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ABSTRACT 
Reproductive health is concerned with the people’s ability to have a satisfying and 

safe sex life ensuring their capability to reproduce with a liberty of making a decision that 

if, when and how often they have to do so. In Pakistan, culturally females are married at a 

young age; become mothers and are at risk of health complications i.e. HIV/ STD and 

STI. There is less utilization of reproductive health services throughout Pakistan that 

ultimately affect the health status of people at very young age. Most of the communities 

are not aware of reproductive health services and thus do not avail of these facilities. So 

the present study was designed to examine the females perceptions, attitudes and 

practices about reproductive health services as well as to determine the level of their 

empowerment to take decisions and make choices regarding their own reproductive 

health besides determining the level of the quality, availability and accessibility of 

reproductive health services and to suggest some measures for policy makers to improve 

the reproductive health state of young mothers in district Faisalabad. A sample of 600 

young married females aged 15-32 years were selected through multistage sampling 

technique. Most (44.0%) of the respondents belonged to age category of 26-30 years; 

35.5% were married up to 18 years; 39.3% had passed up to 5 years marriage duration; 

71.8% had primary and above level of education. Majority (65.9%) had up to Rs.10,000 

per month income,  49.2% possessed 6-10 family members, 73.5% bore at least 2 and 

above live children, 74.0 % perceived family planning as good,79.7% had knowledge of 

FP, 54.7% HIV/AIDs, STIs (30.2%), RH (68.7%), RTIs (47.7%) and 26.0% practiced 

FPM. The most common FPMs were condom (33.3%) and tubectomy (21.8%) while 

41.0% faced side effect because of FPM during their reproductive life. A huge majority 

(79.8%) of the respondents received ANC, 87.8% made regular visits for medical 

checkup and 48.8% got ANC from Pvt. Hospital during last pregnancy. Bi-variate 

analysis showed highly significant relation among age at marriage, awareness level, 

monthly income, education, number of pregnancies, number of children, number of visits 

to medical centre, availability of RH services, cultural hindrance and age of respondents 

vs. their reproductive health. The adjusted value of R2 was 0.415 which indicates that the 

predictor variables given in the model were responsible for 41.5% variation in the 

reproductive health of females.  
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Chapter-1 

INTRODUCTION 

The World Health Organization defines reproductive health as ‘a state of physical, 

mental and social well being at all matters relating to the reproductive system at all stages 

of life. Reproductive health is concerned with people’s ability to have a satisfying and 

safe sex life ensuring their capability to reproduce with a liberty of making a decision that 

if, when and how often they have to do so (WHO, 2013). It is correlated with the rights of 

men and women to have information on, and easy access to, such methods of family 

planning, which are safe, effective, affordable and acceptable generally along with 

appropriate health care services, which ensure to go through pregnancy and childbirth 

safely  (Khan et al., 2007; WHO, 2013).  

The issues concerning reproductive health are the main causes of death and illness 

in the women who are of childbearing age (World Bank, 2004). A woman’s disability in 

reproduction can make her least contribution both at social and economical levels 

fighting against the poverty. Reproductive health problems become a cause to lose 250 

million years of reproductive life every year worldwide. The poor, especially 

impoverished women and young people disproportionately have to bear more adverse 

consequences ( UNFPA, 2005c). A vast disparity in sexual and reproductive health is 

visible between the rich and the poor countries of the world, even though some radical 

changes have been witnessed as improvements in “reproductive health” more 

significantly in poorer countries. The World Health report testifies that after HIV/AIDS, 

malaria and tuberculosis, bad maternal conditions are the fourth major cause of death and 

illness of women in poorer countries in comparison with which only 1 out of 4000 

women die in pregnancy or childbirth in rich or developed countries while 1 of 16 

women die in Sub-Sahran Africa with the same problem. According to Wikipedia 

Foundation Report in 2007, in developing countries, almost 20% of the total burden of 

disease is caused by maternal problems (Wikipedia Foundation, 2007). A form of sexual 

violence in the shape of early marriage is prevalent, more specifically in Africa and South 

Asia and, generally, throughout the world (Naheed, 1997; UNFPA, 2005a). Young girls 

are forced into early marriages (Gupta, 2005; UNFPA, 2005a; Population Council, 2007; 
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Silverman, 2010; WHO, 2012) and into sexual relations, which destroy the general as 

well as reproductive health and increase their risk of getting exposed to HIV/AIDS 

(UNFPA, 2005a; UNICEF, 2006; Shah et al., 2011) besides minimizing their 

opportunities of attending school (Gueorguieve et al., 2001; UNFPA, 2005a; Jain et al., 

2011; Nguyen and Wodon, 2012; WHO, 2012). Women of reproductive age in 

developing countries suffer death or disability because of complications during 

pregnancy and childbirth. According to an estimate held in 2000, the death toll of women 

reached 529,000 due to the complications of pregnancy and childbirth (UNFPA, 2005a). 

For every woman who dies, roughly, 20 more suffer serious injury or disability between 8 

to 20 million a year. A mother’s death can cause devastation for the children who are left 

behind falling a prey to poor health, poverty and exploitation without having motherly 

love and protection. While a mother’s disability can dwarf all her contribution to the 

family as well as economy in her efforts put forward to fight against poverty (UNFPA, 

2005a). Still about 16 million female adolescent of ages 15-19 become mothers and are at 

risk of health complications i.e. HIV/ STD and STI (Population Council, 2009; WHO, 

2012).   

A persistent high growth rate and serious reproductive health concerns are the 

highlighted problems of a developing country like Pakistan where, with a decline of 

fertility, a humongous need for family planning is felt that ranges to 37% while maternal 

mortality is more than 300 per 100,000 live births (Population Council, 2007). While 

more than 20,000 women are dying annually due to pregnancy and childbirth 

complications (Asghar et al., 2009). As per the official records, Pakistan’s mortality ratio 

is as 340 per 100,000 live births excluding the contribution of abortion to the ratio. A 

large hospital in Karachi conducted a study observing from 1981 to 1990 that 1 in 10 

maternal deaths had occurred due to abortion either spontaneous or induced. The factors 

behind such a tragedy were diverse and several-among which, the first of all was that 

abortions were not considered a part of public health and the activists said that emergency 

contraception could prevent pregnancy from forced sex or non-use of contraception. The 

most important concern was the attitude towards abortion. Maternal deaths could be 

prevented if there was legalized procedure of abortion, facilitated by the provision of a 
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skilled health worker, unshackled by the cultural and religious taboos and if prohibition 

of makeshift contraceptive methods is there (Zoffeen, 2007). 

There is a close connection between maternal and newborn health. For example, 

all over the world, 130 million babies are born every year among whom, 4 million die in 

first month of their life the neonatal period the number which comprises 40% of all 

deaths in children under the age of five. The death rate is very high in the first 24 hours 

after birth within neonatal period. Newborn deaths depend upon the health of the mother 

and her accessibility to the skilled attendant at delivery and postpartum care. Premature 

and low weighted birth to adolescent mothers is resultant from malnutrition that are 1.5 

times more likely to die before their first birthday if they were born to older women. 

Improvements in emergency obstetric care can play a vital role in the decrease of 

maternal, prenatal and neonatal mortality and morbidity. According to the Population 

Council (2006), the danger for mother and baby rises with the passage of time in case of 

obstetric emergency until or unless the proper treatment is started (Population Council, 

2006). The lower socio-economic status, less mobility and less decision-making power of 

Pakistani women make them more vulnerable to HIV. For instance, in educational 

enrolment, the female literacy rate is much lower than that of males in Pakistan (44% for 

women as compare to 69% for men) (Govt. of Pak., 2009) that is the outcome of gender 

disparity. So, this illiteracy becomes an obstacle to women learning about HIV, its causes 

and prevention, in comparison with men. A flawed health system is a basic cause for a 

weak implementation at the initial level that comprised lack of adequate infrastructure, 

skilled professional staff, poor coordination, accountability and check and balance 

mechanisms (Govt. of Pak., 2009). 

In the formal labour force, the lesser representation of women is clearly a result of 

their lower literacy rates and levels of educational attainment and their dependency on 

men for economic and social help. In addition to that, it becomes difficult for women to 

get access to health and social services along with the access to basic reproductive health 

care due to the restriction on mobility. Finally, the restrictions on their decision-making 

power do not allow them to be well equipped with the skill that is important to 

communicate with partners for safer sexual practices. 
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A woman’s concern for antenatal care (ANC) services is the result of an intricate 

interplay of empowerment and hierarchies that is related to the pregnancy related 

decision making in distant household authorities which are, most of the time, the mother-

in-law or another elderly female. However, the decision-making process is very closely 

related to the class-based barriers and family level factors that is of interwoven with the 

quality of relationship of the authoritative female figure and the young woman, the social 

beliefs with regard to the risk in pregnancy and utility of modern healthcare, the financial 

stability and a social ability to bypass the proscriptions against pregnant women’s of right 

acknowledgement movement (Mumtaz and Salway, 2007; Shah et al., 2011). 

The incorrect and limited range of awareness and knowledge of an individual’s 

reproductive health among Pakistani men and women is the result of sub-standard 

education and non-accessibility to the effective services of reproductive health. Both the 

genders (male and female) seem unable to differentiate between reproductive and sexual 

health or reproductive or sexual disease. The reliability upon unqualified and 

inexperienced practitioners causes the risk of further infection resulting from their limited 

knowledge and the possibility of improper infection control.  Relatively widespread 

presence of risk behaviour is responsible for the increase in the incidence of STIs in 

Pakistan according to the general belief of the health care professionals. The 

consequences of the negligence of family planning can be serious comprising unsafe 

abortions as the result of unwanted pregnancies. A restoration of the access to safe and 

effective contraceptive methods guards the lives and well being of women and children 

and makes the crisis effected couples able to manage the limited family resources more 

effectively (UNFPA, 2005b; Population Council, 2009). 

One of the barriers to contraceptive uses is low income, in Pakistan, which is a 

country where the deterioration of economic conditions is hindering the private sector to 

become an important supplier of contraception. Modern contraceptive use in deterred by 

low income in Pakistan particularly, with regard to provision of contraceptive methods by 

the private sector. The ultimate conclusion of this fact is that to reach the aim of family 

planning program, the prices of contraceptives supplied through the private sector must 

be lowered for the low income people so that voluntary family planning and other 

reproductive services can be provided to the couples to avoid high risk pregnancies, 
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prevent unwanted abortion and childbearing, and to avert sexually transmitted infections 

and diseases such as HIV/AIDS that can cause death, disability or infertility (Agha, 2000; 

Population Council, 2006; Population Council, 2009). It is becoming evident that the 

biased social roles and sex differentials in access to resources of various kinds are related 

to inequalities in health related options and outcomes for women and men (Okojie, 1994). 

The data analysis of many developing countries proves the vulnerability of women to ill 

health, less access to health promotion resources, non-availability to health services and 

to be non-benefited within the healthcare system (Okojie, 1994; Vlassoff, 1994). The 

poor maternal health indicators, so widely evident for women in developing countries, 

reflect the influence of an inequitable gender role that impacts at all levels from policy 

formulation (Standing, 1997; Okojie, 1994; DeBrouwere et al., 1998) through program 

design and implementation (Timyan and Griffey, 1993; Vlassoff, 1994) to the 

community, household and individual. While the importance of placing gender at the 

centre of investigations into health variations has long been recognized by feminist 

researchers, it is only recent that this approach is being more widely valued in health 

research (Sen et al., 2002).  

The health status is not satisfactory in Pakistan. The female cannot move freely 

due to cultural restraints. They normally need a male family member to accompany them. 

Health facilities for women are very few along with shortage of female health staff, either 

medical or paramedical health (Gwadar, 2005). In Pakistan today, the government is 

theoretically responsible for the delivery of reproductive health services from its 

approximately 10,000 health facilities nation-wide.  However, it is clear that the quantity 

and quality of services that are actually provided are not commensurate with the wide 

network of service centers. The organization and delivery of women’s reproductive 

healthcare is weak at all levels in terms of technical capacity and resource availability, 

and particularly in relation to qualified female staff (Siddiqi et al., 2004).  

In Pakistan, less than one third of pregnant women receive any antenatal care. 

Amongst these, 71% live in the rural areas. Trained Personnel assist only 20% of 

deliveries, which the lifetime risk of dying from pregnancy related causes is 1 in 38 

(Tinker, 1998). Many obstetric emergencies occur unexpectedly and cannot be predicted 

by basic prenatal care. Timely recognition of the complications of pregnancy and referral 
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system is as important as the quality of outreach services. Utilization of services is much 

more influenced by the quality of health care than by access to health services (Acharya 

and Cleland, 2000).  

1.1 Rationale for study  

Reproductive health is a primary element of basic health and human development. 

Reproductive health is very sensitive issue regarding youth especially in Pakistan. Better 

sexual and reproductive health accelerates progress on achieving universal primary 

education and poverty and hunger.  Maternal and child mortality prevented by access to 

well integrated reproductive health facilities i.e. antenatal care, skilled attendance during 

delivery and after birth and emergency obstratic care. Family planning and modern 

contraception offer choice and the opportunity for women to make informed decisions 

and have more control over their lives, enabling young women to avoid early pregnancy, 

and a reduction in maternal and child deaths. More spacing between births reduces child 

mortality and improves maternal health.  

Youth has a distinct identity and cannot be merged with either the children or the 

adults. It can be defined as the persons falling between the ages of 15 and 24 years 

(UNO, 2002; WHO, 2001). However, the operational definition and nuances of the term 

‘youth’ often vary from country to country, depending on the specific socio-cultural, 

institutional, economic and political factors. World’s youth population in 2006  was about 

1,773 million; about 85% of them were living in developing countries and 60% in Asia 

(Population Reference Bureau, 2006) that has been grown to about 1.8 billion today 

(UNFPA, 2013; Population Reference Bureau, 2013). The youth population in Pakistan 

was 54.2 million in 2006; the second largest figure in the region after India (Population 

Reference Bureau, 2006) that has been raised to 58.5 million today (Population Reference 

Bureau, 2013). There is less utilization of reproductive health services throughout 

Pakistan that ultimately affect health status of people at very young age. Most of the 

communities are not aware of reproductive health services, thus not availing of these 

facilities. Another obstacle in the way is poor economic conditions. So they ignore their 

personal, social and economic benefits that speak about reproductive health. The majority 

of the population in developing countries is said to be less than 25 years of age. In 

Pakistan total youth (15-29 years) was 34.3 million (male 17.6 millions, and female 16.7 
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millions which was the 26.9% of total population (Govt. of Pak., 2006) while it has been 

now raised to 123,934,419 that is 65.1 percent of all Pakistani population (U.S. Census 

Bureau, 2012).  At present the majority of youth (64%) of Pakistan resides in rural areas 

(Govt. of Pak., 2006). It is therefore, likely that not only do a majority of Pakistan young 

persons live in rural communities but that they also make up a substantial proportion of 

rural dwellers. The escalating youth population in developing countries confronts new 

situations and threats to their present health status (WHO, 2001; UNO, 2005; UNO, 2006 

and Family Health International, 2006). While youth in general is vulnerable, it lacks the 

basic right of making free reproductive choices, such as when and whom to marry, 

whether to use contraceptives, and where to get them. Indeed due to cultural constraints, 

youth in all over the world especially in South Asia is even more vulnerable (Singh, 

2006). A number of studies regarding reproductive health services are in progress in 

Pakistan but the youth is always neglected in this regard. Thus, the present study has been 

designed to increase knowledge about importance of reproductive health and explore the 

factors prevailing in under-utilization of reproductive health facilities. The purpose of the 

study is to obtain information about access to and utilization of a broad range of 

reproductive health services at the community level. More precisely the objectives are to: 

1. study the socio-economic characteristics of respondents and their impact on  

reproductive health; 

2. examine their perceptions, attitudes and practices about reproductive health  

services in the study area;  

3. determine the level of women’s empowerment to take decisions and make   

choices regarding their own reproductive health; 

4. determine the level of the quality, availability and accessibility of reproductive  

health services; and  

5. suggest some measures for policy makers to improve the reproductive health  

state of young mothers.  
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1.2 Conceptual Framework 

Conceptual framework is showing the link between independent and dependent 

variables. 

Independent Variables Dependent Variable 

Age of respondent  

Age at marriage 

Education level of mother/her husband 

Family income 

No. of pregnancies 

No. of children (dead/alive) 

Availability of services 

Service charges 

Antenatal care 

Visits to health care centers 

Cultural hindrance in seeking health care 

service  

Reproductive Health of Female 

Contraceptive utilization/ prevalence (any 

method) 

Births attended by skilled personnel 

Knowledge of reproductive health 

Knowledge of STIs/ HIV/AIDS and its 

related prevention practices 
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Chapter-2 

REVIEW OF LITERATURE  

2.1  Historical Attainments in World Health 

Every checkup should be based on a case history. The unprecedented improvements 

in health reviewed in the last century give an insight to the present situation (Jamison et 

al., 2006a). Infant and children mortality was a wide spread problem common throughout 

the world until the 19th century. Most people in present age are stunted by poor 

nourishment. Decimation of entire communities along with the scarred and crippled state 

of people was caused by infectious diseases including small pox, measles, tuberculosis 

etc. Throughout the world, the ratio of life expectancy was low. Even in England where 

the women had the world’s highest average lifespan from 1600 to 1840, the fluctuation 

between 35 and 45 years life expectancy was observed that was half as compared to 

present days (Jamison et al., 2006; Oeppen, 1999). The mid-19th century has changed the 

overall scenario rapidly and dramatically. Many infectious diseases were brought under 

control and even smallpox was eradicated. The mortality rate for everyone was lowered 

by better nutrition and overall health conditions specifically in children and females, thus 

increasing their lifespan dramatically. The decades after 1840 observed a uniform and 

sustained rate of increase of 2.5 years per decade for the next 160 years. The highest life 

expectancy was raised to just 60 years by 1900 while by 2000, it surpassed 80 years. The 

achievements in life expectancy and health have been diverse and variable and their 

occurrence with regard to time and extent was also different but the commonality among 

all these factors has been widespread; 

 1977 became a hallmark for the eradication of smallpox. 

 Only a handful of countries were to be seen affected by polio.  

 In many parts of the world, diphtheria, whooping cough, measles and tetanus are 

rarely   found or even absent. 

 The decline in child mortality can be seen almost everywhere leaving an 

exception of some places. 

 An increase in average life expectancy is visible, although with some setbacks, 

throughout the world (Jamison et al., 2006) 
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 Between 1960 and 2002, the rise in average life expectancy was measured from 

36 to 71 years in China, in Latin America and the Caribbean, from 56 to 71 years 

and in South Asia, from 44 to 63 years. Even the Sub-Saharan African countries 

stepped forward from 40 to 50 years in average life expectancy in 1990, which 

later, fell back to 46 years in 2002, as a result of the spreading of HIV/AIDS 

epidemics (World Bank, 2004) The high-income countries surpass the developing 

countries in life expectancy. For example, a male born in United States in 1910 

could have an expectation to live 49 years and if he had been born in Chile, his 

life expectancy would have been decreased to 29 years only. In contrast to that by 

the late 1990s, the U.S life expectancy had reached 73 years and in Chile it had 

reached 72 years (Jamison et al., 2006; World Bank, 2004). 

According to some historical analyses, one major factor is said to be dominant than 

all other minor factors, while some other approaches believe that several inter-woven 

factors are responsible for that. The involvement of the exploration of historical theories, 

the nature of causation with regard to its contribution to the study of epidemiology is a 

tool to understand human health changes in the 20th century. Many divergent theories can 

be there but the two that serve our purposes are: 

  The major improvements in health cannot be expected in the past years not only 

by the growth of income itself and it can also not be considered the only tool for progress 

in health sector. But, the effectiveness of technical progress can be seen in broader 

perspective. It has proved itself the basis for worthwhile health benefits even if the 

income growth does not go hand in hand or even remains stagnant. Though economic 

progress and income growth are proved to be the key features to explain and discuss the 

remarkable health benefits in 20th century and in the decrease of mortality in Europe. The 

health gains show a weak correlation with the improvement of finances in the 19th 

century and early decades of 20th century and in later decades to some extent, in most 

areas such as Cuba, Sri Lanka and Kerala State in India, that examplifies that high or 

rapid growing incomes do not correlate with the dramatic improvements in health. The 

divergent pace of health improvements at so many different places around the world that 

are having diverse levels of economic development and income growth states that 

different other factors also play a leading role in that. A wide range of studies held in 
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later decades of 20th century acknowledges the fact that technical progress (in side health 

sector i.e. improvement in allocating fund, social security systems and national health 

services, out-side health sector i.e. food security, infrastructural improvement in road, 

house, sanitation, potable water) has contributed to the health gains in last century more 

than increased wealth. With regard to this, any advancement in knowledge can be 

referred to the technical progress that provides a way to practical improvement. It engulfs 

the developments and application of more advanced and sophisticated treatments 

including organ transplants and angioplasty, and the most simple and naïve treatments 

including oral, dehydration therapy in which liquids with a few simple ingredients are 

given to a child suffering from diarrhea to avert death from dehydration. It relates to the 

progress of preventive care which testifies a new, more effective or easier to administer 

vaccines attached with simple behavioural changes such as providing warmth to the 

newborns and ensuring that their umbilical cords are monitored to be clean and free of 

infection. It also comprises some innovative methods for the provision of standard 

treatment like directly observed therapy short course (DOTS), an internationally 

acknowledged and developed strategy that has effectively eradicated the spread of 

tuberculosis (TB) in many countries (Jamison et al., 2006). 

Institutional and managerial innovations are also a corollary of technical progress. 

These can be explained as the organization and administration of public health functions 

for the first time in a country or doing so in unique and more effective ways in countries 

where they have already been practiced. They may comprise the identification and 

training of new groups of health workers, development of new strategies of surveillance 

to trace a disease and then planning and execution of vaccination campaigns or to take 

steps for the improvement of accessibility and quality of care (ibid). 

As far as the economic and public policies are concerned technical progress 

consists of all the improvement directly related to the allocation of funds that might result 

in the study of the efficiency of intervention and strategic value of assessing the effect as 

per their cost. It deals with the development of new methodology for the provision of 

economic support or resources to the health systems e.g. by the mobility of public 

resources or channeling already known financial resources as well as adopting new 

tactics for the payment to the providers and to purchase the health services. Another form 
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of this type of technical development is visible in the creation of social security systems 

and national health services that ensure the health security of millions of families saving 

them from the clutches of high costs of severe illnesses and injuries. With regard to the 

health sector the technical progress seems contributing to the improvements in health. A 

notable rise in agricultural productivity has become a tool to improve nourishment to the 

largest part of the world’s population. The other factors, which have contributed a lot, are 

related to the improvements in infrastructure comprising housing, sanitation, potable 

water, and safe roads. A projection of education with increased investments has also 

supported the increase of literacy and thus, has facilitated the diffusion (spread) of 

messages about health living has played a vital role (ibid). 

The institutional or organizational innovations and broader social change do not 

have any proper demarcation but still the social changes appear contributing more 

substantially to improve health systems. A most apparent change is related to the 

women’s status with regard to their political, social, economic and educational rights. 

The awareness of women’s rights and improvement of women’s status has improved not 

only women’s own health but also the health of people living around them in family or 

society at large (ibid). In some countries, even if societal wealth is less visible or absent, 

this technical change is resulted in the improvement of people’s health as the countries 

like Chile, Costa, Rica, Cuba and Sri Lanka exercised the basic method to improve the 

general public health encompassing sanitation, routine immunization, and improved birth 

attendance which has remarkably reduced the infant, child and maternal death rate while 

the countries with the same economic profiles but negligent of stepping in technical 

progress are left behind (Jamison et al., 2006; Jamison, 2006a). A cross-country 

econometric study exhibits that the countries making rapid technical progress have cut 

the figure of infant mortality by as much as 5% annually in comparison with those 

countries which have made little or no progress in the field of technology (specifically the 

accountability of a different pace of technical progress has proved the effect of health on 

income is much stronger than the effect of income on health (Jamison, 2006a). 

2.2  Health and Economic Growth 

The human welfare, the importance of the dramatic health achievements in 20th 

century are frequently overlooked by the researches because the standard indicator of a 
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country’s progress has been disciplined, disabled identify the quantity and a standard of 

growth in national economy and wellbeing of the people.  Various studies are put forward 

to retain the reduction of this problem by measuring a value of raised longevity in 

monetary terms. The statistics of this kind held in United States show that the increasing 

longevity rate is related to American’s well-being matches or exceeds the six fold 

increased in real income during the first five decades. The importance of improvements 

in health for human welfare is also underestimated by the researchers as better health 

itself leads to the economic growth. In fact health may be more important for economic 

growth. Many calculations have shown that the people are more active and productive 

whose health is better than ill health. The calculations comprise the focused experiments 

such as demonstrations that agriculture related people are to be more productive if treated 

for anemia (Jamison et al., 2006).  

2.3  Fairness/ Equity 

The vast historical perceptive of human health is wide and has been researched in 

different ways. The most obvious patterns are positive with undefeatable attainments, 

wide spread advancements and improving health. Positive trends have veiled the woven 

progress that had hindered large numbers of people from making progress and 

disadvantageously made than backward. The pervasive large inequalities can be ignored 

by neglecting the process of setting priorities and designing strategies for health 

improvement. As Jamison (2006a) states in his writing “Investing in health” that in far 

too many countries health conditions remain unacceptably and unnecessarily poor. This 

factor is a source of grief and misery and it is a sharp brake on economic and poverty 

reduction. Health conditions, if given prevalent tools and resources, could be reasonable 

everywhere but the same health conditions are not at all “reasonable” called far too many 

people. There are still much smaller chances of leading a healthy long life for the children 

in low-income countries than those born in higher income countries. Women, in 

comparison with men lead longer lives but their lives are characterized by poorer healthy 

(Buvinic et al., 2006). The women who are denied of rights of inheritance, political 

voice, legal standing or education are witnessed facing more health problems and less 

accessibility to medication and health services (Mills et al., 2006; Wagstaff et al., 2006; 

Bavinic et al., 2006; Lule et al., 2006; Rosenstock et al., 2006; Victora et al., 2006; Jain 
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et al., 2011; Sibanda, 2011; Myers and Harvy, 2011; Maliki, 2012; Tarnunoimama, 

2012). Others socially highlighted groups whether larger ones that is depended 

populations residents of rural areas and migrants or the small groups consisting of street 

children have to face the same excessive burden. Fairness or equality is a vital part of 

every health related document (Mills et al., 2006; Wagstaff et al., 2006; Buvinic et al., 

2006; Lule et al., 2006; Rosenstock et al., 2006; Victora et al., 2006). The investigators 

can disaggregate analysis of health inequalities by over viewing the relevant division in 

society for example gender, economic stability, age, religion or geographic setting. The 

three different levels can be said to be the warp and woof of the outcome pattern of 

inequality: Large difference in health; the varied access to and use of the amenities of 

health care; and unexpected confrontation of health risk.  

2.4  Patterns of Inequity in Health Status 

Rising global average population rate makes it difficult to visualize the substantial 

disparities in health care system among various parts of the world and disparate income 

bracket, genders and age groups. Maternal mortality ratio (MMR) that encompasses the 

risk of death per pregnancy becomes up to 40 times higher in some countries of Africa 

than Northern European countries (Abu Zahr and Wardlaw, 2004). The excess health 

problems for women cannot rightly be said to be the exclusive result of diseases 

concerning maternal conditions, but consists of a higher occurrence of illnesses that result 

from inequitable gender roles e. g. in Sub-Saharan countries, HIV seems more likely 

infecting the teenage girl 5 to 16 times more likely than the boys of same age groups. The 

other causes to increase the mortality threatening the lives of women include neglect of 

female children, gender-selective abortions and violence that can be a key to estimate the 

millions of women who are not included in population measurement figures in China, 

India & other parts of South Asia (Jamison et al., 2006; Anderson, 2011; WHO, 2012). 

A vast difference in the provision of health services can be seen within the 

countries, and large disparities can be seen between China, Wealthier Coastal regions in 

their health facilities while in Latin America, the indigenous populations have shorter and 

less healthy lives than other settlements of the population. In fact, the researchers have 

continuously traced that the poor live shorter and less healthy lives than the rich in most 

countries (Jamison et al., 2006; Akhlaq, 2006). 
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2.5  Patterns of Inequity in Health Care Provision 

 The disparities in health care services mainly sprout from injustice, for example:  

 In most developing countries, the effectiveness of interventions with regard to the 

coverage levels is remarkably low if we talk about mother and child survival. A 

survey held in 42 countries that comprise 90% of the global child deaths shaved 

that only two out of nine major interventions reached more than half of the 

children (Jamison et al., 2006). 

 In sub-Saharan African countries, less than half of women were assisted by 

skilled birth attendants in 1999 (ibid). While according to the available 

calculations, over 80% of women gave birth to the children at home and only 5 

percent of these deliveries were conducted by professionals. Despite Pakistan’s 

extensive network of public sector delivery facilities, it is also a fact that the 

health workers reach only about one-third of the country’s total population. While 

the remaining two-thirds of the population has to seek the services by the private 

sector (PAIMAN, 2009). 

 One-third of the world’s population is deprived of effective access to necessary 

latest medicines or vaccines. Essential drugs are not provided when required by 

some 65% of people in India and 47% of those in Sub-Saharan African countries 

(Jamison et al., 2006).   

 Various barriers hinder the people from getting appropriate health care facilities. 

These barriers can be categorized in services, clients and institutions resultantly 

affecting women disproportionately. These factors are discussed as under: 

Factors that are related to services consist of expensive cost of care and 

transportation, difficult access to services and the time required to reach 

them, sub-standard care, inadequate care, non-cooperative attitude of staff 

and cultural and linguistic variations (Jamison et al., 2006; Myers and 

Harvey, 2011; Palamuleni, 2011) . 

Factors that are related to clients consist of social and cultural bans put 

against women’s mobility, weak financial status, women’s greater time 

consumption in household chores and lack of information about their 

health needs and rights on the part of women as well as less knowledge of 
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the availability of services (Jamison et al., 2006; Myers and Harvey, 2011; 

Palamuleni, 2011; Anderson et al., 2011; WHO, 2011; Nasrin and 

Rehman, 2012). 

Institutional factors consist of male control over decision-making, 

manipulation of health budgets and facilities; local understanding of 

illness; local treatment traditions and taboos of stigma and discrimination 

in health provision services (Jamison et al., 2006; Myers and Harvey, 

2011; Palamuleni, 2011). 

2.6  Socio- economic, Demographic and Cultural Factors and Female 

Reproductive Health 

2.6.1  Maternal and neonatal health 

The Millennium Development Goals (MDGs) aims to develop maternal health by 

preventing unwanted, high-risk and unplanned pregnancies and the provision of proper 

health care in pregnancies, childbirths and postpartum period to protect the lives of 

women (Alan Guttmcher Institute and UNPFA, 2003; Abdel-Hady El- Gilany and 

Wehady, 2009). A woman’s future contributions to the society and the assurance of her 

health and productivity of future generations depend upon the protection of mothers 

during reproduction (Meyer and Sahn, 2006). The problems affecting maternal health are 

multi-functional. Effective maternal care programs can prevent maternal morbidities 

(Park, 2007; Kulkarni and Baride, 1998; Moon, 2007; WCLRF, 2008; Shah et al., 2011; 

Santhya, 2011).  

