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FOREWORD

The Government of Pakistan is fully cammitted for irtroducing gender
responsive budgetingand this has been reflected in the key policy documents which
include Poverty Reductions Strategy Paper (PRSP), Medium Tem Development
Framework (MTDF) and Gender Reform Action Plan (GRAP) which all explicitly
advocate forinstituting gender responsive budgeting.

The Ministry of Finance, Govermment of Pakistan with the technical and
financial support of UNDP and its cost shaing donors has initiated the ‘Gender
Responsive Budgeting Initiative’ (GRBI) project to promote policy and resource
allocation witha gender perspective.

Gender Aware Policy Appraisal is one of the tools of gender responsive
budgeting which amlyses policies and progmammes funded through the budget fran a
gender perspective by asking whether policies and their associated resource
allocations are likely to reduce or increase gender inequalities. The project
commissioned three appmisal studies for the sectors of Edwation, Health and
Population Welfar as part of its planred activities. The studies undettook a sector-
specific situation amlysis to understand the needs and identify gaps from a gender
perspective. The draft reports were shared with the depattmertal focal personsas well
as other stakeholders in a workshop and a focus group discussion for feedback and
inputs received hawe been subsequertly incorpomted in the final eport.

The repotts were supervised with valwble inpus, by Ms. Deborah Budlender,
founding memter of South African Women’s Budget and a leading international
adviser on gender responsive budgeting.

I would also like to take this opportunity to thank UNDP and its cost sharing
donors, namely Swiss Agency for Development and Cooperation and Royal
Norwegian Embassy, for their continwed support as well as the departmental focal
persons, both fedeml and provincial, for their cortribution.

Malik Iftikbar Hussain Javed
Natioml Prgect Director GRBI/Jaint Secretary
Minigry of Fimrce
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CYP Couple Years of Protection
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EXECUTIVE SUMMARY
Background, Objectives and Methodology

Pakistan is striving to achieve population stabilization in order to alleviate povety,
improve the status of women, bridge the gap in gender inequality and promae the
quality of life ofthe people. The aim ofthe gowvernmert isto achieve the Millennium
Developmert Goals (MDGs), which the Governmert has ircorporated in its Medium
Term Dewlopment Framework (MTDF) and accelerate the pracess of sustaimble
development The purpose of the study isto review and analyze the sitwation of male
and female in the courtry, the relevant policy, budget allocation mwleases and
spending, and impact ofthe Population sector usinga ‘genderlens’ so as to pranote
policy andresource allecation with gender perspective. The study covers the £deral,
provincial and district level with sub-national amlysis confined to the Punjab
province and two districts namely Gujrat and Rajanpur. The analysis elies mainly on
secondary data such as Medium-Tem Budgetary Framework (MTBF), MTDF,
Population Welfare Programme’s Federal and Punjab PC-ls, sector review
expenditure, service statistics data and Federal Bureau of Statistics published data.

Situation Analysis

Despite government statements supporting family planning for rearly more than four
decades the fettility rate remainshigh. Pakistan haspersistert high fettility and a high
population growth mte among poor iliterate and ruml population where woman
continue to bear more than 5 live births over the reproductive period These bitths
start too eaty, are spaced too close and too fiequent, and continue too long into
higher parities resulting in abou 33 percent high-isk births. The contmcepive
prevalerce rate is low and there is high unmet need for contraception as one-third
women do not want ancther child immedately or any time in the rear futue yet do
not have eitheravailahility, accessibilityand / oraffordability to contmceytives The
repeated pregmancies result in ore indwed abortion forevery five live births resulting
in a high indwed abortion rate of 29 per 1000 women in the courtry. These are
mostly unsafe and clandestine abortions resulting in sever post-abotive
complications and other health problems for women. Almost seven ou of ten
deliveies take place at hane and only halfofthe women inthe country get arte-natal
care. Male invdvement in esponsible parenthood and eproductive health (RH) and
family planning (FP)is very poor.

As long as the preference fortwo or more sons persists the toal family size will, on
average, be at least 4 indicating that the appreciable decline in fettility might take a
longer time than visualized If the perception of couples does nat change infavour of
a smaller ideal family size the fertility transition will not be achieved overa desired
period of time.

Population Pdicy
The Population Policy of Pakistan envisages populationstabilizationby the year 2020
achieving replacement level by attaining a Total Fertility Rate (TFR) of 2.1 children

per woman and contraceptive prevalence mte of 60 percent thereby reducing the
growth rate of population to 1.3 percent per annum. The MTBF developed for the
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years 2005-08 cover objectives and strategies, which have been incorpomted in
MTDF.

Budget Analysis and Performance

The programme budget allocation Ias increased two-fold overthe period 2002-03 to
2005-06. The allccation for the Population Welfare Programme (PWP) has grown in
real tems to address the programme’s changing and growing demands. It has
increased by 75% fram Rs.26 billionin 2004-05to Rs.45 billionin 2005-06 Of this
4.5 billion, Rs.3.0 billion is eamarked for provinces for implementing the PWP in
their provinces/districts.

The sector review of the year (2004-05) indicates 88 percent wilization of the revised
budget allocation The shortfill in wilization of funds as well as inachieving physical
targets of coverage has been, among otler factors, partly dwe to nonapproval of PC-
1s and ban on recruitment for filling up of vacant posts. 97% of the PWP’s budget is
financed through Public Sector Developmert Programme (PSDP) development
budget. Of the tctal budgetary allocation three-quatters is spend on service delivery
components that is, Family Welfare Certres (FWCs), Reproductive Health Services
(RHS)-A Centres and Mobile Service Units (MSUs), which mostly provide family
planning services to women. Almost 80 percent of all the users of these outlets are
women. Male involvemert in responsible parerthood is very insignificant from the
demand as well as supply aspect and needsto be givencrucial priority.

The tmnsfer of funds from the Fedeml Govermment to Provincial Population Welfare
Departmert (PPWD) takes on awerage almost three morths while it takes another one
month to eachend users. This affects the morale of the employees and performance
of the project. Withthe defderalization ofthe PWP, the problem of late releases of
funds has become mor serious. Like other social sector programmes such as health
and education it is suggested that the salary camponent of PWP should be transferred
from development to non-development recuriing expenditure in order to ensure timely
payments and boost the morale of PWP employees. The provinces should be
persuaded to statt financing PWP activities in a phased manner fran their own
resources so that they may be made responsible forand own the progranme

Conclusions, Discussions and Recommendations

Pakistan’s family planning progmmme faces severe constraints in a milieu in which
women are circunscribed in their ability to become educated to work and to leave
their houses unaccanpanied. They lack autonomy and have resticted mobility and
minimum discretionary access to economic resources. More genemlly, the low status
of women, among otlers, is surely a major factorin the limited use of fimily panning
methodsin the country.

Specific outreach to improve maternal and child health, engage in community
development efforts and create demand for family planning services has yet to start
more effctively. Althoughimplementation has been devolved tothe provincial level,
the programme still faces seveml bottlerecks in tems of policy and management
shifts and collaboration with public health and private sector The past experience
indicates that the performance of public health outlets hawe been abysmally poor in
implementing PWP activities. The Non-Governmertal Organizations (NGOs) and the
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private sector, ircluding private medical practitioners, should be accorded more
resources and encouraged mor in PWP activities as they could contibute
substantially to the fimily planning progamme. This would lead to morw coverage,
accessand utilization of RH/FP services.

The prospects for future rtility decline will pimaily depend on more effective
implementation of population policy, particulady more ef@ctive IEC dissemination,
increased covemge and accessibility, paticuarly widening of out-reach coverage and
above all improvement inthe quality of care services. The demand for serviceshas to
be highlighted programme managemert has to be strengthened and pditical and
administmtive support need to be ensured and sustained.

The problems and constrairts discussed in the paper will cortinue to undermire the
population elated MTDF, Intermtioml Conference on Populationand Development
(ICPD) and MDG targets unless the health depatmert, NGOs, civil society and other
stakeholders at all levels seriously cooperate, collaborate and rationalize their
implementation activities to achieve population stabilization In this regard, the
population policy needs to be further broadened and modified by taking into
consideration the growing aging of the popuation, migration urbanization,
environmental and ecologcal issues, poverty and gender inequality of rural and
marginalized popdation.

The PWP needs improvement in programme mamgement at all levels in order to
monitor the laid down goals of Poverty Redwtion Stiategy Repoits (PRSP), MTBF
and MTDF regularly. Serious initiatives are required to focus on quality of care and
client’s satisfactionand cortinuity of use of contmception In this regard supervision
to change the attitude and behaviour of service providers through the means of
facilitators/helper mther than policing and fiultfinding approach needs to be given
serious attention. Follow-up of clients, maintenance of adequate record and
Managemert Information System (MIS), functional irtegration of PWP outlets and
primary health care outlets of health departments under one authority, which has been
ignored, reeds to be given top prioity. The issues and concerns of the PWP require
priority consideration fran policy makers, programme managers and all stakehdders.
The demand gneration and awarness campaigns need to bte rationalized and
improved to meet the missing links between supply and demand. Interpersonal
communication and communication stmtegy needs to be given piority and rew
directionto addmess the unmet reed for cortraception

Top priority has to be accorded to human mrsource capacity bulding of the
programme employees at all levels and forall cadres, which has become very weak
over the years. Involvement of religious schdars, opinion leadrs and elected
representatives should be encoumged to speak openly on adverse consequerces of
population growth and it should be reguarly monitored how far they are taking active
involvement in thiscrucial effort.
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INTRODU CTION

The Governmert of Pakistanis striving toachieve population stabilization in
order to promote the quality of life of the people, alleviate powerty, improve
the status of women and accelerate the process of sustainable developmenrt.
This is being implemerted in the light ofthe Programme of Action (POA) of
the International Conference on Population and Development (ICPD) Cairo,
1994, which identified a series of priority issues, which includd among
others, popuation and developmert, gender equality and equity, adolescent
and youths and reproductive health services to men and women and their
rights (ICPD, 1994). Pakistan is a signatory to the ICPD — POA. The tenth
anniversary of ICPD (ICPD + 10) in 2004 offered an occasion to assess the
progress made so farand discuss the challenges being ficed to implement the
ICPD — POA. In addition to this, the governmert is also committed to

implementing the recommendations of the 1995 Beijjing Fourth World
Conference on Women and Beijiing + 10 goals, where it reaffirmed its
commitmert to bridg the gp in gender irequality. Along with these efforts,
the aim of the government is to achieve the Millennium Development Goals
(MDGs, 2000), which the Goverrment of Pakistan s incorpomted in its
Medium Tem Development Framework (MTDF), (2005-10) goals and
targets

Gender Responsive Budgeting (GRB) was proposed for the first time in
Pakistan by the Ministry of Wamen Development in2001. The Governmert of
Pakistan’s Poverty Reduction Strategy Paper (PRSP) advocated the
implementation of GRB to address gender inequality and the impact of
budgetary expenditures on different groups and sub-groups of the popuation.
The Gender Reform Action Plan (GRAP) also advocates GRB as a tool of
gender mainstieaming.

The Planning Commission inthe MTDF (2005-10) states that it will “work to
sensitize properly the £deral and provincial entities on the basic rationale and
concept of Gender Responsive Budgeting (GRB) and required inwestmenrts. It
will emcourage and support the use of GRB a Fedeml and Provincial
budgets”. Each line Ministry/Depattmert andallied entities will be required to
address gender when they submit their Public Sector Development Programme
(PSDP), PC-1 and other budgetary demands This would help to detemine
the extent to which resources and budgets are allccated to address gender
inequality and equity and the impact ofthe budget onmales and females This
would ultimately help toimprove government’sefforts inachieving the MDG
gender equality targets Inthis regard careful analysis of budgetary allecations
and expendtureswould help toidentify funding gaps which will help to adjust
priorities toalleviate poverty and promote gender equality and development. It
could enharce efficiency by ensuring that expendture tenefits those who are
in dire need of it. In South Asia, India, Nepal and Sri Lanka lave taken the
leadin genderresponsive budgeting activities. [UNFPA, 2005].

In spite of Pakistan’s improved economic growth during the sixties to eighties,
its social sector performarce has been quite dsmal The Human Developmert,
Gender Development and Eduwcation Indices have been very low (UN, HDR,
2005). Pakistan continuous to have a high population growth mte (1.9
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2.1

percent), high fertility rate (average of four children born per woman), high
infant mortality rate (77 infant deaths per thousand live bitths), and under five
years child mortality mte (103 deaths perthousand live bitths) and very high
materml mortality ratio (400-500 per hundred thousand live bitths) and low
contraceptive prevalence rate (36 percent) The ummet reed for cortraception
is substantial (33 percert) andis one of the highest inthe world. Reproductive
health services can pay a crweial role in redwing infint, child and maternal
mortality and reducing unmet need for cortraception Close collaboration and
coordination between the lealth and population sectors is very important and
joint efforts could only help inachieving these indicators overa short time. It
is further noted that education of marents, particularly of mahers, has a close
association with mortality and fertility lewels. Female education specifically
plays animpottant role in determining populationindicators Similady, gender
inequality, status of women and rights are core element of popuation,
women’s empowerment, poverty alleviation and dvelopment pdicies.
Women’s empowerment and their inclusion in dewelopment are essential for
the fufillmert ofthe population sector’s ofjectives

It is noted that considerable progress has been made in the country in
integrating popuation issues irto development panning The Government has
adopted mutipe measures in this regard and has taken action to decertralize
and integmte population with otler sectoml plans at the grass root level.
Efforts are futher pursued on the linkages of population and povety,
women’s advarcement, eduwcation and health

The purpose of the study is toreview and analyze the situation prevalent in the
country, amlyze policy along with budget allocation releases, spending and
impact usinga ‘genderlens *and pranote policy and resource allocation with
a gendcer perspective.

