recommendations to incorporate relevant factors while designing policies in 
Pakistan

5. DATA AND METHODS

This in-depth analysis is based on the data of the latest Demographic and Health Survey in 
Pakistan (PDHS) conducted in year 2012-13.  PDHS-2012-13 was designed to provide estimates 
of population and health indicators for Pakistan.  A representative probability sample of 14,000 
households (6,944 were in urban areas and 7,056 in rural areas) from different regions (Punjab, 
Sindh, Khyber Pakhtunkhwa (KPK), Balochistan, Gilgit Baltistan and Islamabad) was selected 
for this survey through two-stage cluster sampling.  A men questionnaire was administered on a 

Of these men, 3,134 were successfully interviewed, yielding a response rate of 79 percent.  

5.1.

paper thus some direct questions like practices of spousal violence by men are not included in the 
questionnaires. Secondly analyses in this paper rest on a cross-sectional data, therefore, to infer 
causal relationship is affected due to the fact that the data is not a longitudinal one.  Some of the 
community data like “availability of health services in the area” was not available, therefore, the 
community effect could not be observed in this paper as it was done in previous PDHS 2006-07 
in-depth analysis (Sheraz 2010)

5.2. Analytical Framework

The analytical framework explains the relationship between variables as follows: 

Exposure to means of mass 
communication 
(Watch TV, Listen to Radio, 
Read News Paper)

Socio-demographic variables
(Age, Region, education, 
Wealth Index, work status, 
Occupational Status,  Smoking, , 
Children ever born, Pregnancy 
status , Sons and daughters at 
home) Family Type, language 
spoken at home

Gender Power Relations 
Residing with Husband, No. of 
wives, currently residing with wives, 
owns a house, decisions for health 
care & household purchases

Men Attitudes towards 
Spousal Violence

.  

.  
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5.3. Dependent Variable

The dependent variable is men’s attitude towards spousal violence which were assessed by 

wife- “ if she goes out without telling husband”, “neglects the children”, “argues with him”, 
“burns the food”, “refuses to have sex with him” and “neglect the in-laws”.  Three response 
categories were generated to code the nature of attitudes.   Respondents who disagreed with 

agreed with less than four reasons are categorized as having “mixed view” and those justifying 
spousal violence on four and above than four items are marked as having “traditional view”.  
Thus the level of measurement for dependent variable is nominal and polychotomous.  Similar 
response categories were formulated by Oyedokun (2007) to determine predictors of attitude 
toward spousal violence among Nigerian men.  The frequency distribution shows that maximum 
number of participants (65 percent) has “modern view” thus taken as a reference category to run 
multinomial logistic regression analysis. This category is re-coded in IBM SPSS as last category.

Figure 1: Index of Nature of Men’s attitudes towards spousal violence (3134)

Figure 1 illustrates the index of nature of men’s attitudes towards Spousal Violence. It is 
satisfactory to note that majority of the participants (65 percent) hold modern views towards SV, 
23 percent have mixed views and only 12 percent have traditional views.  This suggests that 
there is room for intervention and many men who hold mixed attitudes can be educated so that 
they gain more clarity about rights of women as humans that in turn minimize abuse on women’s 
lives.

5.4. Statistical Analyses 

The statistical analysis of data was done using IBM SPSS Data Editor.  The analysis is carried 
out on the weighted sample.  Simple descriptive statistics are used to report prevalence of 
characteristics on variables selected for this in-depth analysis, Cross-tabulation and chi-square 
statistics are used to assess the nature of association between independent and dependent 
variables.  
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Multinomial logistic regression analysis is employed to assess the net impact of exposure to 

men.

