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Introduction:

It is not an easy task to write about the status of health and well being of women in Pakistan and more so about the mountain women in northern Pakistan. Though a lot has changed as a result of the collective efforts of the Government and NGOs working for the uplift of the mountain areas in Pakistan but much need to be done to achieve the optimum level of health and well being for women in the Northern areas. Poverty and lack of awareness are the underlying reasons for poor health but low socio-economic status and cultural factors also contribute towards impeding women’s access to social sector services such as education and health. An investment to improve the health status of women can be envisaged as a vital aspect in long-term development of Pakistan. 

As a step towards achieving the Pakistani dream, Agha Khan Rural Support Programme (AKRSP) is implementing innovative projects for social uplift of communities in the Northern areas of Pakistan. Associated agencies like the  Agha Khan Health Service Pakistan (AKHS,P) are directly  providing Primary Health Care (PHC) services for a population of 0.47 million in the two districts of Ghizer and Gilgit in the Northern Areas and one district of Chitral in the NWFP province of Pakistan. These organizations are doing a lot  to bridge the gap created due to the lack of information and related research on women’s health and well being specific to Northern Areas of Pakistan.

Such efforts are important to bring out the aspects crucial to improving reproductive health of women and to outline some suggestions that may have policy implications. 

Methodology and Data Sources:

Secondary data has been collected from agencies involved in providing health services in the northern areas, like Family Planning Association of Pakistan (FPAP), Agha Khan Health Services (AKHSP) and Government of Pakistan. Also various relevant reports have also been consulted.

Situation in Northern Areas of Pakistan:

The Northern Areas of Pakistan are spread over 72,496 Sq. Km. with a population of about one million people (1995 census projections based on 1981 census). It consists of five districts namely Gilgit, Skardu, Diamer, Ghizer and Ghanche.
 At the time of the independence the conditions were deplorable and the basic infrastructure was missing (2 small hospitals and 10 dispensaries.
 Though the building of Karakorum Highway, involvement of NGO’s and Government’s commitment has made significant changes in these areas but the challenge of improving women’s health and access to social sector services still remains.

Looking at the present situation, Pakistan lags far behind than most developing countries in women’s health and gender equity. The sex ratio is one of the most unfavorable due to female mortality during childhood and childbearing which is evident from the high number of deaths in childbirth (one woman in 38
) and infant deaths (almost half
). The situation of women in the Northern areas is more or less the same if not worse as of women in the rest of Pakistan.

The Northern part of Pakistan is different from the country as climate is extreme and for several months of the year it is harsh and barren with temperatures frequently below freezing. The low-lying areas do receive crops twice a year but the high altitudes get only one crop a year. Since subsistence farming tends to be prevalent in the area so productivity depends upon the climate. In addition to this, the remoteness of the area makes the situation more difficult because the range of food available is limited and hinge on to the storage of food during summer season.

The total population is .93 million
 (approx.) in northern areas in comparison to 140 million in Pakistan and sex ratio is 107 as to 103
 in the country pointing towards a discriminatory trend against women. 

The most appalling statistic is the meager number of female trained health professionals available to offer health services in the Northern Areas and it may be termed as one of the main reasons for high rate of maternal deaths because it is part of the culture that women can seek advice only from females.  There is little knowledge about basic nutrition and balanced intake of food exists, the situation is exacerbated by cultural backlash, religious taboos and traditional habits. 

As a result of the difficulty of delivering health care under these conditions, this part of the country has one of the highest rates
 of maternal mortality (600 per 100,000 live births) high infant mortality (130 per 100,000 live births).

Maternal and infant mortality and morbidity is related directly or indirectly to nutrition. This factor cannot be overlooked considering the peculiar conditions prevailing in the Northern areas due to the harsh weather and scarcity of food and is one of the leading causes of ill health and death. Furthermore, the nutritional status is linked to the status of women and has implications on the health of the other family members specially the children.

The Northern areas are also plagued by limited health facilities trying to meet the needs of the people but the coverage in far-flung areas is low because of dilapidated infrastructure, poor communication and limited funds. To address the issue, Government of Pakistan is trying to foster partnerships with private sector. One such venture is with Social Marketing Pakistan for delivery of Family Planning services and contraceptives. Efforts are also underway to increase the number of female health care providers by Government of Pakistan and other agencies working in the region. Active stakeholders other than the GOP in the scene are Agha Khan Health Services (AKHS) and NGOs like Family Planning Association of Pakistan (FPAP).
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Inadequate Health Facilities: 

Pakistan government’s priority to health is reflected by the fact that less than 1% of the Gross Domestic Product was earmarked for health expenditure in 1998 in comparison to military spending. (HDR 2001, UNDP)  This is also due to the fact that a considerable percentage of the National budget is spent on debt servicing, a macro factor underlying the weak economic situation.

