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Introduction

A
s part of our commitment to strengthening the 
women’s movement through building regional 
partnerships for advocacy, the asian-Pacific 
Resource and Research centre for Women 
(aRRoW) periodically organizes regional 

strategic planning meetings. at these events, our partners 
participate in identifying emerging challenges to women’s 
health and rights, and facilitate regional cooperation 
aimed at enhancing the national level advocacy of partner 
organisations. 

in 2001, aRRoW’s Regional Partners Meeting 
identified the need to systematically invest in building a 
strong asia Pacific partnership for advocacy on sexual 
and reproductive health and rights. The purpose of this 
partnership was to strengthen the linkages between the 
local, national and international level advocacy so that 
the impact of efforts to influence policy and programme 
change is increased. 

originally planned for implementation in 13 priority 
countries within the asia Pacific region, WHRaP was first 
implemented in 2003 within four South asian countries 
– india, bangladesh, nepal and Pakistan. The modality 
was then expanded to include china in 2007. aRRoW is 
currently investing in advancing WHRaP to cambodia, 
laos, vietnam, Thailand, indonesia, Malaysia, the 
Philippines and Fiji. 

The WHRaP partnership strategy is based on the 
following elements:

1. capacity building of the grassroots women who are 
involved with the work of our partner community-
based organisations, so that the people who generate 
the data upon which WHRaP advocacy is built, are 
also empowered to own it, and use it to achieve their 
immediate health and rights entitlements;

2. a responsive and accountable two-way system of 
communication between the work of our community-
based partners, our national ngo partners, the 
regional work of aRRoW, as well as the European 
advocacy engagements facilitated by our international 
partner, the danish Family Planning association. This 
is done so that the policy advocacy which is carried 
out is strongly anchored in the realities of women and 
youth living within marginalized communities, and 
effectively raises their voices at all levels of advocacy 
engagements;

3. The building of an effective regional advocacy 
platform that is based on our collective strength, with 
the intention of making our advocacy interventions 
generate more impact than we could have done by 
working only within our national or regional contexts. 

WHRaP South asia has shown that this kind of focused 
investment in grassroots capacity building for evidence-
based and rights-based advocacy has yielded results 
important enough for other national level advocacy 
networks to take notice of, participate in, or adopt 
themselves. 

The WHRAP strategy

in South asia, the entry point of WHRaP’s advocacy 
strategy is to empower marginalized women so that they 
can obtain access to SRHR programmes and services, 
primarily related to maternal health rights and the rights of 
young people. 

an important aspect of WHRaP’s advocacy is in 
achieving a measure of control over decision-making 
related to SRHR programmes and services at the local 
level. The evidence that is generated, and the linkages 
made between the data and existing national policies or 
international commitments, is used by women living within 

preface
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marginalized communities to demand accountability, 
transparency and improved service delivery.

WHRaP South asia defines its advocacy partnership 
as one which is committed to ensuring the accountability 
of duty bearers at all levels - local, national and regional 
- to providing the information, access and services 
as committed to within national and international 
documents, including the Programme of action of the 1994 
international conference on Population and development 
(cairo).

While this may resonate with the strategies of other 
advocacy partnerships in this sub-region, what was new 
and challenging for us was to develop realistic and genuine 
processes for participatory decision-making, efficient 
and results-oriented capacity-building at all levels, and 
investing in the necessary skills and resources for creating 
an effective and vibrant advocacy partnership.

in 2005, the momentum of WHRaP resulted in the 
establishment of a Regional task Force on Sexual and 
Reproductive Health and Rights, involving the membership 
of high-level government delegates as well as WHRaP 
ngo partners. The platform has the potential to initiate 
opportunities for advocacy interventions as well as raising 
the public discourse around SRHR issues, while at the same 
time creating a new and innovative venue for dialogue with 
governments. 

About this publication

This book contains the national status reports on 
maternal health and young people’s SRHR, which were 
prepared by WHRaP’s six national ngo partners as 
a baseline upon which to build WHRaP’s multi-tiered 
advocacy. The status reports are meant to enable the 
monitoring of progress towards WHRaP’s objectives 
of improving access to SRHR programmes and services 
through empowering marginalized women and youth. 

The recommendations section within each report 
focuses on the accountability of government duty bearers 
in delivering on national and international commitments 
for achieving universal access to sexual and reproductive 
health and rights. at the same time, there is recognition 
of the importance of building movements that advocate 
for accountability, as an integral part of this process. 
Such mobilization plays a critical role in generating the 
demand for rights-based service delivery at all levels, 
as it is anchored in the realities of women’s lives. it also 
has the potential to open up opportunities for the direct 
participation of women within the related decision-making 
bodies, and ultimately, hold all levels of duty-bearers 
accountable. 

it is with this purpose that we titled the book ‘advocating 
accountability’. 

Conclusion

We are indebted to our country partners, whose work 
continues to inspire others, both inside and outside 
the WHRaP partnership. These include Shirkat gah in 
Pakistan,

cHEtna and SaHayog in india, the beyond 
beijing committee (bbc) in nepal, naripokkho and 
the bangladesh Women’s Health coalition (bWHc) in 
bangladesh, and the danish Family Planning association 
(dFPa).

We would also like to thank the staff of all our partner 
organisations, without whose effort and commitment none 
of this would be possible. They are the anchor of all that 
we do, and which connects our work to the realities on the 
ground.

This work would not have been possible without the 
support of the danish Family Planning association, and the 
danish Ministry of Foreign affairs, as well as aRRoW’s 
core funding partners, oxfam-novib and the Swedish 
international development cooperation agency (Sida). 

We would also like to thank all the consultants and 
resource persons who have worked with WHRaP over 
the years, and given so much critical guidance that has 
sharpened our learning curve and increased the impact of 
our work. 

it is our hope that this publication will prove useful to 
organisations, networks and individuals working towards 
improving the lives of marginalized women, through 
increasing access to affordable, rights-based, gender-
sensitive and comprehensive SRHR information and 
services.

The ARROW Team 
on behalf of 
the Women’s Health and Rights Advocacy Partnership 
(WHRAP)
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Who are we ?
The Women’s Health and Rights advocacy Partnership 

(WHRaP) South asia comprises of eight partners, 
including six national level partners from four countries in 
South asia.

SAHAYOG

SaHayog is a non-profit voluntary organization 
working in india with the mission statement of promoting 
gender equality and women’s health from a human rights 
framework by strengthening partnership-based advocacy. 
SaHayog was set up in 1992 and has seeded a number 
of community-based organizations as well as a national 
resource organization. it has a head office at lucknow and 
a project office at new delhi.

currently SaHayog’s work is focused on the following 
areas:

    * Women’s rights to maternal health services
    * young people’s reproductive and sexual rights and 

health
    * Work with men on gender equality, masculinity and 

ending gender based violence.
SaHayog facilitates issue-based partnerships, provides 

capacity-building and field support, carries out studies 
and documentation, as well as information dissemination 
activities. Through its networking, SaHayog also works 
for policy advocacy, anchors campaigns and engages 
with the media. in order to increase the participation of 
communities in decisions that affect their lives and the 
exercise of their rights, SaHayog has been facilitating 

across 14 districts of uttar Pradesh state, the grassroots 
women’s organization Women’s Health Rights Forum, and 
the youth group youth for change.

Within uttar Pradesh SaHayog has close partnership 
with ngos in fourteen districts, supports HuMSaFaR 
a support centre for women, and is the secretariat for 
the organization MaSvaW- Men’s action for Stopping 
violence against Women which involves university youth, 
media persons and civil society across 25 districts. at the 
national level, SaHayog is anchoring a partnership on 
maternal health across nine states, and collaborates in the  
national  partnership Forum for Engaging Men. SaHayog 
is also part of the international initiative for  Maternal 
Mortality and Human Rights, and the global network Men 
Engage.

Shirkat Gah

Shirkat gah – Women’s Resource centre was formed in 
1975 with a purpose of integrating consciousness raising 
with a development perspective and initiating projects that 
translate advocacy into action. Sg adopts a participatory 
approach in its internal functioning and all its activities. 
it works in all four provinces of Pakistan through its three 
offices based in Karachi, lahore and Peshawar. it also has 
an EcoSoc status at the united nations. 

Shirkat gah’s mission is:
• to hold the state accountable and develop a culture 

of peace, ensuring sustainable and equitable use of 
resources and full inclusion of rights of all people

• to advocate and mobilize for positive changes in 
policies and practices from the community to the 

Women’s Health and Rights 
Advocacy Partnership

South Asia

WHRAP Partners
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international arena
• to build capacity, provide support and solidarity 

enabling women and their communities to make 
informed decisions and create new choices

Shirkat gah works at the grassroots, national, regional 
and international levels. it has an integrated approach to 
development and women’s rights that combines advocacy 
and capacity building based on research, networking 
and publications. bridging the gap between the reality of 
women’s lives and national and international policy, Sg:

• catalyses the empowerment of women through a 
participatory process, in which ngos and cbos 
are a primary channel for reaching women in their 
communities;

• actively advocates at both national, regional and 
international levels; and  

• undertakes innovative research, documentation and 
dissemination of information. 

at the macro policy level Sg works with the un 
and donor system as well as with relevant national and 
provincial government institutions focused upon policy 
changes. at the meso level it focuses on connecting 
women’s groups, networks, and cbo’s with other 
civil society organizations, district to union council 
government institutions and non state actors. at the 
micro level Sg works with cbo partners to mobilize 
communities to collectively assert their rights and make 
duty bearers accountable.

Shirkat gah aims to promote women’s empowerment 
through a rights based approach that ensures women have 
access to the rights and services they are entitled to. The 
SRHR component of Sg addresses the linkages between 
maternal mortality, unsafe abortion, Hiv & aidS and the 
interface with violence against women by

• building awareness of SRHR at the grassroots as well as 
policy levels

• working to change policies and practices
• making duty bearers more responsive
Shirkat gah (Sg) has a multidimensional approach 

which views rights and development as inherently 
linked, interventions that translate advocacy into actions, 
and an excellent track record of engaging equally with 
international themes as with local issues. Moreover it has 
extensive experience of working collectively with other 
organizations and networks, has been the Secretariat of 
Pakistan Reproductive Health network (PRHn) since 1999, 
and has served as the secretariat for various other thematic 
networks. 

Sg serves or benefits a range of groups as mentioned 
below:

• Women in communities, addressing their practical 
needs

• Women facing legal problems and whose rights are 
denied or violated in Pakistan (and abroad)

• an average of 50 cbos and cSos (in 35 districts of 
Pakistan) who are helped by Sg in their advocacy 
interventions

• Women in Pakistan linked with those in Muslim 

countries and beyond
• State institutions
• interns who join Sg for short term experience
• about 550 other people who benefit annually from 

Sg’s resource centres and publications i.e. students, 
scholars, media, civil servants etc.

 

Bangladesh Women’s Health Coalition 
(BWHC)

bangladesh Women’s Health coalition (bWHc), a 
national ngo, was established in 1980 with the vision 
of “Equality of Women in a Just and civil Society”. The 
organisation is a pioneer in establishing a health service 
delivery model, where community women can access a 
wide range of health services for themselves and their 
children with informed voice and choice.  

currently, the organisation runs three major programmes 
and five pilot projects, through 40 reproductive health 
centers, which cover five administrative divisions in rural 
and urban locations. Each health center follows a two 
prong service delivery approach covering both clinic and 
community based activities. The underlying motto of this 
approach is to expose community people with a wide array 
of information and services that ultimately complement 
women development initiatives. bWHc’s overall 
programme has several distinct components to address 
major issues such as safe motherhood, child survival, 
family planning, management of unwanted pregnancies, 
prevention and control of Sti/Hiv/aidS, counselling, 
community based awareness raising leading to behavior 
change communication, adolescent family life education, 
development and maintenance of volunteer cadre for 
sustaining the community development programme. all 
these programmes are being supported by decentralised 
functional management information system.  

The organisation is known for introducing innovative 
methods. The organisation’s values are based on team 
feeling and adherence to quality of care for people’s welfare.

Naripokkho 

naripokkho is a membership-based, women’s activist 
organization working for the advancement of women’s 
rights and entitlements and building resistance against 
violence, discrimination and injustice. Since it’s founding in 
1983, naripokkho has met nearly every tuesday to discuss 
problems, issues and strategies related to these concerns. 
These discussions form the basis for naripokkho’s 
programmes and activities, which include campaigns, 
cultural events, training, research, lobbying and advocacy, 
and the maintenance of a regular participatory discussion 
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forum. occasionally this leads to a specific project, which 
is carried out with grant funding. However, most of 
naripokkho’s activities are voluntary and financed through 
resources that are earned by the membership. naripokkho’s 
work is focused on the following five inter-related thematic 
areas:

    • Equality and the Political Empowerment of Women
    • violence against Women and Women’s Human 

Rights
    • Women’s Health and Reproductive Rights
    • gender issues in Environment and development
    • cultural Politics and the Representation of Women

naripokkho has extensive experience in developing 
sustainable networks and alliances as well as in conducting 
workshops, seminars, training and national level 
conferences. in 1991 naripokkho initiated the international 
Women’s day committee composed of women’s 
organisations and development ngos working for 
women’s advancement. This committee coordinates and 
organises the celebration of 8th March in different parts of 
the country on the basis of a common theme every year. 
in 1999 naripokkho led the initiative to form Shonghoti, 
an alliance of women’s organisations, human rights 
organisations and development ngos, in order to defend 
the human rights of sex workers in the face of a violent 
and illegal eviction of brothels in narayanganj by the 
government of bangladesh. Shonghoti works in solidarity 
with sex workers’ organisations in demanding recognition 
of their rights as citizens. although naripokkho continues 
to provide the bulk of secretarial support and political 
leadership in both cases, it has successfully passed on 
the convenorship of the international Women’s day 
committee as well as Shonghoti.

naripokkho has also initiated a national network of 
women’s organisations named doorbar which means 
“indomitable”. today, a total of 530 local level women’s 
organisations from all over the country are part of 
this network which has decided to work together on 
issues of violence against women and women’s political 
empowerment.

Beyond Beijing Committee (BBC)

despite significant progress in the status of nepali 
women, following the political changes in 1990, equality 
remains elusive. in fact, the current conflict has worsened 
their situation. although some constitutional and 
administrative provisions have been adopted to ensure 
women’s equality, discrimination persists in practice. 
Statistics revel a grim picture: nepali women are worse 
off than most other women in the world. in a global 
comparison of the status and women, based on indicators 
of health, marriage and children, education, employment, 
social equality and political participation nepal received 
one of the lowest scores. 

bbc started to work as a forerunner to advance a 
civil society collective campaign in preparation for the 
Fourth World conference on Women, beijing 1995 
and it spearheaded various activities to carry on the 
torch of Women’s Human Rights. bbc is dedicated 
towards a nationwide campaign to eliminate all forms of 
discrimination against women through research, training, 
education and monitoring the implementation of various 
national and international instruments relating to women’s 
human rights. it has been continuously monitoring the 
implementation of the beijing Platform For action since 
1995. Similarly it was involved with icPd and participated 
in icPd 5 and icPd 10 preparations. For bbc, Sexual and 
Reproductive Health and Rights is one of the principal 
issues of empowerment for women. bbc has initiated a 
nationwide campaign to put pressure on the government 
for implementation of SRHR and to monitor progress. bbc 
also brings up women’s issues from the grassroots to the 
national and the international levels. 

bbc was a pioneer in starting to consult beyond 
Kathmandu in order to be inclusive of its multicultural 
heritage, minorities and rural populations, as was set by 
the parent committee for the preparatory process of the 
un Fourth World conference on women, ngo national 
Preparatory committee/ inHuREd international, with 
five developmental regions and at the national level. The 
main aim of the coalition is to effectively implement the 
beijing Platform for action (bPFa) through a diverse array 
of activities and programmes at grassroots, national and 
international levels. 

bbc has established both formal and non-formal 
networks and affiliates throughout nepal . it works with 
multilateral agencies and bilateral donors, as well as with 
national, regional and international organisations on 
women’s rights and social justice issues. bbc has also been 
doing lots of work strengthening and empowering women 
political leaders from the grassroots to the constitutional 
assembly.

CHETNA

cHEtna is a unique resource agency which advocates 
& mainstreams. an approach that embraces the life cycle, 
gender equality and equity and human rights. it considers 
the totality of the cultural, economic and social factors that 
shape the environment, particularly those, which affect 
people’s ability to control and improve their own health and 
nutrition status. cHEtna advocates for comprehensive, 
gender sensitive policies and programmes at the state, 
national, South asia region and international levels and 
networks and forges strategic partnerships, globally.

cHEtna believes that information is critical for 
awareness. to facilitate development of people centred 
policies and programmes, people need to be made aware 
of their rights and entitlements. Programme implementers, 
policy makers, donor agencies need to be aware of the 
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field level realties. When people participate, they gain 
control over the problems that they face and can gain sight 
of solutions. next they need to develop their own space 
within the given power structure to actualise their rights to 
development and fulfilment.

gender discrimination is a crucial reason impacting the 
poor health of women and girls. Therefore, addressing 
gender relations and the role of men in communities is 
central to cHEtna`s efforts in enhancing health and 
development. indigenous health and holistic healing 
practices empower and promote health and wellbeing. 
Women and communities are reservoirs of ancient 
knowledge of health and healing practices. These practices 
are intricately woven into people’s lives and are based on 
local resources and context. Promotion of sound practices 
enhances self-reliance, health and well being.

currently cHEtna focuses on 
• valuing the girl child- improving child Sex Ratio in 

favour of girls 
• Enhancing early childhood health and development
• addressing health and development of School age 

children
• Promoting young People’s health & development.
• improving maternal health (death, disease and 

disabilities due to pregnancy and childbirth.)
• Enhancing nutrition and food security in the life cycle.
* cHEtna initiated its activities in 1980, as an activity of 

nehru Foundation for development registered as a public 
charitable trust under the bombay trust act 1950

cHEtna designs and implements need based 
participatory training programmes for community leaders, 
service providers, trainers, programme coordinators and 
managers on health and development issues of children, 
young people and women. Regular follow up support is 
provided to ensure capacity enhancement. 

innovative and appropriate models for community 
empowerment are documented and widely disseminated 
to ensure replication in ngos and mainstream them 
in government programmes. an information and 
documentation centre has been established to address 
the information needs of go/ngos, researchers and 
academicians. 

need based, innovative behavioural change 
communication (bcc) material is developed for specific 
clientele. These illustrative and attractive materials are 
developed in simple language. They are field tested with 
the potential users before mass production and extensively 
disseminated at the State/national /Regional and 
international levels. 

cHEtna networks with several ngos, gos, cbos, 
Media and individuals at the State, national, Regional and 
international levels to learn collectively, share information, 
ideas, experiences and resources. 

cHEtna engages and dialogues with the policy makers, 
planners and programme implementers using evidences 
generated through research and analysis; contributes 
in preparation of State, national and global policy 
documents; demonstrates innovative and appropriate 

programme implementation models. Regular engagement 
and dialogue with media is one of the key advocacy 
strategies.

Field interventions of cHEtna are primarily focussed 
in the states of gujarat and Rajasthan in india.  at the 
national level cHEtna focuses on policy formulation and 
programme planning especially effective implementation 
of national Rural Health Mission (nRHM), a flagship 
programme of the government of india. 

government of india recognised cHEtna as Regional 
Resource centre (cRRc) under the Reproductive and 
child Health (RcH) programme for the state of gujarat 
and union territories of dadra nagar Haveli and diu. 
The cRRc provides capacity building and mentoring 
support to 90 civil society organisations in all the 25 
districts of gujarat state. The main objective is to mobilise 
communities to enhance access to health services from the 
public health system for disadvantaged communities that 
are unserved by health services and other public facilities.

Danish Family Planning Association 
(DFPA)

Every sexual action should be free from coersion and 
disease, every pregnancy wanted, and every birth healthy 
- in denmark and in the rest of the World. This has 
been at heart of the work of the danish Family Planning 
association throughout the past 50 years.We work to 
create greater awareness on issues concerning sexuality, 
pregnancy, contraceptive methods and sexually transmitted 
diseases. We are committed to ensure that health and sex 
education are recognized worldwide as human rights, 
irrespective of age, gender, religion, marital or social status.

The danish Family Planning association also helps 
raising health standards and ensure easy access to 
affordable and safe contraceptive methods to improve 
people’s sexual well-being.

creating a world in which everybody can enjoy or 
excercise their full sexual and reproductive health and 
rights is vital for our work. This requires openness and 
knowledge about sexuality, and therefore we are advocates 
for free dialogue, tolerance and education. We believe that 
women should have the right to freely decide whether 
or when to have children. This entails access to safe 
contraceptive methods, knowledge and good counselling - 
elements that form natural part of all of the work strategies 
of the danish Family Planning association.

The danish Family Planning association is a private, 
non-governmental organisation (ngo) without religious 
or political affiliations. We work with associations and 
organisations within the sphere of sexual and reproductive 
health and rights. The danish Family Planning association 
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is member of the world’s leading family planning 
organsation, the international Planned Parenthood 
Federation, iPPF.

Asian-Pacific Resource and Research 
Centre for Women (ARROW)

aRRoW is committed to advocating and protecting 
women’s health needs and rights, particularly in the area of 
women’s sexual and reproductive health. We believe that 
good health and wellbeing and access to comprehensive 
and affordable gender-sensitive health services are 
fundamental human rights. 

aRRoW’s work will be done when:
• Health, reproductive health and population policies 

and programmes are re-oriented to become more 
accessible, affordable and comprehensive, and include a 
gender and rights approach; 

• The women’s movement and civil society become 
stronger and more effective in holding governments 
accountable to international commitments, influencing 
policy agendas on women’s health and rights, and 
gaining sustained representation in decision-making 
structures; and 

• Women’s health outcomes and women’s lives improve, 
especially for poor and marginalised women and girls, 
particularly in the area of sexual and reproductive 
health and rights (SRHR) and violence against women 
(vaW). 

aRRoW is a regional non-profit women’s ngo founded 
in 1993 by Rita Raj and Rashidah abdullah. its office is 
based in Kuala lumpur, Malaysia. 

• aRRoW’s affairs are handled by the Management 
team, led by the Executive director and assisted by an 
administration Manager and two Programme Managers. 

• aRRoW is governed by a board of directors, made up 
of five committed and experienced voluntary members 
and the Executive director. 

• The Programme advisory committee (Pac), 
composed of skilled and knowledgeable activists from 
the region, provides programme advice and direction.

• aRRoW’s programmes and activities are implemented 
by paid staff. There were 12 full-time staff positions at 
the end of 2006. 

• aRRoW also retained a number of consultants who 
contributed to specific projects and activities in 2006. 

as part of our crosscutting strategy for success, aRRoW 
relies on effective partnerships and collaborations. our 
partners are seen as integral to our structure, and capacity 
building with them—and of aRRoW itself—is seen as an 
important mechanism to facilitate effective participation. 
We believe in a united effort to make a difference in 
women’s lives, including their sexual and reproductive 
health.aRRoW’s programme strategies are:

• Production and dissemination of innovative materials 

for advocacy, policy and programme implementation; 
• Policy advocacy with governments and other key 

stakeholders backed by research-based monitoring of 
implementation of the 1994 international conference 
on Population and development and the 1995 Fourth 
World conference on Women; and

• capacity building of women’s ngos and strengthening 
the women’s movement.
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Regional Overview 

1
IntROductIOn 
 

the challenges of sexual and 
reproductive health and 
rights in South Asia are 
embedded within the complex 

matrix of poverty, disparities 
and traditionalism. In spite of 
considerable economic progress, 
South Asia also records some of the 
highest levels of absolute poverty in 
the world. Technological and material 
advancement have not enabled social 
change, especially in the area of 
gender norms. 

This stark reality comes home 
when looking closely at the issue of 
maternal mortality. South Asia is one 
of the regions in the world which 
has had a consistently high ratio of 
maternal mortality. In 2004, India 
(with an estimated 136,000 maternal 
deaths annually) and Pakistan (with 
an estimated 26,000 maternal deaths 
annually) were among the three 
countries, which experience the highest 
number of maternal deaths in the 
world according to the World Health 
Organisation. In that year, this region, 

overall, recorded a maternal mortality 
rate of approximately 500 per 100,000 
live births, which is among the highest 
in the world.

Although the millennium 
development goals call for a reduction 
of maternal mortality ratio by three 
quarters and the ICPD Programme for 
Action also call for a halving of the 1990 
maternal mortality levels by 2000 and 
a reduction to half of those levels by 
2015, South Asia does not seem to be 
on target to achieve all of these goals. 

The maternal mortality rates in the 
table below show the progress of the 
countries in the region towards these 
goals.

The ICPD Programme for Action also 
identified the areas of action in order to 
achieve this goal: 

• Narrowing disparities within 
countries between socio-economic, 
geographical and ethnic groups;

• Expanding the provision of 
maternal and child health services 
in the context of primary health;

• Increasing emphasis on the 
management of high risk 
pregnancies;

1... South Asia is one of the regions in the world which has had 
a consistently high ratio of maternal mortality...
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• Meeting nutritional needs of childbearing women;
• Dealing with the health impact of unsafe abortion and 

reducing the recourse to abortion through expanded 
and improved family planning services;

• Providing information on reproductive health 
services; including family planning services

• Encouraging men to share the responsibility for sexual 
and reproductive health.

  
There are many key reasons for the high rates of 

maternal mortality. One reason is the fact that a 
majority of childbirths are still attended by unskilled 
birth attendants. Another reason is that anemia is a 
widespread problem among women of reproductive age. 
A third reason is that abortion services and treatment 
for complications from abortion are prohibited because 
abortion laws are restrictive and abortion facilities are 
not easily accessible. Thus, women seeking abortion are 
often compelled to use the services of illegal, untrained 
providers and delay seeking treatment for abortion 
complications. It is estimated that nearly 7.2 million 
unsafe abortions take place in this region each year.1

bangladesh permits abortion only for saving the life 
of the woman and Pakistan, additionally, to preserve 
the health of the women. India, too does not recognise 
a ‘right to abortion’, but does provide for abortion for 
reasons such as failure of contraception, pregnancy as 
a consequence of rape and for eugenic reasons. Nepal, 
which hitherto, penalised women who opted for abortion 
with incarceration, now has one of the most liberal laws 
for permitting abortion.2  

A distinctive feature of South Asia’s young population 
is that they marry young: both boys and girls marry at 
a relatively young age and a large proportion of girls 
marry before they reach adulthood. Early marriage is 
followed by early childbirth, which poses a risk to the 
life of the mother and child. Moreover, the tradition of 
early marriage denies, particularly girls, the opportunity 
for education and gainful employment, which are crucial 
inputs for autonomy as well as for positive health-seeking 
behaviour. The gender divide is quite sharp in some 
respects, especially with reference to economic activity 
and higher education. South Asia is still far from the goal 
of achieving universal literacy as evidenced from youth 
literacy rates, which indicate that 30-45% of the youth 
(15-24 years) continue to be illiterate. Women continue 
to face obstacles in seeking employment, as can be seen 
by the fact that only about half as many women are 
engaged in paid work as compared to men While female 
employment is high in bangladesh and Nepal, where 
women workers were 76% and 67% of the total number 
of male workers, in India, there were only half as many 
women in the workforce as men. The proportion was 
lowest in Pakistan, where women workers were 44% as a 
percent of men workers.3

Consequently, women are dependent on their husbands 
and families, not merely for economic survival, but also 
for mobility and access to healthcare facilities. Seclusion 

and segregation based on gender is practiced widely 
in this region, either overtly through the tradition of 
purdah or more subtly through the exclusion of women 
from public spaces and institutions. These norms affect 
younger women more deeply, because these norms are 
quite consciously constructed in order to control women’s 
sexuality and rights. As a consequence, care seeking 
for illness, childbirth, contraception and abortion are 
all mediated by the husband and the marital family. In 
addition, South Asia’s version of patriarchy also shapes 
the behaviour and attitudes of other institutions other 
than the family, like educational and healthcare services, 
which further constrain women’s autonomy.

1.1 A critical analysis of the SRHR policies 
in the region

In general, all the countries have had a history of 
family welfare programmes, with a limited focus on 
MCH and family planning. Population control was a 
dominant concern in the entire region, which resulted 
in most of the countries having a tradition of population 
policies outlined. As part of the general development 
discourse of the 1950-80s era, controlling population 
growth was seen as a high priority concern. Most 
of the countries mentioned in this report have had 
national programmes for promoting family planning. 
Dependence on external aid was also a contributory 
factor in the thrust towards aggressive population control 
policies, which were considered as a necessity by the 
donor countries. However, this legacy was to prove a 
hindrance in the later years, when attempts were made 
to integrate these separate family planning services and 
institutions within the larger healthcare framework. The 
existence of separate departments, with separate funding, 
infrastructure and, most importantly, bureaucracy led to a 
vested interest in sustaining the independent existence of 
family planning programmes. 

The ICPD (1994) was a landmark event, which led 
to positive changes in national policies in almost all 
countries. There was a categorical consensus on the need 
to integrate the various components of reproductive 
health into a single entity. A perspective of rights (with 
its concomitant freedoms for people) was propounded to 
replace the target-oriented demographic approach.

In bangladesh, the Health and Population Sector 
Programme was instituted in 1997 and included 
integration of health and family welfare as well as 
decentralisation of Essential Package of services, and 
improvement of quality. However, as a lot of the efforts 
were devoted towards administrative and structural 
reorganisation, with little improvement in health 
indicators. Consequently, the programme was reorganised 
as Health, Nutrition and Population Sector Program 
(HNPSP). The second phase i.e. from 2003 to 2006 has 
seen a strategic policy shift that separates health and 
family planning services from an earlier effort to integrate 
them.
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In India, the family welfare programme was changed to 
the Reproductive and Child Health (RCH) programme, 
which has been implemented since 1997, which clearly 
states that reproductive health services are a right of 
people. The most important element of the programme 
was the integration of the MCH and family planning 
activities, alongwith some elements of treatment of 
Reproductive Tract infections and adolescent health. 
However, the most important objective of the RCH 1 was 
changing the perspective of the health system to view 
reproductive health holistically, rather than focussing 
narrowly on fertility reduction. While the policies 
changed substantially on paper, this process was, by 
and large, unsuccessful in changing mindsets, as can 
be evidenced in the return of coercive measures and 
incentives and disincentives in the population policies of 
several state governments. 

Nepal too was influenced by the ICPD. Efforts were 
made to integrate reproductive health in development, 
to improve access to quality reproductive health 
services, empower women, increase literacy status and 
promote higher levels of income. Adolescent sexual and 
reproductive health was also recently included in the 
reproductive health programme. In 2002, as a result of 
the sustained advocacy campaign of women’s groups, 
the law on abortion was changed. Prior to this, women 
in Nepal were incarcerated for abortion. Almost 20% of 
all imprisoned women in Nepal were either accused or 
convicted of attempting or conducting abortion. The 
parliament overwhelmingly voted to make abortion 
legal for any reason up to 12 weeks. Following this, the 
Department of Health Services has set up a task force 
to convert this legal right into a reality. This requires 
setting up standards for delivery of services, training of 
providers, registration and monitoring of services.4

    Pakistan’s population programme began in 1953 
and the first official population policy was introduced in 
the mid sixties. The program has been characterised by 
the demographic objectives of reducing the population 
and fertility growth rates. Initially it solely addressed 
women and failed in reaching its objectives. ICPD 
marked a turning point in the country’s approach to 
population, moving it from the narrow family planning 
framework to a more integrated health and reproductive 
health programme. The immediate impact was the 

modification of policy (Eight Five year Plan, 1993-1998). 
National Health, Population and HIv/AIDS policies 
were formulated (the latest in 2002, 2001, and 2000 
respectively), with emphasis on a broader-based RH 
approach, maternal and child health care, rural outreach 
and improved service delivery. greater coordination 
between the Ministry of Family Planning and Health 
ensued and joint designing of a Reproductive Health 
Package by the two ministries was undertaken.1

However, in the late 90s and 2000, there has been an 
increasing dependence on external aid for funding health 
programmes. Typically, this aid is targeted towards 
some disease or theme, which leads to distortions and 
fragmentation with the healthcare delivery system. For 
e.g. HIv/AIDS which receives substantial funding has 
remained, for the most part, separated from the RCH 
programmes, although the two issues are intrinsically 
linked. 

South Asia has also experienced considerable economic 
development (at least, in certain parts), which has in turn 
led to the development of a substantial private sector 
in health care. voluntary organisations and people’s 
movements have also been active and have had mixed 
results in influencing government policy. 

1.2 National and local budget allocations for 
SRHR

In all the countries surveyed, there is no specific budget 
allocation for reproductive health. There was also no 
information about funding allocation specifically for safe 
motherhood programmes.  The expenditure on health as 
a percent of gDP ranged from 2 to 6 %.  The lowest being 
in bangladesh and Pakistan and the highest in India and 
in Nepal. However, this statistic in itself is not indicative 
of either adequacy or effectiveness of healthcare 
provisioning. In all the countries, private expenditure on 
health far outstripped the government’s expenditure on 
health. 

1.3 Tables showing overall key development 
indicators for gender and health in South Asia

table 1
maternal mOrtality rates per 100,000 live births 

sOuth asia

Country 1995 (hDr)
(1980-92)

2000 (hDr)
(1990-98)

2007 (hDr)
(1990-2005)

national 
statistics

nepal 830 540 540 281a

pakistan 500 - 530 350b

bangladesh 600 440 320 322c

india 460 410 540 300d

Source: a: Nepal DHS 2006. b: Pakistan social and living standards measurement 2004-2005, c: Maternal Health Services and Maternal Mortality Survay 
2001 BDHS 2004, d: SRS 1997-2003 
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table 4
pakistan bangladesh india nepal

secondary enrolment for girls 19 47 40 43

secondary enrolment for boys 29 45 57 58

Gross enrolment ratio indicate the number of female students enrolled in a level in the education system per 100 females in the appropriate age group. They do 
not correct for individuals who are older than the level-appropriate age. 
Source: UNFPA, State of World Population 2003

table 5

FEMAlE ECONOMIC ACTIvITy (AgE 15 AND AbOvE)

bANglADESH INDIA NEPAl PAKISTAN

Total FWPR 66.5 42.5 56.9 36.7

year 2003 2003 2003 2003

As % Of Men 76 50 67 44

year 2003 2003 2003 2003

Source: Human Development Report; 2005

table 3 Youth Literacy Rate

yOuTH lITERACy RATE (10-24 years)
Figures in Percent

year 1980 1985 1990 2004

PAKISTAN 37.4 41.4 47.4 53.9

bANglADESH 35.7 38.4 42 49.7

INDIA 55.3 60 64.3 76.4

NEPAl  32.9 39.5 46.6 70.1

Source: http://globalis.gvu.unu.edu/indicator_detail.cfm?Country=PK&IndicatorID=41
Source: UN Common Database; Unesco 

table 2

gENDER DEvElOPMENT INDEX

bangladesh India Nepal Pakistan

gDI value 0.514 0.586 0.511 0.508

Rank 105 98 106 107

Source: Human Development Report 2005
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1.4 List of international and regional conventions and agreements that the sub region is party to that are 
related to SRHR.

Box 1

CONVENTIONS/
AGREEMENTS PAKISTAN INDIA BANGLADESH NEPAL

CeDaW (Convention on 
the elimination of all Forms 
of Discrimination against 
Women)

1996

Reservations:

“The Government of 
the islamic republic of 
pakistan declares that it 
does not consider itself 
bound by paragraph 
1 of article 29 of the 
Convention.” 

Declaration:

“The accession by [the] 
Government of the islamic 
republic of pakistan to the 
[said Convention] is subject 
to the provisions of the 
Constitution of the islamic 
republic of pakistan.”

1993

Reservations
article 29

Declarations:

“i) With regard to 
articles 5 (a) and 16 (1) 
of the Convention on the 
elimination of all Forms 
of Discrimination against 
Women, the Government 
of the republic of india 
declares that it shall 
abide by and ensure these 
provisions in conformity 
with its policy of non-
interference in the personal 
affairs of any Community 
without its initiative and 
consent.

“ii) With regard to article 
16 (2) of the Convention 
on the elimination of all 
Forms of Discrimination 
against Women, the 
Government of the 
republic of india declares 
that though in principle it 
fully supports the principle 
of compulsory registration 
of marriages, it is not 
practical in a vast country 
like india with its variety of 
customs, religions and level 
of literacy.”

1984

Reservations

The Government of 
the people’s republic 
of bangladesh does not 
consider as binding upon 
itself the provisions of 
article 2, [...] as they 
conflict with Sharia law 
based on holy Quran and 
sunna.”

1991
(no reservations)

Optional protocol for 
the Convention for 
elimination of all Forms 
of Discrimination against 
Women

not signed Not Signed Signed and Ratified 6 
September 2000

signed on 18 December 
2001, but not ratified
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CONVENTIONS/
AGREEMENTS PAKISTAN INDIA BANGLADESH NEPAL

Convention on the rights of 
the Child (Children’s rights 
Convention)

                 1990

1993
India
Declaration: 
“While fully subscribing to 
the objectives and purposes 
of the Convention, realising 
that certain of the rights 
of child, namely those 
pertaining to the economic, 
social and cultural rights 
can only be progressively 
implemented in the 
developing countries, 
subject to the extent of 
available resources and 
within the framework of 
international co-operation; 
recognizing that the child 
has to be protected from 
exploitation of all forms 
including economic 
exploitation; noting that 
for several reasons children 
of different ages do work 
in india; having prescribed 
minimum ages for 
employment in hazardous 
occupations and in certain 
other areas; having made 
regulatory provisions 
regarding hours and 
conditions of employment; 
and being aware that it is 
not practical immediately 
to prescribe minimum ages 
for admission to each and 
every area of employment 
in india - the Government 
of india undertakes 
to take measures to 
progressively implement 
the provisions of article 
32, particularly paragraph 
2 (a), in accordance with 
its national legislation 
and relevant international 
instruments to which it is a 
state party.” 

1990

Bangladesh
Reservations: 
“[The Government of 
bangladesh] ratifies 
the Convention with a 
reservation to article 14, 
paragraph 1. 
“also article 21 would apply 
subject to the existing 
laws and practices in 
bangladesh.” 

1990
(no reservations)

Optional protocols to the 
Convention on the rights of 
Child prostitution and Child 
pornography, and regarding 
Children in armed conflict 

         not ratified 2005 2002 2006

international Conference 
on population and 
Development

                 1994 1994 1994 1994
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2
the BuRden Of mAteRnAL mORtALItY 
And BARRIeRS tO SAfe mOtheRhOOd 

2.1 Extent of maternal mortality

m aternal mortality continues to be a very serious 
problem in the area. While it is difficult to 
estimate the trends in maternal mortality due 
to absence of reliable data, it is quite clear 

that the reduction in maternal mortality has been very 
marginal (Table 1). bangladesh, inspite of high levels of 
poverty and low development has, in fact, been able to 
make much better progress in this regard than the other 
countries in this region. given the fact that the age at 
marriage and first birth is very low in this region, the 
risk of maternal death continues to be high. Overall, the 
maternal mortality rate in this region in between 500-600  
deaths per 100,000 live births as of which year. 

2.2 Causes of maternal mortality

Maternal mortality is a complex phenomenon, influenced 
by a range of social, cultural and economic factors. A review 
of the causes of death reveals that direct causes such as 
post-partum hemorrhage, sepsis and abortion contribute 
significantly to maternal deaths. In India, the leading 
causes of death were hemorrhage, sepsis and abortion 
complications. Data from Nepal indicates a similar pattern 
with direct  causes accounting for 70% of all maternal 
deaths, of which post-partum  hemorrhage, obstructed 
labour, pre-eclampsia / eclampsia, puerperal sepsis, 
abortion complications and ante-partum hemorrhage 
were listed as causes of death. In bangladesh, the reported 
leading causes of death were hemorrhage (both ante-
partum and post-partum), eclampsia, obstructed or 
prologed labour and abortion complications. In Pakistan 
too, the reported leading causes of maternal death include 
hemorrhage, eclampsia, sepsis, obstructed labour and 

abortion complications. Nonetheless, it is important to 
remember that under-reporting of maternal deaths and the 
absence of an effective mechanism to collect information 
could mean that several deaths that result from indirect 
causes are not reported. There are few studies specifically 
conducted on this subject in this region. However, such 
studies do indicate that the indirect causes such as injury, 
violence and infections (especially malaria and T.b.) are 
responsible for a substantial number of deaths. Estimates 
from bangladesh suggest that 14% of pregnant women’s 
death as associated with injury and violence. Moreover, it 
is important to analyse the factors that can are responsible 
for the occurrence of maternal deaths. The absence of 
trained attendants at birth, lack of referral facilities and 
unavailability of emergency obstetric services are a common 
factor in all countries reviewed in this report. The data 
shows that only about 1/5th of the births in each of the 
countries was attended by a skilled attendant. (Table 6) Even 
in India, which has a much better infrastructure and long 
history of medical education, less than half the births are 
attended by skilled provider. 

CONVENTIONS/
AGREEMENTS PAKISTAN INDIA BANGLADESH NEPAL

beijing Declaration and 
platform For action

                 1995
para 97 & 232 (f ) relating 
to sexual and reproductive 
health issues1

1995 1995 1995.

united nations millennium 
Declaration                  2000 2000 2000 2000

saarC Convention on 
preventing and Combating 
trafficking in women and 
Children

                 2002 2002 2002 2002

table 6

skilleD attenDanCe at birth

bangladesh india nepal pakistan

9.5 34.2 7.4 18.8

year 1994a 1992-93b 1991a 1991a

13.2 42.3 18 23

2003-04c 1998-99b 2003-04d 2001a

Sources: a:World Development Indicators; National Family Health Survey 
1992-93, b: National Family Health Survey 1998-99. c: Bangladesh 
Demographic and Health Survey 2003-04. d: Nepal Demographic and Health 
Survey 2003-04

... While it is difficult to estimate the trends in maternal 
mortality due to absence of reliable data, it is quite clear that the 
reduction in maternal mortality has been very marginal...
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Quite predictably therefore, the rate of institutional 
delivery is low in all the countries. (Table 7) less than 
10 percent of the births in bangladesh and Nepal took 
place in institutions, whereas less than a quarter in 
Pakistan and about one third of the births in India were 
in institutions. While institutional delivery is not in itself 
a requisite for reducing risk of maternal mortality, in this 
region, it is an important indicator. Referral systems are 
weak, transportation (especially in remote areas) is often 
unavailable and there are several bureaucratic hurdles, 
which inhibit speedy hospitalization of women when they 
are in crisis. 

Apart from institutional delivery, antenatal and postnatal 
care plays an important part in influencing mortality and 
morbidity trends. In this region, we find that less than 
half the women receive any antenatal care from a trained 
provider. Moreover, the pattern of antenatal reveals strong 
co-relations with the class and demographic background 
of women. Women experiencing a first pregnancy are 
more likely to receive care as compared to women with 
later births. urban women are much more likely to receive 
antenatal care as compared to rural women and well-to-do 
women are much more likely to receive care than poorer 
women. literate vs. non literatre While emergency obstetric 
care is an important factor in preventing maternal mortality, 
access to antenatal care can help to pre-empt problems that 
could put women’s lives at risk and it also contributes to 
better maternal health. (See Table 8)

The South Asian region has had a long history of state 
run family planning programmes. India, Pakistan and  
bangladesh had initiated family planning programmes in 
the 1950s. While the programmes have had mixed success, 
they have often had the tendency to lapse into a web of 

incentives and disincentives in order to aggressively promote 
family limitation. Following the ICPD Cairo Conference, 
there was official repudiation of any kind of coercive 
measures to promote family planning, the focus shifting 
towards comprehensive reproductive health. It has also been 
the experience of the region that fertility decline is very 
closely linked to women’s development. Thus, intra-country 
comparisons do show co-relation with education and class.  
The fertility was recorded to be highest in Pakistan, although 
as noted before, the teenaged pregnancies are relatively less 
common there and the age at first birth is higher. However, 
even in Pakistan, the fertility rate has shown considerable 
decline from the very high levels prevailing before the 
nineties. The fertility rate was lowest in India, having 
declined to less than 3. bangladesh was not far behind.   

The accessibility of the family planning programme is 
measured through the contraceptive prevalence rate, which 
has a established link to decline in fertility. However, these 
figures indicate that less than half of the couples in the 
reproductive age are using contraception. Most studies 
indicate that knowledge about contraception is quite high 
in the region. However, the constraints on use are related to 
unavailability, unsuitability and the unhelpful attitude of the 
healthcare providers, and attitudes towards young people 
using contraception (in particular those yet to have children 
or sons).  (See Table 9)

table 7
INSTITuTIONAL DELIVERy 

(AS PERCENT Of ALL LIVE BIRTHS)

bangladesh india nepal pakistan

25.5 15
year 1992-93 1990-91

source nFhs iCpD report 

4.1 33.6
year 1996-97 1998-99

source bDhs nFhs –2 

7.6
year 1999-2000

source

9.3 9.6 23
year 2004 2003-04 2004

source Dhs

Sources; Nepal Demographic and Health Survey 2003-04
National Family Health Survey 1992-93
 National Family Health Survey 1998-99
 Pakistan ICPD Report

table 8

% OF WOmen reCeivinG antenatal Care (any visit)

bangladesh india nepal pakistan

39 49.2 25.5

1999-00
World health 
report; 2005

1992-93
nFhs

1990-91
pakistan Family 
health survey

26.3 48.6 36

1996-97
bDhs

2001
nDhs

1996-97
WOrlD 
health 
repOrt

33.4 65 49

1999-00
bDhs

1998-99
nFhs

2001
WOrlD 
health 
repOrt

48.7

2004
bDhs

Sources: Sources; Nepal Demographic and Health Survey 2003-04
 National Family Health Survey 1992-93
 National Family Health Survey 1998-99

 World Health Report
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One of the most important influences on fertility is the 
perception of child survival. being uncertain about the 
survival of their offspring is an important reason for couples 
articulating a need to have more children. 

2.3 Policy environment in South Asia

While there is a widespread recognition that safe 
motherhood is an important and urgent need, there 
is a lack of a coordinated effort to meet the challenge. 
In bangladesh, in recent years, considerable progress 
has been made in reducing maternal mortality and 
morbidity, a maternal health strategy was formulated in 
2001, which included the elements of antenatal care, safe 
delivery with provision of emergency obstetric services, 
neonatal care, postnatal care, prevention of unsafe 
abortion and management of complications and family 
planning services.  In August 2000, the government has 
approved a new National Health Policy, which foresaw 
the development of a modern, client responsive, efficient 
health service involving non governmental and as well as 
government providers. However, despite having a good 
policy, the implementation of the policy recommendations 
is found to be lacking, which gives rise to the high number 
of maternal deaths. In India, all matters related to SHRH 
are covered by the National Population Policy, the latest of 
which was formulated in 2000. In terms of implementation, 
the RCH (Reproductive and Child Health) Programme is 
the key medium for improving maternal health. Currently, 
it is in its second phase. Recently, the National Rural Health 
Mission has been launched to cover the least developed 
districts of the country and improve the health situation. 
The Policy has set long-term and short-term goals, 
including the reduction of maternal mortality rate to 100 
per 100,000 live births by 2010. In keeping with the times, 
the policy highlights the increasing role of the private 
health sector in secondary and tertiary level care and 
speaks of the need for statutory licensing, regulation and 
monitoring to ensure minimum but adequate standards 
of diagnostic centers. However, in practice, there is no 
comprehensive provision of services for maternal health 
and ad hoc measures are the norm. Thus, a pregnant 
women receives medical care through health services run 
by the department of health, nutrition supplementation 
is the task of the ICDS programme, which is run by the 
women and child development department, whereas the 
monetary benefit (which is quite minimal and linked to 
several conditionalities) is usually disbursed by the district 
administration. Ironically, this scheme deliberately leaves 
out the most vulnerable mothers, those under the age of 

19 years and those who already have three children are 
ineligible. 

In Pakistan, there is no specific RH and SRH policy. In 
1998-99, the Ministry of Health and Ministry of Population 
Welfare jointly introduced the RH package that comprises 
of nine components including STIs/RTIs, reproductive 
cancer, male involvement, gender equity and equality, 
prevention and treatment for HIv/AIDS, Maternal 
and neonatal health, and EmOC. However, for sexually 
transmitted illnesses, RR and SR remain unaddressed in the 
RH Package.

Pakistan’s Ninth Five year Plan (1998-2003) focuses on 
rural outreach and improved service delivery in a broader 
reproductive health approach with emphasis on mother and 
childcare as its stated objective. 

In Nepal too, there is no specific policy on sexual 
and reproductive health. The policies and programmes 
developed by the government for safe motherhood, 
family planning, young people, abortion, and so on are 
fundamentally need-based and service-oriented. As with the 
other countries in the region, these policies do not integrate 
a human rights perspective and therefore fail to address 
the socio-economic, socio-cultural and socio-political 
factors that are at the root of high maternal mortality and 
morbidity. 

This lack of perspective is most apparent when we 
consider the fact that all these countries have been unable 
to create the enabling conditions for good maternal health. 
For example, all the countries have enacted a minimum 
age at marriage for women as well as men. However, large 
proportions of young people (especially young women) are 
actually married below that age. 

The policy towards abortion in most of these countries 
is liberal in word, but restrictive in practice. India has quite 
a liberal law vis-à-vis abortion, allowing women to seek 
abortion services even for contraception failure. Although 
bangladesh has a restrictive policy on abortion, menstrual 
regulation is widely practiced. Nepal has the most liberal 
law on abortion but this has only been of recent. However, 
the general picture reveals that safe and legal abortions were 
generally inaccessible to women in these countries, forcing 
them to seek services from untrained providers at the risk of 
their health. 

2.4 Provision of services

The situation with regard to provision of services was 
varied in the region. None of the countries reviewed 
provided healthcare services as a right. Also, none of the 
countries had a system of comprehensive social insurance. 
The state was the largest provider of free or subsidised 
health services, along with voluntary organisations. The 
development of the healthcare system was quite ad-hoc, 
especially in countries dependent largely on external aid 
for funding. Existing social disparities were more or less 
replicated within the health system, with poorer classes 
and regions having less access. The most developed health 
system was in India, which has a huge network of primary 

table 9

COntraCeptive prevalenCe rate

bangladesh india nepal pakistan
54 47 39 28

Source: World Development Indicators 2003
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care centres and referral centres. It also had a large pool 
of trained medical personnel. However, inspite of this, the 
quality of services was poor and there were problems of 
accessibility. Rampant absenteeism, vacancies and shortage 
of drugs and equipment plagued the system. A similar 
situation was to be found in Pakistan, although here the 
physical infrastructure was more limited. Nonetheless the 
problems cited above were an important obstacle in the 
delivery of care. In both these countries, there was a highly 
developed private sector, which provided a substantial 
proportion of first contact care. In both these countries, 
rural-urban differentials were quite large. The ratio of 
doctors to population in rural areas is six times lower 
than that of urban areas in India5. The largely elite medical 
fraternity is reluctant to work in rural areas. Services were 
understaffed and underfunded, resulting in poor quality 
services. While even the situation of antenatal care is 
itself far from satisfactory, delivery, post-partum care and 
abortion services, which require 24 hour care (emergency 
obstetric care) was largely unavailable in the rural areas. 
The health system was relatively less developed in Nepal, 
with less than half of the required centres being able to 
provide comprehensive emergency obstetric care and 
less than 1/10th of the required centres being equipped to 
provide basic emergency obstetric services.  Moreover, 
the hilly terrain of large parts of Nepal and current 
environment of conflict put more obstacles in the way of 
accessing emergency care during childbirth. The absence 
of effective local government also meant that execution 
of plans and implementation of programmes was affected 
deeply. This created a complex matrix of issues within the 
health sector; including lack of resources, poor quality and 
badly maintained buildings, insufficient and inappropriate 
staffing, lack of professional support for staff, vicious cycle 
of low staff morale and poor quality of care, and mis-
management. 

bangladesh had a much more developed healthcare 
system inspite of its poverty and low development status. 
This is partly due to the presence of large voluntary 
organisations which have created a healthcare system 
parallel to the government. Considering the high number 
of maternal death in 3rd trimester the government has put 
special emphasis on Emergency Obstetric Care (EmOC). 
The goal is to provide basic emergency obstetric care in 
all centres at the Primary and Secondary Care level and 
comprehensive emergency obstetric care at all hospitals at 
the district level. More than half the district hospitals and 
all the teaching hospitals in the country were providing 
comprehensive emergency obstetric care services. Of 
the institutional deliveries, 64.62 % are conducted by 
government facilities and the rest by private clinics The 
private clinics providing comprehensive EmOC services 
on payment are highly concentrated in big cities of four 
divisions: Dhaka, Chittagong, Rajshahi and Khulna.  

With support from uNFPA, uNICEF and AMDD, the 
government has increased the number of functioning 
comprehensive EmOC facility from 45 in 2000 to 70 in 
2002. It also has been installed and incorporated life saving 

equipment, as well as standardised list of EmOC equipment 
and supplies in uHC and district hospitals on pilot basis.

 
2.5 Recommendations 

Recommendations were largely related to four aspects 
– law and policy formulation, service provision, community 
mobilisation and research and documentation. 

As regard law and policy formulations, the 
recommendations were that an awareness of the importance 
of SRHR issues should be built among policy-makers and 
bureaucrats. In all the countries, the lax implementation of 
social legislations (such as those relating to child marriage) 
was the norm and needed to be addressed. Moreover, 
regulations and laws were required for improving access 
to services and regulating their quality  (for e.g. rules 
enforcing minimum standards of care for certain medical 
procedures). A clear area where more progressive legislation 
was required was in the area of abortion, which was either 
entirely illegal or available under very restrictive conditions. 
Other protective legislations, such as Maternity benefit, 
were rendered more or less irrelevant due to the existing 
economic conditions, where the vast majority of women 
workers were in the unorganised sector. Hence, it was 
important to introduce more comprehensive measures, 
which would ensure universal coverage. In terms of policy, 
the recommendations were that it should have a clear 
rights-based approach, outlining the rights of the  people 
and the obligations of the state, which would help to end the 
ad-hocism with which programmes were currently being 
implemented. Policy should also take into specific regional 
differences and plans should be formulated in accordance to 
their specific needs. 