X = he other characteristics of respondents and i 
µ = the standard error.  i

Although the paper is about men’s attitude towards spousal violence, but for the interest of the 
reader we in Figure 2 are presenting a comparison of both men and women’s attitude towards 
spousal violence. According to PDHS interestingly overall, men are less likely than women to 

argues with him”, “neglects the children”, “refuses to have sex with him”, “goes out without 
telling him”, “neglects the in-laws”, or “burns the food”. Women are more likely to agree that 

percent) (NIPS & ICF international 2013).

Figure 2
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As mentioned earlier although previous studies though have reported that women from all socio-
economic and cultural backgrounds are at equal risk of being abused by their spouse/intimate 
partners, yet, the prevalence of SV still exists at a higher proportion among people from poor 
socio-economic conditions (Okydeon 2007; Speizer 2010; NIPS & ICF international 2013).  

6.

variables are re-coded and categories are merged to run the analysis. 

6.1.

attitudes. From among those who are categorized as having traditional attitude towards spousal 
violence men below 25 years of age are more likely to have traditional attitudes (21 percent). 
More men in bracket of age 35-44 years endorsed mixed views (23 percent), where as more men 
in oldest age group had modern views (68 percent). This is contrary to our general perception in 
Pakistan, that generally men in older age group will have traditional attitudes. It is supported by 
literature that men in South Africa, perceive Spousal Violence to be acceptable and is associated 
with perpetrating violence against a partner in the past 10 years and it decreases with age. 
(Abrahams et al. 2006).

Table 1: Percent distribution of male respondents by nature of attitudes towards spousal 
violence and socio-economic and demographic characteristics, gender power relations and 
exposure to means of mass communication

Nature of men’s attitudes towards spousal violence
Frequency 
Distribution

Traditional 
views (%)

Mixed 
views

Modern 
views

Total Chi-
square 

test
Percent Numbers Percent Percent Percent

Total 100 3134 11.9 22.7 65.4 100
Age
15-24 yrs 1.1 34 21.3 12 66.7 100 0.00
25-34 yrs 44.2 1385 12.9 23.1 64 100
35-44 yrs 35.7 1119 11 23.2 65.8 100
44 yrs& Above 18.9 592 10.5 21.6 67.9 100
Region
Urban  35.3 1106 5.4 20.1 74.5 100 0.00
Rural 65.7 2059 15.4 24.1 60.5 100
Education
No education + 
Incomplete Primary 38.0 1191 17.1 25.8 57.1 100 0.00

Complete Primary + 
Incomplete secondary 32.0 1003 8.8 21.4 70 100

Complete Secondary 
or higher 30.2 946 8.6 20.2 71.2 100

Wealth Status
Poor 37.7 1182 22.8 27.3 50 100 0.00
Middle 18.1 567 9.5 24.9 65.6 100
Rich 44.2 1385 3.6 17.8 78.6 100

Socio-demographic and Economic Variables
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Nature of men’s attitudes towards spousal violence
Frequency 
Distribution

Traditional 
views (%)