A notable health disparity between rich and poor countries is established from the 

fact that more than 99% of deaths (both maternal and neonatal) occur in under-developed 

countries (USAID, 2009). Neo natal/ maternal death in the first week/month is higher in 

developing countries (WHO, 2012). This is a major existing disparity between low 

income and high-income countries in public health statistics. Overall in high-income 

countries, the risk of maternal death is 4000 in average lifetime while this ratio is 1 in 61 

in middle-income countries and 1 in 17 in the lowest-income countries. Pakistan, right 

now, is facing 276/100,000 maternal deaths (USAID, 2009; WHO, 2012). 

The death percentage during the neonatal period (from birth to 28 days old) also 

exposed vast disparity between rich and poor countries. Just 1 percent of all neonatal 
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deaths take place in high-income countries, while neonatal mortality ratio is 4 per 1000 

live births on average. The average of live births in low-income countries is about 33 per 

1,333. South Asia has to face the occurrence of the majority of neonatal deaths that is 

mainly because of its sizeable population; however, the highest neonatal mortality rate is 

observed in 20 of the sub-Saharan African countries. The highest rate is found in those 

countries where poverty has been exacerbated due to civil wars and political instability as 

in Ethiopia, Liberia and Sierre leone. The neonatal mortality rates have exceeded 50 per 

1000 live births in these countries (USAID, 2009; Gomez et al., 2008; UNICEF, 2009). 

The infant and neonatal mortality rates may exhibit more about the state of its 

health system than any other figures in a particular country. An integrated and well-

functioning health care delivery system is required to achieve low maternal and infant 

mortality rates, with an easy excess to the communities with education and counseling 

that can be helpful for the people to avoid unwanted pregnancies, promotion of good 

nutrition, screening for risks, assistance for healthy birth and response to obstetric 

emergencies effectively (Gomez et al., 2008; UNICEF, 2009).  

The future reproductive health outcomes of a woman are associated with her 

experience at sexual debut. Women who experience sexual activity at earlier ages are 

more likely to become passive participants in high-risk behaviours and have to face 

unintended pregnancies, HIV and Sexually Transmitted Infections (STIs) (Gomez et al., 

2008; UNICEF, 2009; Anderson, 2011; Myers and Harvey, 2011; Maliki, 2012; WHO, 

2012). Many researchers have pointed out the co-relation of age and reproductive health, 

but a few surveys have highlighted the effect of age difference at first sexual intercourse 

that affect subsequent reproductive health outcomes. It is traditionally considered 

desirable in Pakistan to have a child soon after marriage for which the females most often 

have to face a pressure (Nayab, 2009; WHO, 2012). In the study, among the married 

adolescent, 63 percent in urban areas and 65 percent in rural areas had to bear pregnancy 

(Nayab, 2009). 

Education and fertility go hand in hand. Education is a key for the implementation 

of fertility changes among nations. The education of a couple (husband and wife) plays a 

vital role in different demographic phenomena such as desired family size, information of 

maternal health care, decision-making regarding census etc. (Murthi, 1995, Mumtaz, and 
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Salway, 2007; Shah et al., 2011). Education is considered and institutionalized as the 

single most powerful and effective variable for the unification of fertility behaviour. The 

assurance of girls being educated has a considerable impact on fertility behaviour 

including the postponing of marriage and first pregnancy and the size of the family 

(United Nation, 1974; UNICEF, 2005; Giday, 2006; Soraya, 2006; Noure, 2008; Shah et 

al., 2011; Maliki, 2012; Nguyen and Woden, 2012). Despite an extensive health care 

network, the maternal and newborn mortality and morbidity rates are high in Pakistan. 

The insufficient awareness among women, families and maternal and newborn 

complications are the major issues. The incidence of most maternal and newborn deaths 

mostly happens at home without the presence of a skilled health provider.  As per the 

available calculation, over 80 percent of women deliver at home while only 5 percent of 

these deliveries are conducted by trained health professionals (Sathar et al., 2009). 

Previous researchers also concluded like Caldwell (1979) that maternal education, place 

of residence, toilet facilities, antenatal care, breast-feeding, age of mother at the time of 

first pregnancy and delivery, sex of child, immunization, birth interval, assisted delivery 

and source of drinking water- these are the socio economic and cultural factors, which 

have seriously effects on the child mortality. So education not only helps females in 

promoting knowledge and awareness but also bring a change in the adoption of 

innovation. Many studies explored that educated females are more passive in adopting 

reproductive health services as compare to less educated females (Mudasar, 2008; 

Ahmed, 2008). Education was recognized as single most powerful variable in unifying 

fertility behaviour. Ensuring that females has got education has a considerable impact on 

fertility behaviour, including the postponement of marriage and first pregnancy and the 

number of children (United Nation, 1974; Sharif, 2005; Akhtar et al., 2005) and has 

appeared more effective for females in decision making regarding health, utilization of 

contraceptive services, in attaining right social status and performing proper and active 

gender role in society. 

In Pakistan, female health indicators are particularly poor and women’s 

attainment of reproductive health services is very limited. Pakistan is currently facing 

276/100,000 maternal deaths (USAID, 2009). At the macro-level, a feudal socio-political 

system, rooted in inequitable resource distribution, supported by a strong Islamic 



 19

ideology, produces rigid class (Hafeez, 1998). At the micro level, marriages of females 

are largely arranged at a very young age (Mumtaz and Salway, 2007) and within the kin-

group, and reproduction of the patrilineal lineage is crucial for a woman’s security in her 

marital home (Winkvist and Akhtar, 2000). A major aspect of this type of social 

construction is that men as economic providers and decision makers and women as 

dependents and homemakers (Khan, 1999). Pakistani women are not a homogenous 

group. Historical, ecological, socio-economic and ethnic factors play an important role in 

patterning women’s gender and reproductive health experience across this diverse 

country (Donnan, 1997). Pakistani women face gender restrictions regarding their 

mobility, level of involvement in decision-making or access to sources of information 

compared to women in other parts of the country (Mumtaz, 2002). In addition to regional 

variation, recent years have seen important socio-economic change in Pakistan including 

rising unemployment and poverty (Sathar and Casterline, 1998). Concomitant household 

changes are evident, with weakening parental control, nucleation of families, and reduced 

demand for children (Kazi and Sathar, 1996). Yet, the significance of a gender order that 

devalues females for the patterning of women’s maternal health is increasingly being 

recognized in Pakistan. At the level of health service provision, the failure of largely male 

policy-making bodies to appreciate the nature and extent of females’ health problems, 

both in the design and delivery of services has been highlighted (Bhutta, 2000, De 

Brouwere et al., 1998). Furthermore, the paucity of females’ healthcare providers in itself 

located in gender norms that restrict females from professional opportunities (Mumtaz et 

al., 2003). At the community level, females’ poor access to educational attainment and 

income- generating opportunities has also been implicated as a factor contributing to poor 

reproductive health (Midhet et al., 1998; Mumtaz and Salway, 2007) and the institution 

of Purdha has been argued to restrict females’ access to services by forcing that females 

can be seen and treated by female healthcare providers only (Winkvist and Akhtar, 1997; 

Tinker, 1998; Mumtaz and Salway, 2007).  At the level of the household, young females’ 

subordinates position has been argued to an important factor limiting access to pregnancy 

related health care (Winkvist and Akhtar, 1997; Mumtaz and Salway, 2007). There has, 

however, been little systematic investigation to-date into how norm and values actually 

influence use of maternal health services in Pakistan or elsewhere in other parts of South 
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Asia. Bhatia and Cleland (1995) explored the relationship between measures of females’ 

autonomy and the use of antenatal care services. Females’ autonomy was develop as a 

composite variable made up of measures of females’ economic and financial decision-

making, mobility, communication with husband on sensitive matters and involvement in 

key household matters. The indicator failed to highlight as a strong predictor of use of 

either antenatal or delivery services.  Later on Bloom et al., (2001) examined the 

relationship between three aspects of females’ autonomy i.e. decision making power, 

control of finances, freedom of movement and use of reproductive health care services 

use in Uttar Pradesh, northern India. Mere freedom of movement emerged as a significant 

predictor of antenatal care service use. Khan (1999) documented the importance of 

restrictions on females’ mobility in Punjab, Pakistan, particularly outside their village, on 

their access to health services. Restrictions on females’ mobility and movement are, 

normatively, even greater during pregnancy. Pregnancy, an obvious manifestation of 

sexual activity, is associated with shame (Sharam). Pregnant females should avoid public 

space and therefore their traveling to access prenatal care service is particularly 

problematic (Mumtaz and Salway, 2007). Winkvist and Akhtar (2000) stated that Punjabi 

females’ personal childbearing pattern, particularly whether they had had sons, affected 

their status within families and their access to healthcare. A large number of studies have 

explored the relationship between measure of autonomy and utilization of contraception 

and reproductive health amenities in Pakistan (Sathar and Kazi, 1997; Hakim et al., 2003; 

Mumtaz and Salway, 2007).  

Other key sociological contributions have focused on the culturally variable and 

socially organized nature of childbearing and utilization of reproductive health care 

services. Such literature depicts the birthing process in South Asia as females’ affairs 

(Rozario, 1995a; Jeffery et al., 2002; Unnithan-Kumar, 2002). In many South Asian 

countries especially Bangladesh, northern India and Pakistan, older women have been 

found to make decision about whom to consult and what steps to take during pregnancy 

and deliver since they are consider to have the knowledge and experience of birthing 

(Unnithan-Kumar,  2002; Jeffery et al., 2002; Rozario, 1995b; Mumtaz and Salway, 

2007). In many countries, the health sector alone cannot achieve or sustain maternal 

health without natural social change to increase the females’ enrollment in school, 
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reduction of gender biases in employment and pay imbalance emerging from a 

confrontation for bargaining power within the household. Primarily available healthcare 

interventions, although most of them are costly and expensive for the prevention of 

unwanted and unsafe pregnancy and childbirth and to standardize the neonatal health, 

should be focused at approachable location on affordable prices for sustainable maternal 

health (World Bank, 2006). 

2.6.2  Family planning knowledge, methods, practice, and reproductive health 

At sexual debut, a woman’s experience is related to the future reproductive health 

outcomes. The likeliness of participation in high-risk behaviours and experiencing 

unintended pregnancies is increased in women who sexually debut at earlier ages. They 

also become more prone to HIV and sexually transmitted diseases (STIs) (Gomez et al., 

2008). According to an estimate conducted worldwide, 210 million pregnancies occur 

every year, 60 percent of which end up in a abortion or in the death of the child or the 

mother (Liven Ruth, 2006). About 52.5 million pregnancies that make 25 percent of all 

pregnancies end in abortions. Annually death seizes more than 500,000 mothers and 4 

million infants but mortality is just one possible negative outcome. Whereas more than 54 

million women are reported to be suffering from diseases or complications during 

pregnancy and childbirth every year. Infact maternity related conditions represent 

between 12% and 30% of health problems among the women aged from 15 to 44 in under 

developed countries. It becomes major source of the disparity in disease burden with 

regard to the classification of males and females with reproductive health conditions 

concerns. Females are witnessed leading a longer but less healthy life. Despite pregnancy 

and childbirth being a natural part of a healthy life, they still involve risks (World Bank, 

2006). 

Many scholars have shown how age affects reproductive health but what is 

missing is a study of the effects of age difference at first sexual intercourse with and the 

effects on subsequent reproductive health outcomes.  In Pakistan, it is desired to have a 

child soon after the marriage. It would also be right to say that females are put under a 

considerable pressure for not bearing a child soon after marriage. In the survey, 63 

percent in urban areas and 65 percent in rural areas among the married adolescents were 

pregnant (Nayab, 2009). The substantial risks are faced during pregnancy by those 
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women who had been suffering from high blood pressure, heart diseases, anemia, 

hepatitis, and STIs or HIV/AIDs. 

Surveys have statistically documented that young south Asian people and the 

residents of Pacific region opinioned that due to early age involvement in intercourses 

and high frequency of sexual activities, they experienced a high level of unprotected 

sexual activity (Suva, 2005). This situation unavoidably invites attention to be paid to 

young people’s risk of being infected by STIs including HIV/AIDs. The actual situation 

is being made difficult for many countries due to the lack of systematically collected data 

on STIs and HIV/AID causing infection among young people to have an in-depth 

analysis. However, it is crystal clear that the ratio of STI has risen quickly among 

adolescents in recent years (WHO, 2004). Particularly, the effects of gonorrhea, 

chlamydioris and syphilis are long term and substantial and attention needs to be paid for 

the prevention of those infections diseases in young people. The HIV transmission has 

been increased due to the dramatic changes in STI facilities. According to the current 

statistics of epidemiology of STI and HIV, these are suggested to be the diseases of 

young people. The incidence of STI in China has been raised by 79.45% since 1999 

among the adolescents of 15-19 years old (WHO, 2004). Sudha et al. (2005) surveyed 

that the milestone to the destination of prevention is information about the Human 

Immunodeficiency Virus (HIV). Those who are infected can be alleged due to fear and 

prejudice heightened by the ignorance about the disease and of the transmission process 

of the virus.  A cross-sectional study was conducted in Hydrabad, the capital city of 

Andhra Pardesh, to assess the awareness, attitudes and beliefs of the general public 

towards HIV/AIDs. The results declared that 58.13% (465/800) of the studied population 

was slightly aware of HIV/AIDs but their perceptions about the mode of transmission or 

prevention were incorrect. The literate people were observed to be more aware than 

others. Another study held by Sheikh et al. (2003) determined the knowledge, attitude, 

behaviour and practices with regard to HIV/AIDs among the fishermen community in the 

coastal areas of Balochistan. Little awareness was found in the community regarding the 

causes, cure and prevention of HIV/AIDs. While health care workers believe that the 

spread of HIV/AIDs is high but is still being ignored of its risks. In sub-urban areas, 

hakims and quacks are often visited by the adolescents for the consultation of any sexual 



 23

health problems. Somrongthong and Panuwapsuk (2003) stated in their study that they 

aimed at investigation of sexual behaviours and opinions of adolescents about sexuality 

in slum community. The standard recommendation for the family, academic community 

and public health support is to vitalize the education of reproductive health and family 

planning among adolescents for the reduction of high-risk behaviours attached to the 

acquisition of HIV and other STDs. Afsar and Mehmood (2006) classified the 

knowledge, attitude and practices related to sexually transmitted diseases in the district of 

Khairpur, Sindh, Pakistan. Little awareness regarding the causes and preventions of 

sexually transmitted infections is found in the community. The situation seemed better in 

the areas that could access health care services providers. While the community did not 

consider itself at the risk even if the health care providers thought the prevalence of 

sexually transmitted infections is high in those areas. The conclusions drawn by Rahim 

and Sheikh (2006) display that the sexual and reproductive health (SRH) needs of 

adolescents have increased during the last few years, but are mostly unmet. Some of the 

issues involved are the lack of involvement of youth in the programs and limitations of 

the mass media in a conservative milieu. In Lahore, 400 adolescents and young adults 

were interviewed during a cross-sectional survey that was carried out in twenty villages. 

It was noticed that adolescents and young adults had some knowledge of SRH issues. 

Females were found more ignorant than males about puberty (F= 58%; M=62%), 

pregnancy (F=43%; M=55%), family planning (F=50%; M=62%) and sexually 

transmitted infection. The possible sources of information on SRH can be peers, media 

and a family doctor. To increase unmarried cognitive skill, life skill programs and young 

men’s involvement in such programs are a must. The effectiveness of youth programs can 

be enhanced by the involvement of families and communities.  

A particularly important thing for these women is the provision of appropriate 

screening, counseling and contraceptive services. Unwanted pregnancies can also be 

complying with negative consequences. The available data are incoherent and varied as 

per the basis of regions but statistics point out that family planning programs could 

prevent between twenty and forty percent of all infant deaths through preventing births 

among adolescents and older women and permitting intervals of three to five years 

between pregnancies that is a positive indictor for better reproductive health of women, 
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especially younger ones. Family planning can reduce unwanted pregnancies and help 

couples to achieve their desired family size. Access to effective contraception is 

important. The unmet need for contraception is defined as the number of females who 

wish to avoid pregnancy but are not using contraception. The unmet need for 

contraception is highest in developing countries especially in Sub-Saharan African 

countries, where an estimated 19.4% of women would like to avoid becoming pregnant 

but are not using any contraceptive (World Bank, 2006). In Pakistan only 30 percent 

married women age 15 - 49 are using contraception and 25% married women age 15 - 49 

have the unmet need of contraception (USAID, 2009). 

Pakistan also showed a significant decline in fertility levels and mortality levels in 

last few decades. Accurate data on abortions among young people are scarce or 

incomplete due to the sensitive nature of the issue. However, despite cultural and legal 

restrictions, young people do seek assistance in terminating unwanted pregnancies, often 

from unqualified practitioners. Moreover, unsafe abortion and its complications pose 

significant health risk for many women, especially those living in countries where 

abortion is illegal. Young people’s failure to obtain and use contraceptive correctly and 

constantly, the social stigma associated with premarital pregnancy, and the lack of 

appropriate counseling are thought to be the major factors leading to the high abortion 

rate among young people (WHO, UNFPA and UNICEF, 2007). Globally, up to 4.4 

million abortions are performed every year among women aged 10-24 years, most under 

unsafe conditions and conducted by unskilled providers (WHO, 1997). Unsafe abortions 

can result in hemorrhage, septicemia, injuries, infertility and death. Young people often 

seek assistance in terminating pregnancies at a late stage because they are more likely 

than adults to deny that they are pregnant, to fail to recognize the signs of pregnancy, and 

to delay taking the decision to seek help, thus putting themselves at greater risk of 

complications. 

Where abortion is illegal, the rising incidence of abortion-related complications is 

a major concern. In the Philippines, abortion-related complications are a leading cause of 

gynecological admissions to government hospitals (UPPI, 2001). The problem of 

abortion, however, is not unique to countries where it is illegal. In Viet Nam, for 

example, abortion has been legal since the 1960s and is widely accessible through public 
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health services. While the procedures are safe, repeat abortions are common, making the 

abortion rate in the country one of the highest in Asia and fifth in the world (Goodkind, 

1994). Even in Japan, the rate of induced abortion for women below 20 years of age has 

almost doubled in the last decade, from 6.2 per 1000 females in 1995 to 12.1 in 2000, in 

contrast to the decreasing trend in the total population (Govt. of Japan, 2001).  Safe or 

unsafe, repeated or not, abortion puts young people at risk of physical and psychological 

trauma and results in adverse socioeconomic consequences for them and the societies in 

which they live. Therefore, maximum efforts should be made to avoid such unplanned 

pregnancies. An abortion is sought by the women, who happen to experience unwanted 

pregnancies, ignoring the legality and social acceptance of the action. According to an 

estimation taken in 1995, 35.5 million abortions were performed in developing countries. 

Most legal abortions were sighted in China and some other parts of Asia but mockingly 

the most number of illegal abortions was also found in Asia with reference to its 

population size and high fertility rates. The abortions become far riskier in such countries 

where they are considered illegal. Each year 80,000 deaths are caused by unsafe abortion 

(varies from 100 to 600 per 100,000) procedures, that is comparable to a mortality rate 

for safe abortions (of only 0.6 deaths per 100,000) procedures. In many of these cases, 

the survivors have to face disabilities after unsafe abortions. 

Contraception methods for those couples that want to avoid pregnancy can be 

permanent, long-term or temporary. Sterilization for women or men is one of the 

permanent methods because of its being popular and most effective method of 

contraception; the number of sterilized women reaches 187 million worldwide that makes 

up 34 percent of all contraceptive practices (World Bank, 2006). The sterilization method 

for males by the means of vasectomy is simpler and safer than female sterilization but it 

is less in vogue. The male domination in society and cultural hindrances in many 

societies hinder the males to adopt such contraceptive methods. Worldwide, 40 to 50 

million males have taken up sterilization who account for 8% of contraceptive methods 

while the 2nd most common method of contraception is intrauterine devices that are used 

by 150 million women worldwide (World Bank, 2006). These devices can be included in 

long term contraceptive methods because of their insertion in uterus preventing 

pregnancy until their removal.  
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The intake of pills, skin implants and inject-able products to change the women’s 

hormone cycle to prevent conception are considered temporary methods. Despite the 

safety and effectiveness associated with these methods, they can cause some problems for 

females in shape of irregular bleeding, a problem for them in societies by prohibiting 

women from certain activities during menstruation. For this reason, 10 to 30 percent 

women abandoned the use of these contraceptive methods according to a WHO estimate 

while condoms being the most common method comprise the other temporary methods. 

Unlike other forms of contraception, condoms are considered unique for the provision of 

protection against STIs, and HIV/AIDs. Male condoms make up about 4 percent of 

contraceptive methods among couples of reproductive age. Strategies that should be 

adopted to meet the demand of contraceptive services are education and outreach, 

subsidies, distribution with zero cost and steps for the facilities and encouragement of 

sterilization. A variety of strategies with reference to the social marketing should be 

based upon traditional commercial marketing techniques for the promotion of socially 

profitable attitudes, awareness campaigns, availability of products and services. 

Typically, such programs will produce family planning products and services including 

condoms, oral pills etc. by the propagation through the mass media for the enhancement 

of knowledge (Kabir and Islam, 2000; Mistik et al., 2003; Waheed, 2005) bringing an 

ultimate positive change in community attitude (Anonymous, 1995; Valente and Saba, 

1997) an positive insight to the utilization of reproductive health practices (Boulay, 2002) 

with a particular consideration to young and educated females (Shakar, 2008)  despite of 

the fact that related to the females of many developing countries having less access to the 

mass media (Hassan, 2005). The products should repackage by them with a promotion 

policy/ campaign in a particular cultural background. At some places, the government 

would have to share with commercial manufacturers to advertise and sell already existing 

brands. In many countries, the sale and use of contraceptives have expanded by such 

social marketing programmes (Whaeed, 2005; World Bank, 2006; Shakar, 2008). 

2.7  Patterns of Inequity in Exposure to Health Risks  

Disparities in health status are also an outcome of varied exposure to health risks, 

most of which are linked with poverty and are reported in a number of research surveys 

comprising those of neonatal, water and sanitation malnourishment while many other 
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risks are associated with dangerous and physically demanding professions still other are 

related to climatic and geographic conditions. 

2.8  Theoretical Frame Work  

 In theoretical frame work scientific terminologies are applied to clearly 

communicate desired results of the study. The need of conceptualization is of vital 

importance because with the help of conceptualization, we define the general concepts 

with precise and rinsed component. Theoretical framework is rooted into five theories. 

i.e. Feminist, modernization, gender stratification, economic dependency theory and 

Health belief model. Following are some concepts that are used in this study. 

2.8.1 Feminist Theory: 

 According to Lerner (1993), there always has been a feminist perspective in one 

sense. Wherever women are subordinated, and they have been subordinated almost 

always and everywhere, they seem to have recognized and protested that situation in 

some form. Feminist theory presented that gender difference, inequality; oppression and 

structural oppression are very common in almost all societies, and where these conditions 

are prevailing,  women’s are treated subordinated, less privileged, molded, restrained, 

unequal and oppressed that not only affect their socio-economic status and autonomy but 

also negatively influence their health (Ritzer, 2000; Chafetz, 1988; Clough,1994; 

Glennon, 1979; Jaggar,1983; Jaggar and Rothenberg, 1984; Kirk and Okazawa-Rey, 

1998; Lengerman and Wallace, 1985; Snitow et al.,1983 and Sokoloff, 1980) 

2.8.2  Modernization / Gender Stratification / Economic Dependency Theory/  

Modern Population Theory: 

 According to Billet (1993) and Giddens (1990) modernization and 

industrialization generally develop women’s status by providing more chances to work 

and to enhance their approach and control over resources including health services that 

promote their health with all aspects and decline mortality. similarly Boser (1970) and 

Abraham and Abraham (1988) in gender stratification theory mentioned that such 

localities/ societies where women possess good status and more autonomy, have lower 

rate off maternal mortality and possess better reproductive health that increase the chance 

to save mothers from dying due to pregnancy-related issues. Education, employment and 

access to contraception positively contribute in females’ fertility behavior and 
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reproductive health. Societies where females are socio-economically dependent, they are 

facing worse social conditions and have worse reproductive health status. According to 

Wall-wrstein (1974) Economic dependency theory gives wide spectrum with reference to 

global division of labour and domestic economy particularly in less develop countries. 

Holding of resources in few hands (independent) create financial inequalities that badly 

affect the domestic economy of dependents. Domestic economy affects females’ 

reproductive behavior and adoption of reproductive services.  

 There is a strong relationship between reproductive health and economic 

dependency. Economic dependency accelerates poverty and it directly affects young 

females’ reproductive health. Reproductive health services include antenatal care, skilled 

attendance during childbirth & after the birth and complications after birth. Contraceptive 

usage is hindered by their economic status. Poor economic conditions and ignorance of 

people have lessened utilization of reproductive health services. In developing countries 

including Pakistan where economic conditions of inequity in resource distribution and a 

large dependency ratio accelerate gender discrimination. Women are deprived of their 

rights and have no opportunity to take part in economic development. That’s why, 

women can not avail basic health facilities. Therefore, the fertility rates are higher that 

exhibit higher health problems for women and become a burden on family as well as 

country’s economy. 

According to early modern population theorists i.e. Mill (1924) “if all members of 

a society are economically comfortable, then population will stabilize and people will 

progress culturally, morally and socially”, no one can expect poor people to lower their 

fertility without some kind of motivation; and Brentano (1910) “the prosperity is the case 

of decline in the birth rate; as prosperity increases, so do the pleasure which compete with 

marriage, while the feelings towards children takes on a new character of refinement and 

both tend to diminish the desire beget to bear children”. For a woman the motivation 

decrease the desire to remain pregnant in her life. According to Bernhardt (1972) said 

that people, in modern societies, who hold more prestigious occupation have fewer 

children than others with lower prestige occupations. In economic approach, Becker 

(1960) treated children as consumer goods that required both time & money for parents to 

acquire. He further said that each couple should exercise perfect economic rationality and 
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practice perfect contraceptive effectiveness. In sociological approach changes should be 

applied to bring change in society to motivate people from high fertility to low fertility 

behavior. According to Davis (1963; 1967) suggested that people should be motivated to 

delay marriage and limit births within marriage if economic opportunities make it 

advantageous for them to do so. Coale (1973) stated that there are three preconditions for 

a substantial fertility decline: 1) the acceptance of the calculated choice as valid element 

in marital fertility. 2) The perception of advantages from reduced fertility and 3) 

knowledge and mastery affective technique of control. Modern population theories 

indicate that to reduce fertility and for better reproductive health of female occupational 

prestige, economic stability, less no. of children and delay in marriage can contribute 

positive role.            

2.8.3  Health Belief model (HBM) 

 The Health Belief Model (HBM) is a psychological model that attempts to explain 

and predict health behaviors. This is done by focusing on the attitudes and beliefs of 

individuals. The HBM was developed by social psychologists Rosenstock (1974). The 

Health Belief Model (HBM) is one of the most widely used conceptual frameworks for 

understanding health behavior. Developed in the early 1950s, the model has been used 

with great success for almost half a century to promote greater condom use, seat belt use, 

medical compliance, and health screening use, to name a few behaviors. 

 The HBM is based on the understanding that a person will take a health-related 

action (i.e., use condoms) if that person: 

1. feels that a negative health condition (i.e., HIV) can be avoided, 

2. has a positive expectation that by taking a recommended action, he/she will avoid 

a negative health condition (i.e., using condoms will be effective at preventing 

HIV), and 

3. believes that he/she can successfully take a recommended health action (i.e., 

he/she can use condoms comfortably and with confidence). 

 The Health Belief Model has been applied to a broad range of health behaviors 

and subject populations. Three broad areas can be identified (Conner and Norman, 1996): 

1) Preventive health behaviors, which include health-promoting and health-risk behaviors 

as well as vaccination and contraceptive practices. 2) Sick role behaviors, which refer to 
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compliance with recommended medical treatments, usually following professional 

diagnosis of illness. 3) Clinic use, which includes physician visits for a variety of reasons. 

Conceptual Model: 

Individual Perceptions   Modifying Factors   Likelihood of Action 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Glanz et al., 2002, p. 52  

Keeping in view the above situation, the present study has examined the effects of 

feminism, Modernization, gender stratification, health belief model and economic 

dependency of women on reproductive health amenities as mediated by various 

dimension of women’s socio-economic status. 

2.8.4  Hypotheses  

Income and education level of the family have chief effects on reproductive health 

services utilization and modify cultural values and norms. If the income level and 

educational qualification are higher, there will be more consumption on reproductive 

health amenities.  

1. The higher the income of the respondents, the better will be reproductive health of   

females  

2. The higher the level of education of the respondents, the better will reproductive  
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health  

3. The greater the number of pregnancies of the respondents, the worse will be the  

reproductive health of females  

4. The greater numbers of the visits to medical centers, the better will the  

reproductive health of females  

5. The higher the awareness level, the better will be the reproductive health of the  

female  

6. The greater the age at marriage, the better will be the reproductive health of the  

female  

7. The greater the availability of RH services, the better will be the reproductive  

health of the female  

8. The lower the RH services charges, the better will be the reproductive health of  

the female  

9. The greater the cultural hindrance, the worse will be the reproductive health of the  

female 

10. The greater the no. of children, the worse will be the reproductive health of the  

female  
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Chapter-3 

MATERIAL AND METHODS 

Methodology is a discipline, which is applied to study the phenomena under 

certain rules and regulations in different settings and conditions. According to Nachmias 

and Nachmias (1992) the scientific methodology is a system of explicit rules and 

procedures upon which research is based and against which the claims for knowledge are 

evaluated. Social research is defined as the systematic way to find out new facts or 

testifying the previous facts, their interrelationship, sequences, causal explanation and the 

natural rule/ regulations that drive them.  

In this chapter the researcher describes the procedural techniques employed to test 

the research hypothesis. Various aspects have been focused i.e., study design, selection 

criteria for universe, sample size & selection, development of measuring tool, pre- testing 

or pilot study and parameters adopted to ensure the validity of interview schedule during 

its construction, development and during data collection for reliable responses.  

The major objective of this chapter, therefore, is to explain the various tools and 

techniques of research along with selection and training of research team, field 

supervision & experience, editing of interview schedules and statistical test/ techniques 

and operational definitions of concepts used in data analysis during this research. 

3.1 Universe 

Dixon and Murray (1957) defined universe/ population as “a complete set of units 

(individuals or objects) under study having some common observable characteristics”. In 

other words, the universe is any set of individuals or objects sharing the common 

observable characteristics that constitute a population or universe. The present study was 

undertaken in district Faisalabad, the 2nd most populated city of the Punjab province and 

3rd of Pakistan.  