In terms of service provision, reforms were recommended 
at both the primary care and emergency care levels. It 
was recommended that the coverage of the public health 
measures be increased by including traditional birth 
attendants and unqualified practitioners, who are currently 
providing a large proportion of the first contact care in the 
rural areas. It was recommended that greater emphasis 
should be placed on preventive measures contributing to 
better maternal health – through greater health education 
and information dissemination as well as better nutrition 
for mothers and infants. At the same time, up gradation of 
secondary and tertiary care facilities was recommended to 
provide effective emergency obstetric care. This required 
ensuring 24 hour availability of staff, special training 
to staff to deal with emergencies, make provisions for 
equipment, drugs and other supplies, e.g. blood. Moreover, 
greater monitoring and public accountability of services 
was recommended – to root out malpractices such as 
absenteeism and illegal private practice, corruption and 
pilferage from the public healthcare system as well as the 
private sector.    

More active mobilisation of the community was seen 
as necessary to increase awareness about the problem 
of maternal morbidity and mortality. greater public 
monitoring of health services would improve quality and 
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access of services. both public action and social action 
were seen as being necessary - in the form of setting up 
of effective redressal mechanisms and at the same time, 
action against providers indulging in malpractice as well as 
provoking greater public debate on the issue through the 
use of media and the arts. 

Finally, greater emphasis on research, both into the 
exploration of the issue (its epidemiological and social 
aspects) as well as evaluation of interventions was 
recommended. It was noted that up-to-date and complete  
information on maternal deaths was woefully lacking and 
presented an important problem is assessing the situation 
and planning of interventions. Regular review and social 
audit of maternal deaths would deepen understanding about 
maternal mortality and morbidity. 

 3
chALLengeS tO meetIng YOung 
peOpLe’S heALth needS 

3.1 Situational analysis with facts and figures

A s with many countries, which have only recently 
undergone demographic transition, the countries 
being reviewed have a largely young population. 
about one third of the entire population is in 

the age group between 10-24 years. about 23% of the 
population in each of the countries is adolescent.

South Asia clearly has a very low age at marriage of 
both girls and boys. Although legislation exists in all the 
countries, stipulating a minimum age at marriage, several 
adolescents (especially girls) are married before they attain 
adulthood. The latest available statistics for the minimum 
age at marriage shows that the mean age at marriage is 
particularly low in Nepal and bangladesh. According to the 
bangladesh Demographic Health Survey 2004, more than 
half of all women aged 20-49 years of age were married 
before their 15th birthday. While girls are married early, 
there is also a considerable age gap between the spouses. The 
law itself sometimes stipulates different minimum legal ages 
at marriage (without the consent of parents) for girls and 
boys: 18 for girls and 21 for boys in India and bangladesh; 
16 for girls and 18 for boys in Pakistan; and 20 for both 
boys and girls in Nepal. In contrast to the other countries, 
Pakistan has a much higher age at marriage, with the mean 
age at marriage being 22.1 years for girls. Early marriage has 
several implications for girls. It curtails the opportunities 
for higher education, the experience of employment and 
restricts personal freedom. Early marriage is usually followed 
by early pregnancy. This is particularly so, in view of the 
fact that boys are generally older than girls at the time of 
marriage and sexual activity is initiated almost immediately, 
often at the behest of the male partner.   

The age at first pregnancy in the region was around 
18-19 years of age. Again, the exception being Pakistan, 
which reported that the median age at first pregnancy 

for women between 25-45 years was 21.3 years. Each of 
the other countries reported that one third to one fifth of  
teenage girls had already experienced a pregnancy. Early 
pregnancy poses several risks for women. Apart from the 
risk of higher infant and maternal mortality, young women 
have very little control over their sexuality. They are unable 
to use contraception, and also access healthcare in case 
of problems. Moreover, they are emotionally unprepared 
for motherhood, which is thrust upon them. Thus, early 
childbearing has significant health and social consequences 
for women.

While the use of contraception is rising in all these 
countries, among the young married, the use among young 
married women is very limited, which is demonstrated by 
the fertility rate among adolescents. (See Table 11)

It is widely believed that the expansion of basic 
education raises the age at marriage at the societal level. 
by making education universal and compulsory, the 
social norm related to the ideal age at marriage can be 
changed.  However, we find that the achievement in terms 
of even spreading literacy among the youth has been very 
disappointing. (Table 2) While nearly half of the youth in 
bangladesh were illiterate, even in India, nearly one fourth 
of the youth population was illiterate. Moreover, there 
existed considerable disparity between the genders, with the 
expansion of literacy being much more rapid among males 
than females. 

The lack of access to education itself constitutes a 
violation of human rights because it limits the opportunities 
for self-development and reduces the girls’ ability to control 

table 10

aDOlesCent pOpulatiOn (10-19 years) as prOpOrtiOn OF 
tOtal pOpulatiOn

bangladesh india nepal pakistan

23.62 22.8 23.54 22.7 

year
source

2001
Census

2001
Census

2001
Census

1998
Census

yOuth pOpulatiOn (10-24 years) as prOpOrtiOn OF the 
tOtal pOpulatiOn

32.49 30 30.9 

year
source

2001
Census

2001
Census

1996
nDhs

... About one third of the entire population is in the age group 
between 10-24 years...

table 11

births per 1000 (15-19 years)

bangladesh india nepal pakistan

119 98 109 60

Source: world Development Indicators 2003
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various aspects of their lives. Illiteracy reduces freedom 
for girls, compelling them to be dependent on others for 
fulfilling their needs, as they are unable (or presumed to be 
unable) to make decisions for themselves. Moreover, inspite 
of the growth of the electronic media, literacy is also an 
important determinant of access to information on health 
and sexuality. Schooling itself is an important component of 
this because it provides the opportunity to access scientific 
information about health (within the limits imposed by 
state policy) from reliable sources such as teachers and 
textbooks. The peer group of those who are in school is 
also likely to be more progressive than those who are not. 
Although, data from the uN common database indicates 
that even among the girls currently between 6-14 years, 
schooling is far from being the norm. 

3.2 Maternal health and maternal mortality among 
young people

Information on the use of maternal health services by 
adolescents reveals that there are large gaps in information 
and access. A study in Pakistan revealed that a large portion 
of the married female adolescents are unaware of the need 
for antenatal checkup, post natal care services, number 
of tetanus toxoid doses required for first pregnancy and 
through out life, emergency preparedness for delivery, and 
danger of performing abortion by untrained person. 

Similarly, the findings of a study in Nepal conducted by 
the Eu/uNFPA and uPSu/valley Research group in 2004 
on Knowledge, Attitude and behavior on SRH of adolescent 
and youth in 19 districts revealed that young people do not 
have adequate knowledge on menstruation cycle, first sex 
and its consequences and pregnancy. Only 17% had correct 
knowledge about SRH, more males (23%) than females 
(13%).6

Maternal mortality as well as infant mortality is 
significantly higher among young mothers than women of 
20-29 years because of their biological susceptibility as well 
as the lack of adequate social support mechanism.7 The 
demographic and health survey in Nepal (2001) reports that 
the infant mortality rate among children born to mother 
under 20 years of age was 134 per 1000 live births (for a ten 
year period preceding the survey) as compared to 98 for 
women between 20 and 29 years. Such differentials are also 
seen in the other countries in the region. The demographic 
health surveys report that there is no difference in the 
extent of care provided to adolescent women during 
pregnancy (15-19 years) as compared to older women. 
Similarly, their access to institutional delivery and trained 
attendance at birth is also similar. In fact, meta-analysis of 
demographic health survey data worldwide even indicates 
that adolescents are less likely to receive care during 
childbearing than older women.  

3.3 Policy environment in South Asia

The realisation that adolescents and young people have 

special health needs and constitute a specific group is very 
recent. Moreover, policy making in this region has yet to 
integrate this new understanding. generally, adolescent 
girls  are treated as a sub set of women and the maternal 
health and reproductive programmes. Adolescent boys and 
male youth are absent from policy. generally, the concern 
for adolescents is limited to a statement of the intention 
of addressing their problems, which is not necessarily 
accompanied with the provision of actual services. In many 
countries, policies related to education, employment and 
vocational training are often divorced completely from 
health and population policies. Thus, the various linkages 
between socio-economic development and better health are 
not taken into account.

In view of this, most policies related to adolescent 
or youth health are primarily focussed on information 
provision. 

3.4 Provision of services 

As stated above, service provision to adolescents is 
primarily focussed on imparting information and even 
this is mainly focussed on married adolescents. However, 
the actual problems even in imparting information are 
considerable. Firstly, policy-makers and educationists are, 
in general, reluctant to address issues related to sexuality 
and reproductive health in education curriculum. Several 
studies reveal that even when particular subjects and 
modules are incorporated in the curriculum, teachers are 
ill-equipped, reluctant and embarrassed to deal with the 
subject matter in the schools. A study in Nepal reports that 
the public school teachers responded that they were not 
able to teach the subject because the students were from 
the same community and they felt embarrassed; the girl 
students abstained from those classes because the public 
schools are co-education schools; the teachers have had 
no training and there was no monitoring of teachers doing 
this job. Moreover, such programmes do not even reach the 
large majority of adolescents, who are outside the formal 
education network. NgOs have tried to bridge the gap, by 
providing community based or non-institutional services. 
For example, in Pakistan, the Family Planning Association 
of Pakistan has been involved in work with youth for 
several years, and currently conducts a girl Child project in 
addition to its work with male youth under which it offers 
guidance to adolescent girls, life skills training and RH 
education.

In most instances, sex or health education is provided 
in the context of HIv/AIDS programmes, which focus 
primarily on risk reduction and are not necessarily adequate 
to provide detailed and culture-specific information on 
sexuality. The few service-based interventions include the 
provision of iron supplementation through the integrated 
child development service (ICDS) in India, as well as the 
establishment of adolescent friendly clinics and hospitals 
in which country.  However, the latter are largely small 
demonstration experiments, which do not cover any 
significant part of the population. One of the primary 
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challenges of providing services to adolescents is to select 
the most appropriate way to reach the huge number of 
adolescents and youth to provide them with reproductive 
health services due to the wide diversity in their social and 
cultural situations (married and unmarried, school-going 
and non school-going, rural and urban). The large majority 
of adolescents seek services (in whatever limited way that 
they are able to) from the general health system. Hence, it 
is very important to orient these services to be sensitive to 
the specific needs of the adolescents. In the absence of such 
services, it has been observed that adolescents seek care 
from unqualified providers. 

3.5 Recommendations

In all countries, the concern for adolescents’ health issues 
does not have a rights-based focus. They do not take into 
account their specific needs and ensure that they have a 
voice in such initiatives. It is important to link specific 
programmes for reproductive health with other initiatives 
(related to education, employment, etc.) which are working 
for their overall development. More research needs to be 
conducted in this area to understand the specific problems 
of the adolescents and young people and devise appropriate 
strategies for delivering services to them . 

Especially, health services providers and institutions 
need to be trained to be sensitive to the needs and rights 
of the adolescents and youth. Particularly, with relation 
to issues perceived to be moral problems, (pre-marital 
sex, abortion, contraception, STIs), providers need to be 
trained and sensitized to be sensitive to the adolescents. 
More participation of young people is required to ensure 
that services for them are appropriate, effective and 
empowering. Particular attention must be paid to the 
needs of those adolescents, who belong to the marginalised 
groups. 

4
ASSeSSIng the ImpAct Of heALth 
SectOR RefORmS On WOmen’S heALth 
And RIghtS 

I mproving efficiency and service coverage as well 
as recovering costs has been a dominant thrust in 
healthcare reform process in this region. However, 
this is not to deny that there is an urgent need to 

reorganise services in order to improve both access and 
quality of care. Some common features of supply side 
reforms in these countries include decentralisation, 
private-public partnerships,  use of cost-effectiveness 
for priority setting, targeted interventions, streamlining 
management and reducing bureaucratic hurdles. In 
some countries, attempts were made to unify family 
planning services and general health services. Efforts 
were also made to devolve powers (for taking find-
allocation decision, procuring equipment and supplies, 

etc) to institutions at the district level- either the local 
governance institutions (Pakistan, Nepal, a few states 
in India) or district level administration (most states of 
India, bangladesh).  Funding for specific programmes has 
increased due to inputs from multilateral and bilateral 
agencies. However, the impact of vertical funding on the 
public health sector needs to be closely monitored and 
evaluated.   

There is some early evidence (from Rajasthan, India) 
that the imposition of user charges and, particularly, in the 
case of obstetric care, the use of disincentives have had 
particularly adverse effects. An important change has been 
the recognition of the need for community involvement in 
the planning process. Thus, a process of developing local 
plans prior to central plan formation has been instituted. 
The success of this process has been variable depending on 
the level of community awareness, effective lobbying and 
the participation of advocacy groups.

In bangladesh, it was noted that in the first phase of 
health sector reforms, a substantial amount of project aid 
was spent for consultancy services.

In Nepal, it was noted that within the health sector 
reform process there were large gaps with regards to 
services for young people and services to deal with violence 
against women.

4.1 An analysis of budget allocations 

The data on health expenditure indicates that health 
forms a very small part of the total economy. Information 
for 1998-2002 shows that there has been no significant 
change in the health sector as a proportion of the total gDP. 
(See Table 12)

However, it is quite clear that each of the countries 

allocates 3-7 percent of the total government outlay for 
health. (See Table 13)

Another important question relates to the sustainability of 
health finance allocation. If a substantial part of the increase 
(in real terms) in health expenditure is on account of grants 
received from external agencies for specific programmes 
on the basis of the health sector reform process, is this 
sustainable in the long run?

... the success of this process has been variable depending on 
the level of community awareness, effective lobbying and the 
participation of advocacy groups...

table 12

health as % OF GDp

1998 1999 2000 2001 2002
bangladesh 3.1 3.2 3.2 3.2 3.1

india 5.2 5.7 6.3 6.1 6.1
nepal 5.1 4.8 4.7 4.9 5.2

pakistan 3.5 3.6 3.3 3.2 3.2

Source: The World Health Report; 2005; ‘Making every Mother and Child 
Count’; World Health Organisation; 2005
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4.2 Impact on SRHR service provision 

Since the health sector reform process is still in its early 
stages in the four countries, the full impact of the process 
cannot be fully gauged. The process seems to have had 
noticeable difficulties in both bangladesh and India. For 
example in bangladesh, the series of reform initiatives 
undertaken had limited success due to different factors. 
Some of these limitations are as follows:

• There was recognition of the need for, and 
commitment in principle, to the importance of 
gender equity in health sector programmes. but 
implementation of policies and plans was limited 
due to weak institutional mechanisms, capacity 
building initiatives and leadership.  

• Overall, public spending on health has remained 
low and scarcity of resources remained. At the 
same time, HPSP could not disburse all the funds 
available. In this regard, delayed World bank fund 
disbursement mechanism was acute. 

• Development partners’ coordination, even though 
improved, remained too much World bank-
dominated.

• Ineffective unification, long-lasting conflicts 
between FP and Health cadres, inefficient efforts 
on management information system (MIS), bCC, 
procurement of medicine and logistics, hospital 
improvement initiative, planning process, halting 
of satellite clinics and home visitation have 
resulted in curving down the quantity and quality 
of RHservices rendering from different tiers of the 
health service delivery chain. 

• Insufficient attention has been paid to the supply 
side barriers faced by the vulnerable population. 
These are: unofficial fees, erratic drug supplies, 
absenteeism, and negative attitude of the service 
providers. 

• Social marketing initiatives have mainly 
concentrated on promotion of contraception and 
condoms, and not on comprehensive maternal 
health or youth SRH services.

• The weak decentralisation process has severely 
endangered the local health services. In 
conservative areas, decentralisation can even be 
counter-productive.

• It allowed cost recovery by local governments and 
explored cost-recovery for public services.

table 13

GOvt. health exp as % OF tOtal GOvt. expenDiture

1998 1999 2000 2001 2002
bangladesh 5.4 4.7 4.3 4.7 4.4

india 5.2 4.8 4.6 4.4 4.4
nepal 7 5.9 5.6 6.2 7.5

pakistan 4.2 3.7 3.3 3.5 3.2

Source: The World Health Report; 2005; ‘Making every Mother and Child 
Count’; World Health Organisation; 2005

table 14 

pOpulatiOn anD DevelOpment & eCOnOmiC-sOCial-
Cultural-pOlitiCal COntext.

inDiCatOrs-banGlaDesh

indicator 1995 2000 2007

Gross Domestic product 
per Capita 1,230 1.361 2,053

total expenditure on 
health as percentage of 

GDp
3 3.1 3.1

General sector exp. on 
health as percentage of 
total health expenditure

31.6 26.5 36.8

private sector exp. on 
health as percentage of 
total health expenditure

68.4 73.5 63.2

table 15 

pOpulatiOn anD DevelOpment & eCOnOmiC-sOCial-
Cultural-pOlitiCal COntext.

inDiCatOrs-inDia

indicator 1995 2000 2005/08

Gross Domestic product 
per Capita 1,230 2.077 3.452

total expenditure on 
health as percentage of 

GDp
4.1 4.3 4.9

General sector exp. on 
health as percentage of 
total health expenditure

26.3 22.2 19.6

private sector exp. on 
health as percentage of 
total health expenditure

73.7 77.8 80.4
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 On the other hand, in Pakistan, the early, general, 
impression is that devolution has resulted in resources 
being better utilised and both services and access to services 
has improved in some areas. There still needs to be close 
monitoring to evaluate the results of the health sector 
reform process.

   
4.4 Impact on women and young people’s access to 
services 

In most countries, improving access of services to women 
and young people has been a stated objective of the reforms 
process. The thrust towards strengthening primary care 
services has led to improvements in access in specific 
areas such as family planning services and immunisation. 
However, regional differences are observed even with 
respect to such programmes. There has been considerably 
less success in improving access to more capital intensive 
services such as emergency obstetric care, institutional 
delivery and safe abortion. 

In the case of young people, as stated earlier, the service 
provisioning has been largely in terms of information 
sharing, primarily through HIv/AIDS control programmes. 
RH services are limited to specific measures, for e.g. the 
supplementation of iron-folic acid for girls in India. There is 
no holistic programme for providing healthcare, counseling 
and education to young people through the formal health 
system. In particular, there are gaps in provision of sexual 
health services for boys and girls, information and resources 
for birth spacing for young married adolescents, abortion 
services and prevention of HIv/AIDS.  

5
gendeR And SOcIO-cuLtuRAL 
OBStAcLeS tO ImpROvIng SRhR In 
SOuth ASIA 

5.1 Cultural factors

the countries being reviewed in the South Asian 
region have a different socio-political context, 
but are culturally quite closely linked. gender 
discrimination is a universal phenomenon, which 

takes different cultural forms. In this region, particularly, 
it takes the form of son preference and, in some cases, 
neglect of daughters. It would be fallacious to regard 
this kind of society as being uniformly and unchangingly 
hostile to the welfare of women. However, it is true 
that several traditional practices which severely limit 
women’s freedom and opportunities continue to prevail. 
Segregation based on sex is prevalent in different forms 
in the region. While in the Muslim countries, it takes the 
overt form of purdah (veiling), it also exists in the non-
Muslim regions in different forms, in particular amongst 
the upper caste Hindus. Thus, it should be properly 
regarded as a cultural, rather than religious tradition. 

gender discrimination is a universal phenomenon, which takes 
different cultural forms.

table 16 

pOpulatiOn anD DevelOpment & eCOnOmiC-sOCial-
Cultural-pOlitiCal COntext.

inDiCatOrs-nepal

indicator 1995 2000 2005/08

Gross Domestic product 
per Capita - 1,157 1,550

total expenditure on 
health as percentage of 

GDp
5.3 5.4 5.7

Generals ector exp. on 
health as percentage of 
total health expenditure

26.5 24.9 30.5

private sector exp. on 
health as percentage of 
total health expenditure

73.5 75.1 69.5

table 17 

pOpulatiOn anD DevelOpment & eCOnOmiC-sOCial-
Cultural-pOlitiCal COntext.

inDiCatOrs-pakistan

indicator 1995 2000 2005/08

Gross Domestic product 
per Capita 2,890 1,715 2,370

total expenditure on 
health as percentage of 

GDp
2.4 2.5 2.0

General sector exp. on 
health as percentage of 
total health expenditure

26.3 20.0 16.44

private sector exp. on 
health as percentage of 
total health expenditure

73.7 80.0 83.6
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This kind of social system has several consequences 
for women. Firstly, it limits the opportunity for schooling 
for adolescent girls in the absence of girls-only schools. 
While many girls are taken out of school, those who 
continue face discouragement and discrimination because 
of their smaller numbers. Moreover, segregation usually 
limits women’s opportunities to go into public spaces and 
institutions. Segregation may impede women from seeking 
employment and proscribe the type of employment they 
seek. Segregation also affects the way in women seek and 
access healthcare and service providers.  

Women are also fairly unequal within their households. 
This results in discriminatory practice in the distribution of 
food, low expenditure on women and girls’ personal needs, 
and the lack of bargaining power within the household. 
As a consequence, health needs of women are often 
left unattended due to the fact that they are not valued 
members of the household. However, it is also important 
to remember that poverty is a very important underlying 
factor, which is at the root of women’s ill-health and lack of 
access to care. 

Apart from the structural problems of patriarchy and 
poverty, there are also specific taboos, cultural practices 
and beliefs that are particularly harmful to women. For 
e.g. the restrictions of food, which are practiced during 
menstruation, pregnancy and lactation, often lead to under-
nourishment. Women’s reproductive needs in particular 
get neglected because of a strong taboo on discussing any 
matter related to sexuality or reproduction. Thus, girls and 
women do not reveal even menstrual problems, when they 
visit a doctor or a health worker. Other problems related to 
pregnancy, breast-feeding, sexual health and menopause are 
much more difficult to discuss, even though they may be 
posing life-threatening risk. This problem is compounded 
by the unavailability of female staff at the healthcare 
facilities. 

5.2 The role of religious factions

In many of the countries being reviewed, there is a 
dual legal system. There is the constitutional law, which 
is the result of the modern process of state building, the 
customary/personal law, which is based on religious texts, 
scriptures or maxims. While in India, there is a single legal 
system which deliberates on both aspects of the law and 
passes judgments . In other countries, such as Pakistan, 
there is a separate Sharia court, which has the final 
authority with regard to customary law. In a majority of the 
states, the constitutional law guarantees gender equality. 
However, even in the constitutional law framework, there 
are gender differences in the actual exercise of the legal 
framework. The customary law, in general, does not accept 
gender equality even as a principle and largely reflects the 
patriarchal structure of South Asian society. 

In most of the legal systems, women have unequal rights 
to inheritance, termination of marriage, minimum age of 
marriage, and natural guardianship of children. Polygamy 
is allowed in some personal laws, and there are grossly 

inadequate provisions for women’s financial security after 
divorce. 

Child marriage is a serious issue in almost all the 
countries, except Pakistan, and the practice  is diminishing. 
Although there exists legislation stipulating the minimum 
age at marriage, the violation of this law is hardly penalised. 
Thus, even though census after census reveals that a large 
number of under-aged persons are married, there are hardly 
any cases being heard in the courts under this law. 

Another blatant violation of the law is with regard to sex 
selection.  It is widely understood that the continual decline 
in the juvenile sex ratios in India (in many states, there are 
less than 900 girls per 1000 boys) is a result of sex selection. 
The widespread use of ultrasonography to determine the 
sex of the foetus and followed by medical termination of 
pregnancy, in case the foetus is female, has actually altered 
the demographic profiles of certain states in India. 

5.3 Economic and Social factors

Widespread poverty, especially in the rural areas, is a 
common feature of all the countries being reviewed. Thus, 
the study of the healthcare situation cannot be divorced 
from the study of poverty and underdevelopment in 
this region. Poverty, under-nutrition, lack of education, 
employment in the informal sector, lack of social security 
network and violence form a cycle of related deprivations 
that determine women’s health. Apart from the overall 
situation of poverty, we find that it also has a gendered 
dimension – with the presence of substantial disparity 
between men and women. For e.g. women’s opportunity 
to seeking employment is quite limited. (See Table 18)Table 18) The 
lowest workforce participation rate was found in Pakistan 
and the highest in bangladesh. In urban areas, womenIn urban areas, women 
work largely in the unorganised sector where they do not 
have any social protection. Moreover, many of them are 
employed in hazardous industries such as leather tanning, 
chemicals and scrap recycling. Even in other industries, 
such as garments manufacturing (which is a very large 
sector in all the countries being studied) and handicrafts, 
few, if any, safety precautions, are taken to protect workers. 
Most urban women workers, like their rural counterparts, 
do not have access to maternity leave or benefit. Even where 
schemes exist for providing such benefits (as in India, the 
National Maternity benefit Scheme has been launched), the 
utilisation of the benefits is very low. 

table 18

FEMAlE ECONOMIC ACTIvITy (AgE 15 AND AbOvE)

bANglADESH INDIA NEPAl PAKISTAN
66.5 42.5 56.9 36.7

FEMAlE WORKERS AS % OF MEN
76 50 67 44

Source: Human Development Report 2005
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Poverty can also be exacerbated by other physical and 
social obstacles. villages in the hilly terrains of Nepal are 
very isolated and women and children find it particularly 
difficult to access distant health facilities. In times of crisis, 
such as obstructed labour, it is often physically difficult to 
transport the women to a hospital for safe delivery. 

5.4 Political factors

In several parts of the region, for e.g. in Nepal, northeast 
India, Kashmir and border areas of bangladesh, conflict 
(internal and external) has a very strong effect on women’s 
health. violence against women by armed forces or those 
in opposition to the state is quite common, leading to 
rapes, unwanted pregnancies and considerable trauma. 
Even routine care is affected due to blockages, curfew, 
military presence and destruction of health infrastructure 
and absence of health personnel. This leads to scarcity of 
information and services, destruction of service delivery 
centers, absence of service providers, etc. 

Moreover, in addition to men and adolescent boys, 
increasingly women, and particularly adolescent girls are 
being directly affected by the conflict.

This element of mass conflict is an added dimension to 
the more pervasive problem of gender-based individual 
violence, both within the home as well as the community. 
This includes marital violence, honour killings, and 
retribution during family feuds, all of which target women 
as the victims. violence against women both in the family 
and the community has been aggravated in the absence of 
law or administrative measures to protect them.  

One more gender-based violation that takes place quite 
commonly in this area is trafficking and forced prostitution. 
Often, there is a cross-border trade in human beings and 
young girls constitute a substantial number in this trade. 
This trade is particularly active between Nepal and India, 
with many young Nepali girls being trafficked to small and 
large cities in India. 

6
mOBILISIng fOR chAnge

B ased on above recommendations, what 
specifically can be changed in the near future (a 
short, critical, realistic and do-able list) including 
regional advocacy priorities on safe motherhood 

and young people’s SRHR for South Asia.
Enabling factors within country context in South Asia– 

women-friendly laws, policy makers, civil society, media

6.1 Enabling factors within country context

Enabling factors within country context in South Asia– 
women-friendly laws, policy makers, civil society, media

All the countries being reviewed are signatories of the 

CEDAW convention and have also formally adopted 
the approach mooted at the International Conference of 
Population and Development (ICPD) held in Cairo in 1994. 
As a result, national policies on population, maternal health 
and family welfare did see substantial changes and the 
adoption of a broader approach to reproductive health is in 
evidence.  While in actual implementation, there has been 
uneven progress, a new generation of policy makers, health 
providers and planners, has emerged, which understands 
the concept of reproductive health. 

In all the countries reviewed, there have been recent 
campaigns for political democracy in different forms. 
This has had the effect of revitalising civil society 
institutions such as the press and popular media, voluntary 
organisations. In particular, some countries have reported 
that the removal of state monopoly of media has helped to 
bring out many issues related to women’s health to the fore. 

NgO experiments were seen generally to have provided 
an impetus to promoting reproductive health. With their 
innovative methods, social commitment and proximity 
to the community, they have provided successful models 
for service delivery as well as acted as advocates for the 
reproductive rights of women and young people. In some 
countries, the intervention of the uN agencies was seen 
as an important component for enhancing the quality 
of training, policy making and service delivery as well as 
introducing the concept of modern management (through 
better monitoring and evaluation mechanisms and evidence 
based interventions). 

 Part of the political change process has been the growing 
awareness of rights. Women activists, human rights and 
legal aid organisations have voiced public concerns on 
gender issues and have supported different initiatives for 
adoption of a rights agenda. These organisations are an 
important link to ensure that the state’s commitment to 
implementation of the uN instruments, for e.g. (CEDAW), 
is actually operationalised. Their contribution has been 
vital in ensuring that the national laws are changed so that 
they are in consonance with the spirit and letter of the 
international law. 

In many of the countries reviewed above, violence against 
women and girls (trafficking, sexual abuse, domestic 
violence) have become important matters of public debate. 
Some of the countries have also passed laws with regards 
to these issues. Other measures taken include the setting 
up of complaint cells in police stations for women, setting 
up of all-women police stations, establishments of crisis 
centres and shelters – both by the government and NgOs 
for women facing violence. Apart from the legal system, in 
India as well as Pakistan, experiments have been tried to 
locate these centres outside police stations –in hospitals. 

girls’ education has received more attention in some 
countries, with the institution of incentives and subsidies 
for girls both at the primary and secondary levels. Other 
innovations include provision of childcare facilities so that 
older girls can come to school, appointment of female 
teachers, especially in the elementary education. Apart 
from specific interventions for girls, life-skills training and 

... ngO experiments were seen generally to have provided an 
impetus to promoting reproductive health...
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health and sexuality education for young people in general 
is gaining more acceptance in state policy and will gradually 
become institutionalized. The effect of these interventions 
will take time to emerge. However, they represent an 
important step in increasing women’s and young people’s 
empowerment and enhancing their health. 

As outlined above, the greater integration of countries 
into the international community has created a space for 
local organisations to demand accountability from national 
government vis-à-vis protection, promotion and respect for 
the rights of women and young people using international 
instruments and agreements. 

An active judiciary is seen as an important influence in 
bangladesh and India because they have been proactive 
in using their authority to compel governments to take 
action on several issues – such as sex selective abortions, 
child-marriage, violence against women, child abuse, 
etc. Even statutory bodies such as the National Human 
Rights Commission in India have taken an interest in the 
issues related to the right to health and tried to create 
moral pressure on governments to act in order to prevent 
maternal and infant deaths. 

The emergence of non governmental organisations as a 
legitimate ‘third party’ in all discussions and deliberations 
related to the policy making has strengthened the voice of 
the community. The emphasis on community participation 
in planning and implementation of health programmes 
has become an accepted norm and has created spaces for 
voicing concerns, expressing views and influencing the 
direction of change. However, this is not to claim that all 
programmes are completely democratic in their outlook. 

‘gender’ as a concern has gained acceptance in almost 
all circles. Hence, there have been proactive attempts to 
review existing curricula and revising them to make them 
more gender sensitive. This holds the possibility that the 
successive generations of people, professionals and leaders 
will be much more aware and sensitive than at present. 

Institutional and state support for education, training and 
awareness generation for health will greatly increase the 
access of programmes for the marginalised groups. One can 
hope that greater co-operation with NgOs will ensure that 
successful innovations are scaled up (although they may not 
be in their current form) within the larger state systems so 
that it increases the reach of services.  

6.2 Recommendations: 

The recommendations emerging from all the countries 
can be categorized into the following

6.2.1 Law and Policy reform to remove some of the 
broader constraining factors

One of the important lacunae observed in many of the 
countries reviewed related to the registration of births and 
marriages. These are important to ensure the observance of 
the law regarding child marriage and also for protection the 
rights of women in marriage. 

In all the countries being reviewed, there were specific 
laws (both customary as well as constitutional) which 
were discriminatory to women. These related to marriage, 
inheritance, divorce, adultery, rape and domestic violence.  
All such laws should be amended or repealed in order to 
protect women’s rights. 

A need was also felt to enact a law to ensure the 
reservation of quotas for women in jobs as well as political 
institutions. This has been a contentious issue in several 
countries even where the concept of gender based 
reservation is accepted in principle. 

Adoption of youth friendly policies – which reaffirm 
young people’s rights to education, decision-making, access 
to information and services are a crucial step in ensuring 
their health. 

legislation to provide for safe and legal abortion 
is necessary in some countries such as Pakistan and 
bangladesh. Equally important was legislation for providing 
and implementing maternity benefit and leave to women 
workers in both the unorganised as well as the farm sector. 

6.2.3 Restructuring of services and systems

a universal recommendation was for the merging of 
health and family welfare/population welfare departments 
for effective formulation and implementation of policies to 
include maternal mortality, unsafe abortion, sexual health 
and rights, bodily rights and adolescent SRH with a focus 
on a life cycle approach to women’s health. 

gender- based barriers like those which hinder 
institutional delivery for high-risk mothers, the reluctance 
of women to seek care from male personnel, the stigma 
attached to seeking care for non-maternity related 
reproductive health concerns need to be addressed and 
services restructured accordingly. While there may be a 
long-term objective of bringing about cultural change, 
in the immediate context, specific provisions will be re 
required to ensure that women and girls have access to care. 

better regulation of the health services is needed in 
both the public and the private sector. This relates to the 
provision of services, manufacture, sale and supply of 
drugs and equipment, training and competence of health 
personnel as well as medical research. 

Existing services, particularly referral centres, need to be 
strengthened in order to ensure that they are adequately 
equipped and staffed to  handle complex maternal health 
emergencies 

Training curriculum for health personnel should include 
interpersonal skills development, to enable better and 
fruitful interaction with women during counseling and 
consultation.

Incorporate adolescent friendly health service corner in 
the existing public and private Health facilities at all levels. 
Provide adolescent RH and life skills education as well as 
counseling for parents, teachers and service providers on 
how to address adolescents in respect of SRH issues

Decentralisation to local level institutions to launch 
programs directly or indirectly related with the women’s 
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health and education will improve the accessibility of 
programmes as well as allow for more flexibility which will 
improve the ‘fit’ between people’s needs and the nature of 
service provision. 

6.2.4 Community Mobilisation

Provide formal and informal education to both in-school 
and out of school adolescent boys and girls, which will 
empower them to make more informed decisions in aspects 
of their life and also lead to greater personal and community 
development. 

There needs to be greater awareness among the people 
about sexual and reproductive health issues so that there is 
more emphasis on them in local and national government. 
likewise, specific groups, such as women elected members, 
members of women’s self-help groups, etc. need to be 
specifically trained to increase their involvement as a 
pressure group in improving health.

While the overall health situation is not satisfactory, 
there needs to be a special focus on health care for the 
disadvantaged and marginalised groups especially those 
belonging to the rural, tribal and remote areas.

greater cooperation between the public sector, private 
sector, non-governmental organisations, community based 
organisations and civil society can improve the overall 
health system and ensure the accountability of all players 
involved.

6.2.5 Effective implementation, monitoring and 
evaluation

There is a great need to document best practices in the 
different areas of maternal health and young people’s health. 

There is very little accurate data on issues such as 
maternal mortality and morbidity, abortion and infant 
deaths, violence against women which obscures the 
magnitude of the problem and, does not allow for proper 
planning. A systematic process for data gathering on a 
continuous basis needs to be developed. 

Effective methods of monitoring and evaluation 
(including participatory monitoring) need to be evolved 
so that an evidence base is created for upscaling successful 
interventions as well as improving existing interventions in 
general. 
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Bangladesh
1
INTRODUCTION TO THE 
COUNTRY’S SEXUAL AND 
REPRODUCTIVE HEALTH 
AND RIGHTS (SRHR) AND 
DEVELOPMENT CONTEXT 

1.1 The Problem

Bangladesh, with an estimated 
population of 136.7 million 
in 20041 and a per capita 
income of uS$470 in 2005,2 

has the highest population density in 
the world (941 people/sq kilometer).3 
about a quarter of the population 
are adolescents.4 although poverty 
declined during the last decade by 1% 
per year, almost half of the bangladesh 
population continue to live below the 
national poverty line.5 

The status of women is low (0.524 
gender-Related development index or 
gdi in 2004),6 which is reflected in an 
unacceptably high maternal mortality 
rate (MMR). Every year, in bangladesh, 
there are more than three million 
women7 who face the violation of their 
most fundamental right, the right to 
survive pregnancy and childbirth. 
While global estimates assume that 
15% of pregnant women are likely to 
develop complications, one-third of 
which are potentially life-threatening,8 
all three million are at risk of either 
dying or of being ill for the rest of their 
lives. 

in bangladesh, women’s status and 
rights as well as the low utilisation of 
health facilities (due to factors which 
will be discussed later in the paper) are 
the major reasons for these high rates 
of maternal mortality and morbidity. 
The strong patriarchal structure of 

society has lowered women’s status 
within the family, in particular, and 
society, in general. This is reflected 
in women’s limited social mobility, 
women’s low self-esteem, a culture 
of acceptance of women’s low status, 
early marriage, early pregnancy, 
unsafe abortion, lack of effective 
community support structures 
for women and inappropriate and 
ineffective allocation and utilisation of 
resources for women’s rights. all this 
is further aggravated by conservatism 
and prejudices. it is important to 
understand that high rates of maternal 
mortality are not due solely to the 
shortcomings of the health system 
alone: they are the product of multi-
faceted forms of discrimination against 
women. its prevalence is indicative 
of gross neglect and a failure to fulfill 
women’s right to life. 

1.2 Relevant International 
Commitments for Women and Girls

bangladesh is a signatory to several 
international treaties, conventions 
and consensus documents. Therein 
commitments have been made 
to respect, protect and fulfill 
women’s rights and ensure women’s 
development. These include the 
convention on the Elimination of 
all Forms of discrimination against 
Women (cEdaW); the convention 
on the Rights of the child (cRc); the 
optional Protocol to cEdaW; the 
1994 international conference on 
Population and development (icPd) 
Programme of action (Poa); the 1995 
World Summit for Social development 
and copenhagen declaration; the 1995 
beijing declaration and Platform for 
action (bPfa); and the 2000 united 
nations Millennium declaration 
with its commitment to fulfill the 

2... every year, there are more than three million women who face the violation of their most 
fundamental right, the right to survive pregnancy and childbirth...

julia ahmed
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Millennium development goals (Mdgs).9

The icPd Poa and the bPfa, especially, embody 
the international community’s commitment to the 
improvement of SRHR and the advancement of 
women. The action plan set time-specific targets and 
commitment to concrete actions in such areas as health, 
education, decision-making and legal reforms with the 
ultimate goal of eliminating all forms of discrimination 
against women in both public and private life. as part 
of its commitment to the beijing declaration, the 
government of bangladesh (gob) adapted the national 
Policy for the advancement of Women (nPaW) in 1997 
and its accompanying action plan, the national action 
Plan for Women’s advancement, in 1998. The plan’s 
goals include, among others:

• making women's development an integral part of 
the national development programme;

• establishing women as equal partners in 
development with equal roles in policy and decision 
making in the family, community and the nation at 
large;

• removing, legal economic, political or cultural 
barriers that prevent exercising equal rights by 
undertaking policy reforms and strong affirmative 
actions; and

• raising/creating public awareness about women's 
differential needs, interests and priorities and 
increase commitment to bring about improvements 
in women's position and condition.10

it must be noted that although the bangladeshi 
government has signed these international treaties and 
agreements pertaining to women and has put in place 
national policies and action plans, limited progress has 
taken place with regard to their actual implementation 
as evidenced by the situation of bangladeshi women 
mentioned above. Moreover, the gob has made 
reservations to several articles of cEdaW on the 
grounds that these conflict with islamic shariah law.11 
Thus, the existence of these written commitments has 
had limited meaning. Much more advocacy needs to be 
done in order for promises and obligations to become a 
reality.

1.3 Policies on Population and SRHR

The Population Policy that was adopted in 1976, soon 
after independence, was reflected in the successive 5-year 
plans and programmes until 1998. This policy sought to 
place the population and family planning programme as 
an integral component of overall national development 
programmes. However, in practice, this policy framed 
women’s health within the narrow lens of the Maternal 
and child Health (McH) programme, which meant 
women were entitled to receive health services only when 
they were pregnant. The range of offered services under 
the McH programme was also very limited. 

after the international conference on Population 
and development (icPd) in 1994, a major reform was 

seen in the bangladeshi health sector. The government, 
with the support of the World bank and other donors, 
introduced the Health and Population Sector Programme 
(HPSP) in July 1998 in the 5th five-year plan, which 
was the first time the concept of reproductive health 
(RH) surfaced in a policy document. The major features 
of this programme were the following: integration 
of family planning and health services, which were 
previously covered by separate wings of the Ministry of 
Health and Family Welfare; introduction of sector-wide 
programme management system; decentralisation of 
services; construction of community clinics which would 
replace home visits from community health and family 
planning workers; and measures to improve the quality 
and coverage of essential health and family planning 
services (i.e., the Essential Services Package or ESP) 
particularly for the economically disadvantaged, women 
and children.12 

during the HPSP (1998-2003), much effort, time 
and resources were spent on the structural issues like 
unification, decentralisation and local-level planning. 
Evaluation of the programme found there was little 
improvement in health and family planning (FP) 
indicators, while some community-based surveys found 
that use of public health facilities declined and public 
opinion of government services worsened.13,14 Putting 
the blame on the design flaw15 of HPSP, the government 
stepped into the second phase of the reform process 
under the rubric of the Health, nutrition and Population 
Sector Program (HnPSP). This phase, i.e., from 2003 to 
2006, saw a strategic policy shift that formally separated 
again health and family planning services from an earlier 
effort to integrate them. later, the HnPSP period was 
revised and extended to 2010, with the formulation 
of the HnP Strategic Plan July 2003-June 201016 
and its accompanying HnPSP Revised Programme 
implementation Plan.17 

HnPSP’s priority objectives are the following: reducing 
MMR; reducing total Fertility Rate (tFR); reducing 
malnutrition; reducing infant and under-five mortality; 
reducing the burden of Hiv/aidS, tuberculosis (tb) 
and other diseases; and prevention and control of non-
communicable diseases including injuries and early 
screening of cervix, breast and oral cancers.18 However, 
the Hiv/aidS component is not prioritised in HnPSP 
as an integrated programme,19 with aidS and sexually 
transmitted infections (Stis) treated as a separate 
vertical programme - the national aidS/Std programme 
- under the directorate of Health. given the increasingly 
sophisticated awareness of the connections between 
sex and reproduction, the verticality of aidS funding 
in the country so far has failed to recognise any linkages 
between sexual and reproductive health and Hiv/aidS 
and its impact on women.   

HnPSP goals and priorities fit within the framework 
of the interim Poverty Reduction Strategy Paper (i-
PRSP), which the bangladesh government adopted in 
2002. The national Strategy for Economic growth, 
Poverty Reduction and Social development aims to 
reduce poverty and improve health, particularly reducing 
mortality rates among infants and children under age 
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five by 65% and eliminating gender disparity in child 
mortality; reducing the maternal mortality rate by 75%; 
and ensuring access to reproductive health services of all 
people.20

a new Population Policy was enacted in 2002,21 
wherein the Ministry of Health and Family Welfare 
(MoHFW) committed to implement the following 
strategic proposals in cooperation with other concerned 
Ministries to achieve the policy objectives. apart from 
the HnPSP and the i-PRSP, the national Health Policy 
enacted in 2000 provides the health policy framework 
in bangladesh.22 This policy, as well as policies related to 
maternal health, and adolescent reproductive health will 
be discussed in subsequent chapters.

1.4 Medical Staff and Facilities at Different Tiers

bangladesh has to its advantage a comprehensively 
designed health infrastructure which permeates different 
levels. The public health system is structured as a 
hierarchical pyramid with five tiers: three at the primary, 
one at the secondary and one at the tertiary level.23 Health 
and family planning services comprise two different 
wings with different staff at each level. at the bottom or 
village level are 13,500 wards each covering 6,000-7,000 
people and where basic primary health care services are 
provided through home visits (and in community clinics 
where operational). The staff responsible for the services 
are: one male Health assistant (Ha), one female Family 
Welfare assistant (FWa), one Family Planning assistant 
(FPa), and one assistant Health inspector. on the other 
hand, traditional birth attendants (tbas) provide 
services for safe home deliveries. in the second tier are 
4,500 union-level Health and Family Welfare centres 
(HFWc) covering a population of 25,000 to 30,000 people. 
one Sub-assistant community Medical officer and one 
Family Welfare visitor who have 18 months’ training 
on nursing, clinical family planning methods and other 
reproductive health issues run these HFWcs. Three 
paramedicals and a pharmacist complement the HFWc 
staff. 

next to HFWcs are the 413 upazila Health complexes 
(uHc) at the sub-district level,24 which is the first-level 
referral centre for the population. Each uHc has about 
30-50 beds and covers on the average a population of 
250,000 to 300,000 people. on the health side, each uHc 
has nine doctors of different disciplines, including one 
dental surgeon, two Medical assistants, a pharmacist, a 
radiographer, an Expanded Programme on immunisation 
(EPi) technician and five nurses. on the family planning 
side, there is a Thana Family Planning officer, a Medical 
officer, an assistant Family Planning officer, a Senior 
Family Welfare visitor and two Family Welfare visitors. 
in-patient and out-patient care, FP and McH services and 
disease control are provided through these uHcs. 

Patients from the HFWcs and the uHcs are referred 
to the 60 district hospitals,25 a 50 to 250-bed facility 
where specialised services are available there. Eleven 
doctors, including three specialists and 17 nurses, render 
services catering to a one to two-million population. 

besides district hospitals, there are 58 Maternal and 
child Welfare centres (McWc) staffed by one female 
clinic Medical officer, two female Welfare visitors and 
two dai nurses offering antenatal care (anc), normal 
deliveries, postnatal care (Pnc), immunisation sessions, 
comprehensive emergency obstetric care (Emoc), child 
care, family planning services and follow-up care. at the 
highest level of the public health sector system are the 14 
government-supported Medical college hospitals,26 each 
of which has 250-1,050 beds and serves a population of 10-
15 million. together with other specialist hospitals, they 
provide tertiary level care. 

While the public health sector comprise the main bulk 
of health service delivery, there are also non-government 
organisations (ngos) with clinics at various levels and 
private health facilities that supplement government 
services. 

1.5 Key National Development Indicators

Selected latest development indicators in bangladesh 
and their sources are listed in table 1 below:

Table 1. Bangladesh Key Development Indicators

IndIcators EstImatE sourcEs

total Population (in millions)
                           

130.52 
(2001)
136.70 
(2004)

Population census 
200127

Sample vital 
Registration System 
(SvRS), bangladesh 
bureau of Statistics 
(bSS) in “bangladesh 
datasheet”28

Percentage of young People 
in the Population

- 10-19 years, 2004
- 10-24 years, 2004

22.52
31.15

SvRS 2004, bbS 
in “bangladesh 
datasheet”

Human development index 
(Hdi) value, 2004 0.53

undP Human 
development Report 
(HdR) 2006 

gender-Related development 
index (gdi) Rank, 2004 102 undP HdR 2006

gdi value, 2004 0.524 undP HdR 2006

gender Empowerment 
Measure (gEM) Rank 67 undP HdR 2006

gEM value 0.374 undP HdR 2006

crude birth Rate, 2001-2003 
(per 1,000 population)

28.7
bangladesh 
demographic and 
Health Survey (bdHS) 
200429

table continues >

Ch02_Bangladesh_24-51.indd   29 10/22/08   11:58:05 PM

Prinect Color Editor: 
Page is color controlled with Prinect Color Editor:  3.0.57Copyright 2005 Heidelberger Druckmaschinen AGTo view actual document colors and color spaces,please download free Prinect Color Editor:  (Viewer) Plug-In from:http://www.heidelberg.comApplied Color Management Settings:Output Intent (Press Profile): ISOcoated.iccRGB Image:Profile: ECI_RGB.iccRendering Intent: PerceptualBlack Point Compensation: noRGB Graphic:Profile: RGB2CMYK.iccRendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Graphic:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Graphic:Rendering Intent: PerceptualBlack Point Compensation: noTurn R=G=B (Tolerance 5.0%) Graphic into Gray: yesTurn C=M=Y,K=0 (Tolerance 0.1%) Graphic into Gray: yesCMM for overprinting CMYK graphic: yesGray Image: Apply CMYK Profile: noGray Graphic: Apply CMYK Profile: noTreat Calibrated RGB as Device RGB: noTreat Calibrated Gray as Device Gray: yesRemove embedded non-CMYK Profiles: noRemove embedded CMYK Profiles: yesApplied Miscellaneous Settings:All Colors to knockout: yesPure black to overprint: yes  Limit: 100%Turn Overprint CMYK White to Knockout: yesTurn Overprinting Device Gray to K: yesCMYK Overprint mode: set to OPM1 if not setCreate "All" from 4x100% CMYK: noDelete "All" Colors: noConvert "All" to K: no



advocating accountability: Status report on maternal health and young people’s sexual and reproductive health and rights in South asia } Bangladesh30

bangladesh
Is alit prat. Cum et nullutat wissequat prat la consequatPatie 

dolessecte del ullan vel il utpat nisi. La consecte molenim 
dolent la faccum niat lorerostrud dolessim vulla accum vel

bangladesh bangladeshbangladesh
Is alit prat. Cum et nullutat wissequat prat la consequatPatie 
dolessecte del ullan vel il utpat nisi. La consecte molenim 
dolent la faccum niat lorerostrud dolessim vulla accum vel

IndIcators EstImatE sourcEs

% of children Who Were 
Exclusively breastfed for Six 
Months, 1999-2003

42 bdHS 2004

% of births attended by 
Skilled Health Staff, 2004

- total
- Poorest 20%
- Richest 20%

13.4
3.4

39.6

bdHS 2004

% of births done, 2004 
- at Home, total
- at Home, Poorest 

20%
- at Home, Richest 

20%
- in a Health Facility 

(6.1 public, 3.2 
private)

- in a Health 
Facility, Poorest 
20%

- in a Health 
Facility, Richest 
20%

89.9
97.6
67.9
9.0
2.0

30.3

bdHS 2004

Mean distance to nearest 
Health Facility (in km), 2005

- Rural
- urban
- national

4.8
1.8
4.2

child and Mother 
nutrition Survey 2005 
(cMnS 2005)

Mean transport cost to go 
to the nearest Health centre 
(taka)

- Rural
- urban
- national

26
15
23

cMnS 2005

Population per Physician, 
2005 3,169

Health information 
unit (MiS), 
directorate general 
of Health Services 
(dgHS) 200530

Population per nurse, 2005 6,442 MiS 2005

no. of Persons per Hospital 
bed, 2005 2,571 MiS 2005

Estimated Hiv/aidS adult 
Prevalence Rate (% age 15+), 
2005

<0.1

“Epidemiological 
Fact Sheets on 
Hiv aidS and 
Sexually transmitted 
infections: bangladesh 
december 2006”ae

Per capita gross domestic 
Product (gdP) (in uS$), 
2005

445
Ministry of Finance, 
in bangladesh Health 
Profile

Per capita income (in uS$), 
2005 470

Ministry of Finance, 
in bangladesh Health 
Profile

IndIcators EstImatE sourcEs

Population living below the 
Poverty line 
- % in the upper Poverty 
line, 2005
- % living on < uS$1 per 
day), 2000

40

36

Household income 
and Expenditure 
Survey (HiES) 2005
World Health 
organization 
(WHo) core Health 
indicators32

total Expenditure on Health 
as Percentage of gdP, in %, 
2004

3.1 WHo core Health 
Statistics

general government 
Expenditure on Health as 
% of total government 
Expenditure, 2004

5.9 WHo core Health 
Statistics

External Resources for Health 
as % of total Expenditure on 
Health, 2004   
 

15.1
WHo core Health 
Statistics

general government 
Expenditure on Health as 
% of total Expenditure on 
Health, 2004

28.1
WHo core Health 
Statistics

Private Expenditure on 
Health as % of total 
Expenditure on Health, 2004

71.9
WHo core Health 
Statistics

out-of-pocket Expenditure 
as % of Private Expenditure 
on Health, 2004

88.30
WHo core Health 
Statistics

Private Prepaid Plans as % 
of Private Expenditure on 
Health, 2004

0.1
WHo core Health 
Statistics

Social Security Expenditure 
on Health as Percentage 
of general government 
Expenditure on Health, 2004  

0.0
WHo core Health 
Statistics

% of Health budget from the 
combined development and 
non-development budget of 
796.14 billion taka (uS$11.67 
billion)

6.6 2007-08 budget, 
Ministry of Finance33

% of Health budget from 
the development budget of 
269.64 billion taka (uS$3.95 
billion)

9.7 2007-08 budget, 
Ministry of Finance34
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1.6 National Gender-Related Indicators

Relevant gender-related indicators in bangladesh, 
listing data for women or for both women and men are 
provided in table 2 below.

Table 2. Bangladesh Gender-Related Indicators

IndIcators

total 
ValuE/
Both 
sExEs

FEmalE malE

Population (in 
million) by Sex, 2004 
(SvRS 2004, bbS in 
bangladesh datasheet)

136.7 66.6 70.1

Sex Ratio of the 
Population, 2004 (SvRS 
2004, bbS)

105.2 - -

age-Sex composition 
of Population by age 
group, 2004 (SvRS, 
bbS)
- ages 10-14 (in %)
- ages 15-19 (in %)
- ages 20-24 (in %)

12.68
  9.84
  8.63

12.65
  9.63
  9.46

12.71
  9.63
  9.46

no. of Female- or Male-
headed Households (in 
millions, HiES  2005)35 

15.1 2.93 (10.2%) 25.7 (89.7%)

Poverty incidence 
by Sex of Head of 
Household (HiES 2005)
- upper Poverty line
- lower Poverty line

-
-

29.5
21.9

40.8
25.4

adult literacy Rate, 
2004 (%, aged 15 years 
and above, SvRS, bbS)

51.6 45.8 57.2

literacy Rate, 2004 
(SvRS 2004, bbS in 
bangladesh datasheet) 
- age 10-14
- age 15-24

65.69
71.86

68.51
71.22

62.9
72.57

gross Enrollment Rate 
for Primary School, 
2004 (SvRS 2004, bbS)

- 102.3 104.8

School Enrollment 
Ratio 6-10 years, 2004 
(SvRS, bbS)

- 82.6 81.4

net Primary School 
Enrolment Ratio, 2005 
(WHo core Health 
indicators)

- 95 92

IndIcators

total 
ValuE/
Both 
sExEs

FEmalE malE

% of Health budget 
from the development 
budget of 269.64 billion 
taka (uS$3.95 billion)

9.7

2007-08 
budget, 

Ministry of 
Finance36

105.

