
Evidence and Policies on Unwanted Pregnancies and Abortions in Pakistan
The Government of Pakistan is keenly aware of unacceptably high levels of unwanted pregnancies and related consequences for morbidities and mortality for women and children in Pakistan. In fact, the reduction of unwanted fertility may be a key to reducing maternal and child mortality and to reaching Millennium Goals 4 and 5. While primary causes for unwanted fertility and high levels of mortality and morbidity are clearly the lack of adequate services for reproductive health and adequate levels of utilization, the underlying causes are rooted in the very social and economic structures of the country. Here we provide an update of the recent trends in unwanted fertility and its related behaviors but it has to be recognized that policies & programs and progress in other sectors, particularly education and in eliminating poverty are closely linked to the success in eliminating the deeper causes of unwanted fertility and its sequels. 

Poor progress in increasing literacy and particularly the sharp gender inequalities in educational differentials between men and women, particularly in rural areas, and increasing poverty in the last few years is bound to affect and perhaps erode gains made in some of the health indicators. Above all the poor status of women which does not allow them much decision making power to make important decisions and limited mobility which does not allow them to travel easily to health centers is a huge factor in addressing the issue of reducing unwanted fertility and maternal mortality in Pakistan. Policies of Ministry of Education, the Poverty Reduction Strategy Papers, the Ministry of Women and Development are all relevant in this regard.  
In the latter part we outline some of the policies and measures adopted by the Government that directly address the issues of unwanted fertility and maternal health. They fall mainly into the programs and policies of the Ministry of Population Welfare and Ministry of Health. 

The Evidence:

 There is strong evidence through a comparison of results of the Pakistan fertility and family planning survey 1996-97 (PFFPS) and Pakistan demographic and health survey 2006-07 (PDHS) of no change in the mistiming of births in the past decade and only a slight decline in the proportion of unwanted pregnancies. Overall the proportion of mistimed and unwanted pregnancies has declined from 28 percent in 1996-97 to 24 percent in 2006-07 (Figure 1). The proportion of unwanted pregnancies has a positive association with age of mothers in both the PFFPS, 1996-97 and the PDHS, 2006-07 with more than half of 45-49 year olds not wanting their last birth. (Figure 2). A second lens through which we can measure unwanted fertility is the total wanted fertility rate which is computed by excluding births from the total fertility rate that that were unwanted from the numerator. The evidence suggests that the number of children unwanted per woman has declined from 1.4 children to one child in the past decade. The gap between total wanted fertility and total fertility rate has narrowed in the past decade, both in urban and rural areas, among uneducated women and among women in all educational categories (Table 1).
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	Table 1: Total wanted fertility rates and total fertility rates by selected background characteristics

	 
	PFFPS, 1997
	PDHS, 2006-07

	Background characteristics
	Total wanted fertility
	Total fertility rate 
	Unwanted fertility
	Total wanted fertility
	Total fertility rate 
	Unwanted fertility

	Residence
	
	

	   Urban
	3.0
	4.3
	1.3
	2.5
	3.3
	0.8

	   Rural
	4.5
	5.9
	1.4
	3.4
	4.5
	1.1

	Education
	
	

	   None
	4.5
	6.0
	1.5
	3.7
	4.8
	1.1

	   Primary
	3.4
	4.9
	1.5
	2.9
	4.0
	1.1

	   Middle
	3.1
	4.4
	1.3
	2.4
	3.2
	0.8

	   Secondary
	2.3
	3.1
	0.8
	2.4
	3.1
	0.7

	   Higher
	2.9
	3.5
	0.6
	1.8
	2.3
	0.5

	   All
	4.0
	5.4
	1.4
	3.1
	4.1
	1.0
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Determinants of Unwanted fertility

A closer look reveals that unwanted fertility varies significantly between women based on their type of residence, educational attainment and wealth status. Figure 3 shows that education and wealth both strongly influence the level the unwanted fertility. Even wantedness of last pregnancy (mentioned above) is strongly correlated to these background characteristics. Women from rural areas, no education, and poor households have higher levels of unwanted pregnancies. 

