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ABSTRACT

The focus of this study is to see how equitableateess and utilisation
of health services are among married women in Rakislt examines the
changes in the pattern of maternal health caretipescand the extent to which
inequities in access to those services have chaogedthe past two decades.
Using two datasets—the Pakistan Demographic aradtii8urveys (PDHS) of
1990-91 and 2006-07, the overall findings indidhtet there is an improvement
in inequity patterns of health care among marriednen beginning in the urban
areas and more recently spreading to rural areamng the factors explaining
the health care differentials, the effect of wealtld socio-economic status are
significant, especially when examined for use ofvate and public health
facilities. It is further noted that increased eatimnal attainment level of
women improves utilisation of maternal health caegvices. The inequity
pattern disfavouring the poor and the large majooit uneducated women is
likely to jeopardise achievement of goals 4 and 5 tlee Millennium
Development Goals and other national and regi@rgkets of maternal and child
health care programmes.

Keywords: Equity, Maternal Health, Poverty



INTRODUCTION

The level of development of a society, whether rathpoor, can be
judged by the health status of its population awdv Hairly health care is
distributed across the social spectrum. It is widedcognised that people’s
equitable access to health care services is wtabstaining good health which
depends primarily on income levels and the cost availability of quality
health services. Evidence around the world showas ttie patterns of unequal
health status outcomes, especially in case of matdrealth care, are more
pronounced in developing countries than in developguntries [World Health
Organisation (2008); Population Reference Bure@®4}]. As a consequence,
issues of inequity in health care have gained asad attention at both policy
and programme levels with renewed commitment tciotp the health gap
through improved access to health care servicethtoipoor and marginalised
population [Gwatkin (2000); World Health Organisati(2004)].

The concept and measurement of equity in provigérhealth care
remains an ambiguous issue if interpreted in teohdairness and justice,
making its definition very complex and imprecisedowever, the gaps in
socioeconomic status that are most commonly useds@arch and analysis to
identify social inequalities are used interchangyealith inequities. This
practice is increasingly being recognised by therimational community. In
general terms, health inequity is defined as “iraditjes in health status, risk
factors, or health service utilisation between vigtlials or groups that are
unnecessary, avoidable and unfair’ [World Healtlyahisation (1998)]. Wide
differences in health status, generally determingtiealth care practices, reflect
different socio-economic constraints and unequagbooipinities for different
population subgroups. These are specifically meashy such characteristics as
income or wealth, occupation, education, placeesfdence, gender, ethnicity,
etc., and not by any biological or genetic variatid he assessment of health
equity, therefore, requires comparisons betweemtbee and less advantaged
social groups. This helps identify whether healtitigles and programmes are
leading towards or moving away from social jusiicéhealth and development
[Braveman and Gruskin (2003)]. Thus achieving ggiritmaternal health care
requires minimising avoidable inequalities in ascts services and identifying

*Equity analysis in maternal health care in thislgttefers to examining inequitable access
to and use of services among different socioeconosuibgroups of population and is used
interchangeably with the term inequality in theenpiretation of results.
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groups that have socioeconomic constrains to beriefim the available
opportunities in the health care system.

Pakistan, among other developing countries, hasicgp large
socioeconomic disparities and inequities in mateimzalth care practices,
making it challenging for the government to achi¢ve newly adopted MDG
target of universal access to reproductive healspecially maternal and child
health. Despite various initiatives taken to imprawaternal health indicators,
the progress has been slow with wide disparitiesetbaon income level, class
and social status.

MATERNAL HEALTH CARE SITUATION IN PAKISTAN

Looking at Pakistan’s situation in the internatioparspective, it appears
that the estimates of salient health indicatorshsas life expectancy, infant and
maternal mortality and fertility rates, are far lmehother countries in the Asian
region. Pakistan’s infant mortality rate at 78 pe00 live births remains one of
the highest in the region, while the proportionsbaths attended by skilled
persons are alarmingly low—only 23 percent in Pakiscompared with 97
percent in Sri Lanka and Malaysia, 43 percent ididnand 99 percent in
Thailand. This leaves large room for improving ematl health care indicators
in pursuit of the targets of MDG 5 by the year 2QEmgure 1).

Fig. 1. Comparison of Selected Maternal Health Indiators
in Some Asian Countries
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Among other maternal health indicators, Pakistaitgation with total
fertility rate (TFR) of 4 births per woman contassignificantly with
approximately 3.0 in Bangladesh, 2.0 in Sri Lankd kan, and 1.9 in Thailand.
Similarly, the contraceptive prevalence rate ofwdt8D percent in Pakistan does
not match well with 58 percent in Bangladesh, 7oceet in Sri Lanka and
Thailand, 73 percent in Malaysia, and 74 percentlran. Moreover, the
estimates of women with anemia, births taking place health facility, or in the
care of skilled health personnel are much worsé>kistan in comparison with
other countries, making a strong case for monitpah progress in this area to
improve the health profile of married women (Tab)e

Table 1

Selected Demographic and Health Indicators:
A Comparative Perspective, 2005-2010

Indicators Pakistan Bangladesh Indi&ri Lanka Iran Malaysia Thailand

Total 175 162 1172 21 73 28 68

Population(mil)

Female Population 85 80 510 9 - - -

Life Expectancy 63 65 64 71 71 74 69

Male 63 64 63 67 69 72 66

Female 64 66 65 75 73 77 72

Total Fertility Rate 4.0 25 2.7 2.4 2.0 2.6 1.8

Infant Mortality/ 78 48 55 15 35 35 55

1000 LB

Child Mortality 103 69 87 15 39 7 26

Maternal Mortality 277 380 540 92 37 41 44

/100,000 LB

Contraception % 30 56 56 68 74 72

Modern Method 22 48 49 53 56 55 70

Women Anemic

in Pregnancy 47 53 52 39 - -

Tuberculosis/

100,000 Persons 358 490 287 89 36 135 203

Antenatal Care 60 40 60 98 - - -

T.T. Vaccination 30 64 67 97 90 97 99

Births by Skilled

Person 23 14 43 97 90 97 97

Health Expend.