METHODOLOGY AND LIMITATION OF THE STUDY

The population welfare programme of Pakistan mostly focuses on married
females. The reproductive health and fimily planning activities focus mostly
on married women of reproductive ages (15-49 years). However the policy
papers also lay stress on malk involvemert in responsible parenthood A
complicating factor inanalysis is that reprodwtive health issues ovedap with
the health sector, for example, pregnancy-related care (such as pre-natal,
postnatal care) and health-related issues (such as high risk live births, infant-
child mortality, maternal motality, infettility, fetal loses), which mostly
pertainto health sector domain are also closely related to population sector.
These activities potentially complement and supplement each other in
achieving fettility reduction. The Health sector is the topic ofa separate pdicy
appraisal but cannat te ignordin this paper.

Scope and Methodology

The study covers the fedeml level, while the provincial and district level
analysis is confined to the Punjab province and two districts namely Gujrat
and Rajanpur covering north and south regions of the Punjab province.
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2.2

Punjab province is more advarced socio-economically than other provirces.
Within Punjab Gujrat is more advanced than Rajanpur as southern Punjabis
more backward in socio-econamic development than certral and northern
Punjab.

The analysis relies mainly on secondary data such as Medium-Term
Budgetary Framework (MTBF) (2005-2008) for £deral level and its sector
review repott for the year 2004-05, expenditure study and Mid-Tem Plan for
the year 2004-05. The PC-1 of population welfae programmes’ various
components is also utilized for amlysis. In addition to this, vaious other
policy decumerts including the Poveity Reduwction Strategy Paper (PRSP) and
Statistical Bureau’s publications are used Interviews with relevant
government officials at the €deral, provincial and disticts level and other
stakeholders wer conducted to idertify issues, constraints and gps in gender-
responsive budgeting and gender-sensitization.

Limitations

Population Welfare is primarily a belavioral change programme through
which couples are motivated to adopt the concept ofa small family nom. The
population welfare programme in Pakistan is established as an independert,
vertical programme parallel to health, although it is closely interdinked and
crosscuts with other social sector programmes such as health education and
women development The population sector progamme has opemted
separately and independertly alongside the health sector progiamme since
1965.

The population sector budget of the courtry (federal, provincial and distict
level) is completely finarced by the fedeml goverrment Provincial
government hawe until recertly provided no funding for this activity.
However, Punjab has recently cortributed a token amourt of money by
funding its newly established Secretariat of Provincial Population Welfare
Departmert. Moreover, almost all the budget (97 percent) of the population
welfare progmmme is finarced through the development budget, Public Sector
Developmert Programme (PSDP). However, both the recurrert and non-
recurrent (developmert) budgets are considered for the amlysis. At functional
level, the activities of the programme ar closely inter-linked with health
service outlets, which ar also supposed to supplement and compement the
family panning activities through their community-based workers that is,
Lady Health Workers(LHW').

Due to time limitation, it was difficult to carry ou meaningful analysis of

districts However, atempts are made as far as possible to do analysis up to
provincial and distict level where available cata pemit this
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3.

SITUAT ION ANAL YSIS

The population of Pakistan grew from 33 millionin 1951 to 155 million in
2005 ranking Pakistan fran 14™ in the 1950s to the 6™ most popuous country
in the world today. The growth rate of the population has been the highest
over 3 percent per annum Although it Ins declined still it is one of the
highest (1.9 percernt per annum) of all South Asian countries. Almost three
million people are being added each year to the existing population, which
means ifno dentis made in the growth rate of population then it will ircrease
to around 193 million by the year 2015. The youth population (aged 15-24)
will increase to about 40 million and females in the reproductive ag group
would increase to around 46 million in 2015 The growing population will
continue toadversely afct the already over-burdered social services in the
country.

The imtalarce of the population by sex and selected age groups is shown in
Table 1 for the study awra, that is, Pakistan, Punjab and its two districts
namely, Gujratand Rajanpur. The ovemll sex ratio in Pakistan is repotted to
be 108 males per 100 females in 1998 Census. In Punjabit is reported to be
107. In Gujmt and Rajanpurdistrictsit is reported to be 100and 111 males per
100 females. The age-specific sex ratio forselectedages indicates that the sex
ratioincreases withage. The age-specific sexratioindicates greater imbalance
of sexes in older age groups. This is prevalent more in Rajanpur than Gujrat
district. The great gender imbalarce of sexes indicates, among otler things,
sex-selective uncer- and/ or overenumeiation a high materml motality mte
and higher female than male mortality particularly in dd ages resulting in
increasing sex imbalance in the country. [Rukanuddn, 1967, Sathar, 1987,
Siddiqui and Rukanuddin, 2003, Mahmood, 2004] This pattern is unusual in
international terms. Biologically the sex ratio is always high at birth (105
males per 100 females on the average) One would expect males to exceed
females at the very young andadolescent ages, but females generally outlive
malesunless there are interfering factors asmertioned above.

The Population Welfire Programme, which started on a nation-wide basis in
1965, was conceived ralizing the future growth rate, if it is not timely
checked could dilute the gains of development The Population Welfare
Programme has a chequered history of upsand downs due to fiequent shifts in
administiative and progranme stiateges, lack of open and sustained political
and bureawratic support, widespread iliteracy, low status of womenand poor
health condtions resulting in high ircidence of under-nutition and high
infant, child and maternal motality.

The courtry coud not cash inon the advantages of the high economic growth
rate of an average of six percent per annum during 1960s-1980s to achieve
advancement insocial indcators from low tohighlevels. The social indicators
of Pakistan have emained abysmally low and have remaired well behind its
economic performarce putting Pakistan at the tail end lagging behind in all
social sector indictors when compared to other countries of the region. The
Human Development Index (HDI) ranks Pakistanat 135 out of 177 countiies.
On the Gender Development Indx (GDI) it is mnked 107 out of 140
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countries On the Gender Empowerment Measure (GEM) Pakistan ranks 71
out of 80 countries. On the Edwation Index (EI) Pakistan is near the battom
with a valwe of 0.44 and ranks 167 out of 177 courtries even laggng behind
Nepal and Bangladesh. On the Human Poverty Index (HPI-I) its mnk is68 out
of 103 courtries[UN HDR, 2005].

Table-1:Population by Seected Age Group and Sex RatioP akistan, Punjab, Gujrat and

Rajanpur Districts, 1998 (Populationin 1000)
Population by Selected Pakistan Punjab Sex Ratd* of
AgeGroups
Population| Sex Population | Sex Gujrat Rajanpur
ratio ratio_| District District
Total 2,048 1,104
132352 1085 7362 1072 | i I
Males 68874 38094 1,026 581
Females 63478 35527 1,022 523
Children
2,993 1045 1,771 1045 1050 1040
<5 19118 1043 10480 1043 1048 1020
<10 39333 1070 21707 1060 1059 1072
<15 56064 1090 31304 1073 1065 1118
524 61934 1083 34962 1065 1023 1149
?‘(l}‘z’fsum‘&“““‘ 46863 17z 23735 1055 1003 1163
Adolescat 30131 1105 28400 | 1080 1037 1235
Youh
24 1038 25365 1051 956 1095
Lsod o *
'l‘gljtg’d““"“g“bp- 59024 1061 33584 1049 938 1075
"Wo ik ing p opu lation
1860 60374 1066 34486 1059 945 106
1564 685% 1073 393% | 1062 955 1091
Elder: lation
ym{,of 7,162 1192 4,570 1188 1083 1292
65+ 1505 1202 2 962 1208 1082 1324
S ratio isbasel onmale populationdivdedby fanale population multip liedby 100.

Source: Govanmatof Pk istan,Statistics Divison,Popu lation CensisOffice. Census Reportsof1998 Caaus:
(i) Paistan (i) Pnjab (i) Gu jratand (/) Raja pur

Of specific interest for this paper is that HDR 2003 indicates that Pakistan
experierced the lowest decline ininfant child mortality and £rtility during the
period 1970-75 to 2003-05 ofall countries of South Asia, South East Asia and
many ofthe Muslim courtries Similadly, the increase in cortraceptive use has
been lower in Pakistan than the above mentioned courtries of the region
(Population Reference Bureay 2003; UN, HRD, 2003).
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These trends can bte seenin following Figures 1 to 3:

Figure 1: Percent Decline in TFR in Selected Countries, 1970-75 to
2000-05

Pakistan
desh
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Source: UN, HDR, 2003 .

Figure 2: Percent Decline in Infant and Child Mortality in Selected
Countries, 1970-75 to 2000-05
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Source: UN, HDR, 2003

Figure 3: Contraceptive Prevaence Rate in Selected Countries, 2003
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In Pakistan the initial declire in fertility redwtion may be attibuted to
increase inage at marriage, gradual social and economic changescoupled with
urbanization and modernization. It is noted that popuation growthand £rtility
rates lave emained high and stable, although among some groups such as
educated women working women and those who marry late, rtility has
shown a decline in the courtry.

Major findings of various socioeconomic, reproductive lealth and family
planning (RH/FP) indicators at micro-houschold level obtained through
various data sources are given in Table 2 The Table shows that varous
indicators such as literacy and education, environmert, child health and
nutrition mothers” health mortality, fettility and family planning gender
inequality in edwation show a better trend for Punjab than for the ovemll
average of the country. Within Punjab, as expected, rural aras are lagging
behind urban areas. Within urban areas “other” urban areas have low socio-
economic indicators than major urban areas. Compaing the indcators of
Gujrat and Rajanpur Distiicts it isnoted that Rajanpurdistrict is at the @il end
of almost all socio-econamic indicators in the provirce It ranked at the
bottom of all districts of Punjab in litemcy and edwation, skilled health
personnel attendant at birth antenatal and post-natal care, contraceptive use,
infant and under-five motality, household cowred by LHWs indicators.
Consequently, Rajanpur is mnked ore ofthe highest in fettility mte in Punjab.
Litemcyand educatioml diffrentialsare noticed between males and £males,
and are more pronourced in ruml thanurban areasparticularly in Rajanpur

The recently conducted Pakistan Demographic Survey (PDS) (2003) found an
IMR of 76 (81 in rural and 67 in urban areas) per thousand live births. For
males and females IMR was reported 81 and 71 per 1000 live biths
respectiwely for country as a whole. The PDS showed that 57 percent of all
infant deaths comprise neonatal deaths. The decline in neonatal deaths has
been slower than for post-neomtal deaths. Neo-natal deaths have remained
almost constart overthe past few years.

Table-2: Socio-econamic, Reprodiwctive Hea th/F amily Planning andG encerEquality
Indicatars for Pakistan, Punjab Province andGujrat & Rajanpur Districts

B T
Multiple 1ndicators Clus fer Survey (VM1CS) 20032004
Indicators Pakis tan Total Rural Urban
Other Major | Others | Gujrat | Rajanp-
sources Urban Urban ur
Licracy raic 10+
Total | IEECON IEEO N I VA AT A -
Male ) sxm | R I I I A
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A recent study shows a high induced abortion rate (29 per 1000 women) inthe
country. Around 0.9 million induced abortions accurannually in Pakistan. The
ratio ofinduced abottionis 0.20, which means one abortion forevery five live
births equivalert to one out of six pregnancies termimted by induced abortion.
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This shows that induced abortions are widespreadand a significart means of
fertility contrd in the country. These abotions generally occur to relatively
older married women who already hawe seveml living children; have achieved
their desired fimily size and wart to avoid unwanted pregnarcies. It is further
estimated that around 200,000 women are treated every year for unsafe and
clandestine complications of induced abottions inthe public and pivate health
facilities. These unsa€ and clandestire abortions, inter alia, are ore of the
major factors of matermal mortality and sedous post-abortive health
complications. Itis further noted that the in-cepthinterviews with women and
their husbands who have experienced an induced abortion reveal great stress
on the family (Population Council, 2004)

Punjab Multiple Indicators Cluster Survey (MICS) 2003-04 reported several
socio-economic RH/FP indicators for Punjab and its disticts Total Fertility
Rate (TFR) per woman has been observed as being higher (5.9 children) in
rural than urban awras (5.5 in most urtan and 5.9 in cther urtan areas) of
Punjab and is higher in Rajanpur (6.7) than Gujrat (5.5) Similarly the
estimates for those who have ewer used or currertly use cortraception is
reported lower in rural areas. It is lower in Rajanpur than Gujmt. In 2001-2002
when the contraceptive prevalence rate was recorded as 28 percent for the
country asa whole, arate of 30 percent was reportedin Punjab. In 2005 when
the ovemll prevalence rate in the courtry isestimated at 36 percent, it isagain
expected to be higher in Punjab. (MICS 2003-04). The contmcepive
prevalerce mte is estimated at 36 percert for Punjab (32 percert inrural areas
and 52 percent in major urban and 43 percent in ‘cther’ urban awras) for the
year 2003-2004 (TalHe 2).