Both these indicators reflect the high unmet need for family planning. Unmet need in Pakistan is among the highest in the region; 25 percent of women want to limit or postpone childbearing but are not using any method to do so. However, unmet need has declined slightly from28% in 1990 being more conspicuous in urban (from 29% to22%) compared to rural areas where the decline is marginal (26% to 22%) Unmet need for family planning also varies across income groups – women from the poorest households have more unmet need than women from the wealthiest households, 31 and 20 percent, respectively. The sharpest differentials in unmet need are present amongst women with different educational attainment. The 2006-2007 DHS reports that around 26 percent of women with no education have an unmet need for family planning as compared to 18 percent of women with higher education. The primary causes behind unmet need are lack of access to services, poor quality of services that lead to high dropout rates, husband’s approval and lack of women’s autonomy and mobility. 

There is high inequality in access to RH facilities across rural and urban areas; in 2001 the average distance to an RH facility in rural areas was almost four times that in urban areas, 3.4 km and 12.6 km respectively. Over the last 15 years women have cited various reasons for not using contraceptive methods despite wanting to regulate their fertility. Religious opposition has played an increasingly smaller role in women’s decision to adopt contraception.  However, fear of side effects (or health concerns) and husband’s approval has become increasingly important in a woman’s intention to use FP methods. Health concerns as a barrier to contraceptive use are mirrored in the trends in contraceptive use. Since the turn of the century contraceptive use has stagnated at around 30 percent, meanwhile ever use of contraceptive method has increased steadily to 50 percent. The divergence in the trends for ever and current use can potentially be explained by contraceptive failure, high dropout rates due to side effects, and low quality of methods available. 

Unsafe Abortions

A corollary of high unmet need and mistimed pregnancies is the increase in likelihood of women seeking induced abortions. In Pakistan, as in most Islamic countries, abortion is illegal except in cases where the woman’s life is at stake. Given that abortion is against the law and access to safe services is poor, incidence of abortion would be expected to be low. However, smaller studies and informal accounts indicated that many women would seek an abortion rather than give birth to a child they cannot afford. These studies demonstrate that induced abortion has been occurring in Pakistan, and indeed the medical community has long recognized that this is a widespread phenomenon and is particularly concerned about the high mortality and morbidity associated with it.
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A recent study carried out by the Population Council and the Alan Guttmacher Institute has estimated 890,000 induced abortions a year for 2002 (Population Council 2004). The abortion rate is 29 per 1000 women aged 15-49.  These abortions are mainly taking place among married women with more than three children (Population Council 2004).  A notable proportion of the women who have induced abortions are those that have used contraceptives and some even say they were using contraceptives (albeit ineffectively) when they became pregnant. In fact, the abortion ratios by province shown in Figure 4 coincide with higher levels of unmet need for family planning, i.e. NWFP.
 The nationally representative survey found that of the women who had an induced abortion 86 percent had used a contraceptive method at some prior point in their life; moreover, two-thirds of them had used a method in the interval preceding the survey. The two most common methods used were condoms and withdrawal, accounting for three quarters of the use at the time of conception, i.e. contraceptive failure. Contrary to expectations, women who had had induced abortions favored contraceptive use over abortion, they regarded contraceptive use as more effective, convenient, safer and less expensive form of birth control. Reasons for such high contraceptive failure (52 percent) among these women include: reliance on low use-effective methods, negative perceptions of the more effective methods (pills, IUD, injection), and experiences of side effects. Women also reported husband disapproval, costs of contraceptive methods and poor availability and quality of FP services as hindrances to contraceptive use. 
The Consequences