% GDP 0.9 0.8 0.9 1.8 2.9 2.0 3.1

Source:UNDP (2005); Mahbub ul Hag Human Development Ge(2004); Population Reference
Bureau (2010); Pakistan (2009-10).

Although Pakistan’s national level surveys provieddence of some
progress in maternal health care over the passy#ais improvement has not
been rapid enough to ensure a significant reduétigche health divide among
different sections of society, making it unlikebrthe country to meet the target
of improving maternal and child health. PakistaBsmographic and Health
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Surveys (PDHS) data show that maternal health’sd@atus is reflected in terms
of frequent closely spaced pregnancies resultingemroductive health related
morbidity, high maternal mortalityunsafe abortion$, nutritional deficiencies,

and poor health care practices—factors that allehasiverse effects on the
health of mothers and children. Low maternal hesi#tus is closely linked to
infant and neonatal health and has strong impadnhfamt and child mortality.

Recent evidence shows only a modest decline iminfeortality rate from 94 to

78 deaths per 1000 live births and in child matgdiiom 117 to 94 deaths per
1000 live births during the period 1990-91-2006{0able 2). On a more
serious note, neonatal mortality (deaths within tingt month) has virtually

remained unchanged since the 1990s, which now itaest 70 percent of all

infant deaths [National Institute of Population @&s (1992 and 2008)]. The
trends in maternal health care indicators sucmgsnatal consultation and child
birth assisted by skilled personnel show a sigaiftcproportion of eligible

women not accessing these services and face maalth hiésks resulting in

various pregnancy and child birth related ailments.

Table 2

Trends in Maternal Health Related Indicators in Bdn:
1990-91-2006-07
1990-91 1996-97 2000-01 2006-07

Indicator (PDHS) (PFFPS) (PFPRHS) (PDHS)
Total Fertility Rate (TFR) 5.4 5.4 4.8 4.1
Median Age at First Birth 21.3 21.3 - 22
Contraceptive Use% 11.8 23.9 27.6 30
Modern Method% 9.0 16.9 20.2 22
Unmet Need for FP% 38.0 37.5 33 25
Infant Mortality Rate 94.0 92 - 78
Under-five Mortality 120.0 111 - 94
Maternal Mortality Rate >500 533 - 276
Prenatal Care% 25.6 31.6 43.3 61
Birth by Skilled Person% 18.8 - - 39
Birth in Health Facility% 13.4 17.2 229 34

Source: National Institute of Population Studies: Varionational level surveys, i.e., PDHS=
Pakistan Demographic and Health Survey; PFFPS=stakFertility and Family Planning
Survey; PFPRHS= Pakistan Family Planning and Rejtoce Health Survey.

*Maternal mortality rate in Pakistan has been regbto range from 250 to 500 per 100,000
live births in different sub-sections of populatidiowever, national level estimates from PDHS
data of 2006-07 have reported it to be 277 peyfQD@live births.

SAbortion rate in Pakistan has been estimated gte29000 women of reproductive age in
Pakistan [Population Council (2004)].
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Further evidence shows that low socioeconomic stetla constraining
factor in accessing maternal health services asge Imajority of women from
poor households refrain from using contraceptiomgared with those from
wealthier background. Similarly, the unmet needféamily planning remains
high among the poor in sharp contrast to rich womeéro have shown
significant reduction in conjunction with increasesk of contraception in recent
years (Figure 2). This situation calls for seekfagher insights into maternal
health care practices among different subgroupsvomen in Pakistan to
identify targets for improved programmes.

Fig. 2. Trends in Current Use of Contraception andJnmet Need for Family
Planning among Married Women by WealttStatus: 1990-91-2006-07
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The Present Study

With evidence of persistently high levels of fetyiland stubbornly low
contraceptive use with limited use of facility-bdseealth services among the
poor women in Pakistan, it is of interest to bettaderstand how inequities in
access to maternal health care contribute to stpwiswn progress of MDG*5
as a critical means of achieving health and devedy goals.

This study focuses on examining how equitable teess and utilisation
of health services are among married women in Rakighe major objective is
to see the large health divide among different ssgmof population and to
examine the factors that explain how the poor ass likely to utilise maternal
health care services relative to the non-poor. Agritie various issues related to
disease and morbidity, maternal health indicatdend out significant in
affecting the reproductive health status and ntiorteatio of large proportions
of women in Pakistan, and this study examines obsng the pattern of
maternal health care practices and the extent tichninequities in access to
those services have sustained over the past yagrarticular, the links between
poverty, educational status and maternal health peactices are examined that
would be helpful in seeking guidance for policyeditions to bridge the health
gap between the poor and non-poor subgroups of woMere specifically, the
study looks into three main questions:

(1) How do patterns of maternal health care vamnpss socioeconomic
subgroups?

(2) Whether the changing trend in accessing sesvieflects widening or
reducing inequity in maternal health care indicsor

(3) Have maternal health care practices improvedeteriorated over-
time in terms of accessing public or private hetdttilities?