The unpublished data obtained from the recertly conducted NIPS survey on
Status of Women Reprodwtive Health and Family Planning Survey 2003-
2004 indicate TFR as being 43 children per woman forthe years 2001-2003.
More than twoin five (45 percent) women reported that they do not wart any
more childen. It was further observed from the survey results that (71
percent) of the births were delivered at home (NIPS, 2004). NIPS’ eadier
study indicated that 83 percent bitths were delivered at home while 95% of
those women who did not go for antenatal care delivered their last births at
home (NIPS 1998). United Nations reported that slightly less than one-quarter
(23 percert) of the bitths were attended by skilled attendarts (UNFPA, 2005),
whereas PSLM (2005) indicate that 48 percert bitths were attended by skilled
attencants (GOP, 2005). Lack of antemtal care biings dangers to both the
woman andthe child The resultant high mortality mtes among children could
be one ofthe fictorsincreasing high €rtility rates inthe courtry.

More than half (52 percent) ofthe women received antenatal care during their
last pregmncy, (36 percert fram doctors, 8 percent from nurses/Family
Welfare Workers (FWW)/Lady Health Visitors (LHVs) and rest from
Traditional Birth Attendants (TBA) /Dais and FWW) Four-fifths (80 percent)
of the women dd na receive any postnatal care. One-fifth (21 percert) of
ever-maried women reported spontareous abortionsand two percent resorted
to induced abortion. The materml mortality mtio through anindirect estimate
was reported as 441 per hundred thousand live births (NIPS, 2004).
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Only 43 percent of women had ever useda family planning method whereas
32 percent of married woman reported currertly using a family planning
methodin the country. The proportion inrespect of currert use was44 percent
in urban areas and 26 percent in ruml aras in the country. Of all the current
users, two-fifth (39 percert) women using cortraception had three or less
children while one+third (33 percert) had four or five childrenand remaining
about over one-quarter (28 percent) had six or more children (NIPS, 2004).
The demogmphic impact is expected to be minmal for women using
contraception with six or more living children Effoits need to be made to
encourage younger and low paiity women to adopt contraception.

According to PRHFP Survey (2000-01), the most commonly used form of
contraception is contraceptive surgery, accourting for 34% of users. This
followed by condoms (27%) IUDs (17%) and injectables (13%) Difrent
forms of contmaception offer dfferent advantages and dsadvantagesto women
and men Intra-uterine devices, for example, generally afford women more
control owr contraception than condoms. They also do not rely on regular
medicationasthe pill does

A common measure of demand for family planning is the total need or
demand forservices. This tatal demand isthe sum of contraceptive prevalknce
(met need) and unmet need for family planning Pakistan has one of the
highest unmet needs for family planning services in the world Tctal demand
for family planning is eported as around 65 percent, which comprises 32
percent met need (cortraceptive prevalence) and 33 percent unmet need Of
this metand unmet need (65 percent) 20 percent has been for spacing and 45
percent has been for limiting bitths. In Punjab, the total demand for family
planningis reported as 70 percert (36 percent met need and 34 percent unmet
need). Ofthe total demand (70 percent) 20 percert is reported for spacing and
50 percent for limiting births (NIPS, 2004). Higher unmet need has been
reported (35 percert) among the uneducated Among women with middle,
secondary or more education it has been 28 percent and 23 percent
respectively (NIPS, 2004).

As regards mobility, seven out of ten (69 percert) women reported that they
had to seek pemission of their husband or other senior persons for going
outside their house. Four-fifth (80 percent) women reported having had their
marriage arranged accordng to the chaice of their parerts, while 16 percent
reported that they married with their own chdce and with the consent of
parents. The emaining 4 percert women reported to have married entirely on
their own choice. These indicators suggest that most women miglt have
limited choice in controlling their reproductive life (NIPS, 2004).

The recent Pakistan Social and Living Standards Measurement survey
(PSLSM), 2004-05 provides recent data, among others, on artenatal and
postnatal cate forthe country and Punjab The cata show that child delivery at
home has declired from 82 percert in 1998-99to 71 percent in 2004-05. The
proportion of deliveries assisted by doctors/nurses increased from 18 percent
in 1998-99 to 31 percert in 2004-05. The deliveies assisted by Dais and
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TBAs were reported at 49 percert. This proportion declired from 59 percent
in 1998-99 to 49 percent in 2004-05. The proportion was higher inrural area
(53 percert) canpared to 43 pewcent in urban area Whereas the deliveries
assisted by non-health personnel, thatis, family members, reighbors, friends
and othersshowed a slight decline from 23 percent in 1998-99to 21 percent in
2004-05. Againthe proportion was higherin rural ara (27 percent) thanurban
area (9 percert). As regards households’ satisfaction of facilities/services
provided by government outlets, 36 percert reported satisfaction about Basic
Health Units but only 10 percent reported satisfaction with family planning
services (PSLM, 2004).

A study conducted by the Population Courcil (2001-2002) on Adolescerts and
Youth in Pakistan indicated that of all dder youth of 20-24 years of age, 58
percent females gat married before age 20 (28 percent in urbanand 58 percent
in rural areas). The coresponding proportion in Punjab was 42 percert - 20
percent in urban awras and 51 percert in rural areas. Eady marriage usually
results in eally pregmancy. Pregnarcy at a young age results in a high-iisk
birth and can lave long-term consequences. Those who start eaily also have
longer reprodiwctive livesahead of them and miglt thus be more likely to reach
high parity. Among youths 15-24 of age, around one-sixth (16 percent)
reported laving used contraception at some poirt (29 percert in urtan and 15
percent in rural areas of the courtry). The coresponding use among youth in
Punjab was repotted as 20 percert - 33 percert inurbanand 17 percent inrural
areas. The intention to use contraceptives in the futue was eported by 57
percent for the country as a whole - 64 percert in urbanand 56 peicent inrural
area. In Punjah the corresponding propottionis reported as 69 percent in both
rural and urban aras [Population Council, 2002].

Socio-economic status is the most impottant fictorin determinng how much
education gids receive inPakistan Thisis important because of the close links
between education and fertility. Gids belongingto the lowest economic stita
do not getachance even tocomplete one grade, whereas their counterparts in
the highest strta usually are able to continue their education beyond pimary
level. Moreover, grls’ reasons for drop out are social, familyfamilies’
disapproval oraccess toschool wheras boys mostly drop out of school dwe to
economic rasons or dwe totheir own lack of interest in studes.

It has beenempircally observedthat socio-economic status and demogmphic
characteristics of the housechold awr importart factors, which affect infart,
child and maternal motality, contraceptive prevalence and fertility.
Households with low income (poor women) suffer from weaker lealth,
particuarly maternal health, expedence high infint child and maternal
mortality, experierce a grater proportion of abortions, experience repeated
pregnancies and higher propottion of high-risk births particulady in higher
parities, hawe less knowledge of the source of family planning methods have
greaterdistarce to travel to access RH/FP services, resultingin a much higher
unmet reed for family planning. Povettyis alsoa crwial factorin detemining
the charces of infant and child survival. Children under 5 years of age from
poor houscholds ame twice aslikely todie asthose inthe nchest group.
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The following figues (4a to f) show the inequalities in pregnarcies, mortality,
fertility, contmceptive use, unmet reed for fimily planning by selected socio-
economic and demographic chamcteristics in Pakistan The figures show that
among the poorest 20 percent househdds, only 5 percent of births were
attended by health personnel compared to 55 percent among the richest 20
percent of househdds. The percerntage of deliveriestaking place at home isthe
highest in rural areas (87 percent) compared to 51% in urban and 39% in
major urbanareas Ante-natal care has been found to be negtiwely rlated to
the educational attainment and residential status of women. Similady infant
mortality and under 5 mortality rates are negatiwly related to birthintervals,
residential status and edwational status of women. The rtility level is also
negatively related to women’s educatioml attainmert. Unmet need for family
planning has been noted more in ruml areas and among illiterate women
(NIPS, 1998 & 2001)

Figwe 4: Inequalitiesin Pregnarcy care, Fertility, Martaity by Selected
Characterisfics Pakistan

a) Income of household:
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¢) Birth Interval:
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Source: NIPS, PFFPS(1998)

d). Birth Order:
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f). TFR per Woman (by residence):

Rural Uban Mjaor wban Other urban

SourceNIPS, PRHFPS 2001)

In Punjab the IMR per 1000 live births is reported higher among illiteate
mothers (87 per thousand live births) than among litemte mothers (56 per
thousand live bitths). Similarly the under-five mortality rate (USMR) is higher
(129 per thousand live hirths) among illitemte mothers than among litemte
mothers (76 per thousand live births) (MICS, 2003-2004). All these mtterns
call forspecial attertionto the needs of poor women and poor fimilies inthe
Population policy. Theyalso emphasize the important role that edwation can
play in addessing fertility issues, especially if those who are educated can
substantially take advartage of meaningful opportunitiesin the labor market.

Few women in Pakistan work outside the home for wages in the formal sector.
NIPS study indicates that 20 percent of everinarried women in the country
were working for morey. It has teen found inmany studies that eduwated and
working women had lower infart and child mortality, lower fetility and
higher contmceptive prevalence rates than unedwated and non-working
women (Sathar, 1998 and Hakim et. al 1998).

A study in rural Punjab nated that changng parertal aspirations for childen’s
education are a critical turning pant in decision-making regarding
reproductive health and family planning behaviour and chdces Research on
determinants of eproductive health and family planning behaviour and
schooling of childeen found, in particular, that the presence of a girls’ pimary
school was associated with higher contmceptive pevalence rate [Sathar and
Shahnaz, 1990] The education-fettility link in respect ofthe mcthers as well
as father’s level of education has been documerted in several studies in the
country and elsewher. This link is found to be stronger for mothers’
education than for fathers as it is found that mother’s eduwation playsa more
significart role in higher contraceptive use than father’s edwation (GOP,
PCPS, 1986 and NIPS, DHS, 1992)

The NIPS study on Pakistan Fertility and Family Planning Survey (1996-97)
showed that live births, which had a birthinterval of less than 2 years ficed at
least twice the mortality risk ofinfarts and <5 childen’s deaths for those who
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had longerbirthintervals of 2-3 years ormore. The same trend hasbeen noted
for birth order and among younger women (20-29) compared to < 20 years of
age and dder women. Because high fettility is associated with closely spaced
and high parity births, it is therefore directly linked to neonatal, infint, child
and maternal health and mortality. Redwing fertility rates would be expected
to improve the incidence of mal/under nutrition and anemia among women
and reduce overall maternal mortality. This would also be promoted by
encouraging women to have deliveries attended by skilled health personnel
and at the health institutionsand by redwing highrisk birthsi.e. higher order
births and births occuriing to youths under 20 years. Births occuriing to this
group are iiskier than bitths occuriing to women inthe age group 20-34 years
of age.

The Pakistan Demographic Survey (2003) shows that more than one-fifth (22
percent) of the tatal birthsin the courtry occurto womenunder 20 (5 percent)
and to women 35 years of age and above (17 percent). The corresponding
proportion is 19 percent in urban and 23 percert in ruml awas. In Punjab the
corresponding proportionis slightly lower. Similarly, 34 percent ofthe bitths
in the country 27 percent in urban aras and 37 percert in rural aras occur
among women who haw aleady gven bitth five or more times. These bitths
are also consicered high-isk, and contribue significartly toinfant child and
materml mortality.

Men’s involvemert in responsible parenthood is essential in achieving lower
fertility, as they exercise a predaminart role ranging from decisions related to
size of family to other fimily decisions at microand macro level Motivating
and educating men in RH/FP will bte crucial so that their decisions change in
favour of small family norm This might also give more dcisionimaking
power to women and thus promote gencer equality and equity. Men should be
effectively assimilated in resolving \arious problems associated with
unwanted pregnarcies suchas ineffective contmception induced abortions. It
is, therefore, essential to evolwe men’s critical and ircreasing rde in
reproductive health decisions-both in contraceptive decisions and decisions
about induced abottions and its repercussions. It could be achieved through
encouraging and improving better and increased interpersonal communication
between men and women on RH/FP.