Mixed 
views

Modern 
views

Total Chi-
square 

test
Percent Numbers Percent Percent Percent

Current work status
Working 96.1 3012 12.0 23 65.3 100 0.00
Not Working 4.2 132 8.6 22 69.2 100
Occupational Status 
Jobless 4.2 132 14.0 33.5 53 100 0.00
Professional 8.3 260 6.0 21.1 73 100
Clerical 16.5 517 5.7 18.8 75.5 100
Agriculture 18.9 592 14.1 25 61.1 100
Manual work 54.0 1692 14.0 23 63.3 100
Current marital status 
Married 98.0 3071 11.7 22.7 65.8 100 0.00
Divorced/Separated 2.0 63 18.2 21 60.8 100
Family Type
Nuclear 51.5 1614 16.0 24.7 60.3 100 0.00
Joint 48.5 1520 12.0 24.8 63.3 100
No. of Wives 
One wife 96. 3009 12.0 22.5 65.4 100 0.00
More than one wife 4.0 125 7.3 25.5 67.2 100
Currently residing with 
wife 
Yes 95.5 2993 11.7 23 66 100 0.00
No 4.5 141 13.0 23 64.2 100
Wife currently 
pregnant 
Yes 12.1 379 11.6 27 61.7 100 0.00
No 87.9 2755 11.8 22 66.2 100
No. of Sons at home
0 son 29.0 909 13.0 20.8 63.0 100 0.00
1 son 25.6 802 11.1 22.5 66.4 100
More than 1 son 45.4 1423 11.6 5.8 64.4 100
No. of daughters at 
home 
0 daughter 33.4 1047 12.2 21.2 66.6 100 0.00
1 daughter 38.6 1210 10.2 21.4 68.3 100
More than 1 daughter 38.0 1191 13.0 25 62.2 100
Smoke anything 
Yes 44.6 1398 12.5 21.5 66 100 0.00
No 55.4 1736 11.1 24.2 64.7 100
Language spoken at 
home
Urdu 12.5 392 5.0 20.3 74.8 100 0.00
Others 87.5 2742 12.9 23 64.1 100
Gender Power 
Relations
Owns a house
Does not own 69.2 2169 11.4 21.0 67.6 100 0.00
Alone 13.4 420 11.6 26.5 70 100
Jointly 17.4 545 14.0 26.5 59.5 100
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Nature of men’s attitudes towards spousal violence
Frequency 
Distribution

Traditional 
views (%)

Mixed 
views

Modern 
views

Total Chi-
square 

test
Percent Numbers Percent Percent Percent

Money spending 
decision by 
Male Respondent 35.1 1100 18 30.3 51.9 100 0.00
Wife Alone 5.3 166 5.2 15.0 80.2 100
Together 36 1128 7.6 16.0 76.5 100
Family Elders 23.7 743 11.1 23.5 65.4 100
Greater say in 
healthcare decisions
Male Respondent 28.8 903 20.8 31 48.1 100 0.00
Wife Alone 4.5 142 4.4 16.0 80.0 100
Together 45.4 1423 7.4 18.3 74.3 100
Family Elders 21.2 664 11.0 22.1 67.0 100
Means of Mass Media 
Read newspaper 
No 50.0 1567 15.9 25.8 58.3 100 0.00
Yes 50.0 1567 7.9 19.6 72.4 100
Listen to radio
No 71.1 2228 11.5 23.8 64.7 100 0.00
Yes 29.0 909 12.5 20.1 67.4 100
Watch TV
No 20.1 630 24.2 26.7 49.1 100 0.00
Yes 80.0 2507 8.6 21.7 70.0 100

The place of residence affects a person’s attitude and it is found in the results that men in rural 
areas are more likely to hold traditional and mixed attitudes than in urban areas.  

Education is an important indicator of socio economic status. It is observed that low levels of 

percent) men who have no or less than primary education have modern views as compared to 
seven tenth (71 percent) primary or secondary education. 

belonging to rich wealth quintile are associated with modern attitudes towards S/IPV. 

The table shows majority of men are working (96 percent). It is found that men who are not 
working (69 percent) are less likely to hold modern attitudes when compared with men who are 
working.  Almost 23 percent of participants who are working had mixed attitudes and 12 percent 
have traditional attitudes towards S/IPV.  The working status thus does not ensure that more 

Pakistani society.  Jobless men, working in agriculture and doing manual work are more prone to 
have traditional attitudes as compared to men with clerical or professional job status. Although 
working men in comparison to non working ones do not indicate having modern attitudes 
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also supported as 2000-2001 Zambia DHS, reveals that men who are not working are 

who had job (Lawoko 2006). 

Overall the proportion of men who are divorced or widowed is negligible (2 percent). The men 
who have given divorce are more likely to have traditional attitudes as compared to currently 
married men.  Married men are happier in their family life and hence are more likely to hold 
mixed or modern attitudes. 

