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MdG target 5a: Reduce by three-quarters, between 
1990 and 2015, the Maternal Mortality Ratio
Pakistan has been making progress over the past two decades on 
maternal health but it is not yet on track to achieve its 2015 targets.6

Figure 1 n Maternal mortality ratio 1990–2008 and 2015 target
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Source: 2010 WHO/UNICEF/UNFPA/World Bank MMR report.

country context
Pakistan enjoyed a period of strong economic growth be-
tween 2003 and 2007. However, since 2007, inflation has 
become a major concern and the economic outlook fur-
ther deteriorated since the floods of 2010, which affected 
all provinces with an estimated flood damage of US$ 10 
billion. About a fifth of the population still subsists on less 
than US $1.25 per day.1 Pakistan’s export earnings come 
primarily from the textile industry, though overseas remit-
tances continue to play a major role. 

Pakistan’s large share of young population (37 percent 
of the country population is younger than 15 years old) 
provides a window of opportunity for growth and poverty 
reduction—the demographic dividend. But for this op-
portunity to result in accelerated growth, the government 
needs to invest more in the human capital formation of its 
youth. 

Gender equality and women’s empowerment are impor-
tant determinants of reproductive health. Higher levels 
of women’s autonomy, education, wages, and labor mar-
ket participation are associated with improved reproduc-
tive health outcomes.2 Sex ratio, the number of males per 
100 females in the population, is considered a summary 
measure of women’s status because it reflects gender differ-
ences in survival rates; a sex ratio greater than 100 signals 
low status of women. In 2006-07, the sex ratio in Pakistan 
was estimated to be 102,3 decreasing from 108 in 1998. The 
country has achieved success in increasing girls’ school 
enrollment but gender disparities in enrollment remain. 
In 2009, at the ratio of female to male primary enrollment 
was 83 while the ratio of female to male secondary enroll-
ment was 76.4 Forty percent of females aged 15 and older 
are literate. Slightly over a fifth of adult women participate 
in the labor force that mostly involves work in agriculture; 
women account for only 13 percent of all non-agricultur-
al employment.4 Gender inequalities are reflected in the 
country’s human development ranking; Pakistan ranks 
125 of 157 countries in the Gender-related Development 
Index.5 

World Bank support for Health in Pakistan
The Bank’s latest Country Partnership Strategy is for fiscal years to 2010 to 2013.

current Projects:
P114508 3rd Partnership for Polio Eradication ($74.68m)

Pipeline Project: P125109 Additional Financing for Third Partnership for Polio 
Eradication project Approval date 04/21/2011
P115889 Enhanced Nutrition Mothers & Children Pr Approval date 7/17/2012
Public Private Partnership for Health: Revitalizing Health and Nutrition Services 
in Crises Affected Districts of Khyber Pakhtunkhwa

Previous Health Project:  P081909 Partnership for Polio Eradication
P097402 Second Partnership for Polio Eradication
P103989 Pakistan-TA for LHW 3rd Party Evaluation
P074856 HIV/AIDS Prevention Project

Pakistan: MdG 5 status

MdG 5a indicators

Maternal Mortality Ratio (maternal deaths per 100,000 live 
births) UN estimatea

260

Births attended by skilled health personnel (percent) 38.8

MdG 5B indicators

Contraceptive Prevalence Rate (percent) 29.6

Adolescent Fertility Rate (births per 1,000 women ages 15–19) 51

Antenatal care with health personnel (percent) 60.9

Unmet need for family planning (percent) 24.9

Source: Table compiled from multiple sources
a The 2006–2007 DHS estimate is 276.
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n key challenges

High fertility
Fertility has been declining over time but remains high among 
the poorest. Total fertility rate (TFR) has dropped significantly 
over the last two decades, from an average of 5.4 births per woman 
in 1988 to 4.1 births in 2006–2007.3 Still, fertility among poorest 
Pakistanis is nearly twice than among the wealthiest (Figure 2). 
Similarly, TFR is 2.3 among women with tertiary education or 
higher compared to 4.8 among women with no formal education.

Figure 2. n total fertility rate by wealth quintile
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Source: DHS Final Report, Pakistan 2006–2007

Adolescent fertility adversely affects not only young wom-
en’s health, education and employment prospects but also 
that of their children. Births among 15–19 year olds are associ-
ated with the highest risk of infant and child mortality as well as 
a higher risk of morbidity and mortality for the young mother.2, 7 
In Pakistan adolescent fertility is low at 51 births per 1,000 wom-
en aged 15–19 years.3

Early childbearing is prevalent mainly among the poor. In 
Pakistani society, most births take place within marriage, and the 
median age at marriage is close to 20 years. Birth closely follows 
marriage; among 20–24 year olds the mean gap between mar-
riage and first birth was about 22 months.8 While overall preva-
lence of early childbearing is low, it varies by socioeconomic 
characteristics. About 44 percent of the poorest 20–24 year old 
women have given birth before reaching 18 and only 19 percent 
of their richer counterparts did (Figure 3). This poor-rich gap in 
prevalence of early childbearing was very small among the oldest 
cohort of women; this gap appears to have widened among the 
younger cohort of women.