Son preference and an agricultuml econamy both ercourage large families.
Analyses of data collected in 1968, 1975, 1986 and 1990 from vaiious surveys
consistently show that son prefererce affects fertility prefrence and
contraceptive use (Rukanuddin 1975, Sathar, 1987, Rukanuddin, 1991, Sathar
and Castedine 1998) The Demogmaphic Health Survey (DHS) of 1990-91

found that of the women who reported their ideal fimily size, 40 percent of
them indicated 4 children with prefrence of an average of 2.2 sons (NIPS,

1992). The Natioml Impact Survey data (1968) indicated that those women
who experierced male infart deaths replaced the infant loss earlier than inthe
case of female infart deaths. Whenthe sex ofthe dead child was considerd, it
was observed that those couples who lost their male offspring campensated for
their losses more than did those with female losses which indcated again
preference for sons. It wasalso ncted that those couples who experienced high
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infant and child mortality had higler fetility level than those who dd not
have infart and child mortality (Rukanuddin, 1975) In Pakistan cultue,
particuarly, in ruml areas andin poor families, the cost of reaiing childrenis
considered quite small requiring a few additional grains in the pot and no
additiom] requirement for accanmodation etc. Only when children are
considered aneconomic burden rather than tenefits will the ideal imily size
likely shift from large tosmall (Sathar, 1990 and Rukanuddin 1991)

In a qualitative survey people indicated that the developmertal changes,
modernization and sising cost of living lad made the upbringing of children
more costly. This has driven down the demand of children and increased the
perceived cost of unwanted bith (Sathar and Shehnaz, 1990, Sathar and
Casterlire, 1998). Moreoer, in seveal field surveys field workers routinely
pick up complaints that because of rising prices families cannot afford large
families (Hakim and Miller, 1998). Tlere is an opportunity for the PWP to
cash in on these opportunities through meeting the demands of the couples
through its community based workers that is LHWs and exmnding the
coverage and meeting the latent demand of couples who do nat want any more
childrenand want to space their bitths.

There is the danger, however, that the family panningactivities will be given
litle emphasisinthe Women Health Project by LHWs who are expected to do
many health duties and that family planning will be assigned low priority by
other ministries that are being required to offer family planning services.
Moreover, as long as the service clivery outlets of PWP and health
department work vertically withou any functional integration at the grass root
level, it would be difficut for the desired objectives of RH/FP and fertility
reductioncouldbe achieved The need ofthe time is that all the service outlets
of PWP and primary health care outlets of health depatmerts and LHWs
Programme should be brought under one roof and under one authority. The
divided authority does nat help in achieving the RH/FP targets, which has
been experienced over the last two decades.

To conclude this situation analysis, it is nated that repeated pregnarcy and the
high fertility as prevalent in the courtry is seen to be highly corelated with
carly female marriages, early child beaing, high infart and child mortality,
close bitth intervals, birth continuing in high paities, high fetal losses and
induced abottions. Malnutrition and under-nutition high levels of anemia
among females, particularly among pregnart and lactaing mothers, high
unmet need for cortraception highideal family size and gap between desired
and actual number of children, preference for boys and dsire for sons to
survive until the parents’ dd ag to provide secuity, preferential cae and
treatment of boys compared to gids, low literacy and educational attairment
particdarly among females, low mobility of females, low female econamic
activity, religosity, ignorance, conservatism and socio-cultural norms and
practices, indifferent attitude of males to RH/FP, persistert highincidences of
poverty are still major obstacle in the way of gender empowerment, gender
equality, high fertility and lower use of contraception in the country. These
factors further gt aggmvated and campounded with poor and/or non-
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availability, accessibility and affordatility of services and limited use ofhealth
outletsservices for FP/RH.
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POLICY ANALY SIS

In this section an atempt ismade to provide an overview of population policy,
its linkages with other sectoral policies and the extent to which it addresses
genderissues discussed in the previous section.

The first ever population policy in Pakistan was the outcome ofa paticipatory
process involving a wide range of stakeholcers and concerned pattners. With
the approval of the feceral cabiret, it was announced by the Presicent of
Pakistan on Woidd Population Day, on 1" July, 2002 (GOP, 2002). The
population policy is designed to achieve social and econamic revival by
suppressing the rapid population growth and reducing its adverse
consequences for development.

Along with population policy, the govermment also launched the Population
Sector Perspective Plan 2012 On the one hand the plan estructured the
national population welfae programme which has been integmted into the
government’s Poverty Redwtion Strategy Paper (PRSP). On the other hand,
its strategies have been translated irto opemtioml progiammes which have
been decentralized from fiscal year 2002-2003 to the provinces and have
expanded considerably through the invdvement and partnership of private and
public sector organizations, NGOs and civil society stakeholders along with
the social marketing of contraceptives institutes and the active involvement
and functional irtegration of Fedeml and Provircial Healthservices outlets.

The population policy is wide inscope. It idertifies core issues suchas gender
inequalities and lack of access to quality services. It states a commitment to
reduce the incidence of unwanted fertility (pregnancies), promote the small
family norm, make an inwestmert in the youthful population and focus on
male invdvement.

The Population Policy elucidates vision, goals, objectives and strategies The
overall vision of the Population Policy is to achieve population stabilization
replacemert level, that is, atotal fertility rate of 2.1 children per woman by
2020 through expeditious competion of the demogmphic transttion that
entails a decline in bah fetility and mortality rates. The gals of the
Population Policy seek toincrease awareress of the adverse consequences of
rapid population growth at the national, provincial, district and community
level, promote family planning as an entitlement tased on informed and
voluntary choice, attaina reductionin fettility through improvemert inaccess
to and quality of reproductive health services and reduce population
momentun through a delay in the first birth changing spacing patterns and
reductionin family size desires
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The policy objectives are to reduce fetility through enhanced voluntary
contraceptive adoption, incrase the contraceptive prevalence mte to 60
percent by 2020 reduce population growth rate to 1.3 percert per annum by
2020 and provide universal access to safe and modern fimily planning
methods by 2010.

The major objectives and key targets of the population welfare sector under
the MTDF (2005-10) which are in line with the Population Policy are to
decrease the population growthrate from L9 percert in2005 to 16 percert in
2010, increase the coverage from 75 percent in 2005 to 95 percent in 2010, to
ensure that all service outlets of health depatmerts will offer reproductive
health services includng family planning and make effotts to enhance
involvement of NGOs/civil society organizations and social marketing
projects in fimily planning. These canbined fictors will help to ircrease
contraceptive prevalence rate (CPR) from existing 36 percent in 2005 to 51
percent in2010.

The Population Policy enunciatesthe major strategies under PSRP and MTDF
for achieving oljectives of population growth reduction by 2010 and
population stahilization by 2020. The Policy aims to faciliate in
decentmlizing progamme mamgement and service delivery to provircial and
district lewel. It aims to develop and laurch a well-desigred advecacy
campaigns to address targeted popuation. It focuses on provision of quality
services particulaily to the poor, under-served and un-served populations in
rural areas and urban slums. The policy reiterates the importance of bulding
strong partnership with concerred line ministies particulady health non-
governmental organizations and private sector. The policy lays stress on
making contmception accessible and affordable through social marketing of
contraceptives (SMC). It also accords particular atention to expanding and
strengthening service delivery, training, monitorng, evaluation and research.
Most of these stiateges are cortinuation of the ongoingactivities of the PWP.
However, Population Policy reitemtes these activities in a mor consolicdated
and effctive manner

Under the MTBF (2005-08) and MTDF (2005-2010) the Population Welfare
Programme is expected to focus onnew intiatives and priority programmes It
will involwe women orgnizations and other groups working for women’s
needs in the planning implementation and monitoring of eproductive health
services and progmmmes. It will promate men’s participation in reproductive
health progammes through sensitization and creating awareness among them
for responsible reproductive behaviourin relationto women’s health tenefits
and overall improvement of quality oflif and family welfire, information and
services. The provincial governmert will establish family planning cell inall
provincial depatments of health and improved mamgerial and service
provision capacity at dfferert tiers of devdution with a view to improve
performance of programme personnel.

The MTDF (2005-2010) aims to make the family planning activities patt of
RH package available atall health service outlets This will addess the fact
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4.1

that the public healthsector which has over 13000 service outlets is curently
not offering fimily planning services on a regular tasis as they do not haw a
mandate to caterunmet reed for family planning (MTDF 2005-10)

It is expected that the newly constited Population Commissions at the
Federal lewl under the Prime Minister andat the provircial level under the
Chief Ministers will ensure strong political and administrative canmitmert to
the programme at all levels and close coordination and collaboration of
populationactivities among dfferernt sectors of the government also between
public and piivate sectors.

Population Welfare Programme

Pakistan’s Population Welfare Programme is an ongoing programme since
1960 when it wasintroduced underthe Ministry of Healthand then in 1965 it
was made an independent vertical programme parallel to health Pakistan’s
Population Programme has been one of the most reviewed and evalwated
public sector activities with fluctuating political and administrative support
and priority, frequent shifts in policy programme emphasis strategy and
approaches and administration [Rukanuddinet. al, 1991, Hakim et al, 1998
and Rukanuddn, 2000].

In 2001 a Review Committee on Restructuing of Population Welfare
Programme highlighted that poor managemert, low accessibility, poor quality
of servicesand lack of community patticipation were the major causes of slow
progress of the programme and set out stateges, prorities, progamme needs
identified gaps recommended among others, that the service delivery be
devolved to the provinces.

The recommendations were in line with the government’s devolution plan.
The process of review and decisions by the governmert led to the formulation
of the Population Policy and Perspective Plan 2012 Interms of this Plan, the
role of MOPW becomes that of a certral coordnating body for population
interests and objectives. Provincial PWDs afier de-€deralization receive their
funds directly through the PSDP of the MOPW. The de-fedemlization of the
PWP provides a new direction to population policymakers, mamgers,
especially at the provincial levelsto design strategies, allocate and spend funds
according to their local need Moreover, necessary administrative, financial
powers have beendelegated to PPWDs toimplemert the fieldactivities

The PWP under the devolved setup will cortinue to furction and offer the
family planning services through the following infrastructure in close
collabomtion with the outlets of health depatmerts and other Provincial Line
Departmerts (PLDs), Target Group Institutions (TGIs) and NGOs. PPWDs
offer family planning services through their service outlets which ar as
under:-

4.1.1 Eamily Welfae Gentres (FWCs)

The FWCis the backbore ofthe service delivery of PWP. It provides MCH
and family planning services. It covers a population of around 20-25
thousand throughits satellite clinics and outreach facilities. It is managed by
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a Family Welfare Worker (FWW)Family Welfire Counselor who, among
other duties, inserts IUDs and dispenses other contraceptives such as oral
pills, injectablesand condoms.

4.1.2 Reprodudtive Health Services Centres (RHCs or RHS)

(a) RHS-A centers, These are hospital-based family planning service
delivery urnits located in the dstrict hospitals and other gowernmert
hospitals. Each certer is headed by Lady Medical Officer It provides
contraceptive surgery and treatment to £males along with MCH and other
health-related family planning services, treatment for infertility and side
effects prevention and management of RTIs/STDs. RHC-A is funded by
PWP and falls drectly under the administrative contrd of PWP.

(b) RHS-B centers, Hospitals having openting facilitiesand traired persons
interested to perform cortraceptive surgery are designated as B type centers.
These are mostly located in the hospitals of PLDs and TGIs and NGOs.
They get reimbursement for the costs of their contmceptive surgery services
from the PWP.

4.1.3. Mobik Service Units (MSUs)

MSUs provide FP/RH services at the doorstep of un-served community in
the rural and far-flung areasthrough their pre-determined camping schedule.
Each MSU covers 15-20 villages in a tehsil It undertakes 10-12 camps
every month The MSU in-charge is a Women Medical Officer traired in
dispensing family planning services and IUD insertions and is funded by
PWP.

4.1.4 Village Rused Family Planning Workers - Male (VBFPW:
MalkyMale Mobilizers

This cade wasintroduced asa pilot project duing the Ninth Five Year Plan
(1998-2003) to enlighten and mdaivate males towards responsible
parenthood and family health and advance gender equality for improving
family planning This cadre is being extended to all Union Councils. The
VBFPW have been remmedas Male Moblizersand the initiative is funded
by PWP (GOP, MOPW, PC-1).