The study was projected to gain knowledge and information on attitudes and 

trends regarding utilization of reproductive health care amenities in young females from 

eight towns {Lyall Pur  Town ( Taj Colony UC 208, Islam Nagar UC 209, and Hujwari 

town UC 212),  Iqbal Town (Chak 224 Fatahwali UC 237, D Type Colony UC 253 and 

Samna Abad UC 260), Madina Town ( Amin Town UC 203, Islamia Park UC 207, and 
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Abdullah Pur UC 218), Jinnah Town (Chak 217 R.B. UC 274, Ghulam Muhammad 

Abad UC 279, and Raza Abad UC 282), Jhumra Town (Chak 157 R.B. UC 11),  

Sumundari Town (Chak 478 G.B UC 108 and Chak 475 G.B UC 109), Jarana wala 

Town (Chak 65 G.B. UC 37, Chak 237 G.B. UC 55, and Chak 24 G.B. UC 64), 

Tandlianwala Town ( Chak 425 G.B UC 77, and Chak 293 G.B. Bhatay UC 79)} of  

District. Faisalabad. Total population of young females age (15-32) years, was 888532 

(Population Census Report, 1998). Respondents were selected from eight towns of city 

Dist. Faisalabad that has 289 Union Councils.  

3.2  Sampling Frame 

The sample size was 600 mothers from district Faisalabad. The techniques used 

for drawing the sample were probability proportion to size. Multistage sampling 

technique was used. At the first stage 20 union councils were selected at random from 

eight towns of district Faisalabad proportionately. At the second stage, one village/ 

colony from selected each union council was selected randomly and at third stage 30 

young mothers aged (15-32) were selected from each village/ colony through convenient 

sampling technique. 

Conceptual Frame work of Sample Selection  
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              Name of Universe Number of females Sample Size 

District Faisalabad Comprising 

Eight Towns  

Total Population of females 

Age (15-32) years 888532 

Total No. 600 

Tehsil Chak Jhumra Jhumra Town 39974 27 

Tehsil Faisalabad City 

+  

Tehsil Sadar 

Lyall Pur Town 

Madina Town 

Jinnah Town 

Iqbal Town 

367075+146778 249+99 = 348 

Tehsil Jaranwala Jaranwala Town 167518 112 

Tehsil Summundri  Summundri Town 83364 56 

Tehsil Tandliwala Tandliwala Town 83823 57 

 

3.3 Pakistan’s Population  

Pakistan is one among the world’s most rapidly growing population and is the 

sixth most populous country in the world. Pakistan has a long history of census taking. 

The 1st census for the areas which now constitute Pakistan was conducted in 1872. 

Thereafter decennial census has been held from 1881 to 1981. After the independence of 

the country in 1974, decennial census was conducted in 1951, 1961, 1972, and 1981. The 

1991 census could not be held according to schedule due to the apparent reasons of the 

lack of consensus among the provinces on the dates and procedures, etc. The 5th 

population and housing census which was due in March 1991 was conducted in March, 

1998 that enumerated the population of Pakistan as 132.35 million with average 

household size 6.8 persons. The rural population of Pakistan is 128.05 million that is 

about 68% of the total population (Govt. of Pak., 2001). In July, 2003, the population of 

Pakistan is 150.69 millions souls (Govt. of Pak., 2003) and according to the latest 

estimation in mid 2008-2009, the population of Pakistan is 163.67 million. If the existing 

trend remains unchanged, it will reach 167 million by the year 2010 and 194 million by 

2020 (NIP) (Govt. of Pak., 2009). Presently, it has been grown to about 1.8 billion today 

30 Respondents were selected from each Union Council 
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(UNFPA, 2013; Population Reference Bureau, 2013; Govt. of Pak., 2013). Under present 

conditions, it is estimated that globally it will achieve 5th place in total population in 2050 

(Govt. of Pak., 2013). 

3.3.5  Population by Urban/ Rural Areas (in millions) 

Mid Year Population Estimated Rural Areas Urban Areas 

1999 136.41 91.94 44.47 

2000 139.41 93.75 45.66 

2001 142.35 95.52 46.83 

2002 145.28 97.27 48.02 

2003 148.21 99.00 49.21 

2004 151.09 100.30 50.80 

2005 153.96 101.55 52.41 

2006 156.77 102.75 54.02 

2007 159.57 103.91 55.66 

2008 162.37 105.06 57.32 

Source: P&D (Govt. of Pak., 2009). 

3.4  Profile of the Punjab 

The province of Punjab has the densest population with 56% share in the total 

population of Pakistan. Population density of this province was 240 persons per square 

km (Govt. of Pak., 2001) and in 2003 population density were 185 persons per square 

kilometer (Govt. of Pak., 2009). The province Punjab means land of five rivers. These 

five rivers join up at Mithan kot and fall into Arabian Sea after crossing the province of 

Sindh. The rural urban population composition of the Punjab is 70:30. Population living 

in rural areas depends largely on agriculture pursuits (Govt. of Pak., 2001).  

3.5  Profile of Faisalabad  

3.5.1  History 

A tiny town founded only to act as an agricultural market/mandi has now grown 

into a giant size metropolitan city, which enjoys third position in the country, as far as 

population and industrial growth is concerned. The present district Faisalabad got its 

existence in 1904 as Layallpur district. Before that it had been a tehsil of Jhang district. 

During the middle decades of 19th centuries, a great system of artificial irrigation, through 
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the construction of canals, was initiated by the then Indian government. The area 

encompassing the present Faisalabad district was the part of three other districts including 

Gujranwala, Jhang and Sahiwal. The location of Faisalabad was between river Ravi, and 

river Chanab forming a part of Rachna Doab. Faislabad was named as Layallpur after the 

name of Sir James Lyall, Li. Governor of Punjab as attribute for his services in the field 

of colonization of lower Chenab valley. A colonization officer, Captain Pophan Young 

C.I.E. prepared the design of the city. In 1896 the same year of its being designed 

Layalpur was established as a tehsil by carrying out area of Gujrawala, Jhang and Shiwal 

while Jhang district was given its administrative control (City District Government 

Faisalabad, 2009). The new functioning civil division bore its effect from 07-01-1982 and 

was called Faisalabad division consisting district of Faisalabad, Jhang and Toba Tek 

Sing. The present Faisalabad is ranked second with regard to its population out of the 

pole population of Punjab province and third of Pakistan with a calculation of 5.4 million 

population. At recent the district Faisalabad has an area 1,443,703 acres or 5856 square 

kilometer (Govt. of Pak., 2000b) 

3.5.2  Geography 

The notified controlled area according to Faisalabad Development Authority 

(FDA) is 1280 square kilometers. The exact geographical location shows it between 

longitude 73 o and 74 o East, latitude 30 o and 31.5 o North, at an elevation of 605 feet 

above sea level. Faisalabad does not share any natural boundary with its adjoining 

districts. The boundary of Faisalabad meets Hafizabad and Shiekhupura, towards north 

and north- east with Shiekhupura, Okara and Sahiwal towards east and south- east and 

with Jhang and Toba Tek Singh towards west and south-west. In the north-west River 

Chenab flows about 30 km while River Ravi develops its meander about 40 km of the in 

south- eastern side. The main source of irrigation water is lower Chenab canal that fulfills 

the requirement of 80% of cultivated land. The alluvial deposits are mixed with loess in 

the soil of Faisalabad bestowing it calcareous characteristics. Overall the soil is fertile.  

City District Faisalabad consists of 8 towns, which are as follows: 

1. Lyallpur Town 

2. Madina Town  

3. Jinnah Town  
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4. Iqbal Town  

5. Samundri  Town  

6. Tandianwala  Town 

7. Jaranwala Town  

8. Chak Jhumra  Town  

 

City covers the area of 5,856 square kilometers while the population is approximately  

35, 47, 446 souls. Motorway is linked to city through M - 3 sections (City District 

Government Faisalabad, 2009). 

MAP OF CITY DISTRICT GOVERNMENT FAISALABAD 

 

 

(City District Government Faisalabad, 2009) 
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3.5.3  Climate 

The climate of the district touches two extremes. The maximum temperature in 

summer reaches up to 50 °C (122°F). In winter, it may, at times fall below freezing point. 

The mean maximum and minimum temperature in summer are 39 and 27 °C respectively 

and in winter, 21 and 6 °C respectively. The summer season starts from April and 

continues till October. May, June and July are the hottest months. The winter season, on 

the other hand, starts from November and continues till March. December, January and 

February are the coldest months (ibid). 

3.5.4  Industry 

Rapid strides are being made by Faisalabad district after independence in the field 

of industry that’s why it is given the title of “Manchaster of Asia” because of its 

remarkable developments of textile industry. The continued efforts of pioneering 

entrepreneurs as well as workers have made this development possible during a period of 

4 decades there were only 5 industrial units in Layallpur before independence (now 

Faisalabad city). While presently dozens of textile units with other subsidiary units have 

been established. According to a rough estimate, 512 large industrial units, out of which 

328 are textile units, 92 engineering units, 92 chemical and food processing units are 

being found. The other notable industries are hosiery, carpet and rug, nawar and lace, 

printing and publishing and pharmaceutical products. There are about 12,000 cottage 

industries, which include some 60,000-power loom factories (ibid). 

3.5.5  Population 

In 1951 the population of Faisalabad was 2152401, which had risen to 5429547 

during 1998 making an increase of 150% in 47 years exhibiting an average in increase of 

3.2 per annum. The population of Faisalabad city that was 9171 in 1901 leapt to 179000 

in 1951 and further rose to 2009000 during 1998 census. In 47 years, the total increased 

is 1000 percent that is 21.3% per annum (ibid). 

3.5.6  Literacy level in Faisalabad 

According to the census held in 1998 in Pakistan a person is defined as literate if 

he/she can read the print media of same standard and can communicate to other by 

writing a letter in any language. The literacy is counted as a ratio in percentage of literate 

people to corresponding population aged 10 and over. In 1998 the literacy rate at district 
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level was 51.9%. The present literacy rate of city is 40% that is lesser than the 

neighboring countries of Asia like Sri lanka, the literacy rate of which is 100%. This 

illiteracy makes us unable to control our economy properly (ibid). The total population of 

young females aged 15-32 years consists of 888532 (Population Census Report, 1998). 

The literacy rate for male is 60.9% while for the females it is just 42.2% (Govt. of Pak., 

2000b). For detail see table given below. 

Percentage distribution of male and female literacy level in Faisalabad   

Areas of Faisalabad 1998 1998 1998 

Both Sexes Male Females 

All Areas 51.9 % 60.9 % 42.2 % 

Rural 42.5% 53.9 % 30.3 % 

 

Source: Govt. of Pak., 2000b. 

3.6  The Sample Size 

The sample is small in size but represents the whole population (Chaudhary, 

1984). The factor of time, cost and physical limitations usually play big role in the social 

research. Therefore, it is more economical and efficient if a study is based on samples. 

Thus, the size of the sample was 600 young female (15-32 years) respondents. 

3.7  Construction of the Measurement Tool 

In this study, the data were collected with the help of an interview schedule. An 

interview schedule was a set of questions, which were asked from the respondent in a 

face to face situation. The interview schedule was prepared in the light of objectives of 

the study. The questions in interview schedule were mostly structured. To ensure the 

content validity of the measurement tool and selection of variables, different studies were 

reviewed. At the end to ensure the content validity of the measurement tool, opinion of 

experts (supervisory committee and others) has been taken. The interview schedule was 

prepared in English. 

3.8  Pre-testing  

Before collecting the data, in order to check the workability, validity of the 

interviewing schedule, pre-testing was necessary in the same universe. Ten interviews 

were conducted to pre-test the schedule. During the interview some questions did not 
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work, hence those questions were deleted or either modified. At the same time, new 

insight was gained on certain aspects by the researchers. Therefore, some more questions 

were added in the questionnaire. 

3.9  Field experience/ Supervision 

The field experience during data collection was so interesting because social 

sciences has a unique feature that it deals with human behavior and attitude which differ 

from person to person and on changing with slight change in the circumstances.  To 

enhance the response rate to higher degree, many elements were kept in mind like proper 

care of the reliability and validity during questionnaire construction, proper training of 

data collection team combined with keen supervision during field work. The researcher 

along with his team tried his level best to create pervasive and conducive environment for 

conducting interviews effectively. Effective supervision plays an important role in 

creating conducive environment for meaningful and reliable responses. Researcher and 

his supervisor (chairperson of supervisory committee) themselves conducted the overall 

supervision during the data collection. The research team comprised 10 female students 

of M.Sc. Population Science and M.Sc. Rural Sociology degrees at UAF. Pick and drop, 

refreshment lunch and other facilities/ arrangements were made available to the research 

team. An air-conditioned vehicle along with a driver was provided by UAF for field 

visits. The fieldwork usually consumed the whole day started from 08:00am to 08:30 pm. 

The team collected data in extreme hot season (July). 

 In social research; researcher had to face different type of problems, like no 

response, some respondents did not follow the nature of questions and some hesitated to 

answer. Mostly respondents were aware of the importance of the social research, so they 

positively responded, but the major hinderance to collect the data was the daily domestic 

work of the respondents. It took about 25-30 minutes to complete the interview schedule 

and some took more time. 

3.10  Statistical Methods for Data Analysis  

Statistical methods were employed to compute various values and for their 

analysis. The researcher analyzed the data using Statistical Package of Social Sciences 

(SPSS) and quantitative data analysis was made using various statistical techniques like 

Univariate, Bivariate, and Multivariate procedures which are described as under:  
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3.10.1  Univariate Analysis:  

To understand the data initially, frequency distributions along with percentages 

were carried out so that each response of every dependent and independent variable could 

be examined. 

3.10.2  Bivariate Analysis  

Association of two variables was found through bivariate analysis. Relationship of 

two variables means that the distribution of values of the two variables is associated. In 

bivariate analysis Pearson Chi-square and Gamma Statistics were used.  

3.10.3  Pearson Chi-square Test Statistics 

Chi-square was applied to ascertain the significance of relationship between certain 

independent and dependent variables. The Chi-square was calculated with the following 

formula: 

        (O - E) 2 

  2 =  ---------------- 

             E 

Where: 

O = Stand of observed values 

  E = Stand of Expected values 

   = Stand of Total sum 

 

If the calculated value of Chi-square was equal to or higher than the table value at 

0.05 level of probability at the given degree of freedom, the relationship was statistically 

significant. If it was equal to or higher than the table value at 0.01 level of probability, it was 

termed as highly significant where the calculated value is less than the table value at 0.05 

levels it was declared as non-significant.  

3.10.4  Gamma statistics 

To measure association for two variables that are measured at the ordinal level and 

arranged in a bivariate table, Gamma statistics is frequently used. According to Argyrous 

(2000) Gamma is a symmetric of association so that the value calculated will be the same 

regardless of which of the variables is specified as independent and which is specified as 

dependent. 
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Y  =    Ne - Nd   

Ne + Nd 

Ne =     Number of concordant pairs 

Nd =    Number of Discordant pairs 

 Gamma of – 1 depicts perfect negative association  

  Gamma of +1 depicts perfect positive association 

 Gamma of 0 depicts no association 

3.10.5  The Pearson Correlation 

The Pearson Correlation is also known as the measure of association for 

quantitative variables or simply the correlation is used to examine the degree of 

association among the variables. The correlation is represented by r and calculated by the 

formula written below: 

r = b(Sx)  

(Sy) 

Here the slope is shown through b, while Sx and Sy are standard deviation of the 

independent and dependent variables. The correlation coefficient value ranges from -1 to 

+1. The correlation coefficient has value of +1 if all of the points fall exactly on a line 

with positive slope while all the points fall exactly on a line with negative slope; the 

correlation coefficient has value of -1. The large positive value (+1) and the large 

negative value (-1) show a strong linear relationship between the two variables, as the 

points are closer to the line. The correlation coefficient has value of zero (0) if there is no 

linear relationship between two variables. A correlation coefficient with zero value does 

not mean that there is not any type of relationship between two variables. It is possible, 

that the two variables have a correlation coefficient closer to zero and yet be strongly 

related in a nonlinear way (Loether and Mctavish, 1980; Agresti and Finlay, 1997). 

3.10.6  Multivariate Analysis  

To access the relationship between one dependent and several independent 

variables, a set of statistical techniques are used that are known as regression analyses.  

When more than two variables are involved then mostly common used procedure to 

investigate the significance of each of the independent variables in explaining dependent 

variable is multiple linear regressions (Woehr and Cavell, 1993; Maki et al., 1978). 
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According to Tabachnick and Fidell (2001) regression techniques are used to a data set in 

which the independent variables are correlated with the dependent variables to varying 

degree.  Generally the regression is expressed as;  

y = α + b1 x1 + b2 x2 + b3 x3 …………. bn xn + e  

Here y is the predicted value on the dependent variable, a is the y intercept (the 

value of y when all the x values are zero), Xs represent various independent variables and 

bs are the regression coefficients assigned to different independent variables. These show 

the amount of change in the dependent variables for a unit change in the independent 

variables. The symbol e represents the error term, which shows the proportion of 

unexplained variance in the dependent variables. 

The goal of regression is to arrive at the set of b values, called regression 

coefficient for the independent variables which bring the Y values predicted from the 

equation as close as possible to the Y values got by measurement. R2 is associated with 

multiple regression, multiple correlation, that is the percent of variance in the dependent 

variable explained collectively by all of the independent variables. 

3.11  Conceptualization 

Conceptualization is much difficult in social sciences as compared to any other 

discipline because the same concepts are sometime used with different meaning by 

different researchers. The need of conceptualization is to find the general concepts with 

specific and verified component. Some concepts used in the study were operationalized. 

3.11.1  Socio-economic Characteristics 

According to Davis (1995) socio-economic characteristics mean a complex of 

attitudes that is interrelated but does not form a single dimension. Barda (1960) measured 

occupation, sex, age and religious affiliation as the main indicators for determining socio-

economic characteristics. Therefore, socio-economic characteristics include a number of 

factors and each factor further has several indices. Every society according to its norm 

and culture determines socio-economic characteristics of person. For the purpose of the 

present study, following indicators of socio-economic characteristics have been used. 

Age 

Age at marriage 

Education 
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Occupation 

Income 

3.11.2  Age 

Age is one of the important variables of social research. It refers to the number of 

completed years since birth of the respondent. It affects the attitude and behavior of a 

person at different stages of life. In the present study, age of the respondent was 

categorized into: 

  a) Up to 25 years 

  b) 26-30 years 

  c) 31years and above 

3.11.3  Age at Marriage 

It is defined as the total number of years completed by a respondent since her birth to 

the time of marriage. 

a) Up to 18 years 

b) 19-22 years 

c) 23years and above 

3.11.4  Education 

According to Francis (1970) education is a consciously controlled process 

whereby change in behavior are produced in the person and through the person within the 

group. Education is a solution to most of the societal problems (Khan, 2005) and it is the 

process of developing knowledge, perception and other required behavior of the mind, 

character and general competency (Evenson and Mwabu, 1998). It was very important to 

inquire the qualification of the respondents. In the study, education of the respondents 

was categorized as: 

a) Illiterate 

b) Primary 

c) Middle 

d) Secondary School Certificate (SSC) 

e) Higher Secondary School Certificate (HSSC) and above 
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3.11.5  Occupation 

Occupation may be defined "as the specific activity with the market value which an 

individual continually pursues for the purpose of obtaining a steady flow of income 

(Ahmad 1958).  According to Govt. of New Zealand (2013) an occupation is a set of jobs 

that require the performance of similar or identical sets of tasks by employed people aged 

15 years and over. An occupation is a set of tasks executed or planned to be carried out 

by an individual for an employer (as well as self-employment) in return for payment or 

profit.  

  In the present study occupation of the respondents was categorized into: 

a) Housewife 

b) Govt. service 

c) Pvt. Service 

d) Any other (own business, tailor, etc. ) 

3.11.6  Income 

The income of an individual means the total money value of the services received 

by him/ her from all sources including his/ her own activities (Edwins, 1954). According 

to Zafar et al. (1997) income is the total money value of service obtained by an individual. 

It is popularly considered a factor responsible for creating and maintaining behavior 

pattern, style of life and formation of attitude. In the present study, income meant the 

total gross earning of the respondent's family from all resources. The monthly income (in 

Rs.) was categorized as: 

a) Up to 5000 

b) 5001-10000 

c) 10001-15000 

d) 15001 and above 
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3.11.7  Attitude 

A person’s positive or negative feelings towards performing the defined behavior is 

called attitude. Occurrence of action in order to measure it accurately and effectively, intent 

should be defined using the same components used to define behaviour: action, target, context, 

and time.  

1. Good / favorable  

2. Bad / un favorable 

3.11.8  Knowledge: 

Knowledge implies awareness on the part of respondent. To check the awareness of 

respondents with regard to presence of different birth control methods, responses were taken 

by categorizing “Yes” or “No” from every respondent. 

 

3.11.9  Satisfaction: 

  According to Webster (1982) “Satisfaction is the fulfillment of needs, wants or 

attainment of desires”. In this study, the researcher examined the satisfaction of respondents 

through following categories: 

1. Yes  

2. No 

3.11.10 Family Planning: 

The term family planning means the voluntary curtailment of the effective conception 

by means of some mechanical, chemical or any other method socially or legally approved in 

view of the economic and social factors, which may threaten the proper functioning and 

maintenance of family as a whole.  
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Chapter-4 

RESULTS AND DISCUSSION 

The data regarding the present study were collected, organized and analyzed using the 

scientific methodology described in the previous chapter. Analysis and interpretation of 

data are the most important steps in scientific research. Without these steps, 

generalization and prediction cannot be made which is the target of all scientific research. 

The data in this chapter have been recorded in the form of tables. The statistical methods 

were employed for analysis of the data. The analysis and interpretation processes are 

entitled as; 

1. Formation of contingency tables using uni-variate analysis 

2. The analysis of relationship between independent and dependent variables related 

to study 

3. The examination of nature of relationship between null hypothesis (H0) and 

research hypothesis (H1) by using Chi-square  

The quantitative findings of the study are presented and discussed in this chapter, 

which is distributed into two main sections; first is descriptive analysis  (Uni-variate) 

second is the Bi-variate  analysis (testing of hypothesis) and third is Multi-variate 

analysis (liner regression model). 

4.1 Descriptive Analysis (Uni-Variate Analysis) 

 Descriptive analysis was carried out in order to analyze the respondents’ socio-

economic characteristics and respondents’ opinion about perceptions, attitudes and 

practices about reproductive health among young females. 

4.2 Socio-Economic Information of the Respondents 

 Socio-economic characteristics of the respondents like age, education, income, 

age at marriage/ marriage duration, household status and facilities play an important role 

in awareness, adoption and better reproductive health of females. The data relating to 

these aspects are presented and discussed as under: 

4.3 Age of Respondent and her Husband 
 Age is an important factor in determining the behavior of human beings. It 

indicates the ability to do work and attitude of a person towards various social and 
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economic aspects of life. Age refers to the number of years completed by an individual 

since her/his birth. Age factor is very important to influence one’s behavior; it widens 

the vision of an individual through experience. The respondents were asked about their 

age and data in this regard are presented in Table 4.1. 

Table 4.1: Distribution of the respondents according to their age and their 
husband’s age 

 
Age 
categories(years) 

Respondents Husbands 
Frequency Percentage Frequency Percentage 

Up to 25 178 29.7 61 10.2 
26-30 264 44.0 192 32.0 
31 and above 158 26.3 347 57.8 
Total 600 100.0 600 100.0 

Mean age of the respondents    = 27.81  Std. Dev. = 3.58 

Mean age of the respondents’ husband   = 32.64  Std. Dev. = 5.49 

Above mentioned table depicts that most of the respondents (44.0%) belonged to 

age group of 26-30 years and 29.7% were up to 25 years old while 26.3% were 31 years 

and above. On the other hand majority of the respondents’ husbands (57.8%) was 31 

years and above, 32.0% belonged to age group of 26-30 years and only 10.2% of the 

respondents’ husbands were up to 25 years old.    

Youth is currently in focus through research studies in all social issues because of 

energetic part of population as well as future builders of any nation. The findings of a 

comparative case study in two socio-economic classes (slum & posh) on maternal health 

(aged 15-49) indicates that most of the respondents (i.e. 32 and 46.0%) were in the age 

group of 25 to 29 years, respectively (Akhlaq, 2006) and similarly present research also 

shows that 44% are almost in same age group. While in an urban area research study 

“Factors affecting mother and child health care in district Faisalabad”, Mustafa (2008) 

found that 44.5% females belonged to age group of 30 years. 

4.4 Age at Marriage  

Age at marriage is an important factor in reproductive health issues. Higher 

fertility is related to young age and young females had more need of care regarding their 

reproductive health and their new born babies. It is considered very vital in the study of 

fertility and contraceptive behaviour, because it is more related to cultural than 

demographic aspects (Zafar et al., 2003). In Pakistani culture, sexual activities can be 
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initiated after marriage and early age marriage is the primary reason for that (Nayab, 

2008). Age at marriage varies within and among societies, depending upon the norms, 

values, and belief about marriage, which a society possesses. In our society early age 

marriages still prevail. Mostly in rural areas women are not allowed to get secondary or 

higher education as declared by Naz et al. (2009). When they reach their reproductive age, 

women were married in early ages because their parents are unaware of the problem of 

early marriages such as social, health and psychological problems and their impacts on the 

health of young women. The data in this regard are presented in Table 4.2. 

Table 4.2: Distribution of the respondents according to their age at marriage 

 

Age at marriage (in years) Frequency Percentage 
Upto 18 213 35.5 
19-22 254 42.3 
23 and above 133 22.2 
Total 600 100.0 

 Mean age at marriage = 20.08 Std. Dev. = 3.15 

Table 4.2 shows that most of the respondents (42.3%) had the age of 19-22 years 

at the time of marriage, 35.5% were up to 18 years old while 22.2% were 23 years and 

above when they were married. Total Fertility Rate (TFR) has strong ties with age at first 

marriage. Early age marriage promotes fertility trend (Aziz, 1994) and mostly people 

(69%) were married between 15-19 years of age (Akhlaq 2006). This study shows a little 

bit difference because currently 42.3% females were married within age of 19-22 years 

and  more than two-thirds (35.5% + 42.3%= 77.8%) of the females were married before 

the age of 22 years that is a sign of less knowledge about reproductive health and trend of 

early age female marriage in Pakistani society. Similar results were found in an urban 

area research study by Ahmed (2008). Mudasar (2008) in her research study also showed 

the rural culture and marriage age pattern of females. In rural areas parents still married 

their daughters in early age as shown in study findings that majority respondents’ age at 

marriage was 14-18 years. It was also noted that majority (72%) was married by the age 

of 20 and every woman was married by the age of 25 while the mean age at first marriage 

for contraceptive user slightly above 20 years (Zafar et al., 2003; Shraddha and Bharti, 

2006). While in another study in Nigeria, Shraddha and Bharti (2006) found that most of 

respondents reported that they got married when they were 15-19 years old. Rani (2004) 
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reported similar results too. In India a study about “awareness among women towards 

aspects of family planning in Kullu disrrict of Himachal Pradesh” Sharama et al. (2005) 

interviewed the married women aged 18-30 years and found that 74% were  married at 

the age between 18-25 years while, in another research study entitled “impact of maternal 

health services on mother and child health,” Arshad (2006) identified same results that 

slightly more than half of the respondents (51.3%) married at the age between 21-22 

years and 38.7% married up to age of 20 years while only 8.7% married after 22 years of 

age.  

Table 4.3: Distribution of the respondents according to the duration of marriage 

 
Duration of marriage (in years) Frequency Percentage 
1-5 236 39.3 
6-10 203 33.8 
11-15 129 21.5 
16 and above 32 5.3 
Total 600 100.0 

Mean duration of marriage = 7.74 Std. Dev. = 4.57 

Table 4.3 depicts that most of the respondents (39.3%) had 1-5 years duration of 

marriage at the time of interview, 33.8% had 6-10 years duration and 21.5% had 11-15 

years duration while only 5.3% had 16 years and above duration of marriage at the time 

of marriage. These results are contradictory to those of Sunmola et al. (2003) who found 

that 92% of the respondents reported the duration of marriage between 1-6 years and 

small duration of marriage indicates less experience of reproductive issues. While in 

present study about 60% of the respondents had marriage duration of 6 years and above 

that indicates their sufficient experience of reproductive issues.  

4.5 Education of respondent/ her husband 

Education is a key to implementing social, attitudinal and behavioral changes 

(Jamison et al., 2006). Amongst the users of antenatal care services (ANC), there 

appeared to have a change in their rhujanaat (aspirations) which was being driven by a 

combination of increased awareness of the utility of ANC and a financial and social 

ability to access services. Women’s education emerged as most prominent factor leading 

to an appreciation of utility of ANC use (Mumtaz and Salway, 2007). Husband wife’s 

education also plays an important role in several demographic phenomena like desired 
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family size, knowledge and maternal health care, consensus regarding decision-making 

etc (Murthi, 1995). Education was organized as single most powerful variable in unifying 

fertility behavior. Ensuring that girls who got education, had considerable impact on 

fertility behavior, including the postponement of marriage and first pregnancy, and the 

number of children (United Nations, 1974). Rich young females had more mass media 

exposure and school enrollment so because of this, they had more positive attitude to 

adopt reproductive health services as compare to poor and less educated ones. Education 

helps in achieving good health. Education and fertility have a close relationship. Well 

educated females have more health exposure and practice more family planning FP 

services for better reproductive health. Data regarding education of respondent and her 

husband are presented in Table 4.4. 

Table 4.4: Distribution of the respondents according to their education and their  
husbands’ education 

 
Education 
categories 

Respondents Husbands 
Frequency Percentage Frequency Percentage 

Illiterate 169 28.2 99 16.5 
Primary 98 16.3 66 11.0 
Middle 55 9.2 71 11.8 
SSC 116 19.3 182 30.3 
HSSC and above  162 27.0 182 30.3 
Total 600 100.0 600 100.0 

Years of schooling of the respondents       = 7.07  Std. Dev. = 5.27 

Years of schooling of the respondents’ husbands = 8.58  Std. Dev. = 4.70 

Table 4.4 shows that 28.2% of the respondents were illiterate, 16.3% got primary 

education, 9.2% had passed middle level schooling, 19.3% had passed the level of SSC, 

27.0% had got HSSC and above education. While 30.3% respondents’ husbands had got 

HSSC and above education, 30.3% passed SSC level of education, 11.8% had passed 

middle level schooling, 11.0% got primary education and only 16.5% were illiterate. 

Similar results were found in an urban area research study “factors affecting mother and 

infant health in district Faisalabad (Ahmed, 2008). Mudasar (2008) in her research study 

also showed the rural culture and education pattern of females. In rural areas parents still 

discourage the education of their daughters as shown in study findings that majority 

respondents (62.5%) was still illiterate. Rani (2004) reported that in most countries, poor 
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young females made early age marriage, restricted from schooling and gave birth to one 

child earlier than rich females.    

4.6 Occupation 
Occupation plays a vital function in our lives, we have very apparent and 

responsive concept about which jobs are better and which are worse (Stark, 2004). 