Primary dropout Ratio 
6-10 years, 2004 (SvRS, 
bbS)

32.3 30.5 34.0

Estimated Earned 
income (PPP uS$), 
2004 (undP HdR 
2006)

- 1,170 2,540

Seats in Parliament 
Held (% of total), 2006 
(undP HdR 2006)

100 14.8 85.2

% in government at 
Ministerial level, 2005 
(undP HdR 2006)

100 8.3 91.7

% of legislators, Senior  
officials and Managers
(undP HdR 2006)

100 23 77

% Professional and 
technical Workers
(undP HdR 2006)

100 12 88

total Fertility Rate 
(bdHS, 1999-2000) 3.3 - -

number of children 
Ever born (bdHS, 1999-
2000)

2.6 - -

Previous birth interval 
(Median months) 38.8 - -

age at first marriage 
(bdHS, 1999-2000) 15.0 - -

contraceptive 
Prevalence Rate (bdHS, 
1999-2000), modern 
methods

38.6 4.8 -

table continues >
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IndIcators

total 
ValuE/
Both 
sExEs

FEmalE malE

% of age 20-24 Married 
by age 18 (bdHS 2004) - 98 4.4

% of age 20-24 Married 
by age 20 (bdHS 2004) - 78.6 5.5

Median age at First 
Marriage among 
Women aged 20-49 and 
Men aged 25-54, 2004 
(bdHS 2004)

- 14.8 24.5

Percentage never never 
marrieMarried, 200d4 
(15-19, bdHS 
1999-20002004)
- ages 10-14
- ages 15-19
- ages 20-24

-
-
-

88.6
48.752.1

15.2

no data
96.06
65.6

% of currently Married 
Women, 2004 (SvRS, 
bbS in bangladesh 
datasheet)
- age 15-19, Rural 
- age 15-19, urban 
- age 20-24, Rural 
- age 20-24, urban
- age 25-29, Rural 
- age 25-29, urban

-
-
-
-
-
-

33.29
24.31
83.81
69.65
93.96
89.34

-
-
-
-
-
-

Median age at First 
birth among Women 
aged 20-49, 2004 bdHS 
(2004)

- 18.4 -

total Fertility Rate of 
Women age 15-49  
(children per woman), 
2001-2003 (bdHS 2004)

- 3.0 -

Fertility Rate of Women 
(no. of births per 1,000 
woman, bdHS 2004) 
- age 15-19 
- age 20-24

-
-

135
192

-
-

Mean number of 
children Ever born 
to Women age 40-49, 
2001-2003 (bdHS 2004)

- 5.1 -

birth interval, 2004 
(Median, in months, 
bdHS 2004)

- 39 -

IndIcators

total 
ValuE/
Both 
sExEs

FEmalE malE

contraceptive 
Prevalence Rate, %, 
2004 (bdHS 2004)
- any method 
- any modern method 
- any traditional method

 
-
-
-

58.1
47.3
10.8

-
-
-

Percentage never 
married (15-19, bdHS 
1999-2000)

48.7 96.0 -

- Percentage of anaemic 
mothers (HKi, 2001) 34.0 - -

% of unmet need for 
contraception among 
currently Married 
Women (bdHS 2004)

-
11 (5 for 

spacing, 6 for 
limiting)

-

Percentage % of 
pregnant women with 
anaemia in Rural ban-
gladesh, 15-49 years, 
2004 (HKiHelen Keller 
int’l. or HKi, 2001)36

- 51.038. -

- % of non-Pregnant 
Women with anaemia 
in Rural bangladesh, 15-
49 years, 2004 (HKi)

- 46.0 -

% of adolescents with 
anaemia in Rural ban-
gladesh, 2004 (HKi)

- 39.7 30.9

Percentage % of Mal-
nourished non-Preg-
nant adult Mothers, 
2005 (bMi<18.5, bdHS 
1999-2000 cMnS 
2005)37 

- 45.445.5 -

% of Stunted adolescent 
non-Pregnant Mothers 
(HaZ < - 2.00, cMnS 
2005)

- 60.2 -

% of Thin adolescent 
non-Pregnant Mothers 
(< 5th percentile bMi-
for-age, cMnS 2005)

- 7.6 -

table continues>
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IndIcators

total 
ValuE/
Both 
sExEs

FEmalE malE

Percentage% of  
Pregnant Women with 
access to Who Received 
antenatal care from 
a Medically trained 
Provider, 2004 (bdHS, 
1999-20002004)
- total
- Poorest 20%
- Richest 20%

-
-
-

3748.8
24.6

81.1.0

-
-
-

Percentage of pregnant 
anemic (HKi, 2001) 51.0 - -

Percentage of mal-
nourished mothers 
(bMi<18.5, bdHS 
1999-2000)

45.4 - -

antenatal care (bdHS, 
1999-2000) 37.0 - -

iMR 76.9 82.2 -

under five Mortality 11.7 108.3 -

life Expectancy at birth 
in years, 2004 (SvRS, 
bbS)

65.1 65.7 64.4

Maternal Mortality 
Ratio (per 100,000 live 
births, 1998-2000) 
(bangladesh Maternal 
Health Services and 
Maternal Mortality Sur-
vey or bMMS) 200138

- 322 -

Maternal Mortality Rate 
(per 1,000, 1998-2000) 
(bMMS 2001)

- 0.367 -

infant Mortality Rate, 
1999-2003 (per 1,000 
live births, bdHS 2004)

65 64 80

neonatal Mortality 
Rate, 1999-2003 (per 
1,000 live births, bdHS 
2004)

41 40 52

under-Five Mortality 
Rate, 1999-2003 (per 
1,000 live births, bdHS 
2004)

88 91 102

IndIcators

total 
ValuE/
Both 
sExEs

FEmalE malE

child Mortality Rate, 
1999-2003 (per 1,000 
live births, bdHS 2004) 

24 29 24

Estimated number 
of People living with 
Hiv/aidS (age 15+), 
2005 (“Epidemiologi-
cal Fact Sheets on Hiv 
aidS and Sexually 
transmitted infections: 
bangladesh december 
2006”)

11,000 1,400 9,600

Perinatal mortality 57.4 - -

institutional delivery 12.1 - -

life Expectancy 61.0 years 61.3 years -

Morbidity  ( per thou-
sand women, bbS 1997) 198 - -

Percentage in Hardcore 
poverty 32.6 27.7 -

total employed aged 15 
years and above (bbS, 
2000)

19.2 80.8 -

adult literacy rate (aged 
15 years and above) 40.8 53.5 -

Participation in the 
Ministerial level 5.0 95.0 -

Sex Ratio of women to 
men in public sector/
government service

10.8 89.2 -
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2 
THE BURDEN OF MATERNAL MORTALITY 
AND THE BARRIERS TO SAFE 
MOTHERHOOD

2.1 Facts, Figures and Key Issues
 

Bangladesh has made considerable progress over 
the years in terms of lowering infant mortality 
(153 deaths per 1,000 live births in 1975 to 54 
deaths in 2005). 39 Even the total fertility rate 

(tFR, the number of children that an average woman 
bears in her lifetime) has dropped from 6.3 in 1975 to 3.0 
in 2004. This puts bangladesh’s tFR in the middle range 
among asian countries.40 

However, improvements in maternal health have been 
much slower and uneven among various subgroups. 
deaths and disabilities due to pregnancy and childbirth-
related in bangladesh remain unacceptably high, with 
the maternal mortality ratio of 322 deaths per 100,000 
in bangladesh41 being one of the highest in South asia 
and in the world. of the 3.8 million women who became 
pregnant in bangladesh in 2001, it is estimated that 
14,500 died due to pregnancy and childbirth.42 other 
estimates put annual deaths at a much  higher 20,000 per 
year.43 This means that two women die every hour due 
to complications related to pregnancy and childbirth. 
indeed, united nations children’s Fund (unicEF) puts 
the lifetime risk of dying from pregnancy and childbirth 
in bangladesh as one in 59, which is higher than in other 
South asian countries (nepal: one in 24, Pakistan: one in 
31, or india: one in 48) or in industrialised countries (one 
in 4,000).44 

in addition, disparities exist within various sub-groups, 
with the highest risk for maternal mortality occurring 
among the following: in the middle 20% income group 
(473 compared to 208 among the richest 20%), in Sylhet 
division (471 compared to 223 in Rajshahi), and among 
those who have had none or more than five children (511 
and 475 respectively, compared to 192 among those who 
had one prior child). The most common causes of death 
were ante- and postpartum hemorrhage and eclampsia, 
followed by obstructed or prolonged labour, and deaths 
related to induced abortion.45 

Maternal mortality is strongly linked to infant 
mortality: it is estimated that 75% of the babies born 
to women who die from PcRdd also die within the 
first week of life.46 The maternal morbidity situation is 
likewise deplorable, with an estimated 600,000 women 
expected to develop complications every year.47 The 
2001 bMMS cited that 61% of women experienced at 
least one complication during pregnancy, delivery and 
after delivery, the most common being eclampsia and 
malpresentation or prolonged/obstructed labour.

various factors conspire to produce these high rates 
of deaths and disabilities related to pregnancy and 
childbirth. one of these is women’s limited access to 
and utilisation of health services, including reproductive 

and maternal health. on the average, the nearest health 
facility (at the village level, not the district hospitals 
where comprehensive emergency obstetric services are 
available) is 4.2 kilometres away and costs an average of 
23 taka.48 given that 36% of the population are living on 
less than uS$1 a day (68 taka),49 it is not surprising that 
utilisation of health services is low. data from the 2004 
bdHS reveals that a high proportion of women received 
no antenatal care at all (44%). While two in three women 
received at least two doses of tetanus toxoid, 21% 
received only one dose and 15% received none. only one 
out of 10 births (13.4%) is attended by skilled health staff 
(among the poorest 20% this is even lower at 3.4% while 
among the richest 20% it is 29.6%) compared to 63% who 
were attended by untrained birth assistants. nine out of 
ten (89.9%) were done at home (97.6% among the poorest 
20% and 67.9% among the richest 20%). More than 80% 
of those who did not give birth at a health facility did not 
receive any postnatal care. Moreover, while one out of 
four births had complications, in only 29% of cases were 
medically trained providers approached for treatment. 
nearly four in 10 women with complications did not seek 
any care at all. concern over cost was the primary reason  
for not seeking medical care, followed by the perception 
that treatment was not necessary. transportation and 
access issues, family opposition, and concerns related to 
service quality aggravate the problem. 

issues of unwanted pregnancies, contraception and 
unsafe abortion are also linked to the overall maternal 
health situation. bdHS 2004 data reveal that despite a 
rise in the use of contraceptives in the past 30 years (cPR 
for modern methods is currently at 47%), 11% of women 
have an unmet need for family planning and three out 
of 10 births in bangladesh are either unwanted (14%) 
or mistimed and wanted later (16%). Perhaps as a result 
of these, 5% of all pregnancies in bangladesh end in a 
miscarriage or abortion and another 5% end in stillbirths 
and menstrual regulation.50 it is estimated that 100,300 
abortions occur in bangladesh yearly. While menstrual 
regulation procedures are conducted in safe and legal 
circumstances (up to eight weeks from last week of 
menstruation), abortion beyond eight weeks is illegal.51 
in addition, a large proportion of women go to untrained 
providers, mainly because of greater familiarity with 
village practitioners, inadequate information about 
safer alternatives, perceived low quality of public 
health services, and concerns over high charges in the 
government system.52 as a result, 71,800 women were 
hospitalised due to abortion-related complications.53 it is 
also estimated that 5.4% of all maternal deaths are due to 
abortion-related complications.54

Women’s low status in society plays a determining role 
in women’s ill health and the burden of pregnancy and 
childbirth-related deaths. Women’s poor nutritional 
status whether pregnant or not—as shown by 38.8% 
of pregnant women and 46% of non-pregnant women 
having anaemia,55 and 42.2% of non-pregnant women 
being malnourished56—perhaps illustrates this clearly. 
Malnutrition, in general, and anaemia, in particular, 
contributes to increased MMR. Women’s reduced 
power in decision making within the family over crucial 

... Deaths and disabilities due to pregnancy and childbirth-related in 
Bangladesh remain unacceptably high, with the maternal mortality  
ratio of 322 deaths per 100,000 in Bangladesh41 being one of the highest 
in South Asia and in the world...
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matters, including their own health, is highlighted in 
a recent national survey: in 39.1% of households only 
the man decides whether the woman goes to a health 
facility for her own health needs, as compared to 5.6% of 
households where only the woman decides.57

violence against Women (vaW) is another gender 
inequality issue which impacts on women’s health and 
maternal health. a 2005 WHo study58 discovered the 
following: 40% of ever-married women in dhaka and 
42% in Matlab reported physical violence; 37% in dhaka 
and 50% in Matlab reported sexual violence by their 
husbands. 10% of dhaka women and 12% of Matlab 
women were also physically abused when they were 
pregnant; of these, 37% in dhaka and 25% in Matlab 
were punched or kicked in the stomach. of those who 
experienced physical or sexual violence by a partner, 
19% in dhaka and 21% in Matlab stated they had poor 
general health, compared to 13% in dhaka and 16% in 
Matlab who never experienced violence. Women who 
have experienced violence were almost twice as likely to 
have had induced abortions compared to those who have 
not experienced violence (dhaka—19 vs. 9.9, Matlab—
3.2 vs. 1.7). This probably points to women in violent 
relationships lacking power to negotiate for safer sex 
and/or experiencing forced intercourse and thereby an 
increased likelihood of having an unwanted pregnancy 
and having an induced abortion. 

Studies by the london School of Hygiene and tropical 
Medicine, uK in rural bangladesh59 also found a strong 
link between violence and maternal death. Women’s 
death rates double during pregnancy and for 90 days 
after birth and more than 35% of all deaths in women 
aged 15-44 occur during pregnancy. Three out of four 
of these deaths are directly-related to pregnancy and 
childbirth, but the rest are from indirect causes including 
intentional violence and accidental injury. a 2002 united 
nations Population Fund (unFPa) source also estimates 
that 14% of pregnant women’s deaths are associated with 
injury and violence. 

2.2 Policy Environment

in august 2000, the government approved a 
new national Health Policy, which envisioned the 
development of a modern, client-responsive, efficient 
health service involving non-governmental and 
government providers. The policy aimed to reduce 
maternal mortality and improve maternal health 
services. While the policy looks impressive on paper, 
implementation of the recommendations was limited, 
and gave rise to a high number of maternal deaths, among 
other problems. a good physical health infrastructure is 
available at different tiers, but these are under-utilised 
strategically. This is partly due to staff absenteeism and 
other logistic supports supposedly available in these 
facilities. There is also a lack of accountability among 
the service providers due to limited  monitoring and 
supervision of activities in public health facilities. 

currently, there is no maternal health policy 
in bangladesh. However, a national Maternal 

Health Strategy was formulated in 2001, which is a 
comprehensive workplan to ensure safe motherhood for 
all women throughout the country and is integrated in 
the HnPSP. it emphasises several elements of maternal 
health care, including:

• antenatal care; 
• safe delivery, including Emergency obstetric care 

(Emoc); postnatal care; 
• family planning; 
• prevention of unsafe abortion and management of 

abortion complications; and neonatal care. 
it also focuses on the provision of Emoc services and 

of necessary delivery assistance through skilled birth 
attendants (Sba) at the grass root level. The specific 
target goals for 2006 and in the Mdgs were to increase 
the percentage of pregnant women who receive three 
prenatal care visits to 60% and deliveries conducted by 
Sbas to 35%.60

a national Reproductive Health Strategy was also 
adopted in 1997, based on the principles set forth in 
the icPd Poa. it emphasises a client-centred and 
lifecycle approach to reproductive health services. The 
strategy prioritises the following reproductive health 
issues: safe motherhood, including infant care; family 
planning; menstrual regulation and care of post-abortion 
complications; management of reproductive tract 
infections and Stis; infertility services; and adolescent 
health care.61 

under the bangladesh penal code, abortion is restricted 
to saving the life of the mother and can only be performed 
by a qualified physician in a hospital. However, menstrual 
regulation is allowed as an interim health measure to 
establish non-pregnancy up to eight weeks from the last 
menstrual period by a trained family welfare visitor under 
a physician’s supervision and up to the 10th week by a 
licensed medical practitioner. it is available in the public 
health facilities at the district level and below. 62 

2.3 Service Provision

The Health and nutrition Population Sector Program 
has the following maternal, child and reproductive 
health-related targets for 2006–2010:63

Maternal and child health and reproductive health 
services have four main components as per the HPnSP 
Revised implementation Plan: safe motherhood 
services, child health care services, newborn care and 
adolescent health care.65 These services are provided 
through the countrywide public health infrastructure 
described earlier. The Maternal and child Welfare 
centers (McWcs) provide the McH services under 
the supervision of the directorate of Family Planning, 
whereas the district hospitals provide maternity services 
through an outpatient consultation centre and a labour 
ward. between 25-40% of hospital beds are reserved for 
maternity patients in every hospital.66

considering the high number of maternal deaths 
in bangladesh, the government has placed a special 
emphasis on providing Emergency obstetric care 
(Emoc) services as a main strategy to lower pregnancy 
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HnPSP PRioRity 
obJEctivE unit oF MEaSuREMEnt

bEncHMaRK 
(WitH REFEREncE PERiod and SouRcE)

PRoJEctEd
taRgEtS

Mid-2006 Mid-2010

Reducing Maternal 
Mortality

Proportion of births attended 
by skilled health personnel 15% (2003) 25.0% 43%

Maternal deaths per 1,000 live 
births 3.2 (bMMS, 2001) 2.75 2.4

Reducing the total 
Fertility Rate

lifetime number of births per 
woman at current-period age-
specific fertility rates

3.00 (bdHS 2004) 2.8 2.2

Reducing the burden of 
Hiv/aidS

Hiv prevalence among 
pregnant women aged 
15 to 24 years

<4% among intravenous drug users (idus) 
and commercial Sex Workers (cSWs) (Report of the 
Hiv/aidS control Program

<2% <0.5%

Prevention and 
control of Major non-
communicable diseases

increase screening for Early 
detection of cancer (cervix, 
breast and oral cancer) 
through Self-Examination

–
15% of the 

eligible 
women

30% of the 
eligible 
women

other Maternal 
and Reproductive 
Health-related targets

contraceptive Prevalence Rate 58.1% (bdHS, 2004) — 70-72%

total Fertility Rate 3.0 (bdHS, 2004) — 2.2

antenatal care 15,00,000 (mid-2003) 18,00,000 22,00,000

Postnatal care 5,70,000 (mid-2003) 9,00,000 13,00,000

Safe Menstrual Regulation 
(MR) - number of women who 
received MR services in a year

2,50,000 (mid-2003) 3,50,000 5,00,000

Safe delivery - number of 
pregnant women who obtained 
safe childbirth care both at 
home and facilities provided by 
skilled personnel in a year

4,65,000 (mid-2003) 7,50,000 9,50,000

availability of obstetric first aid 
at union HFWcs - number of 
uHFWcs staffed and equipped 
for safe delivery and obstetric 
First aid in a year

— 860 1500

Table 3: HNPSP priority objectives and indicators with benchmarks and targets64
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and childbirth-related deaths. Emoc has been 
introduced in phases in selected McWcs, upazila 
Health complexes (uHcs) and district hospitals. The 
Review of availability and use of Emergency obstetric 
care Services conducted by the Ministry of Health 
and Family Welfare in 2000 found that the existing 
comprehensive Emoc facilities67 are distributed 
mostly at division and district levels, and basic Emoc 
facilities at district as well as upazila levels. all 13 
bangladesh government Medical college Hospitals, 
59.32% dHs, 27.42% McWc, about 3% of sampled 
uHcs are providing comprehensive Emoc services.bp 
of the institutional deliveries, 64.62% are conducted by 
government facilities and the rest by private clinics. The 
private clinics providing comprehensive Emoc services 
on payment are highly concentrated in the big cities of 
four divisions: dhaka, chittagong, Rajshahi and Khulna. 

With support from unFPa, unicEF and averting 
Maternal death and disability (aMdd), the government 
has increased the number of functioning comprehensive 
Emoc facilities from 45 in 2000 to 70 in 2002. it has also 
installed and incorporated life saving equipments, as well 
as standardise the lists of Emoc equipment and supplies 
in uHcs and district hospitals on a pilot basis. 

a 2002 study to assess the effects of the un 
interventions vis-à-vis the uM Emoc process indicators 
in the Khulna division found significant improvements 
in the Emoc indicators with the exception of coverage 
of basic Emoc. The coverage of comprehensive Emoc 
increased from 0.23 to 1.04 per 500,000 population (un 
standard: at least one facility per 500,000 population); 
the coverage of basic Emoc remained the same at 
0.64 basic Emoc facility per 500,000 population (un 
standard: at least four facilities per 500,000 population); 
met need increased from 11.1% to 26.6%; the proportion 
of births at the Emoc facilities increased from 5.3% to 
11.7% (un standard: at least 15%), and the overall case 
fatality rate decreased by 51% (un: <1%).69 

The HPnSP target is to ultimately provide 
comprehensive Emoc in all district and medical college 
hospitals and in selected uHcs, as well as basic Emoc 
in all uHcs.70 in addition, 25% of women in need of 
emergency obstetric care should have access to and 
be able to use government health facilities for delivery 
complications management (compared to only about 
13% in 2005).

2.4 Recommendations

Recommendations for government agencies
• develop a comprehensive SRHR policy/strategy, 

which incorporates women’s health as one of the 
key components and which uses a rights-based and 
women-centred approach. 

• increase local and national budgetary allocations for 
emergency obstetric care and other components of 
maternal health.

• develop a stronger strategic stewardship and 
governance role for the Ministry of Health and 
Family Welfare to effectively render maternal health 

and other SRHR services.
• increase accountability of government health 

facilities at all levels so that quality maternal health 
services will be ensured from these facilities.

• develop programmes to promote gender equality, 
such as strengthening girls’ education and 
increasing the current school stipend provision for 
girls up to higher education, stronger enforcement 
of birth registration and legal age at marriage, 
enforcing equal pay for equal work, which would 
in turn have a positive effect on women’s decision 
making and SRHR, including maternal health. 

• implement effective strategies to increase 
institutional delivery. 

• Make available comprehensive Emoc at the upazila 
level in all districts; strengthen the number and 
quality of existing basic and comprehensive Emoc. 

• Enable health services to address complications due 
to violence during pregnancy.

• involve local non-government organisations 
and community-based organisations (cbos) in 
monitoring the functioning of local health facilities.

• develop a sound data base to document the current 
picture of maternal health situation at the local 
level, which provides disaggregated data (including 
by age, socio-economic status, educational 
background and others) and which links it to other 
issues such as vaW.

Recommendations for ngos
• build awareness of the government officials and the 

media on the need for a women-centred and rights-
based approach to maternal health and other SRHR 
issues, and a comprehensive SRHR policy.

• build partnerships with government and 
other relevant organisations working in other 
issues, including vaW, economic and political 
empowerment, to create closer and fully operational 
linkages to establish women health and rights. 

• develop capacity and effective organisational 
mechanisms for the promotion of SRHR, including 
to increase government accountability and to 
improve citizen’s voice.  

• increase men’s understanding of maternal health 
issues, including contraception and unwanted 
pregnancies, and other related issues such as 
violence against Women. 

Recommendations for the Media
• awareness of media practitioners on various SRHR 

issues, including pregnancy and childbirth-related 
deaths and disabilities, is urgent.

• increased collaboration between media and ngos 
working in PcRdd and various SRHR issues is 
critical for successful interventions.

• Media practitioners should write about PcRdd 
and other SRHR issues on a regular basis to increase 
public awareness on such issues. 

Recommendations for donors
• long term uninterrupted funding support on 
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women’s health and SRHR issues is critical instead 
of project  funding.

• SRHR funding priority should be an integrated 
components.

• Hiv/aidS funding should be integrated within 
HnPSP.

• donors’ coordination is urgent to avoid duplication 
of services. 

2.5 Case Studies

The following case studies taken from naripokkho and 
bWHc project sites underscore women’s lack of access 
to appropriate and affordable maternal health services, 
as well as abuse in patients rights by public health service 
providers.

Case Study

Case Study

3 
CHALLENGES TO MEETING YOUNG 
WOMEN’S HEALTH NEEDS 

3.1 Facts, Figures and Key Issues

Bangladesh’s population is relatively young. 
according to the national census of 2001, 
as many as 36.3 million bangladeshis are 
adolescents (10-19 years of age), constituting 

23% of the population. Population Reference bureau 
(PRb)’s “World’s youth datasheet 2006” estimates, on 
the other hand, that there are 45.7 million youth (age 10-
24) in 2006, comprising 32% of the population. This will 
increase to 52.2 million in 2025 (27% of the population).71 

bangladesh stands out internationally in having an 
extraordinarily early marriage age for girls and with a 
considerable average age difference between girls and 
boys for marriage. although the legal age is 18 for girls 
and 21 for boys, PRb cites that 48% of girls age 15-19 
are married compared to only 3% of boys in the same 
age group.72 in the rural areas, there are cases of girls 
marrying as early as 12 years. bdHS 2004 data reveal 
that more than half of all women aged 20-49 are married 
before their 15th birthday.73

Early marriage exposes young girls to early and 
longer childbearing. indeed, in bangladesh, one out of 
three adolescent women aged 15-19 has already begun 
childbearing.74 28% of these teenagers have given birth, 
while another 5% are pregnant for the first time. teenage 
girls in rural areas and in Rajshahi and Khulna divisions 
are more likely to begin childbearing early compared 
to urban girls and girls from other divisions. young 

Patients’ Rights abused

Asia Begum, 30, wife of a day laborer from Panapur 
village, Palashbari Upazila (sub-district) of Gaibandha 
district, was admitted to the district hospital for delivery, 
which is 22 km from her home through a van. When Asia 
said she was already feeling labour pains, Nurses Hafiza 
Begum and Zulekha Khatun said they would not be able 
to provide the needed medicines (oxytocin). They asked 
the patient’s mother, Moyna Begum, to buy these outside 
the hospital but the family was poor and could not afford 
to buy the medicines (it costs 11 taka). As Asia’s condition 
deteriorated and her family could not pay for the medicine, 
the nurses allegedly drove them out of the hospital. Asia 
ended up giving birth at the hospital gate. 
 

Source: BWHC

... Bangladesh stands out internationally in having an extraordinarily early 
marriage age for girls and with a considerable average age difference 
between girls and boys for marriage... 

emOC seRviCes: FaR FROm aCCessible

Twenty-year old Joytsna is in her third trimester of 
pregnancy. A resident of Chittagong, she went to Kathaltoli 
union under the Pathorghata Upazilla (subdistrict) to 
give birth at her in-laws’ house. Because Joytsna was not 
registered in Kathaltoli, no health worker visited her. 
Family members tried to deliver the baby and only when she 
started having convulsions was the local traditional birth 
attendant (TBA) called in. The TBA immediately referred 
her to the Pathorghata upazilla health complex, which 
was 5 km. away. There, attending physicians diagnosed 
her to be suffering from eclampsia and referred her to the 
Barisal Medical College Hospital. As Barisal was three and 
a half hours away and transporting her would cost 1,000 to 
2,000 taka, the family took some time to decide on whether 
to take her to the medical college hospital or not. In the 
meantime, Joytsna and her baby died. 
 

Source: Naripokhho
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women who had completed secondary education were 
more likely to delay childbearing compared to those with 
incomplete primary or no education (15.5% vs. 45.8% 
and 46.5%). adolescents from lower socio-economic 
status were also more likely to begin childbearing—four 
out of 10 adolescents in the poorest 40% of households 
have begun childbearing compared to three out of 
ten in the richest 20%. Early childbearing is a major 
social and health concern, as adolescent girls are more 
likely to suffer from severe complications during birth, 
and therefore are at increased risk of suffering from 
disabilities and of dying from pregnancy and childbirth 
together with their children.75 The major pregnancy and 
childbirth-related causes of death for young women are 
toxaemia, unsafe abortion and obstructed labour (caused 
by the immaturity of the birth canal). The WHo states 
that, worldwide, girls younger than 18 years are up to 
five times more likely to die in childbirth than women in 
their 20s.76 Furthermore, early childbearing has severe 
implications on a young woman’s socioeconomic status, 
cutting short her education and limiting her ability to 
pursue a career and earn an income.

contraceptive use is less prevalent among married 
adolescent girls compared to older married women. only 
34% of girls aged 15-19, compared to 47% among girls 
aged 20-24, use modern contraception.77 While unmet 
need for contraceptives among married adolescent 
girls has improved slightly over the past years, it is still 
23.3% among girls aged 10-14, 15.1% for girls aged 15-
19 and 12.5% for girls aged 20-24 in 2004.78 Moreover, 
21% of adolescent births in bangladesh are unplanned.79 
More than one in three births to adolescent girls aged 
15-19 occurs after a “too short” interval of less than 24 
months (the median birth interval for women in general 
is 39 months, compared to teenage mothers which is 27 
months).80 

bangladeshi adolescent girls’ poor nutritional status 
further exacerbates their poor maternal health. The child 
and Mother nutrition Survey 2005 found that 60.2% of 
adolescent mothers are stunted, leading to an increased 
risk of having difficulty in pregnancy. on the other hand, 
the 2004 bdHS cite that 39.6% of teenage mothers aged 
15-19 are thin. it also reported that teenage girls suffer 
from micronutrient deficiency, with only 13.9% of women 
younger than 20 years receiving a vitamin a dose after 
delivery and 2.1% reporting night blindness. anaemia 
and iodine deficiency are also higher amongst adolescent 
populations. 

While data on the prevalence of sexually transmitted 
infections and Hiv/aidS among young people is not 
available,81 these remain major public health concerns for 
adolescents. adolescents run a high risk of contracting 
Stis including Hiv/aidS, especially adolescent girls 
having particular biological susceptibility to these 
infections. lack of information and knowledge of the 
symptoms and modes of transmission of Sti, and the 
unavailability of adolescent-friendly health facilities 
increase their vulnerability to Sti/Hiv/aidS.82 

given the double burden of women’s low status and 
age, violence is another area of concern for bangladesh 
adolescents. The WHo 2005 Multi-country Study 

on Women’s Health and domestic violence against 
Women stated that 7% of respondents in dhaka and 1% 
in Matlab reported sexual abuse before 15 years of age. 
Further, the study revealed that of those who had their 
sexual experience before age 15, 38% in dhaka and 36% in 
Matlab said it was forced.83 Studies by the london School 
of Hygiene and tropical Medicine uK, on the other hand, 
revealed that in rural bangladesh, among women aged 
15-19, the risk of death from intentional and accidental 
injury is increased nearly threefold during pregnancy.84

adolescents appear to be poorly informed about 
their sexuality, physical wellbeing, health and their 
own bodies. in addition, whatever knowledge they 
have is often incomplete or inaccurate. low rates of 
educational attainment (although progress has been 
made in this area, particularly in addressing gender 
inequality in education), limited sex education, and a 
culture with inhibited attitudes toward sex further add 
to this ignorance.85 an evaluation study of the Family 
Planning association of bangladesh (FPab) reported 
that adolescents and youth, married and unmarried, are 
not knowledgeable about the following: the underlying 
cause of menstruation, the consequences of unprotected 
sexual acts, how a person is infected with Hiv/aidS, 
menstrual regulation, gonorrhoea, syphilis, causes of 
nightblindness, and the availability of treatment facilities 
for sexually transmitted infections. Sex before marriage 
was reported by 7% of the adolescents (both married and 
unmarried) and 21% of the unmarried youth, but more 
than 50% did not use a condom during the first sexual 
intercourse. a large percentage of married adolescents 
was also unaware of the need for antenatal check-ups, 
post-natal care, emergency preparedness and the risks of 
unsafe abortions.86 

all these factors add to the vulnerability of adolescent 
women and expose them to higher risks of maternal 
mortality. unfortunately, while data on married 
adolescents is quite rich, given that all married women 
are included in demographic and other national surveys, 
reliable nationally representative data among unmarried 
adolescents on the above issues is harder if not impossible 
to locate.

3.2 Policy Environment

The Ministry of youth and Sports has a youth policy, 
covering major areas including education, training, 
health, environment, culture and art. under this ministry, 
a very limited and basic school health programme is 
incorporated. 

The concept of adolescent health first surfaced in the 
fifth five-year plan (1998–2003) of the bangladesh Health 
and Population Sector Program (HPSP). after icPd, 
the government has given due emphasis on adolescent 
reproductive health as one of the important components 
of Reproductive Health care. currently, major initiatives 
on how to address the SRHR issues pertaining to 
adolescents and youth are being implemented from 
government and ngo sides. as mentioned earlier, 
adolescent health care is one of the major components 
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of the McH and RH services under the HPnSP Revised 
implementation Plan. a comprehensive adolescent 
Reproductive Health Strategy was also formulated and 
endorsed by the MoHFW in 2006. This strategy paper 
covers quality service provision as well as the provision of 
adolescent-friendly services. 

among the programmatic challenges for adolescent 
interventions, the most important is to opt for the 
appropriate way to reach the huge number of adolescents 
in bangladesh and to provide them with reproductive 
health services. Strategies like sex education in school 
and easy availability of contraceptives still pose a 
question of acceptability in the socio-cultural setting of 
bangladesh. 

3.3 Service Provision  

young married adolescent girls are being reached 
through McH care and family planning services when 
they are pregnant, while unmarried adolescents may also 
access government services. However, the health seeking 
behaviour of adolescents in bangladesh indicates that 
they are more likely to consult non-medical personnel 
with their health problems. This is partly because existing 
health facilities are not adolescent/youth friendly, 
discouraging service-seeking behaviour. Moreover, 
societal barriers make adolescents reluctant to visit the 
health facilities. 

availability of adolescent-friendly corners in 
service facilities is increasingly being promoted by the 
government. Many ngos are also rendering adolescent-
friendly reproductive health services quite competently 
and have been proven to be successful. 

3.4 Recommendations

Recommendations for government agencies
• implement the newly developed adolescent 

Reproductive Health Strategy. 
• incorporate the rights-based and women-centred 

agenda in adolescent Family life Education and 
ensure that the content is accurate, scientific and 
comprehensive, including information on body 
functions, menstruation, sex, reproduction, safer 
sex, contraception, abortion, diverse sexualities and 
sexual coercion. build life skills for interpersonal 
communication and decision-making. 

• Provide formal and informal education on sexual 
and reproductive health to both in-school and out of 
school adolescent boys and girls.

• Make available appropriate information, Education 
and communication (iEc) materials on sexuality for 
the adolescents.

• incorporate adolescent or youth-friendly health 
service corners in the existing public and private 
health facilities at all levels.

• Ensure that service providers involved in adolescent 
health programmes are adolescent-friendly 
and non-discriminatory and would not violate 
adolescent rights, including on confidentiality. 

• Provide high quality, safe, effective and affordable 
contraceptive services to reduce the present 
high rate of teenage pregnancy and unwanted 
pregnancies. 

• Seek better understanding between parents 
and children by establishing dialogue about the 
problems of the society.

• Make every effort to obtain and make accessible 
age-disaggregated information, as well as data on 
unmarried adolescents, in national demographic 
and other surveys and studies.

• introduce vocational education in order to equip 
boys and girls to enter occupational streams.

• address poverty and the rural-urban divide, as well 
as improve girls’ educational status, in order to 
improve girl’s sexual and reproductive health status.

Recommendations for ngos
• advocate to the various government agencies and 

institutions on the above recommendations for the 
government.

• Mass campaign and advocacy to raise knowledge 
and awareness on the importance of young women’s 
SRSH issues among various community and school 
gate keepers.

Recommendations for the Media
• Media should come forward to generate public 

awareness on young women’s SRHR issues.
• Media should be involved in the implementation of 

the adolescent Reproductive Health strategy.• 

Recommendations for donors
• coordination among donors to avoid programme 

and service duplication.
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Case Study

4 
ASSESSING THE IMPACT OF HEALTH 
SECTOR REFORMS ON WOMEN’S HEALTH 
AND RIGHTS 

4.1 The Health Sector Reform Process 
in the Country

The Ministry of Health and Family Welfare 
(MoHFW) underwent tremendous 
transformation during the health sector reform 
in the 5th five-year plan from 1998 to 2003 under 

the banner of Health and Population Sector Program 
(HPSP) in bangladesh. Major initiatives undertaken in 
this reform were:87  

• unification of vertically operated Services: 
under HPSP, both the Health and Family Planning 
directorates were merged into one sector under a 

single management structure. Resources (revenue 
and development funds) were put together to 
support activities to achieve the overall sectoral 
goals.  

• introduction of a Sector-wide approach: instead of 
project-based planning, there was a shift to sector-
wide planning, management and financing. This 
involved prioritising targeted issues at many levels 
within the sector, but financial support was directed 
into overall budget support and less into earmarked 
components. 

• decentralisation: one of the important milestones 
of bangladesh’s health sector reform initiatives 
was the move from centralised planning and 
management to decentralisation of administration 
at the sub-district level and below. This was done to 
strengthen the capacity of the public health sector 
to deliver high quality curative and preventive 
services. a decentralised system of local level 
planning, including procurement of equipment was 
introduced. 

• go-ngo collaboration: The collaboration 
between the government and ngos has been in 
place for a long time without any signed agreements 
between the MoHFW and the ngos. Through this 
reform process, rather than just the government 
being the main health provider, ngos were 
contracted out to implement several innovative 
service delivery programmes (e.g., on Hiv/aidS/
Sti prevention, national nutrition programmes, 
and urban primary health care projects).

• community involvement: The rationale for 
introducing this approach was to ensure 
community participation at all levels, particularly in 
setting their priorities and planning the process of 
health service delivery mechanisms. it was expected 
that the community would thus understand their 
well-being and would be able to demand quality of 
care. community clinics were established in rural 
areas and were supposed to be operated through 
joint management of the government and the local 
people through the community groups.

• Equity and Pro-poor Service delivery: Through 
HPSP, the government introduced the Essential 
Services Package (ESP), which was supposed 
to address the health needs of women and 
disadvantaged members of the population. ESP 
includes reproductive health care (including safe 
maternal health, contraceptive services, menstrual 
regulation, adolescent health and infertility 
care), child health care, communicable disease 
control, limited curative care and behavior change 
communication (bcc).

• gender Mainstreaming: From having separate 
women’s projects which addressed gender 
equity, HPSP shifted to a gender mainstreaming 
approach.88

The second phase of health sector reforms in 
bangladesh, the Health nutrition Population Sector 
Program (HnPSP), was initiated in 2003 and was to be 

... One of the important milestones of Bangladesh’s health sector reform 
initiatives was the move from centralised planning and management to 
decentralisation of administration at the sub-district level and below. ..

esCaPe FROm death

Roushia is a young woman from Polash Upazilla of 
Narshindi District, Bangladesh. Her husband is a rickshaw 
puller. During her first pregnancy at the age of 16, Roushia 
had her regular check-ups at the BWHC-Polash Center. 
On her eighth month of pregnancy, she stumbled and fell 
while collecting water and was hurt badly. The Community 
Health Volunteer (CHV) of BWHC only found out about 
Roushia’s serious condition during one of her regular 
household visits in the community, seven to eight days after 
the accident. The CHV took Roushia to the Sader Hospital 
of Polash, an upazila-level hospital, but as there was no 
EmoC facilities there, the doctor in-charge referred them 
to Narshindi Sader Hospital (district-level). At Narshindi, 
the on-duty Resident Medical Officer (RMO) provided her 
two options–either Roushia waits for the hospital’s female 
doctor as this doctor was absent and will be coming back 
only after thrre days or she could avail services in a private 
clinic at the cost of 10,00 taka which the RMO will specify. 
The CHV repeatedly requested for the RMO’s assistance 
for free service but this was not granted so she and Roushia 
had to return to their village. As Roushia’s family could not 
afford the cost, the CHV attempted to come up with the 
money from the community. In the meantime, Roushia’s 
condition reached critical levels.

When the CHV has raised enough money, they rushed 
Roushia to the Dhaka Medical College Hospital where her 
life was saved but Roushia had a still-birth child. She was 
later abandoned by her husband. 
 

Source: BWHC
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implemented till 2006 but has been recently extended to 
2010. HnPSP focuses on modernising health, nutrition 
and population (HnP) services in bangladesh and 
continues with the sector-wide approach used in HPSP, 
ESP (which is now to be known as Essential Service 
delivery or ESd) and improved equity.89 However, it 
formally separated again family planning and health 
services, brought back home-based services, included 
nutritional aspects of the health of mothers and children 
in the ESP package and initiated the provision of urban 
primary health care services.90 

4.2 Financial Requirements of the HNPSP  
2003-2010

The MoHFW estimates that HnPSP will cost 324,503 
million taka (uS$4,73.43 billion) from 2003-2010. 
in bangladesh, spending for health, nutrition and 
population comes from two budgets: revenue, which 
finances mainly recurrent costs (including salary), and 
development, which comes from international funding 
partners and finances both recurrent and investment 
expenditures.91 The funding sources and costs are 
summarised in table 4 below:

 
Table 4. Total Cost of HNPSP Financing Pattern

Source: HNPSP Revised Implementation Plan, November 2005

of these total funds, the estimated cost of maternal and 
child and reproductive health programmes, as well as 
family planning, are as follows:

it must be noted that a financing gap of about 450 
million taka (uS$8 million) is missing between the 
expected development partners’ support during 
the implementation of HnPSP and the estimated 
development funding availability. The breakdown per year 
of planned expenditures and resources is summarised in 
table 6.

4.3 Budget Expenditure for Health, Particularly 
MCH and RH

HnPSP spending for the year 2003-04 was 27,861 
million taka (uS$406 million), representing only 

0.83% of the gdP. MoHFW represented only 5.6% of 
government spending compared to 7.2% in 1995-06, 
indicating that the health sector has been less prioritised 
over the years. Funding from international partners 
has declined since 2002-03 and 2003-04, mainly due to 
the MoHFW’s ill-preparedness to spend the allocated 
development fund during the previous years.92  While 
the HnP allocation in the revised development budget 
for 2003-04 was 18,476 million taka (uS$269.56 
million), the actual expenditure was 13,383 million 
taka (uS$195.25 million), an achievement of 72.4%. in 
the non-development budget, the revised allocation 
was 14,967 million taka (uS$218.36 million) but the 
actual expenditure was 14,478 million taka (uS$211.23 
million), the achievement being 96.7%. Expenditures in 
many cases have exceeded the budget provision, while in 
some cases no expenditure was incurred. 

in 2003-04, services of curative care accounted 
for 1/3 of the total expenditure, followed by health 
administration at 22%, capital formation at 20%, and 
McH and FP and counselling at 17%. Essential Service 
delivery accounted for 53% of expenditure, the largest 
of which is on family planning constituting almost half 
of the ESd expenditure. child health comprised 25%, 
reproductive health (non-FP) 16%, limited curative 
care 8%, support service and coordination 2% and bcc 
1%.93

only 28.1% of the total health expenditure was 
financed by the public sector, while 71.9% was financed 
privately, most of which was out-of-pocket spending by 
households (88.3%).94 

it should also be noted that during the first phase of 
health sector reforms, a substantial amount of project 
aid (65.58%) was spent for consultancy services. 

4.4 Impact on SRHR Service Provision and Access to 
Services95

Health sector reforms under the HPSP apparently 
looked manageable but did not work out as intended. 
on the one hand, this is due to the socio-economic and 
bureaucratic cultural context of government machinery; 
on the other hand, it is due to a lack of ground work, 
prior institutional capacity and preparedness for 
implementing such an important and massive reform in 
the field. bipartisan political support for the reforms was 
also weak, and space for civil society and women’s voices 
was limited during the implementation.96 

a series of reform initiatives was taken during HPSP 
but was found to be very short-lived. little actual 
decentralisation occurred, while the unification of 
health and family planning services was halted in 2001 
with the change in government. Many community 
clinics have been constructed but limited health 
services were provided from these facilities due to 
lack of proper training and orientation in local level 
planning. Home-based services were formally brought 
back again under HnPSP. organisational changes did 
not lead to anticipated changes in indicators while some 
community-based surveys even indicating that use of 

FInancIng PattErn

aPProVEd 
In mIllIon 

taka
(2003-2006)

rEVIsEd In 
mIllIon 

taka
(2003-2010)

government of bangladesh 
(gob) (development) 14,000 54,297

Project aid (Pa) 32,000 107,935
Sub total (dev. budget) 46,000 162,232
gob (Revenue) 48,100 162,271
total (Revenue + 
development) 94,100 324,503
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Table 5. Estimated Cost of FP and MCH and RH Programmes under HNPSP

naME oF oPERational Plan
aPPRovEd 

allocation 
FoR 2003-2006

ExPEndituRE duRing 
2003-2005

REviSEd PRoPoSal 
FoR 2003-2010

gob Pa total gob Pa total gob Pa total

clinical contraception Services delivery, directorate 
general of Family Planning (dgFP) 962 569 1,531 474 61 535 2,258 2,633 4,891

Family Planning Field Services delivery 1,350 9,805 111,155 1,088 4,406 5,494 2,185 16,595 18,780

Maternal, child and Reproductive Health Services 
delivery, dgFP 420 1,215 1,635 198 136 334 925 4,459 5,385

information, Education and communication (FP), 
dgFP 100 204 304 55 0 55 342 776 1,118

MiS – Services and Personnel (FP), dgFP 40 56 96 14 0 14 117 90 207

training, Research and development (FP), niPoRt 74 142 216 23 0 23 46 1,027 1,073

Procurement, Storage and Supply Management, 
dgFP 558 15 573 89 0 89 975 56 1,031

 Source: HNPSP Revised Implementation Plan, November 2005

aREa 2003 - 04 04 - 05 05 - 06 06 – 07 07 - 08 08 - 09 09 – 10 g. total

Revenue 14967 16521 20446 22899 25647 28725 32172 161379

development (core services)   9368 20255 16377 18549 20941 23644 26700 135834

accelerated services 1254 1459 1459 1520 1851 7578

new investment 926 1577 2349 2992 3053 10898

total 24335 36775 39003 44484 50432 56881 63775 315686

gob contribution 18363 22103 25468 28415 31991 36020 40561 202921

Expected dPs Support   5973 14672 13535 16069 18441 20861 23214 112765

Source: HNP Strategic Investment Plan

Table 6. HNPSP Expenditure Plans and Resources (Indicative)

public health facilities declined and public opinion 
of government services worsened.97 HPSP also had 
limited success in increasing community participation 
due to various reasons, with groups having been used 
to mobilise free time and labour, but was not used to 
strengthen accountability of providers.98 Having been 
overly focused on health system restructuring issues, 
there was less emphasis on tools to ensure the inclusion 
and tracking of priority indicators of SRHR. no specific 
comprehensive plan was visible in the area of capacity 
building. 

other major limitations that have been identified in 
HPSP are as follows:

• There was recognition of the need for, and 
commitment in principle, to the importance of 
gender equity in health sector programmes. but 
implementation of policies and plans was limited 

due to weak institutional mechanisms, capacity 
building initiatives and leadership.  

• overall, public spending on health has remained 
low and scarcity of resources remained. at the 
same time, HPSP could not disburse all the funds 
available. in this regard, delayed World bank fund 
disbursement mechanism was acute. 

• development partners’ coordination, even though 
improved, remained too much World bank-
dominated.

• ineffective unification, long-lasting conflicts 
between FP and Health cadres, inefficient efforts 
on management information system (MiS), bcc, 
procurement of medicine and logistics, hospital 
improvement initiative, planning process, halting 
of satellite clinics and home visitation have resulted 
in curving down the quantity and quality of RH 
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services rendering from different tiers of the 
health service delivery chain. 

• insufficient attention has been paid to the supply 
side barriers faced by the vulnerable population. 
These are: unofficial fees, erratic drug supplies, 
absenteeism, and negative attitude of the service 
providers. 

• Social marketing initiatives have mainly 
concentrated on promotion of contraception and 
condoms, and not on comprehensive maternal 
health or youth SRH services.

• The weak decentralisation process has severely 
endangered the local health services. in 
conservative areas, decentralisation can even be 
counter-productive.

• it allowed cost recovery by local governments and 
explored cost-recovery for public services.

ostensibly, the HnPSP sets out to address these 
deficiencies, in order to create “a modern, responsive, 
efficient and equitable HnP sector.”99 a look at the 
Public Expenditure Review (PER) of HnPSP 2003-04, 
the first year of HnPSP implementation, reveals that 
much remains to be done, particularly in terms of 
equity and gender issues. allocation of resources across 
districts is neither based on health needs nor on poverty 
status. For instance, Kishoreganj, a very poor district, 
receives 83 taka per capita even though it should get 
236 taka per capita when needs are considered. in 
contrast, Sylhet, a non-poor district, receives 182 taka 
per capita, when it only needs 29 taka per capita. on 
average, very poor districts receive 102 taka per capita 
even though its actual need is 159 taka per capita. 
Meanwhile, non-poor districts, on an average, receive 
103 taka per capita when it should only be getting 70 
taka per capita.

The PER also reported that utilisation of public health 
services remains low, with only 12% of people visiting 
public facilities for healthcare when they reported sick.
Moreover, the economically disadvantaged continues 
to receive less public resources devoted to health 
compared to the rich people of the country. The poorest 
20% of the population receive only 19.1% of the total 
public healthcare subsidy (145 taka) while the richest 
20% receive approximately 1/3 of the total subsidy (241 
taka). For people in rural areas, the per capita subsidy is 
161 taka compared to 117 taka.

on the average, a bangladeshi spends 398 taka 
annually per capita on health services. While both 
women and men appear to be sharing healthcare 
payments equally, there is significant variation 
when disaggregated by broad age groups. For boys 
aged less than 14 years old, per capita healthcare 
expenditures seem to be higher as compared to their 
girl counterparts. in contrast, in the reproductive age 
group, expenditure is significantly higher for the female 
as compared to the male of the same age group. There 
are also gender differences in receiving health subsidy 
when disaggregated by class. For example, the per 
capita subsidy for very poor urban women is 94 taka 
whereas their male equivalents get 265 taka. Something 

similar happens in rural areas as well.

4.5 Recommendations 

• Ensure that gender equity policies and plans are 
implemented. 

• Revise resource allocation so that it is equity-
based, with poorer districts receiving more 
resources.

• it is imperative to introduce an efficient targeting 
mechanism so that the poor can get more benefits 
from the limited public resources owed to the 
health sector. 

• address supply-side barriers particularly 
experienced by more marginalised populations, 
such as unofficial fees, erratic drug supplies, and 
unprofessional attitude of service providers. 

• Ensure availability of skilled service providers 
even at the rural and poorer areas. Moreover, 
accountability systems need to be strongly in 
place.

• in any attempt at decentralisation, ensure that 
maternal and child health services, menstrual 
regulation and young people’s SRH services 
are compulsory and are exempted from user 
fees. implement social insurance schemes and 
community insurance schemes to cover these 
kinds of services

• Ensure that elements of ESd/ESP such as services 
for infertility, pregnancy complications arising 
out of violence, adolescent and youth sexual and 
reproductive health services, among others, are 
really available on the ground.

5 
GENDER, ECONOMIC AND  
SOCIO-CULTURAL OBSTACLES TO, AND 
CIVIL AND FACILITATING POLITICAL 
FACTORS FOR IMPROVING SRHR

5.1 Gender, Economic and Socio-cultural Factors 
Affecting SRHR

Gender discrimination is deeply rooted in the 
patriarchal culture and society of bangladesh. 
Most of the common health and nutritional 
problems of poor women and girls can be seen 

within this wider context of women’s disempowerment, 
which gives a clear picture of the ways in which gender, 
health and poverty are linked. For instance, maternal 
malnutrition, a serious health problem, is not only a 
consequence of income poverty but also of the poor 
societal valuation of maternal health. There remain 
glaring gender inequalities in women and men’s health 
status and access to and utilisation of health facilities. 
This is connected to discriminatory practices which start 

... Most of the common health and nutritional problems of poor women and 
girls can be seen within this wider context of women’s disempowerment, 
which gives a clear picture of the ways in which gender, health and poverty 
are linked... 
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in homes, including women’s lack of bargaining power in 
the household, low expenditure on the health of women 
and girls and prioritisation of men and boys over women 
and girls in the division of food. 

outside of the family, women face considerable 
constraints in accessing health care: distance to 
facilities and lack of money for treatment are the 
two most frequently cited problems. Women face 
restrictions in travelling unaccompanied, and are 
economically dependent on men, both of which affect 
their health care-seeking opportunities. Thus, in 39.1% 
of households, only the husbands decide whether the 
wives go to a health facility for their health needs, 
compared to 5.6% of households where only the women 
decide.100 Moreover, the 2003 Third Service delivery 
Report revealed that only 35% of women decided 
about assistance at the delivery compared to 42% of 
husbands.101 Widespread reluctance of husbands to 
spend money on their wives’ medical needs is also 
reported. 