Equal proportion of men in joint and nuclear families hold mixed attitudes towards spousal 

in nuclear and joint families in terms of holding mixed or modern attitudes.  Men in joint family 
system are less likely to hold traditional attitudes.  Only 4 percent men had more than one wife, 

not currently residing with wives (13 percent) have more traditional attitudes as compared to 
those who are residing with wives (12 percent). Twelve percent of men had pregnant wives and 
they are more likely to hold modern attitudes (62 percent).  

Equal proportion of men whose wives are pregnant and those whose wives are not pregnant hold 
traditional attitudes (11 percent). It is important to note that a notable percentage of men whose 
wives are pregnant hold mixed attitudes towards SV. This suggests that there is a need to 
convince husband about the negative impact of physical and emotional violence on both 
pregnant women and the child to be born. 

Overall 45 percent of the men have more than one son.  Men who had no sons are prone to hold 
traditional attitudes, where as men who had one or more sons are more likely to have mixed or 
modern attitudes.  Men who had more than one daughter are more likely to hold traditional or 
mixed attitudes towards spousal violence.  Men who did not have a daughter have similar 
attitude towards S/IPV.  Men also hold women responsible for not giving birth to sons as well as 
in cases where women give birth to more daughters and thus such men are more likely to hold 
traditional attitudes towards spousal violence.  

Smoking or no smoking  does not bring about a marked difference in attitudes about spousal 
violence in the three categories of spousal violence, yet the association between these two is  

at home are more likely to hold modern attitudes toward Spousal violence.  

6.2. Gender Power Relations

With regards to Gender Power Relations a slightly higher proportion of men who are sole owners 
of house had traditional attitudes as compared to persons who own a house jointly or do not own 
a house.  A higher proportion of men having modern attitudes had no house of their own. Men 
who reported to have land jointly are more likely to have traditional attitudes.  Whereas, men 
who are sole owners had modern attitudes (70 percent). This is understandable in context of 
Pakistani society where majority of the times,  land is owned by men alone.  It is important to 
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note that majority of men who own land  are more likely to hold mixed attitudes.  Men who 
made independent decisions related to money spending are more likely to be associated with 
holding traditional or mixed attitudes.  Men who reported that the decision of spending money 
are made jointly or wife alone had modern attitudes. Similar pattern is noted for decision related 

association with men’s attitudes towards spousal violence. 

6.3.

views of people. It is found that higher proportion of men who reported traditional attitudes also 
have limited exposure to means of mass communication particularly newspaper and TV 
watching.  However, in case of listening to radio, slightly higher proportion of men reported 
having mixed attitudes toward spousal violence as compared to those who reported not listening 

read newspaper and watch TV are also more likely to belong to group who are more educated 
having better socio-economic status. The highest percentage of men (72 percent) who read news 
paper have modern views followed by watching TV (70 percent)  and  Radio (67 percent)  
respectively. Almost all of these above noted factors indicated association with nature of men’s 
attitudes towards spousal violence. However, the net effect and relationship with the help of 
multivariate analysis need to be observed.  

6.4. Correlations Matrix (Annex I) 

The correlation matrix showing inter-correlations among independent variables is presented in 
Annex I. It is observed that except the two indicators of gender power relations (i.e. decisions on 
healthcare provision and household purchases) and no other independent variables have high 
correlation with other independent variables. Therefore, household purchases variable was 
dropped from the multivariate analysis.  This supports that multivariate analysis is feasible to 
observe the net effect of all other variables.