While fertility has declined from 6 to 4.1 in the last two decades, the levels of contraceptive use according to the latest DHS 2007 remain under 30 percent and unmet need for family planning is still at a high 25 percent. Poverty, ill health of mothers, large number of children under five closely spaced in age is the direct outcome of high fertility. The risks associated with high fertility are exacerbated when the pregnancy or child is unwanted (Reference). Unwanted pregnancies or mistimed pregnancies are mainly an outcome of realization on the part of women and families that they just cannot afford a child financially, or care for their children physically. There are two outcomes of unwanted pregnancies, the first is an abortion and in the case of Pakistan most likely an unsafe abortion (with its sequel in raised morbidities for women) or an unwanted child. We deal with each of these outcomes separately. 
Post abortion complications 

Women who survive an unsafe abortion may suffer chronic pelvic pain, chronic pelvic inflammatory disease, and/or infertility. They face a greater risk of ectopic pregnancy, premature delivery, and other adverse health consequences in the future. Of the women who had an induced abortion in the 2004 survey, 37 percent experienced post- abortion complications. Consequences range from minor ailments to profuse bleeding and in rare circumstances to death. While the latest  PDHS 2007 cites only 5.6 percentage of maternal deaths due to abortion, it is more than likely that abortion when only permissible under conditions, is usually performed illegally and therefore not reported. 
In a National survey carried out by the Population Council in 2002, Health professionals reported that the proportion of women who had complications varied from 10 percent in the case of gynecologists to 66 percent in the case of a dai or traditional birth attendant. It was also strongly reported that the risk of complications was primarily a function of type of provider though the poor and rural women are obviously more likely to use the most untrained of providers so there risks are much higher. In a national survey of all public facilities and private teaching hospitals, it was estimated that at least a quarter million women annually present with complications from induced abortion, the figure is higher if you add spontaneous abortions. The burden on the health system is immense but out of pocket expenses for women and families are also a real pressure for poorer households in particular. 

Investment in health, nutrition and schooling 

When an unwanted pregnancy is carried through and results in the birth of a child it has economic implications for not only the child but also the entire family. Many studies have shown that unwanted fertility has detrimental effects on antenatal care and postnatal preventive and curative care. Investment in schooling also has a strong correlation with unwanted fertility; unwanted children attain less years of schooling than wanted children. Moreover, the birth of an unwanted child that the family cannot afford naturally affects the resources allocated to siblings. In a country like Pakistan, where there is a strong prevalence of son preference, in the case of an unwanted birth resulting in a boy, is likely to have a negative impact on the female siblings of the household, in terms of health and education. In cases where investment in unwanted children is not compromised, mothers sacrifice their share of resources to do so; this phenomenon is exacerbated in Pakistan where women’s health is culturally undervalued. 
Household poverty
Poverty and stringent household resources are the usual reasons for not wanting additional children. More than 50 percent of the women in the above study reported economic hardship as the reason for not wanting pregnancy. A recent panel study in twelve villages of NWFP and Punjab found that one of the largest shocks to a household is an unwanted child which usually results in withdrawal of girl children from school.  There is evidence of a strong nexus between unwanted pregnancies, poverty and low investments in children’s nutrition and schooling which perpetuates a vicious downward cycle for many households.
The Current Response of the Government of Pakistan 

Population Policy (2002):


Reduction in Maternal Mortality and Morbidity is an area of great concern for the Government of Pakistan (GOP). Population Policy has been approved by the Cabinet in July 11, 2002 Population Policy has a wider scope and has a rights-based approach. The core issues deal with gender inequalities and lack of access to the quality services, and broader areas of poverty and sustainable development.  Based upon the demographic scenario, the Policy recognizes the need to:-

· Reduce the Rate & Incidence of Un-wanted Fertility

· Promote Rationalized Family Norms

· Increase Investment in Youthful Population

· Focus on Male Involvement Objective of the Population Policy:-

-
Long Term Objectives:


-
Universal Access to Safe Family Planning (FP) Methods by 2010


-
Reduce Fertility through Enhanced Voluntary Contraceptive 





adoption to Replacement level 2.1 Births per Woman by 2020


-
Reduce PGR from 1.9 % per annum in 2004, to 1.3 % per annum 




by 2020


Goals, Areas of Focus and Strategies to execute the Population Policy have been outlined in the attached ‘Policy Document’.