Occupation may be defined "as the specific activity with the market value which an 

individual continually pursue for the purpose of obtaining a steady flow of income 

(Ahmad 1958).  According to Govt. of New Zealand (2013) an occupation is a set of 

jobs that require the performance of similar or identical sets of tasks by employed people 

aged 15 years and over. An occupation is a set of tasks executed or planned to be carried 

out by an individual for an employer (as well as self-employment) in return for payment 

or profit. Data related to occupation of respondent and her husband are presented in 

Table 4.5. 

Table 4.5: Distribution of the respondents according to their occupation and 
their husband’s occupation  

 
Occupation Respondents Husbands 

Frequency Percentage Frequency Percentage 
Housewife 572 95.3 - - 
Govt. service 8 1.3 76 12.7 
Pvt. Service 13 2.2 191 31.8 
Any other (own business, 
tailor, labor, driving etc.) 

7 1.2 62 10.4 

Agriculture/farming - - 79 13.2 
Own business - - 192 32.0 
Total 600 100.0 600 100.0 

 
Table 4.5 depicts that an overwhelming majority (95.3%) of the respondents was 

house wives, 1.3% were Govt. employees, 2.2% were attached with private service and 

only 1.2% were engaged in others (own business, tailor etc). It means that only a small 

fraction of the respondents was engaged in cash paid jobs while a vast majority was 

performing traditional duties like handling the domestic affairs, looking after their 

children and husband by staying at home. On the other hand with respect to occupation of 

respondents’ husband, most of them (32.0%) had their own business, 31.8% had private 

service, 13.2% were farmers, 12.7% were Govt. employees and remaining 10.4% were 

engaged in other occupations like labor, driving etc. Pakistani norm for women is to stay 
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at home and look after children and husband. To join the labour market and mobility is 

restricted commonly for women. In an urban area research study Ahmed (2008) found 

that majority of the respondents (84%) were house wives while in another research study 

entitled “impact of maternal health services on mother and child health,” Arshad (2006) 

identified similar results that majority (76.7%) of respondents were house wives and 

remaining 23.3% were working women. Mudasar (2008) in her research study also 

showed the rural culture and female’s occupation. In rural areas parents still discourage 

the education of their daughters and attainment of any job/ service as shown in study 

findings that majority (87.5%) of the respondents were house wives. People think that 

women should remain in house and look after domestic affairs and care the children. 

Zafar et al. (2003) concluded almost same result (85%). In a study in Nigeria Sunmola et 

al. (2003) found that most of the persons (34.8%) were employed as civil servants 

whereas others were engaged in trade (18.3%) or farming (25.5%). While in an urban 

area research study Mustafa (2008) found that 45% respondent’s husband were 

businessmen. Mudasar (2008) in her research study also showed the rural culture and 

occupational pattern of males. In rural areas people do not pay attention on education so 

when a child reaches the age of earning, due to lack of education he cannot attain Govt. 

job and ultimately he has to adopt the occupation of labor or such other type in which 

there is no need of good education as 31.7% were laborers. While, in another research 

study Arshad (2006) identified similar results that half of respondent’s husband (50.0%) 

were businessmen and out of the remaining, 34.7% were attached with private service. 

 
4.7 Income 

Income of the respondents is defined as the enumeration received periodically for 

work or services performed (Popenoc, 1977). Standard income level fixed by the 

government of Pakistan is 8,000 rupees per month it is also called as poverty line. Income 

of a person shows his/ her life standard. Strong economic condition has positive effects 

on health of a person and poor economic status of respondents is an important factor to 

decrease the adoption of contraceptive methods. Due to poor socio-economic status 

women were avoiding to adopt contraceptive methods. Total family income level of the 

respondents from all sources is shows in Table 4.6. 
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Table 4.6: Distribution of the respondents according to their monthly family 

income 
 
Monthly family income (Rs.) Frequency Percentage 
Up to 5000 103 17.2 
5001-10000 292 48.7 
10001-15000 101 16.8 
Above 104 17.3 
Total 600 100.0 

 Mean Income = 11444.50 Std. Dev. 8457.36 

Table 4.6 shows that near about half (48.7%) of the respondents had monthly 

income of Rs.5001-10000, 17.3% had more than Rs.15000, 17.2% had up to Rs.5000 

while remaining 16.8% earned Rs.10001-15000 per month from all sources. Data 

indicates that almost two thirds of the respondents (17.2% + 48.7%= 65.9%) had 

maximum monthly income up to Rs. 10000 that is quite inadequate for good survival and 

better living.     

According to Robert et al. (2003) about 15% of the population has such a low 

income that they are precluded from an adequate standard of living. This is directly 

related to malnutrition, illiteracy, and large family size, which create a self-perpetuating 

circle of events resulting in an overall increase in size of the population. Rani (2004) 

reported that in most countries, poor young females made early marriage and they had 

less mass media exposure and more economic dependency than rich youth. Similar 

findings were made in an urban area research study in which Ahmed (2008) found that 

39% of the respondents had Rs.10000 or above monthly family income while, in another 

research study Arshad, (2006) identified similar results that majority of respondents 

(67.3%) had less than Rs.10000 per month family income from all sources and among 

them more than half earned less than Rs.5000 per month.  
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4.8 House Status/ Type/ Household Facilities  

House is the basic need of human-being. It provides shelter to family. The assets 

of a house consist of its material goods (land, structure, household instruments etc.) and 

economic resources (liquid resources and other fiscal resources). These indicators are 

of importance as they embody the household’s proof of wealth and therefore influence 

the flow of wealth. In addition, certain households, particularly in the Pakistani rural 

areas, might be financially poor but wealthy when their asset is taken into consideration 

(Chaudhry et al., 2009). Household facilities not only indicate the social status of a 

person but also serve as an important indicator of national development of any country. 

Communities which have better access to electricity, sanitation and clean drinking water 

have better health as compared to slums and people who have telephone, TV, radio and 

internet facilities are perceived to be better learned. The prominent incentive people 

mainly associate with water and sanitation facilities is greater convenience other than the 

effect on health. In developing countries people improve sanitation system not for better 

health but for social prestige, comfort and security (Jamison et al., 2006). With the 

condition of the house and household amenities, we can understand the economic 

status/ condition of the family and as we know that the good economic status play 

important role in achieving good nutrition and health facilities. In present study for 

better understanding of the respondents’ socio-economic condition, we got information 

about house status, type and household facilities. Data in this regard are presented in 

Table 4.7. 

Table 4.7: Distribution of the respondents according to their house status/ type  

and household facilities  

 
House status Frequency Percentage 
Owned 539 89.8 
Rented 61 10.2 
Total 600 100.0 

 
Rooms (Nos.) 
1-2 270 45.0 
3-4 269 44.8 
5 and above 61 10.2 
Total 600 100.0 
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House type Frequency Percentage 
Kaccha 44 7.3 
Pakka 406 67.7 
Semi Pakka 150 25.0 
Total 600 100.0 
Household facilities 

Electricity 588 98.0 
Gas 327 54.5 
Clean drinking water 336 56.0 
Sanitation system 470 78.3 
Telephone/Mobile set 314 52.3 
Motor cycle/Car 305 50.8 
Television 485 80.8 
Radio 326 54.3 
Refrigerator 371 61.8 
Washing machine 392 65.3 
Personal computer 83 13.8 
Internet connection 55 9.2 
Cable 263 43.8 

 

Mean rooms = 3.93      Std. Dev. = 1.37 

Table 4.7 shows that majority (89.8%) of the respondents had their own houses 

while 10.8% had rented houses. In a research study Arshad (2006) identified similar 

results that majority (76.0%) of respondents had their own houses while 24.0% were 

living in rented houses. 

Regarding the living capacity of the house, Table 4.7 depicts that most of the 

respondents (45.0%) were living in 1-2 room’s house, 44.8% had 3-4 rooms in their 

houses while only 10.2% had 5 or more rooms in their houses. On the other hand house 

type shows condition of the house. Majority (67.7%) had pakka (made of bricks and 

concrete/ cement) houses, 25.0% had semi pakka (made of bricks and concrete/ cement 

and mud) while only 7.3% had kaccha (made of mud/ muddy bricks) houses to live in.   

Data in Table 4.7 also narrates that an overwhelming majority (98.0%) of the 

respondents had electricity in their houses, 54.5% used gas as domestic fuel energy, 

56.0% had easy access to clean drinking water, 78.3% had the sanitation system, 52.3% 

had the telephone facility (either land line or mobile), 50.8% had their own transport 

(motor cycle or car) to move in community, 80.8% had the television and 54.3% had 

radio in their houses as the source of entertainment and information. Majority (61.8%) of 
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the respondents possessed refrigerator, 65.3% had washing machine to wash the cloths. 

13.8% had their personal computer and only 9.2% had internet connection, while 43.8% 

had cable connection in their houses that shows their level of exposure and interaction 

with other part of world.  These results are similar to those of Mustafa (2008) while 

contradictory to those of Ahmed (2008) who found that majority (71.5%) of the 

respondents had no access to clean drinking water and 57% families were using the water 

from Govt. supply that is of poor quality which not only affects the health of all living but 

also especially affects the health of mother and young kids. According to Jamison et al. 

(2006) poverty encourages the transmission and development of diseases. The Poor are 

undernourished, lack clean water and means of sanitation, cohabit with animals, and lack 

proper means of food storage such as refrigeration. As present research indicates that 

about 40% of the respondents in the study area had no access to basic household facilities 

i.e. gas, clean drinking water, refrigerator, washing machine, telephone, motorbike and 

internet and cable whereas an overwhelming majority (89.8%) were living in up to 4 

rooms building.   

4.9 Type of Family 

Family is a group of intimate people emotionally involved and related whether by 

blood, marriage or adoption, responsible for the production and rearing, living together. 

There are three major types of family that are discussed in this study: Nuclear (family in 

which husband, wife and their dependent children are living together); Joint family 

(consists of parents, their married and unmarried children and some other relatives living 

with them in one boundary and cooking at one hearth) and Extended family (consists of 

parents and their married children and married brothers. In the present study extended 

family consisted of parents, brothers, sisters, cousins, grandmother and grandfather living 

in a house with their spouses). Living arrangements have strong influence on youth’s 

lives. Youth’s personality is a mirror of parental control / guidance, and respective 

influence on adolescents (Nayab, 2005). Markham (2003) also narrated that family 

connectedness (joint and extended family type) is a protective factor to reduce youth’s 

sexual risk taking. A positive parent-child relation can reduce sexual risk-taking among 

youth. The data regarding type of family are presented in Table 4.8. 
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Table 4.8: Distribution of the respondents according to their type of family 
 
Type of family Frequency Percentage 
Nuclear 278 46.3 
Joint 300 50.0 
Extended 22 3.7 
Total 600 100.0 

 

Table 4.8 shows that half (50.0%) of the respondents had the joint family type, 

46.3% belonged to nuclear family type and only 3.7% respondents had extended family 

type. Similar findings were found in a study by Nayab (2005) that majority live in joint 

family system. Pakistani society is male dominated and married female’s decision is 

often influenced by male’s (her husband/ father in law) decision. Both urban and rural 

male adolescents live with their parents mainly because of their lower age at marriage 

and as economically dependent. Mudasar (2008) in her research study also showed the 

rural culture and family type. Most of the respondents (44.2%) were living in joint family 

system while in another research study Arshad (2006) identified similar results that 

majority (60.0%) was living in joint family system and remaining 40.0% had nuclear 

family system. 

4.10 Family Members  

In Pakistani culture, the true meaning of marriage is only fulfilled if the couple 

conceives and bears children. People consider their child to be a source of power and 

pride, and children act as insurance for their parents in old age. The most important 

aspect of bearing children is an insurance of family continuity. A rapid growth has 

occurred in population size, and it has not been possible to control this expansion even 

with active governmental intervention. Government has given priority to control family 

size and has fully funded family planning programme. Mostly women now have free 

access to different methods of contraception, provided by official health institutions 

(Robert et al., 1993; Govt. of Pak., 2013) and the total fertility rate of  a Pakistani 

women is 3.8 children during her reproductive period that indicates  mean  size of a 

nuclear family will be 5-6 members (Govt. of Pak., 2013). The data regarding total 

number of family members are presented in Table 4.9.  
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Table 4.9: Distribution of the respondents according to their total family 
members 

 
Total no. of persons in family Frequency Percentage 
1-5 208 34.7 
6-10 295 49.2 
11 and above 97 16.2 
Total 600 100.0 

Mean no. of family members= 7.35     Std. Dev. = 3.57  

  Table 4.9 shows that almost half (49.2%) of the respondents had 6-10 family 

members, 34.7% had 1-5 members and remaining 16.2% of the respondents had 11 and 

above persons as family members in their home. Similar results were shown by Govt. of 

Pak., (2013) that still in Pakistan a nuclear family had more than five members (mean 

family size). 

4.11 Alive/ deceased Children 

Children are the future builder of every nation. Future of the nation depends upon 

the healthy and active population of country. Today’s children would turn up into healthy 

nation of tomorrow and contribute in the development of country (Govt. of Pak., 2001a). 

The preference for male (son), in term of economic and social benefits as a contributor to 

the family income has a key position in Pakistani society. They attain more social status 

and less dependency as compared to daughters on their parents in Pakistani society. 

Desire for son is a factor of low contraceptive prevalence (Zafar and Asif, 2002). Rani 

(2004) reported that most poor young females made marriage by age 18 and birth at least 

one child by the age 19 years. They were less informed about mistimed birth, and 

utilization of maternal health services and contraception. The data regarding birth and 

death of children are presented in Table 4.10. 

Table 4.10: Distribution of the respondents according to their total alive/ deceased  
children 

 
Total live children Frequency Percentage 
1 159 26.5 
2 147 24.5 
3 129 21.5 
4 94 15.7 
5 and above  71 11.8 
Total 600 100.0 

Mean live children = 2.74  Std. Dev. = 1.63 
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Number of children (Male)  Frequency Percentage 
0 118 19.7 
1 227 37.8 
2 173 28.8 
3 45 7.5 
4 19 3.2 
5 or above 18 3.0 
Total 600 100.0 

Mean male children= 1.47  Std. Dev. = 1.20 
 

Number of children (Female)
0 159 26.5 
1 230 38.3 
2 130 21.7 
3 58 9.7 
4 14 2.3 
5 or above 9 1.5 
Total 600 100.0 

Mean female children= 1.26  Std. Dev. = 1.16 
 

Total died children 
0 540 90.0 
1 35 5.8 
2 18 3.0 
3 7 1.2 
Total 600 100.0 

Mean died children = 0.16   Std. Dev. = 0.55 
 

Number of dead children (Male) 
0 561 93.5 
1 32 5.3 
2 6 1.0 
3 1 0.2 
Total 600 100.0 

Mean no. of died male children=0.8        Std. Dev. = 0.349 
 
Number of dead children (Female)
0 566 94.3 
1 24 4.0 
2 6 1.0 
3 4 0.7 
Total 600 100.0 

Mean no. of died female children= 0.8    Std. Dev. = 0.372 
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Total live births Frequency Percentage 
1 167 27.8 
2 126 21.0 
3 133 22.2 
4 97 16.2 
5 35 5.8 
6 and above 42 7.0 
Total 600 100.0 

Mean live birth = 2.75   Std. Dev. = 1.64 
 

Table 4.10 shows that most of the respondents (26.5%) had 1 live child, 24.5% 

had 2 children, and 21.5% had 3, 15.7% had 4, while 11.8% had 5 and above live 

children. These results are similar to those of Desai and Tarozzi (2008), Sunmola et al. 

(2003), Ahmed (2008), Arshad (2006) and Mudasar (2008). According to Desai and 

Tarozzi (2008) mean desired family size was 4.83 in two regions (Oromia and Amhara) 

of Ethiopia where women married earlier, began childbearing sooner, had more birth and 

wanted to have more children. In a study in Nigeria, Sunmola et al. (2003) found that the 

respondents from polygamous families openly explain sibling size range of between 0 

and 25 and a huge majority (74.2%) of them had one to eight siblings whereas Ahmed 

(2008) found that most (39%) of the respondents had 3-4 babies. while, in another 

research study Arshad (2006) reported similar results that most (38.7%) respondents had 

3-4 children and 37.3% had 5 and above children while only 24.0% had 1-2 children. 

Mudasar (2008) in her research study also showed similar findings that majority (59.2%) 

of respondents had 4-6 children. People think that more children are gift of Allah 

Almighty and source of power in rural settings. More members of family can earn more 

and had a prestige and social status in community. 

Table 4.10 also shows children by gender. Most of the respondents who possessed 

1 child  of both sexes (male 37.8%; female 38.3%) were respectively, 28.8% and 21.7% 

had 2 children (male and females), 19.7%; 26.5% of the respondents  had no child either 

male or female, and 7.5%; 9.7% had 3 children of both gender (male and female), 3.2%, 

2.3% had 4 children of both sexes (male and female), while 3.0% and 1.5% had 5 and 

above male and female children. In a research study Arshad (2006) identified similar 

results that majority of respondents have 1-2 children of both sexes (male and female) 

respectively as 78.0% had male, 54.0% had female; 10.7% and 20.7% had 3and above 
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children. Mudasar (2008) in her research study also showed the rural culture and family 

size pattern. In rural areas parents still encourage the large family size as shown in study 

findings that majority of the respondents who have 1-2 children of both sexes (male and 

female) respectively as 56.0% have male, 43.3% have female. And overall majority 

59.2% had 4-6 children. Desire for male (son) is very common especially in rural areas of 

Pakistan. To fulfill this want they bear more female child. Often people, who bear 

daughter after marriage as first child they like family size of 3-4 children. if they got son 

as second child. 

Children’s health can be best examined in the light of mortality prevailing in the 

society and also it is the most important index of socio-economic development and 

quality of life. The high level of mortality is an indication of discouraging socio-

economic development along with the poor govt. commitment for improving health status 

of nation (Govt. of Pak., 2001a; Govt. of Pak., 2013a). Pakistan is currently facing higher 

infant mortality (78/1000) than other neighboring countries in the region (USAID, 2009). 

Data in Table 4.10 also presents picture of deceased children. An overwhelming majority 

(90.0%) of the respondents was those who had never lost (No child died) any child, 5.8% 

were those who had lost their 1 child, while 3.0% respondents had lost their 2 children 

and remaining 1.2% respondents had lost their 3 children in their reproductive life. 

Table 4.10 shows dead male and female children of respondents. An 

overwhelming majority (93.5%, 94.3%) of the respondents had never lost their male and 

female child respectively, 5.3 and 4.0% had lost their 01 male and female child 

respectively; respondents who had lost their 2 male and female children were 1.0 and 

1.0% respectively, while 0.2 and 0.7% had lost their 3 male and female children, 

respectively. Green Star (2009) reported that in Pakistan, males outnumber females and 

this is outcome of excess mortality of young females in the childbearing age (276/ 

100,000). Infant mortality (78/1000) from any reason falls among highest in Asia. Infant 

mortality and morbidity are attached with pregnancy related conditions (Govt. of Pak., 

2013a) 

Table 4.10 further indicates total live births of respondents during their 

reproductive life. Most (27.8%) of the respondents had given 1 live birth, 22.2% of the 

respondents had given 3, 21.0% had given 2, 16.2% had given 4, 5.8% had given 5 live 
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births, and 7.0% respondents had given 6 and more live births in their whole reproductive 

life. Desai and Tarozzi (2008) found mean desired family size 4.83, Total fertility rate 

(TFR) 5.67 in two regions (Oromia and Amhara) of Ethiopia in their study where women 

married earlier (before age of 25 years) and had children. This means they began 

childbearing sooner, had more births as they wanted to have more children.  

Table 4.11: Distribution of the respondents according to the births closer than 2  
years or less 

 
Births are closer than 2 years or less Frequency Percentage 
Yes 339 56.5 
No 261 43.5 
Total 600 100.0 

 

Table 4.11 presents the distribution of the respondents who had given births 

closer to 2 years. Majority (56.5%) of the respondents had given birth closer to 2 years or 

less, while 43.5% respondents had not given birth in short spacing in their whole 

reproductive life. 

Spacing between children is good for both mother and child. In a study on fertility 

behaviour and attitude, almost all the women reported in faviour of child spacing (Naz, 

2007). While in another study Ahmed (2008) found that most of the respondents (37%) 

had birth interval of 1 year between their last births. Daniel et al. (2008) narrated that in 

PRACHAR Project use of communication interventions was an attempt to enhance 

contraceptive use for delaying and spacing births. Demand, adoption attitude and 

contraceptive knowledge were examined in the two surveys in both intervention areas 

and comparison areas. The findings showed that contraceptive practice was very low (2–

6%) at baseline in both comparison and intervention areas so there were more chances of 

early pregnancies among females. In intervention areas, demand for contraception rose 

from 25% at baseline to 40% at follow-up but kept constant in comparison areas. At 

follow-up, in both areas contraception utilization had risen. Females in intervention areas 

had well learnt that fertility varies during the menstrual cycle; early childbirth can be 

harmful and contraceptive utilization is safe for delaying first birth, spacing among 

children and better reproductive health of mothers. 
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4.12 Family Planning 

To motivate the females, to have a favorable attitude towards family planning or 

to adopt family planning behaviour, knowledge of family planning always plays a vital 

role. Knowledge about the family planning and utility of antenatal care (ANC) is a 

prerequisite for appropriate use of those health amenities to make the mother-child health 

safe and sound. However, in the Pakistani socio-cultural context, knowledge of 

reproductive matter is considered ‘shameful’ and a ‘culture of silence’ surround these 

issues (Khawer and Ruaf, 1997). In addition, flow of information of all types is 

moderated by class and gender relations. Knowledge in its broadest sense, therefore, can 

be considered a dimension of women’s gendered position and it is important to explore 

how it relates to attainment of antenatal care and family planning amenities. Data about 

different aspects of family planning is presented in Table. 4.12. 

Table 4.12: Distribution of the respondents according to their perceived attitude 
towards different family planning aspects during their reproductive 
life  

 
Perceive family planning Frequency Percentage 
Good 444 74.0 
Bad 156 26.0 
Total 600 100.0 
Reasons for bad perception 
Prohibited by Islam 136 87.2 
Desire for more children 110 70.5 
Not suitable for health 98 62.8 
Against the culture 81 51.9 
Lack of knowledge 72 46.2 
Husband oppose 85 54.5 
Not affordable 51 32.7 

n= 156 (26%) who perceived Family Planning bad 
Knowledge about FPMs for birth interval
Yes 478 79.7 
No 122 20.3 
Total 600 100.0 
Source of information about FPMs 
Friends 21 4.4 
Family 84 17.6 
Doctor/Nurse/LHV/TBA 221 46.2 
Media 152 31.8 
Total 478 100.0 

n= 478 (79.7%) who had information about FPM for birth interval 
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Practicing FPMs Frequency Percentage 
Yes 156 26.0 
No 444 74.0 
Total 600 100.0 
 Method under utilization 
Tubectomy 34 21.8 
IUD 19 12.2 
Injection 21 13.5 
Condom 52 33.3 
Norplant 2 1.3 
Oral pills 11 7.1 
Natural method/withdrawal 17 10.8 
Total 156 100.0 
 n= 156 (26%) who used FPM 
Did you face any side effect? 
Yes 64 41.0 
No 92 59.0 
Total 156 100.0 
 n= 156 (26%) who used FPM 
Side effects of FPMs 
Bleeding 37 57.8 
Weight loss 5 7.8 
Swelling/rash 22 34.4 
Total 64 100.0 
 n= 64 (41.0%) who faced side effect of FPMs 
Source of treatment regarding side effects from FPM 
Lady doctor 5 7.8 
Pvt. Clinics 36 56.3 
TBAs/Dai 20 31.3 
Any other (Hakim, Homeopath, Peer 
etc) 

3 4.6 

Total 64 100.0 
 n= 64 (41.0%) who faced side effect of FPMs 

 
Practicing choice of f FPMs 
Own Choice 137 87.8 
Others(Husband) 19 12.2 
Total 156 100.0 
 n= 156 (26%) who used FPM 
Who opposed your choice? 
No one opposed it 137 87.8 
Husband  19 12.2 
Total 156 100.0 
 n= 156 (26%) who used FPM 
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Source of treatment regarding 
reproductive health problem 

Frequency Percentage 

Doctor 109 69.9 
LHV/Nurse 47 30.1 
Total 156 100.0 
 n= 156 (26%) who used FPM 
Main source of their family planning services or supplies 
Govt. health facility/ FWC 23 14.7 
Lady health worker/ LHV 40 25.6 
Pvt. hospital or clinic 75 48.1 
Pvt. Physician 4 2.6 
Any other (Medical store, NGO 
Clinic & NGOs field worker) 

12 9.0 

Total 156 100.0 
 n= 156 (26%) who used FPM 
Reasons for not using FPMs 
Prohibited by Islam 235 52.9 
Desire for more children 278 62.6 
Not suitable for health 275 61.9 
Against the culture 230 51.8 
Lack of knowledge 215 48.4 
Husband oppose 196 44.1 
Not affordable/costly 217 48.9 
Not available in locality 197 44.4 
In laws oppose 237 53.4 
 n= 444 (74.0%) who did not use FPM 
Local area availability of contraceptive/ FPM 
Yes 205 34.2 
No 395 65.8 
Total 600 100.0 
Level of mutual understanding between husband and wife for family planning 
Good 315 52.5 
Satisfactory 268 44.7 
Unsatisfactory 17 2.8 
Total 600 100.0 

 
The data given in Table 4.12 present that majority (74.0%) of the respondents 

perceived family planning as “good”, while remaining 26.0% of the respondents 

perceived it “bad”. Similarly Desai and Tarozzi (2008) found the intention to use the 

family planning method higher in Oromia where 71% of nonusers said that they 

perceived family planning good and intended to use contraceptive in future; the 

corresponding figure of Amhara was 46% (Oromia and Amhara two regions of Ethiopia) 
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in their study. Daniel et al. (2008) found in PRACHAR Project that women in 

intervention areas had learnt that fertility diverge during the menstrual cycle; early child 

bearing can be risky and for delaying first birth, utilization of family planning service and 

method is secure and needed  that show their good perception regarding family planning. 

Data in Table 4.12 also indicate the reasons responsible for bad perception about 

family planning. The reason perceived by respondents were that family planning is 

prohibited by Islam (87.2%); desire for more children (70.5%); not suitable for health 

(62.8%); against the culture (51.9%); lack of knowledge (46.2%) while husband opposed 

it (54.5%) and “not affordable” (32.7%). Above mentioned data indicate that Islamic 

beliefs, cultural importance of male member (desire for son) and negative effects on 

health were the strong factors because of which majority of the population in research 

area perceived it bad.  

The data presented in Table 4.12 depict that majority of the respondents (79.7%) 

had information about family planning methods for birth interval while remaining 20.3% 

replied that they had no information about family planning methods for birth interval. 

Yahaya (2002) found similar findings that majority (68.1%) of respondents had 

knowledge of existing methods of birth control and most of them had rarely adopted. 

Buckley et al. (2008) studied young females of 15-24 years and found opposite results. 

Females had less information and adoption of RH services in study area. Abiodun and 

Baloqun (2009) studied female students of age 15 to 24 years and found more than 78% 

had experienced sexual intercourse, about 68% had unintended pregnancy while 25% 

ever used any contraceptive method. Majority got contraceptive information from friends 

& relatives. In a study in Nigeria, Sunmola et al. (2003) stated that more than half of 

respondents had knowledge of family planning methods for birth interval while in 

another study 88.5% of the high school students said that they had knowledge of 

contraception and learned at least one method of contraception (Kibret, 2003) while in a 

study conducted in district Faisalabad 52.5% of mothers had knowledge/ information of 

family planning (Mutafa, 2008). 

Data in Table 4.12 narrate that a large majority (79.7%) had information about 

family planning methods of which most of the respondents (46.2%) had got information 

from medical personnel (Doctor/Nurse/LHV/TBA), 31.8% got it from media, while 
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17.6% learned it from family members and remaining 4.4% of the respondent got 

information from friends and peers. In a reproductive health knowledge study among 

secondary school students, the researcher found that 57% mentioned hospitals (Doctor/ 

Nurse/ LHV/ TBA) secondly, most of them reported schools and similar proportion 

replied that sources of contraceptive information were media (television or Radio). While 

few of them mentioned newspapers, magazines, parents and friends (Kibret, 2003). In 

another research study Sunmola et al. (2003) found that more than half of respondents 

had information about family planning methods and one-third obtained it through the 

doctor, one-third from media and only 6% through Planned Parenthood Federation of 

Nigeria (PPFN). Buckley et al. (2008) investigated 15-24 years young females to study 

accessibility of reproductive health knowledge in Kazakhstan throughout the 1990s. 

Results showed that huge majority did not have access to family planning information. 

Among those who had access, few got information from family & health personnel. 

Abiodun and Balogun (2009) studied 15-24 year females of a school and found that 25% 

had ever practiced a contraceptive method and most of them got information from friends 

and relatives.  

Table 4.12 also presents the practicing attitude of any family planning method. 

Majority (74.0%) of the respondents was not practicing family planning method while 

only 26.0% of the respondents or their husbands were practicing family planning method.  

Ranis (2004) reported that often poor young females got early marriage in most countries 

of world and are less likely to report a mistimed birth, to be practicing contraception, to 

use maternal health services. Ndyanabangi et al. (2004) found in her research study that 

use of family planning methods was also higher among in-school adolescents. Majority 

(61%) of sexually active in-school youth reported having ever used a family planning 

method while only 17% of the sexually active out-of-school youth ever used a family 

planning method. Level of education about family planning methods was found more 

among in-school as compare to out-of-school youth while in another Ahmed (2008) 

found that majority (58.5%) of the respondents used the family planning method. 

Mudasar (2008) mentioned that majority (75.8%) of the respondents did not adopt the 

family planning methods which indicates the adoption of family planning methods in 

rural culture. Abiodun and Balogun (2009) studied 600 female students of 15 to 24 years 
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old; all had knowledge of contraception while 25% ever practiced any contraceptive 

method. Friends and relatives were more common source of information. According to 

world population data sheet, there was less utilization of reproductive health services 

throughout Pakistan. Only 30% married women of 15-49 years were practicing all 

methods of contraception while 22% were using modern methods. Most of the 

communities are not aware of reproductive health services, thus not availing of these 

facilities (Population Reference Bureau, 2008). 