7. FINDINGS FROM MULTIVARIATE ANALYSIS

Multi-nominal regression analysis is carried out to determine the net effect of these predictors on 
the outcome variable (socio-economic, gender power relations and exposure to means of mass 
communication) for men’s attitudes towards spousal violence.  The Model-I includes exposure to 
means of mass communication variables only (Table 2).  In the second step (Model-2) variables 
related to gender power relations are added to Model-1 (Table 3).  In the third step (Model-3), 
some socio-economic characteristics of participants and other related variables are added (Table 
4).  These variables are included as control variables to explain the independent role of each and 
every other variable on men’s attitudes towards spousal violence.  

power relations with men’s attitudes after controlling the effects of socio-economic 
characteristics and this model also tells about patterns of association of socio-economic 
characteristics with men’s attitudes towards spousal violence.
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Table 2:
(Exposure to Means of Mass Communication) in determining Men’s attitudes towards Spousal 
Violence 

Equation 1 Equation 2
Traditional 
attitudes relative 
to Modern 
attitudes 

Mixed attitudes 
relative to 
Modern 
attitudes 

Predictor variables Odd Ratios Odd Ratios 
Constant -2.170 -1.410
Reading Newspaper 

aYes
No .643*** 1.901 .400*** 1.491
Listening to Radio 

aYes
No -.333 .717 .099*** 1.104
Watching TV

aYes
No 1.233*** 3.430 .412*** 1.509
-2 Likelihood
Chi Square
N=

2061
1715
3134

a reference category

after controlling for Gender Power Relations in determining Men’s attitudes towards spousal 
violence 

Equation 1 Equation 2
Traditional attitudes 
relative to Modern 
attitudes 

Mixed attitudes 
relative to Modern 
attitudes 

Predictor variables Odd Ratios Odd Ratios 
Constant -2.205 -1.862
Reading Newspaper 

aYes
No .630*** 1.878 .389*** 1.476
Listening to Radio

aYes
No -.274*** .761 .174*** 1.190
Watching TV

aYes
No 1.128*** 3.090 .345*** 1.412
Owns land

aJointly
Yes
No

-.045***
-.739***

.956

.477
-.208***
-.708***

.812

.439
Owns house

aJointly
Yes
No

-.471***
-.179***

.624

.836
-.045***
-.181***

.956

.835
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Equation 1 Equation 2
Traditional attitudes 
relative to Modern 
attitudes 

Mixed attitudes 
relative to Modern 
attitudes 

Predictor variables Odd Ratios Odd Ratios 
Money spending decision is by 

aWife Alone
Male Respondent 
Together 
Family Elders 

.376***

.149***

.015***

1.456
1.161
1.015

.581***
-.108***
.646***

1.788
.898
1.907

Greater say in healthcare 
decisions

aWife Alone
Male Respondent 
Together 
Family Elders 

1.009***
.324***
.246***

2.742
1.383
1.279

.532***

.226***

.043***

1.702
1.254
1.044

-2 Likelihood
Chi Square
N=

1530
4313
3134

a reference category

EXPOSURE TO MEANS OF MASS COMMUNICATION
AND MEN’S ATTITUDES

From the bivariate results it is found that men who have exposure to means of mass 
communication are more likely to have modern attitudes as compared to others who do not have 
this exposure. The multivariate analysis results in equation 1 and equation 2 show an inverse 

and mixed attitudes as compared to modern attitudes.  Similarly they are more likely to have 
mixed attitudes when not watching TV with high odd ratio (3.430) in case of comparison with 

when comparison was made between traditional and modern attitudes (Table 2 equation 1), 

who are not listening to radio are more likely to have mixed attitudes relative to modern 
attitudes.  In model-2 other variables are added to see whether the relationship remained 

times more likely to predict traditional attitudes as compared to reading newspaper. 