The Ministry of Population Welfare (MOPW) transferred the administrative
control of the provincial progmmmes to the provinces on 1° July, 2002. The
provinces accepted the decision of the Federal government as a challenge and
activated tleir service delivery infiastructure to further devdve it to the
district level. Some ofthe provinces including Punjab completed the work for
recruitment against the awailable approved vacarcies In this regard
integration at grass-root lewel has been completedin the fom of the transfer
of MOPW’s 12,000 VBFPWs to Ministry of Health (MoH) National
Programme on FP/PHC to join the cadre of Lady Health Workers (LHW?s).
Efforts are also underway to strenghen furctioml integation between Family
Welfare Centes (FWCs), Lady Health Workers (LHW's) and Mobile Service
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4.2

Units (MSUs) to improve service dlivery at the community level [GOP,
MTDF, 2005]

Under the revised set up, the specific rde of MOPW has been confined mainly
to policy, planning, financing PWP, advocacy and communication to bring
behavioral change, monitoring and evaluation, cortraceptive logistics and
human resources developmert. Herce, the broad mandate of the Ministry is to
strengthen policy and advocacy and monitor outcome indicators, wherwras the
service delivery has to be integrated with the health infiastructure under the
devolved set upand the implementation of the progmmme would rest with the
provincial population welfire dewelopments (PPWD) (MOPW — PC-1, 2003-
08). Government acknowledges that the overall performance of the
programme under the new structure needs improvement in all aras. [GOP,
MTDF, 2005]

Relevant Deveopments in Health sectar policy

The national programme of family panning and pimary health care CHWs
programme) will be dvolved to the provinces and dstricts in two phases.
Phase I includes consolidation and expansion of the programme to 100,000
LHWs during 2003-2005, which is now being delayed andis expected to be
achieved during 2005-06. At the end of phase I the programme will be
evaluated bya 34 party and the programme adapted in the light of evalwation
report. The phase II pertains to development of a strategy for sustainability
during 2005-2008 through capacity building and logistic support of the
districts and provinces. The programme will be transferred to the 20 districts
on a pilot basis. The districts will, among others, do family planning work
also.
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BUDGET ANALY SIS

The Poverty Reduction Strategy Paper (PRSP) recommended that the
Government embark on a reform of public expenditure management under the
Medium Term Budgetary Framework (MTBF), whichis a multi-year approach
to budgeting. It aims to link the Government’s spending plan to its pdicy
objectives. The MTBF reform commenced during 2003-2004 as a pilot
activity in the two Ministries of Health and Population Welfare. In 2004-05
these Ministries worked according to a new MTBF Budget Call Circular
(BCC) and gudelines. It comprised new instrictions and profomas for MTBF
and budget prepamtion with an attempt to link MTBF and budget proposals
with activities, outpus and policy objectives The Ministry of Population
Welfae (MOPW) caried ou a defailed exercise of detemining output
indicators, setting of activity levels toachieve these indicatorsand costing of
these activities inthe medium term perspective.

In this section an atempt is made to amlyz the popuation welfire sector
budget with a view to investigating how far the budget has been gender-
responsive interms of contibuting to genderequality. In Pakistan budgets are
prepared at Fedeml lewel, at provincial level for each of the four provinces,
and at each district lewel. Each budget is classified into curent and
development budget. The budget prepamtion provides object classification of
budgetary allocation and revised estimates by various projects, activities and
heads of expenditure. It ircludes public (government) as well as multilateral
and bilatemal assistarce committed by donors for project- specific activities or
overall support to progiamme activities.

Since 1965 and until today, the activities of the population welfare sector at
federal, provircial, district andin otler aweas that is Federally Administrative
Tribal Areas (FATA), Northern Areas (NA) and Azad Jammu and Kashmir
(AJK) are totally finarced by the fedeml government fram the PSDP. The
population sector activities get almost 97 percent of their allocation fram the
development budget The three percert budget ottaired from currernt budget is
mostly utilizedinthe Feceral Secretadat for the administrative activities of the
core staff of the Ministry of Population Welfare.

Like other social sector activities, the population sector activities get an
insignificant (0.07 percent) allocation ofthe tctal GDP in the country. [GOP,
PRSP, 2005]. For the population welfare sector, all the activities to be carried
out have to be tanscribed onto Planning Commission’s PC-1 forms. Each PC-
1 explains the activities to be executed along with the objectives, goals and
strategies and proposed finarcial implications for accomplishing the activities.
At present, there are 24 approved PC-1s for the pedod 2003-2008 sponsored /
executed by the MOPW. The Governmert allccates an annual budget in the
light of PC-1s finarcial approvals. The major PC-1is for the Fedeml and four
provincial governmerts’ population sector activities, which share a large
portion of developmert allccation.
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5.1

5.2

Budget Allocation 2005-08

The three-year ceilings of Mid-Term Budgetary estimatesin the MTBF (2005-
2008) is linked to policy objectives enunciated in the Population Policy
document and in the MTDF (2005-10), which focuses on reduction in fertility,

growth rate of population and ircrease in the number of contmceptive
prevalerce rate by the teminal year, thatis, 2008 of the MTBF (2005-2008).

The developmert: curent budget ratio of 97:3 remains more orless constant
over the period 2005-06 to 2007-08 The curent budget increase is estimated
at 8 percert in 2006-2007 and 5 percent in 2007-2008 The incrase for the
development budget is estimated at 10 percert and 2 percent respectively for
the coresponding years. The Medium Tem Budget Estimatesare transformed
into policy objectives. These are givenin MTBF document (GOP, 2005).

The current budgetary allocation of 3 percent would be utilized on the
employees related expenses of the population planning officers and staff,
which includes pay, allowarces, operating expenses, transfer, physical assets,
repair and mairtenarce etc. This amourt would be spent on the Population
Welfare employees working at Islamabad Secrtaiat, Lahore (Directomte of
Production and Printing) and Karachi (Directorate of Cential Warehouse)

The development expendture on revenwe account for the year ending 2006
and the budgetary forecasts for fiscal year2006-2007 and 2007-2008 would be
spent mostly (83-85 percert) onsalary and service delivery expenses and other
operating expenses of the developmernt expenditure related to population
sector activities mostly related to service delivery to be ircurred by the
provinces/distiicts The PRSP support for population activities resulted in a
substantial increase in the budgetary allecation since 2001. The budgetary
allocation in the PSDP for PWP increased four-fold fran Rs.1.1 hillion in
1993-94 to 4.6 billionin 2005-06 and two-fold increase from Rs2.3 hillion in
2002-03. Ahmed (2005) hasmentioned that the allocationto PWPhave grown
in real ermsto addess PWP growing demands. Expendituresafter contrdling
for 1992-93 prices have shown real increase in 2003-04 implying that after
controlling for inflatiomry factors, the sector expenditures have increased
from Rs.841 millionin 2000-21 toRs. 1,021 million in2003-04.

Budget Allocation Trend, 2002-2006

Table 3 shows the PSDP and revised budget allocation and expenditure on
population welfare activities for the years 2002-2006. There is a 75% ircrease
in the PSDP for the country as a whole and for Punjab in 2005-2006 canpared
to the previous year’s allccation. In the revised allecation, the corresponding
increase has been 88 percent for Pakistan and 80 percent for Punjab.
According to MOPW’s mathly expenditure statemert, 24 percent Rs.1112
million) of the total revised budget is allocated to Federal and the rest
(Rs.3458 million) is allecated to the four provinces. Of the total provincial
allomtt)ion of Rs.3458 million, 50 percent (Rs.1719 million) is allecated to
Punjal
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Table-3: Budzet Allocaion, Releases Expendture, Pakistan and Punjah
2002-8 © 200506

Budget [ 200203 300304 200405
Pak_| Punjab | Pak_| Pumab | Pak ] Punjab Pak Punjab

"Allocation ongial
(PSDP) 2,300 746 3,115 1,048 2,586 977 4,521 1,748

Percent mcrea:
year

Revised alloation 1,938 747 2,348 806 2431 959 4,570 L1719
Percent increase over last

overlast

- - 35.4 40.5 -17.0 6.8 74.8 78.9

year - - 212 7.9 35 19.0 88.0 793
Releases 1916 646 2341 806 2430 959 870 352
Tercent mcrease overlast

vear - - 22 24.7 38 19.0 4.2 633
Expenditure 1798 556 2,168 709 2,138 774 343 119
Txpenditure as percent of

releases 938 86.1 926 88.0 88.0 8038 394 339

Source: GovtofPakistn, Ministry o fPopulation Welfae, Diectorate of Finan cial Man ggenent
Table 4 shows the budget allccation by head of expenditure for the provirces.
For the four provinces combined and for Punjab the increase (in2005-2006) has
been 78 and 79 percent respectively. There has been 37 and 60 percent more
increase for the administrative setup of all the four provinces and Punjab
respectively. The increase is noted more for Tehsil set up. Table further shows
that incase of service delivery canponents for the four provinces and Punjab,
the increase has 97 and 89 percent respectively. Of the total allecation, almost
three-quatters is eamarked for service delivery comporent. I could be further
noted that of the total budget allocation for three major service delivery outlets
of PWP (FWCs, MSUs, RHCs), 56-60 percent isearmarked for FWCs.

Table-4: Budget Allocation byHead of Expenditure forPopulation Welfare

Programme, Pakistan and Punjah 200406

. THead of Budget Allocation 2004- | BudgetAllocation | Percentincrease over the last
Expenditure 200! 20052006 year
4Provinces | Punjab | 4 Provinces | Pumjab | 4 provinces Punjab
Combined Combined
—_—
1| Administative sewp 4508 156.0 6154 2503 36.6 604
a. Provincial 124]973 Tz? 1392.5 303 ;? z 17.0
b. Regional 2202 932 340.9 1423 548 523
c. District
596 2438 139.7 7.7 134.4 2133
d. Tehsil
2 Family Welfare 8515 450.9 1193.6 6527 402 4.8
Conles FWC)
3 Mobile Service Units 178.9 105.6 4093 190.3 1293 802
(MSUs)
4 Reproductive Health 275.6 161.8 5278 2438 915 50.7
Services (RHS)
Village Bascd Family
5 Planning Workers 100.7 423 2875 1715 185.5 3054
(VBFPWs)
6 Provincial Line 31 05 57 25 834 400.0
Depattments (PLDs)
7 Registered Medical 4.6 1.0 5.6 2.0 217 100.0
Practitioners (RMPs)
8 Communication 722 410 555 219 231 46.6
Strate
5 Tanovative 05 N 55 50 . 51
10| FStbhshment o RTT- : . 2450 150.0 N .
Con
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ADB-RH Project 108.7 20.1

1937.9 959.0 34578 1719.1 78.4 72.2

Total of service.
outlets (serial 2-7, 10 14144 762.1 27832 1441.9 96.8 89.2

5.3

&1l
vtof Pdista, Ministry o f Popu lation Welfae, Drectorate o fF inan cial Man g emant

Budget for Service Delivery

Most of the service delivery outlets caterto predaminartly married women of
15-49 years of age. In 2005-2006, 80 percert of the total allocation (Rs.3458
million) in the four provinces and 84 percent of the total allocation (Rs.1719
million) in Punjab is expected to bte spent on providing service delivery to
clierts (Table 4) In the fderal budget the amourt to be spert on service
delivery camponent is estimated 35 percent, which is for Azad Jammu and
Kashmir (AJK).

zation 2004-05

The percentage of expenditue remaired more than 90 percent of the released
budget in 2002-2003 and 2003-2004 In 2004-2005 it declined to 88 percert.
In the first quarter (July-September) of fiscal year 2005-2006 only 39 percent
of the revised budget has been spert in the courtry wheras in Punjab the
spending stands at 34 percent only (Tale 3). In the feceral capital the
utilization of budget was 63 percent on the whole and almost the same
proportion of utilization was eported for service dlivery outlets. Seious
focus has to be paid at the fderal, provincial and distict levelsto increase the
absorptive capacity.

Table-5: Budget Utilizafion as Percent of Allocation forProvirces 200405

M)
SNO | Heads ol Expenditure Punjab, Sindh, NW P, Balochis tan, Punjab 200 05
200405
[ Allocated | Exp. % Allocated | Exp. %
budget Utilizatio | budget Utlizatio
n n
T “Adminis trtve Organization
403 405 1002 2
a. Provincial 1493 156.3 103.4 259 379 146.2
b Resional 217 2775 1273 |§l ‘1)6.4 1356
C Do el o e
4 Tesil 6 58. 2 2 6 2
2 (F]g\\;v}\l)' Welfare Centres 851.5 749.5 88.0 450.9 3902 86.6
A Y E—
3 Mobile Service Units (MSUs ) 178.9 93.4 522 105.6 4.1 417
n Repoductive Heallh Services, 2756 2442 386 To1.8 319 315
(RHS)
5 Village Based FP Workers 100.7 65.9 654 423 16 37.9
(VBEPWs)
3 Provincial Line Departments EX! 2 545 05 05 100
(PLD)
7 Registered Medical 4.6 23 50.0 1 0.5 49.9
Practitioners (RMPs)
T Community Stategy 722 EE) o2 g 5 355
g TAnovatve 05 03 500 0 g 0
Total 19379 16526 555 959 i B
10 Total of service Outlets 1414.4 1167.3 825 762 583.2 79.7
Serial 2:7)
Source:  Govt of Pkistm, Ministry o f Population Welfare, Drectorate o f(FM’s Exp. Statemaent.
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Table 5 exhibits the spendng under vaious heads of expendtures by all
provinces combired and Punjab for the years 2004-2005. All the provinces
combined and Punjab were able to spend 85 percert and 81 percert of their
budget allocation espectively. The absorptive capacity of service delivery
components was rlatively low (81-83 percert). It is particulady noted that all
the Mobile Service Units (MSUs) could only spend half (52 percent) oftheir
allocated budget InPunjab the corresponding propottion was only 42 percert.
Most of the MSUs might not be operatioml due to logistic problems or
concerned staff might nat be fully recruited. This might be one ofthe rasons
for low spendingon MSUs. With almost a doublingin the budget allccation in
2005-2006, it is expected that the MSU’s staff component will get expanded
and will become operational in providng services. Thiswould help toircrease
the absorptive capacity of MSUs. Their monitoring and supervision would
also be effectively enhanced asthe MSUs are expected to cater the emote and
far-flung aras at the doorsteps of the villages, which will help to expand
coverage, especially to poorer people.