With an estimated population of nearly 175 milli@iout half of which
are women and about one-third of which living beltve poverty line with
significant number estimated as women in reprodadiges, it seems important
to ascertain between group and within-group difiéeds in maternal health care
indicators. Consider if the population under stiglylivided according to their
wealth status, education or place of residencey the between-group inequity
may be referred to a pattern where individuals hgilog to different wealth
quintiles or education categories seek servicderdifitly> Applying an equity
lens to use of health services assumes that ealihidnal has access to a
minimum standard of services and has the same tyyityr to access or use
basic health services if and when required, irrethpe of their economic, social,
and demographic characteristics.

“The MDG 5 pertains to improving maternal healtht tisaassociated with a number of
demographic, socioeconomic and health care practice

°An implication of this inequality is that the opjanity to access services is determined by
an individual's poverty status or educational attent level.



Data and Analytical Approach

This study has used two datasets—the Pakistan Draploig and Health
Surveys (PDHS) of 1990-91 and 2006-07. Both surveys nationally
representative undertaken to yield information oci@economic, demographic
and health characteristics of women with a gapboudone and a half decade.
The 2006-07 PDHS is the recently available dataegering the largest-ever
household-based sample of more than 10,000 eveaiettawomen of 15-49
years of age, whereas the 1990-91 PDHS has a safplere than 6,000 ever-
married womeri. The present study is based on selected sub-sampkbout
5,700 ever-married women in 2006-07 and more thd@0® ever-married
women in 1990-91, who had a live birth in the fisears preceding the survey
with information on their background characteristnd various maternal health
care related indicators.The rationale behind choosing these two dataséhst
both surveys contain comprehensive information atenmal health care as well
as socio-economic indicators making it possibleassess changes in equity
patterns of health care indicators at two pointsnie. Moreover, estimates from
both surveys are comparable as they are condugteticbsame organisation
(National Institute of Population Studies) and sirailar in scope, methodology,
and structure of the questions asked in those gsirve

Equity analysis in maternal health care practiselsased on information
on wealth index as provided in the PDHS 2006-07asueed from household
asset data including ownership of a number of cowmsuitems as well as
standard of living and dwelling characteristics fiNaal Institute of Population
Studies (2008)]. The index reflects the level afalth that is consistent with
expenditure and income measures and is develogkteared in many countries
to measure inequalities in household income ancelegion with use of health
services and health outcomes [Rutstein and Joh@2ea4)].

To estimate the socio-economic index, householdldargoods ranging
from a television, refrigerator, car, etc. to aysle or other small household
itemg, and dwelling characteristics such as, sourceiokihg water, sanitation
facilities, and type of material for constructiondaflooring was used from the
long household questionnaire. Each asset was a&ssigmweight (factor score)
measured through Principal Component Analysis,staddardised in relation to
normal distribution with a mean of zero and staddbaviation of one [Gwatkin,
et al. (2007)]. The ownership items scores were then sesnmop for each
household; and individuals were ranked accordintp¢oscore of the household

®For details of sample design and other featurdsotif the surveys, see [National Institute
of Population Studies/Macro International (1992 20a8)].

"Information used for maternal health care indicapertains to the most recent birth during
the past five years.

8For detailed information on household durable gosge PDHS Report, 2007-07, Table
2.12: p. 25.
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in which they resided. The sample was then diviod five wealth quintiles
ranging from one (lowest/poorest) to five (higheshlest) categories of
socioeconomic status. For the 1990-91 PDHS data, the same methodalagy
applied to get parallel estimates of wealth quisti based on the household
asset ownership data, to examine changes in hewtiuities in relation to
socioeconomic status of the households during #% fwo decades. Besides
using wealth index, other indicators such as womduncation, urban-rural and
region of residence are used to measure the opjitieRIto access health care
services and are at the same time critical for hudevelopment.

The maternal health care indicators used to studsations across
socioeconomic subgroups are ‘prenatal care’, ‘bidgtiended by skilled
personnel’, and ‘place of delivery’ to see if thetbboccurred at home or in any
health facility—the indicators most widely used arddily available in the data
which are most likely to affect the reproductivealie status and maternal
mortality ratio. For the analysis, simple measusgs used including the
percentages, relative ratios, and absolute differelmetween the highest and
lowest wealth quintiles to identify patterns of quéty. To further test the
hypothesis that wealth status has a stronger impacmaternal health care
practices than education and place of residenggstio regression models are
run for the 2006-07 PDHS dataset. The methods irséide analysis are well
established and widely used in a number of cowg@nerating DHS data sets
to analyse inequities in maternal health statuDfnell, et al. (2008); Son
(2009); Yazbeck (2009); Ortayli and Malarcher (@)1

Despite the vast information available on matehelth care indicators
in both surveys, these data are limited in scopteims of assessing general
health status of women such as nutritional stataerbidity, and disease
incidence. Recognising the fact that health da& gumossly inadequate in
Pakistan, both these surveys are a good sourcdoofriation to assess maternal
and child health care indicators to monitor progrgsreaching MDG goals 4
and 5, and to identify equity patterns in use o¥ises among married women
representing national, provincial and househole@lleenditions.

RESULTS

Patterns of Inequity in Maternal Health Care

Examining equity patterns of health across socinewnoc dimensions
reveals which stratum is most strongly associatéti imequity—information

°For details on the method of estimation of socioenaic status index and wealth quintiles,
see NIPS/Macro Int. (2008akistan Demographic and Health Survey, 2006-07.