Data given in Table 4.12 also indicate that 26.0% of the respondents used the 

family planning methods, of which one-third (33.3%) of the respondents used the 

condom, 21.8% practiced tubectomy, 13.5% used the injection, 12.2% used the IUD, 

10.8% practiced the natural method/ withdrawal as family planning method, whereas 

7.1% used the oral pills and a small proportion of the respondents (1.3%) practiced the 

norplant as family planning method. In another study the oral pills were the most reported 

(91.5%) method of contraception followed by condom (54.8%), injectables (32.8%), and 

rhythm (25%). During focus group discussions, abortion and utilization of roots and 

leaves of some plants as methods of contraception were also reported. Roots and leaves 

of plants were available from herbalists in the village (Kibret, 2003). In another research 

study, Arshad (2006) found similar results that most of respondents had used condom 

(38.8%), injection (23.5%), pills (18.8%), IUD (18.8%) while remaining 43.3% did not 

adopt any family planning methods. Ndyanabangi et al. (2004) found condom followed 

by the use of oral pills, safe period, and withdrawal as common contraceptive method in 

Ugenda. Respondents in both groups (in-school and out-of-school), but more in the out-

of-school group stated that oral contraceptives are dangerous for the health of the women 

and can lead to malformation of new born too.  Yahaya (2002) found RH situation in a 

study that majority (68.1%) of the respondents had knowledge of birth control methods 

and most common methods were abstinence, breastfeeding and use of condoms while 

traditional methods were rare in practice. Near about 50% reported their husband’s 

disapproval of contraception utilization. 

Table 4.12 indicates that 26.0% (156 respondents) of the respondents practiced 

the family planning method. Out of it, 41.0% of the respondents faced some side effects 

from family planning method while majority (59.0%) of the respondents did not bear any 
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side effect from family planning method.  Similar findings were found by Ndyanabangi et 

al. (2004) who found side effects of contraceptives in the study area. In both groups, 

more respondents of the out-of–school group stated that oral contraceptives were 

dangerous for the health of the women and could lead to malformation of new born too 

while in another study Abiodun and Baloqun (2009) interviewed 600 young females 

students of 15-24 years who all were well informed about contraception, and fear of side 

effects was mostly reported as barrier for non utilization.  

Data in Table 4.12 point out the response of respondents regarding the side effects 

of family planning methods. Total 64 respondents (41.0%) faced side effects from 

utilization of family planning methods. Out of them, majority (57.8%) of the respondents 

faced the problem of bleeding and 34.4% experienced swelling/ rash while 7.8% lost 

their weight as side effect of family planning methods. 

Table 4.12 indicates that out of 64 respondents (41.0%) who faced some side 

effects from family planning method adoption, majority of the respondents (56.3%) got 

treatment from private clinics, 31.3% got treatment from traditional birth attendant 

(TBAs/ Dai), 7.8% got treatment from lady doctors and remaining 4.6% of the 

respondents got treatment from others (Hakim, Homeopath, Peer (a religious person) etc) 

for the side effect of family planning method. 

Data presented in Table 4.12 show that 26.0% of the respondents used the family 

planning method and majority (87.8%) of them practiced it on their own choice while 

12.2% were influenced by their husbands.  Mudasar (2008) in her research study also 

showed the similar results about adoption of family planning methods. According to her 

only 10.0% of the respondents were influenced by their husbands while only 5.0% of the 

respondents themselves decided the adoption of family planning method. According to 

research some other factors also influenced the adoption of contraceptive i.e. in-laws, 

friends etc. More adoption of family planning method is associated with education of 

females as shown in research study conducted by Mudasar (2008) in which she tested the 

hypothesis that educated females are adopting more family planning services and found 

highly significant association between the variables with Chi-square value 29.97, level of 

significance 0.000** and gamma value 0.743. But Pakistani society is male dominated so 

majority decisions of females are influenced by males. Yahaya (2002) stated that almost 
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two-thirds of respondents learned birth control methods and they used willingly 

abstinence, breastfeeding and condoms as contraceptive. 

Table 4.12 also narrates only 156 respondents practiced the family planning 

method. Out of them, an overwhelming majority (87.8%) of the respondents did not face 

any opposition from any side and practiced it on their own choice while 12.2% of the 

respondents were influenced by their husbands in the choice of family planning method 

and they were using it as their husbands’ choice. Yahaya (2002) conducted a study on 

reproductive health. Data analysis showed that females had rarely adopted traditional 

ways of birth control and 45% reported their husbands’ disliking/ condemnation 

regarding contraceptive utilization during intercourse. Results indicate that scenario is 

going to be changed as in study area small proportion (12.2%) of respondents reported 

husbands’ disliking and influence in adoption of contraceptives.   

Data in Table 4.12 depict that total 26.0% used contraceptives and out of them, 

majority (69.9%) of the respondents asked that in case of any reproductive health 

problem, they visited the doctor for treatment while 30.1% got treatment from LHV/ 

Nurse for reproductive health problem. 

Data given in Table 4.12 also indicate that 156 (26%) respondents used the family 

planning services or supplies and out of them 48.1% of the respondents attained family 

planning service from private hospital or clinics, 25.6% attained it from LHW/LHV, 

14.7% got it from government health facility/ hospital, 2.6% attained it from private 

physician, while 9.0% of the respondents got it from others (medical store/NGOs field 

worker/ NGO clinic). In 2002, more than 34 million (56%) of the 61.6 million females of 

age 15-44 years consulted private doctors for family planning or related medical services 

and nearly 13.5 million (22%) visited publicly funded clinics. An important aspect of the 

public clinic system is that they served estimated 4.2 million; 5.4% females in the 365 

days before the 1995 and 2002 survey (Mosher et al., 2004). Similar findings were made 

by Kibret (2003) in the study of RH knowledge, attitude and practice among students. 

The main source of contraceptive supply/ availability was mentioned such as health 

centers (35.5%), hospitals (28.5%), clinics (23%) and other places (13%). 
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Table 4.12 demonstrates the reasons for not using the family planning methods 

because majority (74.0 %) of the respondents were non adopters of contraceptives and 

out of these 52.9% said that it was prohibited by Islam, 62.6% had desire for more 

children so they did not use it, 61.9% declared it unsuitable for health, 51.8% thought it 

against the culture, 48.4% pointed out that lack of knowledge was the reason, 44.1% were 

those whose husbands opposed them to practice it, 48.9%  reported it costly, 44.4% 

reported non availability of contraceptives in their locality, and 53.4% argued that their 

in-laws opposed it. Abiodun and Balogun (2009) studied 600 female students of 15 to 24 

years old. Almost all were unmarried and learned about contraceptive methods. More 

than two-thirds experienced intercourse. Only 25% ever practiced contraceptive method 

and fear of side effects of modern contraceptive was found to be the cause of non 

utilization. In another research study, Arshad (2006) identified similar results that 

majority (54.0%) of the respondents responded that medical facilities were not 

affordable, 76.7% claimed that there was no medical facilities in their area i.e. private 

paramedics/ clinics. 

Table 4.12 also indicates that majority of the respondents (65.8%) reported non-

availability of contraceptive while 34.2% confirmed the availability in their surrounding/ 

locality. Similar findings were made by Heard (2004) who conducted a study to identify 

the interrelationship of access and utilization of modern contraception. A large increase 

in contraception utilization was observed during 1992 to 2000. Results showed that 

utilization of modern contraceptive was positively associated with physical proximity to 

RH services facilities. 

Data in Table 4.12 depict that majority (52.5%) of the respondents stated that they 

had a good level of mutual understanding for family planning, 44.7% of the respondents 

had a satisfactory level of mutual understanding, while only 2.8% respondents replied 

that they had unsatisfactory level of mutual understanding for family planning. 
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4.13 Attitude towards Pregnancy/ Antenatal care 

Prenatal care is the complete care that should be given to a female from her 

family and it should be taken by female herself throughout the pregnancy (Mustafa, 

2008).  Some socio-cultural and religious factors actively influence the use of maternal 

health services in Pakistan or elsewhere in South Asia (Winkvist and Akhter, 1997; Johns 

et al. 2001). Health services are available in Pakistan through several sources like MCH 

centers, hospital, family welfare centers, LHW/LHV and “Dais” or local traditional birth 

attendants (TBAs) though illiterate, ill-trained and ill-equipped (Mustafa, 2008). At the 

level of the household, young women’s subordinate position has been argued to be an 

important factor limiting access to pregnancy/ ANC related healthcare (Winkvist and 

Akhter, 1997; Johns et al. 2001). Females who practice prenatal care in the initial stages 

of pregnancy as compared to those who attain a little or no antenatal care have better 

birth outcome (Mustafa, 2008). In Northern India, Bangladesh and even in Pakistan, older 

women i.e. Mother in-laws have been found to make decision about whom to consult and 

what steps to take during pregnancy and delivery since they are considered to have the 

knowledge and experience of birthing (Jeffery et al., 2002, Unnithan-Kumar, 2001; 

Rozario, 1995b; Johns et al. 2001). Data regarding antenatal care is presented in Table. 

4.13. 

Table 4.13:  Distribution of the respondents according to their perceived attitude 

towards different antenatal care (ANC) aspects during pregnancy 

Received ANC in their last/ current 
pregnancy 

Frequency Percentage 

Yes 479 79.8 
No 121 20.2 
Total 600 100.0 
Source of received ANC during last/ current pregnancy 
 
Pvt. Hospital 62 12.9 
Clinics/Doctor 147 30.7 
Govt. Hospital (DHQ) 42 8.8 
LHV/LHW 111 23.2 
Nurse/Dai 91 19.0 
Lady Doctor 26 5.4 
Total 479 100.0 

n= 479 (79.8%) who received ANC 
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Reason for not receiving ANC Frequency Percentage 
No need 115 95.0 
In-laws opposed 4 3.4 
Not affordable/ lack of resources 1 0.8 
Husband opposed 1 0.8 
Total 121 100.0 

n= 121 (20.2%) who did not receive ANC 
Safety measures for pregnant women
Complete rest 72 12.0 
Eat good and balanced diet 162 27.0 
Don't pick heavy load 70 11.7 
Regular check up 64 10.6 
All above 232 38.7 
Total 600 100.0 
Do woman need regular checkup during pregnancy? 
Yes 542 90.3 
No 58 9.7 
Total 600 100.0 
Did you go regularly for medical checkup during pregnancy?
Yes 527 87.8 
No 73 12.2 
Total 600 100.0 
Source for medical checkup?   
Nurse/LHV/LHW 176 33.4 
Dai/TBA/mid wife 61 11.6 
BHU/RHC/Dispensary/MCHC 6 1.1 
DHQ/THQ 27 5.1 
Pvt. hospital/clinic 257 48.8 
Total 527 100.0 

n= 527 (87.8%) who went for checkup 

Medical checkup should start during pregnancy from 

1st month 140 23.3 
2nd month 96 16.0 
3rd month 337 56.2 
4th or above months 27 4.5 
Total 600 100.0 

Mean = 2.44  Std. Dev. = 0.97 
Perceived per month visits for checkup during pregnancy
One  415 69.2 
Two 103 17.2 
Three 32 5.3 
More than three 50 8.3 
Total 600 100.0 
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Who should decide for treatment? Frequency Percentage 
Woman herself 245 40.8 
Husband 112 18.7 
Family member 183 30.5 
Dai/TBA 24 4.0 
Any other (Doctor/ Nurse etc) 36 6.0 
Total 600 100.0 
Cost (Rs.) on each medical checkup visit 
Up to 250  164 27.3 
251-500 292 48.7 
501-1000 115 19.2 
1001 and Above 29 4.8 
Total 600 100.0 

Mean = 463.85  Std. Dev. = 308.87 
Means of mobility/ transport 
By foot 125 20.8 
Own transport  178 29.7 
Pvt. Transport 91 15.2 
Public transport /Ambulance 206 34.3 
Total 600 100.0 
Nature  of care/ services during pregnancy from family 
Provide mild food 94 15.7 
Pure food for mother 424 70.7 
Oil/Ghee 15 2.5 
Provide warm environment 59 9.8 
All above  8 1.3 
Total 600 100.0 
Did any maternal death occur in your house during pregnancy? 
Yes 31 5.2 
No 569 94.8 
Total 600 100.0 
Causes of maternal death during pregnancy 
Lack of balance diet 3 9.7 
Delay in delivery 5 16.1 
Careless of medical staff 6 19.4 
Lack of knowledge 1 3.2 
Due to complication/ Miscarriage  7 22.6 
Due to heavy bleeding 9 29.0 
Total 31 100.0 

n= 31 (5.2%) who had maternal death in their house 
 

Table 4.13 indicates that majority (79.8%) of the respondents received ANC 

during their last/current pregnancy while 20.2% did not receive. These results are similar 
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to those of Ahmed (2008), Mudasar (2008) and Arshad (2006). Ahmed (2008) found that 

majority (64%) of the respondents had got ANC during their last/ current pregnancy. 

Mudasar (2008) in her research study also showed that 65.8% rural women had the 

facilities of paramedics/ clinic in their area and 50.8% females responded that they visited 

them for receiving ANC during their last/ current pregnancy and found them affordable. 

In another research study, Arshad (2006) reported similar results that majority (60.0%) of 

respondents had received ANC while remaining 40.0% did not attain it during their last/ 

current pregnancy. 

 Data in Table 4.13 narrate that majority (79.8%) of the respondents received 

ANC during their last/current pregnancy and out of it, 30.7% of the respondents received 

it from Doctor’s clinics, 23.2% got it from LHV/LHW, 19.0% attained it from Nurse/Dai, 

12.9% visited private hospitals, 8.8% visited government hospitals (DHQ), while 5.4% of 

the respondents received it from lady doctor’s clinics. Similar results were found by 

Mustafa (2008) and Mudasar (2008). Mustafa (2008) found that 54% of females visited 

the doctors for medical checkup during last/ current pregnancy in the govt. hospitals or in 

their private clinics. Mudasar (2008) found that 65.8% of rural women had the facilities 

of private paramedics/ clinics in their area where they had received ANC during their 

last/ current pregnancy. 

Table 4.13 also indicates that total 121 respondents  (20.2%) did not receive ANC 

during their last/current pregnancy and out of it, an overwhelming majority (95.0%) of 

the respondents replied that they did not feel the need of it on that time, 3.4% replied that 

their in-laws opposed them, 0.8% did not afford it or due to lack of resources they did not 

receive ANC during their last/current pregnancy,  and only 0.8% did not receive it 

because their husbands opposed them in this regard. 

Table 4.13 indicates that most (38.7%) of the respondents replied that during 

pregnancy a woman should take complete rest, eat well and balanced diet, don't pick 

heavy load, and should make regular medical checkup during pregnancy as safety 

measures. A little more than one-fourth (27.0%) of the respondents were of the view that 

a pregnant woman should eat well and balanced diet, 12.0% of the respondents were in 

favour of complete rest, 11.7% of the respondents thought that a pregnant woman should 
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not pick heavy load, and 10.6% of the respondents answered in favour of regular medical 

checkup. 

Data given in Table 4.13 also narrate that an overwhelming majority (90.3%) of 

the respondents had replied in favour of regular medical checkup while 09.7% of the 

respondents replied that a woman has no need of regular medical checkup during 

pregnancy. Similar findings were made by Mustafa (2008) in his research that almost 

two-thirds of the respondents went regularly for medical checkup during their pregnancy 

and others visited occasionally that indicates the thinking of community about medical 

checkup. Although majority perceived it important to make medical checkup regular but 

still some proportion of community did not consider it important for women to visit the 

heath centre regularly for checkup. 

 Table 4.13 also indicates that a large majority (87.8%) of the respondents replied 

that they visited the doctor regularly for medical checkup while 12.2% of the respondents 

did not visit doctor regularly for medical checkup during pregnancy.  

Data given in Table 4.13 further depict that most (48.8%) of the respondents went 

to a private hospital/ clinic for medical checkup, 33.4% of the respondents visited the 

Nurse/ LHV/ LHW, 11.6% visited TBA/ Dai/  Midwife while only 1.1% of the 

respondents went to basic health unit (BHU)/ rural health centre (RHC)/ dispensary/ 

mother child health centre (MCHC) and remaining 5.1% of the respondents visited the 

district head quarter (DHQ)/ tehsil head quarter (THQ) hospital for medical checkup. 

 Table 4.13 also shows that majority (56.2%) of the respondents answered that 

pregnancy checkup should start from third month, 23.3% of the respondents were in the 

favour of first month, and 16.0% were in favour of second month while 4.5% of the 

respondents perceived that pregnancy check up should start from fourth month or above. 

The mean value for medical visit was 2.44 months.  

 Data in Table 4.13 further reveal that during pregnancy majority (69.2%) of the 

respondents thought that a pregnant woman should visit once a month to medical 

personnel for checkup, 17.2% of the respondents were in favour of twice a month 

medical checkup, 5.3% replied that a pregnant woman should visit medical personnel 

thrice a month for checkup while 8.3% were in favour of more than three visits a month. 

These findings are in lines with those of Lule (2004) who found that the poor young 
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females married earlier and had less economic autonomy, and may be less likely to gather 

in such fixed places as school, health centers. Indian and Bangladesh statistics pointed 

out that in South Asia husband or husband’s family in different walks of life mostly 

forced married females. Their outside home mobility and decision making power 

regarding their own health was influenced by their husband or in-laws so visits to health 

center regarding treatment significantly associated with approval of family member. Less 

and restricted mobility along with less autonomy in decision making restricts females’ 

per month visits for medical checkup during pregnancy and mostly it is hard for them to 

make at least one visit per month.     

 Table 4.13 also narrates that most (40.8%) of the respondents replied that a 

woman should herself decide about treatment in case of any complication, 30.5% were in 

favour of family members’ decision, 18.7% replied that husband should decide for 

medical treatment, 4.0% answered that Dai/TBA should decide for medical treatment 

while 6.0% of the respondents replied that someone else (health personnel like doctor/ 

nurse etc) has to decide for medical treatment in case of any complication. Similar 

findings were made by Lule (2004) that the poor early married young females had less 

socio-economic and decision making autonomy, and may be less likely to gather in such 

fixed places as school, health centers, and youth clubs. In South Asia husband or 

husband’s family in different walks of life mostly forced married females. Their outside 

home mobility and decision making power regarding their own health were influenced by 

their husband or in-laws so visit to health center regarding treatment in case of any 

complication and also the decision relating to whom along this treatment will be taken 

were significantly associated with approval of family member.  Similarly Winkvist and 

Akhter (1997) reported that norms and values actually influence use of maternal health 

services in Pakistan or elsewhere in South Asia. At the level of the household, young 

women’s subordinate position has been argued to be an important factor limiting access 

to pregnancy related healthcare. In Northern India and Bangladesh, older women have 

been found to make decision about whom to consult and what steps to take during 

pregnancy and delivery since they are consider to have the knowledge and experience of 

birthing (Jeffery et al., 2002, Unnithan-Kumar, 2001; Rozario, 1995b).   
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Data given in Table 4.13 further reveal the distribution of the respondents 

regarding their response that how much cost they have to spend on each medical 

checkup. Most (48.7%) of the respondents had to spent Rs. 251-500 on each medical 

checkup, 27.3% had to spent up to 250 rupees while 19.2% had to spent 501-1000 rupees, 

and 4.8% of the respondents had to spent more than Rs.1000 on each medical checkup. 

The mean medical expenditure on each visit was 463.85 rupees. These results are similar 

to those of Mumtaz and Salway (2007) who reported that costs, both social and financial, 

were found in the ethnographic work to be a crucial variable in the calculus to use 

antenatal care (ANC). The majority of non-users were members of poorer families. 

Amongst the poor, the decision to use or not to use antenatal services is assessed in the 

light of the financial outlays involved, and the perceived risks and benefits. Where 

financial resources are limited and competing needs include items of basic survival like 

food and clothing, ANC has low priority. As a preventive activity in the absence of overt 

symptoms of ill health, it is considered a fuzuual (unnecessary) expense. A visit costs 

about Rs.200 (including transport, doctor’s fees and medicines prescribed), an amount 

that can constitute up to 20 percent of a poor family’s monthly income. As well as the 

overall financial capacity of the family, it was of interest to explore whether a woman’s 

own access to income has any bearing on her use of ANC. 

 Data given in Table 4.13 also indicate that most (34.3%) of the respondents had 

used public transport ambulance, 29.7% had used their own transport, 15.2% of the 

respondents had used private transport to go to health center for medical checkup while 

20.8% did not use any transport. Similar findings were made by Lule (2004) and Mumtaz 

and Salway (2007) in their studies that lack of economic resources and distance from 

health center served as barriers for females to visit health centre for getting proper and 

timely treatment during pregnancy. Mostly they used public transport or made a walk to 

health center for treatment. Their outside home mobility and decision making power 

regarding their own health were also influenced by their male members (husband) or in-

laws so visit to health center regarding treatment was significantly associated with 

approval of family member. 

Table 4.13 further narrates that a large majority (70.7%)  was in favour of pure 

food for mother during  pregnancy, 15.7% were in favour of mild food, 9.8% replied that 
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family should provide warm environment while 2.5% of the respondents mentioned some 

other types of care/services like ‘Dasi Ghee’, ‘Panjeri’, ‘Halwa’ (all these food are made 

of excessive oil/ghee and powder of wheat / rice and dry fruits) while remaining 1.3% of 

the respondents were in faviour of all above mentioned services and cares. Mustafa 

(2008) found in his research study that majority (70.5%) of the respondents took extra 

diet during their pregnancy and he suggested that diet should be pure and good in quality. 

 Table 4.13 also indicates that an over whelming majority (94.8%) of the 

respondents replied that no maternal death had occurred in their house during pregnancy 

while 5.2% of the respondents admitted that maternal death had occurred in their house 

during pregnancy. Green Star (2009) advertised that on education & reproductive health 

scale, Pakistan stands lowest while in fertility rate and population growth rate have high 

position as compare to other developing countries i.e. Bangladesh, India and Sri Lanka. 

In Pakistan, more females die as compare to Sri Lanka. Due to pregnancy related reasons, 

female death ratio many times higher in Pakistan as compare to Sri Lanka and near 50% 

females experience anemia. Estimated maternal mortality is 350-400 per 1 Lac live 

births. 

Data given in Table 4.13 also reveal that most (29.0%) of the respondents pointed 

out that due to heavy bleeding maternal death occurred during pregnancy, 22.6% declared 

pregnancy complication/ miscarriage, 19.4% blamed careless medical staff, 16.1% 

declared delay in delivery while 9.7% regarded lack of balanced diet as the cause of death 

and 3.2% of the respondents declared the lack of knowledge about reproductive health as 

a cause of maternal death during pregnancy. These results are similar to those of Kodio et 

al. (2002) who discussed the findings of maternal mortality and medical reasons in rural 

Senegal. They got last 10–14 year’s statistics of all 15 to 49 years old female’s birth and 

death in Niakhar, Bandafassi and Mlomp for comparison. Maternal mortality ratio was 

higher in remote areas of Bandafassi and similar in Mlomp and Niakhar. Haemorrhage 

became most common reason of two-thirds of maternal death while only a few reported 

abortions. 

4.14 Abortion 

Unintended pregnancy often ends up with illegal and unsafe abortion. Victims 

may also face a number of consequences such as miscarriage, pregnancy complications, 
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abortion or premarital childbearing, which can disrupt education of females (Herold et al. 

1994). Adolescents are more likely to be exposed to sexually transmitted diseases (STDs) 

and HIV/AIDS than adults (McCauley and Salter, 1995). Abstinence from sexual 

intercourse is the only certain way of preventing pregnancy and it confers absolute 

protection from AIDS and other STDs. However, abstinence was mentioned by only a 

few respondents as a method of pregnancy prevention and it was an impossible task for 

young people (Kibret, 2003). Every option after adolescent sexual activity and unwanted 

pregnancy has its risks and challenges. The girl may end up with abortion that is carried 

out under unhygienic conditions, pregnancy associated morbidity and mortality and 

socio-economic problems, while both partners are at risk of contract STDs including 

HIV/AIDS (Herold et al., 1994). The data regarding abortion are presented in Table 4.14. 

 

Table 4.14:  Distribution of the respondents according to their perception/  

awareness/ practice/ reasons and consequences of abortion 

How do you perceive abortion? Frequency Percentage 
Save life of mother 329 54.8 
Harmful practice 269 44.9 
Any other 2 0.3 
Total 600 100.0 
Awareness 
Yes 257 42.8 
No 343 57.2 
Total 600 100.0 
Ever aborted any pregnancy 
Yes 125 20.8 
No 475 79.2 
Total 600 100.0 
Reasons of abortion 
Pregnancy complications 58 46.4 
Miscarriage 67 53.6 
Total 125 100.0 

n=125 (20.8%) who aborted 
 

Awareness about  abortion 
Yes 95 76.0 
No 30 24.0 
Total 125 100.0 

n=125 (20.8%) who aborted 
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Attending source Frequency Percentage 
Doctor 78 62.4 
Nurse 21 16.8 

LHV/LHW 15 12.0 
TBA/Dai 11 8.8 
Total 125 100.0 

n=125 (20.8%) who aborted 
Major operation 6 4.8 
Minor operation 93 74.4 
Medicine/injection 26 20.8 
Total 125 100.0 

n=125 (20.8%) who aborted 
Knowledge of sterilized instruments during abortion
Yes 82 65.6 
No 43 34.4 
Total 125 100.0 

n=125 (20.8%) who aborted 
Faced any complication after abortion
Yes 36 28.8 
No 89 71.2 
Total 125 100.0 

n=125 (20.8%) who aborted 
 

Table 4.14 indicates that majority (54.8%) of the respondents perceived that 

abortion saves the life of mother while 44.9% of the respondents perceived it as a harmful 

practice and 0.3% of the respondents perceived it in another way.  

Data in Table 4.14 also show that majority (57.2%) of the respondents had no 

awareness about safe abortion, while 42.8% of the respondents had the awareness of safe 

abortion. 

Table 4.14 further indicates that a vast majority (79.2%) of the respondents never 

aborted any pregnancy while 20.8% of the respondents experienced abortion in their 

reproductive life.  These results are similar to those of Mittal et al. (2008), Mudasar 

(2008), Sunmola et al. (2003) and Abiodun and Baloqun (2009). The former conducted 

interviewed 284 women who attended the All India Institute of Medical Sciences in New 

Delhi for medical termination of pregnancy (MTP). Only 7.8% had knowledge of 

medical abortion and 5.28% had previously undergone MTP with satisfaction. Sunmola 

et al. (2003) found in their research study that 6% aborted the pregnancy and most of 

them aborted 1-3 times. Almost all the abortions occurred in the medical center with 
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various consequences. Sixty percent respondents faced satisfactory outcome while other 

faced medical complications. Mudasar (2008) in her research study also showed that 

28.3% respondents had faced abortion during reproductive life. Abiodun and Baloqun 

(2009) studied 600 female students of 15 to 24 years old. Among them 68% faced 

unwanted pregnancy and 64% experienced abortion while, in another research study 

Arshad (2006) identified similar results that majority of respondents (75.3%) did not 

abort any pregnancy during their reproductive life while 24.7% aborted pregnancy. 

Data given in Table 4.14 also indicate that out of 125 respondents (20.8%) who 

aborted pregnancy, majority (53.6%) reported miscarriage while remaining 46.4% 

reported pregnancy complications. These results are similar to those of Mudasar (2008) 

and Arshad (2006). Mudasar (2008) in her research study also reported that 71.7% of the 

respondents did not experience abortion in their reproductive life whereas 14.2% faced 

abortion due to pregnancy complication and 5.8% faced miscarriage and aborted on 

doctor’s advice while, in another research study Arshad (2006) identified similar results 

that most of respondents (21.4%) faced abortion due to medical complication during their 

reproductive life while 40.5% aborted on doctor’s advice and remaining 8.1% aborted on 

self desire.  

Table 4.14 also shows that out of 125 respondents (20.8%) who faced abortion, 

majority (76.0%) reported that they were aware of abortion at that time while 24.0% of 

the respondents were not aware of abortion. Similar results were found by Mudasar 

(2008) and Arshad (2006) in their studies that the respondents were aware of abortion 

because most of them aborted on doctors’ advice.  

It is also evident from the data presented in Table 4.14 that majority (62.4%) of 

the respondents was attended by doctor during abortion, 16.8% of the respondents 

aborted from nurse, while 12.0% aborted from LHV/LHW and 8.8% of the respondents 

made their abortion from traditional birth attendant/ Dai.  

Table 4.14 shows that majority (74.4%) of the respondents reported that abortion 

was done through minor operation, 20.8% aborted through medicine/ injection while 

4.8% of the respondents faced major operation during abortion. These results are similar 

to those of Mittal et al. (2008) who conducted a survey in which 284 women were 

interviewed who attended the “All India Institute of Medical Sciences” in New Delhi for 
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medical termination of pregnancy (MTP) and 7.8% learnt the medical abortion and 

5.28% experienced MTP with satisfaction. Oral pills being an effective and safe method 

were adopted by 3.8% females for abortion. Information about emergency contraceptives 

was even poorer because very few (1.4%) females had knowledge of it and none had 

practiced.  

Table 4.14 further indicates the distribution of the respondents according to the 

knowledge about utilization of sterilized instruments by attendant during abortion. 

Majority (65.6%) of the respondents was quite aware of sterilized instruments used 

during abortion because most of the abortions were operated by doctors who were 

qualified while 34.4% of the respondents replied that the attendants did not use sterilized 

instruments during abortion as they faced some complication after abortion because they 

contacted less qualified or traditional birth attends/ Dais. 

Data in Table 4.14 indicate also the respondents who faced complications after 

abortion. Total 125 respondents (20.8%) aborted their pregnancy due to any reason. Out 

of them 28.8% faced some complications after abortion while majority (71.2%) of 

respondents did not face any complication. 
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4.15 Sexually Transmitted Infections (STIs): HIV/AIDS 

Globally, millions of human beings of all ages and sex becomes the victim of 

sexually transmitted infections (STIs) and faces severe sickness, enduring disability, and 

passing way with severe psychological and health outcomes (WHO, 2008). These are 

infections which mainly pass through from one person to another through sexual relation 

(WHO, 2014). Above than 30 bacterial, parasites and viruses are discovered so far that 

can be sexually moved (WHO, 2008; WHO, 2014) and generally become the cause of 

Hepatitis B infection, syphilis and HIV/ AIDs.  Numerous of these viruses and bacteria, 

especially HIV and syphilis, can be passed on to children from their mothers during 

childbirth and during blood or tissue transfer (WHO, 2014). Awareness about STIs not 

only have an effect on females’ responsible attitude towards high risk sexuality but also 

save them from health complications and have positive effects on mother child health 

(Owizy, 2014). Data regarding knowledge about STIs/ HIV/ AIDs development and its 

protection measures are presented in Table 4.15. 

Table 4.15:  Distribution of the respondents according to their knowledge about 
sexually transmitted infections (STIs)/ HIV/ AIDS/ their development 
and protection measures 

Knowledge about Sexually Transmitted 
Infections (STIs)  

Frequency Percentage 

Yes 181 30.2 
No 419 69.8 
Total 600 100.0 
Knowledge about HIV/ AIDS 
Yes 328 54.7 
No 272 45.3 
Total 600 100.0 
Knowledge about how STIs, HIV/AIDS develop? 
Yes 289 48.2 
No 311 51.8 
Total 600 100.0 
Knowledge about protection measures Yes 
Extra-marital sex 250 41.7 
Use of non-reusable disposable syringe 335 55.8 
Blood testing for blood donation 310 51.7 
Use of new razor for shaving by barber 276 46.0 

 

Table 4.15 indicates that majority (69.8%) of the respondents had no knowledge 

while 30.2% of the respondents had the knowledge of STIs. These results are similar to 
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those of Afsar and Mehmood (2006) and Rahim and Sheikh (2006). Former studied the 

knowledge level of community about STIs in district Khairpur, Sindh, Pakistan and 

reported that situation was slightly better among health care providers as compared to 

common people. Community had less knowledge about STIs. While health care providers 

believed that the prevalence of STIs was high among community but community did not 

consider themselves at risk whereas Rahim and Sheikh (2006) reported similar results in 

a cross-sectional survey of 20 villages in Lahore, where 400 adolescents and young adults 

were interviewed. They concluded that people were aware of STIs and perceived 

themselves safe from STIs due to cultural norms and media awareness. 