Punjab was able toutilize four-fifhs (81 percent) of its budget allacation. The
lowest utilization was for VBFPWs males(38 percent) fdlowed by MSUs (42
percent) The uilizationrate of RHSs (82 percent) and FWCs (87 percent) was
quite ercouraging during 2004-2005. Efforts haw to be especially devoted to
expand efficient utilization of allocated budget for the service delivery oulets
where the spendingis quite low.

Sector Review 2004-05

Under the MTDF, the Ministry of Planning and Development caries out mid-
term (mlf-year) and annwml sector review immediately afier the end of the
second quarterand afier the end of the fourth quater ofthe fiscal year forall
the development projects to see how far the budget releases are utilized by
various heads of expenditures. The sector review for half year and the
complete fiscal year 2004-05is gveninTablke 6

Table 6: Half Yearly and Yearly Sector Review of Budget Uilization,

2004-05, Pakistan and Provinces (Rs.M)
Half yearly utilizatio n Yearly utilization
A CJuly 2004 0 December, 2005) (July, 2004 to June, 2005 )
ADP Utilizatio | Percent Budget Utilization/ —
Allocation | n utlizaton | Releass | Expenditure | Percentofutlizationof
inRupees | InRupees | of ADP In Rupees | in Rupees
ADP Budg et
releases
1. Pdistan 258 9507 368 24301 21398 827 881
2.Fdleral 660 2901 440 5167 5027 762 973
3. Punjib 977 2927 300 959 7744 793 808
4. Sindh 451 225 493 524 49 1091 939
5. NWEP 358 846 236 2604 2042 570 784
6. Balo dhistan 184 608 330 170 1664 904 979
(Total S.Nos 36
g 1970 6606 335 19134 1637 831 856
Source:GOP: MOPW Direcorateo fF inan cial Man g emant.
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5.6

5.7

The midyear review (endng second quarter of PSDP 2004-05) indicated the
total wilization of the whole years’ annual development plan budget was 37
percent. Atthe federal level the utilization was 44 percent and in the provinces
it varied from 24 percent to49 percent The avemge of half yearly wilization
for all the provirces combined was 33 percent The yearly sector eview
indicates that 83 percent of ADP budget allocation The details for the four
provinces indicate uilization mnging fran 78 percert to 94 peccent (Tale 6)
Punjab spent 79 percent of ADP allocationand 81 percert of released budget
The reasons for low spending among cther things have been cited as non-
approval of PC-1s and ban on recruitment.

Flow of Funds

Smooth budget execttion, among otherthings, is a cruwial factor inachieving
the key policy objectives and strategies, especially in a sector such as
Population where the morey is allocated by one lewl but used for
implementation by dif@rent levels. Timely release of funds to the end users
has a positive effect on the momle of the employees and their dedication to
perform tleir assigned jobs more effectively. Time lag in release of funds
from Federal Govermment to Punjab province during the four quarters of
2004-2005 took from a minimum of 53 days to 92 days with awrage delay in
releases of 73 days inthe last year. For cther provirces the sitwation has been
slightly better. In the first quarter of fiscal year2005-2006 it took a total of 84
days from the dayapproval was accorded by the Principal Accounting Officer
(that is, Feceral Secretary) toreach the fundsto the Punjab Population Welfare
Departmert. For example, the breakdown of funds releasesin the I™* quarter of
2005-2006 is 27 days for getting endorsement by Finarcial Advisor’s office of
Ministry of Finance. It took 15 days to send to Accountart General Pakistan
Revenue (AGPR) Office and other 10 days to send the sealed authority to
State Bank of Pakistan Fimlly the Provincial Finarce Department took 32
days to transfer the funds to Provincial Population Welfare Depatmerts
(PWD). Further it takes on average ore monthmore to reach the end users of
the service outlets fran PWDs inall the provinces

The Punjab Provincial Finance Department takes the longest time to release
the funds to the PWD. The time lapse ranged fran 28 days to 54 chys in the
last four quatters and avemged 40 days in the last year When the whole
population welfare progmmme was federalized there was not a sedous
problem in release of funds as AGPR couldrelease the funds on rowtine basis.
With the de-£deralization of the programme, the problem of late release of
funds has became more serious.

Expanding coverage and strengthening services: Inconsistenciesin service
targets

The MTBF (2005-2008) and MTDF (2005-10) have stressed expansion of
service delivery outlets and staff to achieve opematiomlization of devolution
plan and formaking the programme management more efficiert and effective
in implemertation. The MTBF and MTDF have gven physical targets of
service delivery canponents of the PWP for the periods 2005-08 and 2007-
2010 respectively. These are gven inTables 7 to 9 for Pakistan andin Table
10 for Punjab
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Table 7: MTBFPhysical Targets of Service Delivery, Pakistan 2005-08

(Cumulative
ServiceComponats 2005-06 2006-07 2007-08
Family welfae centas 2436 2626 2803
RH centas 176 218 269
Vasecomy units 4 8 21
Mobile saviceunits 2% 298 302
Male mobilizers 5280 5980 6324

Source: Ministry of Fhance, MTEF, 2005-08

There has beena shortfill inachieving physical targets of PWP’s service delivery
components when compated to MTBF physical targets for the year 2005-06 as
shown in Table 7. The highest shortfall of 71 percent is noted for vasectamy
clinics as only four clinics are in opemtionagainst a target of 14 to be established
in 2005-06. It seems unlikely that the target of establishing vasectomy clinics
would be achieved in the next six months of the fiscal year. Moreover, ther is
almost ore-third shortfall in the establishment of RHS-A Certres and MSUs. Only
50 percent (2622) of the male mobilizers are working against the total target of
5280. It maybe nated that minimum qualification of male mobilizer is gaduation
and theyare appantedon contmactual tasis, which discourage them to accept the
position. Eveniftheyaccept the offer; theirretentionrate is expected to be low, as
they will tryto geta permarent job. It seemsthat the male mobilizers whose main
responsibility is to motivate males for the involvemert of RH/FP services would
suffer, ifnot recruted and'or onregular basisexpedtiously.

Table 8& MTDF Physcal Targetsof Srvice Camponents Pakistan 2004-10

(Cumulative)
2004-05 200506 200607 200708 2008-09 2009-10
Components Benchmark
amil elf e o . 2274 2419 2712 288 3000 3000
Family welfae centas ) G o o)
s i 218 264 290 2% 300 300
Mobile saviceunits (07) 541) (557) (775
Reproductive healh 132 180 230 280 300 300
serv ice centers (117) (124) (133) (143)
P 4085 5802 6610 6700
Male mobilizers (340 (5377 (631 (6061 6660 6700
Note: Figuresh paenhesis ae from PWP.PC-1.

Source: (DGovt. of Pekistan Plamning G mmissdn, MIDF 2005201 0). (i) Gov tof Pikista, MOPW Eedgal
RC1200308)

The physical targets given in the abowe tables show some inconsistency in
terms of service delivery targets between MTBE MTDF and PC-1. PC-1
targets are consistently lower thanthe ahers. However, these figures are also
all different from the targets given in the Econamic Survey, 2004-05. These
figures need to be made consistent and realistic in tems of achieving the
physical targets.
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The Economic Survey’sPhysical Targetsare as follows:

Table % Service Delivery Infrastructure, Pakistan 2004-06
S.No. | Service Delivery Outlets Planned Achieved ason Targets for
200405 3132005 200506
FWCs 204 1969 2350
HCs ‘A’ 11 114 142
SUs 214 17 290
4 ale Mobilizer S300

Source:

284¢ 1285
ovtofPakistn, Eo nomic Suiv ey of Pk istan (2004-05), Teble-13 .2

The Punjab Population Welfare Department (PWD) aimed at 100 percert
coverage of the population for family planning activities with the following
service delivery infrastructure as shown in Table 10.:-

Table 10: Family Planning Infi-astructures Punjah 2002-08

Description 2002-03 2003-04 | 2004-05 | 2005-06 2006-07 2007-08
Benchmmrk

Programme o utlets

Family welfare 1060 1225 1300 1400 1500

centers

RHS-A centers 51 54 57 60 63 6

Vasectomy units 0 3 6 9 12 5

Male Mobiliz ers 366 1000 2000 3000 3300 3300

Mobile Service Units 70 82 117 117 117 117

Source: Govanmaitof P stan,fo mApproved PC-T, 2005 -

Like the national targets, the Punjab Population Welfare Depattmert is also
lagging behind inachievingits physical service delivery infrastructure targets
even in the year 2004-05 For example only 1185 FWCs haw been
established Further, some ofthese are nat yet functional. The number of RHS
‘A’ remains at 51 which wasthe berchmark figure for2002-03. Similarly, so
far none of the vasectomy units have been established. Their nunber emains
at the three reported for 2003-2004 Only 105 Mobile Service Units have been
established So far only 274 male mobilizers are working which is less than
the benchmark target of 2002-03. One of the main reasons cited for not
achieving the infiastructue target has been givenas delay inthe PC-1, failure
to get approval fran the Finance Department and the ban on recruitmert of
employees for staffing these ouflets as well as a ban on recruitment of male
mobilizers for motivational activities. The same picture of under-delivery is
expected to be prevalert for other provinces.

The populationactivities need to be expanded by the end of the MTBF period
2008 in the far-flung remote aras ofthe country so that the unmet reed ofthe
segmented and pro-poor people is met. This could be effectively achieved if
the Public Health Sector, which hasover 13000 service outlets, is furctiomlly
integrated for providing family planningand RH services on regular basis, as
at present, accordng to the MTDF, they “do not have a mandate to cater to
unmet need for fimily planning” (MTDF, 2005-10)

The National Programme of Family Planning and Primary Health Care, which
is commonly known asLady Health Workers(LHW) Programme and is being
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devolved at the grassroots level and further expanded, is responsible for
primary healthcar along with family planning These workersare employed
by the Health sector, but ar relevant in an assessment of governmert’s
performance in respect of family planning In an evalative study [NIPS,
2000] it was found that abou 29 percent of VBFPW/LHW weported that they
visited currenfly married women in the last 12 morths and 48 percent
discussed family planning and 83 percent had discussed health problems with
the women. Inanother study, it was also noted that Trainer-cum-Supervisors
were not regular intheir supervisory visitsas they were asked to perform other
jobs in addition to their assigned work (Oxford Policy Managemert, 2002).
Pakistan discontinued the service of midwives, which Bangladesh continued
after separation from Pakistan. Bangadesh further stengthered this layer of
workers through extensive training This cade until now is successfully
providing family planning services in Bangladesh. In Pakistan this type of
worker does not exist as a first referml system for the commurity based
approach and thus constitutesa missing link between LHW's and skilled health
personnel.
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SERVICE DELIVE RY AND IMPACT ANALYSIS

In Gender Responsive Budget Initiative (GBRI), it is important to bring out
issues confronting the population activities. These issues need to be merged
into policy objectives and have to be transformed and relate to budget
allocationand service canponentstargets asinput indicators which hawe tobe
further identified into pracess indicators and ultimately ito output and
outcome/impact indicators The link between objectives, inputs, process,
outputs and outcamesare shownin the fdlowing chart

Policy Objectives

4 y

lnouts Indicators Process Indicafors
Budget,equipment service —> Training HRD, Monitoring/

outlets, employees, logisfics,

Supervision

buildings etc

6.1

Performance, Contaceptive
users,Couple Years of
Protection (CYP)

v

Contraceptive Prevalerce
Rate (CPR), Total Fertiity
Rate (TFR), Population
Growth Rate (PGR)

Inconsistencies in perfarmance targets

The objective according to the MTBF is to achieve 11 million contmceptive
users by the end of year 2008 which will biing down the total fertility rate to
3.4 children per women, contraceptive prevalence mte to 45 percent and bring
down the growth rate of population to 1.7 percent per annun (GOP, MTBF,
2005).