Based on the household ownership data of 1990-@hlthv quintiles were measured
similar to estimation of 2006-07 indices to mattle tomparison between the two surveys and
assess the change over time.
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that is critical to designing appropriate policydgsrogramme planning. Trends
in maternal health care indicators such as premata by skilled person and
birth in a health facility reveal that the proporti of women seeking these
services has increased over the years. Overal}, (i2cent of women received
antenatal care from a skilled person in 1990-94, this increased to about 59
percent in 2006-07 indicating an improvement of726ercentage points (Table
3). Although the rising trends of prenatal careviees signal positive outcomes
in reproductive health, these overall estimates roask important fluctuations

in the equity curve for different socioeconomic grdups. As Table 3 shows,
about 35 percent of women reported not having aepgtal care while about 6
percent used services of unskilled persons in Z0Gvhich needs further

exploration to identify targets for programme intsntions. The section below
examines how maternal health care practices varlidugehold wealth status,
women’s education, and urban-rural residence asypreasures of opportunity

to access services, and the extent to which thatterps have changed over
time.

Wealth Status

The results show large wealth status differenfialprenatal care for sub-
samples of women selected from both surveys. I-B49 women from poorest
households had the lowest prenatal consultationy—8r8 percent, which rose
substantially to 35.8 percent in 2006-07. Amongreobhouseholds (2nd quintile),
this proportion increased from 10.4 percent to #@:8ent over the same period. On
the other hand, women from richest households hed highest proportions
accessing prenatal care services, 69.2 perce®9D-41 and 89.6 percent in 2006-
07, indicating an overall reduction in poor-rictpgaver the years (Table 3). It must,
however, be noted that large proportions of wome8-pé&rcent in the poorest and
46 percent in poorer (2nd quintile)—reported nakeiging prenatal care for their
most recent birth compared with only 8 percenhértchest quintile.

Table 3

Percent Women (15-49) who had a Live Birth Precgdfive Years of the
Survey Reporting Prenatal Consultation by Wealtlin@les, 1990-91-2006-07

Skilled Personnel Unskilled Personnel None
Indicator 1990-91 2006-07 Change 1990-91 2006-07 Change 199-91 2006-07 Change
Wealth Status
Poorest 8.5 35.8 27.3 7.2 4.9 -2.3 84.3 59.2 -25.1
Poorer 10.4 48.4 38.0 5.7 55 -0.2 84.0 46.1 -37.9
Middle 15.5 56.8 41.3 9.0 8.1 -0.9 75.5 35.1 -40.4
Richer 33.7 73.2 39.5 7.1 6.8 -0.3 59.2 20.0 -39.2
Richest 69.2 89.6 20.4 4.7 25 -2.2 26.1 8.0 -18.1
Poor-rich Gap 60.7 53.8 - -2.5 2.4 - 58.2 51.2 -
Overall 324 59.1 - 6.6 5.6 - 61.0 35.3 -

(N) (1296) (3370) (266)  (319) (2442)  (2010)
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Increase in use of prenatal care services fronteskhealth personnel is
apparent in each wealth quintile, with the highgesgitive change among women
from poorer (2nd quintile), middle and richer hduslels (4th quintile). This is
reflected by flattening of the slope of equity auiim the year 2006-07 and the
narrowing of the absolute difference between treheast and the poorest
households (Figure 3). However, the majority of psomen who reported no
prenatal care for the most recent birth gave ‘remteissary’, and ‘high costs’ as
major reasons [National Institute of Populationds (2008); Zafar and Anwar
(2009)], this suggests that prenatal care practoedd be further improved by
lowering direct and indirect costs and creating r@amwass among poor women
about the benefits of accessing those services.

Fig. 3. Changes in Inequity Patterns for Prenatal @re and Births
Attended by Skilled Personnel among Different Wealt
Quintiles: 1990-91-2006-07
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A critical component involved in reducing healtlsks among women
pertains to safe delivery care practices in terigibisation of services needed
during pregnancy, births attended by skilled hegltbfessionals and place of
delivery. Here it is important to see to what ext¢he increased level of
prenatal consultation among married women is tedeglinto improved practice
of having births attended by skilled health proi@sals. The results from the
PDHS data show that overall, only 19 percent of worm 1990-91 and about
36 percent in 2006-07 utilised services of skilpEtsonnel for delivery care,
leaving a majority (64 percent) seeking these sesvifrom untrained persons in
2006-07 (Table 4).

Table 4
Percent Women Aged 15-49 who had a Live Birth RliegeFive Years of the
Survey Attended by Skilled and Unskilled PersofardlVealth Quintiles,
Education, and Age, 1991-2007

Skilled Personnel Unskilled Personnel

Indictors 1990-91 2006-07 Change 1990-91 2006-07Change
Wealth Status
Poorest 35 14.9 11.4 96.5 85.1 -11.4
Poorer 4.2 22.2 18 95.7 77.8 -17.9
Middle 5.4 31.2 25.8 94.6 68.8 -25.8
Richer 18.7 48.8 30.1 81.3 51.2 -30.1
Richest 46.3 70.8 24.5 53.7 29.2 -245
Poor-rich Gap 42.8 55.9 - —42.8 55.9 -
Education Level
None 10.9 25.3 14.4 89.1 74.7 -14.4
Primary 28.7 42.5 13.8 71.3 57.5 -13.8
Secondary 53.7 60.9 7.2 46.3 39.1 —7.2
Higher 80.0 80.9 0.9 20 19.2 -0.8
Age Group
15-24 19.1 36.8 17.7 80.8 63.2 -17.6
25-34 21.3 38.2 16.9 78.7 61.8 -16.9
35+ 14.3 30.2 15.9 85.7 69.8 -15.9
Overall 19.0 57.8 38.8 81.2 64.2

(N) (759) (3594) (3237) (3654)

Source:Pakistan Demographic and Health Survey data, $39@ad 2006-07.