Women’s health and body remain “taboo” subjects 
for many and girls and women are socialised not to talk 
about their reproductive health problems.102 as a result, 
most women suffer health problems in silence, not 
disclosing their health condition even if their lives are 
at risk.103 The growing religious fundamentalism in the 
country poses even more threats to women’s SRHR. 

neglect of women’s health during pregnancy reflects 
the low value placed on women’s lives. Pregnant 
adolescent girls represent significant subgroups of 
pregnant women. There is evidence of numerous barriers 
to the utilisation of health care by adolescents. This 
implies that the special vulnerability of adolescents has 
to be taken into account in the organisation, content and 
quality of care.

a public utilisation study conducted by the bangladesh 
institute of development Studies (bidS) in 2003 
revealed that male utilisation rates at public sector 
facilities for both in-patient and out-patient MoHFW 
services far exceed those of females, except in McH 
services, particularly Family Planning services. Measured 
in financial terms, benefits from use of MoHFW services 
accruing to males are likewise higher than those accruing 
to females.104 

Women are reluctant to go to male doctors and 
sometimes families would not allow female members 
to be treated by male doctors.105 Many women usually 
do not have the power to decide over this; mothers-
in-law and husbands do. Women are also often not 
taken in time for emergency obstetric care. There are 
reported cases of women finally arriving at health 
service centers and not receiving adequate attention, 
with no importance seemingly given to save their lives. 
With the health care providers’ general insensitivity 
to women’s health needs, women’s reproductive 
rights are not respected and their reproductive health 
emergency conditions are often neglected.106 Women 
do not enjoy their rights to decide how many children 
to have, whether or not to have them and when to have 
them. There is also a general lack of freedom to choose 
whether to use contraception to prevent pregnancy or to 

terminate unplanned pregnancies. 

5.2 Enabling factors

The 1994 international conference of Population and 
development is a watershed event which has affected 
population and reproductive health policy-making in 
bangladesh. in observance with the recommendations 
of icPd, the MoHFW in 1998 has adopted an 
SRHR framework in its five-year health sector plan. 
consequently a major shift is seen in the design and 
implementation of health programmes pertinent to 
SRHR. as a result of icPd, the Ministry of Women 
and child affairs has taken several steps to improve 
the status of women, integrating women’s issues in 
country’s development concerns. a central agency for the 
elimination of violence against women and children has 
been established within the ministry.  

investigative reports in the electronic and print media 
on women’s rights issues have raised public awareness 
and sparked public debate on women’s SRHR. Private 
tv and radio channels have taken proactive initiatives 
in media campaigns to portray women’s situations. 
consequently, government-controlled sources of 
information decreased in credibility and popular interest. 
an environment that has increasingly brought positive 
changes in the minds of people and supports women’s 
empowerment has visibly taken shape. 

ngos are identified as an active and growing 
movement behind women’s empowerment and SRHR 
services provision in both rural and urban bangladesh. 
This sector has contributed significant innovations 
including rendering microcredit programmes to women, 
providing comprehensive SRHR services to the poor 
and very poor, introducing cost analysis for efficiency 
improvements and rendering quality services that 
helped to establish evidence-based models. Women 
activist, human rights and legal aid organisations have 
voiced public concerns on gender issues and have 
supported different initiatives for the adoption of a rights 
agenda. These organisations are very active in taking 
necessary steps for implementing the convention on 
the Elimination of all Forms of discrimination against 
Women, either correct or create laws to ensure fulfilment 
of women’s human rights and the participation of women 
in policy-making.

together with the ngos, women’s and other united 
nations bodies have also actively worked to promote 
women’s SRHR in bangladesh. unFPa, unicEF and 
WHo, along with the government, have been working on 
increasing access, availability, quality and utilisation of 
women’s health services through the local government 
health facilities at different levels. Women-friendly 
corners (stations specifically catering to women) have 
been introduced in government hospitals for women 
victims and survivors of violence. WHo has piloted a 
safe motherhood initiative with trained skilled birth 
attendants and after positive evaluation expanded this 
to 24 districts of the country; the Women’s Right to life 
and Health (WRlH) a collaborative initiative of the 
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government of bangladesh, unicEF Regional office 
for South asia (RoSa), and aMdd is supporting the 
government in implementing strategies, actions and 
measurements for reducing maternal mortality. a 
comprehensive perspective that includes appropriate 
management, respect for human rights and life-saving 
technology has been adopted. in addition, a joint-un 
Safe Motherhood initiative has been undertaken by 
the united nations development Programme (undP); 
the unicEF; the unFPa; the WHo; the World Food 
Programme (WFP); the united nations Educational, 
Scientific and cultural organization (unESco); 
and Food and agriculture organization (Fao). all 
these agencies have reached consensus for district-
based synergistic interventions that will contribute 
to a broader development sector to enhance women’s 
status and maternal health. 

as a signatory to many international treaties 
including cEdaW, the bangladesh government has 
taken specific steps for eradicating oppression against 
women. in cEdaW, it has opted to abide by: 

• amendment of existing laws which assist in 
oppression of women and formulate new laws for 
establishing the rights of the women; 

• giving special assistance to the oppressed 
women; 

• Eradicate oppression of women and ensure the 
participation of women in judicial system and at 
all levels of police force in order to implement 
laws properly; 

• Ensuring that legal procedures against criminal 
charges such as trafficking, committing crimes 
against women and girl children are completed 
within six months; 

• increase women’s education, eradicate 
discrimination in the rate of education between 
girls and boys and follow active and clear policy 
in order to integrate women in the mainstream 
development and take initiative to make 
education free up to class xii for girls; and

• incorporate equality perspective of men and 
women in all curriculum in order to create 
opportunity to get education throughout life.

the government has worked to ensure women’s 
political participation at the union and municipal 
levels. Enactment and amendment of some laws have 
been undertaken to protect women against violence. 
Maternity leave has been extended up to four months. 

other factors facilitating improvement of women’s 
SRHR in bangladesh are the fast bridging of gender 
inequalities in education and improvements in the 
country’s economy and decline in its levels of poverty.  
in fact, bangladesh, together with Sri lanka are the 
only South asian countries, which were reported 
likely to achieve Mdg targets on eliminating gender 
inequalities. 

6 
MOBILISING FOR CHANGE

The government’s obligation to ensure laws and 
policies affirming and supporting women’s SRHR 
and putting women’s health issues squarely in the 
country’s socio-economic development agenda 

need to be always highlighted. other challenges are 
not just limited to building countrywide awareness on 
the do’s and don’ts of SRHR issues. They extend much 
further to mobilising administrative and professional 
bodies, instigating district based innovation and 
making sure the health facilities and service providers 
themselves are able and willing to provide the quality 
services expected of them. government policies, 
strategies, and implementation mechanisms on 
SRHR issues need to be made public and stakeholder 
participation need to be ensured so that people can take 
part in this process and raise their voices with authority. 

as a signatory to several international conventions, 
bangladesh submits periodical reports to respective un 
committees. This mechanism permits both cEdaW 
and cRc committees to monitor the implementation 
of the relevant articles and to raise concerns on weak 
implementation of the recommendations. increasingly, 
international standards relating to women’s rights in 
citizenship are being introduced into the bangladesh 
government’s vocabulary. both the judiciary and 
media have created a space for assertion of rights and 
identifying issues that require interventions for legal and 
social change. Recently, the bangladesh government has 
adopted its interim Poverty Reduction Strategy Paper, 
where it has highlighted several areas for reform in the 
country. central among these are reducing poverty and 
advocating the promotion of women’s health & rights 
agenda. now the challenge is how to activate the call 
for a greater awareness of “Rights and Responsibilities” 
issues among the community people, which can 
eventually create pressure on public accountability areas.

6.1 Recommendations

Finding out policy and other strategic areas where 
specific actions are required in the area of youth SRH and 
maternal health is essential. in the context of bangladesh, 
these are: early marriage, early pregnancy, maternal death, 
dramatic increase of the young population, and limited 
functioning of the government health facilities in rural 
areas. Highlighting these, the recommendations are:

• Ensure smoother and stronger implementation of 
the birth and Marriage Registration act as well as 
the law against early marriage.

• initiate mechanisms to raise people’s knowledge, 
awareness and capacity to understand SRHR issues 
so they can analyse their local problems and seek 
solutions. 

• Empower local governments so that they could 
effectively perform their role in rendering relevant 
functions.  

• build the capacity of women in politics on the 

... Government policies, strategies, and implementation mechanisms on 
SRHR issues need to be made public and stakeholder participation need to 
be ensured so that people can take part in this process and raise their voices 
with authority... 
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importance of quality affordable and accessible 
health services at local level.

• Ensure availability and accessibility of referral 
centres that are adequately equipped and staffed to  
handle complex maternal health emergencies.

• adopt adolescent/youth friendly SRHR policies, 
strategies and programmes.

• advocate the inclusion of SRHR information in the 
school curriculum.

• Provide formal and informal SRHR education to 
both in-school and out-of-school adolescent boys 
and girls.

• Encourage access of young people to SRHR services 
by establishing adolescent-friendly health service 
centres or corners in public and private health 
facilities at all levels.

• Provide adolescent SRH and life skills education to 
young people and counseling for parents, teachers 
and service providers on how to address adolescents 
SRHR concerns.

• conduct mass campaigns and advocacy to raise 
knowledge and awareness on the importance of 
young people SRHR issues among key stakeholders 
and decision makers.
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that address problems of infertility, particularly 
if caused by Rtis and Stds, such as sexually 
transmitted chlamydia infection;

b. child health care—provision of basic and curative 
care for infants and children for aRi, cdd, 
vaccine-preventable diseases and vitamin a; 
integrated Management of childhood illness 
(iMci) as a child survival strategy directed at 
improved prevention and case management 
of measles, malaria, malnutrition, diarrhoea, 
and bacterial pneumonia; services to address 
malnutrition, especially chronic energy 
deficiency, protein energy malnutrition, low 
birth weight, and micronutrient deficiency; 
school health services, such as first-aid care, and 
periodic health check-ups of school children;

c. communicable disease control— services that 
prevent and manage infectious diseases that 
have severe health impact (tb, leprosy, malaria, 
kala-azar, and other emerging and re-emerging 
diseases).limited curative care—concentrating 
on first aid for trauma, medical and surgical 
emergencies, asthma, skin diseases, eye, dental 
and infectious ear diseases;
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d. limited curative care—care of common illnesses 
and injuries (basic first-aid, treatment of medical 
emergencies, pain relief and advice, specially for 
those in poverty); and

e. behaviour change communication—provision 
of information, education and communication 
(iEc) services to support access to and use of the 
ESP and to promote healthy behaviour change.
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implementation Plan (2005), the components of 
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i.  Safe Motherhood services including the 

following: antenatal care (anc), Safe delivery 
(by Skilled birth attendants-Sba);  Emergency 
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first aid, basic Eoc and comprehensive Eoc; 
Prevention of unsafe abortion through safe MR 
services and provision of post abortion care 
(Pac); Postnatal care (Pnc) with vitamin a 
supplementation;  Maternal nutrition (through 
iron + Folic acid and vit.- a supplementation);  
Syndromic management of Rti/Sti; counseling 
on Hiv/aidS and condom promotion; 
Prevention of unwanted pregnancy through 
introduction of Emergency contraceptive Pill; 
Potential new areas will be screening for cervical 
cancer through visual inspection of cervix with 
the help of acetic acid approach and screening 
for breast cancer; Services for violence against 
women and gender equity; Essential newborn 
care

ii.  child Health care services including the 
following: Promoting integrated approach to 
address sick child through iMci including 
aRi/Pneumonia, diarrhoea, malnutrition, fever 
etc.; growth monitoring; Providing medication 
of deworming; Routine immunization in 
coordination with EPi Programme and vit-a 
supplementation;  Ensuring management of 
drowning, injuries and accident; limited curative 
care for Eye, Ear, Skin infection/worm infestation 
etc.; Expanding vaccination programme of 
Hepatitis-b in coordination with dgHS.

iii.  newborn care: Special emphasis will be given 
on the following domiciliary, uH& FWc and 
McWc

 services: Health education for mothers on 
cleanliness, nutrition, danger signs of both 
mother and baby, umbilical cord care, breast 
feeding, Thermal control, EPi etc; Management 
of birth asphyxia; Routine eye prophylaxis, and; 
Special care of pre-term and low birth weight 
baby

iv. adolescent Health care for girls and boys:  
development of adolescent Health Strategy; 
counseling and developing awareness for 
adolescents on personnel hygienic practices, 
nutrition, puberty, Rti/Sti, unprotected sexual 
activities, night wets, addiction to narcotic drugs, 
accident, violence and sexual abuse; Provision 
of family life education through peer group; 
deworming and iron+Folic acid for adolescent 
girls in non-nnP areas; Management for minor 
gynecological problems, i.e., dysmenorrhea, 
and puberty menorrhagia etc.; Syndromic 
management of Rti/Sti, awareness creation 
on Hiv/aidS and condom promotion for 
married adolescents; Providing consultation and 
treatment for some reproductive health related 
problems of adolescents; Full immunization of 
adolescent girls with five dose tt vaccination in 

coordination with EPi Programme.;  initiation for 
making all service centres adolescent friendly in 
phases.
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3According to a government survey in 2001, three in four women dying of delivery 
complications were illiterate.

1
 TO COUNTRY SRHR AND 
DEVELOPMENT CONTEXT 

1.1 The Problem

W
omen in nepal are 
vulnerable because their 
health and development 
are affected by early, 
too frequent, too 

many, and late pregnancies. Women 
bear the medical risks and social 
responsibilities for unwanted and 
unplanned pregnancies. Population 
policies are not based on the principle 
of respect for the sexual and bodily 
integrity of girls and women. For 
example they target a woman as a 
contraceptive ‘acceptor,’ rather than 
a whole being, which leads to her 
suffering from untreated infections 
and diseases. Women bear the brunt 
of the side effects of contraceptives 
and contraceptive methods as most 
of these are targeted towards women. 
despite the legalisation of abortion in 
2003, unsafe abortion is still a serious 
and pervasive problem, and is the cause 
of up to 20-27% of maternal deaths 
in hospitals.1 Records maintained by 
the national Maternity Hospital in 
Kathmandu for 2002, show that nearly 
10% of the 18,000 gynaecological cases 
admitted to the hospital were abortion-
related. Moreover, studies showed that 
5% of maternal deaths in villages are 
caused by unsafe abortion. Regrettably, 
many women living in isolated, rural 
areas die before they ever reach a 
hospital.2 

according to a government survey 
in 2001, three in four women dying of 
delivery complications were illiterate.3 
The same survey shows that 76% of 

women above the age of 15 years were 
illiterate (compared to 43% of men 
in the same age group.) low levels 
of education and early marriage are 
additional factors that negatively 
impact nepali women’s reproductive 
well-being. illiterate women cannot 
access critical information on SRHR 
and related services. it was found 
that wealthier and more educated 
women had better access to a doctor 
or a trained medical worker. Early 
marriage being predominant in 
nepal, the situation is also extremely 
challenging for female adolescents. . 
The median age at first marriage among 
women aged 20-49 is 17.2 years.4 
once they marry, they are expected to 
bear children right away. nearly one-
quarter of women give birth before 
they reach the age of 18, while over 
half have had a birth by the age of 20.5 
With minimal education and limited 
access to reproductive health services, 
they are left on their own to manage 
their fertility and reproductive health 
and well-being. This is a distressing 
situation given that pregnancies 
among young women carry a greater 
risk of complications due to their 
reproductive systems not being fully 
developed. 

on the positive side, nepal has 
committed to implementing the icPd 
Poa, the bPFa and the icPd+5 
through various mechanisms. national 
plans outline increased attention to 
SRHR awareness, services and related 
laws and policy; positive reforms in 
health services; increase in the number 
of village health workers and mother 
and child workers in each village 
development committee; and a focus 
on poverty alleviation. However, 
these achievements are overshadowed 
by persistent poverty and a large 
number of people with unmet basic 
needs; an increase in Stis and Hiv/

anjana shakya
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aidS; limited mechanisms to effectively provide 
services in rural areas; continuing gender, ethnic and 
other forms of discrimination; a lack of transparent 
policy; and a low priority for programmes targeted at 
adolescents and youths. additional problems include 
the government’s ineffective and weak performance 
in policy and programme implementation,6 and 
gender mainstreaming in the government (i.e. the 
consideration of gender issues across all sectors, 
ministries and departments.) This has proven to be a 
sluggish process.  

1.2 National SRHR Plans and Policies

in 1993, His Majesty’s government initiated 
a comprehensive strategic focus to improve the 
reproductive health situation for women through the 
national Safe Motherhood Programme. national efforts 
to reduce maternal mortality and morbidity are carried 
out across various divisions of the Ministry of Health. 
Efforts have been made since the 9th Five year national 
Plan (1997-2002) to integrate population factors into 
development planning, reflecting increased attention 
towards improving access to quality reproductive health 
services, the empowerment of women, and increasing 
literacy and level of income. The adolescent’s sex and 
reproductive health programme entered the government 
agenda only after the 9th Five year Plan. Reproductive 
health remains on agenda of the 10th Five year Plan, with 
an emphasis on enhancing the availability and access 
of these services to rural and remote areas, increasing 
the availability of family planning via increasing public 
choice, extending the reach of reproductive health of 
both curative and promotional programmes to poor and 
marginalised women, and focusing on women’s access to 
trained health service providers and emergency obstetric 
care. There are no local level health policies, since 
districts follow central government policies, and the plan 
for the decentralisation of health services has not yet 
been operationalised. in addition to government efforts, 
there are a number of private and ngo operated SRHR 
programmes and services. 

The government policies and laws pertaining to sexual 
and reproductive health and rights as of 2006 are as 
follows:

• national Policy and Strategy for Reproductive 
Health 2000

• Mainstreaming gender Program
• national Safe Motherhood Plan of action
• Health Sector Reform 2003
• community Health insurance Policy guidelines 

2003
• neonatal Health care Strategies 2005, 
• The Second long term Health Plan 2002-2017
• Revision of legal age at marriage
• law to combat trafficking of girls and women for 

commercial sexual exploitation
• inclusion of sex education in formal and non-formal 

educational institutions
• national Standard & clinical Protocols for FP & RH,

• national adolescent Health Program
• amendment of civil code (Muluki ain, that 

legalised abortion) in September 2002
• national Safe abortion Policy, 2003 and directives, 

2004
The relevant government agencies and task forces 

responsible for SRHR are:
• nepal Health Research council
• Women’s commission
• Ministry of Health
• Ministry of Population and Environment
• Ministry of Women, children and Social Welfare
• Safe Motherhood task Force 1993
• Family Health division

1.3 National Departments for SRHR and 
Expenditures on Health

in nepal, the budget allocated for the Family Health 
division under the Ministry of Health is reported as the 
budget for SRHR, because it is solely responsible for 
SRHR-related programmes. in the past, two projects 
primarily took responsibility for family planning – one 
project (Family Planning and Maternal/child Health) 
integrated family planning services with maternal/child 
health activities, whereas the second project (integrated 
community Health Services development) provided 
family planning services as one of six components. 
With the objective of streamlining family planning 
and population service activities, several vertical 
programmes under the department of Health were 
integrated. now the Family Heath division has been 
entrusted with reproductive health services, including 
family planning services. Furthermore, it is the Ministry 
of Population and Environment, created in 1995, that 
keeps the icPd Poa in view and addresses population 
policies in an integrated way.  

according to recent WHo statistics,7 nepal’s total 
expenditure on health as a percentage of nepal’s gross 
domestic product is 5.3%. Private expenditure on 
health as a percentage of total expenditure on health 
is 72.2%, with the government’s expenditure on health 
as percentage of total health expenditure being 27.8%. 
out-of-pocket expenditure as a percentage of private 
expenditure on health is 92.2%. These statistics suggest 
that the population of nepal, which is very poor, is left to 
shoulder most of their health care costs on their own. 

The per capita health expenditure of the government 
of nepal stands at nRs 224.32 (uS$ 3.16) for 2006. The 
budget allocated for the Ministry of Health in 2005/6 
accounted for only 4.92% of the total national budget, 
of which 56.59% went to the development programme 
(excluding administration). That year, of the total health 
budget, the Family Health division was granted 31.44%, 
meaning SRHR received minimal financial support 
overall.8 For the fiscal year 2007/8, the health component  
receives 7.15% of the total national budget, an increase of 
33% in comparison to the previous year.
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1.4 Professional/Formally Trained Staff and 
Facilities by Population Areas

under the umbrella of the department of Health 
Services, the government has developed an institutional 
framework to deliver preventive, promotive and curative 
health services. Progress has been made in improving 
the primary health care service network and outreach 
services by providing female mother and child health 
workers, village health workers, female community 
health volunteers, and traditional birth attendants. There 
are 3170 sub-health posts, 650 health posts, 200 primary 
health clinics and 70 hospitals in 75 districts spread 
out over 3912 village development committees.9 but 
only the district hospitals and the maternity hospitals 
provide emergency obstetric care services. The sub-
health posts are the first contact point for basic health 
service. Each level above the sub-health post serves as a 
referral point in a network that goes from the sub-health 
post, to the health host, the primary health clinic, the 
district hospital, the zonal hospital, the regional hospital, 
and, finally, to the specialist tertiary care centres in 
Kathmandu. This referral hierarchy has been designed 
to ensure easy accessibility to the appropriate level of 
health care services.  

a sub-health post is staffed with an assistant health 
worker, a mother and child health worker and a village 
health worker and covers a population of approximately 
5,000 – 10, 000 (i.e. a village development committee 
area). a health post is staffed with a health worker, an 
assistant nurse midwife and a village health worker, 
which is a referral point for 3-4 village development 
committee areas. a primary health clinic is staffed 
with a medical doctor, a staff nurse, a health worker, 
two assistant health workers, and two assistant nurse 
midwives, and is the referral point for several sub-health 
posts and health posts. usually, in remote mountain 
and hill villages, the health facilities have limited or 
inadequate staff, make do without doctors, staff nurses, 
health workers, and assistant nurse midwives. Progress 
has been made in improving nepal’s primary health 
service network and outreach services, but births 
attended by skilled health personnel are lower for 
women living in rural environments, those in the lowest 
wealth quintile and those have no education. according 
to 2005 WHo estimates:10 10.2% of rural women giving 
birth have a skilled birth attendant, compared to 51.1% 
of urban women; 3.6% of the women giving birth in the 
lowest wealth quintile have a skilled birth attendant, 
compared to 45.1% of women in the highest wealth 
quintile; and 45.9% mothers with higher education have 
a skilled birth attendant compared to 6.6% of mothers 
with no education.

1.5 Key Development and Gender Indicators 
Relevant to Women’s Health

The Prospective Plan of His Majesty’s government 
shows a positive trend in a number of key indicators 

important to women and children: a decreasing infant 
mortality rate, an under-five mortality rate and maternal 
mortality ratio, an increase in life expectancy, the total 
fertility rate and the contraceptive prevalence rate. it 
is alarming to report though, according to the WHo in 
2005, that nepal continues to have one of the highest 
maternal mortality ratios in the world: 740 MMR.11 (This 
estimate is higher than number given by the government, 
which is reported in the table below.) according to the 
undP, the maternal mortality ratio in nepal suffers 
gravely from underreporting and misclassification, and 
even household surveys are subject to wide margins 
of uncertainty due to such issues as variability of 
sample, the small number of events and differences in 
methodology.

Table 1: Performance across key development indicators: 
trends and projections  

The central bureau of Statistics reported that poverty 
declined from 42% in 1995-1996 to 31% in 2003-2004.12 
This is an improvement, but poverty remains a pressing 
issue in the country, negatively impacting women’s 
health. illiteracy is a barrier to women accessing critical 
information on reproductive health and related health 
services. according to the undP in 2005, the adult 
literacy rate for men was 62.7% and 34.9% for women.13 
Moreover, the rural-urban divide is pronounced with 
regard to education, as four times as many women in 
urban areas as in rural have completed secondary or 
higher level of education (24% and 6%, respectively).14

legislation has been passed on women’s status in 
terms of owning property, but only a negligible number 
of women own assets. according to the Population 
census, the proportion of households reporting female 
ownership of house, land and livestock is 0.8%, and 
house ownership alone - 0.8%, land ownership alone 
- 5.3%, and livestock ownership alone - 5.4%.15 Men 
and women’s earned incomes differ considerably, with 
men earning uS$ 1868 and women earning uS$ 949.16 
The 2006 global gender gap Report, which reports on 
the difference in access to resources and opportunities 
between men and women, nepal’s overall ranking 
was 111 out of the 115 countries reviewed across 
political, economic, health, and education indicators.17 
Social conservatism, inadequate outreach of health 
services (particularly in rural areas) and insufficient 
socioeconomic development continue to jeopardise 
women’s health and well-being.

IndIcators 1991 1997 2001 2007 2017

infant mortality rate 102 75 64 48 34
under five mortality rate 165 104 91 61 62
Maternal mortality ratio 850 750 539 281 250
life expectancy 54 57 61 60 68
total fertility rate 5.8 4.2 4.1 3.1 2.5
contraceptive  
prevalence rate 24.1 28 39 47 65
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1.6 International Conventions

The international conventions and agreements related 
to sexual and reproductive health and rights which nepal 
has ratified, without reservations, are the convention 
on the Elimination of discrimination against Women 
(cEdaW) and the convention on the Rights of the 
child (cRc), in 1991 and 1990. nepal is also party to 
the cairo declaration stemming from the international 
convention of Population and development (1994) and 
the beijing Platform for action (1995).  

2
THE BURDEN OF MATERNAL 
MORTALITY AND BARRIERS TO SAFE 
MOTHERHOOD 

2.1 Facts, Figures and Key Issues

T
he maternal mortality ratio (deaths per 100, 
000 live births) in nepal is unacceptably one of 
the highest in South asia. The 2006 national 
demographic and Health Survey report the 
MMR to be 281, but the WHo reports the MMR 

estimate to be much higher at 740. 
There are nearly 5,000 maternal deaths every year. 

direct causes account for 70% of all maternal deaths, of 
which post-partum haemorrhage accounts for 46% of 
deaths, obstructed labour 16%, pre-eclampsia/eclampsia 
14%, puerperal sepsis 12%, and abortion complications 
and antepartum haemorrhage 5%. but limited access to 
appropriate health services and delays in seeking medical 
assistance are among the major causes of maternal 
mortality: 67.4% of pregnant women die at home, 11.4% 
on the way to a health facility and 21% in health facilities. 
among hospital deaths, 79% of the deaths were avoidable. 
90% of maternal deaths in nepal happen in rural areas, 
of which 62% happen after delivery mainly due to 
haemorrhage. For every maternal death, it is estimated 
that 30 to 40 women suffer from life-long disabilities

a number of factors lead to pregnancy and childbirth-
related deaths in nepal every year: government health 
institutions are without adequate infrastructure; difficult 
terrain, poverty, violence against women, unmet need 
for contraception, low literacy, and the low social status 
of women. The overall poor health status of women and 
lack of access to quality maternal health care services, 
particularly for those residing in isolated rural areas, is 
another major factor contributing to the high number 
of maternal deaths. The Family Health department’s 
maternal mortality study (1997-1998) discovered that the 
‘three delays’ were major contributing factors to maternal 
death.18

• delay in decision-making and seeking care where 
husband or family members are the most frequent 
decision-makers 

• delay in reaching care; arranging transport to reach 

a health facility is a significant problem and can take 
from 2 to 7 days. 

• once the woman has reached a health facility, delay 
in receiving care has also been found to take from 
one to 12 hours.

The 2006 nepal demographic and Health Survey reports 
the modern contraceptive prevalence rate among married 
women to be 44%, with 25% of currently married women 
experiencing a high unmet need for contraception.19 
Most nepali women know of at least one method of 
contraception, but access remains an issue, particularly 
in rural areas. Moreover, women’s concerns over fertility, 
religion, husband’s opposition to use, and side effects, are 
other barriers that inhibit use. Without contraception, 
though, women increase their risk of maternal death due 
to early, too frequent, too many, and late pregnancies, in 
addition to increasing their exposure to unsafe abortion. 
nepal’s total fertility rate is 3.1 (3.3 in rural areas and 
2.1 in urban areas) and the median birth interval is 33.6 
months. young mothers (age 15-19), especially, have a 
short median birth interval at 19 months.20

a nepal Fertility, Family Planning and Health Survey 
carried out by the Ministry of Health found that women 
perceived that husbands and social norms oppose the 
use of family planning; culturally defined gender roles 
emphasise the importance of sons and limit women’s 
participation in decisions related to fertility; there is 
a lack of access to comprehensive information about 
contraceptive options and benefits; opposition can also 
stem from a woman’s own beliefs or another who holds 
sway over her decision-making; and many women fear 
the side-effects of contraception.21 in 2001, a nepal 
demographic and Health Survey found that husband and 
wife conversations regarding family planning and a wife’s 
perceptions of her husband’s approval of family planning 
practices, were the strongest predictors of contraception 
use.22 to be effective, family planning education needs to 
place a strong emphasis on communication, empowering 
women and increasing male involvement. 

abortion is another factor in maternal mortality. 
less than a decade ago, nepali women were subject to 
some of the strictest abortion laws in the world. to end 
unwanted pregnancies, women went through illegal and 
unsafe abortions and served lengthy prison sentences. 
consequently, more than half of the gynaecological and 
obstetric hospital visits were due to abortion-related 
complications. Fortunately, nepal legalised abortion 
under the 11th amendment to the civil code in March 
2002. it became law when the King affixed the Royal Seal 
in September 2002. This law allows for abortion up to 12 
weeks of gestation under any circumstances, and up to 18 
weeks for rape, to save the life or health of the mother, and 
in cases of severe fetal abnormality. Still, ingrained fears 
and shame about abortion cannot be changed overnight 
and services remain out of reach in many remote rural 
areas, thus women continue to undergo life-threatening 
unsafe abortions. according to recent WHo estimates, 
approximately 840 women die from unsafe abortions each 
year in nepal. comprehensive abortion care and post-
abortion services are not readily available in all districts. 
In Nepal, violence is one of the major factors responsible 

... The maternal mortality ratio (deaths per 100, 000 live births) in Nepal is 
unacceptably one of the highest in South Asia...
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for women’s poor health status, livelihood insecurity and 
inadequate social mobilisation. gender-based violence is 
quite common, ranging from physical and sexual abuse, 
to deprivation of food, and to verbal and emotional 
abuse. 77% of the perpetrators of violence against women 
are family members, and 58% of victims complained 
of daily abuse.23 Women in nepal are in a subordinate 
position, with few rights within the family, community 
and society in general. Women’s health and well-being 
are not regarded as a priority issue at any level of society. 
This is especially important because recent studies report 
that partner violence during pregnancy has significant 
negative consequences on maternal health.  

Maternal health is also compromised as a result 
of micro-nutrient deficiencies. The most common 
deficiencies are iron deficiency anaemia, iodine 
deficiency disorders and vitamin a deficiency. 
according to the 2006 nepal demographic and Health 
Survey, results showed that 24% of women were 
malnourished. anaemia was found to be high among 
rural women compared to urban women (38% versus 
29%), with women residing in the far-western terai (67%) 
and mid-western terai (58%) the most affected. two out 
of every five pregnant women were found to anaemic.24

2.2 Policy Environment 

criticism has been levelled at the reproductive health 
policy over the fact that it has been conceptualised 
and intellectualised, but progress in implementation 
has been slow. overall, nepal’s Reproductive Health 
Strategy, which includes many of the reproductive 
health components outlined in the icPd Poa, is 
extremely ambitious, but does not function effectively 
and remains unrealistic. Few stakeholders are involved 
in policy making, despite the fact that ngos are 
active in nepal. because there are limited resources 
to implement reproductive health programmes, 
support for reproductive health among government 
policy makers is generally low. Reproductive health 
is felt to be an inappropriate focus in nepal given the 
government’s inability to provide even the most basic 
health care - which simply means that reproductive 
health is not considered part and parcel of basic health 
care. currently, donors fund over 50% of primary health 
care activities in nepal; however, many donors are 
cutting back or not increasing resources, which strains 
an already weak health care infrastructure even more. 
Furthermore, safe motherhood strategies have not taken 
into consideration many of the root social, economic, 
cultural, and political factors that are the cause of high 
maternal mortality and morbidity. The vulnerability and 
discrimination of women and girls, including gender-
based inequalities with regard to education, health and 
economic opportunity are not taken into account. a 
rights-based perspective is not the essence of government 
reproductive health initiatives.  

Reproductive policies and programmes developed by 
the government of nepal are fundamentally needs-based 
and service-oriented. They are not oriented towards 

recognising sexual and reproductive rights at both the 
policy and implementation levels. nepal’s national Safe 
Motherhood Programme, launched in 1993, focuses 
on providing services in four areas: delivery by skilled 
attendants at the community and health facility level; 
access to 24-hour emergency obstetrics care; family 
planning services; and expansion of safe abortion 
services. Subsequently, in 1998, the Family Health 
division formulated the national Reproductive Health 
Strategy as the major vehicle for addressing reproductive 
health issues. The government (including its partners 
unicEF, unFPa, uSaid, dFid, gtZ, and WHo) 
developed the national Maternity care guidelines, 
Standards of Midwifery Practice based on SEaRo/
Standards, Safe Motherhood clinical Protocols and 
Management guidelines, the national Safe Motherhood/
information Education and communication and 
national SM training Strategies, Quality of care 
Strategy for Maternal Health care and national Strategy 
for control of anaemia among Women and children 
in nepal. community mobilisation tools such as the 
birth Preparedness Package (bPP) and a behavioural 
communication change (bcc) package have also been 
created. 

2.3 Service Provision – Access, Quality, 
Affordability

In 2001, as a part of the Nepal Safe Motherhood 
Project, an Increasing Access Package was implemented. 
Positively, this has resulted in a better understanding of 
safe motherhood issues, confidence about addressing 
such issues, and utilisation of health practitioners and 
institutions for antenatal check-ups and normal births. 
It has also resulted in a decrease in the use of high-risk 
traditional practices associated with pregnancy and 
birth. However, it was implemented only in 19 districts. 
The picture is grim with regard to emergency obstetric 
care coverage and accessibility. There is a wide gap in 
service provision throughout the countryside, as Table 2 
presents.  

Table 2: Access to Emergency Obstetric Care 

according to the Family Health department annual 
Report (2003/2004), one full package for a bEoc site 
will cost 9.08 million nRs and one cEoc will cost 11.63 
million nRs.

coverage global 
standard

exIstIng 
status

requIred 
sItes 

24,000,000        
PoPulatIon

gaPs

 cEoc 1 in 500,000 
population 32 sites 50 sites 18 

sites

  bEoc 1 in 125,000 
population 13 sites 200 sites 187 

sites
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if 10 basic emergency obstetric care (bEoc) sites are 
established each year, it will take between 18 and 19 years 
to fulfil the recommended 187 sites for the population 
of nepal; and if two comprehensive emergency obstetric 
(cEoc) sites are built per year, it will take nine years to 
fulfil the 18 sites required. table 3 shows a comparison 
of the status of safe motherhood services between the 
beyond beijing committee field research in 2004 in two 
districts – bardiya and Makawanpur – compared to the 
annual Report of the department of Health Services 
(dHS).25 data shows that delivery in the two districts by 
a skilled attendant and institutional delivery was above 
the national average, but that antenatal care and post-
natal care were below the national average.  

Table 3: Comparison of National DHS and field study data 
on access to safe motherhood services

unequal distribution of development expenditures 
across geographical regions within the country in 
providing services, and other infrastructure, such 
as health facilities, is a critical concern. Further, 
the capacity of the local government bodies to plan, 
implement, supervise, and monitor development 
interventions is limited and weak. This is primarily 
because the true devolution of power is confined 
to paper and general resource management is still 
controlled by a handful of bureaucrats and politicians 
denying the access of information and direct 
participation to the beneficiary. There is little access 
– in many instances outright denial – of the target 
group (i.e. the people) in developing and executing 
programmes.

The effects of the escalating armed conflict between 
Maoists and the government forces on safe motherhood 
are profound and wide reaching, particularly in the 
event of an obstetric emergency, when the normal 
delays associated with making the decision to seek care 
at a health facility and arranging transport and funds, 
may be significantly increased by a lack of availability 
of transport and loans, absence of key decision makers, 
fear of travelling far from home, and security check-
post delays. bans on night time travel reportedly have 
led to a number of obstetric deaths. Health workers are 
also subjected to harassment by both sides, and medical 
supplies are often hard to obtain.

The national department of Health Services states 
that a quality assurance unit for reproductive services 
has been put in place, but it does not cover all aspects 
of reproductive health yet, and there are limited 

mechanisms for adolescents and youths to participate 
in SRH policy and programme development and 
implementation.

lack of political will of political parties to keep 
their promises to promote good governance and 
transparency has slowed the pace of development. 
according to the nepal Safe Motherhood Project, the 
low standards of care found in many district health 
facilities reflects a number of underlying generic 
issues within the health sector, including a lack of 
resources, poor quality and badly maintained buildings, 
insufficient and inappropriate staffing, a lack of 
professional support for staff, a vicious cycle of low staff 
morale and poor quality of care, and poor management.

The nepal Safe Motherhood Project reports that 
although the hospital level exemption schemes are 
intended to assist the poorest families, evidence 
suggests that these are not effective in most cases, 
since a facility based birth and emergency treatment 
represent a heavy financial burden for poor families, 
which makes them reluctant to seek care until the 
situation is very serious, by which time it may be too 
late. a study conducted by nepal Safe Motherhood 
Project in 2003 found the cost to households of a home 
birth ranging from nRs 410 (uS$ 5.77) (with a friend 
or a relative attending) to nRs 879 (uS$ 12.37) (with 
a health worker).26 at a facility, the formal cost of a 
normal delivery was found to average nRs 678 (uS$ 
6.78), but unofficial charges, opportunity and transport 
costs mean that the total cost may exceed nRs. 5,400 
(uS$ 75.97). For a caesarean section the cost exceeds 
nRs. 11,000 (uS$ 154.76). The services of traditional 
birth attendants are often paid “in kind” or payment 
is delayed, whereas the services of a skilled birth 
attendant must normally be paid for in cash. Facility 
based care and transportation are much higher and 
must be paid immediately. The time and opportunity 
costs associated with facility-based care are also 
significant, as family members, especially husbands, 
accompanying the woman may lose income. 

2.4 National and Local Budget Allocations for Safe 
Motherhood Programmes

The total developmental budget for Family Health is 
uS$ 233,609,000 for the fiscal year 2004/5, of which uS$ 
113,907,000 is for the central level and uS$ 119,702,000 
for the district level. This budget is mainly related to 
reproductive health, with the additional budget being 
allocated to iEc and training. overall, the Ministry of 
Health budget has increased marginally from nRs. 4.6 
billion in 200/01 to nRs. 5.2 billion in 2003/04, which 
represents a slight increase from 5% to 5.1% of the total 
government budget. While the Ministry of Health budget 
has seen an increase, this contrasts quite sharply against 
Ministry of Health expenditures; spending declined from 
4.8% in 1998/99 to 4.3% in 2002/03. The trend over the 
three years indicates that most of the under spending 
occurred within the External development Partner 
financed development budget. 27   

comPonents
natIonal 

(dHs)
2003/04

local (FIeld 
study based) 2004

bardIya makawanPur

antenatal care 
(4 visit) 43.6% 30.5% 11.5%

delivery by 
skilled attendant 18% 28.5% 17.5%

institutional delivery 9.6% 26% 22%
Post-natal care 28% 10% 27%
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2.5 Recommendations for Action to Improve the 
Situation  

Recommendations for government agencies
• comprehensive policy on maternal health, inclusive 

of a rights based perspective
• different implementation strategy for safe 

motherhood for mountainous and plains areas, with 
policy mentioning the specific needs associated 
with living in these areas

• trained mid-wives based at the village level 
• abortion services and services for violence related 

emergencies need to be made available at the 
primary care level

• decentralised birthing centres made available
• local political leaders should be made responsible 

for minimum standards in maternal health services
• Strengthening of local community health 

management structures
• increasing budgets for maternal health
• Working with men and mother-in-laws with 

pregnant wives/daughters-in-laws on maternal 
health issues

• Strengthening the capacity of traditional dais  
• Region based study on MMR
• action research on access to maternal health 

programmes and services in different socio-
economic, cultural, geo-political contexts

• improving quality of maternal health services - 
making services women friendly, gender sensitive, 
appropriate to the special needs of women, and 
ensuring they respect and protect the dignity of 
women

• behavioural and attitudinal change communication 
training to all health care providers from a rights 
based approach

• Strengthening and expanding service sites and 
training to health workers on emergency obstetric 
care and comprehensive abortion care 

• introduction of community and hospital based 
maternal death audit and data board

• implementation and monitoring of marriage act 
especially on age of marriage

• inclusion of women’s health rights related 
components in the curricula of health workers and 
sensitisation of community leaders and women on 
women’s reproductive health rights

• increase of local and national budgetary allocations 
for emergency obstetric care

• create initiative to increase postnatal check ups 
• Ensure that emergency obstetric care is available 

and affordable to low income/poor women 

Recommendations for ngos
• advocate to develop a comprehensive policy on 

maternal health, with a rights based approach
• advocate on the rights of women to select timing 

and partner for marriage  
• Establish community based birthing centres 
• advocate the importance of postnatal care
• influence progressive elements within religious 

institutions on SRHR, including issues on maternal 
mortality, contraception and abortion  

• advocate for the icPd unmet needs and rights 
approach towards both fertility and infertility, 
rather than a demographic approach, with the 
choice from the full range of modern contraceptive 
methods  (including emergency contraception) and 
for increased promotion of male methods for all age 
groups.

Recommendations for Media
• advocacy on safe motherhood, inclusive of related 

issues such as abortion, contraception and violence 
against women 

• Wider coverage of issues relating to safe 
motherhood

• Public awareness on the abortion law and 
comprehensive abortion care service sites

• increased awareness of the risks of early marriage 
and early pregnancies

• advocacy on male participation in safe motherhood 
• advocacy on nutrition for mothers, pregnant 

women, young girls, and girl children
• care of mother and neonate

Recommendations for donors
• Support to develop a comprehensive policy on 

maternal health, with a rights based approach
• Support women-friendly maternal health services 
• Support the development of a package on women’s 

health rights related components in the curricula 
of health workers and sensitise community leaders 
and women on women’s health rights

• Monitor quality in programmes and services   
• disseminate best practices
• Mobilise resources  
• avoid duplicating research
• Support youth-friendly health services and training 

programmes
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2.6 Case Study 

The following case stories taken from Safe Motherhood 
Survey conducted by local network partners of the 
beyond beijing committee in bardiya and Makwanpur 
districts underscore the importance of increasing 
women’s SRHR in nepal and their having access to 
affordable and quality comprehensive care, inclusive of 
safe abortion services.28

3
CHALLENGES TO MEETING YOUNG 
PEOPLE’S HEALTH NEEDS

3.1 Facts and Figures

E
arly marriage is common in nepal. although 
the legal age for marriage is 16 years for 
females and 18 years for males (with consent 
of guardians), and 18 years for females and 21 
years for males (without consent of guardians); 

in reality, marriage takes place earlier. The median age at 
first marriage among women aged 20-49 is 17.2 years.29 
adolescent females, consequently, become sexually 
active at an early age. 15% of women aged 20-49 had 
sexual intercourse by age 15, about 60% by age 18, and 
77% by age 20. The median age at first sexual intercourse 
among women aged 20-49 is 17.2 years, almost identical 
to the median age at first marriage, which shows that 
their first sexual experience usually occurs within the 
context of marriage. The median age at first sexual 
intercourse among men age 20-49 is 19.7 years. This 
suggests that girls have their first sexual exposure 2.5 
years earlier than boys. However, boys begin having sex 
about one year before marriage, as the median age of 
marriage for men is around 20.6 years of age. in total, 
more than half the women and men have their first sexual 
intercourse during adolescence. 

in 1991, nepal had a population of 18.5 million, but its 
population has grown considerably and, as of July 2007, 
is estimated to be 28.9 million. With a median age of 20.5 
years and 38.3% of the total population under the age of 
14, the sexual and reproductive health concerns of young 
people in nepal warrant great attention. nearly half of 
adolescent girls (15 –19 years) and 20% of adolescent 
males (15 – 19 years) are married and sexually active. one 
fifth of the women in this age group are already pregnant 
or mothers with their first child. it is critical to reach 
these women, but it is often these young women who ‘slip 
through the cracks’. 18.6% of women under the age of 20 
report receiving no antenatal care at all; although 25.5% 
report antenatal care from a doctor, 25.3% from a nurse/
midwife, 14% from a health assistant/auxiliary health 
worker, 11.8% from a maternal and child health worker, 
2.3% from a village health worker, 0.1% from a traditional 
birth attendant, and 2.1% from a female community 
health volunteer. as for assistance during delivery, 2.5% 
receive no assistance at all during delivery, 46.1% report 
having a relative/other present and 22.4% report having 
a traditional birth attendant. This means access to skilled 
birth attendants is limited.30 

only 9.1% of women between the ages of 15 and 19 have 
ever used a modern method of contraception. This is very 
low. The number rises significantly for those aged 20-24, 
though only 44% have ever used a modern method. The 
unmet need for family planning among young people is 
high: among those ages 15-19, the unmet need is 37.9% 
and among those aged 20-24 it is 32.9%.31 overall, young 
women’s access to accurate and appropriate SRHR 

Death Due to unsafe abortion

Sushila Ghimire, resident of Dharambasti, Taratal VDC 
– 8 of Bardiya, belonged to a lower-middle peasant family. 
She had an arranged marriage. She was totally illiterate and 
her husband was barely literate. She had two daughters 
and two sons, of which a son and a daughter were twins. 
She conceived immediately after five and a half months 
of delivering the twins. As the twins were very young, the 
couple made up their minds to abort. They learnt from a 
neighbour that abortion is done in India. She was three 
months pregnant when her brother-in-law escorted her 
there (city unknown). A drug (name unknown) was placed 
in her uterus. She started bleeding profusely after her 
return. She was taken to the District Hospital at Guleriya on 
a buffalo-cart and the pregnancy terminated there. She bled 
continuously and after an hour she died at the age of 37 on 
the 3rd of November 2002.

untimely Death Due to maternity

Gaunathali Blon, an illiterate resident of Sukaura, 
Chhatiwan VDC – 8 of Makawanpur, came from a lower-
middle peasant family. She was married at the age of 14 
and gave birth to her first baby girl at 18. She had another 
daughter after three years. As she had no son she had to 
conceive again after three years. She had neither check 
ups nor iron supplements and TT vaccines during her 
pregnancy. She had to do heavy farm and household chores. 
Her husband took up a seasonal work at a brick kiln in 
Kathmandu and she worked there too. She complained 
of dizziness, nausea, headache, and fever. As the tiny 
makeshift shed of the brick worker was unsuitable and her 
husband had no money to cover the expenses for delivery 
her mother brought her back home. She had a terrible pain 
and after an hour she died.

... With a median age of 20.5 years and 38.3% of the total population under the 
age of 14, the sexual and reproductive health concerns of young people in Nepal 
warrant great attention... 
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information and high quality, comprehensive, affordable, 
and gender-sensitive SRH services is compromised.

young women and men in nepal, particularly young 
women who marry early, are deprived of opportunities 
to increase their SRHR knowledge.They are given little 
choicewith parents making all the marriage decisions 
especially in rural areas. 

The findings of a study conducted by the Eu/
unFPa and uPSu/valley Research group in 2004 
32 on knowledge, attitude and behaviours on SRH of 
adolescent and youth in 19 districts revealed that the 
median age at first pregnancy was 19.5 years. young 
people were found to not have adequate knowledge on 
the menstruation cycle, sex and its consequences, and 
pregnancy. young women also fail to learn about such 
things as menstruation, partner violence and nutrition, 
which limits their ability to ensure and monitor their 
well-being. overall, 48% of sexually active youth had ever 
used any contraceptives. More than one-fifth (21%) of 
youth perceived that it is difficult to access contraception; 
and a higher proportion of females (27.8%) than males 
(10.9%) perceived access to be difficult. Even if access 
to contraception is more secure than is believed, this 
perception regarding access impacts their seeking 
contraception. Hence, they are exposed to a number of 
health risks, including Hiv/aidS, Stis and the dangers 
of early pregnancy. 

it is distressing to report that young people’s (ages 
15-24) comprehensive knowledge about aidS is low. in 
comprehensive knowledge is defined as knowing that 
both consistent condom use and limiting sexual partners 
to one uninfected person are Hiv/aidS prevention 
methods; being aware that a healthy-looking person 
can have Hiv; and rejecting the two most common 
local misconceptions – aidS can be transmitted by 
mosquito bites or that Hiv/aidS can be transmitted 
through sharing food with someone who has aidS. 
27.6% of young women and 43.6% of youn men had 
comprehensive knowledge. While both young women 
and men have a low level of knowledge, the sizable gap in 
percentage demonstrates that young women have far less 
comprehensive and accurate SRHR information, which 
increases their vulnerability to Hiv and other Stis.33  

The Eu/unFPa and uPSu/valley Research group 
(2004) also found that only 30% of youths mentioned 
were aware of the availability of SRH services in their 
areas, meaning the majority of youths did not know 
where to turn to for SRH services and support, which 
again renders them vulnerable. The major SRH health 
problems in youth were early marriage, early child 
bearing, rape, unsafe sex, unwanted pregnancy, abortion, 
drug abuse, and smoking. Stis in the form of white fluid 
discharge, pain in the lower abdomen, Hiv/aidS were 
also found to be common. on the one hand, parents and 
parents-in-laws were found to be always on guard to 
regulate young people’s reproductive lives; but, on the 
other hand, an increasing number of young people were 
found to be engaged in risky sexual activities for financial 
reasons. The study recommended that action must 
be taken to minimise risky sexual behaviours through 
implementing SRHR education programmes, gender 

empowerment programmes, young people’s counselling 
and service centres, youth-friendly centres, contraceptive 
supply centres, and SRHR classes in schools.34

although extensive research on young people’s needs 
and behaviors in nepal is rare, existing data indicate that 
young people do not have adequate access to appropriate 
information and services about sexual and reproductive 
health. The school curriculum does include these 
subjects, but they are not well taught (or taught at all) and 
therefore it is necessary to train school teachers to teach 
the subject appropriately and effectively or have specific 
trainers for these SRHR educational components. This 
is important because both sex and reproductive health 
are not topics openly discussed in families in nepal. 
girls are in a particularly vulnerable position because 
they have less access to formal institutional structures 
(schools and health care systems) than do boys, and 
are unlikely to be incorporated into or receive accurate 
information through informal communication networks. 
additionally, many young people are not in school, and 
they face the brunt of SRHR concerns. Thus it is also 
necessary that programmes and services also specifically 
target young people outside the school system.

3.2 Policy Environment

Health services for adolescents were virtually non-
existent before 1997. The icPd and beijing conferences, 
along with their outcomes, and the annual meeting 
of WHo (South East asia Region), where nepal 
participated, had a great influence on the evolution of a 
special programme for both population and reproductive 
health, which included adolescent health, in the ninth 
Five year plan and the Second long term Health Plan. 
This was followed by the development of the national 
Reproductive Health Strategy in 1998, in which 
adolescent health was identified as a critical component 
of the integrated reproductive health package. only in 
2000, was a national Health and development Strategy 
developed by the Family Health department. This was 
followed by the national adolescent Health Programme. 
unfortunately, the implementation of this strategy is very 
weak and there is no data to measure the outcomes and 
impact of these policy developments. developing and 
monitoring indicators is a large challenge, but tracking 
indicators is important in advocating the implementation 
of policies and programmes. 

The programme indicators and objectives set forth by 
the Strategy are as follows (see table 4):

overall, the implementation of the national 
adolescent Health Programme is poor. The inclusion of 
a reproductive health chapter in the secondary school 
curriculum is a good step forward, but this initiative 
has not been very successful. Public school teachers 
responded that they were not able to teach the subject 
because the students were from the same community 
and they felt embarrassed discussing the subject matter 
with them. in a study by Sirjana Shah in banke numerous 
problems were located in the teaching of reproductive 
health in classrooms: girl students abstained from those 
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descrIPtIon
current 

status targets (%)

Percentage 2002-2006 2007-2011

Decrease early age at marriage    45.5 30 20

Decrease proportion of child bearing for 15-19 y/o 24 18 15

Increase use of FP methods      6.5 12 15

Increase ANC coverage (1st visit)     49.7 60 70

Increase TT coverage (two doses)     40.7 50 60

Increase knowledge of STDs and HIV/AIDS (married aged 15-19)     24.3 50 75

Reduce incidence of nutritional anemia among women <20 years 72 62 52

Increase knowledge of alcohol and tobacco hazards NA* - -

Decrease % of adolescents among drug users NA* - -

Increase gross school enrolment

Lower Secondary   53.4

  Male   62.2 84 94

  Female   44.3 72 88

Secondary   38.7

  Male   47.5 51 59

  Female            30 46 56

Increase Literacy Rate

10-14 y/o   59.8

  Male   68.4   47.2   77.1

  Female 51   55.5   57.8

15-19 y/o   61.3

  Male   74.5   77.3   78.6

  Female   48.8   54.4   57.2

Table 4: Adolescent Reproductive Health Programme: Indicators, Status and Targets  
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classes because the public schools are co-educational; 
teachers have had no training; and there is no 
monitoring of teachers.35 

3.3 Service provision  

There is only one adolescent clinic operating at a 
tertiary hospital in Kathmandu. beyond this, adolescents 
seek services from either existing child health clinics or 
general clinics at public health and ngo facilities, in 
addition to private clinics and medical shops. Therefore, 
currently, adolescent friendly health services do not 
exist in the public health sector. it is also important to 
note that the essential service package in nepal does not 
include adolescent SRH services. 

3.4 Budget Allocation

The young people’s SRH budget is integrated into 
the reproductive health budget of the Family Health 
division.
3.5 Recommendations on Improving the Situation

• adoption of adolescent-friendly SRHR policy and 
programmes

• comprehensive SRH services (i.e. awareness, 
contraception, abortion, prevention, and treatment 
of Stis/Rtis) should be part of the essential service 
package and be provided irrespective of marital 
status

• greater focus on the nutrition of adolescents
• advocacy for a clear programme perspective on the 

rights of young people to a full range of accessible 
and affordable sexual and reproductive health 
information and services from public and private 
health facilities at all levels, and both in and out of 
educational institutions

• advocacy for the genuine participation of 
young people as partners in program planning, 
implementation and evaluation.