	                                            Causes of Maternal Mortality

· Delay in seeking care

· Delay in reaching an Emergency Obstetrics Care facility

· Delay in start of treatment due to non-availability of trained staff


The meager spending on health results in weak infrastructure and lack of trained health professionals especially in the far flung areas. Most of the population does not have access to health facilities. The population per hospital bed in Northern areas is 1210. In Northern areas and Chitral immunization of children and pregnant women is a joint venture of Govt. health Department and AKHSP. Such joint ventures between the public and private sectors need to be strengthened if the dream of providing accessible, affordable and quality health services to every citizen of Pakistan is to be realized. 

The different kind of health care facilities in the Northern areas and Chitral includes Hospitals, Medical centers, Extended Health centers, Dispensaries, Basic Health units and First aid posts. There are altogether 1077 of theses in number run by the government and Non Governmental Organizations
.

Moreover there is dearth of trained health professionals and this can be seen, as there are only 244 Medical Doctors and 2745 Para Medical staff available to provide health services in the entire Northern Areas.
Agha Khan Rural Support Programme (AKRSP):

AKRSP has been in the region for almost twenty years and is recognized internationally as a community based organization with the mission to alleviate poverty through promoting sustainable livelihoods of the mountain communities. AKRSP has fostered a network of almost 4000 local organizations where men and women have an opportunity to participate in a range of collective development initiatives.  These activities are related to constructing and maintaining infrastructure, managing natural resources and asset creation. The impact of these activities on health status of women has not been evaluated. Although AKRSP is not involved in delivering health services other programmes supported by government and Agha Khan Health Services are concentrating on delivery of health services to the vulnerable groups (especially mothers and children). This has been done to meet the pressing concerns and reduce the alarming health related ratios.

Training Traditional Birth Attendants: (An Experience of AKRSP in Baltistan)

In Baltistan one of the project areas of AKRSP, the infant mortality rate is 207 per 1000, which is much higher than the national that is 110 per 1000. Therefore AKRSP launched a project to train traditional birth attendants (TBAs) as an effort to improve the prevailing health indicators.

The objectives of the project were to:

· Provide village level skills to provide care to mother and child.

· Provide accessible quality services to pregnant women 

· To attempt to bring down the mortality rate of women and children.

The TBAs were trained in areas of Antenatal, Post-natal care, Childbirth, Family Planning and Childhood Diseases. The training had a dual advantage as far as the socio-economic conditions of women are concerned. Not only did the local women get access to quality health services such as antenatal care, vaccination for mother and child and safe delivery etc. but also the women engaged as TBAs found themselves occupied in a profession that was a source of sustained income. (75% of the TBAs trained are receiving compensation for their work in cash)

	                                            Impact of AKRSP’s initiative: 

Since the beginning of the TBA training package:

· 58 females have been trained across Baltistan 

· TBAs have done approximately 6 deliveries per month 

· 180 TBAs will be trained by the year 2007

· Mortality rate has decreased to 85 per 1000
, a sharp decline form the previous 207 per 1000

· TBAs will cover far-flung areas where there are no existing services



DEMOGRAPHIC AND HEALTH SURVEY OF NORTHERN AREAS (2000): 

This survey was conducted in two districts of Northern areas and Chitral district of NWFP, Pakistan. The baseline was conducted in 1986-87 and repeated in 2000 .The total AKHSP programme population in the Northern areas and Chitral is 0.47 million, living in scattered villages of varying sizes.

FINDINGS OF THE SURVEY:

The findings of this survey are very important and shed light on the health situation of the mountain women in the programme population of AKHSP. These findings also strengthen the belief that an investment in improving the general social conditions has great bearing on the health status of vulnerable groups such as women and children.

1. Population Composition:

Compared to the baseline the age group distribution shows a decline in birth rate and a decrease in the less than 5 age group plus an improved survival rate in children of the older age group. These figures point towards a greater acceptance of family planning methods and care for mother and child.

2. Housing Characteristics:

The available data points towards an improved quality of living conditions due to greater availability of civic amenities. 

Almost three fourth households have electricity; more than half have tap water and are using flush latrines. Three fourth houses still have an animal yard within the compound. Still in Chitral only 17% houses have stoves with pipes(smoke free homes). 
All these factors have implications on the health status of women as they spend more time at home cooking and taking care of the children.