The differentials by wealth quintiles for delivecgire show that only 3.5
percent of women in 1990-91 and 14.9 percent in6200 from the poorest
households utilised services of a skilled persancfald birth, compared with
46.3 percent and 70.8 percent respectively amoagitinest households. This
indicates that the poor-rich gap in accessing ekilpersonnel for birth has

Yskilled health personnel include services of dqatarse, midwife, and lady health visitor.
2Unskilled providers refer to traditional birth attant, lady health worker (LHW),
hakeem, friend and relative.
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widened overtime because delivery care practicggof women have changed
little compared to richer women during the pastadiec(Figure 3). It should be
noted from Figure 3 that despite improved statuprehatal care in all wealth
categories, proportions of births attended by eflilpersonnel remain low,
especially among women from the lowest, secondraiddile quintiles because
most of them seek delivery care services at hom#&oon unskilled persons.

This large poor-rich gap could be explained in ®w@fihigh cost of services of
skilled health personnel, problem of their avali@piand lack of education

among women of lower socioeconomic subgroups asdfom other studies on
issues of maternal health care [Bloom, Wypij, angp@ (2001); Falkingham

(2003); Zafar and Anwar (2009)].

A further analysis of women’s access to relativebfer and quality
maternal health care services to avoid varioustea#ks and complications
shows that overall, only 17.3 percent of women98Q-91reported having child
births in a health facility which increased to ab8ué percent (12 percent public
and 25 percent private) in 2006-07, leaving a nilgjdraving child births at
home than going to a health facility (Table 5). Heer, the change in safe
delivery care practices is evident mostly in prvdiealth facilities in recent
years.

Table 5

Percent Women (15-49) who had a Live Birth Precgdfive Years of the
Survey at Home or Health Facility, Public and Prizdy Wealth Quintiles,
Education, Residence and Age

Public Private Home

Indicators 1990-91 2006-0Change 1990-91 2006-07 Change 1990-91 2006-07 Change
Wealth Status
Poorest 17 45 2.8 0.2 11.2 11.0 97.9 843 -13.6
Poorer 2.9 7.8 4.9 0.5 16.2 15.7 96.6 76.0 -20.6
Middle 2.9 12.2 9.3 1.6 19.6 18.0 95.4 68.2 -27.2
Richer 8.8 17.7 8.9 6.0 314 254 85.3 509 -344
Richest 20.0 211 11 245 526 281 543 263 -28.0
Poor-rich Gap 18.3 16.6 - 243 411 - 43.6 58.0
Education Level
None 5.2 9.3 4.1 35 16.3 12.8 91.1 743 -16.8
Primary 141 14.2 0.1 12.2 30.6 18.4 73.8 55.2  618.
Secondary 25.6 204 -5.2 28.8 43.7 14.9 45.6 35.99.7 -
Higher 27.7 19.7 -8 105 65.1 54.6 185 15.2 -33
Age Group
15-24 10.5 124 1.9 6.7 26.8 20.1 82.8 60.8 20.1
25-34 9.6 12.2 2.6 9.9 26.8 16.9 80.5 61.0 16.9
35+ 17.3 11.7 -5.6 6.6 9.5 29 87.0 68.7 2.9
Overall 9.0 121 8.3 25.0 82.7 62.9

(N) (359) (691) (332) (1427) (3309) (3585)

Source:Pakistan Demographic and Health Survey data, $39@ad 2006-07.
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Looking at the wealth status differentials, we fthdt the inequity pattern
in use of facility-based delivery care is fairlyghi largely favouring the highest
20 percent of the sampled population. In 1990-8%s Ithan 2 percent of the
poorest women used a health facility for deliveayeccompared with about 45
percent of the richest women (20 percent public 24d percent private). In
2006-07, the corresponding percentages increasabdat 15.7 percent (4.5
percent public, 11.2 percent private) among therggtovomen compared with
73.7 (21.1 percent public and 52.6 percent privateiong their wealthiest
counterparts (Figure 4). This pattern indicates ignificant shift towards
utilisation of private sector health facilities, sty among the richest quintile, a
finding endorsed by some other studies on the sssne [Bloomet al. (2001);
Koeing, et al.(2001); Mahbub ul Hag Human Development Centr@®42D

Fig. 4. Inequity Patterns in Accessing Public an®rivate Sector Facilities
for Delivery Care by Wealth Status: 1990-91-2006-07
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Source:Table 5.

Analysis of data in Table 5 further reveals thatimtyithe period 1990-91
to 2006-07, the biggest change in use of privasdtihédacilities for delivery care
is apparent for the richer (from 6 percent to 3fpetcent) and the richest
quintiles (from 24.5 percent to 52.6 percent), t@sy in widening the poor-rich
gap from 24.3 percent to 41.1 percent in accegsiivgite sector. On the other
hand, the change in use of public health careifi@silhas been minimal in all
wealth quintiles. However, it is interesting to edhat 20 to 21 percent of
women from the richest households have reportedgupublic sector health
facilities in both surveys (Table 5), implying thétte non-poor benefit more
from public subsidies in health than the poor—alifig that suggests making
availability of public sector health care more paer and more equitable.