• increased support for activities and events for youth 
such as recreation and sports facilities

• advocacy for sensitive, respectful health 
professionals trained in human rights, 
confidentiality, and youth needs to provide services 
for youth 

• implementation of a rights-based and gender-
sensitive programmes and services for young 
people, especially for marginalised youth

Case Study

The following case stories, from a Safe Motherhood 
Survey conducted by local network partners of bbc 
in bardiya and Makwanpur districts, underscore the 
situation of young people’s SRHR in nepal.36

4
THE IMPACT OF HEALTH SECTOR REFORMS ON 
WOMEN’S HEALTH AND RIGHTS 

4.1 Heath Sector Reform process in the country

N
epal’s health system continues to be 
highly centralised despite much talk about 
decentralisation. almost all management 
and financial decisions are still made 
at the central level, a problem being 

that the department of Health Services continues 
to be understaffed and underpaid. Regional Health 
directorates were established in 1993, but their roles 
have been unclear and they have had little impact to 
date. district planning is still in its infancy and capacity 
remains a major concern at the local level, whilst the 
centre is unable to provide essential guidance and 

ConsequenCe of laCk of information

Kalpana, a schoolgirl aged 16, from Taratal, Bardiya, of 
a lower-middle farming family, loved a boy in senior grade 
and had a physical relationship with him. They had no idea 
about contraception and she became pregnant. Her parents 
and community members forcefully married her to him. 
But she was ill-treated by her in-laws and was thrown out of 
the house. She gave birth to a baby girl. Nobody wanted her. 
She now works as a commercial sex-worker in India to earn 
her livelihood.

suiCiDe of a young girl

Sushma Chhetri, a 19-year-old schoolgirl, resident of 
Jamuni VDC-5, Bardiya, belonged to a farmer family. She 
fell in love with a boy in her village and had a physical 
relationship. They had no idea about contraception and 
she became pregnant. After three months of conception, 
she was forced by her parents to abort the foetus. The first 
attempt to abort failed and another attempt was made 
within the next 60 days. The boy fled the village. Everyone 
ill-treated her and she consumed a bottle of Metacid, a 
powerful insecticide, and died on 13 July 2001.

... These health sector reform issues impact all health programmes and 
services in Nepal, particularly the ones focused on maternal health and 
young people’s SRHR...
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technical support. With decentralisation those regions 
in which patriarchy is deep rooted may produce 
repressive policies to the detriment of women and 
young people. Health services in nepal are extremely 
fragmented, as relatively little donor funding flows 
through the government making it difficult for the 
government to assume an overall co-ordinating role. 
These health sector reform issues impact all health 
programmes and services in nepal, particularly the ones 
focused on maternal health and young people’s SRHR. 
The health sector reform agenda has tried to focus on 
the development of appropriate referral mechanisms, 
enhancing co-operation with the private and ngo 
sectors, decentralisation, reforming health policies and 
laws, mobilising additional resources, and increasing 
community participation, with varying degrees of 
success. overall though, maternal health remains among 
the poorest in the world.   

after the restoration of democracy in the country, 
the first national Health Policy was formulated in 
1991. The basic thrust of the policy was to increase the 
basic health services to the people. as a result, a health 
facility was established and a female health worker 
appointed at the village district committee level to 
provide services to mothers. in 1995, the national drug 
Policy was formulated which helped provide essential 
drugs to health facilities. Subsequently, a number of 
acts, policies and strategies were then brought in to 
strengthen SRH programmes and services, including 
the nepal Health Service act (1997); Mental Health 
Policy (1997); The Second long term Health Plan 
was (1997-2017); national RH/iEc Strategy for nepal 
(1997-2001); the national Reproductive Strategy (1998); 
nepal Safe Motherhood Policy (1998); nepal Safe 
Motherhood Plan (2002-2017); national adolescent 
Health and development Strategy (2000); Health Sector 
Reform Strategy (2002); nepal Health Sector Program-
implementation Plan (2004-2009); Safe abortion 
Services (2003); and a Policy Paper on Health Sector 
development (2004).

4.2 Impact on Budget Allocations for Health 

The public sector continues to be a major provider 
of health services in nepal. The 1990s have seen a 
significant growth in the public health infrastructure, 
particularly at the lower level; however, this has been 
matched by rapid growth in the private sector. This 
can be distressing because it often leaves poor, isolated 
individuals, who are often women, out of the equation. 
but there is a strong commitment to implement 
the health sector reform strategy on the part of the 
government and external development partners. 

External development partners have been equally 
interested in nepal’s health sector. The World bank and 
the department for international development have 
committed nRs 900 million (uS$ 12,661,789), allowing 
the government to spend this money in priority health 
areas.37 Therefore there is some scope and opportunities 
for utilising this money for SRHR programmes and 

services. ideally, concerned departments and health 
sector stakeholders could mobilise this capital for 
priority areas, such as maternal health and young 
people’s SRHR. The external development partners/
donors account for 40% of the total health budget, and 
there is a 6% budget allocation increase on the part of 
external development partners, which is significant. 
WHo has recommended an expenditure of uS$ 34 per 
person per year on public spending for the health sector, 
but nepal has far to go to reach this goal, as the WHo 
reports that per capita government expenditure on 
health to be uS$ 3.16.38

4.3 Impact on SRH Service Provision

Health sector reforms on SRH service provision 
include the development of essential health care 
packages and essential health services; training packages 
for comprehensive abortion care and post-abortion 
care; reproductive health protocols for each cadre of 
health personnel and refresher training for auxiliary 
nurse midwifes and mother and child health workers; 
basic SRHR curriculum; upgrading competency based 
training on reproductive health; and movement towards 
decentralising the budget and authority. in actuality, the 
effective implementation of these reforms is limited. it 
must be ensured that safe motherhood, comprehensive 
abortion services and care and young people’s SRHR 
are compulsory and effectively implemented, especially 
with the movement towards decentralisation. it is 
also imperative that social insurance schemes and 
community insurance schemes cover these kinds of 
services, and that these services be exempted from user 
fees.

The essential health service package was approved 
by the cabinet in 1999, which includes 20 broad areas, 
including safe motherhood, family planning, tetanus 
toxoid campaigns, perinatal care, Hiv/aidS, Stis, 
and outreach services. outreach clinics have been 
established and community-based volunteers have been 
mobilised to work as health motivators. out of three 
beds at the primary health care centres, one has been 
allocated for maternity service. While such initiatives are 
positive, the focus has been more on family planning and 
the prevention of Hiv, with less attention on meeting 
the SRH needs of young people. at present, the essential 
service package in nepal does not include adolescent 
SRH services, infertility, as well as services to deal with 
violence against women, and these are serious omissions 
to protecting and ensuring the welfare of a sizeable part 
of the population.

4.4 Impact on Women and Young People’s Access to 
Services

The initiation of the outreach clinics and network of 
community-based volunteers to provide services has 
enhanced the access of women and young people, but 
there is still much room for improvement in this area. 

... Existing mainstream cultural and traditional practices perpetuate 
gender discrimination... 
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There has been a tremendous increase in private services, 
which are more costly in comparison to public services. 
This move towards privatisation is especially problematic 
given women’s low status in nepal, both socially and 
economically, as families are unwilling to spend the 
money to send their wives and daughters for treatment 
and women themselves do not have the money to go. 
costs at private facilities can be double or triple those 
in a public health institution – on an average, a woman 
will pay twice as much to give birth in a private hospital 
compared to a public institution. in every instance the 
cost at the private clinic is greater, and these rates do not 
include bed charges, medication and food. The rates are 
standard in public health facilities, but vary in private 
institutions, and differ from case-to-case. Standards for 
services are the same for both, but services are more 
prompt and quality of care is felt to be better in the 
private system. 

5
OBSTACLES AND FACILITATING FACTORS 
FOR IMPROVING SRHR 

5.1 Obstacles  - Social and Cultural Factors 

I
n nepal, the empowerment and development of 
women is inextricably bound to the dominant 
Hindu social structure, which influences all 
aspects of social, cultural and economic life. This 
structure restricts women’s roles, which most 

often involve household and family responsibilities 
and duties. The majority of nepali women have 
internalised this system, and this makes it difficult 
for them to envision themselves in roles beyond their 
homes. Existing mainstream cultural and traditional 
practices perpetuate gender discrimination. in addition, 
various myths and traditional practices related to the 
reproductive health of women are still strong, which 
perpetuates discrimination against and suppression of 
women, instead of special care.

Sex, sexuality and reproductive health have 
traditionally been taboo subjects in nepal. Sharing of 
these topics in conversations is a sign of immorality. 
This is not only true of the young, but also of adults, who 
are too shy to share their feelings and opinions, even 
with their spouses. Sexuality is a very sensitive matter 
in nepalese culture; it is even more so among females. 
Should a girl lose her chastity, the chance of having a 
formal wedding is greatly lowered. as tradition dictates, 
sexual intercourse is discouraged before marriage, 
although young males, in particular, are often sexually 
active before marriage, as young men marry later and 
sexual mores are generally less restrictive for males. 

Menstruation is regarded as dirty, shameful and 
untouchable. it is still a common practice in remote 
villages to marry young girls prior to menstruation to 
earn religious merit. Maternity is also regarded as a 

profane and polluting condition. in most families, even 
among educated ones, women are kept in isolated and 
oftentimes unhealthy, unsafe and risky conditions during 
birth and after.   

girls are regarded as a burden to parents, many are 
married young. There is much emphasis on having many 
children, especially sons. Persistent son preference 
has led to low self-esteem of daughters and women in 
general. 

Women have virtually no right to control their bodies. 
Sexual abuse, non-consensual sex and sexual violence, 
including trafficking of girls and women, occur all too 
often.  large numbers of girls and women are trafficked 
for sex work to india and other countries. Stis and 
Hiv/aidS is proving to be endemic among sex workers; 
clients of sex workers (and increasingly their spouses); 
drug users; and migrant workers.

5.2 Geographic, Educational, Economic, and 
Political Factors

The Himalayan Kingdom of nepal is a country of 
natural bounty and cultural diversity. but the spectacular 
mountain terrain and unique landscape creates obstacles 
to health care for nepali people, particularly for women 
and young children. Those in remote mountain villages 
are often at least a day’s walk from health care facilities. 
For those ill and injured and for women giving birth, this 
poses a very real challenge. it is critical that appropriate 
and affordable health services be available to those living 
in nepal, regardless of location, so that every person 
achieves their right to health.  

in nepal, education is often correlated with wealth. 
The level of educational attainment among female 
children from wealthy and educated families is much 
higher than that among female children from poor 
families. This class disparity in educational attainment 
is also true for boys. in nepal, as in many societies, 
education is heavily class biased, in addition to being 
gender biased. although the constitution offers 
women equal educational opportunities, many factors 
contribute to lower enrolment and higher drop out rates 
among girls. illiterate women are caught in a vicious 
cycle imposed on them by nepal’s patriarchal norms. 
Women’s comparatively low societal status has hindered 
their education and, in turn, their lack of education has 
hindered their status within society. nepal is one of the 
countries that has a very low rate of literacy. illiteracy 
is common among poor people, those in rural areas and 
among disadvantaged groups. This is distressing given 
that literacy is important in accessing important health 
information and in health seeking behaviours. although 
great effort has been taken to provide primary education 
under foreign-aided projects, literacy rates have not 
improved drastically.  

according to bbc’s icPd 10 country Study Report, 
it is estimated that 42% of the population is below 
the poverty line, and 62% of women are amongst the 
poorest of the poor.39 40.4% of women and 59.6% of men 
over the age of 10 are considered economically active. 
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This indicates that women’s economic participation 
is lower than men’s. This is due, at least in part, to the 
fact that subsistence agricultural work (i.e. weeding 
and harvesting, home gardening, livestock and poultry 
rearing, and fuel and water collection), which is almost 
exclusively performed by women, is not considered to 
be an economic activity and is excluded from surveys. 
The vast majority of the economically active population 
(81.2%), particularly in rural nepal, is engaged in 
agriculture and allied industries. The proportion in this 
sector is substantially higher among women (90.5%) than 
among men (74.9%). 

Personal/community service and commerce are the 
second and third largest economic sectors in which 
women’s participation is lower than that of men. 
However, the urban manufacturing sector employs a 
higher proportion of women (10.6%) than men (8.7%). 
additionally, there are an increasing number of women 
working in the garment, match, pharmaceutical, 
cigarette, and food processing industries. 

The Human development index (Hdi) rank of 
nepal in 2006 was 138 out of 177 countries.40  This is 
indicative of low life expectancy at birth, low educational 
attainment and low income, and is reflective of the 
difficult development challenges confronting nepal 
in human resource development. The gender-Related 
development index (gdi) rank of nepal is also 
extremely discouraging, with the country ranking 106 
out of 136 in the 2006 report. The human development 
gap is further aggravated by substantial gender 
disparities. Further, the difference between nepal’s Hdi 
rank and gdi rank is -2, indicating that the country 
performs worse on gender equality than on average 
achievements alone.41 

The ever-escalating conflict in the last nine years also 
had a negative impact on SRHR. in the face of a scarcity 
of information, destruction of service delivery centres, 
fear of travel, and an absence of service providers, 
women, whether needing abortion services or having 
difficult births, had more difficult time accessing health 
care. young people also did not receive important 
SRHR information as the public health and education 
infrastructure was less secure.   

The forced recruitment of young women into the 
Maoist forces is another serious issue. Many young 
women have been displaced from their homes and 
forced to stay away because of constant threats of 
recruitment and indoctrination. There have been reports 
of women being forced to carry guns and satisfy the 
sexual appetites of the insurgents. on the other side, 
the security forces have sexually harassed and exploited 
many innocent women. Women, young people and 
children have been ignored during this conflict, despite 
the fact that they are the most severely affected. When 
people are afraid to travel, the chance of their seeking 
health services, perhaps hours or days away, is reduced 
significantly.

another crucial factor leading to denial of women’s 
dignity and respect and fundamental human rights, is 
domestic violence. Women who experience violence 
are also at an elevated risk of pregnancy and childbirth 

related complications and death. domestic violence 
has been regarded as a private affair and a deeply 
ingrained socio-cultural phenomenon. violence against 
women both in the family and the community have 
been aggravated in the absence of law or administrative 
measures to protect them. a proactive, multidimensional 
approach is required for effective intervention to combat 
this pervasive problem. Perpetrators need to be held 
accountable for their actions and society needs to shift 
to recognise that such actions are unacceptable and 
damaging, both in the short and long-term. The violence 
has resulted in dehumanisation, serious physical and 
mental stress on women, and concomitant increases in 
sexual violence. Many women have also suffered the loss 
of family and homes, which adds to their already fragile 
circumstances.  

5.3 Enabling Factors with Nepal

nepal’s ratification and signing on to the following 
international instruments represent milestones in the 
promotion of women’s rights:

• international covenant on Economic, Social and 
cultural Rights

• convention on the Elimination of all Forms of 
discrimination against Women 

• convention on the Rights of the child
• beijing Platform for action
• international conference on Population and 

development Programme of action
The constitution of nepal also provides equal rights 

to men and women. Women friendly laws like the anti-
trafficking act, abortion act and the revision of the 
civil code, are the results of the advocacy activities of 
civil society, represented by ngos. gos and ngos 
and donor agencies are increasing focus on education, 
and especially the education of young girls. large-scale 
campaigns for female literacy have been launched. 
at least one female teacher is posted in each primary 
school. Review and removal of gender biased textbooks 
and content is under way; and free books are being 
distributed to all pupils at the primary level. The council 
of technical Education and vocational training is 
providing skill and vocation training programs for 
women. Further, scholarships for girls are now allocated 
and distributed. 

The proactive trends of gos in partnership with 
ngos are worth noting. Joint activities executed by 
gos and ngos in literacy and education programmes 
seem to have expanded the literacy of women and 
girls. legislation has been drafted to combat domestic 
violence against women and the trafficking of women 
and children. The media has also created various 
awareness programs to combat trafficking. “Female 
police cells” have been established in numerous districts. 
ngos and ingos are raising awareness about sexual 
harassment of women in the workplace. 

various researches have been initiated by ngos 
on issues such as the general working conditions of 
women and violence against women. There have been 

... All gender-biased and discriminatory laws be repealed...
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observable changes in men’s attitudes regarding women 
and violence. a poverty alleviation programme was 
incorporated into the government’s tenth Five-year 
Plan. various savings and credit and income generation 
and micro-enterprise programs have been initiated by 
gos and ngos. a number of coalitions and networks 
have been created to strengthen social mobilisation and 
advocate for improving the quality of life of women and 
girls. Several ngos and human rights organisations 
have stepped up advocacy campaigns on gender equity 
and equality and are not only improving the situation, 
but also raising the position of women and girls. Several 
projects are being launched by ngos on strengthening 
democracy and good governance at the district and grass 
roots levels.

6
MOBILISING FOR CHANGE

6.1 Recommendations for Pursing the Agenda of 
Women’s Health Rights

• development of a gender specific and gender 
sensitive policies in health, education, politics, 
employment, and any other facet of social life

• Mandatory SRHR education in formal and 
informal curricula that is appropriate, accurate and 
comprehensive

• all gender-biased and discriminatory laws be 
repealed

• Women and youths in rural areas should be given 
the highest priority in receiving services through 
rural development programmes that take into 
consideration their special needs  

• Recognition of women’s right to sexual and 
reproductive health, with the enactment of 
legislation to fully recognise these as fundamental 
human rights

• Effective implementation and monitoring of 
existing progressive laws and the adoption of 
mechanisms for good governance.

• decentralisation to local level institutions to 
launch programs directly or indirectly related with  
women’s health and education, with appropriate 
education, training and support to ensure such 
programs are effective and well run

• increase the number of adolescent-friendly 
programmes, with input from young people.

• counselling services should be established in fields 
such as education, skill development, population 
education, sex education, reproductive health, 
employment, and self-employment. 

• iEc and bcc programs related to SRHR should be 
integrated into vocational education, agricultural 
extension, rural micro-credit, community forest 
development, and poverty alleviation programs. 

• greater focus on SRHR information and services 
for the disadvantaged and marginalised sections of 

the society, especially those belonging to the rural 
areas.

• Role of private sector, non-governmental 
organisations, community based organisations, 
and civil society should be made effective in the 
management of SRHR activities by mobilising them 
in a coordinated manner.

• accurate data with respect to calculating maternal 
mortality rates needs to be obtained 

• broaden the safe motherhood package to include 
safe delivery, Eoc and quality family planning 
services. 

6.2 Achievable Future Plan of Action

• Monitoring of government policies and programs 
as well as implementation of commitments

• advocacy on developing a comprehensive SRHR 
health package, with rights based approach and 
specific budgetary provision

• advocacy on gender specific and gender sensitive 
policies in health, education, employment, politics, 
and other aspects of social life

• gender sensitisation of government personnel, 
particularly policymakers, as well as personnel in 
the health sector

• development of women-friendly and adolescent-
friendly programmes with input from these groups

• Monitoring of SRHR programmes, especially in 
schools and communities.

• advocacy on the implementation of programmes 
and projects on SRHR in partnership with ngos 
and cbos, with the effective participation of 
the target groups through the establishment of a 
district level task force.

• independent, action research to investigate the 
underlying reasons for maternal mortality and 
morbidity, to be used towards recommending 
policy action to address SRHR issues.

• advocacy to increase the availability and 
accessibility of emergency contraceptives, 
especially to young people irrespective of their 
marital status

Ch03_Nepal_52-71.indd   69 10/23/08   12:01:04 AM

Prinect Color Editor: 
Page is color controlled with Prinect Color Editor:  3.0.57Copyright 2005 Heidelberger Druckmaschinen AGTo view actual document colors and color spaces,please download free Prinect Color Editor:  (Viewer) Plug-In from:http://www.heidelberg.comApplied Color Management Settings:Output Intent (Press Profile): ISOcoated.iccRGB Image:Profile: ECI_RGB.iccRendering Intent: PerceptualBlack Point Compensation: noRGB Graphic:Profile: RGB2CMYK.iccRendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Graphic:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Graphic:Rendering Intent: PerceptualBlack Point Compensation: noTurn R=G=B (Tolerance 5.0%) Graphic into Gray: yesTurn C=M=Y,K=0 (Tolerance 0.1%) Graphic into Gray: yesCMM for overprinting CMYK graphic: yesGray Image: Apply CMYK Profile: noGray Graphic: Apply CMYK Profile: noTreat Calibrated RGB as Device RGB: noTreat Calibrated Gray as Device Gray: yesRemove embedded non-CMYK Profiles: noRemove embedded CMYK Profiles: yesApplied Miscellaneous Settings:All Colors to knockout: yesPure black to overprint: yes  Limit: 100%Turn Overprint CMYK White to Knockout: yesTurn Overprinting Device Gray to K: yesCMYK Overprint mode: set to OPM1 if not setCreate "All" from 4x100% CMYK: noDelete "All" Colors: noConvert "All" to K: no



nepal

advocating accountability: Status report on maternal health and young people’s sexual and reproductive health and rights in South asia } Nepal70

Is alit prat. Cum et nullutat wissequat prat la consequatPatie 
dolessecte del ullan vel il utpat nisi. La consecte molenim 
dolent la faccum niat lorerostrud dolessim vulla accum vel

nepal

ENDNOTES

1 beyond beijing committee. 2005. “country 
Study: nepal”, Monitoring ten years of icPd 
implementation, The Way Forward to 2015. Kuala 
lumpur, Malaysia: asian-Pacific Resource and 
Research centre for Women (aRRoW). 

2 ibid  
3 Family Health division Ministry of Health [nepal]; 

new ERa; oRc Macro. 2002. nepal demographic 
and Health Survey 2001. calverton, Maryland, uSa: 
Family Health division, Ministry of Health; new 
ERa; and oRc Macro.

4 Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 
Population, new ERa, and Macro international inc.

5 ibid 
6 beyond beijing committee. 2005. “country 

Study: nepal”, Monitoring ten years of icPd 
implementation, The Way Forward to 2015. Kuala 
lumpur, Malaysia: asian-Pacific Resource and 
Research centre for Women (aRRoW).

7 World Health organization. 2003. The World 
Health Report 2003: Shaping the Future. geneva, 
Switzerland: World Health organization.

8 Ministry of Finance (nepal).2006. budget details 
for Fiscal year 2005-06 (Red book). Kathmandu. 
Ministry of Finance of nepal.

9    beyond beijing committee. 2005. “country 
Study: nepal”, Monitoring ten years of icPd 
implementation, The Way Forward to 2015. Kuala 
lumpur, Malaysia: asian-Pacific Resource and 
Research centre for Women (aRRoW).

10 World Health organization. 2005. World Health 
Report 2005: Making Every Mother and child 
count. geneva, Switzerland: World Health 
organization.

11  ibid 
12 national Planning commission Secretariat, central 

bureau of Statistics nepal. 2005. Poverty trends 
in nepal (1995-96 and 2003-2004). Kathmandu, 
nepal: central bureau of Statistics. 

13 united nations development Programme. 2005. 
Human development Report: international 
cooperation at a crossroads, aid trade and 
Security in an unequal World. new york, uSa: 
united nations development Program. 

14`Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 

Population, new ERa, and Macro international inc.
15 central bureau of Statistics [nepal]. 2001. 

Population census 2001, national Report. 
Kathmandu, nepal: central bureau of Statistics.

16 united nations development Programme. 2005. 
Human development Report: international 
cooperation at a crossroads, aid trade and 
Security in an unequal World. new york, uSa: 
united nations development Program.

17 World Economic Forum. 2006. The global gender 
gap Report 2006. geneva, Switzerland: World 
Economic Forum. 

18 Pathak, laxmi Raj et al.. 1998. Maternal Mortality 
and Morbidity Study. Kathmandu, nepal: Family 
Health division, department of Health Services, 
Ministry of Health.

19 Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 
Population, new ERa, and Macro international inc.

20 ibid
21 Ministry of Health, Family Planning and Maternal 

child Health division, Planning, Research and 
Evaluation Section. 1993. nepal Fertility, Family 
Planning and Health Survey 1991. Kathmandu, 
nepal: Ministry of Health, Family Planning and 
Maternal child Health division, Planning, Research 
and Evaluation Section.

22 Family Health division Ministry of Health [nepal]; 
new ERa; oRc Macro. 2002. nepal demographic 
and Health Survey 2001. calverton, Maryland, uSa: 
Family Health division, Ministry of Health; new 
ERa; and oRc Macro.

23 SaatHi. 1997.  a Situational analysis of violence 
against Women and girls in nepal. Kathmadu, 
nepal: SaatHi; The asia Foundation.

24 Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 
Population, new ERa, and Macro international inc.

25 beyond beijing committee. 2005. a Study on 
Sexual and Reproductive Health and Rights 
Situation in Selected villages of bardiya and 
Makwanpur districts. [unpublished] 

26 government of nepal. 2003. Report of the Study on 
Safe Motherhood nepal - Safe Motherhood Project. 
Kathmandu: government of nepal. 

27 Ministry of Finance (nepal). 2006. budget details 
for Fiscal year 2005-06 (Red book). Kathmandu: 
Ministry of Finance, nepal.

28 beyond beijing committee. 2005. Safe Motherhood 

Survey in bardiya and Makwanpur. Kathmandu, 
nepal. 

29 Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 
Population, new ERa, and Macro international inc.

30 ibid  
31 ibid  
32 Eu/unFPa ;uPSu/valley Research group. 2004. 

Study on Knowledge, attitude and behavior on 
SRH of adolescent and youth. Kathmandu, nepal: 
Eu;unFPa;uPSu;valley Research group.

33 Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 
Population, new ERa, and Macro international inc.

34 Eu/unFPa and uPSu/valley Research group. 
2004. Study on Knowledge, attitude and behavior 
on SRH of adolescent and youth. Kathmandu, 
nepal: Eu;unFPa;uPSu;valley Research group.

35 in 2002, Sirjana Shah conducted interviews in 
banke district, nepal.

36 beyond beijing committee. 2005. Safe Motherhood 
Survey in bardiya and Makwanpur. Kathmandu, 
nepal, beyond beijing committee. 

37 Ministry of Finance (nepal). 2006. budget details 
for Fiscal year 2005-06 (Red book). Kathmandu: 
Ministry of Finance, nepal.

38  World Health organization. 2003. The World 
Health Report 2003: Shaping the Future. geneva, 
Switzerland: World Health organization.

39 beyond beijing committee. 2005. “country 
Study: nepal”, Monitoring ten years of icPd 
implementation, The Way Forward to 2015. Kuala 
lumpur, Malaysia: asian-Pacific Resource and 
Research centre for Women (aRRoW).

40 united nations development Programme. 2006. 
Human development Report: beyond Scarcity, 
Power, Poverty and the global Water crisis. 
new york, uSa: united nations development 
Programme. 

41 united nations development Programme. 2006. 
Human development Report: beyond Scarcity, 
Power, Poverty and the global Water crisis. 
new york, uSa: united nations development 
Programme.

Ch03_Nepal_52-71.indd   70 10/23/08   12:01:06 AM

Prinect Color Editor: 
Page is color controlled with Prinect Color Editor:  3.0.57Copyright 2005 Heidelberger Druckmaschinen AGTo view actual document colors and color spaces,please download free Prinect Color Editor:  (Viewer) Plug-In from:http://www.heidelberg.comApplied Color Management Settings:Output Intent (Press Profile): ISOcoated.iccRGB Image:Profile: ECI_RGB.iccRendering Intent: PerceptualBlack Point Compensation: noRGB Graphic:Profile: RGB2CMYK.iccRendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Graphic:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Graphic:Rendering Intent: PerceptualBlack Point Compensation: noTurn R=G=B (Tolerance 5.0%) Graphic into Gray: yesTurn C=M=Y,K=0 (Tolerance 0.1%) Graphic into Gray: yesCMM for overprinting CMYK graphic: yesGray Image: Apply CMYK Profile: noGray Graphic: Apply CMYK Profile: noTreat Calibrated RGB as Device RGB: noTreat Calibrated Gray as Device Gray: yesRemove embedded non-CMYK Profiles: noRemove embedded CMYK Profiles: yesApplied Miscellaneous Settings:All Colors to knockout: yesPure black to overprint: yes  Limit: 100%Turn Overprint CMYK White to Knockout: yesTurn Overprinting Device Gray to K: yesCMYK Overprint mode: set to OPM1 if not setCreate "All" from 4x100% CMYK: noDelete "All" Colors: noConvert "All" to K: no



nepal
Is alit prat. Cum et nullutat wissequat prat la consequatPatie 
dolessecte del ullan vel il utpat nisi. La consecte molenim 
dolent la faccum niat lorerostrud dolessim vulla accum vel

nepal

advocating accountability: Status report on maternal health and young people’s sexual and reproductive health and rights in South asia } Nepal 71

ENDNOTES

1 beyond beijing committee. 2005. “country 
Study: nepal”, Monitoring ten years of icPd 
implementation, The Way Forward to 2015. Kuala 
lumpur, Malaysia: asian-Pacific Resource and 
Research centre for Women (aRRoW). 

2 ibid  
3 Family Health division Ministry of Health [nepal]; 

new ERa; oRc Macro. 2002. nepal demographic 
and Health Survey 2001. calverton, Maryland, uSa: 
Family Health division, Ministry of Health; new 
ERa; and oRc Macro.

4 Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 
Population, new ERa, and Macro international inc.

5 ibid 
6 beyond beijing committee. 2005. “country 

Study: nepal”, Monitoring ten years of icPd 
implementation, The Way Forward to 2015. Kuala 
lumpur, Malaysia: asian-Pacific Resource and 
Research centre for Women (aRRoW).

7 World Health organization. 2003. The World 
Health Report 2003: Shaping the Future. geneva, 
Switzerland: World Health organization.

8 Ministry of Finance (nepal).2006. budget details 
for Fiscal year 2005-06 (Red book). Kathmandu. 
Ministry of Finance of nepal.

9    beyond beijing committee. 2005. “country 
Study: nepal”, Monitoring ten years of icPd 
implementation, The Way Forward to 2015. Kuala 
lumpur, Malaysia: asian-Pacific Resource and 
Research centre for Women (aRRoW).

10 World Health organization. 2005. World Health 
Report 2005: Making Every Mother and child 
count. geneva, Switzerland: World Health 
organization.

11  ibid 
12 national Planning commission Secretariat, central 

bureau of Statistics nepal. 2005. Poverty trends 
in nepal (1995-96 and 2003-2004). Kathmandu, 
nepal: central bureau of Statistics. 

13 united nations development Programme. 2005. 
Human development Report: international 
cooperation at a crossroads, aid trade and 
Security in an unequal World. new york, uSa: 
united nations development Program. 

14`Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 

Population, new ERa, and Macro international inc.
15 central bureau of Statistics [nepal]. 2001. 

Population census 2001, national Report. 
Kathmandu, nepal: central bureau of Statistics.

16 united nations development Programme. 2005. 
Human development Report: international 
cooperation at a crossroads, aid trade and 
Security in an unequal World. new york, uSa: 
united nations development Program.

17 World Economic Forum. 2006. The global gender 
gap Report 2006. geneva, Switzerland: World 
Economic Forum. 

18 Pathak, laxmi Raj et al.. 1998. Maternal Mortality 
and Morbidity Study. Kathmandu, nepal: Family 
Health division, department of Health Services, 
Ministry of Health.

19 Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 
Population, new ERa, and Macro international inc.

20 ibid
21 Ministry of Health, Family Planning and Maternal 

child Health division, Planning, Research and 
Evaluation Section. 1993. nepal Fertility, Family 
Planning and Health Survey 1991. Kathmandu, 
nepal: Ministry of Health, Family Planning and 
Maternal child Health division, Planning, Research 
and Evaluation Section.

22 Family Health division Ministry of Health [nepal]; 
new ERa; oRc Macro. 2002. nepal demographic 
and Health Survey 2001. calverton, Maryland, uSa: 
Family Health division, Ministry of Health; new 
ERa; and oRc Macro.

23 SaatHi. 1997.  a Situational analysis of violence 
against Women and girls in nepal. Kathmadu, 
nepal: SaatHi; The asia Foundation.

24 Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 
Population, new ERa, and Macro international inc.

25 beyond beijing committee. 2005. a Study on 
Sexual and Reproductive Health and Rights 
Situation in Selected villages of bardiya and 
Makwanpur districts. [unpublished] 

26 government of nepal. 2003. Report of the Study on 
Safe Motherhood nepal - Safe Motherhood Project. 
Kathmandu: government of nepal. 

27 Ministry of Finance (nepal). 2006. budget details 
for Fiscal year 2005-06 (Red book). Kathmandu: 
Ministry of Finance, nepal.

28 beyond beijing committee. 2005. Safe Motherhood 

Survey in bardiya and Makwanpur. Kathmandu, 
nepal. 

29 Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 
Population, new ERa, and Macro international inc.

30 ibid  
31 ibid  
32 Eu/unFPa ;uPSu/valley Research group. 2004. 

Study on Knowledge, attitude and behavior on 
SRH of adolescent and youth. Kathmandu, nepal: 
Eu;unFPa;uPSu;valley Research group.

33 Ministry of Health and Population (MoHP) 
[nepal]; new ERa; and Macro international inc. 
2007. nepal demographic and Health Survey 
2006. Kathmandu, nepal: Ministry of Health and 
Population, new ERa, and Macro international inc.

34 Eu/unFPa and uPSu/valley Research group. 
2004. Study on Knowledge, attitude and behavior 
on SRH of adolescent and youth. Kathmandu, 
nepal: Eu;unFPa;uPSu;valley Research group.

35 in 2002, Sirjana Shah conducted interviews in 
banke district, nepal.

36 beyond beijing committee. 2005. Safe Motherhood 
Survey in bardiya and Makwanpur. Kathmandu, 
nepal, beyond beijing committee. 

37 Ministry of Finance (nepal). 2006. budget details 
for Fiscal year 2005-06 (Red book). Kathmandu: 
Ministry of Finance, nepal.

38  World Health organization. 2003. The World 
Health Report 2003: Shaping the Future. geneva, 
Switzerland: World Health organization.

39 beyond beijing committee. 2005. “country 
Study: nepal”, Monitoring ten years of icPd 
implementation, The Way Forward to 2015. Kuala 
lumpur, Malaysia: asian-Pacific Resource and 
Research centre for Women (aRRoW).

40 united nations development Programme. 2006. 
Human development Report: beyond Scarcity, 
Power, Poverty and the global Water crisis. 
new york, uSa: united nations development 
Programme. 

41 united nations development Programme. 2006. 
Human development Report: beyond Scarcity, 
Power, Poverty and the global Water crisis. 
new york, uSa: united nations development 
Programme.

nepal

Ch03_Nepal_52-71.indd   71 10/23/08   12:01:08 AM

Prinect Color Editor: 
Page is color controlled with Prinect Color Editor:  3.0.57Copyright 2005 Heidelberger Druckmaschinen AGTo view actual document colors and color spaces,please download free Prinect Color Editor:  (Viewer) Plug-In from:http://www.heidelberg.comApplied Color Management Settings:Output Intent (Press Profile): ISOcoated.iccRGB Image:Profile: ECI_RGB.iccRendering Intent: PerceptualBlack Point Compensation: noRGB Graphic:Profile: RGB2CMYK.iccRendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Graphic:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Graphic:Rendering Intent: PerceptualBlack Point Compensation: noTurn R=G=B (Tolerance 5.0%) Graphic into Gray: yesTurn C=M=Y,K=0 (Tolerance 0.1%) Graphic into Gray: yesCMM for overprinting CMYK graphic: yesGray Image: Apply CMYK Profile: noGray Graphic: Apply CMYK Profile: noTreat Calibrated RGB as Device RGB: noTreat Calibrated Gray as Device Gray: yesRemove embedded non-CMYK Profiles: noRemove embedded CMYK Profiles: yesApplied Miscellaneous Settings:All Colors to knockout: yesPure black to overprint: yes  Limit: 100%Turn Overprint CMYK White to Knockout: yesTurn Overprinting Device Gray to K: yesCMYK Overprint mode: set to OPM1 if not setCreate "All" from 4x100% CMYK: noDelete "All" Colors: noConvert "All" to K: no



pakistan

Ch04_Pakistan_72-93.indd   72 10/23/08   12:02:14 AM

Prinect Color Editor: 
Page is color controlled with Prinect Color Editor:  3.0.57Copyright 2005 Heidelberger Druckmaschinen AGTo view actual document colors and color spaces,please download free Prinect Color Editor:  (Viewer) Plug-In from:http://www.heidelberg.comApplied Color Management Settings:Output Intent (Press Profile): ISOcoated.iccRGB Image:Profile: ECI_RGB.iccRendering Intent: PerceptualBlack Point Compensation: noRGB Graphic:Profile: RGB2CMYK.iccRendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Graphic:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Graphic:Rendering Intent: PerceptualBlack Point Compensation: noTurn R=G=B (Tolerance 5.0%) Graphic into Gray: yesTurn C=M=Y,K=0 (Tolerance 0.1%) Graphic into Gray: yesCMM for overprinting CMYK graphic: yesGray Image: Apply CMYK Profile: noGray Graphic: Apply CMYK Profile: noTreat Calibrated RGB as Device RGB: noTreat Calibrated Gray as Device Gray: yesRemove embedded non-CMYK Profiles: noRemove embedded CMYK Profiles: yesApplied Miscellaneous Settings:All Colors to knockout: yesPure black to overprint: yes  Limit: 100%Turn Overprint CMYK White to Knockout: yesTurn Overprinting Device Gray to K: yesCMYK Overprint mode: set to OPM1 if not setCreate "All" from 4x100% CMYK: noDelete "All" Colors: noConvert "All" to K: no



pakistan
bangladesh

nepal
pakistan

india

Ch04_Pakistan_72-93.indd   73 10/23/08   12:02:25 AM

Prinect Color Editor: 
Page is color controlled with Prinect Color Editor:  3.0.57Copyright 2005 Heidelberger Druckmaschinen AGTo view actual document colors and color spaces,please download free Prinect Color Editor:  (Viewer) Plug-In from:http://www.heidelberg.comApplied Color Management Settings:Output Intent (Press Profile): ISOcoated.iccRGB Image:Profile: ECI_RGB.iccRendering Intent: PerceptualBlack Point Compensation: noRGB Graphic:Profile: RGB2CMYK.iccRendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Graphic:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Graphic:Rendering Intent: PerceptualBlack Point Compensation: noTurn R=G=B (Tolerance 5.0%) Graphic into Gray: yesTurn C=M=Y,K=0 (Tolerance 0.1%) Graphic into Gray: yesCMM for overprinting CMYK graphic: yesGray Image: Apply CMYK Profile: noGray Graphic: Apply CMYK Profile: noTreat Calibrated RGB as Device RGB: noTreat Calibrated Gray as Device Gray: yesRemove embedded non-CMYK Profiles: noRemove embedded CMYK Profiles: yesApplied Miscellaneous Settings:All Colors to knockout: yesPure black to overprint: yes  Limit: 100%Turn Overprint CMYK White to Knockout: yesTurn Overprinting Device Gray to K: yesCMYK Overprint mode: set to OPM1 if not setCreate "All" from 4x100% CMYK: noDelete "All" Colors: noConvert "All" to K: no



advocating accountability: Status report on maternal health and young people’s sexual and reproductive health and rights in South asia } Pakistan74

Ch04_Pakistan_72-93.indd   74 10/23/08   12:02:26 AM

Prinect Color Editor: 
Page is color controlled with Prinect Color Editor:  3.0.57Copyright 2005 Heidelberger Druckmaschinen AGTo view actual document colors and color spaces,please download free Prinect Color Editor:  (Viewer) Plug-In from:http://www.heidelberg.comApplied Color Management Settings:Output Intent (Press Profile): ISOcoated.iccRGB Image:Profile: ECI_RGB.iccRendering Intent: PerceptualBlack Point Compensation: noRGB Graphic:Profile: RGB2CMYK.iccRendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Graphic:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Graphic:Rendering Intent: PerceptualBlack Point Compensation: noTurn R=G=B (Tolerance 5.0%) Graphic into Gray: yesTurn C=M=Y,K=0 (Tolerance 0.1%) Graphic into Gray: yesCMM for overprinting CMYK graphic: yesGray Image: Apply CMYK Profile: noGray Graphic: Apply CMYK Profile: noTreat Calibrated RGB as Device RGB: noTreat Calibrated Gray as Device Gray: yesRemove embedded non-CMYK Profiles: noRemove embedded CMYK Profiles: yesApplied Miscellaneous Settings:All Colors to knockout: yesPure black to overprint: yes  Limit: 100%Turn Overprint CMYK White to Knockout: yesTurn Overprinting Device Gray to K: yesCMYK Overprint mode: set to OPM1 if not setCreate "All" from 4x100% CMYK: noDelete "All" Colors: noConvert "All" to K: no



advocating accountability: Status report on maternal health and young people’s sexual and reproductive health and rights in South asia } Pakistan 75

Pakistan

4... Improvement in women’s health has been further curtailed by social conservatism and 
inadequate outreach of primary and reproductive health care services – especially in rural areas...

1 
INTRODUCTION TO  THE 
COUNTRY’S SEXUAL AND 
REPRODUCTIVE HEALTH 
AND RIGHTS (SRHR) AND 
DEVELOPMENT CONTEXT

H
uman rights1 are defined as 
the birth right of all human 
beings. The promotion 
and protection of human 
rights is the foremost 

responsibility of all governments. 
unfortunately, in Pakistan, political 
instability and long periods of 
dictatorships have impeded citizens 
from the full enjoyment of basic 
human rights. This is especially true of 
marginalised groups such as women. 
culturally and socially, women are 
considered to be inferior to men. 
although the Pakistan constitution 
provides that every person shall 
be treated equally according to 
law, Pakistani women continue to 
suffer under the yoke of patriarchal 
structures, rigid orthodox norms, socio 
cultural customs and traditions. 

in Pakistan, unemployment is high, 
as is social disparity. Poor socio-
economic development in areas such 
as sanitation, potable water supply, 
nutrition and education and the 
inadequacy of health policies (and their 
implementation) has resulted in poor 
health indicators for men and women.  
improvement in women’s health 
has been further curtailed by social 
conservatism and inadequate outreach 
of primary and reproductive health care 
services – especially in rural areas.

1.1 Population policies and 
programmes: a brief history

Pakistan’s population programme 
established in 1953 is perhaps one 
of the oldest in the asian region. 
The first official population policy 
was introduced in the country’s 
3rd Five year Plan (1965 – 70). The 
programme, which focused exclusively 
on motivating women to control their 
fertility, expanded considerably over 
the next decade.  However, it  failed 
to reduce fertility rates as it did not 
take into account the social reality 
that women possessed little or no say 
in making decisions about their own 
fertility. 

The national Health Policy was 
formulated in 1990. it had provisions 
for trained birth attendants and 
expansion of mother and child 
health care (including antenatal care 
and natal care). it did not mention 
reproductive health and had a limited 
focus on EMoc.2 The population 
policy of 1992 introduced new family 
welfare centers offering family 
planning and child health services 
and service centers in hospitals to 
provide sterilisation and other family 
planning services. a characteristic 
of the population programme was its 
lack of gender sensitivity: the focus on 
women for family planning and female 
sterilisation(in a culture where often 
the sole determinant of a woman’s 
worth is her reproductive ability); and 
minimal male involvement (a problem 
that persists today).

in 1990, the Ministry of Population 
Welfare (MoPW) was also established 
resulting in the compartmentalisation 
of women’s health and family 

samra arif
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planning.  Rather than working together, the MoPW 
and the Ministry of Health engaged in a ‘turf war’. Thus, 
at the operational level, “a hospital’s obstetrics and 
gynaecology department, was not equipped to offer 
contraception, while a family planning center could not 
provide comprehensive reproductive healthcare.”3 

in 1994, Pakistan endorsed the international 
conference on Population and development Programme 
of action (icPd-Poa) without any reservations. 
The lead-up to icPd, and after, has seen a gradually 
progressive realisation among government organisations 
and ngos about the importance of reproductive health 
and rights. 

in 1994 the national committee for Maternal Health 
(ncMH) was created under the chairmanship of the 
Federal Secretary of Health.4 initial efforts since 1996 
yielded closer collaboration between the MoH and 
MoPW. under the country’s 8th Five year Plan (1993-
1998), the field workers of the two ministries and joint 
designing of a reproductive health package by the two 
ministries were better coordinated.5

Pakistan’s 9th Five year Plan (1998-2003) built upon 
the directions and foundations of the previous plan and 
focused on rural outreach and improved service delivery. 
although mother and child care was its stated objective, 
it did have a broader reproductive health approach 
covering post abortion services, Rti/Sti prevention and 
treatment, reproductive cancer detection and treatment, 
and infertility (although these services were only offered 
at tertiary hospitals). a draft national Reproductive 
Health Policy was proposed in 2000 using the icPd 
definition of RH including the ensuring of reproductive 
rights and women’s empowerment for participation in 
“all aspects of reproductive decision-making on a basis 
of equality with men.” The policy, however, was never 
formally approved. Pakistan thus has neither a RH policy 
nor an SRH policy. The latest national Health Policy, 
2001 continues the direction set by icPd. This policy 
views health sector investments as part of the poverty 
alleviation plan, makes a shift from tertiary to primary 
and secondary health sectors and focuses on health 
sector reforms.

Having become signatory to the Millennium Summit 
declaration and the Mdgs, Pakistan is now committed 
to the latter and its health and population policies are 
integral to its Poverty Reduction Strategy. Mdg 5 and its 
targets now define the parameters of the maternal health 
policy and targets: to reduce the maternal mortality 
ratio by three-quarters and to include indicators on the 
proportion of births attended by skilled birth attendants, 
the contraceptive prevalence rate, the total fertility 
rate, and the proportion of women with at least one 
ante-natal consultation in the last three years. The new 
additional indicators (age specific fertility rate among 
15-19 years old; and the unmet need for contraception) 
included after the Millennium Summit 2005 have also 
been factored in.6 The Medium term development 
Framework. 2005-2010 (MtdF) that has replaced the 
Five year Plans is responsible for the financial framework 
and the monitoring of Mdgs.

despite the move towards a more progressive 

approach, demographic targets remain the primary 
concern of Pakistan’s population policies.  The vision 
of the latest Population Policy of 2002 is “to achieve 
population stabilisation by 2020 through the expeditious 
completion of the demographic transition that entails 
declines both in fertility and mortality rates “7  The policy 
does strongly reiterate the importance of involving 
adolescents in the RH service delivery and advocacy 
programmes, although it refers only to married couples 
with regard to reducing the unmet need for family 
planning and reproductive health services.8

in Pakistan, there is no specific law or policy that 
governs the use of contraceptives. The sale and 
distribution of contraceptives is governed by the 1976 
drugs act, which regulates the import, manufacture and 
sale of all drugs. 

abortion is illegal in Pakistan unless the procedure is 
necessary to save the woman’s life or provide ‘necessary 
treatment.’9 The national Reproductive Health Services 
Package (introduced in 1999 jointly by the Ministry of 
Health and Ministry of Population Welfare)  includes pre 
and post abortion services among its service components 
although actual abortion services are not mentioned. 
There is no specific legislation on Stis or Hiv/aidS. 
after the detection of the first few aidS cases in Pakistan 
(first reported in 1987), the government established the 
Federal committee on aidS through the Ministry of 
Health in 198710 followed in 1988 by the formation of 
national aidS control Programme. The focus, however, 
remained on creating awareness and enhancing facilities 
for blood screening (from 4 percent in 1991-92 to 75 
percent during 2000).11

1.2 National and local budget allocations for SRHR

The total budget for health is extremely low.  However, 
over the years it has steadily increased and more 
emphasis is being placed on increasing expenditure for 
key preventive and primary health care programmes.  
as a percentage of the gdP, allocation to the health 
sector has remained fairly stable over the past 6 years 
at approximately 0.5% (a drop from 0.7% in the 1990s). 
although, in absolute terms total government (federal 
and provincial) expenditure on health has almost 
doubled from 1999/2000 to 2005/2006, in real terms 
(taking into consideration inflation and population) 
government expenditure per capita has remained fairly 
constant.12 

Estimating expenditure on reproductive health can 
be difficult.  a serious effort to upscale the health sector 
allocations in the Federal budget has been made since 
2001-02. during the year 2003-04, the total expenditure 
on health was estimated at Rs. 32.805 billion which is 
0.84% of the gnP. This is an increase of 13.8% over the 
previous year’s total expenditure of Rs. 28.814 billion.13 
The priority placed on the RH sector is apparent from the 
budget allocations for the population welfare programme 
in the ninth Five year Plan: Rs. 10,340 million, 
substantially higher than the financial allocations of Rs. 
7,654 million in the Eighth Plan. The budget utilisation 
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of health or population welfare component has also 
been higher in the ninth Plan (80.3%) than in the 
Eighth (71.5%).14 unFPa generated figures reproduced 
in the Pakistan Population assessment 2003, indicate 
that the external resources for population activities 
registered an increase over the years from uS$ 12.7 
million in 1994 to uS$ 28.1 in 1999 with the reserve 
flow reaching high point of uS$33.5 million in 1996.15 
External donor agencies have shown greater interest 
in health interventions in Pakistan since 2001-02. They 
funded 14.7% of the government allocations for health in 
2004-05.16  Funding agencies such as gFatM, uSaid, 
Packard, Hewlett, gates Foundation and unFPa have 
been granting funds for the development of proper 
health facilities and the alleviation of disease. 

1.3 Health facilities

Medical facilities in the country have improved over 
the years. However, there still remains a very large gap 
between need and availability of resources.  Pakistan also 
faces an inequitable distribution of resources between 
rural and urban areas. The availability of hospital beds 
in all medical facilities (12,637) has been estimated at 
101,613, which comes to a population bed ratio of 1,536 
persons per bed.17

   
The public health care delivery system is divided into 

four levels; 
1. community-based and outreach services.  These 

services are delivered by lady health workers  
and mainly target women and children in 
villages and select urban areas.  Services consist 
of immunisation, family planning, sanitation, 
maternal and child health and malaria control.

2.  Primary health care centres which consist of basic 
Health units (bHu) and Rural Health centres 
usually staffed by one medical officer, a female 
health worker and non-technical staff.  The centres 
offer basic EMoc services.

3.  Secondary health care centres and district and 
headquarter hospitals usually staffed by a number 
of doctors and nurses.  These hospitals offer higher 
level services such as comprehensive EMoc, 
anesthesia, blood transfusions and caesarean 
sections.  

4.  tertiary level services are usually based in teaching 
hospitals where specialist centres are located.  

Since an effective referral system to coordinate health 
service delivery between tiers is lacking, it often results 
in under use of primary health centres and over use of 
tertiary services.  a situational analysis of management 
information systems at secondary and tertiary levels 
found that hospitals are generally overloaded with 
patients who could have been treated at primary health 
care facilities.18 

another challenge is that there is a lack of women 
doctors in Pakistan particularly in rural areas. cultural 
restrictions make it difficult for a woman to have a 
reproductive health exam conducted by a male doctor. 
Therefore many women do not seek services from 
doctors even when they are available.

Table 1 : Health facilities and human resources, 
2005-200619

Table 2. Some significant national development 
indicators:

Type of Facility/Resource Total Number

Hospitals 946
dispensaries 4554
basic Health units and sub health centres 5290
Maternal child Health centres 907
Rural Health centres 552
tuberculosis centres 289
Registered doctors 118,160
Registered nurses 33,427
Population per doctor* 1310
Population per nurse* 4636

* Based on a population of 155 million

1 Population of Pakistan  2004 154.8 million

2 current estimated population as of 
September 2007 161.1 million

3 Population in rural areas (% of total) 2004 65.5%

4 Population under age 15 (% of total) 2004 38.9%

5 annual population growth rate 1975-2004 2.8%

6 total Fertility Rate 2000-2005 4.3%

7 life expectance at birth (both sexes) 2004 63.4 years

8 cPR 2003 34%

9 adult literacy rate (%ages 15 and older) 2004 49.9%

10 infant mortality rate (per 1,000 live births) 
Poorest 20%. 1990 89

11 infant mortality rate (per 1,000 live births) 
Richest 20%. 1990 63

12 under 5 mortality rate 
(per 1,000 live births) Poorest 20%. 1990 125

13 under 5 mortality rate (per 1,000 live births) 
Richest 20%. 1990 74

14 Maternal Mortality Ratio 
(per 100,000 live births)1990-2004 530

Source: Human Development Report, 2006 (Indicators 1, 3-14); 
Population Census Organisation of Pakistan; 2007 (Indicator 2)
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Table 3. National gender-related indicators

Source: Human Development Report, 2006 (Indicators 5-12); Pakistan National Census, 1998 (Indicators 1-3; Pakistan Demographic Survey, 2005 
(Indicator 4)

Table 4. Infant Mortality Rates according to gender 

Source: Pakistan Demographic Survey (PDS), 2005.