Table 4.15 also indicates that majority (54.7%) of the respondents had knowledge 

about HIV/AIDs while 45.3% respondents had no knowledge about HIV/AIDS.  Sudha et 

al., (2005) conducted a cross- sectional study in Hyderabad, Andhra Pradesh and found 

that 80.63% (645/800) of the respondents were sketchily aware of HIV/AIDS, but had 

wrong perceptions about the mode of transmission or prevention while Sunmola et al. 

(2003) found that huge majority (91.9%) had knowledge of HIV/ AIDS in Niger State of 

Nigeria. Rani (2004) reported that most of young poor females made early age marriage 

in most countries and had less knowledge about how to block sexual transmission of 

HIV/AIDS.  

Data presented in Table 4.15 further indicate that a little more than half (51.8%) 

of the respondents had no knowledge about how STIs, HIV/ AIDS develop while 48.2% 

of the respondents had the knowledge in this regard. Rani (2004) reported that most 

young poor females made early age marriage in most countries and had less knowledge 

about how to control sexual transmission of HIV. Early age marriage restrains 

educational activities of young females and involves them in sexual activities that 

becomes cause of STIs and affects reproductive health of young females.   

Table 4.15 also indicates the distribution of the respondents regarding their 

knowledge that how to save themselves from STIs or HIV/AIDS. In response to the 

knowledge of protective measures about STIs or HIV/AIDS i.e. extra-marital sex, 

majority of the respondents (58.3%) responded replied that they had no knowledge about 

it while 41.7% replied in positive. About use of non-reusable disposable syringe, majority 

(55.8%) of the respondents replied in positive while 44.2% had no knowledge about it. In 
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response to blood testing for blood donation as a protection measure, slightly more than 

half (51.7%) of the respondents replied in positive while the remaining (48.3%) 

responded negatively because they did not know this measure of protection. Regarding 

use of new razor for shaving by barber as a protection measure about STIs or HIV/AIDS, 

majority (54.0%) of the respondents replied in negative while 46.0% of the respondents 

admitted that they knew it. Sunmola et al. (2003) found that most of the respondents 

believed that utilization of antibiotics before sex and use of clean toilet seats were 

preventive measure for STDs where as 27.2% of the respondents reported condom, 16% 

said avoidance of casual sex while 21% reported avoidance of heterosexual intercourse as 

preventive measures of HIV/AIDS. Similarly Rani (2004) reported that most poor young 

females had less knowledge of preventive measures of sexual transmission of HIV/ AIDS 

and were less aware of how to protect themselves from STIs. 

4.16 Reproductive Tract Infections (RTIs) 

Reproductive tract infections are gradually more known as a severe universal 

health dilemma that has affected the individuals (woman and man), their relations and 

society. For better family planning, safe motherhood, and mother-child health and to 

prevent HIV,   RTIs/ STIs and their follow-up are most important part of such programs 

(Bhawsar et al., 2001), while RTIs/ STIs are known as a community health problem that 

enfolds RH problems i.e. infertility, ectopic pregnancy, miscarriage and severe pelvic 

pain as well as risk of HIV. Women of developing countries are facings these problem 

especially (Bhawsar et al., 2001; Aggarwal and Duggal, 2004). Mostly young females 

suffer from these because of high rates of partner change and higher sexual behavior 

(Johnson et al., 2001; ECDC, 2013) and they have less discussion about protected sex 

and due to inadequate access to contraceptives, SRH services and education about 

sexuality and sex relationship(IPPF, 2009 ; ECDC, 2013). It is necessary to make sure 

that young persons are supported and assisted by proper guidance about their health 

because they are future builder of every society (Ibid). RTIs are of three different sorts of 

infections i.e. infections of endogenous, iatrogenic and sexually transmitted infections 

(STIs) that affect reproductive health of females. Data regarding different aspects of RTIs 

is presented in Table 4.16. 
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Table 4.16:  Distribution of the respondents according to their perceived attitude 
towards different aspects of RTIs and reproductive health 

 
Knowledge about reproductive health Frequency Percentage 
Yes 412 68.7 
No 188 31.3 
Total 600 100.0 
Knowledge about RTIs 
Yes 286 47.7 
No 314 52.3 
Total  600 100.0 
Possible action in case of itching or burning in the genital area 
Consult to a doctor 364 60.7 
Use any other tips 201 33.5 
Do nothing 35 5.8 
Total 600 100.0 

Opinion regarding the causes of RTIs 
Little knowledge about pregnancy 271 45.2 
Pre-natal negligence 59 9.8 
Post partum complication 51 8.5 
No knowledge about FP/ RH 219 36.5 
Total 600 100.0 
Experienced health problems during reproductive life 
Headache 377 62.8 
Swelling on different body parts 366 61.0 
Back pain 376 62.7 
Fever 206 34.3 
Heavy bleeding 68 11.3 
Irregular menses 49 8.2 
Breast problems 21 3.5 
Miscarriage 108 18.0 

 

 Table 4.16 indicates the division of the respondents according to their knowledge 

about reproductive health and RTIs. In response to knowledge about reproductive health, 

majority (68.7%) of the respondents replied in positive while 31.3% responded in 

negative. In response to knowledge about RTIs, majority (52.3%) of the respondents 

responded in negative while 47.7% of the respondents had the knowledge about RTIs. 

Green Star (2009) reported that in Pakistan, the extent of RTIs was not documented. 

Breast cancers and RTIs develop a prominent share of cancers in Pakistan. A study, 

which was made in five hospitals of four provinces, pointed out that 19% of females, 

faced cancers of gynecological reasons. Breast cancer was most common, accounting for 
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20% of all cases. Similarly Buckley et al. (2008) found in their research study that young 

women, regardless of marital status, possessed consistently low levels of reproductive 

health knowledge during 1990 to 1999. 

Data presented in Table 4.16 describe that 60.7% of the respondents said that in 

case of itching or burning in the genital area they will consult a doctor, 33.5% said that 

they will use any other tips and remaining 5.8% replied that they will do nothing. These 

results are contradictory to those of Ranjani (2005) who found in a cross-country study 

that RTIs and RH problems were not consulted by doctors and were not reported due to 

cultural barrier or due to lack of access to health center in many parts of world especially 

in developing countries.  Therefore integrated RH facilities from multiple out-lets i.e. 

PHC/FP/MCH/RTI clinics, although implementation differ across the type of clinics, 

were desired by Pakistan, Sri-Lanka, China and Indonesian governments, to be provided. 

For instance; in Pakistan, BHU and RHU have better capacity to absorb other SRH 

services (STI/ RTI and abortion); than STI/RTI clinics are being integrated by PHC or 

MCH facilities. Major weakness to integration in these countries is that all preventive 

facilities are not in access at one window. Bangladesh (post reform period), India, 

Phillippines, Thailand, Vietnam, adopt one-window community clinic/ health personnel 

to provide facilities. 

Table 4.16 narrates that 45.2% of the respondents regarded little knowledge about 

pregnancy as a cause of RTIs, 36.5% of the respondents regarded no knowledge about 

family planning/ reproductive health as the cause while 9.8% of the respondents declared 

the pre-natal negligence as main cause of RTIs and 8.5% of the respondents replied that 

post partum complications were the causes of RTIs. 

Data in Table 4.16 also indicate that majority (62.8%) of the respondents had 

experienced headache in their reproductive life similarly majority (61.0%) of the 

respondents had experienced swelling on different body parts this problem in their 

reproductive life. Majority of the respondents (62.7%) had experienced back pain, 34.3% 

had experienced fever and only 11.3% of the respondents had faced heavy bleeding. 

Irregular menses were experienced by only 8.2% of the respondents. A small proportion 

(3.5%) of the respondents experienced breast problems during their reproductive life and 
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only 18% of the respondents faced miscarriage during their reproductive life. Data 

indicates that mostly females’ had experienced headache, back pain and swelling on 

different body parts that may be because of less knowledge about reproductive health 

services. These results are in lines with those of Arshad (2006) who reported that 

majority (70.0%) of respondents had headache problem during their reproductive life, 

56.7% had back pain and 49.3 % experienced fever during their reproductive life. 

4.17 Breast Cancer 

Globally, females are facing breast cancer that is one of the most common sorts of 

cancer.  It is going to be increased in underdeveloped as well as in developing countries 

(Fregene and Newmanua, 2005; Ly et al., 2011).  In contrast to western nations, breast 

cancer among women of less developed countries tends to take place in premenopausal 

women of 35 and 45 years (Somdyala et al., 2011; Elgaili et al., 2010). Awareness and 

understanding of breast cancer in developing countries is generally low (Sambanje and 

Mafuvadze, 2012; Anderson et al., 2006; Yip et al., 2011; Matalqah et al., 2011). 

Presently, WHO and many other international institutions such as The Breast Health 

Global Initiative (BHGI) initiated breast cancer awareness campaigns to enhance the 

females’ knowledge (Yip et al., 2011; Anderson et al., 2006). Worldwide, educational 

level has shown a significant association with general breast cancer awareness (Matalqah 

et al., 2011).  Data regarding knowledge about breast cancer are presented in Table 4.17. 

Table 4.17:  Distribution of the respondents according to their knowledge about 
breast cancer 

 
Table 4.17 indicates that only 18.2% of the respondents replied that health worker 

had instructed them on self-palpation of breast. Only 17.5% of the respondents replied 

that they knew about the palpation of their breast for any lump because health personnel 

educated them in this regard. These results are similar to those of Sambanje and 

Mafuvadze (2012) who found that majority of females in study area had a little 

knowledge about breast cancer. They had need of more awareness for better RH health. 

Breast Cancer Frequency Percentage  
Has any health worker instructed you on 
self-palpation of breasts 

109 18.2 

Do you have knowledge about palpation of 
your breast for any lump 

105 17.5 
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4.18 General Perceptions about Female Education and Age at Marriage   

 Age at marriage is considered very important in the study of fertility and 

contraceptive behaviour, because it is more related to cultural than demographic aspects. 

In Pakistan, extra-marital relations are absolutely prohibited and are punishable. A man 

or woman can enjoy sexual life only after marriage (Zafar et al., 2003; Nayab, 2008) and 

in Pakistani culture; this is one of the primary causes of early age marriage (Nayab, 

2008). Early age marriage restrains their schooling (Rabia, 2013) and as a result mostly 

rural females are not allowed to get secondary or higher education (Naz et al., 2009; Rabia, 

2013). From last many decades, education was organized as single most powerful 

variable in unifying fertility behavior. Education has not only considerable impact on 

fertility behavior, but also contributes in postponement of marriage and first pregnancy, 

and the family size (United Nations, 1974). The data regarding female education and age 

at marriage are presented in Table 4.18. 

Table 4.18:  Distribution of the respondents according to their perception 
regarding female education/ delaying /avoiding early female 
marriage/ age at marriage of male and female  

 
Are you in favour of female education? Frequency Percentage 
Yes 570 95.0 
No 30 5.0 
Total 600 100.0 
Can females’ involvement in academic activities delay early marriage? 
Yes 509 84.8 
No 91 15.2 
Total 600 100.0 
Age at marriage for male (in years) 
Up to 24 161 26.8 
25-28 315 52.5 
29 and above 124 20.7 
Total 600 100.0 

Mean = 25.26  Std. Dev. = 3.47 

Age at marriage for female (in years) 
15 years 35 5.8 
16-18 82 13.5 
19-24 357 59.5 
25 and above 126 21.0 
Total 600 100.0 

Mean = 20.98  Std. Dev. = 2.98 
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Table 4.18 indicates that a large majority (95.0%) of the respondents was in 

favour of female education while only a small proportion (5.0%) of the respondents was 

against female education. 

Data in Table 4.18 narrate that a huge majority (84.8%) of the respondents 

perceived that females’ involvement in academic activities can delay their early age 

marriage. They replied in positive and were agreed with this statement that to avoid the 

early age marriage, females should remain engaged in academic activities while 15.2% of 

the respondents replied in negative because they were not in favour of such activities to 

avoid or delay females’ early marriage.    

Table 4.18 further indicates that slightly more than half (52.5%) of the 

respondents said that male should be of age 25 to 28 years at the time of marriage while 

26.8% of the respondents were in favour of early age marriage, according to them male 

should be maximally up to 24 years old at the time of marriage and 20.7% of the 

respondents commented that male should be married at or after the age 29 years which 

shows that they were in favour of late marriage. It was noted that in urban and rural areas 

of Pakistan, male mostly married before the age of 23 and 21, respectively, which put the 

early age marriage as norm in Pakistan and many other developing countries (Nayab, 

2008; Shraddha and Bharti, 2006) while in another study Sunmola et al.  (2003) found 

that majority of population considered the age of 23-26 years as ideal for male to marry. 

Data presented in Table 4.18 also narrate that majority (59.5%) of the respondents 

were of the opinion that females should be of 19 to 24 years old at the time of marriage 

while 5.8 and 13.5% of the respondents were in favour of early age marriage of females 

because in their opinion, female should be married at age of 15 years or between the age 

of 16 to 18 years respectively and 21.0 percent respondents were in faviour of late 

marriage of females because in their opinion, female should marry at the age of 25 years 

or above. Similar findings were found in different studies about early age marriage 

culture of Pakistani society. Majority of females (72.0%) was married by the age of 20 

and almost every woman was married by the age of 25 (Zafar et al., 2003; Shraddha and 

Bharti, 2006). While in another study Sunmola et al. (2003) found that majority of 

population believed that females should be married between the age of 14 to 18 years. 
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Table 4.19:  Distribution of the respondents according to their perception  
regarding safety measures to keep mother child healthy 

  
Safety measure  Frequency Percentage 
Prenatal care 99 16.5 
Mother baby checkup 174 29.0 
Immunization 11 1.8 
Long birth interval 89 14.8 
Small family size 117 19.5 
Vitamin supplement 8 1.3 
All of above 94 15.7 
Any other (‘dasi ghee’, ‘panjeri’, ‘halwa’) 8 1.3 
Total 600 100.0 

 

Table 4.19 reveals that most (29.0%) of the respondents regarded the mother baby 

checkup, 19.5% declared small family size, 16.5% mentioned prenatal care, 14.8% 

regarded long birth interval, 1.8% thought immunization, 1.3% of the respondents 

declared vitamin supplement while 15.7% respondents declared all above (prenatal care, 

mother baby checkup, immunization, long birth interval, small family size and Vitamin 

supplement) and only 1.3 percent of the respondents declared some other measures  like 

‘dasi ghee’, ‘panjeri’, ‘halwa’ (all these food are made of excessive oil/ ghee and powder 

of wheat/ rice and dry fruits) that should be practiced to keep mother and child healthy.   

Table 4.20: Distribution of the respondents according to their knowledge 
regarding maternal health 

  
Have you ever learned about maternal 
health? 

Frequency Percentage 

Yes 471 78.5 
No 129 21.5 
Total 600 100.0 

 

Data in Table 4.20 indicate that a huge majority (78.5%) of the respondents 

admitted that they had learnt about maternal health while 21.5% of the respondents had 

never learnt about maternal health from anywhere. Buckley et al. (2008) studied 15 to 24 

years old females to access RH knowledge and found that huge majority of females 

without family planning information access and had low level knowledge of maternal 

health. Few who had access, among them, few got information from family and medical 

personnel. Mass media and peers were reported to be the information sources.  
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4.19 Learning and Source of Learning about Maternal Health 

Source of knowledge has the most powerful influence on human behaviour, 

attitude, thoughts and their perception (Shaker, 2008). Population welfare programme 

emphasizes improvement of motivating people for child spacing and limiting the family 

under the programme. Health personnel and media (print and electronic) both have 

importance. Educational and informatory films in urban and rural areas though cinema 

houses and mobile houses, the mass media (TV, public paper, press information, 

educational films, TV jingle, cinema houses and mobile vans posters) can play a 

powerful role to motivate people toward adoption of community welfare programme 

(Govt. of Pak., 1991). Media coverage of issues immediately makes it important and 

relevant (Shaker, 2008). Islam is often considered a barrier to the diffusion of 

contraceptive technology because the followers of the religion believe that children are 

amongst the richest blessings that God bestows. The creation of human souls is by His 

authority. He allows one to come into the world and therefore any attempt to stop or 

terminate the reproductive process is against the will of God (Zafar et al., 2003). Usually 

the higher levels of fertility in many Muslim countries in comparison to their non-Muslim 

neighbours in the Middle East, Central Asia, South East Asia and the Indian subcontinent 

are presented as an example of religious influence on fertility behaviour (Kirk, 1971). 

Data regarding source and frequency of learning about maternal health are presented in 

Table 4.21. 
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Table 4.21: Distribution of the respondents according to their perceived attitude 
towards frequency/ sources of learning regarding maternal health 

 
Frequency of learning Frequency Percentage 
Rare  77 16.4 
Occasional  131 27.8 
Frequent  263 55.8 
Total 471 100.0 
 n= 471(78.5%) who learned about maternal health 

Source of knowledge about maternal health (MH) 
TV 234 49.7 
Radio 5 1.0 
Newspaper/magazine 13 2.8 
Health providing personnel 160 34.0 
Community based activities 14 3.0 
Any other (friends, etc.) 45 9.5 
Total 471 100.0 
 n= 471(78.5%) who learned about MH  

Most effective source of knowledge 
TV 437 92.8 
Radio 14 3.0 
Newspaper 12 2.5 
Magazine 8 1.7 
Total 471 100.0 
 n= 471(78.5%) who had knowledge about MH 

Did you ever hear any religious leader talking about maternal health? 
Yes 219 36.5 
No 381 63.5 
Total 600 100.0 
Did you ever hear any community leader and NGO representative talking about 
maternal health 
Yes 117 19.5 
No 483 80.5 
Total 600 100.0 

 

Table 4.21 shows that majority (55.8%) of the respondents had learnt about 

maternal health frequently while 27.8% of the respondents had learnt occasionally and 

only 16.4% of the respondents had learnt rarely about maternal health. 

Data given in Table 4.21 also indicate the source of knowledge about maternal 

health. Almost half (49.7%) of the respondents got knowledge from Television, 34.0% 

had learnt it from health providing personnel, 3.0% had learnt it from community based 



 96

activities, 2.8% were informed through newspaper/magazine and only 1.0% were aware 

through radio while 9.5% got information about maternal health from other source i.e. 

friends etc.  These results are similar to those of Kibret (2003), Rahim and Sheikh (2006) 

and Buckley et al. (2008). In a research study, in Bahir Dar, Ethiopia, the main sources of 

contraceptive information mentioned by majority were hospitals, schools and clinics. 

About 43% of the respondents said that they obtained information from television or 

radio, few of them reported newspaper, magazines, parents and friends as their 

information sources (Kibret, 2003). Rahim and Sheikh (2006) conducted a cross-sectional 

survey in 20 villages of Lahore, and interviewed 400 young males and females and found 

that they had some knowledge of SRH issues. According to study findings, family 

medical personnel, peers, and mass media were the acceptable means of knowledge on 

SRH.  Buckley et al. (2008) studied 15 to 24 years old females to access RH knowledge 

in Kazakhstan and found huge majority of females without FP information access and 

had low level knowledge of maternal health. Few who had access and information; they 

got it from family and medical personnel. Mass media and peers were reported to be the 

information sources. 

Table 4.21 also reveals that an overwhelming majority (92.8%) of the respondents 

declared television as the most effective source of knowledge followed by radio (3.0%), 

newspaper (2.5%), and magazine (1.7%) as the most effective source of knowledge about 

maternal health. Almost similar findings were made by Shaker (2008) in her research that 

majority (52.6%) of respondents reported that TV was the most suitable media for 

conveying information on population planning and welfare programme, 23.4% said news 

paper and 14.7% radio while remaining 9.3% said that consider other source is the most 

suitable for conveying information on population welfare programme. Among mass 

media, radio and television were most important sources of family planning information 

while newspaper and magazines did not have much influence which was perhaps due to 

the low literacy rate (Mistik et al., 2003,  Shaker, 2008).  Babalola and Babayaro (2008) 

assessed a communication program in northern Nigeria and 819 sexually experienced 

females were interviewed. Communication campaign was found effective source for 

maternal health knowledge. While in another research study, Arshad (2006) identified 
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that majority of respondents (65.3%) commented that media had positive role for 

promoting the maternal health services and 34.7 % replied in negative. 

Table 4.21 also narrates the knowledge of respondents regarding to hear any 

religious leader talking about maternal health. Majority (63.5%) of the respondents did 

not hear any religious leader talking about maternal health while 36.5% of the 

respondents had heard religious leaders talking about maternal health that indicates that 

religious leaders pay less importance to women’s health and they don’t like to discuss 

females’ health in their speeches/ lecturers while in Pakistani society religious leaders has 

great influence on everyday life of people. Different studies provide the evidence of close 

association between contraceptive behavior and intensity of religious views and 

frequency of religious practice. Religious affiliation was associated with achieved 

fertility so the Catholics have higher fertility than the Protestants (Jones, 1982). He found 

in France considerable excess in fertility amongst the Muslims and the Catholics. Sander 

(1992) examined the influence of Catholicism on fertility in the United States of America 

and in his opinion the changes in fertility behaviour over time were due the changes in 

the religious belief system and religious leaders.  

Data given in Table 4.21 also indicate the distribution of the respondents 

regarding their opinion to hear any community leader and NGO representative talking 

about maternal health. A vast majority (80.5%) of the respondents had not heard any 

community leader and NGO representative talking about it while 19.5% of the 

respondents had heard community leader and NGO representative talking about maternal 

health. These results are similar to those of Tinker (1997) who mentioned that in 

developing countries although NGOs were working for better maternal health but their 

role and working was below the satisfaction.  To make mother safe for the world, females 

call for national government, and multi-lateral, bi-lateral agencies and (NGOs) to high 

light maternal health as national agenda and provide all possible political and financial 

resources to this effort. Good maternal health is an important, compelling and cost 

effective socio-economic investment. Health & survival of female’s families and the well 

being of nations and communities are directly related to improvements in female’s health. 
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Table 4.22: Distribution of the respondents according to their suggestions for 
better females’ reproductive health  

  
Suggestions from respondents Frequency Percentage 
No suggestion 134 22.3 
Proper diet and care 244 40.7 
Tension release and proper diet 25 4.2 
Small family size 29 4.8 
Prenatal care 39 6.5 
Mother baby checkup 20 3.3 
Doctors' visit in rural areas 21 3.5 
Checkup regularly 30 5.0 
Vaccination at proper time 4  0.7 
Govt. should provide free medicine 23 3.8 
Female education should be improved 11 1.8 
Increase resources 7 1.2 
Any other (healthy environment, be pleasant, 
eradicate females financial problems) 

13 2.2 

Total 600 100.0 
 

Table 4.22 indicates that most (40.7%) of the respondents suggested proper diet 

and care for better reproductive health of young females , 6.5% recommended prenatal 

care, 5.0% proposed regular checkup and 4.8% of the respondents suggested small family 

size for better reproductive health of females. while 22.3% of the respondents did not 

give any suggestion in this regard.   
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4.1 BIVARIATE ANALYSIS 

This section states the testing of hypothesis and finds the relationship between 

independent and dependent variables. This section includes 11 tables corresponding to 

each hypothesis. The strength, association, and nature of relationship are examined 

through the application of Pearson Chi square, and gamma statistics. The relationship 

between predictor variable i.e. socio economic and demographic variables is followed by 

certain other variables on the response or dependent variable. In the end, the association 

established by Chi-square statistics is verified with the Pearson Correlation.  

 
4.1.1:   Family Income Vs Reproductive Health   
Hypothesis: The higher the income of the respondents, the better will be  

reproductive  health  
Table 4.23:  Association between income of the family and reproductive health of  

          female 
 

Monthly income 
of the family 

Reproductive Health Total 
Low Medium High 

Up to 10000 163 53 64 280 (46.7%) 
58.2% 18.9% 22.9% 100.0% 

10001-15000 36 45 68 149 (24.8%) 
24.2% 30.2% 45.6% 100.0% 

Above 26 41 104 171 (28.5%) 
15.2% 24.0% 60.8% 100.0% 

Total 225 139 236 600 (100%) 
37.5% 23.2% 39.3% 100.0% 

 

Chi-square = 108.07  d.f. = 4    Significance (P) = .000**  

Gamma = .535       **. Highly significant 

Table 4.23 indicates the relationship between the independent variable i.e. 

monthly income of the family and the dependent variable i.e. reproductive health of 

female. Less than half (46.7%) of the respondents had monthly income up-to Rs.10,000. 

The results further recorded that majority (58.2%) of the respondents had low level of 

reproductive health while 22.9% had high level of reproductive health. The table also 

states that 15.2% of respondents had monthly income above Rs.15, 000 and had low level 

of reproductive health, but 60.8% of the respondents of same category had high level of 

reproductive health. It means that respondents who had higher level of income had higher 

level of reproductive health. The value of Chi-square is significant at 0.05% level of 
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significance which states that there is association between monthly income and 

reproductive health of female. Gamma value indicates positive relationship between 

independent and dependent variables. Therefore the hypothesis is accepted. These results 

are similar to those of Ahmed (2008) who found a significant association between family 

income of the respondents and the use of antenatal care services.  The Chi-square value 

(6.51) shows significant association. The level of significance is .03. The gamma value 

(0.225) indicates a positive relationship between the variables. Data clearly indicate that 

high family income had strong relationship with utilization of reproductive health 

services as compare to lower family income. High income alleviates social status, 

decease the poverty and increases the utilization of reproductive health services (Ahmed, 

2008). In another research study, Arshad (2006) identified similar results that higher 

income promotes reproductive health and provides better medical facilities that ultimately 

support the women to have good health with Chi-square value (42.09) along with high  

level of significance (.000**). 

4.1.2:   Education Vs Reproductive Health   
Hypothesis:  The higher the level of education of the respondents, the better will be 

reproductive health  
Table 4.24:  Association between education of the respondents and their  

reproductive health 
 

Education level of 
the respondents 

Reproductive Health Total 
Low Medium High 

Illiterate 117 33 19 169 (28.2%) 
69.2% 19.5% 11.2% 100.0% 

Primary 44 26 28 98 (16.3%) 
44.9% 26.5% 28.6% 100.0% 

Middle to Matric 48 51 72 171 (28.5%) 
28.1% 29.8% 42.1% 100.0% 

Intermediate 11 23 48 82 (13.7%) 
13.4% 28.0% 58.5% 100.0% 

Graduation and above 5 6 69 80 (13.3%) 
6.3% 7.5% 86.3% 100.0% 

Total 225 139 236 600 (100%) 
37.5% 23.2% 39.3% 100.0% 

Chi-square = 187.99  d.f. = 8    Significance (P) = .000**  

Gamma = .621       **. Highly significant 

Table 4.24 indicates that the relationship between the independent variable i.e. 

education of the respondents and the dependent variable i.e. reproductive health. Less 
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than one-third (28.2%) of the respondents were illiterate. The results further recorded that 

69.2% of the respondents had low level of reproductive health while 11.2% of same 

category had high level of reproductive health. The table also states that 6.3% of 

respondents had graduation and above education and had low level of reproductive 

health, but 86.3% of the respondents of same category had high level of reproductive 

health. It means that respondents who had higher level of education had higher level of 

reproductive health. The value of Chi-square is significant at 0.05 percent level of 

significance that states association between education and reproductive health of female. 

Gamma value indicates positive relationship between independent and dependent 

variable. Therefore the hypothesis is accepted. Similar findings were shown by PDHS 

(1991), Kaur and Pattanak (1997), Broek (2003), Buckley et al. (2008), Arshad (2006), 

Ahmad (2008) and Mudassar (2008). According to PDHS (1991) educational attainment 

level in a society is an important indicator of its social development. More significant 

effect on fertility and contraceptive behaviour has shown by more educational attainment. 

Kaur and Pattanaik (1997) pointed out that education in general and female education in 

particular put a strong influence on contraceptive use. Higher education supported decline 

in fertility and child mortality and increase better female reproductive health. Ahmed 

(2008) also narrated a significant association between education of the respondents and 

use of antenatal care. The Chi-square value (7.91) shows significant association. The 

gamma value (0.271) indicates a positive relationship between the variables. Data clearly 

indicate that educated females had more antenatal care utility as compare to uneducated 

female. Mudasar (2008) tested the hypothesis “Educated respondents will be receiving 

antenatal care/ services during pregnancy” and found a highly significant association 

between the variables with Chi-square value (29.97), level of significance (.000**) and 

gamma value (.743). Broek (2003) studied rural African females to assess the impact of 

females’ education on their pregnancy outcome, mortality and behaviour towards health. 

In this descriptive population-based study, by using structured questionnaires, all women 

settled in the catchments area of a RHC in southern Malawi were selected. Females were 

less educated than men. Education, repeated medical visits, settlements near health 

centers and assistance of trained health worker resulted successful pregnancy outcome.  

Buckley et al. (2008) studied 15 to 24 years old females to access RH knowledge in 
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Kazakhstan and found huge majority of females without FP information access and had 

low level knowledge of maternal health. Few who had access among those few got 

information from family and medical personnel. Mass media and peer information source 

were also reported as used channels. Access to family planning information and 

reproductive health knowledge significantly increased through higher education. During 

1990s, contraception knowledge and prevalence increased in Kazakhstan but level of 

education and information channel access varied the knowledge level. While in another 

research study Arshad (2006) identified the association between education and utilization 

of reproductive health services and found similar results that higher education level 

promote reproductive health through better utilization of medical facilities that ultimately 

support the women to become healthy with Chi-square value (44.76) along with high 

level of significance (.000**). All above mentioned studies showed similar results to 

present study. 

4.1.3:   Number of pregnancy Vs Reproductive Health   
Hypothesis:  The greater the number of pregnancies of the respondents, the worse  

will be the reproductive health 
Table 4.25:  Association between number of pregnancies and reproductive health 

of female 
 
Number of 
pregnancies 

Reproductive Health Total 
Low Medium High 

1-2 84 65 146 295(49.2%) 
28.5% 22.0% 49.5% 100.0% 

3-4 86 48 76 210 (35.0%) 
41.0% 22.9% 36.2% 100.0% 

5 and above 55 26 14 95 (15.8%) 
57.9% 27.4% 14.7% 100.0% 

Total 225 139 236 600 (100%) 
37.5% 23.2% 39.3% 100.0% 

Chi-square = 41.38   d.f. = 4   Significance (P) = .000**  

Gamma = -.350       **. Highly significant 

Table 4.25 indicates that less than half (49.2%) of the respondents had 1-2 no. of 

pregnancies. The results further recorded that 28.5% of the respondents had low level of 

reproductive health while 49.5 % of same category had high level of reproductive health. 