14

The inequity pattern observed by wealth status supphe argument that
poverty and economic affordability are importantdocessing facility-based
services, especially when observed for use of pudiprivate health facilities.
As expected, majority of the poor women who relyhmme-based services for
delivery care remain the disadvantaged group imgeof having births by
unskilled and traditional birth attendants at homvbereas women from richer
and richest households appear to benefit both fpoivlic and private health
facilities with relatively better quality of healttare provision (Figure 4).

Women Education

The theoretical argument that women’s education ldvancrease the
opportunity to access health care services is aseddoy these data indicating a
monotonic relationship between prenatal and defieare and educational level
attained. The results show big difference betwéigarate and educated women
accessing skilled personnel for prenatal consoltatdiowever, it iencouraging
to note that illiterateavomen and those with primary level education hd@s
the largest positive change in prenatal consuhatiothe year 2006-07. For
example, only 21.5 percent women with no educatised prenatal service in
1990-91, and this proportion increased to 48.4 guarén 2006-07, and for
primary level education, this percentage incredsech 50.5 to 70.5 over the
same period (Table 6).

Table 6

Percent Women (15-49) who had a Live Birth Precgdfive Years of the
Survey with Prenatal Consultation by Skilled andskitled Personnel for
Education and Age 1990-91-2006-07

Skilled Personnel Unskilled Personnel No One
Indicators 1990-91 2006-07 Change 1990-91 2006-07 Change 199-91 2006-07 Change
Education Level
None 215 48.4 26.9 7.4 5.8 -1.6 711 45.3 -25.8
Primary 50.5 70.5 20.0 5.1 6.6 15 44.3 22.9 -21.4
Secondary 77.2 82.0 4.8 4.0 5.2 1.2 18.8 12.9 -5.9
Higher 98.5 94.7 -3.7 0 14 14 15 3.9 2.4
Age (Years)
15-24 34.2 61.6 27.4 6.8 6.4 -0.4 59.0 32.0 -27.0
25-34 34.8 62.4 27.6 6.8 5.6 -1.2 58.4 32.0 -26.4
35+ 25.7 50.0 24.3 6.2 4.7 -1.5 68.1 45.3 -22.8

Source:Pakistan Demographic and Health Survey data, 2498ad 2006-07.

In the case of skilled delivery care, a more praowaad inequity pattern is
observed by educational differentials reinforcimg targument that women’s
education appears to be a strong factor in impgvimaternal health care
practices. In 1990-91, only 10.9 percent of womett wo education accessed
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skilled personnel for delivery care compared with Bercent with higher

education as reflected by the steep slope of equitye. In 2006-07, this

inequity reduced because larger proportions of éelssated women reported to
have accessed skilled personnel for child birtigré 5). Again, these patterns
reveal that the improvement in health care prastisanore pronounced in case
of prenatal consultation than births attended bilesk personnel, and this

change is visible for illiterate women as welltasse with primary level of

education. This encouraging trend probably owdbkégresence of Lady Health
Workers (LHWSs) in the community, who are relativatyore accessible for

consultation and making referrals for maternal caexvices for larger

proportions of illiterate women in rural areas.

Fig. 5. Inequity Patterns in Accessing Skilled Hdth Personnel for
Prenatal Care and Delivery Care Services by Women
Education Levels: 1990-91-2006-07
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Similar striking differentials by education are ebged in the use of
facility-based services (hospitals, clinics, healémtres, etc.) for delivery care
indicating a much greater likelihood of use amodgaated women, especially
with secondary and above levels, and this diffezesche largest in the use of
private health facilities (Figure 6). As Figure Bowss, only 16.3 percent of
women with no education in 2006-07 used a privaath facility for delivery
care compared with 65.1 percent of women with highducation. Such
differentials for public sector health facilitiesealess marked and indicate a
declining trend among educated women to accesscphbspitals and health
outlets, implying that equity issues are more proreed in use of private health
care services. The recent shift towards increasedofiprivate health facilities,
especially among educated women, indicate thefeprace for seeking quality
services and their greater ability to pay. This ldaweed further examination in
terms of cost/user charges for those services likély that highly educated
women also belong to the richer and richest qeistivith increased opportunity
to access private sector facilities. On the otradh the illiterate women may
have little disposable income to spend on privagth care facilities in addition
to the socio-cultural barriers they face in acegs#hose services [Ezech, Kodzi,
and Emina (2010)]. To reduce the existing ineqgalitthese findings suggest
that the less educated women can be informed ancheztl about the benefits
of choosing safe maternal care practice which adp im reducing incidence of
maternal or infant mortality.

Fig. 6. Inequity Patterns in Accessing Public and fivate Health Facilities
for Delivery Care by Women Education: 1990-91-20067
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Place and Region of Residence

A similar but less striking pattern of inequity abserved when the
residential status of women is taken into accodiite proportion of urban
women to access skilled personnel for prenatal icereased from 50.6 percent
in 1990-91 to 74.5 percent in 2006-07, wheread mcanen indicated a bigger
positive change from only 14.3 percent to 50.9 @erover the same period
(Table 7). Table 7 also shows that there is a ldifference between urban and
rural women in accessing skilled health personmel delivery care—31.4
percent versus 6.6 percent in 1990-91, and 54.6epeversus 25.9 percent,
respectively in 2006-07. This improved practicepoénatal consultation and
delivery care from skilled personnel among ruraihvem appears to reflect the
effective role of Lady Health Workers (LHWSs) in tbemmunity. Their services
come handy in areas where women'’s mobility is sl to reach out to distant
health care outlets [Hardee and Leahy (2008)]. gioaving tendency among
rural women to seek the help of skilled healthspanel for child birth is
encouraging and may have beneficial effects on erathd child health besides
increasing awareness about safe delivery careipeaeta much needed change
in rural areas to achieve targets of MDG 5 fordyathaternal health.