Table 5. Some international and regional conventions and agreements that Pakistan is party to:

1 Male Population 1998 (of total population of 132.3 million) 52%

2 Female population 1998 (of total population of 132.3 million) 48%

3 Sex Ratio 1998 (males per 100 females) 108.5

4 Sex Ratio 2005 (males per 100 females) 106

5 Human development index (Hdi) value 2004 0.539

6 gender-related development index (gdi) value 2004 0.513

7 gender Empowerment Measure (gEM) value 2004 0.377

8 Female adult literacy rate 2004 36%

9 labour force participation 2005-2006 50.28% (males)
13.29%  (females)

10 Women in government at ministerial level (as % of total), 2005 5.6%

11 Seats in lower house or single house held by women (as % of total), 1990 10%

12 Seats in lower house or single house held by women (as % of total), 2006 21.3%

13 Seats in upper house or senate held by women (as % of total), 2006 17%

Survey

infant Mortality Rate (per 1000 live births)

all areas urban areas Rural areas

both Sexes Male Female both 
Sexes Male Female both 

Sexes Male Female

PdS 2005 76.7 84.8 67.6 67.1 76.2 56.7 81.2 88.9 72.7

PdS 2003 76.2 81.1 71.0 67.2 69.7 64.4 80.6 86.6 74.1

convEntionS/agREEMEntS

 
yEaR oF 

RatiFication

  
   RESERvationS (if any)

cEdaW (convention on the Elimination of all Forms of discrimination against Women) 1996 Para 1 article 2920

convention on the Rights of the child 1990

optional Protocols to the convention on the Rights of the child on Prostitution and child 
Pornography,21 and regarding children in armed conflict22 not ratified

international conference on Population and development 1994

beijing declaration and Platform For action 1995 Para 97 & 232 (f ) relating to sexual 
and reproductive health issues23

united nations Millennium declaration 2000

SaaRc convention on Preventing and combating trafficking in women and children 2002
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2 
THE BURDEN OF MATERNAL 
MORTALITY AND BARRIERS TO SAFE 
MOTHERHOOD

I
n the past decade, maternal mortality estimates 
have ranged from 300-700 per 100,000 live births.  
Recently, the Pakistan Social and living Standards 
Measurement 2004-2005 found the MM ratio to be 
350 per 100,000 live births.24 However, determining 

an accurate maternal mortality ratio for the country is 
difficult due to unreported cases, rarity of the event and 
also the high cost of population based studies.25   also, 
there is great variance between figures from hospitals 
and community based research.26 currently there is no 
credible source for measuring maternal mortality and all 
estimates are derived from mathematical modeling.27  in 
august 2006, a national demographic and Health Survey 
was launched to collect reliable data on maternal health.  
The national institute of Population Studies (niPS) will 
be carrying out the survey of 100,000 households.28  

There are large variations in the figures for MMR which 
can vary from 17 in a private tertiary care hospital to 2736 
in a public tertiary hospital. variations in MMR between 
geographical regions are significant. For example, 
community research by Jafarey “Maternal mortality 
in Pakistan--compilation of available data” (published 
in the Journal of Pakistan Medical association dec 
2002) indicates the range is from 160 in Sindh to 673 in 
Khuzdar, baluchistan. 

The incidence of maternal death as a result of unsafe 
abortions is estimated to be high and contributes to 
approximately 13% of maternal deaths in the country.29 
a study from Karachi estimates that on average, a 
woman will have at least one abortion by the end of 
her reproductive life.30  Most abortions take place in 
unhygienic conditions and are performed by untrained 
tbas and lHWs/nurses.  

The majority of maternal deaths are due to direct 
obstetrical causes, most of these are preventable. 
in home-based delivery or in hospitals, the leading 
causes are haemorrhage, eclampsia, sepsis, abortion 
and obstructed labour.31  a two-year micro-level study 
(January 2000-december 2001) conducted at the ayub 
teaching Hospital found that hemorrhage was the 
leading cause of death (see table below).

Table 6: Causes of Maternal Mortality32

This study also found that many deaths occur among 
women above the age of 30 (16 of the 26 deaths in the 
study occurred in women above 30) highlighting the need 
to target older women as well as younger in maternal 
health programmes.33 

Home deliveries are still the norm (71 percent) and in 
rural areas, trained dais and traditional birth attendants 
were the most commonly cited sources of assistance 
during delivery (53%) followed by family members/
relatives (26%).34 a rising trend in antenatal care has been 
reported from 30% in 1990-91 [PdHS] to 36% in 1996-97 
[PFFPS] and 51% in 2000-01.  The level of care received by 
women varies between regions. The 2004-2005 Pakistan 
Social and living Standards Measurement Survey found 
that while 56% of women in the Punjab received antenatal 
care, only 35% of women in baluchistan did so.35   

Post-partum care is not as common as ante-natal care 
although this is also increasing. in 2004-2005, 23% of 
mothers received a post-natal check-up within 6 weeks of 
delivery compared to only 9% in 2001/2002.36 

Research shows that the high level of maternal 
mortality in Pakistan is due to poor access of women 
in rural areas and urban slums to peripheral health 
facilities.37 access to facilities is determined to a great 
extent by socio-cultural factors such as restricted female 
mobility, availability of transport, non-availability of 
husbands at the time of delivery complications, low status 
of women and poverty. inadequate and inefficient health 
services, lack of timely referral, and mishandling by tbas 
during delivery are other important contributing factors. 

in the micro-level study, the following causes of delay 
were found:

Table 7: Causes of delay in relation to maternal 
mortality38

The total fertility rate in Pakistan is 3.28 in 2006 
according to goP estimates; down from 5.64 in 1994 
(urban tFR 3.7; rural 5.4). one of the major demographic 
factors for a high tFR is the young marriage age for 
females. However, both male and female age at marriage 
since 1990 has risen with that of females going from 21.6 
in 1991 to 22 in 1996-97 and to 22.7 years in 2000-01. 
according to the most recent data gathered from the 
adolescent and youth in Pakistan Survey 2001-200239 
rural females are particularly vulnerable to marriage 
before age 20 than their urban counterparts (58% vs. 
27%). The contraceptive prevalence rate has risen from 
18% in mid-eighties to 36% in 2006.40 

Cause No. %

Haemorrhage 9 34.6
Hypertensive disorders 8 30.7
Sepsis 5 19.2
anaesthetic complications 3 11.5
Hepatic encephalopathy 1 3.8

cause no. %

lack of transport 8 30.7
Poverty and inability to afford cost 7 26.9
Familial taboos 10 38.4
ignorance about health care facility 1 3.8

... on average, a woman will have at least one abortion by the end of her 
reproductive life. Most abortions take place in unhygienic conditions and are 

performed by untrained TBAs and LHWs/nurses... 
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2.1 Policy environment

in Pakistan, there is no specific Reproductive Health or 
Sexual and Reproductive Health policy. in 1998-99, the 
Ministry of Health and Ministry of Population Welfare 
jointly introduced the RH package that comprises of 
nine components including Stis/Rtis prevention and 
treatment, reproductive cancer, male involvement, 
gender equity and equality, prevention of Hiv/aidS, 
Maternal and neonatal health, and Emoc. However, 
for sexually transmitted infections, RR and SR remain 
unaddressed in the RH Package.

MtdF 2005-2010 focuses on rural outreach and 
improved service delivery through upgraded facilities 
and provision of services at the doorstep through lady 
Health Workers. The emphasis is on mother and child 
health and care.  

2.2 Service Provision

The quality of maternal health care leaves much to be 
desired. a situational analysis conducted in 1999 by the 
Society of obstetricians and gynaecologists of Pakistan, 
the national committee for Maternal and neonatal 
Health and Ziauddin Medical university, with the 
assistance of unicEF Sindh, of 48 tertiary, secondary and 
first referral facilities of Sindh (20 public and 28 private) 
showed severe deficiencies. First referral facilities did 
not have comprehensive Emoc; even basic Emoc was 
available only during the morning hours. twenty-four 
hour coverage for complicated deliveries was not provided 
at 11% of secondary level facilities. The full obstetric team 
(surgeon, anaesthetist and theater attendant) was not 
available in 61% of secondary level facilities.41 

The health infrastructure in the country lacks the 
basic requirements to deal with the problem at all levels 
at primary, secondary and tertiary levels of care. The 
private and particularly the government health centres 
not only lack necessary medicines and equipment but 
also hardly have any qualified and trained gynaecologists/
obstetricians and the necessary paramedical staff in 
them. The former are unaffordable for the majority of the 
population and there is no system of health insurance to 
cover reproductive health care for the poor in the country 
for deliveries or any other ailments. The public transport 
system is also very poor especially in the rural areas.

Even though the percentage of women delivering at 
home is gradually decreasing over the years (71% in 2006 
from 85% in 1990-1991)42 it is the only available option as 
only 54% of the rural population lives within 6 km from 
a primary health care centre. only 20% of women have 
a skilled birth attendant at delivery. a well-structured 
network of health care systems in the public sector was 
put in place in 1970, which looks good on paper but 
is grossly under-funded (expenditure on health being 
less than 1 percent of the gnP); it suffers from poor 
management (e.g. high staff absenteeism) resulting in its 
under-utilisation. The private sector provides nearly 71.2% 
of all health care delivery (80% in urban areas and 75.9% in 
rural areas.)43 

2.3National and local budget allocations for safe 
motherhood programmes

The expenditure on health is less than 1% of the 
gdP not taking into account expenditures by other 
departments and the private sector (which has been 
above 67% of the total government  expenditure on 
health.)44 There are several major vertical programmes 
underway across Pakistan since 1999 that do not get 
reflected in the annual development programmes. The 
asian development bank committed uS$47 million for 
the Women’s Health Project (2000-2005) in 20 districts 
across Pakistan with the aim of improving the health of 
women, girls and infants and another uS$ 36 million for 
the Reproductive Health Project45 (2000-2005) improving 
RH status of under-served communities in 54 districts. 
The northern Health Project financed by a World bank 
loan has a commitment of uS$ 26.7 million for northern 
areas and azad Jammu and Kashmir. cida, uSaid, Save 
the children-uSa, unFPa, dFid, nEda, Jica, asia 
Foundation, and several donor supported ngo projects 
also cover different parts of the country.46

2.4 Recommendations to the Government:

• Merge the MoPW and MoH for effective 
formulation and implementation of policies to 
reduce maternal mortality and unsafe abortions and 
promote sexual health and rights with strong  
M & E and a focus on life cycle approach to 
women’s health.

• Priority has to be accorded to the primary and 
secondary tiers of health facilities with a clear 
shift from curative to preventive health care for 
the disadvantaged, weaker sections of the society 
especially those in rural areas.

• Make existing infrastructure of bHus and 
RHcs fully functional in all districts, tehsils and 
union councils to provide basic maternal health 
care incentives and policies for qualified and 
trained personnel. Establish round-the- clock 
comprehensive Emoc centres at accessible 
distances with suitable transport. Mobilise elected 
representatives of local bodies, by providing them 
with relevant information for efficient delivery of 
quality services and budget allocations.

• Ensure availability of affordable essential and non-
essential drugs through mechanisms that regulate 
the quality, uniformity and accountability of 
services and pricing system of the private sector.

• develop and implement a national Strategic 
Framework to address nutritional disorders.

• acknowledge the incidence of induced and unsafe 
abortions. Enact as the first step appropriate 
legislation to ensure safe abortion and legitimize 
abortion for rape and violence victims.

• develop a clear policy and an enabling environment 
to promote public – private health sector 
partnership.
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• develop human resource policy to minimize 
the existing imbalances in different categories 
of service providers, especially to improve the 
production and deployment of midwives, lHWs 
and nurses.  

2.5 Recommendations to donors:

• Support people-centered economic and social 
sector reforms that remove/reduce income 
inequalities, secure livelihoods and improve the 
quality of life of the poor.

• Support government for putting in place 
mechanisms for regulation, monitoring and 
ensuring quality of services to the poor and 
reinforce government’s primary role in social sector 
service delivery. Factor in the negative impact of 
privatisation and trade liberalisation on the poor in 
accessing basic social services in donor supported 
policies and programmes.

 2.6 Recommendations to civil society:

• Lobby for a RH policy as a first step towards 
ensuring a SRHR policy.

• create awareness about RH and RR in the broader 
framework of women’s empowerment among 
ngos, women groups, media, political parties, and 
especially women parliamentarians.

• act as watchdogs of government policies and 
programmes. Highlight the gap between intent and 
implementation. Monitor government’s compliance 
on international commitments.

• use opportunities for input to government in 
conceptualisation and planning of RH programmes 
and policies. Work in partnership with government 
without compromising on quality and the needs of 
the poor, and set standards for transparency and 
accountability. use opportunity of dialogue and 
discussion whenever possible.

• conduct independent research to investigate 
the underlying reasons for maternal mortality in 
order to recommend policy action to address the 
issue. Highlight through research and publications 
the impact on women’s health of discriminatory 
legislation and social practices like forced and 
exchange marriages, ‘honour’ killings through 
research. Share the findings with policy makers and 
the media.

• use both the mainstream and alternative print and 
electronic media including performing arts to raise 
issues related to women’s health, reproductive 
health and reproductive rights.

Case Study

FOR THE LACK OF AN ULTRASOUND ...

35 year old Amina was a resident of ‘Chakra Goth’ 
a remote locality situated at the outskirts of Korangi, 
Karachi. She had been married for 15 years and had 5 
children. When she became pregnant for the sixth time, 
during the eighth month of pregnancy she started having 
diarrhoea episodes. She went to the doctor and took 
treatment but there was no improvement and the problem 
continued. After a couple of days she started complaining 
of pain so her sister–in-law, aunt and husband took her 
to a nearby private clinic. The lady doctor there advised 
Amina’s husband to get her ultra sound done as this was 
an emergency case, but Amina’s husband did not listen to 
the doctor and instead got infuriated and took her away 
from there by saying that “you doctors only know how to 
prescribe lengthy diagnostic investigations”. 

He then took Amina to the local TBA (dai), Fatima, who 
performed a vaginal examination on her as a result of which 
Amina started bleeding. The TBA then gave her an injection 
and told the family not to worry, as the baby would soon be 
delivered. The injection had an adverse effect on Amina’s 
brain and her condition further deteriorated. The TBA in 
the next couple of minutes gave her another 3-4 injections 
and Amina’s condition deteriorated to the extent that she 
had massive discomfort, lost mental and physical control 
and started hitting her head against the wall. On seeing this, 
the TBA told Amina’s husband that the case is now beyond 
her control. Then Amina’s husband arranged for a Suzuki 
car to take her to the hospital but she passed away on the 
journey. 
 

Source: Case studies conducted in Chakra Goth, Korangi, Karachi. 
WHRAP baseline research

Ch04_Pakistan_72-93.indd   81 10/23/08   12:02:38 AM

Prinect Color Editor: 
Page is color controlled with Prinect Color Editor:  3.0.57Copyright 2005 Heidelberger Druckmaschinen AGTo view actual document colors and color spaces,please download free Prinect Color Editor:  (Viewer) Plug-In from:http://www.heidelberg.comApplied Color Management Settings:Output Intent (Press Profile): ISOcoated.iccRGB Image:Profile: ECI_RGB.iccRendering Intent: PerceptualBlack Point Compensation: noRGB Graphic:Profile: RGB2CMYK.iccRendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Graphic:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Graphic:Rendering Intent: PerceptualBlack Point Compensation: noTurn R=G=B (Tolerance 5.0%) Graphic into Gray: yesTurn C=M=Y,K=0 (Tolerance 0.1%) Graphic into Gray: yesCMM for overprinting CMYK graphic: yesGray Image: Apply CMYK Profile: noGray Graphic: Apply CMYK Profile: noTreat Calibrated RGB as Device RGB: noTreat Calibrated Gray as Device Gray: yesRemove embedded non-CMYK Profiles: noRemove embedded CMYK Profiles: yesApplied Miscellaneous Settings:All Colors to knockout: yesPure black to overprint: yes  Limit: 100%Turn Overprint CMYK White to Knockout: yesTurn Overprinting Device Gray to K: yesCMYK Overprint mode: set to OPM1 if not setCreate "All" from 4x100% CMYK: noDelete "All" Colors: noConvert "All" to K: no



pakistan

advocating accountability: Status report on maternal health and young people’s sexual and reproductive health and rights in South asia } Pakistan82

3 
CHALLENGES TO MEETING YOUNG 
PEOPLE’S HEALTH NEEDS

T
he youth population (aged 15-24 years) in 
Pakistan was estimated to be approximately 
27 million in 2000.  in 2004, the percentage of 
youths under the age of 15 was estimated to 
be 38.9% of the total population.47 according 

to government figures, the population bracket 0-24 is 
twice as large as the population aged 25-60, which is the 
earning bracket. This produces a high dependency ratio 
and fewer opportunities for the younger generation as 
compared with their parents.48

The concept of adolescence as a distinct period of 
human development is still fairly new in Pakistan. The 
reproductive rights of adolescents, particularly those 
of  girls, are often neglected. adolescents face many age 
specific disadvantages that are not addressed through 
formal laws and policies. The ability of adolescents 
to access the health system, their rights within the 
family, their level of education, and their vulnerability 
to sexual violence together determine the state of their 
reproductive health and their overall well-being.

despite the fact that approximately 50% of young 
people are expected to be sexually active49 and that many 
adolescents are married, there is a lack of sexual and 
reproductive health information and services targeted 
to adolescents. according to the Pakistan Reproductive 
Health and Family Planning Survey, only one out of ten 
ever married women reported their mothers having ever 
discussed bodily changes of puberty with them and over 
half the women did not consider it important to educate 
their adolescent daughters about body and emotional 
changes.    

in a Marie Stopes study carried out in 2006, the 
majority of girls interviewed reported that their mothers 
are their main source of information for sexual and 
reproductive health including information about the 
onset of puberty and in particular, menarche.  However, 
this information is usually only received after the 
commencement of menarche and only 13% of girls 
surveyed reported speaking to someone about RH 
before their first period.50 boys surveyed reported that 
they prefer to consult classmates and friends although 
only 16% reported consulting someone at the onset of 
puberty.51, 52 

besides the difference in source of information, boys 
and girls also experience different feelings at the onset of 
puberty (menarche) with the majority of girls reporting 
feeling physically or psychologically unwell and nearly 
half (47%) feeling anxious and afraid.  Meanwhile three 
quarters of boys surveyed reported experiencing positive 
feelings such as ‘feeling good about becoming an adult,’ 
‘liking their moustache and beard’ and ‘feeling physically 
strong.’  Furthermore, approximately 37% of girls’ 
movements outside the house was restricted following 
menarche. 

There is not much information available about 
adolescents’ knowledge of reproductive and sexual 
health.  a study conducted in 2006 in 20 villages in 
lahore sheds some light on adolescent knowledge of 
SRH. The study found that generally boys have slightly 
more knowledge than girls about puberty, pregnancy, 
family planning and sexually transmitted diseases.  
However, both boys and girls require more information 
and clarification on their current knowledge.

Table 8: Level of knowledge regarding STIs/AIDS53

Table 9. Contraceptive knowledge and practice among 
married female adolescents aged 15-19 (in %),  
1994-95

While often the focus of reproductive health services 
for women is on maternal care and family planning, 
young women also require information and education on 
delayed puberty, delayed or heavy menstruation, irregular 
discharge and sexual abuse. 

The age at marriage has increased for both males and 
females (27.1 and 22.7 respectively in 2000 from 26.3 
and 21.6 in 1999.)54 Rural females are more vulnerable to 
marriage before they are 20 than their urban counterparts 
(58% vs. 27%) with 47% of females (as opposed to 14% 
males) married before the age of 20 and 14% of females 
(7% of males) before the legal age.55 The legal age at 
marriage is 16 for females and 18 for males and although 
underage marriages are punishable by law,  they are 
not legally void.56 The increase in the age of marriage is 
attributed in some part to the desire of parents to educate 
daughters but mainly to the rise in poverty and the spread 
of the dowry practice of dowry even in areas where it 
traditionally did not exist.

Knowledge of at least one contraceptive method 75.5

Knowledge of at least one traditional method 17.3

Knowledge of the source of at least one modern method 58.8

Knowledge of the source of at least one modern method 4.7

Want a child soon 74.1

Want a child soon 21.7

... Despite the fact that approximately 50% of young people are expected 
to be sexually active49 and that many adolescents are married, there is a 
lack of sexual and reproductive health information and services targeted to 
adolescents... 

sTIs/aIDs Boys 
(N=191)

GIRls 
(N=208)

Knowledge about the sign and 
symptoms of Stis/aidS 18% 13%

Knowledge of spread of Stis/aidS 64% 46%

Knowledge of prevention of Stis/
aidS 48% 32%
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Table 10: Selected Demographic characteristics for Pakistani women younger than 25, PDS 2005

cHaRactERiSticS PdS 2005 PdS 2003

Percentage Ever Married Male
15-19 years
20-24 years

2.5
23.1

2.6
24.0

Percentage Ever Married Female
15-19 years
20-24 years

11.7
54.9

13.4
56.5

all aREaS uRban RuRal all aREaS uRban RuRal

Percentage distribution of births by age of mother
15-19 years
20-24 years 4.3

27.9
2.6

27.6
5.1
28

5.0
27.6

3.5
27.1

5.6
27.9

age-specific Fertility Rates (aSFRs) per 1000 women
15-19 years 20.3 10.7 26.3 23.7 14.2 29.7
20-24 years 157.6 132.1 173.6 163.1 137.1 178.9

Married adolescent girls are under great pressure to 
become mothers early, and as a result they have little 
spacing between marriage and childbearing and use 
contraceptives to only a limited extent. Therefore, one 
third of married adolescent girls become mothers in 
their teens and are in great need of knowledge about 
reproductive health and access to services.57

according to the Pakistan Social and living Standard 
Measurement Survey (PSlM 2004/2005), there is a wide 
gap in education between Pakistani boys and girls. While 
more adolescent girls are enrolled in school  than at any 
other previous time the gender gap is still huge (54% for 
girls as opposed to 84% boys.)

While the focus of reproductive health services for 
women is often on maternal care and family planning, 
young women also require information and education on 
delayed puberty, delayed or heavy menstruation, irregular 
discharge and sexual abuse.

3.1 Policy environment

Pakistan does not have a specific law or policy 
addressing adolescents’ sexual and reproductive health. 
However, the national Health Policy, Reproductive 
Health Services Package and Pakistan’s population 
policy includes general and specific provisions relating 
to the sexual and reproductive health issues and needs of 
adolescents.

The national Health Policy generally aims to provide 
sexual and reproductive health services for individuals of 
all ages and both genders throughout their life cycles. it 
makes specific reference to the need for implementation 
strategies to identify and address the reproductive 
health needs of adolescents, but does not go beyond this 
directive. The policy also states that reproductive health 

and health education will be among the Health Ministry’s 
priority programmes. its discussion of reproductive 
health mentions that all aspects of the reproductive 
system and their functions will be taught, but the 
document does not mention sexuality. 

The Reproductive Health Services Package identifies 
the management of reproductive health related problems 
of adolescents as one of its nine key components.58 The 
package gives emphasis to providing information to 
adolescents about physiological body changes through 
community based field workers or staff at service 
facilities.  The package identifies teenage pregnancy as a 
result of early marriage to be a challenge as adolescent 
girls are often neither physically nor psychologically 
ready for pregnancy. However, the package only 
mentions that the “hazards of teenage pregnancy will be 
highlighted to both boys and girls”.   it does not refer to 
pregnancies among unmarried youths or prevention of 
sexually transmitted infections.  Services for youth are 
expected to be provided by the regular cadre of health 
professionals and no specific services for youths are 
mentioned.

Pakistan’s population policy of 2002, promises to 
address “adolescents through population and family life 
education in the formal and non formal education sector 
and reach out to young married couples with appropriate 
media, interpersonal messages, and family planning 
services. 59 it also states that “youth are the future 
generation and need to be sensitized about the wide 
ranging consequences of rapid population growth for the 
individual, family, and nation and, therefore, the need to 
build a mindset for responsible parenthood”.60

to give directions to the efforts of youth, the youth 
affairs Wing of the Ministry prepared a comprehensive 
draft national youth Policy. The draft policy emphasised  
youth empowerment, education and training, health, 

Source: Pakistan Demographic Survey 2005
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environment, culture and art. The policy was presented 
to the cabinet in 2002 and the cabinet directed the youth 
Ministry to reformulate the policy in consultation with 
all stakeholders.  disappointingly, the draft policy has no 
mention of reproductive and sexual health needs of youth.  
after reviewing the policy, the Pakistan Reproductive 
Health network – Karachi chapter submitted 
recommendations to the youth Ministry regarding this 
gap.  The policy has still not been finalised.

3.2 Service Provision

There is no distinction in government services between 
general services and those for adolescents. However, 
there are government children’s hospitals and all major 
facilities have a pediatric section. There are also maternal 
health and childcare facilities.   generally there is a 
lack of recognition of adolescent sexual activity outside 
marriage and therefore there is a gap in services as well.  
once married, adolescents are expected to approach 
regular services.   cultural restrictions also challenge 
specialised services.  unmarried girls utilising a sexual and 
reproductive health clinic would likely be viewed by the 
community as “immoral” with the implication that she 
was engaging in socially unacceptable sexual behaviour.  
awareness of adolescent sexual health  
needs must be increased among the community and policy 
makers.

The Family Planning association of Pakistan has 
been involved in work with youth for several years, and 
currently conducts a girl child project under which it 
offers guidance to adolescent girls, life skills training 
and RH education. The well-established network of 
girl guides and boy Scouts in the country is being used 
to provide counseling and training, particularly under 
the auspices of the girl guides’ Shield Programme. 
Specific RH programmes catering to the special needs 
of adolescent girls and boys are few but expanding due 
to the effort of non-government organisations working 
in the fields of family planning and reproductive health 
to address the needs of the young population, although 
outreach remains limited.61 These are few and located 
mainly in urban areas. 

Sex education is not integrated into the school 
curriculum.but the demand for sex education among 
adolescents has been well documented by ngos.62 
organisations such as aahung in Karachi have made 
major efforts to disseminate material on RH and sexual 
health.63 other ngos across the country have taken up 
sexual health issues, particularly due to the available 
support and funding for Hiv/aidS awareness and 
prevention projects. only one out of ten ever married 
women reported their mothers having ever discussed 
bodily changes of puberty with them and over half the 
women did not consider it important to educate their 
adolescent daughters about body and emotional changes 
(PRHFPS 2000/01).

Case Study
 

3.3 Recommendations:

• Policies and programmes need to be especially 
designed to meet the needs of adolescents, protect 
them, and help them to grow into informed, 
healthy adults. Planners and policy makers need to 
recharacterize and address the needs of adolescents 
in Pakistan if they wish the population to enjoy a 
future filled with possibilities.

STORY OF A YOUNG MOTHER ...

15 year old Soofia was residing in Karachi when she 
fell in love with Saleh and ran away with him. They came 
to Silro Goth in Shahdadkot, Larakana, got married and 
started living there with Saleh’s cousin and his family, 
as they could not afford a house of their own. After the 
marriage, Soofia’s husband neglected her, did not take good 
care of her and mistreated her. The village people tried to 
persuade him that this is not right but he would not listen 
to anyone. They even tried to convince Soofia to go back to 
her parents but she did not agree. Two months later, she 
became pregnant. She constantly had pain, but since she 
was so young, lacked prior information and had no elderly 
family member to guide her, she did not know what to do 
and how to take care of herself. She did not take care of her 
diet, used to eat less and did a lot of work, the whole day 
she ran about here and there doing household chores as 
well as working in the field with her husband. Her husband 
also did not care much. As days passed by she became 
weaker and weaker. Then when the time of delivery came 
and she started having labour pains, her husband called the 
local TBA (dai). After examining Soofia, the TBA said that 
delivery cannot be conducted at home and referred her to 
the hospital in the city. But Soofia’s husband did not have 
the money to take her. The whole night Soofia cried in pain. 
Then the next morning her sister in law sold her jewelry to 
arrange for the money and took her to the hospital. Doctor 
Maria at the hospital delivered a stillborn baby girl but at 
the time of delivery Soofia started having fits. The doctor 
said that because of delay in bringing her to the hospital the 
infection of the dead fetus has spread in her whole body and 
this should be treated properly. But her husband did not 
pay much attention to this and did not get her treated. The 
village people did whatever they could. During this period 
she also developed asthma. Six months later as a result of 
inadequate care and lack of treatment she passed away.

 
Source: Case studies Silro Goth, Shadadkot, Larkana. WHRAP 
baseline research. 
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• adolescents must be thought of and treated as a 
distinct segment of the population with specific 
developmental and reproductive health needs.

• Research needs to be conducted on the aRH-related 
health topics, through national sampling and in-
depth qualitative work.

• adolescents must be given access to reliable 
information on reproductive biology and sex 
through various programmatic interventions. issues 
such as menstruation, masturbation, and general 
sexuality are fraught with misconceptions and 
taboos. as a result, young people exhibit an anxiety 
level about their own sexual development and 
sexuality that is unhealthy and unnecessary. 

4
ASSESSING THE IMPACT OF HEALTH 
SECTOR REFORMS64 ON WOMEN’S 
HEALTH AND RIGHTS

I
n Pakistan, healthcare reforms are intended to 
decentralise health systems, reduce bureaucracy, 
and increase cost-effectiveness and efficiency 
in part by reorganising services, streamlining 
management, and allocating resources to better 

meet local needs.
ten specific areas have been identified by the Ministry 

of Health under their Progress on agenda for Health 
Sector Reforms in March 2004.  These are:

i) Reducing widespread prevalence of 
communicable diseases

ii) addressing inadequacies in primary/secondary 
health care services

iii) Removing professional/managerial deficiencies 
in the district Health System

iv) Promoting greater gender equity
v) bridging basic nutrition gaps in the target 

population
vi) correcting urban bias in health sector

vii) introducing required regulation in private 
medical sector

viii) creating Mass awareness in Public Health 
matters

ix) Effecting improvements in the drug Sector
x) capacity-building for Health Policy Monitoring

4.1 Financial Requirements for Action Plan

The Ministry of Health estimates that a total financial 
requirement for the on-going and new projects of MoH 
to be Rs. 22.211 billion for the period 2001-04 and Rs. 
95.353 billion for the period 2001-11.  The estimates are 
summarised in table 11.

4.2 Health Sector Expenditure in Pakistan

Public sector expenditures in health have been lower 
than other countries in the region.  it is estimated that the 
total expenditure on health (tHE) in Pakistan is uS$16 
per capita out of which the total government health 
expenditure (gHE) is uS$ 4 per capita.  This compares 
unfavorably with the figure of uS$ 34 per capita for a 
package of essential health services as proposed in the 
recent WHo report of the Macroeconomic commission 
on Health.  table 12 portrays a comparison of total and 
government health expenditure in relation to selected 
health system performance indicators for Pakistan and 
some countries of the region.

as a percentage of the gdP, the gHE has not exceeded 
0.8%.  For comparison, the corresponding average figure 
for all low-income countries in the 1990-98 period was 
1.3% of the gdP.

The budgetary allocations for the health sector have 
seen an increase during the last few years.  The total 
outlay for health improvement programmes during 
2001-02 was Rs. 25.406 billion (Rs. 6.688 billion for 
development and Rs. 18.717 billion for recurring 
expenditures) whereas the budget allocation for the Fy 
2003-04 was Rs. 32.805 billion.

2001-02 2002-03 2003-04 total of 3 years Planned for
2001-11

Proposed 5,216 8,115 8,880 22,211 95,353

actual PSdP allocation 4,213 3,309 4,373 11,895

Table 11.Allocation in PSDP of MoH (in Million Rs.)

Source:  Progress on Agenda for Health Sector Reforms, March 2004

... Public sector expenditures in health have 
been lower than other countries in the region...
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Table 13. Public Sector Expenditure on Health (both Federal and Provincial in Million Rs.)

Source:  Progress on Agenda for Health Sector Reforms, March 2004

FiScal yEaR

Public SEctoR HEaltH ExPEndituRE
(FEdERal PluS PRovincial)

aS % oF gnP
dEvEloPMEnt 
ExPEndituRE

cuRREnt 
ExPEndituRE

total 
ExPEndituRE

1995-96 5,741 10,614 16,355 0.8
1996-97 6,485 11,857 18,342 0.8
1997-98 6,077 13,587 19,664 0.7
1998-99 5,492 15,316 20,808 0.7
1999-00 5,887 16,190 22,077 0.7
2000-01 5,944 18,337 24,281 0.7
2001-02 6,688 18,717 25,406 0.7
2002-03 6,609 22,205 28,814 0.7

2003-04 allocation 8,500 24,305 32,805 0.8

a serious effort to upscale the health sector allocations 
in Federal PSdP has been made since 2001-02.  in the 
year 2001-02, an additional allocation of Rs. 2 billion was 
allocated most of which was utilised through national 
priority health programmes.  in the year 2003-04, record 
amounts of Rs. 4.3 billion has been allocated in Federal 
PSdP.  The actual implementation of health sector 
allocations in federal PSdP for the last 8 years is given in 
the table below.

Table 14. Federal Health PSDP Expenditures (1995-
2003 in Million Rs.)

Source:  Ministry of Health

Previous health strategies were unsuccessful because 
a major share was spent on tertiary health care facilities 
to which only 1% of the population had access, with 
the result that the health facilities for rural and poor 
populations have been compromised.  The health system’s 
ability to respond and provide adequate preventive and 
curative services continues to be limited.  

The medium term strategy of the government is focused 
on raising public sector health expenditures through 
prevention and control of diseases, reproductive health, 
child health, and nutrient deficiencies.  The thrust of 
public expenditure is geared towards the primary and 
secondary tiers of the health sector, providing basic 
health to the poor and rural segments of the population.  

4.3 Impact on access to services

Poor women have identified insufficient access to 
health care as a constraint to their utilisation. Failure to 
use services has been blamed on women’s illiteracy and 
cultural and religious beliefs. Services are insensitive 
to women’s needs, for example, the distance of the 
health facility from home or the unsuitable opening 

Fiscal year Federal Health PSdP Expenditures

1995-96 1,852
1996-97 1,802
1997-98 1,581
1998-99 2,024
1999-00 2,193
2000-01 1,790
2001-02 2,669
2002-03 2,814

countRy tHE aS % 
oF gdP

gHE 
aS % 

oF gdP

PER 
caPita 
tHE in 

uS$

PER 
caPita 
gHE in 

uS$
bangladesh 3.5 44.2 12 5
Egypt 3.9 48.9 46 22
india 5.1 17.9 24 4
indonesia 2.4 25.1 16 4
iran 6.3 43.5 350 152
Pakistan 3.9 24.4 16 4
Sri lanka 3.6 48.9 30 15
Thailand 3.7 57.1 69 39

Table 12. Health Indicators in relation to the Pattern of Health Expenditure – Comparison with Countries 
of the Region

Source:  Progress on Agenda for Health Sector Reforms, March 2004
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hours. Women prefer private facilities and report better 
treatment as they receive respect, sensitive counseling 
and consultation.65 The reason for limited or non-
utilisation of services may also lie in restrictions to leave 
the home imposed by the husband, male kin and other 
influential family members including the mother-in-
law. The wide socio- cultural gap that exists between 
users and providers of health services also affects 
access.  it must be noted that while there has been a 
long standing recognition of these problems, systems of 
implementation have been flawed and service delivery 
continues to be severely lacking.  The persistence of poor 
social indicators, poor Hdi ranking, improvement in 
data collection, findings of independent research, Mdgs 
and the linking of external funds to performance have 
combined with Health Sector Reforms to bring  
about change.

in keeping with the shift from family planning to 
reproductive health, efforts have been made to bring 
in a reproductive health care approach to women’s 
health. availability and access to female health care 
providers has increased substantially during the 1990’s 
including the introduction of the lady Health Workers 
(lHWs) Programme. However availability of skilled 
birth attendants, lHWs and nurses still remains very 
low.  it is believed that availability, access to and quality 
of basic and comprehensive obstetrical services and their 
utilisation are also low.  availability and access to family 
planning services has been enhanced through expansion 
of the family planning services, outreach programme 
through over 70,000 lHWs and the social marketing of 
contraceptives.  The improved availability is reflected 
in gradually increasing cPR of 32%, but, there is still a 
large unmet need (33%) with more than half the women 
desiring no more pregnancies.  despite large urban-rural 
differentials and a smaller male-female differentials, 
immunisation coverage of pregnant women and children 
has improved, yet remains unacceptable, with 57% of 
children covered.  The infant mortality rate of 77.1 per 
1,000 live births is still higher than the averages for 
low-income countries and South asia by 10% and 16%, 
respectively.  

The government aims to promote gender equity 
through targeted interventions like increasing the 
number of lady Health Workers and improving 
maternal health care.  lHWs are covering the under-
served population at the primary level to ensure family 
planning and primary health care at the doorstep 
through an integrated community based approach.  
additional programmes include directly observed 
treatment Schedule (dotS) strategy against tb; Roll 
back Malaria (RbM) approach in combating malaria, 
measures for preventing the spread of Hepatitis b, 
elimination of neonatal tetanus and polio, Hiv and aidS 
through immunisation and public health campaigns 
and institutional federal-provincial partnership in the 
war against disease.  other steps include strengthening 
of primary health care, training and re-training of 
medical staff, provision of emergency obstetric care 
facilities, instituting public-private partnerships, 
granting administrative and financial autonomy to 

teaching hospitals, establishing health boards and village 
health committees, reorganising district health offices, 
improving hospital administration and their financial 
management and the proper regulating of the private 
sector. 

 The private sector is the major provider of health 
services in Pakistan, but remains largely unregulated.   
More recently under the HSR and public-private 
partnership, contracting of basic Health units to ngos 
has been tried out with the designated budget allocated 
to the ngo. The initial result shows an increase in 
efficiency and rapid increase in the utilisation of the 
facilities. However some of the other functions that a 
bHu fulfilled, for example, that of being the training 
institute of lHWs has been curtailed in the contracted 
bHus. Similarly if the bHus are contracted to private 
doctors (which is  being considered) then the profit 
motive is likely to undermine the provision of service; 
a not- for- profit does not have such a motivation. The 
matter of increasing PPP contracting of bHus is still 
under debate and discussion.  

devolution of government has also had an impact 
on healthcare.  Pakistan has undergone a process of 
devolution and in 2000 under the devolution Plan 
of the government of Pakistan, districts received 
administrative and financial autonomy. districts are 
now responsible for using local evidence to identify 
healthcare needs and to formulate health strategies, 
programme and interventions.  in some instances, 
devolution has meant that resources are being allocated 
more appropriately and reaching the local community 
more effectively.  also some vertical programmes 
provide funds for specifics for example, the Health 
Sector Reform programme in Punjab prioritises 
“improving of quantity and quality of” bHu and RHc. 
under key interventions this involves better incentives 
for public sector health staff of these services to ensure 
availability of health providers; remove deficiencies of 
infrastructure and equipment, revise medicine lists etc. 

in conservative areas, the result may be different. data 
indicates that services have improved in nWFP and 
baluchistan which are relatively more conservative areas 
of the country. However from time to time there are 
news reports which highlight problems.  For example, 
in nWFP male paramedics (ultra sound, etc.) were 
reportedly not allowed to attend to female patients. in 
the tribal belt of Pakistan, the most conservative area, 
even polio drops cannot be administered as the tribal 
leaders have declared these as ‘western’ ploy to promote 
family planning. in this way devolution, by giving 
districts more autonomy, can cause problems for public 
healthcare provision.

in conclusion, while health sector reforms are needed,  
they need to be determined by evidence specific to 
Pakistan with good monitoring mechanisms to  
track performance.
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5  
GENDER, ECONOMIC AND SOCIO- CULTURAL 
OBSTACLES TO, AND CIVIL AND POLITICAL 
FACILITATING FACTORS FOR IMPROVING SRHR

5.1 Cultural, religious and economic factors 
affecting SRHR

S
ocio-cultural taboos attached to the word “sex” 
are the main obstacles, globally in the way of 
SRHR information-dissemination. in Pakistan, 
society is predominately conservative, bound 
by many social and cultural taboos. There are 

many things that people simply don’t do because they are 
considered wrong by society. Society determines the way 
people live their lives.

gender discrimination exists in access to food, health 
care and education, which results in lower nutritional 
status of women and girls. a higher incidence of 
malnutrition has been reported in females than in males 
and differences are reported in access to health care (with 
males having higher access). These factors are particularly 
marked in low-income households. The nutritional 
status of the population, especially of pregnant women, 
is highly unsatisfactory. The national nutritional Survey 
2001 – 2002 shows that 12.5% of mothers and 16.1% of 
lactating mothers are malnourished. iron deficiency was 
found in 45% mothers. clinically, anaemia was present in 
29.4% mothers, 22.5% being moderate to severely anemic. 
in 1995 the Federal bureau of statistics had reported the 
calorie intake of pregnant and lactating women to be 87% 
and 74% of the recommended calories respectively. This 
has an impact not only on maternal but also child health, 
contributing significantly to low birth weight babies.

in Pakistan, women and youth especially in rural areas 
have little or no participation in the decision-making 
process.66 They have limited power to make important 
decisions affecting their lives. Women are particularly 
restricted especially in marriage decisions. 

Women regardless of socio-economic status, are 
restricted to a life that largely centres on home and 
chores; males have much greater exposure to the outside 
world. Mobility especially in rural areas is severely 
constrained for women. young women need to be 
accompanied anywhere outside the home, apart from 
when they visit the neighbours. While the older women 
can go out unaccompanied, they also do not do so as often 
they are not used to it. This has direct implications on 
women with regards to attainment of education, access 
to health facilities, opportunities for work, and recreation 
and social networks.

gender roles are largely determined by culture, but 
religious factions play a role in reinforcing tradition. 
They position their policies as being a positive force for 
women, emphasising that they serve to protect women’s 
dignity and honor. The main islamic parties in Pakistan 
today are careful to put a “women friendly” face on 
their actions, stressing that they are not interested in 

a programme of “talibanization.” instead, they focus 
on the perceived social benefits of maintaining a more 
traditional role for women in society as being pro-
family. others label such policies as reactionary and 
anti-female. usually their focus is on the discriminatory 
legal environment stemming from Shari’a, but other 
policies catch their ire too, such as  gender segregation 
and the islamists’ hostility towards family planning. 
Pakistan’s constitution guarantees women equal rights, 
and empowers the government to take affirmative action 
to protect and promote those rights. However, over the 
years, parallel islamic legal systems have been promoted 
which undermine those rights, like the Federal Shari’a 
court (FSc) established by general Zia ul-Haq in 1980. 
The gender bias of Shari’a is undeniable. Women have 
unequal rights to inheritance, termination of marriage, 
minimum age of marriage, and natural guardianship 
of children. Polygamy is allowed, and there are grossly 
inadequate provisions for women’s financial security after 
divorce. Pakistan’s controversial Hudood ordinances,67 
particularly with regard to Zina (sex), are also 
discriminatory. by blurring the line between rape and 
adultery, the Zina ordinance creates the possibility that 
a woman can be convicted of adultery if she cannot prove 
rape.  The discriminatory nature of islamic legal reforms 
for women in Pakistan is clear, but the extent of their 
impact is hard to measure. islamic legal reforms and the 
Hudood laws in particular have served to reinforce male 
social control over women, limiting female bargaining 
power within the family and their control of resources. 
This has also contributed to an environment where 
violence against women is not sufficiently discouraged.68  
However, women have recently gained more rights 
within the law.  on november 15th Pakistan’s national 
assembly passed the Protection of Women bill (PWb) 
2006 which significantly reformed the laws governing 
rape, adultery and other sexual crimes. The PWb was 
signed into law by the President on december 1st , 
2006. With the new law, women survivors of rape and 
other sexual crimes can not be prosecuted for adultery. 
in addition, the concept of statutory rape has been re-
introduced and the age of majority has been changed 
from 14 to 16 years for girls. although the new bill does 
not meet activists’ demands for a total repeal of the 
‘Hudood ordinances’, it is a significant step forward.69  
Recently, questions have been raised with regards to the 
shortfalls of the Protection of Women bill.  Specifically, 
women activists question why the law uses the ambiguous 
term “puberty” to define adulthood and renders girls 
as young as nine to be prosecuted as “adults” for sexual 
crimes.70

in Pakistan, political change, thrice since 1994 ending 
with a military coup in 1999, has been turbulent bringing 
into the political mainstream extremist religious 
parties. Forming governments in two of Pakistan’s 
four provinces following the general elections of 2002, 
these parties are intolerant of the rights of women and 
minority communities, and do not hesitate to use arms 
for promoting their agendas. This has been witnessed in 
nWFP where ngos working for female literacy have 
been threatened and attacked.

... In Pakistan, women and youth especially in rural areas have little or no 
participation in the decision-making process. They have limited power to 
make important decisions affecting their lives...
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Pakistan has rightly begun to focus its limited health 
resources on primary health and basic facilities in 
rural areas. However, to the extent that islamization 
limits women’s ability to access resources, it could 
have a negative impact on the pressing need to improve 
community health and slow its population growth rate. 
a recent study by the Population council shows how 
conservative norms already constrain female access to 
health care in rural Pakistan. 96% of females aged 15-24 
years need permission to travel to a nearby health outlet. 
The primary reasons given for travel restrictions all relate 
to family reputation and family tradition.

another factor that could hinder Pakistan’s economic 
development is the islamists’ antipathy to family 
planning. Providing Pakistan’s female population with 
access to basic family planning services is critical. 
Population growth must be slowed if Pakistan is to deliver 
a higher per capita gdP, yet the council for islamic 
ideology (cii) recommends that family planning should 
be withdrawn: the council claims that it is un-islamic 
and that increasing population is not a burden on the 
country.71

in Pakistan 47 million people (a third of the whole 
population) are living below the poverty line.72 The level 
of poverty worsened over the years increasing from 
27.7% in 1993-94 to 30.6% in 1998-99 and reaching 31.8% 
in 2003.73 inequality also intensified in the 1990s, with 
income distribution in urban areas being consistently 
more unequal than rural areas. 

in 2002, the income share of the poorest 20 percent was 
9.3% while the share for the richest 20 percent was 40.3%. 
The ratio of the richest 10% to the poorest 10% was 6.5.74

Poor governance is one of the key underlying causes 
of poverty in Pakistan. corruption and political 
instability, which are both manifestations of governance 
problems, have resulted in waning business confidence, 
deteriorating economic growth, declining public 
expenditure on basic entitlements, low efficiency in 
delivery of public services, and a serious undermining of 
state institutions and rule of law, which in turn translates 
into lower investment levels and growth. The effects of 
poor governance have compounded the economic causes 
of rising poverty such as the decline in gdP growth 
rate, increasing indebtedness, inflation, falling public 
investment and poor state of physical infrastructure. at 
the same time, social factors such as the highly unequal 
distribution of land, low level of human development, and 
persistent ethnic and sectarian conflicts are also obstacles 
to the achievement of long term-sustained development. 

5.2 Enabling factors within the country context

The provincial and national legislative assemblies are 
trying to amend the existing anti-women laws and to 
adopt new legislation to curb violence against women. 
The Supreme court has also empowered women to 
marry of their own free will, without the approval of 
parents or the legal guardian. The government is forming 
complaint cells in the Women Police Stations and crisis 
centres to provide free legal and medical aid to victims of 

violence. in the year 1999 six women’s crisis centres were 
set up by the government but none in any government 
hospitals.75  Within six months of being established 780 
women had approached the centres. of these, 291 were 
seeking legal assistance, while 60 were looking for shelter 
and 55 needed medical aid.76 These are in addition to 
government funded and managed women shelters (dar 
ul amans) which operate more as sub jails. a number of 
shelters have also been set up by ngos in view of their 
need among women.77 

The local government devolution Plan 2001 reserves 
33% of seats for women for the first time to be directly 
elected in local bodies. officials say that the devolution 
plan marks a watershed in the political empowerment of 
women and that their economic empowerment will also 
increase significantly due to specific efforts like micro-
credit schemes.

Media awareness has also increased on women related 
issues, with greater coverage by the print and electronic 
media. The government and independent channels 
have aired donor-funded plays highlighting gender 
issues, such as violence, and regularly run discussion 
programmes on sexual harassment at the workplace, 
violence against women and other issues. allocation 
of free time on television, for relaying public service 
messages, have helped considerably in publicizing the 
need for contraception, in safe guarding maternal health, 
and caring for the girl child.  

The Pakistan ngo Forum is the largest network 
of ngos for safeguarding the interests of the sector 
(estimated membership: 2500). Formed in the mid- 
90’s following government steps to bring in restrictive 
and controlling legislation it has managed to defer the 
passage of the law by successive governments through its 
mobilisation and active lobbying.

ngos in Pakistan have proliferated to over 56,000 
over the last decade. one important development is that 
now the ngos are looking at issues from the human 
rights perspective. The ngo sector has shown its ability 
to mobilise and advocate for policies and change. in 
the last decade ngos have developed communication 
mechanisms as well as built thematic and regional 
networks for information sharing, advocacy and 
solidarity. This enabled the provision of support, e.g., to 
organisations that were subject to physical attacks for 
carrying out female education projects in nWFP. There 
is also greater cross-thematic interaction among ngos, 
for instance the PRHn and the Pakistan Micro Finance 
network (providing credit to grassroots organisations 
and women).
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6 
MOBILISING FOR CHANGE

T
here is a need to address women’s reproductive 
health needs specifically instead of just focusing 
on demographic goals. The reproductive health 
programme should include gender sensitisation 
and the attainment of gender-equity as an 

integral and essential component. This could be achieved 
through various levels and ways:

6.1 Policy

•  Merge the MoPW and MoH for effective 
formulation and implementation of policies to 
include reduction of maternal mortality and unsafe 
abortion, and promote sexual health and rights, 
bodily rights and adolescent SRH with strong M & 
E and a focus on a life cycle approach to women’s 
health. gender- based barriers that have cultural 
roots should be addressed in this component, as 
their perpetuation will hinder the availability of 
reproductive health care for women.

• begin dialogue with policy makers to promote 
women’s health and gender equality.

•  give specific attention, with legislation, policies and 
strongly implemented programmes, to improving 
women’s currently low gender status. Reinstitute 
the quota for jobs for women in government 
service, implement the recommendations of 
the inquiry commission and ncSW to repeal 
discriminatory legislation that contribute to the 
perpetuation of discrimination and violence against 
women.

•  Ensure availability of affordable essential and non-
essential drugs through mechanisms that regulate 
the quality, uniformity and accountability of 
services and pricing system of the private sector.

•  Enact appropriate legislation to ensure safe 
abortion and legitimise abortion for violence and 
rape victims.

6.2 Advocacy

• address elimination of violence against women 
(vaW) as a specific human/women’s rights issue 
in the health programme. This could include 
components such as studying the reasons or causes 
underlying cultural and social discrimination of 
women; training health personnel to detect gender 
based violence and sexual abuse; promoting gender 
equality and equity; enhancing public awareness 
about vaW via publicity in print and audio visual 
media; and street theatre. 

• Encourage the involvement of activist groups in 
women’s health education activities to promote 
improved decision making by women.

• initiate public education and activities through 
the media to enhance public understanding of 

reproductive health and gender sensitivity via the 
media.

6.3 Information Education Communication (IEC)

•  use audiovisual material and street theatre as 
the presently high rates of female illiteracy are a 
hindrance to awareness on various women’s issues.

•  address unequal power relations within the 
household and the consequent gender imbalance 
and inequity, public iEc materials should be 
designed to increase awareness about gender issues 
of health providers, promote and provide training 
for gender sensitisation, with the aim of gradually 
reducing/eliminating gender disparities.

•  develop iEc materials with a special focus on 
women’s nutritional needs.

•  Publish informative booklets with basic 
information about health.

•  Provide information on sexuality, reproduction, 
contraception, Stds, infertility and gender roles, 
and about sites for service delivery.

6.4 Interpersonal Communication

•  Ensure delivery of communication messages for 
gender – sensitisation directed towards the low-
income population in Pakistan.

•  Encourage a direct interaction of the select target 
audience through interpersonal communication 
vehicles i.e. peer outreach workers, community/
social mobilisers, etc.

•  Promote an integrated programme along with the 
government lHW programme because the lHWs 
are easily trusted by housewives and women as they 
belong to the same social strata and community.

6.5 Service Delivery

• improve the present system of supplies and 
equipment that does not meet the requirements of 
health personnel and women.

• Reduce gender disparities in staffing and hospital 
bed strength at health care centres.

• Establish and promote “Well Women clinics”.
• Ensure that the initiative of enhancing training and 

deployment of community based health workers is 
effectively implemented.

• Encourage women to attend health facilities and 
provide comprehensive health information to 
women.

• Encourage women to seek post–abortion care with 
widely publicised comprehensive information and 
follow up.

•  Encourage greater dialogue about contraception 
among women and men, through counseling by 
community-based health workers.

... The reproductive health programme should include gender sensitisation 
and the attainment of gender-equity as an integral and essential 
component...
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• deal with as many reproductive health issues as 
possible and provide relevant facilities at the same 
service outlet.

6.6  Training Curriculum

• training curriculum for health personnel should 
include interpersonal skills development, to enable 
better and fruitful interaction with women during 
counseling and consultation.

• training curricula for community based health 
attendants should also stress the significance of 
nutrition for women.

• inclusion of gender concepts into policies and 
curricula, especially human resource training 
institutions for doctors, nurses, paramedics, other 
health and social service providers.
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1 
IntroductIon to country 
SrHr and development 
context 

1.1 The problem of maternal 
mortality and morbidity in India 

t
he global burden of maternal 
mortality - half a million 
deaths each year - is divided 
between sub-Saharan africa 
and South asia. Within 

South asia, india takes the lion’s share 
of around 136,000 maternal deaths 
each year.1 The indian constitution 
guarantees the Right to Equality and 
the Right to life including the Right to 
Health. The recent Sample Registration 
System (SRS) estimates (1997-2003) 
show that the Maternal Mortality Ratio 
has come down to about 300. While 
the MMR estimate for india of 300 in 
2001-03 is a significant achievement, 
two observations need to be kept in 
mind. one, the MMR of 300 is still a 
distressingly high ratio and two, the 
levels of MMR are above 400 in some 
of the states, which encompass 40% of 
india’s population. The two states of 
uttar Pradesh and uttranchal account 
for about one fourth (22.9%) of the 
total number of maternal deaths in the 
country.  These two states also account 
for nearly 14% of the total number of 
live births in india. a high maternal 
mortality rate is a grave violation of 
women’s rights to life and health, 
solely due to their biological role in 
reproduction, because these deaths 

are preventable given the current state 
of resources and technology in india. 
The state has clearly failed to provide 
women with a health system that 
enables them to undergo pregnancy 
and childbirth with safe and healthy 
outcomes.

according to the national 
commission for Women 2002 Report 
(ncW 2002), maternal mortality in 
india is so high that it actually effects 
the overall female mortality of india. as 
this burden of morbidity and mortality 
is borne by women in their most 
productive years (age-group of 15-45), 
this becomes a major development 
concern. in fact, maternal morbidity 
and mortality rates are higher in young 
women (age 15-19) and those above the 
age of 35.2

The SRS report (1997-2003) 
concludes that about two-thirds of 
maternal deaths occur in a handful of 
the states - bihar and Jharkand, orissa, 
Madhya Pradesh and chhattisgarh, 
Rajasthan, uttar Pradesh and 
uttaranchal (the Empowered action 
group or Eag states) and in assam.  in 
2001-03, the lifetime risk of a woman 
dying in childbirth is 1.8% in the Eag 
states and in assam; 0.4% in southern 
states; and 0.6% in other states. based 
on about 26 million births in 2004, 
nearly 78,000 maternal deaths are 
estimated (95% ci 74,000-82,000) in 
india. The overall relative decline of 
nearly 24% during 1997-2001 includes 
a 16% relative decline in the Eag 
states and in assam.  in contrast 
MMR has fallen by 7% in the southern 
states of andhra Pradesh, Karnataka, 
Kerala and tamil nadu. The leading 
causes of maternal death have been: 
haemorrhage (38%), sepsis (11%), and 

India

5... India takes the lion’s share of around 136,000 maternal deaths each year...

jashodhara dasgupta

 
maternal mortality and morbidity
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abortion (8%).The risk of a female dying of maternal and 
non-maternal causes is higher in the rural areas or in an 
Eag state or in assam. low levels of education among 
females specifically enhance the risk of maternal death 
appreciably. 28% of all births in 2003 occurred in private 
or public institutions and increases in proportion have 
been slow from 1990.3 

lack of appropriate care during pregnancy and 
childbirth, and inadequacy of services for detecting and 
managing complications, causes most of the maternal 
deaths. nearly 5,000,000 women suffer ill health due to 
pregnancy related complications alone. The resulting 
chronic state of anaemia coupled with poor healthcare for 
women underlie high morbidity and mortality in indian 
women. according to nFHS-3, close to one-third of 
indian women suffer from chronic Energy deficiency and 
have a body Mass index (bMi) of less than 18.5 kg/m2.