The table also states that 57.9% of respondents had 5 and above no. of pregnancies and 

had low level of reproductive health, but 14.7% of the respondents of same category had 
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high level of reproductive health. It means that respondents who had more the number of 

pregnancies had low level of reproductive health. The value of Chi-square is highly 

significant at 0.05% level of significance, which states a strong association between No. 

of pregnancies and reproductive health of female. Gamma value indicates positive 

relationship between independent & dependent variable. Therefore, the hypothesis is 

accepted. These results are similar to those of Chattopadhyay and Parasuraman (2004) 

and Santelli et al. (2009). Santelli et al. (2009) examined the measures of pregnancy 

intention in United States. Factor analysis pointed out the desire and mistiming as key 

dimensions of pregnancy intention and overdue and non-care as two smaller non-

dimension of pregnancy intention. Desire to continue the pregnancy leads toward more 

number of children and more pregnancies affect the reproductive system of adolescents. 

Chattopadhyay and Parasuraman (2004) found similar results in their research study 

“Hindu-Muslim differentials in reproductive choice and son preference: A comparative 

study of selected states of India”.  Researcher investigated whether the demand for son is 

a factor for higher demand for children or lesser use of contraception among Muslims, 

and carried out regression analysis introducing interaction terms of religion and number 

of sons. They found that irrespective of religion, all women demand more children in all 

states. Demand of more children increases the number of pregnancies that indicate the 

less use of contraception and portray the worse condition of females’ health.   
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4.1.4:   Number of visit to medical center Vs Reproductive health   
Hypothesis: The greater numbers of the visits to medical centers, the better will  

the reproductive health 
Table 4.26:  Association between number of visits for medical checkup and  

reproductive health of female 
 
No of visits for 

Medical 
checkup during 

pregnancy 

Reproductive Health Total 
Low Medium High 

Once a month 134 105 176 415(69.2%) 
32.3% 25.3% 42.4% 100.0% 

Twice a month 43 10 50 103(17.2%) 
41.7% 9.7% 48.5% 100.0% 

Thrice a month 25 5 2 32 (5.3%) 
78.1% 15.6% 6.3% 100.0% 

More than thrice 
a month 

23 19 8 50 (8.3%) 
46.0% 38.0% 16.0% 100.0% 

Total 225 139 236 600 (100%) 
37.5% 23.2% 39.3% 100.0% 

Chi-square = 51.99   d.f. = 6  Significance (P) = .000**  

Gamma = -.257      **. Highly significant 

Table 4.26 indicates that the value of Chi-square is highly significant at 0.05 

percent level of significance which states an association between No. of visits for medical 

checkup during pregnancy and reproductive health of female. Gamma value indicates 

negative relationship between independent and dependent variable. Therefore, the 

hypothesis is accepted. Similar observation was found by El-Kak, et al. (2009) during 

their research study. Findings indicate that out of 1869 women, almost one-forth reported 

RH problems; of these, 6 out of 10 females visited private clinics for treatment and care. 

Health insurance, younger age, and severity and time length of problems had association 

with utilization of reproductive health amenities. Poverty induces females to practice 

public and subsidized facilities so they have to visit medical center so many time for their 

treatment of RH problems. 
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4.1.5:   Awareness level Vs Reproductive health   
Hypothesis:  The higher the awareness level, the better will be the reproductive  

health 
Table 4.27: Association between awareness level of the respondents and their   

reproductive health 
 

Awareness level Reproductive Health Total 
Low Medium High 

Low 88 10 1 99 (16.5%) 
88.9% 10.1% 1.0% 100.0% 

Medium 120 91 122 333 (55.5%) 
36.0% 27.3% 36.6% 100.0% 

High 17 38 113 168 (28.0%) 
10.1% 22.6% 67.3% 100.0% 

Total 225 139 236 600 (100.0%) 
37.5% 23.2% 39.3% 100.0% 

Chi-square = 184.19   d.f. = 4   Significance (P) = .000**  

Gamma = .728       **. Highly significant 

Table 4.27 indicates that the value of Chi-square is highly significant at 0.05% 

level of significance, which states an association between awareness level of the 

respondent and reproductive health of female. Gamma value indicates positive 

relationship between independent and dependent variable. Therefore, the hypothesis is 

accepted. These results are similar to those of Babalola and Babavaro (2008) and 

Robertson (2009). According to Robertson (2009), females must be aware of 

reproductive health because simple problem or non-caring attitude can affect their overall 

health and especially of young females.  Over times; attitude changes and females in 

early age pay less attention to reproductive health but with passage of time become more 

aware and serious. Babalola and Babayaro (2008) assessed a communication program in 

northern Nigeria and 819 sexually experienced females were interviewed. 

Communication campaign was found effective source for maternal health knowledge. 

Awareness about contraception increases its utilization and promotes women’s 

reproductive health.  
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4.1.6:   Availability of reproductive health services Vs Reproductive health   
Hypothesis: The greater the availability of RH services, the better will be the  

reproductive health  
Table 4.28:  Association between availability of contraceptive and reproductive  

          health of female 
 

Availability of  
contraceptive 

Reproductive Health Total 
Low Medium High 

No 173 94 128 395(65.83%) 
43.8% 23.8% 32.4% 100.0% 

Yes 52 45 108 205 (34.17%) 
25.4% 22.0% 52.7% 100.0% 

Total 225 139 236 600 (100.0%) 
37.5% 23.2% 39.3% 100.0% 

Chi-square = 26.53   d.f. = 2   Significance (P) = .000**  

Gamma = .358       **. Highly significant 

Table 4.28 indicates that the value of Chi-square is highly significant at 0.05% 

level of significance, which states an association between availability and access of 

contraceptives and reproductive health of female. Gamma value indicates positive 

relationship between independent and dependent variable. Therefore, the hypothesis is 

accepted. Similar results are found Agampodi et al. (2008). They studied reproductive 

health care services, barriers and their effect on reproductive health in semi urban Sri 

Lanka. They found non-availability of RH facilities as major obstacle. Youth had 

frustration about non-availability of reproductive health services. The study found that 

availability of RH services were directly associated with better reproductive health.  
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4.1.7:   Reproductive health service chargers Vs Reproductive health   

Hypothesis:  The lower the RH services charges; the better will be the reproductive  
health 

Table 4.29:  Association between cost on each medical checkup and reproductive  

health of female 

Cost on each 
medical check up 

Reproductive Health Total 
Low Medium High 

Up to 250 67 32 65 164 (27.3%) 
40.9% 19.5% 39.6% 100.0% 

251-500 106 65 121 292 (48.7%) 
36.3% 22.3% 41.4% 100.0% 

501-1000 46 34 35 115 (19.2%) 
40.0% 29.6% 30.4% 100.0% 

Above 6 8 15 29 (4.8%) 
20.7% 27.6% 51.7% 100.0% 

Total 225 139 236 600 (100.0%) 
37.5% 23.2% 39.3% 100.0% 

 

Chi-square = 10.08   d.f. = 6   Significance (P) = .121NS  

Gamma = .012       NS= Non significant 

. Table 4.29 indicates that the value of Chi-square is non-significant at 0.05% level 

of significance which states a weak relationship between less cost on each medical check-

up and reproductive health of female. Gamma value indicates positive relationship 

between independent and dependent variable. Therefore, the hypothesis is rejected. These 

results are similar to El-Kak et al. (2009) who, in their research study, interviewed 1869 

women and assessed their response. Almost one-forth reported RH problems; of these, 6 

out of 10 females visited private clinics for treatment and care. Health insurance, younger 

age, and severity and time length of problems had association with utilization of 

reproductive health amenities. Poverty induces females to practice public and subsidized 

facilities so they have to visit medical center so many times for their treatment of RH 

problems. Fewer charge of services were key factor in attainment of better treatment and 

medication regarding reproductive health problems. Low charges attract the poor so they 

have to visit medical center so many times for their treatment of RH problems.  
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4.1.8:   Cultural hindrance Vs Reproductive health   

Hypothesis:  The greater the cultural hindrance, the worse will be the reproductive  
health  

Table 4.30:  Association between cultural hindrance and reproductive health of  
female 

 
Cultural 

hindrance 
Reproductive Health Total 

Low Medium High 
No 192 135 225 552 (92.0%) 

34.8% 24.5% 40.8% 100.0% 
Yes 33 4 11 48 (8.0%) 

68.8% 8.3% 22.9% 100.0% 
Total 225 139 236 600 (100.0%) 

37.5% 23.2% 39.3% 100.0% 
Chi-square = 22.11   d.f. = 2   Significance (P) = .000**  

Gamma = -.491       **. Highly significant 

Table 4.30 indicates that the value of Chi-square is highly significant at 0.05% 

level of significance, which states an association between cultural hindrance and 

reproductive health of female. Gamma value indicates negative relationship between 

independent and dependent variables. Therefore, the hypothesis is accepted. These results 

are similar to those of Majumdar et al. (1997) who narrated that the cultural constraints 

inhibit women from seeking health facilities. They further pointed out that high 

population growth rate and poor health call for complete health care services, but, 

unfortunately, health services do not reach most of the people of Pakistan. Partly because 

the training of doctors and nurses is lengthy and expensive, there is an acute shortage of 

health care providers, especially women. Although female health professionals are 

preferred for caring for women, cultural restrictions restrict women from seeking 

education and health amenities. Such is the multifaceted dilemma in the provision of 

primary health care in Pakistan.  
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4.1.9:   Number of children Vs Reproductive health   

Hypothesis:  The greater the number of children, the worse will be the  
reproductive health  

Table 4.31:  Association between number of children and reproductive health of  
female 

 
No. of children Reproductive Health Total 

Low Medium High 
1-2 91 67 148 306 (51.0%) 

29.7% 21.9% 48.4% 100.0% 
3-4 93 53 77 223 (37.2%) 

41.7% 23.8% 34.5% 100.0% 
5 and above 41 19 11 71 (11.8%) 

57.7% 26.8% 15.5% 100.0% 
Total 225 139 236 600 (100.0%) 

37.5% 23.2% 39.3% 100.0% 
Chi-square = 32.87   d.f. = 4   Significance (P) = .000**  

Gamma = -.320       **. Highly significant 

Table 4.31 depicts that the value of Chi-square is highly significant at 0.05% level 

of significance, which states a strong association between no. of children and 

reproductive health of female. Gamma value indicates positive relationship between 

independent and dependent variables. Therefore, the hypothesis is accepted. These results 

are similar to those of Zafar (2002) who narrated that want of male (son) is an important 

factor that increases the number of pregnancies and has worse affects on female 

reproductive health. He further said that the preference for male (son), in term of 

economic and social benefits as a contributor to the family household income has a key 

position in Pakistani society. They attain more social status and less dependency as 

compared to daughters on their parents in Pakistani society. Want for son is a factor of 

low contraceptive prevalence and low health of female. Less contraception utilization 

enhances the no. of pregnancies and ultimately a pregnancy increases the family size.  
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4.1.10:  Age at marriage Vs Reproductive health   

Hypothesis:  The higher the age at marriage, the better will be the reproductive  
health 

Table 4.32:  Association between age at marriage of the respondents and their   
reproductive health 

 
Age at marriage Reproductive Health Total 

Low Medium High 
Upto 18 106 55 52 213 (35.5%) 

49.8% 25.8% 24.4% 35.5% 
19-22 91 61 102 254 (42.3%) 

35.8% 24.0% 40.2% 42.3% 
23 and above 28 23 82 133 (22.2%) 

21.1% 17.3% 61.7% 22.2% 
Total 225 139 236 600 (100.0%) 

37.5% 23.2% 39.3% 100.0% 
Chi-square = 49.98   d. f. = 4  Significance (P) = .000**  

Gamma = .377       **. Highly significant 

Table 4.32 narrates that the value of Chi-square is highly significant at 0.05% 

level of significance, which states strong relationship between age at marriage and 

reproductive health of female. Gamma value indicates positive relationship between 

independent and dependent variables. Therefore, the hypothesis is accepted. These results 

are similar to those of Mudassar (2008), Population Council (2006) and Rabia (2012). 

Mudasar (2008) has tested the hypothesis “higher the age at marriage, higher will be the 

receiving antenatal care services during pregnancy and found highly significant 

association between the variables with Chi-square value (10.27), level of significance 

(.006**) and gamma value (.390). Female’s age at marriage is attached with her 

reproductive health. Early age marriage not only increases the chances of more 

pregnancies but also increases the chances of early first birth. Similarly, Rabia (2012) 

tested the hypothesis “less will be the age at marriage more will be the number of 

pregnancies during reproductive life of female” and found it significant association 

between variables with Chi-square value (14.548), level of significance (.006**) and 

gamma value (.394). She further said that younger age at marriage is highly associated 

with greater numbers of pregnancies that ultimately affects females’ reproductive health. 

Population Council (2006) reported that no matter where girls/ females live, girls who 
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marry earlier to the age below 18 often lead lives marked by regular pregnancy, repeated 

childbearing, substandard social status, limited educational ability and social isolation.  

4.1.11:  Age Vs Reproductive health   

Hypothesis: The greater the age of the respondents, the better will be the  
reproductive health 

Table 4.33:  Association between age of the respondents and their reproductive 
health 

Age of the 
respondents 

Reproductive Health Total 
Low Medium High 

Up to 25 65 53 60 178 (29.7%) 
36.5% 29.8% 33.7% 100.0% 

26-30 82 57 125 264 (44.0%) 
31.1% 21.6% 47.3% 100.0% 

31 and above 78 29 51 158 (26.3%) 
49.4% 18.4% 32.3% 100.0% 

Total 225 139 236 600 (100.0%) 
37.5% 23.2% 39.3% 100.0% 

Chi-square = 21.86   d.f. = 4   Significance (P) = .000**  

Gamma = -.068       **. Highly significant 

Table 4.33 indicates that the Chi-square value is highly significant at 0.05% level 

of significance, which states strong relationship between age of the respondents and 

reproductive health of female. Gamma value indicates inverse relationship between 

independent and dependent variables. Therefore, the hypothesis is rejected. These results 

are similar to those of Ahmad (2008); Arshad (2006); Population Council (2006) and 

Rabia (2012). Ahmed (2008) viewed a prominent relationship between age of the 

respondents and utilization of antenatal care services.  The Chi-square value (5.87) shows 

significant association. The level of significance is .053. The gamma value (-0.272) 

showed a inverse relationship between the variables. Data clearly indicates that young 

females (age 26-35) had more antenatal care as compare to older females.  Hypothesis 

young females will be more careful about their health as compare to old age is accepted 

so age at marriage should be increased because higher age at marriage for females control 

the high fertility and mortality rate, that results in better reproductive health of females 

while in another research study Arshad (2006) identified the association with Chi-square 

value (44.76) along with high level of significance (.000**) between age of respondents 

and utilization of reproductive health services and found same results that young women 

age (26-35 years) are more conscious than older to promote their reproductive health. 
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Young females avail more medical facilities as compare to older women. They focus 

more attention on better utilization of medical facilities that ultimately support the 

women to become healthy. Similarly, Rabia (2012) tested the hypothesis “less will be the 

age, more will be the number of pregnancies during reproductive life of female” and 

found significant association between variables. She further said that younger age of 

female is highly associated with early pregnancy. There is a chance to bear more numbers 

of pregnancies during reproductive span that ultimately affects females’ health. Similarly 

Population Council (2006) reported that globally females who involve in sexual activities 

earlier to the age below 18 often face regular pregnancy, repeated childbearing, 

substandard social status, limited educational ability and social isolation and all these 

affect their health. 

4.2 PEARSON CORRELATION: 

To determine the degree of association among different variables, Pearson 

correlation analysis was carried out which is presented in Table 4.61. 

Table 4.34: Results of Pearson Correlations 

Variables Coefficient
Age of the respondent -.055NS

Age at marriage .278** 
Education of the respondents .531** 
Monthly income of the family .342** 
No. of children -.228** 
No. of pregnancies -.257** 
Is there any shop or store where from you can get contraceptive regularly .209** 
How many visits should be made for check up during pregnancy -.185** 
How much cost you have to spend on each medical check up .026NS

Awareness Level .526** 
Cultural Hindrance -.160** 
 
Dependent variable: Reproductive Health 
** = Highly significant at 0.01 level     * = Significant at 0.05 level 
NS= Non-significant 

Table 4.34 presents the values of correlation coefficient indicating degree of inter-

correlation among the major predictor variables and outcome variable. The results 

examined through Pearson correlation coefficients that is supported to confirm the 

relationship obtained through the Chi-square statistics between the predictor and outcome 

variable i.e. reproductive health of female. Correlation coefficient’s value for 
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socioeconomic and demographic variables i.e. respondent’s age, education, age at 

marriage, family income, number of children, number of pregnancies, availability of 

FPM, cost of RH services and attitudinal variables such as attitude towards family 

planning Information, awareness about RH services/STI, HIV/ AIDS, cultural hindrance 

were associated with the dependent variable. 

4.3 MULTI-VARIATE ANALYSIS 

4.3.1 Linear Regression Model 

The linear regression known as simple linear regression is used to determine the 

effect of predictor or independent variable on the response or dependent variable. This 

analysis holds only one predictor and one response variable that is called linear 

regression. Generally the regression is expressed as;  

y = α + b1 x1 + b2 x2 + b3 x3 …………. bn xn + e 

Bivariate analysis was applied to view relationship between two variables. The 

significance of relationship between two variables is explored through Chi-square, 

gamma test, and Pearson correlation coefficient. It is well established fact in bivariate 

analysis, the relationships between variables which emerged sometimes spurious 

relationship because of confounding effects of the other variables. In order to identify 

whether the relationship is spurious or not spurious, multivariate analysis is carried out. 

The multivariate analysis also enables the researcher to find the relative significance of 

each independent variable in determining the dependent variable. The multivariate 

analysis also tells about the suitability of the independent variables in exploring the 

dependent variable.  

Different multivariate analysis approaches are available to study the effect of the 

predictor variables in predicting the response variable. The suitability of these techniques 

depends upon the pattern of data. The scatter plots of the data are obtained to know the 

pattern of data. The scattered plots indicate that the data meets the assumption of 

homogeneity of variances because the scatter plots do not show any trend or patterns. The 

assumption of normality of data is examined through drawing histogram of residuals. The 

histogram of the residuals is like a normal curve indicating the data satisfies the 

assumptions of normality.  
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If the data meet the assumptions of homogeneity of variances and normality then 

the simple linear multiple regression is a suitable technique to identify the relative 

significance of predictor variables in explaining the response variable and goodness fit of 

the model. The relative significance of the independent variables is established through 

the regression coefficient (beta) and goodness fit of the model is examined through the 

coefficient variation (R2). Regression coefficient basically indicates the rate of change in 

response variable, when predictor variable is changed by one unit. The magnitude of the 

regression indicates how much the independent variable is important in explaining 

dependent variable. The higher the magnitude of the independent variable, the higher will 

be the relative significance of that variable in determining the response variable. The sign 

of the regression coefficient indicates whether the effect of predictor variable is positive 

or negative. Positive sign indicates the change in independent variable will be in the same 

direction as independent variable changed. While on the other hand the negative sign 

indicates that change in dependent variable is an opposite of the change in independent 

variable. The coefficient of variance (R2) is indicator of the goodness of the fit model. In 

social science if the R2 is more than .40 (40%) then the regression model is considered as 

the best model or in other words the independent variables which are included in the 

regression model are the relevant, suitable, appropriate for exploring the response 

variable (Zafar 1996). 
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Table 4.35: Results of regression analysis: un-standardized, standardized 
regression coefficient, and level of significance of the predictor 
variables 

 
Variables Unstandardized 

Coefficients 
Std. Error Standardized 

Coefficients 
Sig. 

B Beta 
 (Constant) 0.799 0.177  0.000**
 Monthly income of the family 8.060E-02 0.041 0.078 0.048*
 Education of the respondents 0.187 0.028 0.291 0.000**
 No. of pregnancies -0.257 0.112 -0.215 0.022*
 How many visits should be made
for check up during pregnancy 

-1.339E-02 0.032 -0.014 0.672NS

 Awareness level 0.470 0.050 0.353 0.000**
 Age at marriage 4.982E-02 0.043 0.042 0.249NS

 Is there any shop or store where
from   you can get contraceptive
regularly 

-4.986E-02 0.063 -0.027 0.433NS

 How much cost you have to spend 
on each medical check up 

-4.005E-02 0.035 -0.037 0.249NS

 Cultural hindrance -0.260 0.104 -0.080 0.013*
 No. of children 0.180 0.120 0.141 0.134NS

 

a) Dependent Variable: Reproductive Health 

R2 =0.415 

The results of multiple linear regressions are showed in Table 4.35 in the form of 

un-standardized regression coefficient, standardized regression coefficient, standard 

error, and the level of significance. The results show all the independent variables i.e. age 

at marriage, education, monthly income of family, no. of pregnancies, are strongly 

emerged as the correlates of reproductive health of female which is response variable. 

The most important predictor variables are awareness level with regression coefficient of 

0.353, Education of the respondents with regression coefficient of 0.291, no. of 

pregnancies with regression coefficient of -0.215, no. of children with regression 

coefficient of 0.141, cultural hindrance with regression coefficient of -0.080, monthly 

income of the family with regression coefficient of 0.078, age at marriage with regression 

coefficient 0.042, cost of each medical checkup with regression coefficient of -0.037, 

availability of contraception with regression coefficient of -0.027, no. of visits for check 

up during pregnancy with regression coefficient of -0.014; all are significant at 0.05% 
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level indicating that these variables are most important set of independent variables in 

bringing variation in reproductive health of females or dependent the response variables. 

The independent variables such as perception, family living pattern, marital status, 

knowledge, understanding between spouses about FPM, attainment of antenatal care 

services; are also important variables in affecting the reproductive health of females.  

The adjusted value of R2 is 0.415 showing that the predictor variables given in the 

model are responsible for 41.5% variation in the reproductive health of females. It can be 

said that variables i.e. age at marriage, education of the respondents, no. of children, 

monthly income of the family, no. of pregnancies, awareness level, cultural hindrance, 

cost of each medical check-up, availability of contraception, and no. of visit for check up 

during pregnancy, chosen for the study are matching and suitable. And the model is the 

best fit model. In other words the best understanding of reproductive health of females 

can only be narrated in the form of these variables as given in the regression model. The 

model for reproductive health of females (RHF) is given as follow: 

RHF= Regression Coefficient (beta) +0.353 awareness level, +0.291 education of 

the respondents, -0.215 no. of pregnancies, +0.141 no. of children, -0.080 cultural 

hindrance, +0.078 monthly income of the family, +0.042 age at marriage, -0.037 cost of 

each medical checkup, -0.027 is there any shop or store from where you can get 

contraceptive regularly and -0.014 how many visits should be made for check up during 

pregnancy. 
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Chapter-5  

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS  

5.1 Summary  

Currently, cross gender reproductive health has attained prominent consideration 

all over the world. This issue related to reproductive health is tied with national 

development agendas in most of countries, particularly following the International 

Conference on Population and Development held in 1994. This wide concern has been 

given to reproductive health of young people mainly due to out-come that youth face 

because youth is ever remembered span of one’s life. Due to innovative excitement, this 

span of life is ever remembered and thoughtful. Experiences between childhoods to 

adulthood drive the future life style of both men and women. It is therefore the 

responsibility of concerned agencies in youth RH to provide favorable situations to 

individuals who are moving from childhood to adulthood.  

Youth merits particular attention with respect to question of reproductive and 

sexual health. Part of this concern is because youths are known to be sexually active, 

often in situations of little reproductive health information or services. In many 

developing countries, sexual problem related to RH i.e. unwanted/ unplanned pregnancy, 

maternal death and STIs transmission of which youths are particularly disadvantage. It is 

therefore, consensually admitted sexual behaviour of young mobilize them towards RH 

problems. Pakistan, the sixth most populous area of the globe, is one of the very few 

countries having half of its population, under the age 20 years. Population in general and 

the youth in particular is the key variable in all ways of development, and it interacts with 

all the other political events, economic realities, and social structure. High population 

growth rate is one of the serious problems of less developed countries. In Pakistani 

society, the tendency of early female marriages especially in low socio-economic families 

is a matter of great concerns because the teenage marriages and sexual debut enhances 

the period for having more births to a female. Many researchers identified that the 

illiterate families used to make wedlock even their teenage girls because they consider a 

girl as a burden on their shoulders. It has created immense socio-economic and 

demographic problems for the country. The high population growth rate (1.73%) is 

primarily due to early marriage patterns and prevalence of large family size. If current 
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population growth trend will continue up-to 2020 the population of Pakistan is expected 

to reach at 194 million. Another projection from UN delineate that Pakistan could be 

third most populous country by 2050. Even today Pakistan’s population is growing at a 

faster pace relative to many other developing countries. Youth comprise a huge 

proportion of Pakistan’s population. Youth which has started its reproductive age possess 

huge potential for population upsurge. This situation is getting worse as rising population 

pose serious risks related to health and education provision. Youth is unambiguously at 

the stake of STIs and HIV/AIDs due to lack of awareness about STI and HIV/AIDs and 

inaccessibility to condoms. Apart from that, higher numbers of sexual relationships are 

exposing youth to the health risk. Moreover, socio-economic and biological factors 

including (forced sexual relationship, lack of condom use and gender norms) seem to 

contribute in health risk. Young females found reluctant in testing for STI or HIV/AIDs 

as they perceive it will damage their reputation in the community and ultimately all these 

factors affect their reproductive health. 

Pakistan faces great challenges in achieving fertility reduction. Low age at 

marriage, lack of reproductive health knowledge, son preference, misperceptions to 

Islamic point of view regarding family size, and family planning, low literacy rate, poor 

and irrational attitude of religious leaders towards family planning, and non adoption of 

contraception are the main factors responsible for high fertility and the worse 

reproductive health of females. It is necessary to limit the family size for achieving high 

standard of living and health. Due to low literacy rate, yet Pakistan could not meet the 

desired goals that are even easier if our population was literate. The majority of the 

population in developing countries is said to be less than 25 years of age. In Pakistan total 

youth (15-29 years) was 34.3 million (male 17.6 millions, and female 16.7 millions 

which was the 26.9% of total population (Govt. of Pak., 2006) while it has been now 

raised to 123,934,419 that is 65.1 percent of all Pakistani population (U.S. Census 

Bureau, 2012).  At present the majority of youth (64%) of Pakistan resides in rural areas 

(Govt. of Pak., 2006). It is therefore, likely that not only do a majority of Pakistan young 

person’s live in rural communities but that they also make up a substantial proportion of 

rural dwellers. The escalating youth population in developing countries confronts new 

situations and threats to their present health status (WHO, 2001; UNO, 2005; UNO, 2006 
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and Family Health International, 2006). While youth in general is vulnerable, it lacks the 

basic right of making free reproductive choices, such as when and whom to marry, 

whether to use contraceptives, and where to get them. Indeed due to cultural constraints, 

youth in all over the world especially in South Asia is even more vulnerable (Singh, 

2006). A number of studies regarding reproductive health services are in progress in 

Pakistan but the youth is always neglected in this regard. So the present study was 

designed to examine the females perceptions, attitude and practices about reproductive 

health services as well as to determine the level of their empowerment to take decisions 

and make choices regarding their own reproductive health besides determining the level 

of the quality, availability and accessibility of reproductive health services and to suggest 

some measures for policy makers to improve the reproductive health state of young 

mothers in district Faisalabad. Theory of feminism, Modernization, gender stratification, 

health belief model (HBM) and economic dependency of women was applied to judge 

the current situation of female reproductive health and their behavior towards utilization 

of different RH amenities with in various dimension of women’s socio-economic status. 

A sample of 600 young married females of age 15-32 years were selected through 

multistage sampling technique. 

5.2 Conclusions  

 Most of the respondents (44.0%) belonged to age group of 26-30 years. While 

majority (57.8%) of the respondent’s husband were 31 years old and above. 

There was strong relationship between age and reproductive health of female. 

The gamma value (-0.068) also proved the negative and significant 

association between age of the respondent and reproductive health of female. 

So the hypothesis, “More the age of the respondents, better will be the 

reproductive health” had been accepted. HBM narrates that age of person 

influence the behavior to do some action for remaining healthy. Results 

indicate that this model is fit here and more aged people had better RH Health. 

 Most of the respondents (42.3%) had the age of 19-22 years at the time of 

marriage, 35.5% were up to 18 years old.  More than three-fourths (77.8%) 

had become married up to 22 years of age that indicates females early age 

marriage pattern in study area. There was a strong relationship between age at 
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marriage and the reproductive health of females. The Gamma value (0.377) 

also proved the positive and significant association between age at marriage 

and reproductive health of female. So the hypothesis, “More the age at 

marriage, better will be the reproductive health of the female” had been 

accepted. In multivariate analysis the regression coefficient was 0.042. Results 

are in line with HBM that more age change behavior positively toward 

attaining RH services.   

 About 39% of the respondents had 1-5 years duration of marriage at the time 

of interview and mean duration of marriage was 7.74 years. 

 About 28% respondents were illiterate, 16.3% got primary education, and 

almost 50% females had below primary education that indicates the worse 

condition of females’ education in study area. There was a strong relationship 

between education and reproductive health of female. The gamma value 

(0.621) also proved the positive and significant association between education 

and reproductive health of female. So the hypothesis, “Higher the level of 

education of the respondents, better will reproductive health” was accepted. In 

multivariate analysis the regression coefficient was 0.291. HBM, Feminist, 

modernization, gender gratification and economic dependency theories narrate 

that education of persons uplifts their socio-economic status, improve their 

autonomy that influences the behavior to adopt certain action for better health. 

Results indicate that theoretical model is fit here and more educated people 

had better RH Health.   

 Almost 60% of the respondents’ husbands had secondary school certificate 

(SSC) or above level of education. Most of the respondents’ husbands 

(30.3%) got higher secondary school certificate (HSSC) and above level of 

education whereas 30.3% had secondary school certificate (SSC).  

 An overwhelming majority (95.3%) of the respondents was housewives, 1.3% 

were govt. employees that shows restriction i. e. females’ less mobility and 

economic dependency, and male dominance in decision-making.     

 Almost 66% families had up to Rs.10, 000 per month family income that 

indicates low economic status of Pakistani people. Only 17.3% earned more 
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than Rs.15000 per month from all sources. Mean monthly family income was 

Rs.11, 444.50. There was a strong relationship between income of the 

respondent and reproductive health. The gamma value (0.535) also proved the 

positive and significant association between income and reproductive health 

of female. So the hypothesis, “Higher the income of the respondents, better 

will be reproductive health” was accepted. In multivariate analysis the 

regression coefficient was 0.078. HBM, economic dependency, 

modernization, Feminist, and gender gratification theories narrate that 

domestic economy clear the actual status and autonomy of females in society 

and their socio-economic status improve their autonomy that influences the 

behavior to adopt and practice RH services for better health. Results indicate 

that theoretical model is fit here and economically better people had better RH 

Health.  