Although with the addition of gender and background variables odd ratios decreased from 3.090 
in eq1 and model 2 to 1.667 in model 3. Watching TV still remained an important factor as the 
effect remained the same. While controlling effect of other variables the positive effect of 
reading news paper decreased and also turned inverse. 
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Table 4:
after controlling for socio-economic variables in determining Men’s attitudes towards spousal 
violence 

Equation 1 Equation 2
Traditional 
attitudes relative to 
Modern attitudes 

Mixed attitudes 
relative to 
Modern attitudes 

Predictor variables Odd 
Ratios 

Odd 
Ratios 

Constant -1.805 -1.716
Reading Newspaper 

aYes
No -.228*** .796 -.416*** .659
Listening to Radio

aYes
No .187*** 1.206 .030*** 1.031
Watching TV

aYes
No .508*** 1.662 .244*** 1.276
Owns land Jointly

aYes
No -.250*** .778 -.328*** .720
Owns house Jointly

aYes 
No -.911*** .402 -1.007*** .365
Money spending decision by 

aWife Alone
Male Respondent 
Together &Family Elders 

1.200***
1.259***
-.530

3.320
3.521
.588

1.593***
.582***
2.246***

4.920
1.789
9.449

Greater say in healthcare 
decisions

aWife Alone
Male Respondent 
Together & Family Elders 

-.335***
-1.118***
.363***

.716

.327
1.438

-.602***
-.863***
-.597***

.547

.422

.551

Age
15-24 yrs
25-34 yrs
35-44 yrs

1.641***

a44 yrs & Above

-.110***
-.394***

5.163
.896
.675

1.061***
.343***
-.013***

2.890
1.409
.987

Region
aRural 

Urban  -.101*** .904 .059*** 1.061
Education
No education + Incomplete 
Primary
Complete Primary + Incomplete 
secondary 

  .451***

aComplete Secondary or higher 

-.472*** 1.569
.624

.603***
-.159***

1.828
.853

Wealth Status
Poor 
Middle 

1.731***

aRich
1.221*** 5.645

3.390

.732***

.840*** 2.080
2.317



Men’s Attitudes toward Spousal Violence in Pakistan 127

Equation 1 Equation 2
Traditional 
attitudes relative to 
Modern attitudes 

Mixed attitudes 
relative to 
Modern attitudes 

Predictor variables Odd 
Ratios 

Odd 
Ratios 

Current work status
aWorking 

Not Working -1.488** .226 -1.641*** .194

Family Type
aNuclear 

Joint -.378*** .685 -.442*** .643
No. of Wives 

aMore than on wife
One wife .521*** 1.684 -.224*** .799
Wife currently pregnant 

aYes
No -.416*** .660 -.323*** .724
No. of Sons at home
No son
1 son -.079***

aMore than 1 son .154***
.924
1.166

-.332***
.121***

.718
1.129

No. of daughters at home 
No. daughter
1 daughter .207***

aMore than 1 daughter -.007***

1.230
.993 .410***

.258***
1.507
1.294

Smoke anything 
aYes

No -.174*** .840 .301*** 1.351
Language spoken at home

aOthers
Urdu -.092*** .912 .085*** 1.089
-2 Likelihood
Chi Square
N=

1755
3275
3134

a reference category

GENDER POWER RELATIONS AND MEN’S ATTITUDES

Evidence exhibits that spousal violence varies with the men’s or women’s attitude towards 
spousal violence. The DHS in Haiti shows sexual violence association with women’s approval of 
spousal violence (Gage, 2005).  It was hypothesized that men with high power on gender power 
relation indicators were more likely to have traditional attitudes as compared to men who have 
lower power on these indicators.  
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9.1. Ownership of Land and House

In model 3 Table 4 the lack of ownership of land (odds decreased from 0.778 to 0.477) or house 
(increased from .402 to .836) by male participants are negatively associated with modern 
attitudes. The decision related to money-spending by male respondent or jointly remained 

or land are less likely to have traditional or mixed attitudes as compared to modern attitudes.   

9.2.

this inverse relationship changes to positive association in equation-2 when the comparison was 
made between mixed and modern attitudes.  A husband who has more decision making power in 
healthcare, is 3.320 times more likely to have traditional attitudes as compared to modern 

relative to modern attitudes.  Lawoko and colleagues also supported this idea that women who 
reported that they had at least some say on decisions about their own health care were 

DHS (2007).  