Use of modern contraception is low. Current use of contra-
ception among married women was 30 percent in 2006–2007, a 

threefold increase from 12 percent in 1990–1991. More married 
women use modern contraceptive methods (22 percent) in con-
trast to the use of traditional methods (8 percent). Female steril-
ization is the most commonly used method (8 percent), followed 
by the condoms (7 percent). Use of long-term methods such as 
intrauterine device and implants are negligible. There are socio-
economic differences in the use of modern contraception among 
women: modern contraceptive use is 32 percent among women 
in the wealthiest quintile and just 12 percent among those in the 
poorest quintile (Figure 4). Similarly, just 19 percent of women 
with no education use modern contraception as compared to 34 
percent of women with tertiary education, and 18 percent for ru-
ral women and 30 percent for urban women.

Figure 4. n use of contraceptives among married women by wealth 
quintile
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Source: DHS Final Report Pakistan 2006–2007

Unmet need for contraception is high at 25 percent indicating 
that women may not be achieving their desired family size.3, 9

‘Up to God’ and opposition to use of modern contraceptive 
methods are the predominant reasons women do not intend 
to use them in future. Over a quarter of women (28 percent) not 
intending to use contraception indicated it is ‘up to God’ while 
23 percent expressed opposition to use, primarily by themselves, 
their husband, or due to their religion.3 Only 3 percent of women 
cite a desire for more children while cost and access are lesser 
concerns, indicating further need to strengthen demand for fam-
ily planning services.

Although the Population Welfare Program has been working 
to disseminate family planning messages in the media, overall 
exposure is low. Forty-one percent of women have seen a fam-
ily planning message on television and 11 percent have heard a 
message on the radio. Wealthier and more educated women are 
more likely to be exposed to these messages. Further, women re-
port even little exposure to family planning messages by health 
workers. Only 23 percent of married women not currently using 
contraception indicated they were visited by a field worker who 
discussed family planning with them in the last year.

Poor Pregnancy outcomes
While majority of pregnant women use antenatal care, insti-
tutional deliveries are less common. Three-fifths of pregnant 

Figure 3. n Percent women who have had a child before age 18 
years by age group and wealth quintile
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Source: DHS Final Report, Pakistan 2006–2007 (author’s calculation)



women receive antenatal care from skilled medical personnel 
(doctor, nurse, midwife, or Lady Health Visitor) with 28 per-
cent having the recommended four or more antenatal visits.3 
However, a smaller proportion, 39 percent deliver with the as-
sistance of skilled medical personnel (doctor, nurse, midwife, or 
Lady Health Visitor) predominantly in the private sector. While 
77 percent of women in the wealthiest quintile delivered with 
skilled health personnel, only 16 percent of women in the poorest 
quintile obtained such assistance (Figure 5). Further, two-fifths 
of all pregnant women are anaemic (defined as haemoglobin < 
110g/L) increasing their risk of preterm delivery, low birth weight 
babies, stillbirth and newborn death.10

Figure 5. n Birth assisted by skilled health personnel (percentage) 
by wealth quintile
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Sixty percent of women never received postnatal care within 
six months of delivery while 16 percent of women got postnatal 
check-up from a non-medically trained provider.3

Nearly three-fifths of women who delivered at home be-
lieved it was not necessary to deliver in a health facility while 
38 percent cited inability to afford (Table 1).3

Human resources for maternal health are limited with only 
0.77 physicians per 1,000 population but nurses and midwives are 
even fewer, at 0.38 per 1,000 population.1

The moderate maternal mortality ratio at 260 maternal deaths 
per 100,000 live births indicates that access to and quality of emer-
gency obstetric and neonatal care (EmONC) remains a challenge.6

technical notes:
Improving Reproductive Health (RH) outcomes, as outlined in the 
RHAP, includes addressing high fertility, reducing unmet demand for 
contraception, improving pregnancy outcomes, and reducing STIs.