 Half (50.0%) of the respondents had the joint family type that is one of the 

causes of low economic status of families. Often all family members depend 

upon one breadwinner. About half (49.2%) of the respondents had 6-10 family 

members in their home and 16.2% of the respondents’ had 11and above 

persons as family members in their home. 

 Almost half (49%) of the respondents had 3-9 live children and out of it 

11.8% had 5 and above live children (Mean live children = 2.74 that indicates 

high fertility rate in society. There was a strong relationship between no. of 

children and reproductive health of female. The gamma value (-0.320) also 

proved the negative and significant association between no. of children and 

reproductive health of female. So the hypothesis, “More the number of 

children, worse will be the reproductive health of the female” had been 

accepted. In multivariate analysis the regression coefficient was 0.141. 

 Most of the respondents were those who had 1 child of both sexes (male and 

female) and they were respectively as 37.8% and 38.3% while 28.8% and 

21.7% had 2 children of both sexes (male and females), 19.7% and 26.5% had 

no child of either sex i.e. male or female, and 7.5% and 9.7% had 3 children 

of both sexes male and female, 3.2% and 2.3% had 4 children of both sexes 
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(male and female), while 3.0% and 1.5 % of the respondents had 5 and above 

children of sex male and female. There was a strong relationship between no. 

of pregnancies and reproductive health of female. The gamma value, which 

was -0.350, also proved the negative and significant association between 

number of pregnancies and reproductive health of female. So the hypothesis, 

“More the number of pregnancies of the respondents, worse will be the 

reproductive health” was accepted. In multivariate analysis the regression 

coefficient was -0.215. Feminist, economic dependency, modernization, and 

gender gratification theories narrate that decision making power and socio-

economic status of females in society had close contact with their 

reproductive behavior and child bearing. Socio-economic status improves 

their autonomy that influences the behavior to adopt and practice RH services 

for better health. Results indicate that theoretical model is fit here and socio-

economically better females had better reproductive health because they plan 

their pregnancies. 

 A large majority (90.0%) of the respondents had never lost any child (No 

child died) in their reproductive life that indicates low infant mortality trend in 

the study area. Mean no. of deceased children were 0.16 with standard 

deviation value 0.55.  

 Majority (56.5%) of the respondents had given birth closer than 2 years or less 

in their whole reproductive life that indicates community lack of interest 

towards family planning and low contraceptive prevalence in the society.  

 Almost three-fourths (74.0%) of the respondents  perceived family planning 

as “good”, while remaining 26.0% of the respondents perceived it “bad”.  

 Out of 26.0% of the respondent who perceived family planning “bad”, 

commented on different reasons of perceiving it not good. An overwhelming 

majority (87.2%) of the respondents perceived it bad because of its prohibition 

by Islam and 70.5% of the respondents had desire for more children so they 

perceived it bad while 62.8% respondents did not consider it suitable for 

health, and in response to the statement “It is against the culture” 51.9% of the 

respondents replied positively while in response to statement “lack of 
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knowledge about family planning” 53.8% of the respondents replied “NO”; 

54.5% of the respondents stated that husband don’t like family planning so 

they opposed it, and against the reason “Not affordable” 67.3% of the 

respondents replied “NO”. There was a strong relationship between cultural 

hindrance and reproductive health of female. The Gamma value (-0.491) also 

proved the negative and significant association between cultural hindrance 

and reproductive health of female. So the hypothesis, “More the cultural 

hindrance, worse will be the reproductive health of the female” had been 

accepted. In multivariate analysis the regression coefficient was -0.080. 

Feminist, HBM, modernization, and gender gratification theories narrate that 

sub-ordinate and unequal position of females is out-come of culture of 

societies that oppress and restrict them to make decision independently about 

their reproductive health. Socio-economic status of females and cultural 

pattern of society had close contact with their reproductive behavior and child 

bearing attitude. Cultural hindrance restrains females’ behavior to adopt and 

practice RH services for better health. Results indicate that theoretical model 

is fit here and more cultural hindrance had worse effects on reproductive 

health of females. 

 Nearly 80% of the respondents had information about family planning 

methods for birth interval and most of them (46.2%) got this information from 

medical personnel (Doctor/Nurse/LHV/TBA). 

 Near about three-fourths (74.0%) of the respondents replied that they or their 

husbands were not using any family planning method. 

 Out of 26.0% respondents who had used the family planning method (FPM), 

majority (87.8%) of them had used it on their own choice, among of them 

48.1% of the respondents got it from private hospital or clinics. 

 Out of 156 respondents, most of the respondents (33.3%) used the condom as 

FPM, 21.8% of the respondents used the Tubectomy as FPM, 13.5% practiced 

the injection as FPM, 12.2% used the IUD as FPM, 10.8% practiced the 

natural method/ withdrawal as FPM, 7.1% of the respondents used the oral 

pills as FPM, 1.3% of the respondents used the Norplant as FPM.  
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 Amongst the users of FPM 41.0% of the respondents had faced some side 

effects. Out of it majority (57.8%) faced the problem of bleeding, experienced 

swelling/ rash (34.4%) while 7.8% of the respondents lost their weight as a 

side effect of FPM and from amongst those respondents who faced side 

effects, majority (56.3%) visited private clinics for treatment and near about 

one-thirds (31.3%) of the respondents got treatment from TBAs/Dai. 

 Majority (65.8%) of the respondents stated that there was no shop or store in 

local area from where they could get contraceptive regularly. There was a 

strong relationship between availability of RH services and reproductive 

health of female. The Gamma value (0.358) also proved the positive and 

significant association between availability of RH services and reproductive 

health of female. So the hypothesis, “more availability of RH services, better 

will be the reproductive health of the female” had been accepted. In 

multivariate analysis the regression coefficient was -0.027. HBM and feminist 

theory narrate that knowledge of person and culture of society influence the 

individual behavior to do some action to remain healthy. Modernity, cultural 

broadness and knowledge of availability of RH services in nearby area 

convince females to adopt these services. Results indicate that theoretical 

model is fit here and more availability of RH services influence positively 

reproductive health of females. 

 

 More than half (52.5%) of the respondents stated that both (husband and wife) 

had a good level of mutual understanding for family planning and majority 

(79.8%) of the respondents replied that they received antenatal care (ANC) 

service during their last/current pregnancy and out of it, most (30.7%) of the 

respondents had received it from doctors’ clinics, 23.2% got it from 

LHV/LHW, 19.0% of the respondents received it from nurse/ Dai, 12.9% of 

the respondents attained it from private hospitals, 8.85% got it from 

government hospitals (DHQ) while 5.4% of the respondents received it from 

lady doctors’ clinics. 
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 Regarding the reasons for not receiving any antenatal care during their 

last/current pregnancy, about 20% respondents did not receive any antenatal 

care during their last/current pregnancy and out of it, an overwhelming 

majority (95.0%) of the respondents replied that they did not feel the need of 

it at that time, 3.4% of the respondents blamed their in-laws, 0.8% of the 

respondents reported non-affordability due to lack of resources and 0.8% of 

the respondents did not receive any antenatal care during their last/current 

pregnancy because their husbands’ opposed them in this regard. 

 Regarding the reasons for not using family planning methods, almost three-

fourths (74.0%) of the respondents were not using any family planning 

method and out of these 52.9% said that it was prohibited by Islam, 62.6% 

had desire for more children so they did not use it, 61.9% of the respondents 

had declared it non suitable for health, 51.8% respondents had declared it 

against the culture, 35.8% said that lack of knowledge was one of the reasons, 

32.7% of the respondents were those whom husbands had opposed them to 

use it, 36.2% regarded it unaffordable/costly, 32.8%  replied that it was not 

available in locality, and 39.5%  argued that their  in-laws had opposed it. 

 About 45% of the respondents perceived abortion as harmful practice while 

majority (57.2%) of the respondents had no awareness about safe abortion and 

a large majority (79.2%) of the respondents never aborted any pregnancy. 

Total 125 respondents (20.8%) had ever aborted a pregnancy and out of it 

majority (53.6%) of the respondents reported that it was done due to 

miscarriage. About three-fourths (76.0%) of the respondents were aware about 

abortion at that time and most (62.4%) of the abortions were attended by 

doctor and 74.4% abortions were done through minor operation and 65.6% of 

the respondents replied that the attendant used sterilized instruments during 

abortion. 

 Total 125 respondents (20.8%) had aborted their pregnancy. Out of them 

28.8% of the respondents had faced some complications after abortion. 

 Majority (69.8%) of the respondents reported no knowledge of sexually 

transmitted infections (STIs) while about 45% of the respondents had no 
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knowledge about HIV/AIDS and 51.8% of the respondents had no knowledge 

about how STIs, HIV/ AIDS develop. 

 In response to the knowledge of protecting measures from STIs or HIV/AIDS 

i.e. (a) regarding extra-marital sex, majority (58.3%) of respondents 

responded in negative. (b) about use of non-reusable disposable syringe, 

majority (55.8%) of respondents replied in positive (c) in response to blood 

testing for blood donation as protection measure, almost half (48.3%) of the 

respondents responded negatively (d) regarding use of new razor for shaving 

by barber as protection measures from STIs or HIV/AIDS, majority (54.0%) 

of the respondents replied in negative. 

 In response to knowledge about reproductive health, majority (68.7%) of the 

respondents replied in positive and in response to knowledge about RTIs, 

majority (52.3%) of the respondents responded in negative and 60.7% of the 

respondents said they will consult a doctor in case of itching or burning in the 

genital area. 

 Most (45.2%) of the respondents said that cause of RTIs was little knowledge 

about pregnancy, 36.5% respondents reported no knowledge about family 

planning/ reproductive health while 9.8% of the respondents declared the pre-

natal negligence and 8.5% of the respondents replied that post-partum 

complications were the cause of RTIs. 

 Majority (62.8%) of the respondents faced headache, 61.0% had swelling on 

different body parts, 62.8% of the respondents tolerated back pain, 65.7% of 

the respondents felt fever, while an overwhelming majority (88.7%) of the 

respondents faced heavy bleeding whereas a small proportion of the 

respondents (8.2%) faced irregularity in menses, and only 3.5% of the 

respondents had experienced breast problems in their reproductive life. In 

response to miscarriage as problem faced during reproductive life, about one-

fifths (18.0%) of the respondents replied in positive. 

 In response to statement “has any health worker instructed you on self-

palpation of breast?”, a large majority (81.8%) of the respondents replied in 

negative, in response to statement “do you know how to palpation your breast 
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for any lump” majority (82.5%) of respondents had replied in negative and an 

overwhelming majority (95.0%) of the respondents replied that female should 

be educated and well-read. 

 Regarding perception to delay/ avoid early female marriage, a large majority 

(84.8%) of the respondents replied that they should be involved in educational 

or some sort of learning activities. 

 Regarding age at marriage for males, majority (52.5%) of the respondents said 

that male should be aged 25 to 28 years at the time of marriage and about the 

female’s age at marriage, 59.5% of the respondents preferred the age of 19 to 

24 years. 

 Regarding perception about safety measures that should be adopted by a 

woman about her health during pregnancy, 38.7% marked complete rest, eat 

well and balanced diet, don't pick heavy load, and make regular medical 

checkup during pregnancy as a safety measure.  

 An overwhelming majority (90.3%) of the respondents was in favour of 

regular medical checkup during pregnancy and regarding attitude towards 

regular medical checkup during pregnancy, 87.8% replied that they visited the 

doctor regularly for medical checkup. 

 Regarding source of medical checkup, most (48.8%) of the respondents went 

to a private hospital/ clinic for medical checkup and regarding the month for 

medical checkup during pregnancy. Majority (56.2%) of the respondents 

preferred third month while 69.2% marked at least one visit per month to 

medical personnel for check up. There was a strong relationship between 

visits to medical center and reproductive health of female. The gamma value 

(-0.257) also proved the negative and significant association between numbers 

of visits and reproductive health of female. So the hypothesis, “More the visit 

to medical center, better will the reproductive health of female” had been 

accepted. In multivariate analysis, the regression coefficient was -0.014. 

 Most (40.8%) of the respondents replied that a woman should herself decide 

about treatment in case of any complication while  30.5% were in favour of 

family members’ decision. Most (48.7%) of the respondents spent Rs. 251-
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500 on each medical checkup while 19.2% of the respondents spent Rs.501-

1000 on each medical checkup. The significance of relationship was also 

verified through Chi-square tests. There was a non-significant relationship 

between RH services charges and reproductive health of female. The gamma 

value (0.012) also proved the positive and significant association between RH 

services charges and reproductive health of female. So the hypothesis, “Lower 

the RH services charges, better will be the reproductive health of the female” 

was accepted. In multivariate analysis the regression coefficient was -0.037. 

 Most (34.3%) of the respondents used public transport / ambulance and 20.8% 

of the respondents were pedestrian regarding visiting the health centers for 

checkup that indicates the low economic conditions of community and health 

risks for pregnant women. 

 In response to perception regarding nature of care/ service that might be 

provided by family to a woman in pregnancy, majority (70.7%) of the 

respondents reported pure food for mother from family to a mother in 

pregnancy. 

 Only 5.2% of the respondents reported maternal death in their house during 

pregnancy and 29.0% pointed out that due to heavy bleeding this incidence 

was happened while 22.6% of the respondents declared pregnancy 

complication/ miscarriage as cause of death during pregnancy. 

 Perception regarding safety measures to keep mother child healthy, 29.0% 

marked the mother baby checkup and 19.5% of the respondents declared small 

family size.  

 Knowledge regarding maternal health, majority (78.5%) of the respondents 

had knowledge about maternal health. There was a strong relationship 

between awareness level and reproductive health of female. The gamma value 

(0.728) also proved the positive and significant association between awareness 

level and reproductive health of female. So the hypothesis, “Higher the 

awareness level, better will be the reproductive health of the female” had been 

accepted. In multivariate analysis the regression coefficient was 0.353. 



 129

 A large majority (78.5%) had knowledge of maternal health and out of it 

majority (55.8%) of the respondents had learned about it frequently. 

 Regarding source of knowledge about maternal health, 39.0% of the 

respondents got knowledge from television an overwhelming majority 

(92.8%) of the respondents declared television as the most effective source of 

knowledge about maternal health. 

 Knowledge regarding religious leader/ community leader and NGO 

representative who ever talked about maternal health, majority (63.5%) of the 

respondents did not hear any religious leader while a large majority (80.5%) 

of the respondents did not hear any community leader or NGO representative 

talking about maternal health that might be due to the lack of interest of 

religious leaders  as well as less interest of political leaders and weak field 

work of NGOs regarding disseminating reproductive knowledge and 

educating the community.  

5.3 Recommendations for Govt. policy makers and for community 

 Improve Access to Quality Health Services and Nutrition: Health related 

facilities should be posted most nearest to females’ settlements and must be 

provided free or at least affordable, high quality services along with quality 

nutritional supplements because most Pakistanis are the victim of nutritional 

deficiencies or facing poorly balanced diet. Adequate no. of skilled staff; 

proper supply of medicines, drugs, equipments and operational referral system 

are demandable parameters that can strengthen the health system. Services 

should also be respectful of- and responsive to- females’ needs, preferences, 

and cultural preference. Government should start quality food supply scheme 

for pregnant females. This scheme will significantly bring a reduction in many 

reproductive health diseases and provide tension free environment to pregnant 

female.   

 Empower Women/ Ensure Choices: Government, community leaders, 

religious leaders, NGOs representatives, and other women’s empowering 

stakeholders have to highlight socio-cultural and economic determinants 

which restrict the female’s capabilities of decision making and choice. 
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Women empowerment can be strengthened through community mobilization 

and constitutional reforms to articulate female’s health needs and to utilize 

confidently health interventions in time.  

 Small Family Size: To prevent unintended pregnancies, abortion and to 

control the chance of transmitting STIs, young people should have easy 

approach to contraception. Family life education programs, in universities/ 

college/ school and elsewhere should be conducted to educate the youth about 

merits of delaying sexual activities and possible ways to refrain from sexual 

engagements; reduce unsafe intercourse by addressing abstinence and safe 

sexual practices and behaviour that will mobilize potential couples to have 

small family. Appropriate and affordable contraceptive services should be 

approachable in all respect for those who cannot refrain from sexual 

intercourse. 

 Delay in Marriage & First Pregnancy: information and services related to 

reproductive health should be largely attainable, openly accessible and truly 

developed according to lives of young people. Families and individuals should 

be encouraged through community related education to adopt a late marriage 

pattern and delay the first birth till the physical, emotional and economic 

maturity of females is sufficient to behave like a mother. Government should 

start some sort of incentives for those females who made late marriage and 

delay first birth, especially in the form of Govt. employment, and for 

Agricultural education holders, Govt. allocate some part of land for better 

incentive in response to delay marriage and first birth.   

 Doctors' Visit in Rural Areas / Regular Medical Checkup: The high 

percentage of respondents with less education to save their selves from STIs 

or AIDs and knowledge about RTIs and low rate of family planning services 

adoption shows that is a great need to provide rural females repeated medical 

visits during pregnancy. For this purpose female doctors should be appointed 

for rural areas and attracted through some additional monetary and service 

based incentives. 
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 Pregnancy Faces Risks: Govt. should provide free medicine/services to 

pregnant females because each pregnancy at risk. A female have a need of 

intensive medical care during pregnancy to avoid serious complications 

because there is no authentic source to point out that females’ will develop 

such life threatening complication. It is very demanding that females should 

be facilitated to high quality obstetric care not only during pregnancies but 

also after delivery, the time when most of the health complications develop. 

 Vaccination at Proper Time: Govt. should ensure the availability of all types 

of vaccinations in its health centers that are beneficial for better mother and 

child health and start vaccination campaigns in all areas especially in remote 

and slum areas under all circumstances and ensure the field work of 

vaccination teams through proper and accountable monitoring. Family 

members and other community member also support the females in getting 

timely and proper vaccination during antenatal and postnatal period for better 

females’ reproductive life and for good mother-child health.    

 Female Education: Female education should be improved in general and 

females health education in particular. Reproductive health education, as our 

finding pointed out, must be promoted on urgent grounds in Pakistan. Women 

with less education are short of necessary knowledge on reproductive health, 

STIs, HIV/ AIDS and RTIs including symptoms, self- medication methods, 

causes and severity of RTIs. Community based education programs can 

improve knowledge on Reproductive Health and suitable health services for 

utilization among low-income females to improve their health and get rid 

from serious diseases. 

 Increase Resources, Ensure Skill Attendance at Delivery: The most 

important intervention to protect female and her newborn is the presence of 

skilled midwife, and availability of emergency transportation at each delivery. 

In rural and deprived communities, a reasonable quantity of well-equipped 

and skilled health workers must be provided. 

 Healthy Pleasant Environment, Eradication of Female’s Financial 

Problems:  People often listen and follow the advice of their peers and if 



 132

these peers will be trained by health personnel and vocational trainer then 

fruitful result can be attained. Young trained and supported females can serve 

as peer educators. To enhance knowledge, skill and confidence, Peer 

education programes are good because it reduce the risk of contracting worse 

reproductive health conditions, other STDs and unwanted pregnancy and 

motivate them to utilize family planning services for better reproductive 

health and through vocational skills they can eradicate their financial 

problems. Trained health peers will educate young females in a healthy and 

friendly environment that ultimately pose a pleasant impact on females’ 

attitude towards adoption of contraception and other health care services along 

with domestic poverty reduction. Better female reproductive health demands 

permanent commitment and future based inputs from a all stake holders i.e 

Governments, NGOs (including women’s groups and family planning 

associations), international assistance agencies, donors, and others should 

contribute their diverse strengths to promote the reproductive health of young 

females within country and community. Involvement of community leader, 

health providers and clients, could play better role in proramme development, 

evaluation, and future improvement. 
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APPENDIX 

 
Interview Schedule 

Perception, Attitude and Practice among Youth (15-32 years) about Reproductive Health 

in District Faisalabad, Punjab, Pakistan 

 

Town: _____________    Union Council: __________________ 

Chak/ Village/ Colony:_____________ Contact No: ____________________ 

Interviewer: ______________    Dated:         ____________________ 

Name of the Respondent _________________ 

1. Age of the Respondent ____________ years. 

2. Age of the Husband ________________years. 

3. Age at Marriage ____________________years. 

4. Marriage duration __________________years. 

5. Education of Respondent __________ years 

6. Education of Husband ____________ years  

7. Occupational Status of the Respondent 

a) House wife  b) Govt. Service  c) Private Service  d) Own Business  

e) Any other (Specify) 

8. Occupational Status of the Respondent 

a) Agricultural/ Farming   b) Govt. Service  c) Private Service      

d) Own Business  e) Unemployed              f) Any other (Specify)  

9. Monthly Income of the family from all sources_____________( in thousands) 

10. Is the house owned by a member of the family or rented? 

a) Owned___________    b) Rented ___________ 

11. How many rooms are there in your house? ____________  

12. Type of House. 

a) Kacha           b) Pakka       c) Semi Paka 
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13. Do you have following facilities in your home? 

TYPE OF FACILITIES    YES        NO 
Electricity   
Gas   
Clean Drinking Water   
Telephone   
Motor Cycle/ Car   
T.V   
Radio   
Refrigerator   
Washing machine   
Personal Computer   
Internet Connection   
Cable Connection/ Dish   
 
14. Type of Family: 

a) Nuclear               b) Joint                c) Extended 
 

15. Total no. of persons in family: _____________ 
16. How many children do you have? 

Living (Total) ___________     Male__________    Female___________  
Dead (Total) ____________  Male____________   Female___________ 

 
SECTION: 1 
BIRTHS & FAMILY PLANNING: 

a) BIRTHS: 
17.         Total live births____________ 
18.  Births are closer than 2 years or less. 

a) Yes__________  b) No _____________  
 
b) Family Planning: 
19. How do you perceive family planning? 

a) Good_________     b) Bad__________  
 
20. If bad, then what is the reason? 
 
Reasons  YES NO 
Prohibited by Islam   

Desire for more children   
Not suitable for health   
Against the culture   
Lack of knowledge   
Husband oppose   
Not affordable   
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21. Do you have any information about family planning methods for birth interval? 
        1) Yes__________   2) No____________  
 

22. If yes, then from where you get information about family planning methods: 
    a) Friends _____b) Family ______c) Doctor/ Nurse/LHV/TBA ____d) Media_____ 
 
23. Are you or your husband currently using any family planning m methods? 
       1) Yes________  2) No__________   (If NO then go to Question # 37) 
 
24. If yes, which method are you using now? 

a) Tubectomy ------- b) Vasectomy------- c) IUD---------- d) Injection ________ 
e) Condom_______ f) Abortion----------- g) Norplant------ h) Oral Pills------------  
i) Natural method/ With Drawl----------- 

 
25. Did you feel any side effects? 

1) Yes_________       2) No_______ 
 

26.  If yes, then what kind of side effects, you have experienced by using contraceptive  
methods 

      a) Bleeding________ b) Weight loss______ c) Swelling/ Rash_____ d) Any other 
 
27. Where do you go for the treatment for above said symptoms? 
      a) Lady Doctor______ b) Private Clinics________ c) TBAs/ Dai_______ 
       d) Hakeem_________ e) Homeopath__________ f) Any others 
 
28. Are you using family planning methods of your own choice? 
    1)  Yes____________ 2) No___________ 
 
29. If no, then who opposes your choice? 
    1) Husband________ 2) In Laws__________ 3) Any other (specify)________ 
 
30. For any reproductive health problem where you go for? 
    a) Hakim      b) Doctor          c) LHV/Nurse   d) Peers      e) any other 
 
31. What is the main source of your family planning services or supplies? 
   a) Govt. health facility/ FWC_________ b) Lady health workers/ LHV________ 

 c) Private hospital or clinic _____________ d) Private Physician___________ 
  e) Pharmacy__________ f) NGOs Field Workers___________ 
  g) NGO clinic__________ h) Any others (specify)_________ i) DK_______ 
 
32. Is there any shop or store where from you can get contraceptive regularly? 
      1)  Yes_______  2) No________ 
33. Mutual understanding between husband and wife for family planning. 
      a) Good          b) Satisfactory        c) Not satisfactory 
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34. Had you received any antenatal care during last/ current pregnancy? 
     1) Yes__________      2) No_________ 
 
35. If yes, from where__________ 
 
36. If no, then why___________ 
 
37. If no, what is reason? 
 
Reasons  YES NO 

Prohibited by Islam   

Desire for more children   
Not suitable for health   
Against the culture   
Lack of knowledge   
Husband oppose   
Not affordable/ costly   
Not available in locality   
In laws oppose   
 
SECTION: 2 

 ABORTION: 
38. How do you perceive abortion? 
   1) Save life of mother_______ 2) Harmful practice______ 3) Any other______ 
 
39. Are you aware of safe abortion? 
   1) Yes __________ 2) No_________ 
 
40. Did you ever abort any pregnancy? 
    1) Yes__________ 2) No________ 
41. If yes, then give reason? 
    1) Birth space_______       2) pregnancy complications_________ 
    3) Miscarriage_______    3) Any other Reason____________ 
42. Are you aware of this at that time? 
    1) Yes____________ 2) No_________ 
43. Who attended abortion? 
   1) Doctor_______ 2) Nurse______ 3) LHV/LHW_______ 4) TBA/Dai______ 
44. What was the method of abortion? 
   1) Major Operation__________ 2) Minor Operation__________ 
   3) Medicine/injection_________ 4) Vacuum/Sucker_____ 5) Any other__ 
45. Did the attendant use sterilized instruments? 
    1) Yes________ 2) No__________ 
46. Did you feel any complication after abortion? 
    1) Yes_________ 2) No________ 
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SECTION: 3 
SXEUALLY TRANSMITTED INFECTIONS (STIs): HIV/AIDS: 
47. Do you know what is meant by Sexually Transmitted Infections? 
    1) Yes_________ 2) No_______ 
48. Do you know what are HIV/ AIDS? 

  1) Yes_______ 2) No________  
49. Do you know how STIs, HIV/AIDS develop? 

  1) Yes_________ 2) No__________ 
50. Do you have following knowledge to protect yourself from STIs or HIV/AIDS? 
a) Extra- marital sex:                                     1) Yes__________ 2) No_________ 
b) Use of non- reusable disposable syringe:      1) Yes__________ 2) No_________ 
c) Blood testing for blood donation:                1) Yes__________ 2) No_________ 
d) Use of new razor for shaving by barber:       1) Yes__________ 2) No_________ 
SECTION: 4 

  REPRODUCTIVE TRACT INFECTIONS (RTIs): 
51. Do you know about reproductive health? 

      1) Yes_______ 2) No_________  
 
52. Do you think about Reproductive Tract Infections? 

       1) Yes________ 2) No__________ 
 
53. What will you do in case of itching or burning in the genital area? 

     1) Consult to a doctor_____2) Use any other tips_____ 3) Do nothing _____ 
 
54. In your opinion what is the cause of RTIs? 

a) Little knowledge about pregnancy. 
b) Pre- natal negligence. 
c) Post partum complication. 
d) No knowledge about family planning/ reproductive health. 

55. Have you experienced following problems in your reproductive life? 
     a) Headache                                            1) yes__________ 2) No________ 
     b) Swelling on different body parts         1) yes_________ 2) No________ 
     c) Back pain                                              1) yes_________  2) No________ 
     d) Fever                                                     1) yes_________  2) No________ 
     e) Heavy bleeding                                     1) yes_________ 2) No________ 
     f) Irregular Menses                                    1) yes_________ 2) No________ 
     g) Breast problems                                     1) yes_________ 2) No________ 
     h) Miscarriage                                            1) yes_________  2) No________ 
SECTION: 5 

 BREAST CANCER: 
56. Has any health worker instructed you on self- palpation of breasts? 

   1) Yes__________ 2) No__________ 
57. Do you know how to palpation your breast for any lump? 

   1) Yes__________ 2) No__________ 
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SECTION: 6 
 GENERAL PERCEPTIONS: 

  58. Are you in favor of female education? 
       1) Yes__________ 2) No__________ 
 
59. Do you think in order to delay/ avoid early female marriage, girls should be busy in        

academics or some sort of earning activities? 
     1) Yes__________ 2) No__________ 
 
60. In your opinion what should be the age at marriage for males (in years)._______ 
 
61. In your opinion what should be the age at marriage for females (in years)._______ 
 
Attitude towards Pregnancy 
 
62.  In your opinion what measure should be adopted by a woman about her health  

during pregnancy? 
a) Complete rest      b) Eat good balanced diet        c) Don’t pick heavy load 
d) Regular check up   e) All above      f) Any other      f) Don’t know 
 

63. Do you think that woman has a need of regular checkup during pregnancy? 
     1) Yes________ 2) No_________ 
 
64. Did you go regularly for medical checkup during pregnancy? 
      1) Yes_________ 2) No_________ 
 
65. If yes, where did you go for check up? 

1) Nurse/LHV/LHW 
2) Did/TBA/mid wife 
3) DHQ/RHC/Dispensary/MCHC 
4) DHQ/THQ 
5) Private Hospital/ Clinic 
6) Any other 

 
66. From which month, pregnancy check up should start? 
     a) Pregnancy months________ b) As early as possible after pregnancy 
     c) When needed___________     d) Any other_______________ 
 
67. How many visits should be made for checkup during pregnancy? 
       a) Once a month     b) Twice a month    c) Thrice a month     d) Any other 
 
68. Who should decide for treatment in case of any complication? 
    a) woman herself   b) Husband    c) Family member   d) Dai/TBA     e) Any other 
     f) Don’t know 
69. How much cost you have to spend on each medical checkup? 
             Cost in Rs._____________ 



 166

 
 70. What type of transport, you are using to go health center for checkup? 
       a) By foot    b) Own transport      c) private transport     d) public Transport 
       e) Ambulance     f) Any other 
 
71. What type of care/ services might be provided by family to a woman in pregnancy? 
     a) Provide mild food         b) pure food for mother      c) Oil     
     d) Provide warm Environment      e) Any other 
 
72. Did any maternal death occur in your house during pregnancy? 
       1) Yes____________ 2) No_____________ 
 
73. What are the causes of maternal death during pregnancy? 
     _______________________________________________________________ 
     _______________________________________________________________ 
 
74. What measure do you think should be practiced to keep mother child healthy? 
      a) Prenatal care    b) Mother baby check up      c) Immunization 
      d) Long birth interval e) Small family size       f) Vitamin supplement 
       g) All of above    h) Any other 
75. Have you ever learnt about maternal health? 
      1) Yes____________ 2) No____________   (If No then go to Question #81) 
 
76. If yes then how many times? ______________ 
 
77. From where, you get knowledge about maternal health? 

a) T.V                b) Radio         c) News paper/ Magazine d) Health providing 
personnel   e) community based activities    f) Any other 

 
78. Which is the most effective source of learning? 
      a) T.V             b) Radio        c) News paper        d) Magazine 
      f) Any other    g) Don’t know 
 
79. Have you heard any religious leader talking about maternal health? 
      1) Yes_____________ 2) No____________ 
 
80. Have you heard any community leader and NGO representative talking about 

maternal health? 
     1) Yes_____________ 2) No____________ 
 
81. Any Suggestions 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
_______________________________________________________________________ 
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