10. BACKGROUND CHARACTERISTICS AND MEN’S

relations and impact of socio-economic and demographic characteristics on men’s attitude 

of attitudes held by men towards spousal violence. Similarly a study in China reported that low 
educational status or low socioeconomic status of either partner was related to a higher level of 
S/IPV (Tang & Lai, 2008).

10.1. Age of Men Respondents 

Among the socio-demographic variables included in this study, age emerged as one of the most 

younger men are 5 times more likely (eq. 1) to have traditional attitudes and 2.9 times more 
likely to have mixed views towards spousal violence. The fact may be that in younger age group 

traditional attitude of men’s perceptions.
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10.2. Region of Residence

Living in rural areas is always associated with traditional and patriarchal views and may be one 
of the reasons for higher incidence of S/IPV. As indicated in Table-4, it is found that not only the 

spousal violence  (odds ratio= 1.06). 

10.3. Education

It is generally believed and established that higher the level of education, men will be more open 
to modern views concerning spousal violence. This is due to the fact that highly educated men

uneducated and they will be more likely to hold on to traditional ideas compared to the educated 
ones. Most of the studies on factors associated with S/IPV control for individual factors such as 
women’s education and, sometimes, husbands’/partners’ education and found such results. Men 
with no education and incomplete primary education are more likely to have mixed or traditional 
attitudes as compared to modern attitudes. The relationship between attitudes towards S/IPV and 

violence in Cambodia, Egypt, and India (Kishor and Johnson, 2004).

10.4. Wealth Status

Household economic status determines the status of women. In model 3 there is decreasing trend 
of having traditional attitudes. Thus men belonging to the poor (odds=5.645) and middle wealth 
quintile (odds=3.390) are more likely to have traditional attitudes towards spousal violence and 

with less physical violence in marriage in Vietnam (Luke et al., 2007). India also found that 
greater wealth and social support were protective against violence. However, the relationship 
between household wealth or economic status and S/IPV appears to vary by context and method 
of measurement (Kishor & Johnson, 2004; Kishor & Johnson, 2006).  

10.5. Work Status

Working status is an indicator of autonomy and empowerment. Men being unemployed is found 
to be one of the risk factors for S/IPV. In a patriarchal setting, unemployed men if married to 
working women may pick up quarrel with them over money issue, especially if they are resistant 

decisions regarding how the money wife earns will be spent (ICF international, NIPS 2013). In 
model 3 it is observed that non-working status of men is negatively associated with modern 
attitudes when compared against both traditional (eq 1) and mixed attitudes (eq 2). It is exhibited 
that the non working men are less likely to have mixed and traditional views towards spousal 
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10.6. Family Type

In model 3, table-4 the joint family system is negatively associated with modern attitudes when 
compared against both traditional and mixed attitudes. Eq 1 shows that men living in joint family 
system are  0.685 times less likely to have traditional attitudes (eq 1)  that men in joint family are 
positive and 0.643 times less likely to have mixed views about spousal violence as compared to 
modern views (eq 2).

10.7. Number of Wives 

In model 3 (eq. 1) men with more than one wife are 1.684 times more likely to have traditional 
views as compared to modern ones. This shows the patriarchal nature of the Pakistani society.

10.8. Pregnancy Status

It is generally considered that if a wife is pregnant she is given more care and attention but this 
does not hold true as analysis predicts the inverse relationship with spousal violence. In other 
words a pregnant women is not privileged as  the magnitude of effect is not only negative but 
predicts that currently not  pregnant women’s husbands are 0.660 times less likely to hold 
traditional attitudes  towards Spousal Violence . Evidence from a study shows that the 
respondents admitted to shouting or yelling at their pregnant wives and 33 percent even admitted 

consensual sex with their wives (Sheikh  2016).