Socio-economic variations in MM are known but 
not well documented in india. Some studies show that 
generally MMR is higher amongst women who belong 
to the scheduled castes, tribal communities and those 
living in less developed villages. other important factors 
influencing health seeking behaviours during childbirth 
were the perceived quality of care, education, wealth, 
caste, problems in the antenatal period and problems 
experienced in earlier pregnancies.4  variation with 
income is somewhat inconsistent with the expectation 
that the poor will have higher mortality. Poor health, 
lack of transport, inadequate medical facilities and the 
indifferent attitude of medical practitioners have also 
contributed to these high rates of MMR.5

1.2 India’s policies and agencies on sexual and 
reproductive health and rights (SRHR) with focus on 
maternal health

india is a union of 29 states and seven union 
territories. india has a population of 1 028.7 million6 
which is predominantly rural. Each state is divided 
into administrative units called districts. There are 604 
districts in the country. The key agency that develops 
policies and coordinates the implementation for SRHR in 
india is the Ministry of Health and Family Welfare. The 
Ministry has two divisions: Health and Family Welfare7 
and indian Systems of Medicine and Homoeopathy.

india has formulated a number of policies that mention 
maternal health including the national Population Policy 
(nPP, 2000), the national Health Policy (nHP, 2002) 
and the national Policy for Empowerment of Women 
(2001). The policy prescriptions of the national Health 
Policy are largely reflected in the tenth Five-year Plan. 
a national nutrition Policy was formulated in 1993. 
The Eleventh Five-year Plan (2007-2012) also aims to 
improve the health parameters by reducing the MMR to 
125 by 2012. The national Rural Health Mission (nRHM) 
(2005-12), launched in april 2005 by goi integrates 
national programmes, namely, the Reproductive and 
child Health ii project, (RcH ii) the national disease 
control Programmes (ndcP) and the integrated 
disease Surveillance Project (idSP). it seeks to provide 

effective healthcare to the rural population throughout 
the country with special focus on 18 states, which have 
weak public health indicators and/or weak infrastructure. 
These states are arunachal Pradesh, assam, bihar, 
chhattisgarh, Himachal Pradesh, Jharkhand, Jammu 
and Kashmir, Manipur, Mizoram, Meghalaya, Madhya 
Pradesh, nagaland, orissa, Rajasthan, Sikkim, tripura, 
uttaranchal and uttar Pradesh. goi would provide 
funding for key components in these 18 high focus states. 

india has a massive public health infrastructure in 
urban and rural areas. in urban areas there are urban 
Health Posts, urban Family Welfare centres and Post-
partum centres. in rural areas there are Sub-centres, 
Primary Health centres and community Health centres. 
There is also a network of government hospitals, located 
mainly in urban areas. in the last thirty years there has 
been a twenty-fold increase in the number of private 
hospitals in india, concentrated in urban areas. as of 30th 
June 1999, 137271 subcentres, 22,971 PHcs and 2935 
cHcs are functioning in the country.8 but there are stark 
disparities in the healthcare services available to rural and 
urban indians. 

a countrywide study conducted a few years ago (RcH 
Facility Survey 1st round) found that less than 50% of 
primary health centres (PHcs) had a labour room or a 
laboratory, and less than 20% had a telephone. less than 
a third of these centres stocked iron and folic acid, very 
cheap but essential supplements. Rural healthcare service 
delivery is thus severely compromised. Emergency 
services for delivery complications are unavailable 
outside cities, and, as a result, maternal death rates in 
the northern states rival those of sub-Saharan african 
countries.  uttar Pradesh, with its huge population 
base and depleted health system, contributes a large 
proportion to the overall preventable mortality and 
morbidity in the country.9

The state permits abortion through its Medical 
termination of Pregnancy – MtP act (1971, amended 
2003). apart from the MtP act (1971,amended 2003), 
there is also a national Maternity benefit act of 1961, 
and a child Marriage Restraint act (1929 amended 1978). 
under the indian Penal code, medical practitioners can 
be held criminally liable for causing death by negligence. 
Similarly under the consumer Protection act, patients 
may seek compensation for suffering injury or loss due to 
medical negligence.

While the above policies and programmes address 

table 1: chronology of major policies with focus on 
maternal health.

year Policy Specific goals relating to 
Maternal Mortality reduction

1983
Health Policy 
Statement of govt. of 
india 

MMR reduction by 200-300 
by 1990 and below 200 by the 
year 2000

2000 national Population 
Policy

MMR reduction to less than 
100 by 2010

table continue >
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underserved population groups and neglected 
issues relating to SRHR, it is not clear to what extent 
these policies and programmes are being effectively 
implemented and have succeeded in improving the sexual 
and reproductive health and rights of women. 

1.3 National budget allocations for SRHR and 
maternal health 

india has a massive and largely under funded public 
health infrastructure through which it primarily 
finances and delivers curative health-care services and 
implements centrally sponsored family welfare and 
disease control programmes, including those related to 
tuberculosis, Hiv/aidS, malaria and leprosy. There are 
no separate budgets for Maternal Health or for Sexual 
and Reproductive Health. Part of the services is provided 
within the Family Welfare department (prophylactic 
services) and curative or hospital based care is provided 
by the department of Health. currently there is a move to 
merge the two departments.

various un agencies, multilaterals and bilaterals also 
contribute significant technical and material assistance 
to SRHR programmes in india. between 1997-2002, the 
World bank and unFPa contributed uS$ 348.3 million 
and Eu 200 million Euros for the first phase of the 
Reproductive and child Health Programme.

Since independence, successive five-year plans have 
provided the framework for policy and funding decisions 
related to the development of india’s health-care 
infrastructure. The aggregate expenditure for health 
is about 5.2% of gdP.10 in contrast the public health 
investment is about 0.9% of gdP in 1999 which has 
declined from 1.3% of gdP in 1990.11

Health expenditure is often on curative care rather than 
preventive care. State spending accounts  for 75%-90% of 
total public health expenditure and this is largely tied up 
to salary expenditures.12

The total value of the health sector in india today is 
over Rs 1,500 billion, or uS$ 34 billion. This works out to 
about Rs 1,500 per capita, which is 6% of gdP. of this, 
15% is from public finances, 4% is from social insurance, 
1% from private insurance (Mediclaim policies, 85% from 
public sector insurance companies) and the remaining 
80% from the pockets of patients as user fees (85% of 
which goes to the private sector). two-thirds of patients 
are paying as purely out-of-pocket expenditures  and 70% 
of them are poor.13

 
1.4 Professional/formally trained staff and facilities 

in 2000, there were 18,218 hospitals in india of which 
75% were private. There were 12500,000 doctors and 
800,000 nurses. in urban areas there are 871 urban 
Health Posts, 1083 urban Family Welfare centres and 
1562 Post-partum centres.14 as on 31st March 2001, 
there were 3,043 community health centers (cHcs), 
22,842 primary health centers (PHcs) and 137,311 
sub centers in the rural areas. Each sub centre covers 
an average population of 4579, each PHc covers a 
population of 27,364 and each cHc covers a population 
of 214,000. over 8500 hospitals and clinics in india are 
authorised to perform abortions.

Health services in india are available through the 
public sector, the private sector and the not-for profit 
voluntary sector. according to the norms set by the 
government, each rural sub centre should cover a 
population of 5,000 in the plains and 3,000 in hilly or 
tribal areas. corresponding norms for primary health 
centres and community health centres in the plains and 
hilly regions are 30,000 and 20,000 and 120,000 and 
80,000 respectively.15 While there has been a considerable 
expansion of the healthcare infrastructure, in practice 
access to and availability of services remain significant 
issues of concern. gaps remain in infrastructure, staff, 
equipment, and supplies and, according to the population 
norms the existing infrastructure is inadequate. a recent 
survey of the health facilities across the country reports 
that most facilities are not adequately staffed. almost one 
in ten primary health centres is functioning without any 
doctor, 82 % do not have a female medical officer and only 
3 % are providing services for the medical termination of 
pregnancy.16

1.5 National Development Indicators

year Policy Specific goals relating to 
Maternal Mortality reduction

1997
The Reproductive 
and child Health 
Programme (RcH)

2002 national Health Policy MMR reduction to less than 
100 by 2010

2002-2007 tenth Five year Plan- 
Monitorable goals

MMR reduction to less than 
200 by 2007

2005-2012 national rural Health 
Mission MMR reduction to 100 by 2012

2007-2012
Eleventh Five year 
Plan – 
Monitorable goals

MMR reduction to 125 by 2012

table 2. Selected national development Indicators

Human development index (HdR 2004), 
2002  Rank 127, value 0.595

Human poverty index rank (Human 
development Report  HdR 2004), Rank 48 /95, value 31.4%

gender-related development index (HdR 
2004)  Rank 103, value 0.572

Sex ratio in india (2001) 933
Female literacy rate in india (2001) census 
of india 2001 54% (Rural = 47%)

table continue >
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1.6  International and regional conventions and 
agreements

2
tHe burden of maternal mortalIty 
and barrIerS to Safe motHerHood

2.1 Facts and figures about Maternal Mortality and 
Morbidity

d
ue to the difficulty in studying and calculating 
accurate MMR, there are huge disparities 
in the reported MMR figures in india. 
However, the recent SRS sample survey 
1997-2003 shows that the MMR has declined 

impressively to about 300 in 2000-03.  However it also 
reflects the fact that more needs to be done to achieve 
the Millennium development goal targets of 200 by 
2007, and of 109 by 2015. The national MMR rate also 
does not reflect the fact that the MMR is above 400 
in some of the states in india, assam (398), bihar/
Jharkhand (400), MadhyaPradesh/chattisgarh (407), 
orissa (424), Rajasthan (501), uttar Pradesh/uttaranchal 
(539). uttar Pradesh records the highest maternal 

mortality rates. 40% of the population live in the above 
states. 

There is a disparity between the figures of surveys, 
national registration systems and individual researchers. 
but everyone agrees that the MMR in india is high.17  
The problem of a high MMR continues into the third 
millennium in india despite huge advancements in 
health infrastructure and personnel after india’s 
independence. There is no major change in the causes 
of maternal deaths in the last decade, SRS (1997-2003) 
attributes haemorrhage (38%), sepsis (11%), and abortion 
(8%) as the leading causes of maternal deaths in india. 

gopalan and Shiva attributed: “The incidence of 
anaemia during pregnancy increases with 50% of indian 
women being anaemic.  150 ml of blood loss due to 
haemorrhage in pregnancy and labour can be fatal 
in these conditions”.17 nFHS-3 (2005-06) registered 
anaemic levels at 57.9 % for pregnant women aged 15-45 
which is quite high. 

More normal deliveries indicate that more women 
have better nutrition, less anaemia, better access to 
primary health services and higher level of information 
about high risk deliveries. about one fourth (22.9%) of 
the total maternal deaths in the country are reported 
from uttar Pradesh/uttaranchal reported that normal 
vaginal deliveries were 91.1 % in 1998. However data 
also reveals that nearly 80% of women suffer from 
anaemia and 15% of pregnant women generally face 
complications. These discrepancies in data  in the 
absence of risk and referral systems and treatment 
provides one explanation for the high rate of maternal 
mortality.  

deliveries attended by health professionals and those 
conducted in institutions rose only marginally between 
1992-93 and 1998-99. While health professionals 
attended 34.2% of births in 1992-93, there was a slight 
increase to 42.3% in 1998-99 and this increased to 48.3% 
in 2005-06 (nFHS 3). deliveries in institutions were 
only 25.5% in 1992-93 and rose to 33.6% in 1998-99. The 

Participation of women in the labor force 
in india 39%

Maternal mortality ratio (MMR) - 300 ( 2001-03)
infant mortality ratio (iMR) 67
Percentage of women 15-49 using 
contraception (nFHS-3)- 56.3%

table 3. International and regional conventions and 
agreements

IndIa Is sIgnatory to the followIng agreements 
and treatIes

1. cEdaW (with reservations on art 5(a), 16 (1), 16 (2), 29 (1) 
ratified in 1993 

2. convention on the Rights of the child 2nd december 1992 
3. Racial discrimination convention-  adopted dec 21 1965 

and came into force on 4h January 1969 (entry into force) 
4. civil and Political Rights covenant , adopted dec 16 1966, 

entered into force March 23, 1976 (ratified with reservations 
by india July 10, 1979

5. Economic, Social and cultural Rights covenant , adopted 
dec 16, 1966, entered into force March 23, 1976, (ratified by 
india July 10 1979)

6. vienna declaration 1993
7. cairo Programme of action 1994
8. beijing Platform for action 1995
9. un Millenium declaration 2000
10. SaaRc convention on trafficking
11. SaaRc convention on child Welfare

table 4. critical maternal and child Health Indicators

maternal and ChIld health 
IndICators

nfhs-3 
survey data 

(natIonal 
data) 2005-06

Mothers who had at least three antenatal visits for 
their last birth (%) 50.7 

Mothers who consumed iFa for 90 days or more 
when they were pregnant with their last child (%) 22.3

birth assisted by a doctor/nurse/ lHv/anM/ 
other health personnel (%) 48.3

institutional births (%) 40.7
Mothers who received postnatal care from a 
doctor /nurse/lHv/ anM/other health personal 
within two days of delivery for their last birth (%)

36.4

Ever-married women aged 15-49 who are anaemic 
(%) 56.2

Pregnant women aged 15-49 who are anaemic (%) 57.9

... there are huge disparities in the reported mmr figures in India...
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deliveries rose to 40.7% in 2005-06 (nFHS-3). Surveys 
show that the percent of women receiving antenatal care 
went up from 49.2% in 1992-93 to 65.4% in 1998-99. but 
only 43.8% of women received three or more antenatal 
checkups in 1998-99 (nFHS i and ii). nFHS -3 data 
showed antenatal care visits of at least 3 to 50.7% .  

according to nFHS-3(2005-06) 8% of maternal deaths 
are a result of abortion. This is despite the fact that 
abortion has been legal in india for over two decades. 
unsafe abortion is one of the reasons for maternal 
deaths. out of an estimated 5-6 million abortions done 
annually, only 0.6 million (about 10%) are performed 
with the supervision of a health care services. 

table 5. abortion in India

The number of registered abortions in india was 
580,744 in 1990-91. This increased to 723,142 in 2000-01. 
The percentage of deaths due to abortion was 11.8% in 
1990 and 17.6% in 1995.18 uttar Pradesh has the highest 
estimated rate of abortion in the country. over 2,000,000 
abortions take place in the state of uttar Pradesh every 
year of which about 60% are induced. complications 
from abortion are responsible for 15 – 30% of all maternal 
deaths in the state. infection, bleeding, and injuries to the 
reproductive tract are serious complications of unsafe 
abortions.19

according to estimates, ill health related to pregnancy, 
abortion and childbirth (maternal morbidity) is also 
unacceptably high in india. it is estimated that between 4 
and 5 million women suffer ill health due to childbearing 
complications. Maternal morbidity and mortality rates 
are higher in young women (age 15-19) and those above 
the age of 35, and this is a critical factor when nearly 17% 
of girls between the age of 13 and 19 have commenced 
childbearing.20  

2.2 Policy Environment 

2.2.1 Current law relating to maternal mortality 
and morbidity

There is recognition of the role of the state regarding 
people’s health in the constitution: “The State shall 
regard the raising of the level of nutrition and the 
standard of living of its people and the improvement of 
public health as among its primary duties…” (article 47, 

constitution of india). it has also been articulated by 
Supreme court case law that reads the right to health into 
the right to life under article 21 of the constitution.19 
additionally, according to the constitution, article 14 
grants Equality before law, article 15 encourages the 
State to make special provisions for women and article 
38 declares that the State has to secure a social order for 
the promotion of welfare of the people. 

The right to abortion is currently not recognised under 
law.21 However, the state permits abortion through its 
Medical termination of Pregnancy –MtP act (1971, 
amended 2003) This law guarantees the Right of Women 
in india to terminate an unintended pregnancy by a 
registered medical practitioner in a hospital established 
or maintained by the government or a place approved 
by the government for the purpose of this act. not all 
pregnancies can be terminated. The declared objects 
and reasons of the act state that pregnancy can be 
terminated: (1) as a health measure when there is danger 
to the life or risk to physical or mental health of the 
woman; (2) on humanitarian grounds – such as when 
pregnancy arises from a sex crime like rape or intercourse 
with a lunatic woman, etc. and (3) Eugenic grounds 
– where there is a substantial risk that the child, if born, 
would suffer from deformities and diseases.22 The indian 
Penal code (article 314) specifies punishment to anyone 
responsible for “miscarriage” that leads to a woman’s 
death. Forced sex-selective abortions are declared illegal 
in the Pre-natal diagnostic techniques act (1994). apart 
from that there is also a national Maternity benefit act of 
1961, and a child Marriage Restraint act (1929 amended 
1978). The indian Penal code also has a provision 
(304 –a) for punishing medical negligence. Similarly 
under the consumer Protection act, patients may seek 
compensation for suffering injury or loss due to medical 
negligence.

2.2.2 Current policies relating to maternal mortality 
and morbidity

india has formulated a number of policies that mention 
maternal health including the national Population Policy 
(nPP, 2000), the national Health Policy (nHP, 2002) 
and the national Policy for Empowerment of Women 
(2001). The policy prescriptions of the national Health 
Policy are largely reflected in the tenth Five-year Plan. 
Some of the states have also formulated their state level 
Population Policies. The tenth Five-year Plan commits 
to providing essential primary health care, emergency 
life-saving services and family welfare free of cost to all, 
giving emphasis to maternal health services including 
essential and referral care. The Reproductive and child 
Health (RcH) programme of the government is the key 
implementation mechanism for SRHR interventions. 
it has now entered its second phase. a national 
Rural Health Mission (nRHM) has also been recently 
introduced to make primary health care delivery more 
effective. 

The national Population Policy 2000 lays out its 
long term, medium term and immediate objectives 

trends regardIng abortIon 1991 1997

Estimated number of abortions 10.1 
million 8.5 million

The number of spontaneous abortions 3.4 million 3.2 million
The total number of illegal abortions 4.5 million 4.3 million
The total number of induced abortions 5.1 million 4.8 million
The total number of legal abortions 
(cEHat, 2002) 5,81,215 5,38,075

Source:  ceHat, 2002 
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as stabilising population by 2045, bringing the total 
Fertility Rate (tFR) to replacement levels, while 
providing integrated services for basic reproductive and 
child health care. The Policy states fourteen national 
Socio demographic goals to be achieved by 2010, among 
them the goal of reducing Maternal Mortality to below 
100 per 100,000 live births by 2010.23 This seems to be 
rather ambitious considering only 5 years are left for the 
target period and the MMR continues to be as high as 540 
per 100,000 live births in certain pockets of society. 

in the earlier ninth Plan, a training programme for 
traditional birth attendants (tbas) was started in 15 
states. However the current debate in the Ministry of 
Health and Family Welfare leading up to the RcH ii, 
is emphasizing the ‘Skilled birth attendant’ in place of 
the tba. in fact the current policy and donor discourse 
across the country heavily favours institutional delivery, 
although five-sixths of deliveries are usually normal 
deliveries and can be done at home. 

The traditional birth attendants (tbas) have found 
their place in the nPP 2000 while they were ‘missing’ 
in the 1997 RcH document. The policy highlights the 
increasing role of the private health sector in secondary 
and tertiary level health care and speaks of the need for 
statutory licensing, regulation and monitoring to ensure 
minimum but adequate standards of diagnostic centers. 

The national Health Policy 2002 sets a goal of bringing 
down the Maternal Mortality Ratio to 100 by 2010. 
The national Policy for the Empowerment of Women 
(2001) reiterates the national demographic goals for 
Maternal Mortality Rate (MMR) set out in the national 
Population Policy 2000. Women should have access 
to comprehensive, affordable and quality health care 
(nPEW, Para 6.2). Special efforts will be made to tackle 
the problem of macro and micro nutrient deficiencies 
especially amongst pregnant and lactating women 
(nPEW, Para 6.6).

The national youth Policy (2003) (paragraph 5.2) 
enunciates that:

  young Women will have access to adequate 
health services (including reproductive health 
programmes) and will have full say in defining the 
size of the family.

  young men, particularly the male adolescents 
shall be properly oriented, through education 
and counseling to respect the status and rights of 
women.

2.3 Analysis of Current Law and Policy Solutions 

2.3.1 Laws – possibilities and challenges

Women’s entitlement to sexual and reproductive rights 
and health is affirmed through constitutional guarantees 
and court rulings in india. These provide an opportunity 
for claiming rights through this normative framework. 
Further, the Reproductive and child Health (RcH) 
programme of the government has declared:24 ‘it is the 
legitimate right of the citizens to be able to experience 
sound Reproductive and child Health and therefore the 

RcH programme will seek to provide relevant services for 
assuring RcH to all citizens’. 

The MtP act gives considerable freedom to adult 
women choosing to undergo an abortion in that she is 
not required to get any other person’s consent for MtP. 
The MtP act permits abortion if “the continuance of the 
pregnancy would involve a risk to the life of the pregnant 
woman or of grave injury to her physical or mental 
health.” any woman above 18 years can freely seek 
abortion services without any other person’s consent. 
The state also promotes safe abortion through the same 
act, which specifies that abortion may only be performed 
at government or ‘approved’ hospitals. However, 
there continues to be a contradiction in that ‘forced 
miscarriages’ are considered criminal according to the 
indian Penal code and this has not been changed. (indian 
Penal code, article 313). 

a major challenge is that the very laws that exist to 
protect maternal health are violated with impunity. For 
example, the law to provide abortion on request and 
ensure safe abortions is also violated: out of an estimated 
5-6 million abortions done annually, only 0.6 million 
(about 10%) are performed with the supervision of a 
health care service.25 Moreover, where women are able to 
access legal abortion, they are compelled to provide their 
husband’s consent and bear heavy costs.

Similarly the law on minimum age at marriage is not 
enforced although it puts millions of young women 
at risk of early pregnancy with a high possibility of 
complications. The prevention of under-age marriage 
is complicated by the inability of state machinery to 
register all marriages. overall age at marriage for females 

aImS of tHe rcH programme

The RCH programme has had since October 2000 a 
scheme of training of traditional birth attendants (TBAs) 
or dais in 142 districts of India. An evaluation of the 
programme in the Dangs district (Gujarat) however showed 
that none received a certificate and identification card after 
being evaluated, and neither did they receive any follow 
up support by the ANM or doctor. (Das, Dey, Bhatt and 
Patel, no date). An NGO in Gujarat describes a seven year 
struggle to get the local TBAs trained (ANANDI, Gujarat).  

The eleventh five year plan (2007-2012) aims to achieve 
improved quality of life for the citizens of the state. It 
aims to improve health parameters by reducing the MMR 
to 125, IMR to 40 and TFR to 2.4. The National Rural 
Health Mission (NRHM 2005-2012) was launched by 
the Government of India, with the goal to improve the 
availability of and access to quality health care by people, 
especially for those residing in rural areas, the poor , 
women and children. It aims to reduce maternal mortality 
rate to 100/100 000 live births. Janani Suraksha Yojana, 
and other similar schemes aim to enhance institutional 
deliveries to reduce maternal deaths.Efforts under the 
eleventh five year plan are underway to promote access and 
quality of health care services .

... “the incidence of anaemia during pregnancy increases with 
50% of Indian women being anaemic.  150 ml of blood loss due 
to haemorrhage in pregnancy and labour can be fatal in these 
conditions”... 
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marginally increased from 17.2 years in 1971 to 18.4 in 
1981, and 19.3 in 1991. nFHS-3 notes the persistence of 
early marriage among indian women: 44.5% of women 
(in the 20-24 years) interviewed, were married by 18. 
certainly there has been a decline — nFHS-2 (1998-99) 
and nFHS-1 (1992-93) had registered figures of 50% and 
54.2%, respectively. but much of the change has occurred 
in urban areas and among the better-educated.

The national Maternity benefit act, 1961, which 
provides for 12 weeks’ maternity leave for working 
women, recognises that women are entitled to leave with 
pay after childbirth. However, male partners are not 
granted paternity leave to support the women in child 
rearing. The act specifies that only working women with a 
continuous employment record qualify for this paid leave, 
which does not recognise that most women are compelled 
for gendered reasons to work in the unorganised sector 
where they do not get continuous employment. under 
the Janani Suraksha yojana , a modified version of the 
national Maternity benefit Scheme, maternity benefit in 
the form of one-time cash assistance of Rs 500 is provided 
to women of  Sc/St (Scheduled castes and tribes) 
households below the poverty line. only pregnant women 
for  the first two live births provided they are of 19 years 
of age and above are eligible. Thus, young married girls 
who have to prove their fertility and become mothers at 
an early age are excluded. 

2.3.2 Policies – possibilities and challenges

The national Population Policy 2000 (nPP) appears to 
recognise the serious nature of the problem (para 16) and 
considers maternal mortality an issue of social justice. 
despite this concern for maternal health, the nPP 

continues to be primarily concerned with population 
projections. it explicitly recognises the existing gendered 
disadvantage of women’s access to health and women’s 
biological needs, but does not clearly enumerate how 
current discrimination by various institutions creates 
material and ideological barriers for women (para 17). 
The section on Funding in the nPP 2000 promises 
‘adequate funding’ and ‘continuing of subsidies’ for 
preventive and promotive services, and promises priority 
allocation of funds to improve infrastructure. yet there 
are no specific directions for an optimal and need-based 
use of budgetary allocation. 

another challenge is that the interpretation of the 
national Population Policy is different in different states, 
with a strong emphasis on reducing fertility rather than 
ensuring health. in the population policies of gujarat 
and uttar Pradesh, the paragraph on objectives reveals a 
domination of demographic objectives like unmet need 
for contraception, reducing the total Fertility Rate 
(tFR) and increasing contraceptive Prevalence Rate 
(cPR). With special reference to maternal health, one 
objective of the gujarat Policy is to reduce MMR to 100 
per 100,000 live births by 2010. However, a reading of 
the policy does not clarify how this would be done. The 
State Population Policy of uttar Pradesh, similarly, aims 
to reduce maternal mortality from 707 in 1997 to 394 by 
2010.

The national Health Policy (nHP 2002) states that 
“Social, cultural and economic factors continue to 
inhibit women from gaining adequate access even 
to the existing public health facilities,” but it takes 
an instrumentalist approach to women. Rather than 
recognising women’s right to health care on its own 
merit, it addresses women only as catalysts for improving 
the health standards of the community. There is neither 
a gendered analysis of women’s different needs nor 
recognition of disadvantages women face in seeking 
healthcare. The national youth Policy (2003), though 
acknowledges that (para 5.2) “prevailing gender bias (is) 
the main factor responsible for the poor status of health 
… of women in our society.”

The national Policy for the Empowerment of Women 
(nPEW 2001) has a strong gender analysis. it starts off by 
asserting, “The principle of gender equality is enshrined 
in the indian constitution in its Preamble, Fundamental 
Rights, Fundamental duties and directive Principles. 
The constitution not only grants equality to women, but 

teenage fertIlIty

In Maharashtra, which has 4.41 million adolescent girls, 
nearly 2 million become mothers before reaching 20 years 
of age. More than 50% of girls within the age group of 15-19 
have anaemia. Of the girls married at this age, the rate of 
pregnancy is higher among those who are illiterate. Fertility 
at age 15-19 accounts for 26 %, indicating that there is a 
substantial amount of teenage fertility in both urban and 
rural areas of Maharastra (NHFS-2).z  

abortIon factS

• In a study done by Cehat 2004 26 (136 cases reported)  
 we see that private health providers provide eighty- 
 two percent of all abortion services. 

• The average cost per abortion was Rs. 1415.36, being  
 Rs. 1746.52 for induced abortions and Rs. 113.71 for  
 spontaneous abortions 2004  .

•  In another collation of information (by Cehat) from  
 36 PHCs through a structured questionnaire, it was  
 found that only two PHCs offered MTP services.  
 Abortion services are available at the PHC when  
 sterilisation operations take place only; and these are  
 charged for illegally depending on how many months  
 the pregnancy has advanced.

• Husbands’ consent was required in 87% of all instances  
 of abortion, across the private and public sectors, as  
 well as urban-rural settings.

Source: Tathapi, 2004 
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also empowers the State to adopt measures of positive 
discrimination in favour of women. … india has also 
ratified various international conventions and human 
rights instruments committing to secure equal rights 
for women. Key among them is the ratification of the 
cEdaW in 1993” (nPEW 2001, para 1.1, 1.3). Having 
said that, it recognises that “there still exists a wide 
gap between the goals enunciated in the constitution, 
legislation, policies, plans, programmes, and related 
mechanisms on the one hand and the situational reality 
of the status of women in india” (nPEW, para 1.7) 

The tenth Five-year Plan commits to providing 
essential primary health care, emergency life-saving 
services and family welfare free of cost to all. it also 
commits to introducing “quality control concepts and 
tools … into every aspect of health care …to ensure … 
defined and institutionalised norms, accountability and 
responsibility.” The Plan gives emphasis to maternal 
health services including essential and referral care. it 
also lays emphasis on improving and expanding women’s 
access to early and safe abortion. 

The Eleventh five year plan (2007-2012) aims to 
achieve improved quality of life for the citizens of the 
state . it aims to improve health parameters by reducing 
the MMR to 125, iMR to 40 and tFR to 2.4 . The national 
Rural Health Mission, which was launched in april 
2006, and the Reproductive and child Health (RcH 2) 
programme are now expected to help india achieve a 
reduction in Maternal Mortality to 100 for every one 
hundred thousand births by 2012. although there are a 
few states where the maternal mortality rates are already 
as low, it is going to be a major challenge elsewhere 
- in uttar Pradesh, Madhya Pradesh, chhatisgarh, 
Jharkhand, bihar, Rajasthan and orissa. 

The current strategy for reducing maternal deaths 
hinges on three simultaneous efforts, namely the aSHa 
- Janani Suraksha yojna - Skilled birth attendant: 

• a village level health worker (aSHa- accredited 
Social Health activist), will identify pregnant 
women, and motivate them to avail themselvesof 
maternal health services. The Janani Suraksha 
yojna will provide financial support to.all women 
undergoing childbirth, to the extent of 1400 for 
rural women and 1000 for urban women in all low 
performing states27 or for Sc/St (Scheduled castes 
and tribes) women in other states. 

• universal institutional delivery: birth should occur 
only in government health centres and hospitals, or 
in private nursing homes where the doctors will be 
provided with a fixed fee for normal delivery or for 
caesarian operations. 

• increasing Emergency obstetric care: Providing a 
basic package of services at Primary Health centres 
and at Rural Hospitals. 

 These three together appear to form a very reasonable 
strategy; nonetheless, there are significant challenges 
in implementing such a strategy successfully. The most 
important challenge lies in the place of delivery. in 
states like uttar Pradesh and orissa, over two-thirds 
of deliveries take place at home, with the support of 
family members and/or traditional birth attendants. 

other realities  should be considered because facilities 
for conducting institutional deliveries in rural india 
are more or less non-existent. a study conducted by 
the government of india - RcH Facility survey, 2003 - 
showed that in uP, Rajasthan and orissa a labour room 
was available in less than half the Primary Health centres 
surveyed, and emergency drugs (that should be available) 
for managing labour were available in less than 5% of the 
PHcs. at the level of community Health centres (where 
emergency services should be available) the situation 
was no better. nationwide only a quarter (26.9%) of the 
cHcs had a labour room, and less than half (48%) had a 
labour room kit! While nearly 30% had an obstetrician/
gynaecologist, less than 10% had an anaesthetist. Thus, 
even if women from the rural communities were to come 
to the cHc, the chances of receiving full emergency 
obstetric care from qualified specialists would be quite 
low. at the district level too, the availability of staff 
trained in emergency obstetric care was found to be very 
low. it is not surprising, therefore, that women continue 
to die despite reaching hospitals on time.28 

The goals set out in the various polices are ambitious. 
but there needs to be clear recognition of what has been 
responsible for worsening the situation of maternal 
health. For too long policies and programmes in india 
have stressed on family planning and immunisation 
indicators and not on maternal health indicators. 
The stress on vertical programmes also detracted 
from maternal and women’s health problems and safe 
motherhood was mainly limited to antenatal coverage. 
Within RcH again, maternal health received attention 
within the framework of emergency obstetric care and 
development of First Referral units (FRus). Support 
to community based traditional birth attendants was 
withdrawn since they did not contribute to reduction of 
maternal mortality.

 instead of designing a programme for systematically 
overcoming problems in accessing maternal health care 
with a long-term goal, the government has introduced 
several short-term schemes and projects. These short 
cuts to deeply rooted social problems are often populist 
schemes with little comprehensive coverage. Selected 
targeted interventions such as antenatal registration, 
administration of tetanus toxoid injection and 
distribution of iron and folic acid tablets are equated 
with ‘antenatal coverage.’ Promotion of institutional 
deliveries is assumed to lead to low maternal deaths. 

While neighboring countries tried to develop 
midwifery service providers, india lost the skilled 
auxiliary nurse midwives (anMs) when the MPHW 
scheme was initiated. There was no compulsion for 
anM to conduct deliveries. The introduction of the 
multipurpose scheme systematically deskilled the anM 
over the last 20 years. The over-emphasis on sterilisation 
further eroded into her midwifery skills. Hence, though 
there are more than nearly 150,000 anMs in position, 
only a small percentage assist during childbirth. debate 
over the low impact of tbas on reducing MM initially 
caused confusion but gradually resulted in withdrawing 
support to tba training. The combined effect of dilution 
of anMs’ skills and withdrawal of support to tbas has 
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created a void in child birth services in at the community 
level.30 

2.5 Service provision – access, quality, affordability 

2.5.1 Access, Facilities and staff

in 2000, there were 18,218 hospitals in india of which 
75% were private. There were 12500,000 doctors and 
800,000 nurses. The ratio of doctors to population in rural 
areas is six times lower than that in urban areas.31 More 
than 94% of doctors and 68.5% of hospitals are located 
in urban areas where 27.8% of the population resides.32 
over 8500 hospitals and clinics are authorised to perform 
abortions; however, they are unevenly distributed across 
the country. despite the existence of registered abortion 
facilities, services are often not provided due to lack of 
trained providers or lack of adequate equipment.33 

The government is unable to ensure that doctors and 
nurses reside in the Primary Health centres or Sub-
centres or in the same village, and is unable to provide 
accommodation for all of them. The absentee rate of 
health care workers in Primary Health facilities (average 
for 17 states) is 40% in india, second only to indonesia. 
doctors have a higher rate of absenteeism than other 
health workers according to the World development 
Report 2004.

despite the promise of a comprehensive range of 
services within the Reproductive and child Health 
Programme, the maternal health services actually 
provided under RcH continue to be focused on antenatal 
care. 

The RcH i document talked of several issues in 1997, 
most of which have not been carried out years later. For 
example, 24-hour delivery services were to be set up in 
cHcs/ PHcs, transport for referrals were to have been 

made available through panchayats. according to the 
RcH ii document,34 the RcH Facility Survey revealed that 

• only 36% of PHcs had adequate physical 
infrastructure.

• 31% PHcs had adequate supplies
• out of every 10 PHcs, 8 have no Essential obstetric 

care drug kit
• 34% PHcs offer delivery services, 3% offer abortions
• only 10% of the cHcs and FRus had adequate 

supplies
• only 56 % PHcs, 49% cHcs and 89% district 

hospitals have all critical supplies (defined as 60% of 
critical inputs)

• 38% PHcs had adequate staff in position
• out of 10 cHcs, 7 have no obstetrician, 8 have no 

pediatrician
• 25% of cHcs and 46% FRus had adequate staff
Provision of delivery care and provision of emergency 

obstetric care (Emoc) are being neglected (Mavlankar, 
2001). Primary Health centres, the most proximate 
health facilities after the sub-centre, are not designated 
to provide Emoc services. access to blood transfusion in 
rural areas is almost nil. For example, all the First Referral 
units (FRus) in Madhya Pradesh and 118 FRus in uttar 
Pradesh lacked blood transfusion facilities.35 as a result, 
emergency obstetric care continues to be inaccessible to 
many rural women. With these statistics it is impossible 
to expect 24-hour services for safe childbirth. The RcH ii 
document states that FRus / cHc and district hospitals 
attended only about 10 referred cases of delivery in a 
month. 

2.5.2 Quality and Affordability

There is no legal requirement in the existing system 
on accountability for quality care and no legally binding 
standards for various levels of health facilities. The 

table 6. goals set under different policy and programmes29

Current 
status

srs 1997-
2003*

nfhs-3**

nrhm 
goals 
by 2012

rCh II 
– goals 
by 2004-

2009

nPP 
goals by 

2010

mIllennIum 
develoPment 

goals

MMR 301* 100/100000 150/100000 100/100000
Reduce by 3/5 

between 
1990-2015

iMR 57** 30/1000 35/1000 30/1000 ---

0-5 MR 60** --- --- --- Reduce by 2/3 
from 1990 levels

Population growth rate 21.34
(census, 2001) --- 16.2% 

(2001-11) --- ---

tFR 2.68** 2.1 2.2 2.1 ---

cPR 56.3**
(any method) --- 65% Meet 100% 

needs ---
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nRHM has now instituted the indian Public Health 
Standards: in order to provide Quality care in the cHcs 
there will be an attempt to provide optimal expert care to 
the community and achieve and maintain an acceptable 
standard of quality of care. The majority of the rural 
population (and a significant population in urban areas) 
are not aware of their right to question the quality 
of clinical care. Many are even afraid to raise issues 
on the quality of clinic care because of the perceived 
consequences resulting from such actions.36 

as a remedy the government has instituted charters of 
Patient Rights that are meant to be displayed at all cHcs 
and PHcs. 

at the outset it is clear that women or their families 
in uttar Pradesh do not receive information about 
routine care, danger signs or where to seek services in 
pregnancy, abortion, childbirth and post-partum stages. 
This has led to as many as seven or eight pregnancies, 
several of them unwanted. Some repeated pregnancies 
are due to repeated miscarriages and infant mortality. 
This lack of information has had fatal consequences as 
women go through high-risk pregnancies and seek care 
from unqualified providers, leading to deaths. The lack of 
information to young and sexually active women has led 
to unwanted pregnancies. Providers have then actually 
misled them into seeking unsafe abortion services, 
leading to death. lack of information about entitlements 
prevents women from negotiating affordable care at 
state-run facilities, or families from initiating legal action 
against those responsible for wilful medical negligence.

apart from information, many cases were deprived 
of routine service as well as emergency services for 
maternal health. Women have never been visited by the 
anM. Those who have been registered by their anM 

have not been screened for obvious danger signs or 
referred to a hospital. in two cases the pregnant women 
who came to the PHc ended up with illegal abortions 
performed by the anMs. in an emergency, the anM 
was unavailable and quacks provided the first level of 
services. in one case the PHc doctor turned away the 
patient without even opening his door to see her. in 
another there was no woman doctor present in the entire 
district. in two others, women with complications were 
turned away because there was no doctor at the hospital. 
in two cases, doctors did not see women who came to the 
hospital in labour. 

The services provided are accompanied by extortion, 
whether by quacks or by state-run hospitals. Service 
costs are largely unaffordable for the poor families: 
in one case after the woman died, the doctor had to 
contribute the money for the family to take the body 
back home. Poor women who cannot pay ‘enough’ are 
beaten and harassed, even thrown out while in the 
second stage of labour. delivery in hospitals may lead 
to sepsis whereas services provided by quacks are of 
dubious quality and may lead to death. 

despite their fatal consequences, the health system 
has no feedback mechanism to detect all these errors of 
omission and commission. Women and their families are 

table 7. case study of pHcs, cHcs, frus 
in uttar pradesh

faCIlItIes number 
Present %

labour room in PHc 97 / 486 20%

labour room eqipment in PHcs 194 / 486 40%

Emoc drugs in PHcs 19 / 486 4%

labour room in cHcs 12 / 24 50%

labour room kit in cHcs 8 /  24 33.3%

obstetrician in cHcs 18 / 24 75%

anaesthetist in cHcs 10 / 24 42%

Emoc Kit in cHcs 2 / 24 8.33%

labour room on FRu s 20 / 34 58.8%

labour room kit in FRus 24 / 34 70.6%

obstetrician in FRus 18 / 34 53%

anaesthetist in FRus 2 / 34 5.9%

Emoc kit in FRus 6 / 34 17.6%

SHortage of facIlItIeS

In Maharashtra, feedback from 36 PHC37 areas shows that 
17% of PHC had no public transport facility to reach the 
centre at night, while 8% reported no transport at all.  One 
in three doctors do not stay at the PHC, while quite  
a number of PHCs did not have adequate facilities – such 
as water (50%), Vehicle (39%) laboratory facilities (31%), no 
adequate medicines (86%).  The number of PHCs reported, 
as not having any facilities even for deliveries was as high as 
14%, while 36% reported no gynaecological care given.

women and pHcs

Women’s experiences of PHCs is that
• Doctors and particularly nurses use abusive language. 
• At the OPD women are not given complete  

 instructions about the medicines and the dosage,  
 often they do not complete the course and therefore  
 do not completely heal. This leads to the belief that  
 PHC medicines do not really cure.

• Women are in general afraid that they might be made  
 unconscious through the intravenous medicines and  
 then they will be sterilised with out their knowledge.

 [Based on interview of women  Galibeli village of  
 Ghogamba block Panchmahals district and Fangia  
 village - Devgadh Baria block Dahod district. 

Source: ANANDI, 2004]
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not compensated for the neglect of providers that causes 
them grave losses. in one case, the Enquiry team sent 
by the department actually tried to injure the woman 
to the extent that she developed sepsis and was close to 
death. The untrained local providers enjoyed influence 
with the local police to the extent that the case for death 
by negligence could not be registered without a struggle. 
When the families are too poor they are unable to take 
on the challenge of registering a case. The question 
of recording medical evidence is also difficult since 
providers are reluctant to implicate each other.

a later set of case studies documented from various 
districts of uP39 indicate that unfortunately the situation 
has changed only marginally: even after the launch of the 
nRHM and the implementation of the JSy scheme, the 
contact with providers for tt injections is not leading to 
registration and counselling for safe delivery or tracking 
fatal outcomes or near-misses. While it appears several 
women do have contact with a provider as they get tt 
injections and are presumably registered with an anM.  
However, women and/or their families in uttar Pradesh 
do not receive adequate information about exactly where 
to go in case of emergency, or when complications occur. 
The pregnant women have obviously not been tracked 
for recording the outcome of the pregnancy, and their 
contact with the provider is an opportunity lost. Those 
women who had no contact with a provider during their 
pregnancy (for routine ante-natal care) also lost their 
lives. The first provider contacted is often the one not 
capable of handling the complication; more often than 
not it is a local anM or private doctor/quack. Thus 
precious time is wasted moving the woman from one 
provider to another. The anMs continue to withhold 
information and engage in illegal and fatal practices, 
and are still not referring the women to the correct 
institutions. 

Even a year and a half after it has been announced in 
uP, the Janani Suraksha yojana is still not reaching all 
women. The communities appear to be readily prepared 
to attend institutions to ensure safe birth or safe 
abortion: but the withholding of accurate information 
on safe abortion is noteworthy. Therefore, it is not 
clear to what extent it is motivating women to attend 
institutions for safe childbirth; yet pregnant women’s 
families do seek skilled providers and institutional care; 
either on their own, or as advised by tba’s (dais) or local 
informal (quack) providers. This belies the popular belief 
that it is the delay of decision-making at the level of the 
community or family that leads to maternal deaths. 

at the level of institutional willingness to handle 
deliveries, there are still women being denied maternal 
healthcare although they arrive at institutions for 
delivery. The institutions are not providing skilled care 
and appropriate management including timely referral of 
complications. The private sector continues to be totally 
unregulated and provides irrational therapy. The demand 
for informal payments continues to be fairly high. 
Families who earn daily wages for a living cannot afford 
these payments and are pushed deep into debt when they 
try to access maternal health services. Poor diagnosis and 
management of complications in pregnancy, childbirth 

coStS In maHaraSHtra

• In Sangli district, it is reported that in 51 PHCs in  
 eight taluks all first order deliveries (primae cases) are  
 referred to the rural or civil hospitals. The unsaid  
 policy is that these are difficult cases and hence  
 referred to the district hospital.ak No transport is  
 provided – if provided then the women is asked to pay  
 for fuel @ Rs. 2 per km. Women have to pay Rs. 250/-  
 for the second delivery onwards. The Primary Health  
 Centres are open from 8 a.m. to 5 p.m., any patient  
 arriving after the PHC is closed is referred to a private  
 clinic.  Very often the PHC doctor runs himself  
 the private clinic himself. [Source: health workers of  
 SANGRAM]

• In Mumbai, it is reported that women are charged  
 Rs. 500/- (receipt is given) for a third or higher order  
 of delivery.  This amount is refunded if and when the  
 woman returns for a sterilisation operation   
 [Alert India].

• At the Osmanabad district Hospital, the rate is  
 displayed and delivery is free only if accompanied by  
 a tubectomy operation. The women also reported  
 harsh attitudes of the health staff in the operation  
 theatres in terms of slapping, use of abusive language,  
 neglect etc.[TISS]

• Women from all over Maharashtra state reported  
 harsh attitudes of the health staff in the delivery room.  
 Relatives of the woman are made to clean up the  
 delivery room. Five case studies of denial of services  
 for childbirth show that women are not admitted or  
 attended  by PHC staff even when they are in labour. In  
 case of complication, there are attempts at extortion. 

Source: Tathapi, 2004

women’S experIence

A study of twelve case studies38 from Uttar Pradesh 
brings out an aspect of women’s lived experiences of 
maternal health services in India. The cases show denial of 
services and information with an absence of accountability 
of the public healthcare system and unregulated private 
providers. There are cases of mortality due to complications 
in childbirth, post-abortion complication and post-partum 
complications or heavy bleeding. There are also cases of 
morbidity due to repeated miscarriages, complications in 
pregnancy, delivery or at the post-partum stage.
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2.6 Recommendations for action to improve the situation

table 8. recommendations for action to improve the situation  

Key areas that need strengthenIng reCommendatIons to ImProve the sItuatIon

law-
• no legal mechanisms to regulate minimum medical standards 

towards ensuring quality care
• discriminatory laws (Maternity benefit only for women over 19 

years) 
• Poor enforcement of laws, being flouted with impunity (e.g. illegal 

abortions by untrained providers, large numbers of underaged 
marriages)

• Enactment of laws and rules to enforce minimum medical 
standards to ensure quality of care

• discriminatory laws (e.g. Maternity benefit act) need review 
and modification

• Stricter law enforcement by the state 
• civil society40 involvement in monitoring law enforcement
• More transparent systems of grievance redressal

Policy-
• Focus on population control rather than quality of life, maternal 

deaths etc
• Emphasis on polio eradication or sterilisations leading to neglect 

of high maternal mortality
• Programmes with narrow vertical approach rather than 

comprehensive primary care 
• Promotion of institutional delivery without ensured service 

provision
• Weakening of system of community birth attendants (low 

emphasis on training and follow up)

• donors and states must review and modify all policies focused 
on population control or ‘stabilisation’

• donor and state focus must shift away from vertical 
programmes like polio or Hiv/aidS towards a comprehensive 
package of primary health care services

• Maternal health services must be emphasised as part of primary 
health care including referral services for emergency obstetric 
care

• institutional delivery to be made optional; focus on providing 
accessible emergency obstetric care in all areas

• community based birth attendants must be identified, trained, 
certified and supported on a continuous basis through strong 
referral linkages

monitoring-
• Weak and contradictory systems of data gathering on mortality 

and morbidity
• no feedback mechanisms within the state health system for 

detecting the absence of quality services or malpractice. 
• Women survivors or families are unable to seek redressal and 

justice
• Poor feedback systems from service users and grassroots health 

workers
• Poor civil society involvement in monitoring
• Suppression of evidence in cases of medical negligence

• State must ensure accurate reporting of each maternal death at 
all levels

• Review and social audit of maternal deaths to be made 
mandatory, with both social and bio-medical perspective

• civil society41 to be made part of such review and audit 
processes, which should identify system failures, malpractice 
and quality lapses

• Excellent feedback systems to be put in place for women/
families to register grievances in an accessible forum

• local elected councils and representatives to be actively 
involved in monitoring maternal health status and quality of 
service provision

• Strict action against doctors suppressing evidence in cases of 
medical negligence

• State must set up accessible legal mechanisms for redressal of 
lapses in provision of quality services by public or private actors

budget –
• no guarantee that increased budgets will be better utilized for 

accessible quality health services
• inadequate allocation for capacity building and re-orientation of 

service providers
• inadequate budget allocation for information dissemination and 

iEc on entitlements

• improved budgetary allocation for primary health, emphasizing 
strengthening of rural healthcare provision

• budget to reflect specific allocations for improving maternal 
health so that its impact may be monitored

• allocation for re-orientation of all health providers to a rights 
and accountability approach

• Special training in obstetric care and abortion services to 
doctors posted at sub-district facilities

• The state must ensure that women and adolescents have 
complete information about their reproductive rights including 
the right to quality reproductive health services

• The state must ensure information dissemination about routine 
and emergency care including referral, to all pregnant women 
and their family members
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Key areas that need strengthenIng reCommendatIons to ImProve the sItuatIon

service provision- providers
• vacancies in rural posts
• High absenteeism
• Private practice seen as more lucrative
• Poor service ethics, criminal negligence and extortion/coercion
• Poor inter-personal communication and abusive behaviour

• Mandatory three years’ rural service for all doctors trained from 
public medical colleges

• absenteeism and illegal private practice to be monitored by 
citizen committees in charge of health centres

• Excellent feedback systems to be put in place for women/
families to register grievances in an accessible forum

• Prompt action by health system against staff found guilty

service provision – facilities
• 24 Hour PHcs not functioning
• PHcs not providing safe abortion services
• blood transfusion services not available
• abortion services only in urban areas
• Emergency obstetric equipment and supplies not available
• ambulances not available for poor women’s referral to Eoc
• untrained and unregulated quacks more easily accessible in rural 

areas

• Ensure at least one doctor and staff 24x7 in all PHcs with 
critical infrastructure, equipment and supplies to save lives

• State (with inputs from donors if needed) must equip all PHcs 
with essential facilities to provide first support and required 
fluids as well as transportation of critical cases of pregnancy to 
the nearest FRu and cHc

• State (with inputs from donors if needed) must equip all cHc/
FRu with at least blood storage unit

• Equipment and supplies for first trimester abortion must be 
available at PHc level

• civil society involvement in monitoring untrained providers 
followed by strict legal action

• Provision of bridge courses for ‘registered medical practitioners’ 
in basic obstetric care 

service provision – range of services
• Maternal health services mostly limited to minimal ante-natal 

care; poor screening, referral services or post-partum care
• Poor information dissemination regarding routine maternal health 

care, danger signs and correct referral
• low information dissemination to adolescents about their rights, 

protected sex and safe abortion 
• no information about women’s entitlements from public health 

system
• Second live birth leads to coercion for sterilisation
• illegal abortion services by public health providers
• Poor access to safe abortion in rural areas

• Maternal health services must be part of a package of primary 
health services, and include referral for emergency obstetric 
care

• Maternal health services must include information 
dissemination about routine and emergency care including 
referral, to all pregnant women and their family members

• Maternal health services must include complete ante-natal 
check-up including screening for high-risk and early detection 
of danger signs, as well as immediate post-partum care (within 
48 hours of delivery)

• The state must ensure that women  and adolescents have 
complete access to full nutrition and receive information 
about their reproductive rights including the right to quality 
reproductive health services

• Providers must be prevented from violating women’s rights 
through coercion and illegal acts
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and the post-partum stage also persists, leading to fatal 
results or crippling morbidities like vesico-vaginal 
fistula. abortion services are still being provided illegally 
by anMs doing private practice. in addition, there is a 
high incidence of the use of an injection for the woman 
in labour, which is possibly oxytocin. Women continue 
to die of conditions that could have been managed if the 
providers had been prepared, willing and skilled.

3
aSSeSSIng tHe Impact of HealtH 
Sector reformS on women’S HealtH 
and rIgHtS

S
ince independence in 1947, successive five-
year plans have provided the framework 
for policy and funding decisions relating 
to the development of india’s health-care 
infrastructure. aggregate expenditure for 

health is about 5.2 % of the gdP. in contrast, public 
health investment is about 0.9% of gdP, which the 
national Health policy aims to increase by 2.0% by 2010.42 
Spending on health is more often for curative rather than 
preventive care. in india the health sector reforms saw a 
gradual shift in the organisation, structure and delivery of 
health care services43 in the successive Eighth, ninth and 
tenth Five year plans.