The RHAP has identified 57 focus countries based on poor reproductive 
health outcomes, high maternal mortality, high fertility and weak health 
systems. Specifically, the RHAP identifies high priority countries as 
those where the MMR is higher than 220/100,000 live births and TFR is 
greater than 3.These countries are also a sub-group of the Countdown 
to 2015 countries. Details of the RHAP are available at www.worldbank.
org/population.

The Gender-related Development Index is a composite index developed 
by the UNDP that measures human development in the same dimensions 
as the HDI while adjusting for gender inequality. Its coverage is limited 
to 157 countries and areas for which the HDI rank was recalculated.

table 1 n Reasons for not delivering in a facility (women age 15–49)

Reason %

Not necessary 57.4

Costs too much 38.0

Not customary 7.4

Too far/no transport 6.8

Husband/family not allow 5.7

No time 5.3

Facility not open 4.4

Don’t trust facility/poor quality 3.6

Other 1.6

No female providers 0.6

development Partners support for Reproductive Health  
in Pakistan
There are a number of development partners working closely with 
the government in the implementation of the National Maternal and 
Child Health Policy and Strategic Framework (2005–13). development 
partners support for reproductive health in Pakistan include:

WHo:  Health Policy and Health System Development

unFPa:   Reproductive health including Family Planning and 
rights

uniceF:  Child protection; child and maternal health

usaid:   Health systems strengthening; skilled birth 
attendance and Family Planning

dFid:   Maternal and Neonatal Health and Health System 
Development

Global Fund:  HIV/AIDS

ausaid:  Maternal and Neonatal Health

GiZ:  Social protection and Health System Development

Marie stopes:  FP training; Contraception distribution

iPPF through  RH rights; educating & empowering youths re: STIs 
FPaP:  and HIV

Hiv prevalence is low in Pakistan and knowledge of Hiv 
is poor
The prevalence of HIV in Pakistan is extremely low, with only 
one-tenth of one percent of the population infected. However, 
this number may be higher that reported due to social taboos 
and fear of discrimination.11

Only 5 percent of women have comprehensive knowledge of HIV 
(condom use and one faithful partner for risk reduction; knowing 
that a healthy-looking person can have HIV; and knowing that HIV 
is not transferred mosquitoes or sharing food). Only 28 percent of 
women know that HIV can be transferred during breastfeeding.3



n key actions to improve RH outcomes

strengthen gender equality
•	 Support women and girls’ economic and social empowerment. 

Increase school enrollment of girls. Strengthen employment 
prospects for girls and women. Educate and raise awareness on 
the impact of early marriage and child-bearing.

•	 Educate and empower women and girls to make reproduc-
tive health choices. Build on advocacy and community par-
ticipation, and involve men in supporting women’s health and 
wellbeing.

Reducing high fertility
•	 Address the issue of opposition to use of contraception and 

promote the benefits of small family sizes. Increase family plan-
ning awareness and utilization through outreach campaigns 
and messages in the media.

•	 Engage community leaders and key gatekeepers, including re-
ligious leaders, to raise awareness and increase acceptability of, 
and demand for, critical Reproductive Health/family planning 
services

•	 Educate men about contraceptive choices and the impact of 
high fertility. Work within the framework of prevailing re-
ligious and cultural gender norms, drawing on reverence for 
motherhood and eagerness for healthy children to promote 
contraceptive use, especially for birth spacing.

•	 Secure reproductive health commodities and strengthen sup-
ply chain management

Reducing maternal mortality
•	 Address the perception that it not necessary to deliver at a 

health facility. This will require a combination of Behavior 
Change Communication (BCC) programs via mass media and 
community outreach as well as deploying midwives to assist 
women with home deliveries.

•	 Promote institutional delivery through provider incentives and 
generating demand for the service. During antenatal care, edu-
cate pregnant about the importance of delivery with a skilled 
health personnel and getting postnatal check. Encourage and 
promote community participation in the care for pregnant 
women and their children.

•	 Target the poor and women in hard-to-reach rural areas in the 
provision of basic and comprehensive emergency obstetric care.

•	 Address the inadequate human resources for health by training 
more midwives and deploying them to the poorest or hard-to-
reach districts.

Reducing stis/Hiv/aids
•	 Help maintain the low infection rate by communication, in-

formation and make available voluntary testing and counseling 
through the antenatal care system.