Table 7
Percent Women (15-49) who had a Live Birth Precgdfive Years of the
Survey with Prenatal Care and Birth by Skilled Rensel for Place and Region
of Residence, 1991-2007
Prenatal Care by Skilled Person Birth by Skilled Personnel

Indicators 1990-91 2006-07 Change 1990-91 2006-@hange
Place of Residence
Urban 50.6 74.5 23.9 314 54.6 23.2
Rural 14.3 50.9 36.6 6.6 25.9 19.3
Region of Residence
Punjab 22.1 60.9 38.8 36.2 37.7 15
Sindh 45.9 70.5 24.6 39.6 44.4 4.8
Khyber Pakhtunkhwa (KPK) 18.0 51.3 33.3 204 937. 175
Balochistan 24.2 40.7 16.5 12.6 23.0 10.4
Overall 324 59.1 26.7 19.0 57.8
(N) (1296) (3370) (759) (3594)

Source:Pakistan Demographic and Health Surveys, 19903812806-07.

A further look at urban-rural differences revealsatt even though
majority of women choose to have child birth at legrthere is a significant
positive change in accessing private facility-basedvices. For example, the
proportion of rural women reporting use of privéealth facility for delivery
care increased from only 1.4 percent in 1990-9118c®b percent in 2006-07
compared with 15.3 percent to 37.1 percent for mrb@men over the same
period (Figure 6). This change points to improveétemal health care
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indicators which should be up-scaled and sustai@adhe other hand, the small
proportion using public health facility for deliyercare increased from 4.4
percent to 8.8 percent for rural women and fronY Jiercent to 18.2 percent for
urban women, indicating there has been only mimprovement in the situation
during the period under study (Figure 7). Womergasons for not using
facility-based services are limited availability mrivate health facilities in rural
areas, high cost of services in addition to thesleasf travel and time taken to
reach at a distant place [National Institute of taflon Studies (2008)]. This
calls for expanding public health facilities in alareas.

Fig. 7. Inequity Patterns in Accessing Public and ivate Health Facilities
for Child Birth among Urban and Rural Women: 1990-91-2006-07
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Regional differentials that exist in maternal tieaare practices need to
be noted. Women from Sindh province indicated tlghést proportion (70.5
percent) seeking prenatal care from skilled persmmspared with 60.9 percent
in Punjab, 51.3 percent in KPK, and 40.7 percanBalochistan in the year
2006-07. However, the biggest change is observe@dajab during the period
under study which could be attributed to better reath services and
accessibility of health providers in the provin@alfle 7). It is also evident from
Table 7 that in respect of births attended by adtilpersonnel, the change
observed in KPK and Balochistan is much higher ttienother two provinces
during the past decade. This is evidence interpmai disparities have
narrowed in the year 2006-07—a welcome developriretérms of improved
access to skilled health personnel for prenatal deldvery care reflected in
reduction in maternal mortality rate from about EID in the 1990s to nearly
276 per 100,000 live births in 2006-07 [Midhet, ataf/, Ahsan, and Sheraz
(2008)]. It would require further in-depth analysts identify how maternal
health care practices are associated with improvagrnal mortality.
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REGRESSION RESULTS

To further test the hypothesis that wealth (as @yprfor cost/price and
socioeconomic status) has a stronger impact onowim maternal health care
practices than education and residential statugstio regression models were
applied to 2006-07 data and the results are pegsémiTable 8. The general pattern
that emerges from the regression results reinfotisesfindings from previous
analysis that the impact of wealth is the strongédste education remains highly
significant in respect of prenatal care, birtherated by skilled personnel and use of
facility-based services for delivery care—all thiedicators having been used as
response variables in the analydibe results inTable 8 show that for prenatal
consultation (model 1), the odds for a woman frbmrichest quintile are nearly 7
times and from the richer quintile about 3 timeghkr than the odds for a woman
from the poorest quintile. Similarly, the likelinaf highly educated women to
seek prenatal care is nearly 4 times higher thamemowith no education, after
controlling for residence, wealth and other demplgiacharacteristics. Moreover,
the odds for a woman living in Sindh province arén®s higher than those from
Balochistan, whereas the odds for a woman fromnugnaas are not significantly
different from rural women in seeking prenatal cseevices after controlling for
other related variables.

The results in model 2 support the expected relakip between wealth
status and birth attended by skilled personnel. ddies for a woman from the
richest household for accessing skilled care faddbirth are nearly 4 times as
high as the odds for a woman from the poorest dgjrind highly educated
women are 3 times more likely to have birth unddliezl care than the illiterate
women. Moreover, the likelihood of women with prestaconsultation to have
birth by skilled attendant is 3 times higher thaonven with no prenatal care.
All other variables used in the model indicate gigant relationship with the
response variable (Table 8).

With regards to wealth status and education’s &ssoc with use of
facility-based services for delivery care (model, 3) appears that the
relationship is highly significant with the gredtedfect in the richest quintile,
higher education and prenatal care in comparistim @ther variables. All other
variables used in the model are also significanhfluencing access to health
facilities for child birth with the expected relatiship, except for the Punjab
province where the use of facility-based servisasot significant (Table 8).

Unlike other socioeconomic characteristics, conguar$ of age groups
vary by specific cultural settings and are not gisvalear. However, it is
expected that younger women would be more likelgdoess health care service
than older ones considering the fact that accesseteices has increased in
recent years. The results show that the age of wodwoes not significantly
influence prenatal care, whereas being relatividgrois significantly related to
accessing skilled personnel for birth and usingilifgéased services.
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Moreover, parity shows a significant relationshithwmaternal health care
indicators in all three models.