Some of the important policy shifts are enumerated 
in the Eighth, ninth and tenth Five-year plans. in the 
Eighth Five-year Plan (1992-1997), the concept of free 
medical care was revoked and people were required 
to pay, even if partially for health services. This led to 
the levying of the user charges from people above the 
poverty line for diagnostic and curative services offered in 
health institutions while free access or highly subsidised 
access was ensured for the needy. The ninth Five-year 
Plan (1997-2002) sought to increase the involvement of 
voluntary, private organisations and self-help groups in 
the provision of health care and ensure inter-sectoral 
coordination in implementation of health programmes 
and health-related activities as well. The Panchayati Raj 
institutions were to assist in planning and monitoring 
health programmes at the local level. The tenth Five-
year Plan (2004-2007) touches upon reforms at the 
primary, secondary and tertiary levels. 

Without a clear policy statement endorsing health 
sector reform, the reform process is more complex, 
proceeding in different paces and along different 
trajectories in the different states. Somewhat similar 
to china, economic reforms in the form of a Structural 
adjustment Programme (SaP) and consequent 
liberalisation of the country’s economy led to the process 
of reforms in the health sector. States within india such as 
andhra Pradesh, orissa, West- bengal and Punjab have 
attempted some types of health system reforms mostly 
instituted through World bank Projects.44 

Public health funding problems became more acute 
after india adopted the structural adjustment in the early 
1990s. besides other liberalisation measures, this implied 

a reduction in the budget on government spending. 
The grants from the central governments declined 
drastically from 19.9 % in 1974-82 to 3.3% in 1992-93. 
centrally sponsored programmes were affected and the 
central grants for public health declined from 28% in 
1984-85 to 17 % in 1992-93. 45 There has been not much 
evidence to indicate the health indicators have declined 
in the country, but there has been evidence that access 
to primary health care has not improved.46 The impact of 
this expenditure reduction on the health care  sector was 
significant

data is available on a limited range of indicators on 
sexual and reproductive health. india appears to be doing 
worst, both in terms of conventional indicators such as 
maternal mortality ratio and more recent concerns such 
as proportion of population affected by Hiv/aidS. The 
frightening dimensions of the extent of ill health and the 
challenges for the health services become clear in the 
light of the large population affected by each of these 
problems. 

3.1.User Fees

State governments have found it increasingly difficult to 
finance health services, partly because of cuts in central 
funding, and also because of their own fiscal problems, 
with growing budget deficits. Poorer states have been 
the worst hit. in response to this situation, many state 
governments introduced a nominal user fee in public 
sector health facilities even in the mid 1980s.

in response to the SaP, the government of Rajasthan 
introduced cost-recovery schemes in the health sector 
in the 1980s. There were two major schemes. The first 
consisted of permitting specialist doctors in government 
service to run after-hour clinics in which they charged 
user-fees. They were to deposit a proportion of their 
fees to the government exchequer. The second was to 
institute user charges for diagnostic services provided 
by government facilities. While there was much public 
demand for the first scheme, it failed because of non-
participation by doctors. The second provided modest 
revenue. 

in 1995, another financing initiative was launched: the 
Medicare Relief Societies (MRS). These were established 
in all secondary and tertiary care hospitals with 100 
or more beds. These Societies were responsible for 
fixing user charges for various hospital services and for 
managing these; raising additional revenue through 
donations and loans from financial institutions, and 
contracting or collaborating with ngos and the private 
sector to provide support services and maintenance. in 
2000, 72 MRS were operational in Rajasthan. The MRS 
are mandated to provide free services to low income 
groups . 

The trend in overall utilisation rates in the hospitals 
with MRS for the period 1994-1998 varies considerably 
across the 21 hospitals in the study. There has been 
a nominal increase in number of users in 12, and a 
substantial decrease in 9. given the rate of growth of 
the urban population, this may actually mean that a 

... without a clear policy statement endorsing health 
sector reform, the reform process is more complex, 
proceeding in different paces and along different 
trajectories in the different states...
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smaller proportion are using these hospitals than before, 
although the study claims that user fees have not affected 
utilisation rates. 

data for 1999 on sources and uses of funds for 
reproductive health services in Rajasthan suggest that 
only 20% of the services are financed by government 
revenue, while 80% is financed by household out-of-
pocket payments. Significantly, 31% (of the 80) of out-
of-pocket household expenses are incurred on RcH 
services in government health facilities. Rti services 
claim the maximum share of expenses on reproductive 
health care (41%), while child birth comes a distant 
second, at 16% as shown in table 9. 

a state household survey carried out also in 1999 
found that mean expenditure on antenatal care was Rs 
700 - Rs 750 in public facilities and Rs 1020 in private 
facilities. cost of normal delivery in a health facility was 
around Rs 730 in the public sector and more than double 
(Rs 1850) in the private sector, while for complications 
the cost almost doubled in the public sector (Rs 1307 and 
Rs 2165). For abortions the corresponding figures were: 
Rs 903 and Rs 1485 while the costs for Rti treatment 
were Rs 440 and Rs 1035. clearly, public sector costs 

are quite high, and include only direct costs including 
travel and lodging but not loss of income. Households, 
and especially women, may not be in a position to 
mobilise the resources necessary to seek care, causing 
low utilisation rates. in the lowest two income groups, 
amongst mothers with children less than 2 years of age, 
45 % did not use anc, 80% delivered at home, and none 
had trained or skilled attendance. only 20% of women 
reporting Rti symptoms had sought any care. 

Reform packages which are promoting increase in user 
fees will not protect poor women, as they suggest, but 
deter care seeking especially among the poorest groups. 
Encouraging the private sector to deliver preventive 
care and RcH would make it beyond the reach of many. 
For example, Rajasthan has a substantial proportion 
of people living below $1 a day. The average income 
of households surveyed was Rs 23, 500. assuming an 
average of 5 members per household, the per capita 
monthly income works out to about Rs 400, which is 
less than the cost of treating an episode of reproductive 
tract infections even in public health facilities, and less 
than half or a third of cost of abortions and child birth 
services. 

uses

sourCes

total
government

household

PublIC PrIvate
antenatal care 2.7 3.9 2.4 8.9
birth delivery 4.9 4.9 5.7 15.5
Post-natal care 0.3 1.3 0.2 1.8
Family planning 3.2 0.8 2.6 6.5
child health care 5.2 8.7 10.1 23.9
abortion services 0.4 1.0. 1.1 2.5
Rti services 3.6 10.6 26.7 40.8
total 20.2 31.0 48.8 100.0

table 10. uttar pradesh cases:
1 Ramadevi, 35 Hardoi dist. complications in delivery-death
2 bhori, 35 chitrakoot dist. Repeated miscarriages-Morbidity
3. Somari, 26 Mirzapur dist. Postpartum complication -death
4. besania, 26 chitrakoot dist. Postpartum haemorrahge-death
5. Radha, 18 Sitapur dist. Post-abortion complication-death
6. Santoshia, 25 chitrakoot dist. complication in pregnancy-Morbidity
7. Meena, 25 Sitapur dist. complications in delivery-Morbidity
8. Munni, 35 Kanpur dist. Post-abortion complication-death
9. Suman, 30 Sitapur dist. complication in delivery-Morbidity

10. nirmala, 25 chitrakoot dist. Post-abortion complication-death
11. nankai, 20 lucknow dist. Post-partum morbidity
12. Fulmati, 26 lucknow dist. complications in delivery

Source: Financing reproductive and child health care in Rajasthan, IIHMR and Policy project, 2000. p. 18 (44)

table 9. Sources and uses of funds for reproductive and child health in rajasthan by programme components (as a 
percentage of total rcH spending)
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3.2 Community–based insurance

in india, the Self Employed Women’s association 
(SEWa) set up an integrated Social Security Scheme 
in 1992. in 1999-2000, close to 25,000 low-income 
self-employed women were subscribers to this fund. 
The scheme covers limited indemnity insurance for 
inpatient care at public, private-for-profit or charitable 
facilities. a recent study evaluating this scheme 
concludes that the need to strike a balance between 
financial viability and protection of its members from 
catastrophic health expenses has meant that while 
poor women do benefit from the scheme, there are still 
many women who incur substantial debts for paying 
the amount not covered by the fund. Since the fund 
covers only poor women, there is no risk pooling, 
and consequently, a higher rate of reimbursement of 
costs may not be possible. This example raises some 
serious questions related to the role and limitations of 
community financing schemes.  

The SEWa community-insurance scheme may help 
to some extent to mitigate financial catastrophe for 
poor women. However, the quality of care received 
may be very poor. in a study on quality of care 
received by insured women under this scheme, it was 
not uncommon for many among them to undergo 
hysterectomy for ‘cultural’ reasons especially after 
they had enough children. They could find doctors who 
would provide hysterectomy on demand, for financial 
gain, even without sound medical reasons. The quality 
of care varied, and in the worst case scenario, the 
women received no counselling before or after surgery, 
their ovaries were removed without prior consultation, 
and HRt was not provided. There was only one follow-
up examination after four days. Thus, many women 
may pay a lot of money for inadequate or potentially 
dangerous care. They may still incur considerable out-
of-pocket expenses beyond that covered by insurance.47

Existing literature reports that there are sensitive 
areas for women which disadvantages them. amongst 
the notorious are the additional payment burdens or 
other penalities for women to cover maternity care in 
health insurance schemes.48 coverage of basic health 
insurance schemes is selective and does not necessarily 
include sexual and reproductive health conditions . 
Micro-credit and funds for catastrophic illness for the 
very poor tends to be small-scale and run by ngos. a 
report shows a co-relation between poor women taking 
loans to cover costs of hospitalisation and an unusually 
high rate of referral for hysterectomy in private 
– sector facilities. The use of private health insurance 
has resulted in higher rates of caesarean sections  and 
hysterectomy without valid medical indications.49

The overall impact of reforms on health spending has 
not been encouraging. While capital expenditure on 
medical and public health (such as upgrading hospitals) 
has increased, this level of investment is not sustainable 
and will almost certainly be reversed once the loans 
are completed. Furthermore since the loans financed 
the capital expenditure, this should have released state 
resources for revenue spending on health services. 

The reality however is that there has actually been a 
decline in revenue spending since the reforms. The 
health sector reforms in some states in india have not 
even helped to maintain the current levels of health 
spending.50

4
gender, economIc and  
SocIo-cultural obStacleS to, and 
cIvIl and polItIcal facIlItatIng 
factorS for ImprovIng SrHr 

4.1 Gender, Economic and Socio-Cultural obstacles

g
opalan and Shiva provide a summary 
of general leading factors of access to 
health care: “inadequate resources, family 
responsibilities, inadequate antenatal 
care, failure to identify high risk mothers, 

absence of adequate and appropriate transportation 
and communication facilities, has resulted in failure of 
women accessing health facilities in time.”51  

With the social premium on virginity, marriages are 
‘settled’ at the earliest age so that the onus of protecting 
the girl’s chastity can be shifted on to the marital 
family. all major religions and castes frown upon 
autonomous seeking of marriage partners or delaying 
age of marriage. Women are valued after marriage 
primarily for their capacity to bear children, thus they 
are often compelled to demonstrate fertility at the 
earliest. Preference for sons, promoted by religion, 
leads to repeated pregnancies and often to repeated 
sex-selective abortions. Social taboos regarding 
sexuality prevent young women from accessing 
information about safe sex or from negotiating 
protected sex with their partners, leading to unwanted 
pregnancies.

Many socio-cultural factors contribute to the poor 
status of maternal health in india, including gender 
discrimination and traditional practices. it is widely 
known that women have a poorer nutritional status 
due to food taboos during menstruation, pregnancy 
and lactation, as well as gendered behaviour which 
encourages women to eat last in the family. Women 
have lower literacy than men and poorer access to 
public information through mass media. This prevents 
them from gaining awareness about their entitlements 
and the health services available. 

Maternal health is also affected by the economic 
status of women, including their ability to make 
economic decisions regarding health care, and their 
access to material resources. Women are deprived of 
an active role in decision-making regarding the family 
finances until they become senior enough to count. 
Thus they often do not make the crucial decisions to 
seek healthcare in chronic or emergency ill-health. 

...certain enabling factors do exist to improve women’s access to 
SrHr. these include the emerging tradition of judicial activism, 
an independent media, existence of ombudsperson agencies and 
a strong civil society...
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4.2 Civil and political facilitating factors for 
improving SRHR

However, certain enabling factors do exist to improve 
women’s access to SRHR. These include the emerging 
tradition of judicial activism, an independent media, 
existence of ombudsperson agencies and a strong civil 
society.

The judiciary in india is independent of the legislature 
and provides the checks and balances required in a 
vibrant democracy. a unique component of the court’s 
jurisdiction is the scope for ‘Public interest litigation’, 
i.e. lawsuits involving issues that affect the interests of 
the general public. in the last few decades social justice 
movements have often resorted to public interest 
litigation when all else fails, and court rulings have often 
given much-needed relief and directed the executive to 
function more effectively.

The existence of an independent media helps efforts 
towards policy change. despite the media focus being 
largely dictated by commercial interests, there are 
socially committed media persons in electronic as well as 
print media who have been playing a supportive role to 
social movements. certain newspapers, magazines and 
news channels have carved a socially conscious identity 
through sustained coverage of issues of rights violations, 
or investigations and exposure of corruption and 
injustice. additionally the internet has facilitated access 
to considerable information regarding state policies and 
programmes, occasionally with options for citizen input.

a third advantage is the existence of ombudsperson 
agencies such as the national Human Rights 
commission, the national Women’s commission, the 
commission for Minorities, the Scheduled castes and 
Scheduled tribes’ commission for dalits and indigenous 
groups, and so on. While not all of these are effective or 
independent of party alliances, they do provide a forum 
for addressing grievances when the usual approaches fail.

india is also fortunate in having a vibrant civil society 
that is active in development issues, human rights 
concerns and gender issues. These include lawyers, 
media persons, academicians, activists, students 
and cultural artistes. There is a strong health rights 
movement in the country as well as a strong women’s 
rights movement. despite diversity of positions and 
alliances, these movements constitute a formidable 
civil society force. currently social movements have 
been entering the realm of direct political intervention 
through supporting candidates in electoral processes at 
various levels.

The set up of the national advisory council (nac) 
includes eminent activists, academicians and others to 
monitor the implementation of a common Minimum 
Programme for social development. The current 
Health Mission drafting process also had a number 
of consultations with ngos and activists who have 
been working on primary healthcare in rural areas. 
Some of these activists have been inducted into task 
Forces to facilitate the implementation of the Mission. 
While not all these changes have resulted in immediate 
transformation of health systems and programmes, they 

represent a promising move towards opening up policy 
spaces for public scrutiny and debate.

Specifically a number of groups have been working 
recently on advocacy around maternal health and 
rights, including the People Health Movement (JSa), 
the Medico-Friends circle, the Healthwatch trust, 
the Women and Health WaH! initiative, the White 
Ribbon alliance, the Population Foundation india, 
the Healthwatch uttar Pradesh-bihar network, the 
JaiMMan group and many others.
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1 
IntroductIon to country 
ySrHr and development 
context

1.1 Challenges to meeting Young 
People’s Health Needs

n
early half the people 
of the world are under 
the age of 25. This is the 
largest youth generation 
in history. Young people 

between 10-24 years of age constitute 
approximately one third of India’s 
population.1 This demographic group 
is expected to continue to grow till 
2050. Therefore it is important to 
recognise and address their needs to 
ensure the well-being of generations to 
come. Young people are usually viewed 
as a homogeneous group. They are 
in fact a heterogeneous group. Their 
circumstances vary widely by age, 
gender, marital status, class, region, 
state and cultural context. The effect 
of family income, religion, culture and 
gender are powerful forces that shape 
young people’s lives. Young people 
living in difficult situations especially 
those who are physically, emotionally 
and mentally challenged, also need 
special attention. However, in most 
cases, their needs are often overlooked. 
The challenges and risks faced by 
young people impact directly on 
their physical, emotional and mental 
well-being. Early marriage, early 
pregnancy, incomplete and/or lack of 
education, and morbidity related to 
risky behaviour are some challenges of 
this group. 

1.2  Demographic Profile

Young people between 10-24 years of 
age constitute approximately one third 
of the population with adolescents aged 
between 10-19 years constituting 22.8% 
in the year 2000. Within this group 
itself the proportion of 10-14 years 
olds is greater than the 15-19 years age 
group. The gender composition of the 
10-24 year old population does not 
show any significant difference between 
the sexes. 

1.3  Education and literacy

The overall literacy situation of India 
has risen from 51.63% in 1991 to 65.38% 
in 2001. However there is still a huge 
difference of 21.68% between males 
(75.96%) and females (54.28%). And 
there are wide differences between 
states e.g. in Kerala female literacy is as 
high as 87.86% while in Bihar it is as low 
as 33.57%.

1.4 Nutritional status of Young 
People

Nutrition is of prime importance 
among young people due to the 
growth spurts they experience during 
adolescence. But a large number of 
adolescents are undernourished. 
Various studies reveal that the problem 
of under nutrition is more acute among 
girls (45%) than boys (20%). One of the 
preliminary contributing factors is the 
deep-rooted gender discrimination 
prevalent in Indian society. It is more 
for girls because they experience 
early marriage and subsequently, 
early pregnancy, which then increases 
their nutritional demand manifold. 

India

6... young people between 10-24 years of age constitute approximately one 
third of India’s population...
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Research data indicates that poor nutrition is often a 
major reason for delay in the onset of puberty among 
Indian adolescents.  Studies also suggest that about 55% 
of adolescents suffer from anaemia. Anaemia is known 
to be the second most important factor contributing to 
maternal mortality. 

1.5 Early Marriage....a Reality

The legal age for marriage in India is 18 years for 
women and 21 for men. But marriage before the 
prescribed legal age of marriage is a bitter reality in 
India. Any marriage of a person younger than this is 
banned in India under the child Marriage Prevention 
Act of 1929. In many regions and communities of India 
early marriage is the norm, especially for girls. As per 
the nFHS II report the median age of marriage among 
women aged 20-49 is 16.7 years.  Half the women aged 
20-24 were married by 18 years and about 24% by 15 
years (table 2). It is obvious that girls have sexual 
exposure at an early age.   compared to the large 
proportion of girls who get married at an early age, data 
shows that only 6% of boys in this age group are married. 
(nFHS II 2000). 

Married adolescents face tremendous social pressure 
to prove their fertility immediately after marriage. 
Thus they have limited alternative life choices and 
are constrained by non-egalitarian gender norms and 
expectations. They have limited mobility, decision-
making power and control over their own reproductive 
and sexual rights. 

Adolescent fertility rates are high in India at roughly 
107 births per 1,000 girls in the age group of 15-19 years. 
More than 1 in 5 married adolescents bear children by 
age 17 and half of all women have already experienced 
pregnancy and childbearing by the age of 19 years. 
Most pregnancies in India occur within marriage. This 
automatically links the low age of marriage to an early 
onset of sexual activity and thereby raises rates of 
fertility among women. India being a patriarchal society, 
a young woman is always under the pressure of giving 
birth to a male child, resulting in repeated pregnancies. 
As per the data of nFHS II, the median age at first birth 
among women between the ages of 20-49 years is 19.6 
years. The nFHS-2, however,  found wide regional 
variations in adolescents’ contribution to total fertility 
rates. overall urban adolescent fertility is lower than 
rural adolescent fertility. In states such as Maharastra, 
Madhya-Pradesh, and Andhra-Pradesh, adolescents 
contributed to between 20% and 29% of total fertility. In 
contrast, in goa, Kerala and Punjab it was 10% or less. 

Early pregnancy and childbearing can have adverse 
health consequences for young mothers.  Adolescents 
are more likely to experience maternal deaths and 
adverse pregnancy outcomes, notably neonatal mortality 
(nFHS 2000), perinatal mortality, spontaneous abortion 
and stillbirth. 

In times of disaster, as in the case of the tsunami in 
tamilnadu young girls have been forced to remarry, 
often older men, because they lack a livelihood and there 
is little support for displaced girls. Some young adult 
women committed suicide because they were forced to 
remarry.2 

table 1: youth in India: data at a Glance

PoPulation 
ages 10-24 
(millions)

2000

PoPulation 
ages 10-24 

(% of total)  
2000

% enrolled 
in secondary 

school latest 
year

average 
age at 
first 

marriage 
all Women

total 
fertility 
rate (tfr)

%tfr 
attributed 
to births by 

ages 
(15-19)

% of adult 
PoPulation 

ages 15-49 
infected 
With hiv, 

1997

aids 
education 
included 
in school 

curriculum 
1993

Males Females

300.2 30 59 39 20 3.3 18 0.8 n

Population 
Ages 15-19 (in 
millions) 2000

% using contraception (Females)

Single Married

Any Method Modern Method Any Method Modern Method

102.0 – – 7 –

Source: Population Reference Bureau, Measure Communication 2000
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2 
tHe burden of mortalIty and 
dISeaSe
2.1 Facts and Figures

y
oung people are usually considered a healthy 
group because the mortality rates are lower 
amongst them than any other age group. But 
female mortality is significantly higher than 
male mortality. This is mainly because young 

adolescents and young women experience a variety of 
problems related to pregnancy. About 13% of deaths 
amongst females below 24 years of age are related to 
pregnancy and childbirth. 

Maternal mortality among adolescents is caused by 
several factors - susceptibility to medical complications, 
as the body has not attained maturity, lower utilisation 
of health services such as antenatal or delivery care, poor 
nutrition etc. Poor access to health services results in 
complications such as hypertension and anaemia. 

2.2 Sexual Activities and Behaviour

Sexual behaviour of adolescents and its determinants 
were under researched in the past decade.  Region-
specific studies indicate that sexual activities among 
adolescents within and outside marriage usually 
commence at an early age. Sexual behaviour studies of 
unmarried youth in India estimate that 19-28% of young 
men and 1-9 % of young women have had (penetrative) 
sexual experiences. Premarital sex among young men 
therefore is not as rare as commonly believed, while 
it continues to be comparatively rare among young 
women. various studies have highlighted that sexual 
activities start as early as 12-13 years of age, more 
commonly among boys. For many young women, sex 
is not voluntary and they have little influence over 
contraceptive use and their fertility.  Several studies 
in India reveal that early marital sexual experiences 
are typically traumatic, distasteful and painful, and 
often involved the use of physical force.3 Many girls 
are pressured and coerced into having sex at an early 
age by adolescent boyfriends who wish to prove their 
masculinity. Experiences of development workers and 

researchers reveal that sex is usually forced by family 
members, neighbors, school teachers and acquaintances 
with young people, during routine activities. Sometimes 
due to poor economic conditions, parents also force 
their young daughters into sexual activities.

2.3  Reproductive tract and sexually transmitted 
infections, including HIV/AIDS4 

unprotected sexual activities are a reality and result 
in unwanted pregnancies, illegal and unsafe abortions 
leading to morbidity, mortality and infections, sexual 
and reproductive tract infections including HIv/AIdS. 
However evidence on the sexual health and reproductive 
health status of adolescents and young people are 
available from micro studies.  A community-based study 
of RtI prevalence among 451 married women aged 
16-22 in rural tamil nadu underscores the extent to 
which infections go unnoticed in this outwardly “low-
risk” population. 49% of women in the study reported 
suffering RtI symptoms while clinical and laboratory 
examination tests diagnosed 18% with an StI, including 
chlamydia, trichomoniasis and syphilis.  Findings suggest 
that in many cases, husbands may transmit infections to 
their wives, which is a matter of concern because many 
infected women are asymptomatic and are unlikely to 
seek care even when symptoms appear.5 

globally, nearly 45% of all new HIv infections (about 
2.4 million per year) occur among 15-24  year - olds, 
and in several settings, the rate is equal to or more than 
that among adults. In India, for example, the estimated 
percentage of young females aged 14-24 living with 
HIv/AIdS (0.96 and 0.46 percent in high and low 
prevalence sites, respectively) exceeds the rate for young 
men (0.46 and 0.20 per cent in high and low prevalence 
sites, respectively); this compares with a corresponding 
percentage of 0.80 among adults.6 

According to the national Aids control organisation’s 
(nAco) national Behavioural Surveillance Survey, 
some 3% and 5% of young, mostly unmarried males 
and females, respectively, reported experiencing such 
symptoms of infection (StIs or RtIs more generally) as 
discharge, ulcers or sores in the 12 months preceding 
the survey.  These proportions undoubtedly reflect 
considerable under-reporting (in some states not a single 
respondent reported symptoms) and hint that awareness 
of symptoms may not be limited to youth.7 

2.4 Limited awareness of health promoting 
behaviours

While awareness of contraception and infection 
may be almost universal at a superficial level, in-depth 
awareness of sexual health issues, health promoting 
action and risky sexual behaviour is limited among 
young people. A study reports for example , that 
although a large proportion of adolescent girls and boys 
have heard of StIs (66 % and 87% respectively) and 

table 2: percentage of young women married by age

Women 
currently aged

20-24 25-29
Proportion ever Married 78.8 94.5
% married by age 13 8.9 12.1
% married by age 15 23.5 29.2
% married by age 18 50.0 58.9
% married by age (by age 20) 67.1 74.9

Source: IIPS and ORC Macro 2000

... about 13% of deaths amongst females below 24 years of age are related 
to pregnancy and childbirth...
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contraception(91% and 94% respectively), only 2 % could 
name an StI apart from HIv/AIdS. only 37% of girls, 
compared to 84% of boys , were aware that condoms can 
provide protection against infection.8

2.5 HIV/AIDS

In India the HIv/AIdS epidemic is 11 years old. 
Within this short period it has emerged as one of the 
most serious public health problems in the country. 
Some initial cases of HIv/AIdS were reported among 
commercial sex workers in Mumbai and chennai and 
intravenous drug users in the north-eastern State of 
Manipur. Even though the officially reported cases 
of HIv infections and full-blown AIdS cases are in 
thousands, there is a wide gap between the reported 
and estimated figures because of the absence of 
epidemiological data in major parts of the country. The 
overall prevalence in the country for a population of 970 
million is still however, very low at 0.91%, a rate much 
lower than many other countries in the Asia-Pacific 
region. 

About 75% of the infections were spread through the 
sexual route (both heterosexual and homosexual), about 
8% through blood transfusion, another 8% through 
intravenous drug use. About 89% of the reported cases 
occur in the sexually active and economically productive 
age group of 18-40 years. one in every 4 cases reported is 
a woman.9 

data reveals that the infection of Sexual transmitted 
Infection is increasing among young people worldwide. 
In India alone, the number of people living with HIv/
AIdS is approaching five million. of this, youths aged 
between 15-24 years are the fastest growing segment in 
the newly infected population, with one youth infected 
every 15 seconds. Young people between the ages of 10 
and 25 years, especially women and young people, make 
up to 50% of all new infections.10 

Information and knowledge about HIv/AIdS is critical 
for prevention of infection. Through the national AIdS 
control Society, efforts are being made to increase 
awareness but it has yet to become a part of the school 
curriculum. However, knowledge alone is not an answer 
unless adolescents are equipped with the social skills 
to negotiate sexual behaviour and understand the 
importance of prevention.

2.6 Drug Abuse 

unFPA in its profile of adolescents in the year 2000 
reveals that most drug users are in the age group of 
16-35 years, with a majority of them in the 18-25 age 
group (table 3).  In the north eastern states, drug abuse 
among young people is identified as a major problem 
threatening the social fabric and structure of society.

Though the actual age of first use of drugs varies, 
studies reveal that a considerable number begin below 
the age of 18, and sometimes as young as 5,6 or 7 years.  
At this age, the use of drugs as lifetime habits are 

formed, and can lead to gradual increases in intensity 
and addiction from alcohol or cannabis to ‘hard’ drugs. 
The experiences of ngos highlight that substance abuse 
(whiteners & nitrogen tablets) is also becoming common 
among street children.

2.7 Violence and Young People

violence against women and girls can be identified as 
one of the most pervasive form of the violation of human 
rights. globally, violence against women is a culturally 
sensitive issue, as it is embedded in social and power 
relations.    data and information on violence against 
girls is inadequate because it is largely unreported. The 
reported cases, most well-documented for rape, would 
be an under-estimate of the actual magnitude of the 
problem. The available data from ncRB 2000 indicate 
that a high incidence of rape occurs in the 10-16 year 
age group, and the trend has not shown any significant 
changes in the past few years. See tables 4 & 5.

2.8 Low utilisation of services

table 3: drug users according to age

age grouP (years) no. of abusers %

12-17 778 4.54

18-23 2373 13.86

24-30 5178 30.25

31-45 6041 35.30

46-60 2142 12.51

61+ 600 3.5

All India 17112 100

Source: MOHFW Country Paper, 1998

table 4: Incidence of rape in India

year
age grouP

% share of 
child raPe 
victims of 
total raPe 

victims

beloW 10 
years

10-16 
years

1991 1099 2630 35.8%
1992 532 2581 26.5%
1993 634 2759 27.8%
1994 734 3244 30.2%
1995 747 3320 29.5%

% change in 
1995 

over 1994
2.7% 1.9%

Source: CSO, Women and Men in India 1998 and MOHFW 1998 pg. 38
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The unmet need for contraceptives is highest (27%) 
among women below age 20; and it is almost entirely 
for spacing rather than for limiting births.  It is also 
relatively high for women aged between 20-24 years 
- 24%, with 75% of the need being for spacing.  Among 
women aged between 25-29 years, 19% have an unmet 
need, and more than half of this need is for limiting.  
only 23% of the total demand for family planning is 
being met for married women aged between 15-19 years.  
This proportion rises sharply to 52% for women aged 
between 20-24 years, to 73% for women aged between  
25-29 years, and to 82-95% for women aged between 30-
49 years.  Both met and unmet needs for contraception 
among women aged 30 years and above are for limiting 
the number of births.11  

The reasons for this are: lack of awareness, myths 
and misconceptions, as well as an absence of support 
from family, adults and service providers. data reveals 
that although young people have generally heard of 
HIv/AIdS or at least one method of contraception, 
misconceptions are widespread in every aspect of sexual 
and reproductive health. Many may have heard about 
HIv /AIdS but may not be aware about how it spreads 
or are also not aware about the correct way of using 
condoms. very few are also aware about accessing 
contraceptives. 

Recent cultural policing by self appointed conservative 
groups proclaiming themselves as guardians of 
Indian culture have resulted in police harassment 
of young people meeting in public parks.12 growing 
fundamentalism by hard-line Hindu groups fighting 
western influences have  threatened young couples 
in India recently over exchange of valentine day 
cards or gifts.13 Such cultural and moral policing 
by fundamentalist groups can potentially result in 
constraints to provision of SRH services especially for 
unmarried youth.

2.9 Limited Access to Sexual and Reproductive 
Health Services

Privacy, confidentiality, and non-judgemental attitudes 
are critical for adolescents and young people for timely 
access to sexual and reproductive health services.   
Socio-cultural norms constrain unmarried adolescents 
from seeking services and they remain out of reach 
of contraceptives. Social stigma prevents unmarried 
girls and their family members from seeking services 
related to abortion. Apart from this providers are often 
judgemental and lack counselling skills. consequently, 
youth find it difficult to access health services.  Also no 

special efforts are being made to involve and encourage 
unmarried and married men to take shared responsibility 
in sexual and reproductive health.  

Young pregnant women are at risk and face mortality. 
data reveals that about 13% of deaths, among women, 
occurs in the age group below 24 years and is related to 
pregnancy and childbirth. These young girls are treated 
no differently than married adults.

3 
polIcy and proGramme  envIronment

3.1 Policy environment

d
uring the last decade, there has been 
a considerable change in the policy 
environment in India.  one reason may 
be that International conferences on 
Population and development (1994), 

IcPd + 10 (2004), convention on Rights of the child 
(cRc), Beijing conference for Women have given 
considerable importance to including and addressing 
the issues of young people’s health and development.  
India is a signatory to a majority of these international 
conventions. The national Health Policy, the national 
Population Policy, the national AIdS control Policy, the 
national Policy on Education, the national nutrition 
Policy, and the national Youth Policy are constantly 
being reviewed to understand the focus on adolescents 
and young people.  

These national policies usually give guidelines 
and cannot address the country as a whole where 
geographical, social, cultural, economical and religious 
diversities are a reality.  The challenge is to adapt the 
national policy to the state level by activating the roles 
of the government and ngos to address local realities. 
Some policies related to adolescents are reviewed below. 

3.1.1 National Health Policy (2002)

The national Health Policy (2002), does not identify 
adolescents separately. Adolescents are grouped 
with children and pregnant women, which results 
in a misrepresentation of their concerns. The policy 
expresses concerns for the health care of special groups, 
including adolescent girls, but it is limited to nutritional 
needs. The policy also touches upon building awareness 
among  school-going children and college youths but 
the specific health needs of the adolescents and young 
people are not focussed upon. 

3.1.2 National Education Policy (1992)

The Education system plays a vital role in overall 
personality development of adolescent groups but  
the national Policy on Education does not target the 
specific educational needs of the adolescent population. 

table 5: Incidence of rape in India

age grouP Percentages

19-30 years 40%
16-18 years 20.8%

out of 16,496 rape cases, 2.2% were incest

Source : Crime in India NCRB 2000

... International conferences on population and development (1994), Icpd 
+ 10 (2004), convention on rights of the child (crc), beijing conference 
for Women have given considerable importance to including and addressing 
the issues of young people’s health and development...

Ch06_India_116-124.indd   121 10/23/08   8:18:35 PM

Prinect Color Editor: 
Page is color controlled with Prinect Color Editor:  3.0.57Copyright 2005 Heidelberger Druckmaschinen AGTo view actual document colors and color spaces,please download free Prinect Color Editor:  (Viewer) Plug-In from:http://www.heidelberg.comApplied Color Management Settings:Output Intent (Press Profile): ISOcoated.iccRGB Image:Profile: ECI_RGB.iccRendering Intent: PerceptualBlack Point Compensation: noRGB Graphic:Profile: RGB2CMYK.iccRendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Graphic:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Graphic:Rendering Intent: PerceptualBlack Point Compensation: noTurn R=G=B (Tolerance 5.0%) Graphic into Gray: yesTurn C=M=Y,K=0 (Tolerance 0.1%) Graphic into Gray: yesCMM for overprinting CMYK graphic: yesGray Image: Apply CMYK Profile: noGray Graphic: Apply CMYK Profile: noTreat Calibrated RGB as Device RGB: noTreat Calibrated Gray as Device Gray: yesRemove embedded non-CMYK Profiles: noRemove embedded CMYK Profiles: yesApplied Miscellaneous Settings:All Colors to knockout: yesPure black to overprint: yes  Limit: 100%Turn Overprint CMYK White to Knockout: yesTurn Overprinting Device Gray to K: yesCMYK Overprint mode: set to OPM1 if not setCreate "All" from 4x100% CMYK: noDelete "All" Colors: noConvert "All" to K: no



india

AdvocAtIng AccountABIlItY: Status report on maternal health and young people’s sexual and reproductive health and rights in South Asia } India122 AdvocAtIng AccountABIlItY: Status report on maternal health and young people’s sexual and reproductive health and rights in South Asia } India 123AdvocAtIng AccountABIlItY: Status report on maternal health and young people’s sexual and reproductive health and rights in South Asia } India122 AdvocAtIng AccountABIlItY: Status report on maternal health and young people’s sexual and reproductive health and rights in South Asia } India 123

Retaining children and adolescents in schools is not an 
area of concern, as enrolment seems to be the focus, 
which means that it does not recognise education 
as a right. The national Education Policy reflects 
commitments to the eradication of illiteracy, particularly 
in the age group of 15-35 years. It has commitments 
to universalisation of primary education, but it does 
not treat adolescents and young people as a separate 
category. It mentions need-based vocational courses 
and non-formal education. It does not mention the 
explicit concerns of the 15-35 age group. It talks about 
population education as a means to motivate youth 
about family planning and responsible parenthood in the 
light of population stabilisation. The school curriculum 
has not yet included education on sexual health and 
HIv/AIdS.   

3.1.3 National Nutrition Policy (1993) 

The national nutrition Policy recognises several 
aspects of gender discrimination. It identifies adolescent 
girls as a vulnerable group, but vulnerability is 
articulated in terms of motherhood. It does not target 
adolescent boys and girls as individuals. In the strategies 
to implement the policy, importance is given to health 
and nutrition education to address the concerns of 
malnutrition and undernutrition.  

3.1.4 National Policy for Empowerment (2001)

The policy clearly recognises the gender discrimination 
during different stages of women’s life with a specific 
mention of adolescents. It also focuses on the nutritional 
needs of women at all stages of their life. gender 
based violence is recognised as a problem requiring 
legal action. The issue of violence has been given due 
recognition but it emphasises violence against women 
and girls as critically hindering their well-being. Specific 
concerns of adolescents and violence are not clearly 
articulated; but early marriage in the light of maternal 
mortality has been given its due recognition. 

3.1.5 National AIDS Policy (2000)

With an estimated 3.5 million persons infected with 
HIv, it has received due political recognition as an 
important health issue. The national AIdS Policy 2000 
is therefore, a crucial component of the national health 
strategy. It has included category of youth (15 years) as a 
special group in the policy.  The research data indicates 
that sexual activities are being indulged in by adolescents 
as early as 12 years in some communities. The increasing 
statistical evidence of new infectious cases among 
the adolescents, it is important to note that the word 
adolescent is not even referred once in the whole policy 
document of year 2000. Programmes which relate 
directly to youth such as the nehru Yuvak Kendra, nSS, 

ncc are described as promoters of  the peer education 
approach to disseminate information on HIv/AIdS.  

3.1.6 National Population Policy (2000)

The national Population Policy (2000) has given 
importance to adolescents in terms of early marriage, 
teenage pregnancy and use of contraceptives for spacing.  
It strongly recommends action for enforcing the child 
Marriage Restraint Act to reduce teenage pregnancies.

Since the national Population Policy aims to reduce 
the fertility level to the replacement level by 2010, 
there is a recurring mention of adolescents. It further 
recommends a health package for adolescents which 
encompasses counselling, population education and 
contraceptive services. It recommends strengthening 
of Primary Health centres and sub centres to provide 
contraceptive counselling to young newly married young 
couples. But it ignores the reproductive and sexual 
health service needs of the unmarried adolescents and 
is focussed narrowly on contraception  needs of married 
adolescents. It does not look comprehensively at the 
SRHR needs.

3.1.7 National Youth Policy (2003)

There is no government policy specifically for 
adolescents. But a working group was set up by the 
Planning commission of India to receive inputs in the 
area of adolescent health and development to contribute 
to the formulation of the tenth Five Year Plan. The 
recommendations forwarded by this group are reflected 
in the national Youth Policy 2003.

The national Youth Policy (2003) is the one policy 
where the needs of adolescents and young people can be 
integrated. In the past the policy covered the age group 
from 10-35 years. But, unfortunately because of the  wide 
age range, it has failed to address the age-specific needs 
of adolescents. The recently declared national Youth 
Policy 2003 has changed its definition of youth from 
10-35 years to 13-35 years paying special attention to 
adolescents between 13-19 years. However this grouping 
is not in line with the national data reporting system of 
10-14 years and 15-19 years.  

This policy recognises youth and adolescents as 
primary stakeholders. It encourages youth participation 
in national development planning and policy making 
processes. The very fact that the policy mentions 
empowerment, gender equality and an intersectoral 
approach, is a step towards a rights-based approach.  It 
focuses on the unique health needs of adolescents. In this 
context, HIv/AIdS, Std, substance abuse, psychological 
problems, nutritional needs of young women and 
adolescents have been recognised. The policy advocates 
a needs based approach in programme implementation. 
It talks about inclusion of information on reproductive 
health as a part of the curriculum and setting up clinics 
in rural areas to address health needs of adolescents, 
access to antenatal, post natal and natal heath services. 
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3.2 Programme Environment

Having a sensitive and comprehensive policy is not an 
end in itself. It is crucial to bring the policy into action 
through implementation. As the scope of adolescent 
development is very broad, the health component 
needs to be viewed as critical in the comprehensive 
development of adolescents and young people. Although 
the Ministry of Youth Affairs and Sports is the nodal 
Ministry for Adolescents, the departments of Education, 
Women and child development, Rural development, 
departments of Health and Family Welfare and state 
governments have important roles to implement the 
policy. 

3.2.1 Past Efforts 

Past efforts on adolescent health and adolescent 
development reveal that an Integrated Population 
development Programme is being implemented in 
selected states with a special focus on adolescent 
reproductive and sexual health. It was an effort by the 
Ministry of Health and Family Welfare and unFPA. It 
involved cBo’s / ngos to a great extent. These efforts 
have proved useful in reaching out to adolescents for 
creating awareness about their health and related 
development issues. Hopefully strengthening the health 
service component will enhance such intervention 
through RcH II.   

The Ministry of Youth Affairs and Sports (MoYAS) 
has taken the initiative to integrate the component of 
reproductive and sexual health component in their 
programme interventions especially the nehru Yuvak 
Kendra -nYK. However it still needs to be formalised.  

3.2.2 Recent Efforts

during the year 2004, several ngos in partnership 
with gos shared the voices of the young people at the 
state, national and international level through a national 
Alliance for Young People towards a Healthy Future. 
It was formed to advocate for young people’s rights 
by ensuring their participation at every stage of policy 
formulation and programme planning, implementation 
and evaluation. cBos and ngo’s are active core group 
members of this national alliance formed by a group of 
national and international organisations working with 
and for young people and adolescents. undertaking 
advocacy efforts, it aims to contribute in policies, laws 
and programmes at national and state levels in order 
to replicate proven strategies for their health and 
development.

In preparation for the national consultation, 
organised in May 2004, state level consultations 
in different states were organised by ngos which  
provided a platform for interactive discussions 
between various stakeholders from different socio-

economic backgrounds including young people. These 
consultations across twenty states brought together 
several stakeholders and networks working for and with 
young people. over 10,000 young people across 13 states 
of India, participated in 16 state level consultations. 

Ample scope and opportunities were provided to 
young people to express, analyse and articulate their 
views on livelihoods, reproductive and sexual health, 
education and career, and violence.

These national and state level consultations 
synthesised the current situation and needs of young 
people, reviewed various programmes and policies and 
forwarded critical suggestions for various programmes 
and policies for youth. These consultations resulted in 
evidence based effective practices and models and a joint 
monitoring mechanism with different ministries and 
networks.

The young people forwarded these recommendations: 
accessing education and information, building life and 
livelihood skills and opportunities, addressing the gender 
imbalances and ensuring active participation of young 
men, accessing youth friendly health services, building a 
strong evidence base on best practices.  

300 young people from 12 states and the Alliance 
members presented these recommendations to the 
Ministry of Youth Affairs and Sports. 

4 
proGramme ImplementatIon plan

4.1 Programme Implementation Plan for 
Adolescent and Young People’s Reproductive and 
Sexual Health14

the reproductive and child Health programme... includes an active 
component of adolescent reproductive and sexual health. It aims to take into 
consideration, the heterogeneity of adolescents and young people, including 
reproductive and sexual health needs of unmarried adolescents... 

table 6: programme Implementation phases

imPlementation 
Phases imPlementation Plan

2003-04

• Preparation of action plan
• development of behaviour change 

communication strategy
• development and pilot testing of 

training and counselling modules
• capacity development

2004-05 5 districts

2005-06 10 districts

2006-07 20 districts

2007-08 40 districts

Ch06_India_116-124.indd   123 10/23/08   8:18:38 PM

Prinect Color Editor: 
Page is color controlled with Prinect Color Editor:  3.0.57Copyright 2005 Heidelberger Druckmaschinen AGTo view actual document colors and color spaces,please download free Prinect Color Editor:  (Viewer) Plug-In from:http://www.heidelberg.comApplied Color Management Settings:Output Intent (Press Profile): ISOcoated.iccRGB Image:Profile: ECI_RGB.iccRendering Intent: PerceptualBlack Point Compensation: noRGB Graphic:Profile: RGB2CMYK.iccRendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent RGB/Lab Graphic:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Image:Rendering Intent: PerceptualBlack Point Compensation: noDevice Independent CMYK/Gray Graphic:Rendering Intent: PerceptualBlack Point Compensation: noTurn R=G=B (Tolerance 5.0%) Graphic into Gray: yesTurn C=M=Y,K=0 (Tolerance 0.1%) Graphic into Gray: yesCMM for overprinting CMYK graphic: yesGray Image: Apply CMYK Profile: noGray Graphic: Apply CMYK Profile: noTreat Calibrated RGB as Device RGB: noTreat Calibrated Gray as Device Gray: yesRemove embedded non-CMYK Profiles: noRemove embedded CMYK Profiles: yesApplied Miscellaneous Settings:All Colors to knockout: yesPure black to overprint: yes  Limit: 100%Turn Overprint CMYK White to Knockout: yesTurn Overprinting Device Gray to K: yesCMYK Overprint mode: set to OPM1 if not setCreate "All" from 4x100% CMYK: noDelete "All" Colors: noConvert "All" to K: no



india

AdvocAtIng AccountABIlItY: Status report on maternal health and young people’s sexual and reproductive health and rights in South Asia } India124 AdvocAtIng AccountABIlItY: Status report on maternal health and young people’s sexual and reproductive health and rights in South Asia } India 125AdvocAtIng AccountABIlItY: Status report on maternal health and young people’s sexual and reproductive health and rights in South Asia } India124 AdvocAtIng AccountABIlItY: Status report on maternal health and young people’s sexual and reproductive health and rights in South Asia } India 125

t
he Reproductive and child Health Programme 
is presently entering its second phase and it 
includes an active component of adolescent 
reproductive and sexual health. It aims to 
take into consideration, the heterogeneity of 

adolescents and young people, including reproductive 
and sexual health needs of unmarried adolescents. 

In RcH II, the newborn care component and 
Emergency obstetric care component will receive 
greater attention. Another focus areas will be the 
improvement of the existing infrastructure and 
equipment to ensure better quality care. The programme 
also articulates the overall goal as achieving optimum 
health and development of the adolescent segment of the 
population. The effort will be done in phases.  

4.2 Services

The programme aims to introduce a comprehensive 
Adolescent Health Initiative (AHI) in selected districts 
of different states of the country. These are adolescent 
friendly health services and adolescent health 
counselling services. 

4.3 Coverage

The AHI package will be implemented in 75 (12% 
of districts) districts in the country in the RcH II 
programme during 2003-08. These districts will be those 
where IMR has declined to less than 60 per 1000 live 
births. Predominantly, they will be the non-EAg state 
where more urgent maternal health and child survival 
priorities have already been tackled to a significant 
extent. The phases of the programme are shown below. 

A framework proposed to operationalise ARSH 
services will be within the context of public health 
systems. At the levels of sub-centre, PHc, cHc and 
district hospital services will be offered to adolescents 
through outreach, routine oPd, and a dedicated time 
(for example, once a month clinic for addressing needs 
of unmarried and newly married adolescent girls).  For 
organising outreach services, participation of peripheral 
functionaries of other departments, such as anganwadi 
worker or youth coordinator, is also proposed. The 
proposed communication package for adolescents 
refers to age group from 10-14 years and 15-19 years. 
It includes topics like growth and development, 
nutrition, reproductive and sexual health, marriage 
and parenthood and life skills education. Adolescent 
counselling services includes group counselling and 
individual counselling for married and unmarried 
adolescents and young people. 

At present the action plan is being finalised, the 
training modules for the health service providers are 
being developed and communication strategies are at 
the formulation stage. Efforts are also being made to 
develop the monitoring and evaluation indicators in a 
consultative mode with the help of ngos. 

The indicators developed reflect that the primary 
thrust of the intervention is on population stabilisation 

and prevention of RtI/Stds including HIv/AIdS. 
communication will support to achieve the same 
effectively. The proposed indicators for Adolescent 
related services are as follows.

Input Indicators
* % of PHcs having supplies of Emergency 

contraceptive Pills
* % of sub centre having communication material for 

adolescents
Process indicators
* % of planned group meetings held
* number of newly married couples registered during 

the month
* Proportion of teenage pregnant women attending 

Ancs
* Proportion of teen age pregnant women delivering 

in the institutions 
* Proportion of teenage girls availing MtP services
output/outcome indicators
* teen-age pregnancy reported
* Prevalence of RtI/StIs among age group 15-19 

years
* use of condoms during last sex among age group of 

15-24 years
* Mean age at marriage
* number of maternal deaths among teenage 

mothers
* Proportion of HIv positive among 10-19 years age 

group. 

India through the recently announced programmes 
and policies already exhibits a political will to improve 
adolescent health and development issues. At this 
juncture, it is necessary is to work towards, intersectoral 
coordination, community participation, cBos, ngos 
and gos commitment, and participation of young 
people as primary stakeholders in programme planning 
monitoring and evaluation. A framework for country 
programming for adolescents developed by WHo, 
unFPA and unIcEF reflects this thinking. 

However the biggest challenge is appropriate budget 
allocation, status of existing facilities and quality supply 
and availability of the trained staff. 

4.4 Budget available for Adolescent Reproductive 
and Sexual Health 

“It would detract from the quality of the exercise if 
while framing a new policy, it is not acknowledged that 
the existing public health infrastructure is far from 
satisfactory.  For the out-door medical facilities in 
existence, funding is generally insufficient; the presence 
of medical and para-medical personnel is often much less 
than required by the prescribed norms; the availability of 
consumables is frequently negligible; the equipment in 
many public hospitals is often obsolescent and unusable; 
and the buildings are in a dilapidated state.  In the in-
door treatment facilities, again, the equipment is often 
obsolescent; the availability of essential drugs is minimal; 
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the capacity of the facilities is grossly inadequate, which 
leads to over-crowding, and consequentially to a steep 
deterioration in the quality of the services.”15 

There is no separate budget as yet for Adolescent 
Reproductive and Sexual health. The budget for the 
adolescent health service initiative is envisaged to be 
accessed from the RcH II through the public health 
system. In that case, it is important to review financial 
aspects of the Public Health system.  

The results of the RcH I facility survey document,16 
describe the serious shortfalls in physical infrastructure, 
staff and supplies in the public health system.  

The reality is that India has under budgeted for health 
care. The public spending on health care in India is as 
low is 0.9% of the gross domestic Product (gdP). In the 
2005-06 budget the health care budget increased by 25% 
or Rs. 1860 crore. But this increased budget is still 0.9% 
of the gdP. goI plans to raise this to 2% of the gdP 
by 2010, but this is much lower than the 5% of the gdP 
recommended by WHo. Though the policy articulates 
the need to work with adolescents and young people, the 
dream will not be achieved due to the shortage of funds 
and inadequacy of health care services. It is required 
to address the issue of health care in a rights-based 
approach in the context of health as a fundamental right. 

5 
recommendatIonS

t
he first ever efforts of the Alliance for Young 
People towards the Healthy Future enabled 
the contribution of a large group of young 
people all over the country to discuss their 
concerns and forward the recommendations. 

This section of recommendations echoes their voices. 
At this formation stage of the adolescent and 

youth related programme it is difficult to put forward 
recommendations for its implementation. The 
recommendations here can become reference points for 
the future review of the implementation of the planned 
activities and their effective outreach. The present 
planned health related activities have made efforts to 
address these recommendations to some extent but their 
implementation and out reach largely depends on the 
strategic implementation and the budget allocation.   

Key recommendations

Access to Education

• Equip the school with basic infrastructure, provision of mobile libraries with material available in local 
languages

• Make education practical and meaningful with emphasis on vocational training and employment 
opportunities. 

• Include sexuality education, nutrition awareness, and issues like sexual violence, and substance abuse in formal 
and non formal school curricula. 

Access to life skills education • Ensure life skills education to empower youth to express themselves
• Provide access to livelihood programmes that develop vocational skills and livelihood skills. 

Address gender imbalance and 
involve males 

• Address the issue of gender imbalance in family, school, service providers to ensure equal opportunity both to 
young man and women. 

• Special efforts to sensitise young men to responsible behaviour. 

Provide youth friendly health 
services

• The health services need to be provided in privacy, confidentiality, non-threatening providers’ interactions and 
welcoming attitudes. 

• Provision of one stop facilities that address all the health needs of young people including sexual and 
reproductive health counselling, supply of contraceptives and information. 

• counselling services need to be provided at the local level which also include career guidance, sexual and 
mental health, substance abuse and violence. 

table 7: Shortfalls of the public Health System

level of health infrastructure Percentages 

PHc
Inadequate supplies, infrastructure and staff at 
PHc 80%-85%

Inadequate physical infrastructure –building, 
water and electric supply, laboratory, labour room, 
vehicle etc

64%

Inadequate staff in position 62%
Inadequate supplies of kits, drugs, vaccines and 
contraceptive 69%

Equipment like, weighing scale, BP instrument, 
vaccine carrier etc. in non functional position 44%

cHc, FRus and district hospitals
cHc, FRus and district hospital did not have 
adequate supplies 85-90%

cHcs which did not have staff in position 75%
FRus which did not have staff in position 46%

the first ever efforts of the alliance for young people towards the Healthy 
future enabled the contribution of a large group of young people all over the 
country to discuss their concerns and forward the recommendations. 
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Key recommendations

 Build capacities

• orientate teachers about the concerns of the young people and adolescents an train them to address the same
• orientate and train the  health care providers about the youth friendly health services. 
• orientate the parents and other trusted adults about the concerns of young people and need to discuss the 

issue of sexual and reproductive health in a youth friendly manner. 

law

• Protect the rights of youth and strict implementation of law for early marriage, sexual violation, dowry and 
abuse. 

• create legal awareness among the youth and the community. 
• Strict action for the violation of child labour.

Young people with special 
needs

• Public sensitisation for the need of the young people who are differently able and living in difficult situations
• Provide them public access, access to information on their rehabilitation and provide employment 

opportunities.

Build a strong evidence base • document the best promising practices and use it for expansion of programme and policies for youth. 

Budget • Resources for education and health and opportunity for livelihood skills are extremely limited. These need to 
be increased in the proportion of the population and their need.
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