The prime objective of the government is to achieve ICPD as well as MTDF
(2005-2010) and MDG goals, which would ultimately facilitate the population
policy’s vision of achieving popuation stabilization by the year 2020. The
MTBF developed for the years 2005-2008 liststhe objectivesand stiteges of
the Population Welfare Ministty to beachieved by the end of year 2008

In addition to the abow performance measures, the recently published
Planning Commission’s Pakistan MDG Report 2005 (GOP, 2005) also show
the PRSP, MTDF and MDG targets of infant, child and matermal mortality,
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antenatal care fertility and cortraceptive use as shown in Table 11.
Comparing the fettility and CPRs targets, it is noted that there is no
consistency between the two when comparing PRSP, MTBF, MTDF and
MDGs targets. The mtes of TFR and CPR are inconsistert as international
data and experience show that CPR level of atleast 70 percent is required to
achieve TFR 21 per woman (Ahmed, 2005). It is astonishing to nde that
Pakistan MDG Report 2005 shows that TFR of 2.1 per woman will be
achiewed by the year 2015 instead of 2020 with lower CPR of 55 percent
instead of 60 pexcent (Table 9) This ambtioustarget ofachieving TFR of 2.1
by the year 2015 seems absolutely unachievable. One has to even seriously
think whether with our curent perfomance replacement level will be able to
be achieved even by 2020, These inconsistercies in achieving the
demographic targets need re-visiting and rethinking as MTDF (2005-10) and
MDG Report 2005 are bath published by the Planning Canmission.

Table-11:Gods of Achieving Targets under PR, MTBF, MTDF, MDGs & Popuation

Policy, Pakistan 2005-220.
Tagets
Pop.
SNo | Selected Indiators 2004-05 PRSP | MTBF| MIDF | MDG | Ppolicy
2005-06 | 2008 | 2009-10 | 2015 2020
1 Tnfatmortality pa 1000 livebrths| 73 63 - 65 40 -
Maternal nortality ratio pa 300-
2 100000LB 40 350 - 300 140 -
3 Total fertility rateperwoma 3.9 3.7 34 2.7 2.1 2.1
4 | Contacotive prevalencerate (%) | 3© 42 45 S1 55 600
5| Populationgrowh rate (% 19 - ] 16 - 13
Source: Plaming G nmission, Caitre for Researdion Povaty Raluction and InomeDistrbuton,Pak ista

Millennium Dev ebpmant Goals Report, 2005, S temba, 20035

6.2

52

Contraceptive Perfarmance

The Managment Information System (MIS) of the PWP produces service
statistics showing contraceptive performarce of various methods by various
service oulets. It genemtes performance for dstricts and provirces and at
national lewel. The physical performance in tems of number of users of
contraceptives can be convetted into Couple Years of Protection (CYP)l to
indicate achievement ofthe progmmme. Table 12 exhibits the performarce of
contraceptive mix The Table shows that there were 3.1 million persons who
used a modern method of contraception in 2004-05. The MTBF shows
performance of 7.7 million users by end of fiscal year June, 2005. This shows
that only 60 percent oftargets of cortraceptive users have beenachieved One
may also take into considemtion that service statistics/figures are usually over
reported These users (3.1 million) produced 6.7 million CYP. Almost two-
third of the contraceptive users were women and one-third (33 percent) were
men. When the contraceptive users are converted into CYP, it is noted that
1.01 million (33 percert) users of condoms achieved 0.7 million (11 percent)

! For converting units of contraceptives into nunber of users ad Couples Years of Potection (CYP),
the MOPW uses the conversion factor as follows. Oneuse 100 condoms, or 13 cycles of oralpills, or 5
injectables or oneIUD or one sterilization. For converting contraceptive mix ind CYP, 144 condons,
15 gcles of oralpills, 5 vials of injectables are used. For oneIUD 3.5 years and for one sterilization
12.5 yearsareusal for conversion into CYP.
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CYP whereas 0.16 million (5 percent) cases of contraceptive surgery achieved
2.0 million (29 percent) CYP. Similady the IUD insertions of 0.9 million (28
percent) women are tiansformed into 3.1 million (46 percernt) CYP.

The data of cortraceptive performarce by age andor marity of users is not
available, which atherwise coud show how far various cortraceptive mix
particdarly contraceptive surgery make a demographic impact on birth
aversion. It is believed that most of the women who undergo contraceptive
surgery are ofhigh parityand have gven hirthto five or moe living childen,
hence their demogmphic impact might be minimal Unless the contmceptive
surgeries are perfomed on women with 3-4 living children demogmphic
impact coud be negligible on £rtility reduction as they (high marity older
women) have almost completed their family size (fertility).

Table 12 furtter shows that the highest shae of CYP is weported by TUD
(46%) followed by cortraceptive surgery (29%). Of the CYP achieved 9 out of
10 is credited to females. This illustrates that women are beaing the main
burden of responsibility for contraception, whewras population pdicy
mentionsthat more men must also bkecome esponsible. The PWP’s significant
female bias is also evident fram the procuremert data. It is noted that the tctal
value of cortraceptive distributed/soldin 2004-05, was of Rs.195 million Of
this total amount, 79 percent was spert on contiaceptives, used by females (52
percent oninjectables, 16 pexcent on oml pillsand 11 percent on IUDs) and 21
percent by males (condoms). Similady the IEC progmamme, which is six
percent of the total PWP budget of 2005-06 is expected to influerce more
females than males

Table-12: Contraceptive Perormance, Number andP ercent of Users and Couple Years of
Protection (CYP) Palkistan and Punjah 2004 2005

No. | Contracepive ki an 200405 Tunfab 2004 05
‘Vix Contracepty | No. ofusers | CyP (%) | Conracept| No.of P )
¢ Units 1%) ive Unis_| users/ (%)
. ] 101,168,85 101,689 702,561 16,244.2 162, 112,807
1| Condoms @nits) ¢ 17 42
H 627) (105) Y [
> Orlpils 0060870 520525 37,788 9907 EIE 76038
(cyeles) Q0.1) ©.0) ©62) (1.6)
| 10D reerions) 12,302 TT2302 SO0 | qeaan | P02 TOIR.08%
(82) @s.7) (533) (53.7)
n Tectables XYY ESENEE TR 492,006 8441 Exz
(vials) (13.9) 6.4) (11.3) 3.3)
P Conmcepive 78 157238 T965.350 e 0711
surgery (cases) 6.1) (9.4) (10.5)
Total - 3,090,527) (6,687,540) - ®67,719) | 3.009.862) |
(100.0) (100.0) (100.0) (100.0)
Source GovemmanioT Pék s, Min oty o T Fopu o n W elrae (an pob Toh al data)

In Punjab there were 0.87 million users of contmceptives which gererated 3.0
million CYP. Only one out of five (19 percent) users were (male) condom
users whereas remaining 4 ou of 5 were female contraceptive users. The
highest share of CYP is contributed by IUDs, (54 percent) followed by
contraceptive surgery (38 percent). During the first quarter of July-Septemter,
2005, the contibution of CYP is almost the same as nated duing 2004-05 for
the country as whole and for Punjab
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6.3

During 2004-05, 6 percert of the total contiaceptive surgeies were male
vasectomy operations (9,744 men were ‘asectamized). Of all these
vasectomies, 94 percent were performedin Punjab. The rest were performed
in Sindh (5 percert) and the remaining ore percent was performed in NWFP
and Islamatad. The conversion of 9,744 vasectomy cases gives 121800 CYP.
If these are dedwcted from the tatal steilization cases of CYP then the CYP
for female steilization case decline by 1.8 percent point fram 29.4 percert to
27.6 percert indicating that males contibuted 18 percent CYP of
contraceptive surgery cases. This shows that males’ involvement in
contraceptive use is very insignificant comparedto £males.

Performance by Service Outlets

The cortraceptive perfomance of variousmethods of contiaceptive by service
outlets shows that three-fifhs (59 percert) ofthe total IUDs are inserted inthe
FWCs. The highest CYP is achieved by FWCs (33 percert) followed by RHS
(28 percent) Almost all (89 percent) of the Contraceptive Surgeries (CS) in
the country are done at RHS (66 percent in A Centres and 23 percent at B
Centres). In the private sector 22 percet CYP is achieved by Social
Marketing of Contraceptives (SMC). Of this 22 percent (35 percent is
achiewed through condams, 32 percent through oral pills, 26 percent through
IUD insertions and the 'emaining 7 percert through contmceptive surgery and
injectables. NGO (FPAP) contribution of CYP is 8 percent of the total
country’s performarce. Of this 8 percert, 62 percent is achieved through
IUDs, 24 percent through contmceptive surgery, 12 percent through
injectables.

In Punjab 75 percent of IUD insertions were performed by FW Csstaff. All the
contraceptive cases are performed by RHS (76 percent by A Centres and 24
percent by B Centes). The performarnce of public health departments has been
insignificant in providing cortraceptive and family panning services The
CYP achievement by PLDs has been wery low (0.3 percent) Effoits are being
made for the last two decades to hawe functional utilization of health
departments’ service outlets in providing RH/FP services as they have more
than 13,000 outlets But so far the outcome has been discouraging In Gujrat
and Rajanpur districts, 81 and 73 percent of the IUDs were credited to FWCs
respectiwvely. All the cortraceptive surgeries cases were performed inthe RHS-
A Clinics in the districts.

When the cortraceptive performance interms of Couple Years of Protection
CYP is related to budget allocation it is noted that in2004-05, almost half of
the budget (54%) allocated to service outlets (FWCs, RHS & MSUs) of the

PWP contributed two-third (65%) of CYP in the four provinces combired. In
Punjab three-quarters (74%) of the budget was allocated to service oulets
(FWCs, RHS and MSUs) and its cortributionto CYP was 96 percent.
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6.4

6.5

Males Involvement and Performance in Reproductive Health/Family
Planning

Males’ involwement fran the demand side was briefly dscussed in the
Situation Analysis Section. In this section, it is being discussed from the point
of view of supply aspect. As mentioned earlier only 12 percent of the tctal
CYPs during 2004-05 are attributed to male contmceptives (10 percent from
condoms and only 2 percent fran vasectomies). This shows that only ore out
of eight CYPs is accredted to males, which is very low and insignificant
performance.

It is further noted that a very low perentage (6 percent) of males were
vasectomied of the total sterilizations performed during 2004-05. The PWP
should refocus its priority of male involvement in RH/FP. The vasectomy
clinics” scope needs to be widened fram merely performing male surgical
operations to awameness, counseling, refrral and surgical treatment of
infertility (obstructive azoospermia) In a Male Reproductive Health Study it
is reported that the infrtility among couples is more among males than
females and suggested that government should focus on male invdvement in
RH/FP and treatment of male’s infertility (Tahig 2004). In this regard, i is
crucial tht the scope of vasectomy clinics coud be expanded in order to
prevent innccent infrtile men falling prey to sex clinics of quacks spread in
peri-urban and urtan areas of the country. Its scope coud also be braadened
by creating awameness about sexually tmnsmited diseases, HIV/AIDS,
hepatitisand RH/FP.

As males are the prime decision makers in the family, changing their psyche
and mindset by widening the scope of these clinics would be very important
for the PWP These Certers coud also raise awarness about reproductive
health issues among addescerts and youths in high schools and colleges, as
they awe the most vulrerable group, which may fall prey to quacks. These
clinics couldalso paya positive rde in negting the adverse attitude of males
towards RH/FP. These vasectomy centers can also be utilized to impart
knowledge and training to young medical graduates (RMPs, NGOs) and
trainee urologsts who would be caming across males having problems of
reproductive health In the light of expanded rde its name is also required to
be changed from vasectomy clincs to RHS — males dinics and/or
endocrinologcal clinics. Similaily, the scope of femal RHS-A Centres needs
to be broadered from ingrtility and RTIs to HIV/AIDs and hepatitis
awareness, counseling etc.

Issues and Concerns in Programme Implementation

The PWP has had three strategic interwention aweas as a focus. These are (i)
awareness buildng and creating demand (i) provision of services to meet the
demandand (iii) quality assurance (Ahmed 2005). But the PWP fices seweral
issues and constrairnts to improve implementation'impact As mertioned
carlier in (Section 41) the Review Cammittee on Restructuring Population
Welfare Programme panted out that slow progress of programme has been,
among other things, due to poor management, low accessibility, poor quality
of services and lack of canmunity participation Hence attention reeds to be
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focused on the following issues and concerns for  better
implementation'impact-

PWP since its inception is beingentirely funded by the Federal Governrment
through PSDP allocations. Provinces have so far failed to contribue
significartly inmonetary terms towards PWPactivitieslike othersocial sector
programme and, as a result, provinces seem to feel lack of ownership which
hampersthe progamme implemertation/impact.

The PWP has taditionally suffered from the tan on recruitment and non-
filling up of approved vacarcies. Around 25 percent of the sanctioned posts
are vacant inthe PWP inthe country. This proportionis higherin Punjab The
non-availability of suitable personnel hampers the execution of PWP activities
particularly at the grss root level.