10.9. Number of Children

Sons are more valued in Pakistan (Ali 2000) and is supported in the model 3 table 4 that the 
absence of sons is negatively associated (0.924) with modern attitudes. This is understandable as 
many times wives are actually abused for not giving birth to male child, however absence of 
daughter showed positive association (1.230) with modern attitudes and is statistically 

when compared against traditional attitudes (eq 1, odds 0.840).  However it was positively 
associated when comparison was made for mixed and modern attitudes (eq 2, odds = 1.351).  

determine traditional attitudes rather than mixed attitudes.

10.11. Language Spoken

Ethnicity has different affects on people’s perceptions and attitudes. The men who spoke Urdu
language are less likely to have traditional attitudes as compared to any other language as 
reference category. 
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11. CONCLUSIONS AND RECOMMENDATIONS 

This study examines spousal/intimate partner violence (S/IPV) attitudes among women and men 
in Pakistan. A nationally representative population-based data from women aged 15–49 and from 
men aged 15–54 was collected as part of the Pakistan Demographic and Health Survey. The 
survey included questions on women’s and men’s attitudes toward spousal violence and 
information on S/IPV victimization (women) and perpetration (men). In our in-depth analysis we 
have focused on men’s perceptions only. Bivariate and multivariate analysis was carried out to 
observe the net effect of independent variables like means of mass communication, gender power 
roles and socio-economic and demographic factors on men’s attitude towards spousal violence.

(Rani, et.al 2004; Oyedokun 2007, Speizer 2010) by demonstrating that men’s socioeconomic 
status affect their attitude towards S/IPV. The low socioeconomic status includes less education, 
low-skilled occupation, living in the rural areas and non exposure to means of mass media and so 
on will predispose them to traditional and patriarchal attitudes about spousal violence. In order to 
better understand this relationship, one may have to study the contextual effects of Pakistani 

2006).  

Results revealed that ‘working status’; ‘higher education level’, ‘watching television and 
listening to radio’, ‘sole decision making by men’, ‘urban place of residence’ and ‘higher wealth 
status’, ‘no daughter living  at home’, ‘no smoking status ‘ and ‘Urdu language spoken by men’ 

The ‘watching TV and radio’ (means of electronic media), ‘low wealth status’, ‘one  wife’ are 

Hence, this paper concludes that improving the socioeconomic status of men in Pakistan can help 
to hasten the goal of eradicating spousal violence. This can be done by providing more 
opportunities for men to be educated and enlightened, creating employment opportunities which 
will enable men who are unemployed to be gainfully employed and economically buoyant. It is 
thought that these measures will enable men in Pakistan to be more open to the ideals of equality. 
Also, men in Pakistan, especially the less privileged ones, who are more likely to hold on to 
traditional ideas about Spousal Violence, need appropriate information, education and 
communication (IEC) programmes to enlighten them on the negative consequences of violence 
against women in general. Such interventions should be culture-sensitive, and should take into 
consideration the regional differences. Media houses can contribute meaningfully by passing 
useful information to the general populace concerning the negative consequences of domestic 
violence for the family and the society as a whole. It is found that S/IPV awareness campaigns, 

are ways in which people understand the issue of S/IPV. 

Primary preventive interventions usually target risk and protective factors to resolve more 
prevalent problems in any community.  The impact of domestic violence on women and child 
health and its large implications on society cannot be neglected. Hence the need for educating 
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people and creating awareness are primary preventive interventions, which are more effective in 
terms of implementation and cost-effectiveness.  

the issue in Pakistani context. It is concluded that prevention of S/IPV requires addressing all 

for future formative work and designing programs.  Priority also needs to be given to stopping 
the intergenerational transmission of violence. This means incorporating programs on healthy 
relationships into schools to change gender attitudes and norms at an early age. The provisions 
for pre-marital counseling, improved   negotiation skills, and enhanced role of working with 
community leaders/elders to address the acceptability of S/IPV should be made part of these 
programs with the objective of changing unhealthy norms. 
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