After controlling for age, parity and region, tresults in Table 8 confirm
the strongest effect of wealth status on materealth care indicators;evealing

Table 8

Odds Ratios Showing the Effect of Wealth Statusc&ttbn, and Residence
after Controlling for Demographic and other Charadstics on Use of
Prenatal, Delivery Care and Facility-based Servic2306-07

Prenatal Care by Births by Facility-ees
Skilled Persons Skilled Persons Delivery Care

Variables (Model 1) (Model 2) (Model 3)
Wealth Status

Poorest (r) - - -

Poorer 1.629*+* 1.315* 1.388**

Middle 2.042%* 1.699%* 1.747%*

Richer 3.200%** 2.432%+* 2.442%x*

Richest 6.913*+* 3.671%* 4.119%**
Women’s Education

None (r) - - -

Primary 1.301** 1.179* 1.325*

Secondary 1.577%* 1.659%* 1.966**

Higher (r) 3.944x+* 2.875%+* 3.833%+*
Place of Residence

Rural (r) - - -

Urban 1.101 1.400%* 1.277*
Region of Residence

Punjab 1.166 0.803** 1.104

Sindh 3.238%** 1.161 2.047%*

Khyber Pakhtukhwa 1.336* 0.918 1.395*

Balochistan(rlContraception - - -

No (r)

Yes - - -
Tetanus Injection 1.319%** 1.237* 1.265**

No (r)

Yes - - -
Prenatal Care 3.163*** 1.105 1.145*

Unskilled (r)

Skilled - - -

- 3.143** 3.766*+*

Age Group

15-24 (r) - - -

25-34 1.100 1.153* 1.061

35+ 0.965 1.596%** 1.449**
Parity

0-2 1.432 1.850%** 1.926%**

3-4 1.167 1.331** 1.347%*

5 & Plus (r) - - -
(N) (691) (127) (3370)

Source:PDHS, 2006-07 data.

Results based on logistic regression models witte8kvs. Unskilled (1 & 2), and Facility-based vs.
Home (3) as response category variables.

*** Significant at p=< .001; ** Significant at p=85; * significant at p=<.01.
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that women from the poorest and rural households fgreater barriers to
accessing health care services and contribute ¢o pérsistence of health
inequities [Gwatkin,et al. (2007)]. Moreover, women’s education exercises
relatively lesser but significant influence on nmatd health care practices and
calls for increasing access through improved etitutdevels.

Results from this analysis provide useful insightoithe relationship
between poverty, education, place of residence madernal health care
practices, and reveal how socioeconomic constrdiimis the opportunities to
improve maternal health status in Pakistan.

CONCLUSIONS AND DISCUSSION

A number of conclusions can be drawn from thesellt®go inform
policy, programming, and future research. The aldmdings indicate that
there is an improvement in inequity patterns ofltheaare among married
women during the period 1990-91 to 2006-07 begimnimthe urban areas and
more recently spreading to rural areas. However cttange witnessed over the
last decade is not large enough to bridge the lhealp between the rich and the
poor.

Poor women whose health risks aretgre@ceive lesser health care
and access to services from skilled health perdotiha® non-poor women.
Results from this analysis show that women fromtipdke second, middle and
richer quintiles have contributed to narrowing ithequity gap in the use of
health care services, while the poorest, despiteesamprovements, lag far
behind. The dominance of wealth differentials iatennal health care practices
suggests that service costs are significant inagieg health inequalities,
especially when use of private health facilitiesoaig the poor is considered.
The inequity pattern disfavouring the poor andltdrge majority of uneducated
women is likely to jeopardize the achievement ofalgo4 and 5 of the
Millennium Development Goals and other national aedional targets of
maternal and child health care programmes.

The present analysis also provides insights intacioggonomic
constraints to access services and identifies graugt covered by current
service-delivery programmes, and where the needthargreatest. These results
provide guidelines for programme planners to redusuities and better
understand the barriers faced by individuals ins¢hsub-groups, especially
pertaining to costs of services, weak health itfugsure, issues of transport and
access, and quality of services for women belongintie poorest households.
To counteract the pro-rich inequities, the prioshould be to increase coverage
in poor communities through appropriate targeting autreach schemes and
service provision strategies.

Important inequities are also observed within ediocacategories
showing great variability between no education higher education level of
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women for accessing health care services. As eduatattainment levels
of women have shown overall improvement in Pakistaer the time period
of this study, its impact on use of maternal headne is reflected in the
increased proportion of primary and secondary ethdcaomen accessing
these services in recent years, thereby reduciagtiucational differentials
within groups.

Overall, the results of this study reinforce theliea evidence that
these women—the poorest, the least educated, thasg in rural areas—
encounter greater constraints in accessing prenathdelivery care services
from skilled health personnel which may contribute higher rates of
maternal morbidity and mortality. There are certaubgroups of women
which have indicated improvement and contributed narrowing the
inequity gap, especially for prenatal care, whergat® for some subgroups
show that the poor-rich gap has widened over tlersjeespecially in use of
private health facilities. The improvement obserimednaternal health care
practices during the past decade appears to hawtellmated to a reduction in
maternal mortality ratio as estimated in the 2006FRIDHS data, calling for
further in-depth analysis of the effects of imprdveealth care practices on
maternal mortality level. However, caution shoukdtaken while comparing
the five discrete categories of wealth quintilesemfual size, with widely
varying size and composition of population subgmupy education,
residence and age groups.
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