Due to unwillingress of women staff to serve in the remde, far-flung and
unattractive awreas, the RHSCs and FWCs cannot be made fully functional
Political and administmtive pressure is used particularly by women staff to be
able to serve at their own choice of field station Further there is persistent
political pressure on the administration in the tmnsfer/posting of staff inthe
field

There is lbitwl abserteecism of some of the field saff from offices and
service outlets (such as District/Tehsil Population Welfire Officers, FWCs,
RHCs and MSUs), which adversely affectsthe progiamme impact.

Ther is limited covemge, access and utilization of service outlets. The
effective coverage of FWCs and public health delivery system is limited in
relation tothe ratio of service outlets to population and the distance of service
outlets from the diert’s residence. Ther is a shortfall in achieving the
physical targets of service canponents. Moreover, the existing service outlets
are under utilized as the demand creation activities and follow-up of clients
has been poor. Most of the FWCs facilities do not meet the desired quality
standard services. Some of the FWCs have limited space for five staff
membersand theirclients’ accommodation

The programme mamgement is quitt weak Since de-fderalization provincial
PWP needs to be strengthened in programme mamgement and effctive
implementation of PWPactivities. This will cepend on timely release of funds
to the end users. The element of supervision mostly appears on paper.
Programme employees face an absence of performance incertives adequate
training and access to promotion.

The monitoring and technical supervision has been particularly weak in the
PWP. District Population Welfire Office is the focal point and hub ofall the
population welfire programme activities in the district. However due to
abolition of divisional/regonal tier, they ar not being propedy supervised /
monitored by the provircial office. In order to monitor govermance-rlated
issues, a mechanism is required to be devised for effective and reguar
monitoring and supervision and technical monitoring to ensure minimum
service delivery standards.

There is dire need to provide on-the-job training to PWP employees with a
view to facilitate their efficiency not as a supervisor to find faults but as a

GenderAwaePolicy Appraisal for Population Sector 40



facilitator and helper to improwe their performance. This would help to
improve the quality of services of  service outlets. In addition to this, a
specific operational plan for a long-tem requiemert to be dewvelopedto tmin
programme personnel at all lewvelsand ofall cadres forthe next 10-15 years.

High-risk births, high incidence of induced abortions and maternal mortality
are highly inter-related Its inciderce/prevalence is high in rural, pei-urban
areas and poor segment of the society. Accordingto MDG 2005 Report, there
has been, anong other factors, the absence of anintegmated and coordinated
materml health service and MCH programme implementation and the
intervertionsin this regard hawe been fiagmentedand dsjointed.

PWP is considered a low priority programme. The senior bureaucrats try to
avoid posting in the PWP. This results in high turnover of senior officials,
which hampers smooth functioning of the PWP.

The quality of service outlets leaves much roam for improvemert. Follow-up
of clients, lack of supervision guidarce and on jobtraining had a detrimental
effect on the qulity of stancirds and on staff morale. For achieving
population stabilization and frtility transition, efforts have to be devaed
towards continuity of use which could be achieved among others, by
improving the quality of services, regular and unirterrupted supplies of
contraceptives and medicines, enhancement of skill through refresher training
and monitoring

It is noted that there are indications forimprovemert in knowledge and use of
contraception through effective use of media in interpersonal campaign/
messages. IEC and interpersonal communication efforts by providing
counseling skills needs to be given piority to lelp the illitete couples
particuarly males who are decision malers in the household It will help to
change their beliefsand misconceptionstowards practicing family planning
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CONCLUSIONS, DISCUSSIONS, POLICY IMPLICATIONS AND
RECOMMENDATIONS

The fetility rate and growth mte of popuation in the courtry remain high
when compared to most of the countries of South Asia, South East Asia and
other Muslim courtries. These rates are highamong poor, illiterte and rural
population where woman continue to bear more than 5 live bitths over the
reproductive period. These births start too early, too close and too frequent
continuing too long in higher parities. Almost halfof the women haw eported
in several surveys, that they donot wart any more bitth and about one-third of
the births in the country are considered high-risk births, which could be
eliminated through effective supply-oriented strategies. More than one-quarter
of contraceptive users are of high paity with 6 and more childrenindicating
very low demographic impact on birth awersion as these women have almost
completed their family size. The repeated pregmncies result in highinduced
abortions, which are perfomed under unsafe and clandestire methods. This
results in severe complications and other health problems of mothers. Almost
70 percent deliveries are carried out at homes. Only one quarter of the
deliveiies are attended by skilled personnel andabout half ofthe women seek
antenatal care in the country.

The PWP is totally funded through PSDP development budget Like other
social sector programmes such aseducation and health itis suggested that at
least the salary comporent of PWP should be transfered to non-development
recurring expenditure in orcer to boost the morale of PWP employees.
Moreover, the provinces should be asked tostart financing for PWP activities
in a phased manner from their own resources, which will indicate that they
have sarted owning the PWP.

As long as the service delivery outlets of PWP and health department work
vertically without any functional integration at the giss root level, it would be
difficult that desired ofjectives of RH/FP and fettility reduwction could be
achieved. The need of the time is that all the service oulets of PWP and
primary health care units of health depatmerts should be brought under one
roof and under one authority for effective implementation of PWP. The
divided authority does nat help in achieving the RH/FP targets, which has
been experienced over the last mor thantwo decades.

Social and cutural factors, interalia, mitigate against the use of cortraception
by couples in the country as infant mottality particularly neo-natal mortality
and child mortality is still high. Moreover, low literacy and educational
attainmert rates among femalescompared tomales still prevail and these also
contribute tohigh fettility mtes Although the male-female gap inliteracy and
education has slightly narrowed inequality is still quite high even when
compared to countiies of South Asia and other Muslim countiies.

Various studies have consistently shown that son preference affects fertility

preferences and contraceptive use. As long as the preference for 2 or more
sons persists the tatal fimily size will, onavenge, be at least 4 indcating that
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the appreciable declire infettility might take a longertime as visualized Ifthe
perception of couples does nat change infavour ofa smallerideal family size
the fettility transition will nat be achieved overa desired petiod of time. This
would require dedicated efforts and missionary zeal on all the stakehdders to
work in close collaboration forachievingthe MTDF & MDGs targets/goals.

Pakistan’s family planning programme faces severe constraints in a milieu in
which women are circumsciibed in tleir ahility to becane edwated to work
and to leave their houses unaccompanied. They lack autonomy and have
restricted mobility and minimum dscretionary access to econamic resources.
More generally, the low statusof womenis surely a factorin the limited use of
family planning methodsin the country.

Social economic and cultural values are gmdually changng with the process
of urbanization modernization, increase inliteacy and eduwcational ataimment
and income. Exposure to the mass media has further helped in changng the
perceptions, attitudes and behavior of the population particulady those who
are decision makers. In Pakistanalmost half of the populationlivesin nuclear
family household This would hve mesulted among others, in more
interpersonal communicationand husband-wife discussion on family matters,
which would playa positive role inaccelerating the demand for contraceptive.

Access and utilization of PWP service outlets has increased gmdually.
However, specific outreach to improve materml and child health, engage in
community dewlopment effots and create demand for family planning
services has yet to start morwe effectively. Although implemertation has been
devolvedto the provincial lewel, the programme still fices several botlenecks
in tems of policy and mamgement shifis and collaboration with public health
and private sector. The past experierce indicates that public health oulets
have beenabysmally poorinimplemerting PWPactivities. The NGOs and the
private sector, including private medical practitioners should be accorded
more resources and encouraged more in PWP activities, as they could
contribute substantially to the fimily planning activities. This would lead to
more coverage, access and utilization of RH/FP services.

The prospects for future fertility decline will primaily depend on more
effective implemertation of population policy, paticuarly more effective IEC
dissemination, increased cowverage andaccessibility, particularly widening of
out-reach covemge and abow all, improvemert inthe quality of care services.
Male involwemert in responsible parerthood particdarly in RH/FP should be
effectively ircorporated in resolving various problems associated with
unwanted pregmncies and indwed abortions The scope of current vasectomy
clinics need to be widenedto caterthe needs of adolescents, youths and men
in removing their misgivings and negative notions about RH/FP and in
creating awareress, counseling referal about eproductive tmct infction,
HIV/AIDS and treatmert ofinfertility among males. The demand forservices
has to be highlighted progmmme management has to be stengthered and
political and administrative support need to be ensured and sustained These
cfforts need to be augmerted by effective implementation of social services
programmes patticuarly increasing mcather and child survival, breast feeding,
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promoting literacy and primary education (especially female education) and
alleviating poverty and improving the status of women.

Repeated pregmancies and the high ®rtility as prevalent in the courtry is seen
to be highly correlated with ealy female mariages, early child bearing high
infant and child mortality, close birth irtervals, births occurring in high
parities (high sk births)., high fetal losses and indwced abortions, high unmet
need for contraception high ideal family size and gap between desired and
actual numter of childen, prefererce forboys, desire for sons tosurvive urtil
old age toprovide security; preferential care and treatment for boys canpared
to girls, low literacy and educational attainment patticuarly among females,
less mobility of £males, low female economic activity, religiosity, ignorance,
conservatism and socio-cultural norms and practices, indfferert attitude of
malesto RH/FP. These fictorsalong with persistent high irciderce of poverty
are still majorobstacle inthe way of gnder empowerment, gender equity and
equality, high fertility and lower use of contraception in the country. These
factors further get aggravated and compounded with poor supply side of
family planning that is, poor and/or non-avalability, accessibility and
affordability of services and limited use of health depatmerts outlets for
RH/FP.

In the light of the several surveys and qualitative research and case studies
conductedin the 1990s the nation prevailsthat there is no demand for family
planning and that Pakistan’s family planning programme has not succeeded.
These impressions must be removed altogether. The primary need and focus
should be to strenghen the management and supply side of fimily planning so
that the unmet need of the population is effctively met Until cowrage
reachesmore than 80 percent and urtil reproductive health facilities including
family planning services, are reguarly provided in a quality consistent with
the wishes of the clients and utmet need and latert demand for cortraception
is met, it is premature to corclude that family planning will achiewve the
desired objective of frtility reduction and lessening of the growth rate of
population inthe country as visualized in the Population Policy documert. The
fertility transition has stated late and will cortinue, but it all depends on
alleviating poverty and status of women, bridging gap in gender equity and
inequality, focuson pro-poorand deprived segment of the population

The problems and constmintsmentioned above will continue to undemine the
population related ICPD, MTDF and MDGs targets unless health depatmert,
NGOs, civil society and other stakehdders at all lewvel serously cooperate,
collabomte and ratiomlize their implementation activities to achieve
population stabilization. In this regard the popuation policy reeds to be
further broadered and modified by taking into consideration the growing
aging ofthe population, migration, urtanization environmental and ecological
issues, poverty and genderinequality of rural and marginalized population

Serious initiatives are required to focus on quality of car and diernt’s
satisfaction and continuity of use of contraception. Inthis regard supervision
to change the attitude and behaviour of service providersthrough the means of
facilitators/helper rather than policing and faultfinding appreach needs to
given seriousattention Forachieving the MDGs targets/goals, top prioiity has
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to be accorded to build human resource development capacity building ofthe
programme employees at all levelsand for all cadres, which has become very
weak over the years A specific opemtion plan needs to be developed totrain
personnel over a long period of time for the next 10-15 years. Follow up of
clierts, maintemnce of adequate recordand MIS, which has been neglected,
needs to be gven dwe attertion Moreover, the issues and corcerns raised,
require prioity consideration by policy makers, progamme marmgers and all
concern stakehdders, which will help to achieve ICPD, MTDF and MDGs
and Population Policy goalsand targets.

The demand gereration and awareness campaigns need to be rationalized and
improved to meet the missing links between supply and demand Interpersonal
communication and canmunication strategy needs to be gven prioity to
address the unmet need for contmception Success outcamnes of others
countries NGOs and private sector needs to be replicated within our social-
cultural beliefs and framework. MSUs need to be expanded in tems of their
performance with regular monitoring and supervision Although PPWDs have
become autonomous invdving their own strategies and budgets, the Ministry
of Population Welfire must closely intemct frequertly toassist in deweloping
their weak capacity management and organization set upatall levels

Involvement of religious scholars opinion leacers, elected represertatives,
pointing out to adverse consequerces of population growth at micro and
macro lewl and their group discussions on electronic media be encouraged.
Religious schdars should be traired asmaster trainers for changing attitude of
mid-lewel religious scholars in favour of RH/FP as successfully done in
Bangladesh Indonesia, Egypt and Iran

The whole budget to provinces and districts amounting to more than Rs.3.0
billion anmally cortinues to be financed by the federal governmert despite
the fact that this programme has been de-federalized and devdved to the
provinces since July, 2002 The dsired obective of PWPwould be difficult to
achiewe unless the provirces make finarcial contibution andtake ownership
of PWP, which still remains a low priority ara for the provinces. The
objective of achieving ICPD, MTDF and MDGs goals/targets will remain a
dream urtil among others budgetary allocations mechanism of wrgular
flow/release of funds to end users, their expeditious utilization and audit of
release funds are properly regulatedencoumged at all lewls by all the
stakeholders
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