•	 Improve data collection and surveillance, especially among 
high risk populations.

correspondence details

This profile was prepared by the World Bank (HDNHE, PRMGE, 
and SASHN). For more information contact Samuel Mills, Tel: 202 
473 9100, email: smills@worldbank.org or Inaam Haq email: ihaq@
worldbank.org. This report is available on the following website: 
www.worldbank.org/population.
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Pakistan RePRoductive HeaLtH action PLan indicatoRs 

indicator Year Level indicator Year Level

Total fertility rate (births per woman ages 15–49) 2007 4.1 Population, total (million) 2008 166.1

Adolescent fertility rate (births per 1,000 women ages 15–19) 2007 51 Population growth (annual %) 2008 2.1

Contraceptive prevalence (% of married women ages 15–49) 2007 29.6 Population ages 0–14 (% of total) 2008 37.3

Unmet need for contraceptives (%) 2007 24.9 Population ages 15–64 (% of total) 2008 58.7

Median age at first birth (years) from DHS — — Population ages 65 and above (% of total) 2008 4

Median age at marriage (years) 2006/07 19.8 Age dependency ratio (% of working-age population) 2008 70.3

Mean ideal number of children for all women 2007 4.1 Urban population (% of total) 2008 36.2

Antenatal care with health personnel (%) 2007 60.9 Mean size of households 2006 7

Births attended by skilled health personnel (%) 2007 38.8 GNI per capita, Atlas method (current US$) 2008 950

Proportion of pregnant women with hemoglobin <110 g/L 2008 39.1 GDP per capita (current US$) 2008 991

Maternal mortality ratio (maternal deaths/100,000 live births) 1990 490 GDP growth (annual %) 2008 2

Maternal mortality ratio (maternal deaths/100,000 live births) 1995 410 Population living below US$1.25 per day 2005 22.6

Maternal mortality ratio (maternal deaths/100,000 live births) 2000 340 Labor force participation rate, female (% of female population ages 15–64) 2008 21.8

Maternal mortality ratio (maternal deaths/100,000 live births) 2005 290 Literacy rate, adult female (% of females ages 15 and above) 2006 40

Maternal mortality ratio (maternal deaths/100,000 live births) 2008 260 Total enrollment, primary (% net) 2008 66.1

Maternal mortality ratio (maternal deaths/100,000 live births) target 2015 120 Ratio of female to male primary enrollment (%) 2007 102.3

Infant mortality rate (per 1,000 live births) 2008 72 Ratio of female to male secondary enrollment (%) 2007 97.1

Newborns protected against tetanus (%) 2008 80 Gender Development Index (GDI) 2007 125

DPT3 immunization coverage (% by age 1) 2007 56.1 Health expenditure, total (% of GDP) 2007 2.7

Pregnant women living with HIV who received antiretroviral drugs 
(%)

— Health expenditure, public (% of GDP) 2007 0.8

Prevalence of HIV, total (% of population ages 15–49) 2007 0.1 Health expenditure per capita (current US$) 2007 23

Female adults with HIV (% of population ages 15+ with HIV) 2007 28.7 Physicians (per 1,000 population) 2007 0.777

Prevalence of HIV, female (% ages 15–24) 2007 0.1 Nurses and midwives (per 1,000 population) 2007 0.381

national Policies and strategies that have influenced Reproductive Health
2005 National Maternal and Child Health Policy and Strategic Framework

The national framework is Government of Pakistan’s pledge to ensure availability of high quality MCH services to all, especially for the poor and the 
disadvantaged. It envisaged development and implementation of integrated MCH program at all levels.

2010 18th Amendment to the Constitution – The recent unanimous passage of the 18th amendment to Pakistan’s Constitution by the Parliament and 
its signature into law by the President is a major development. The amendment envisages devolution of authority from the federal government to 
the provinces and eliminates the “Concurrent List,” in about 40 areas including health which is now fully devolved to the provinces. As provinces 
assume effective authority in these areas, which they are now bound to do by June 30, 2011, they would have to enhance their capacity for policy 
development, oversight, regulation, and monitoring and evaluation functions to be devolved to them The devolution to the provinces is in process and 
its affect and impact on health generally and specifically for reproductive is not yet fully clear

indicator survey Year Poorest second Middle Fourth Richest total
Poorest-Richest 

difference
Poorest/Richest 

Ratio

Total fertility rate DHS 2006/07 5.8 4.5 4.1 3.4 3.0 4.1 2.8 1.9

Current use of contraception (Modern method) DHS 2006/07 12.4 15.5 21.9 26.3 31.6 21.7 –19.2 0.4

Current use of contraception (Any method) DHS 2006/07 15.6 20.8 30.1 36.8 43.4 29.6 –27.8 0.4

Unmet need for family planning (Total) DHS 2006/07 31.1 27.4 26.5 19.9 20.2 24.9 10.9 1.5

Births attended by skilled health personnel 
(percent)

DHS 2006/07 16.0 24.7 35.4 52.1 77.3 38.8 –61.3 0.2