3. Education:

The educational status both in Northern areas and Chitral has improved compared to the baseline survey.In Chitral only 1% of the married women were attending any formal education.This percentage has improved to 45% which is consistent with 1998 census report on female literacy 40%.

The improved educational status in general and that of mothers in particular has definite impact on the health status of mother and child.

The increasing female literacy rate in the region is the outcome of a synergistic effort of Government education department and Agha Khan Education Services.

GRAPH:
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4. Occupation:

The occupation picture shows a fairly small proportion of females engaged in any sort of paid jobs or businesses. This is due to limited job opportunities for women in the region. Among the married women 95% are housewives, 3% 0n job, 1.4% studying and 6% doing small businesses in homes.

With gradual awareness in the area and female literacy it is hoped that female social mobility will improve and more women will hold public jobs. This will be a step towards greater female autonomy and better health decisions.

5. Family Planning:

Knowledge about family planning has improved but still only one third women are practicing it.

A higher proportion is using permanent methods and IUD, pointing towards the fact that women are more interested in limiting the family once the desired family size is achieved and not in spacing. 

Temporary methods are not widely used because of the fact that women have preference for sons even at the cost of large families. Also there is dearth of trained female staff and accessible services plus a fear of side effects of temporary methods of family planning, specifically during breast feeding.

Family planning prevalence is 33% to 37%. The overall marital fertility rate has dropped from 8.43 to 7.3.

Age specific marital fertility rate
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6. Safe Motherhood: 

Data suggests an improved pregnancy care compared to baseline. Three fourth of the women who delivered received antenatal care (47.8%-83.9%), were delivered by a trained person and received TT vaccination (from 18%-81%).

The reproductive health care shows certain improvements as marriages taking place at early ages have reduced and the pregnancy outcomes as live births has increased (98.8%). Also the percentage of survival of children has improved considerably.

These changes reflect the increase in general awareness in the community discouraging early marriages and emphasis on providing care to the pregnant women.

Graph:

Age specific percentage of live births


[image: image4.wmf]0

5

10

15

20

25

30

15-19

20-24

25-29

30-34

35-39

40-44

45-49

Age group

Baseline

Survey 2000

Future Strategies:
The aspects raised in the paper examine the areas where emphasis can facilitate a better health care system for women by addressing their needs. The cost effective way of leading towards this is a comprehensive approach of reproductive health care. Perhaps priority may be attached to increase the community-based services focusing to meet the unmet need of family planning. In addition to it the capacity of the health providers and increasing the number of female health providers will assist in countering the socio-cultural barriers that women face in accessing the services. A focus may be given to the far-flung remote areas where women have to cope with a higher burden of disease. 

	Proposed Immediate Steps:


· Expand community based family planning services to meet the existing needs

· Train and support female health providers especially in rural areas

· Facilitate private sector involvement especially NGO sector

· Support women’s groups

· Facilitate male involvement in health programmes



In Pakistan the cadre of community based workers working under the National Health Workers Programme is a measure that exists as an opportunity. There number may be increased and investments in building their capacity to undertake education on aspects of health such as HIV/AIDS hepatitis, nutritional advice etc is suggested. Moreover the target should not be mothers but adolescent girls as they are the future mothers and represent a major group in population of Pakistan.

Due to enormity of the task private sector especially involvement of NGO’s and local development organisations may be encouraged. The public private partnerships can be built but the Government of Pakistan may facilitate regulatory arrangements and incentives to the public sector. AKRSP has fostered almost 4000 social organizations (Village and Women organisations) in Northern areas. The capacity of these organisations can be built around the respective health needs and in response they can serve the communities by providing services at the doorstep.

It may be noted that crucial for effectiveness of these programmes is the participation of women in planning and implementation. These pogrammes can bring a change but we need to review and identify approaches that reduce gender discrimination and improve the overall status of women. National strategies may need to give considerable emphasis to health interventions for women particularly during their reproductive years.

Conclusion:

Adoption of actions stated above could reduce the burden of disease and associated costs that the Government of Pakistan needs to address the exigency otherwise it will fall behind its Asian neighbors in human development. Not only that, but this will also endanger the prospects for future economic growth. We also need to strengthen institutions that permit the formation of policies targeted at improving the quality of life and standard of health for mountain women. There are no possible short-cuts and ready made solutions to the issues cited above - a concerted effort from all sectors is needed to address problem. So far government’s commitment is visible in the shape of Northern Health Project and other programmes related to health. Essentially these programmes have to be aligned to the community requirements especially women and possess considerable resources to respond to poverty, limited infrastructure, harsh geography and climate in the region. 
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