National Health Policy:

Essential Health care Service Delivery Package for Hospitals:
The minimum essential health care services to be delivered at Three Level tier of Hospitals is as follows:

-
Tehsil / Taluka Headquarter Hospital

-
Preventive Services: Immunization, Family Planning, VCT Centre, 
Nutrition, Community Out-reach services

-
District Headquarter Hospital

-
Preventive Services: Immunization, Family Planning, VCT Centre, 
Physiotherapy, Nutrition

-
Tertiary Teaching Hospital:

-
Preventive Services: Immunization, Family Planning, VCT Centre, 
Nutrition, Physiotherapy

National Maternal, Neonatal & Child Health (MNCH) Program; 

In addition to the National Health Policy the Ministry of Health has recently launched an MNCH program to tackle maternal and child health with a strong component on family planning and birth spacing. A decision made by the Prime Minister of Pakistan on 14th April 2005 is reproduced as under:” Mandatory provision of Family Planning Services from all service delivery outlets of Health Ministry / Departments and Lady Health Worker Programme 

 Under the proposed MNCH program, efforts would be made to ensure that preferably all (DHQ/THQ/RHC/BHU) health facilities are providing maximum range of Family Planning services for optimal birth spacing.  All logistics and training needs would be met from the Program in close collaboration with the Ministry of Population Welfare”.

The Lady Health Worker Program was started in 1994 with the objective to provide basic Primary Health Care (PHC) services to the communities at their doorstep and bridge the gap between communities and the static healthcare services. LHWs are the community based female cadre deployed to cater to a population of 1,000 for providing non-clinical Family Planning services i.e Condoms, Oral Pills, Emergency Contraceptives and Injectables, besides PHC services e.g. Safe Drinking Water, Basic Sanitation, Polio drops, Malaria control, TB DOTs, etc. LHWs have referral linkages with Healthcare Facilities such as Family Welfare Centers (FWCs), Reproductive Health A/B-Centers for FP/ RH Services and Basic Health Units (BHUs) & Rural Health Centers (RHCs) for other health services. 
As per MOU between MoPW and MoH, it is recognized that the Lady Health Workers Program is a key intervention impacting the household level in the rural areas. Therefore, a Departmental Coordination Committee under the Programme Manager with representatives from MoPW and other sister programs like MNCH for augmenting the role and capacity of LHWs for Health-Population related services delivery. In this context, Master Trainers from MoH have been trained in Comprehensive FP counseling and services at National and Provincial Levels who will subsequently under-take step-down trainings in Districts. Currently there are about 100,000 LHWs to be increased to 150,000 in the coming financial year.
The Potential for Further Action 
The situation regarding unwanted pregnancies and ensuing morbidities, unsafe abortions and negative consequences for women and children particularly in poorer households is now well established. As seen in the policies of the two main line Ministries of Health and Population welfare, cited above,  the Government has clear directions for tackling the problems mainly by increasing access to reproductive health services particularly family planning to prevent unwanted pregnancies. It is also committed to providing post abortion care which has not been as highly emphasized in the policies though it is part of the common accepted Reproductive health package of the two ministries. 

It is clear that not enough has been done. The policies above are yet to be fully implemented. In consonance is the role of the private sector which provides the bulk of services in many parts of the country. They too have a responsibility, along with Social marketing organizations to enhance knowledge, coverage, of family planning services to prevent the high levels of unwanted pregnancies. 

But most of all what will be important is for other policies, particularly the macro economic framework, the Poverty reduction strategy and the sectors other than Health and Population welfare to recognize the importance of household decisions regarding family size and enabling couples to have the number of children they want and not more, is essential for the core of development and future of Pakistan. 
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