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Provision of Specific Contraceptive Methods

e While there is an impressive availability of condoms and oral contraceptive pills (OCPs) across the
major channels in the public sector and in pharmacies, figures dip when it comes to the supply of
injectables, which might have been expected to be more widely available.

e Only 10 percent of private facilities in urban areas and even less than that in the rural areas are
providing a combination of condoms, OCPs, injectables, and ECPs.

e Across pharmacies, 38 percent stock condoms and 29 percent stock OCPs in rural areas, but only 17
percent carry injectables in rural areas.

e Expanding the range of methods that can be provided and is available to different cadres will enable
existing channels to offer choice, which is critical aspect of expanding access.

e LHWs must be allowed to administer the first dose of injectables and carry ECPs, which would
immediately increase access to these methods, due to the sheer size of this cadre.

e Male dispensers, currently not allowed to provide FP services, are distributed widely, especially in rural
areas. Some way has to be devised to allow them to offer counseling and basic FP like condoms, oral
OCPs, ECPs, and injectables.

e Hakeems and homeopaths are providing FP in Punjab, Sindh and KP but they can be enabled to
increase the level of provision.
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Quality of Care

The quality of FP services may be more important than physical access. It is one of the most important
needs, from the client perspective, for enhancing utilization and sustained use of services.

= Although facility readiness for service provision is slightly better in the public sector, provider

attitudes and behaviors towards clients are much better in the private sector, attracting clientele.

Trainings in providing client-centered services should be an integral part of both pre- and in-service
trainings, and these should equip providers with the technical capabilities and skills to counsel
clients on a wide choice of methods.

Other aspects of quality of care also need to be considered and measures taken to ensure privacy,
respectful and friendly interactions, proper seating, cleanliness, and expanded timings.

Supply of Contraceptives in the Public and Private Sector

Public and Private Shares in Meeting Contraceptive Needs

Consumers’ main sources of contraceptives are pharmacies, shops, and commercial or NGO hospitals
in the private sector, and LHWs and larger public hospitals in the public sector.

Pharmacies are a key source of condoms, OCPs, and ECPs, but have a very low role in providing
injectables, IUDs or implants, while shops only sell condoms.

LHWSs are major sources for all three methods in their repertoire—condoms, OCPs, and injectables.

Public hospitals and private/NGO hospitals are the leading sources of injectables and IUDs; the
former is also a major source of OCPs.

Condoms are the only method for which we observe the expected pattern of wealthier clients
preferring the private sector, and poorer clients preferring public sources; for all other methods,
usage by wealth is mixed.

Supply Chain for Contraceptives and Stock Outs

In the public sector, incidence of contraceptive stock out remains high at service delivery points (SDPs)
across all sectors in Punjab, Sindh, and KP.

Efficient distribution of commodities is hindered by: requisitioning delays; lack of arrangements for
delivery from district stores to SDPs; rationing of supplies, especially in the case of LHWSs; and
inadequate use of electronic reporting systems, among other issues. There is some leakage to the
private market.

Ensuring that private providers have adequate stocks is a challenge across all methods, especially
injectables and long-acting methods, which are less available at pharmacies and cannot be self-
administered. Distributors are generally not interested in engaging directly with service providers,
except the larger facilities, so individual clinics have to be supplied through medical information
officers.
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Supply of OCPs, ECPs, and Injectables in the Private Sector
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Markets for Contraceptives

e The private condom market is maturing. However, commercial importers complain it is difficult to
compete against social marketing organizations (SMOs), especially due to their subsidized products
and the high profit margins they offer to retailers on some brands. Some importers are unable to make
adequate use of consumer goods distribution channels, restricting coverage of shops.

e |n the market for OCPs, ECPs, and injectables, low demand—mainly associated with side effects—and
the resultant low sales volumes are a key challenge. The need to address consumer fears about side
effects is acknowledged by all, but the job is not owned by commercial or social marketing entities.
One main local manufacturer claims to meet 70 percent of demand. Import of competing products is
restricted, and there is a narrower range of products and pricing options.

e Private supply of IUDs and implants is mainly through SMOs or NGOs, with negligible availability at
pharmacies. Demand is low, with fear of side effects perpetuated by inadequate counsel and follow
up.

e Presence and sales of all contraceptive brands is lower in rural settings. Distributors are less interested
because the rural market is diffused, and there are fewer licensed pharmacies and providers.
Pharmacists complain of stock outs and having to purchase from wholesalers.

e While a significant proportion of pharmacists and shopkeepers still believe it is religiously
impermissible to sell contraceptives, many are willing and eager to play a role in informing and
counseling clients.

Procurement by Provinces

¢ The governments of Punjab, KP and Sindh have started procuring contraceptives, which was previously
the responsibility of the Federal Government.
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Policy Landscape and Scale of Donor Investments

Positive Provincial Policy Commitments
e Post-devolution, provinces have demonstrated many positive changes to accelerate efforts to improve
access to FP services:

= There is visible provincial political commitment, including from Chief Ministers, and a consensus on
provincial FP2020 CPR goals;

= Provinces have in place FP-focused policies, and some have or are developing FP costed
implementation plans; and

= The provincial health strategies also give due importance to delivering FP services.

Need for a Focus on Policy Implementation and Coordination

e There is, however, an urgent need to focus on implementation of the policies, including through
stronger coordination mechanisms that monitor progress in policy implementation and make
adjustments, as needed, to ensure achievement of policy goals, including achieving FP2020 CPR goals.

e Coordination among departments, especially PWD and DoH, is weak, which is leading to less than
optimal complementarity and, at times, duplication of efforts.

The Fiscal Landscape for Family Planning Is Shifting

e While donors are supporting Pakistan and some provinces in particular in meeting their FP goals, donor
investments are not currently equitably distributed among provinces, leaving some provinces with little
funding for FP.

e Despite a budgetary crunch due to capping of federal funding that the provinces are to receive until
2018, through provincial bridge financing, the provinces have initiated a number of development
schemes.
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Location of Relevant Donor Interventions in Pakistan
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e The three major provinces are allocating more of their own resources for FP services. At the moment,
the lion’s share of allocations that can be utilized for FP is in the provincial Health programs.

Very recently, the provincial population welfare programs have increased their allocations for the
procurement of contraceptives, mainly for the public sector.

e Government spending on FP per capita has increased in Punjab, KP, and Sindh.

Remaining Provincial Challenges

e As the provinces accelerate efforts to reach their FP2020 goals, they face the following challenges:

Nearly 40 percent of areas are not covered by LHWs, posing a major obstacle in achieving universal
access to FP services, which will require a well thought out strategy to resolve.

While the provincial policies acknowledge a role for the private sector in delivering FP services,
mechanisms to operationalize private sector provision remain unresolved.

Communications efforts, especially in terms of reaching out to men and youth, are weak.

Provincial capacities need to be improved, particularly for preparing Annual Development Plans
(ADPs), to secure funding for development schemes.
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Recommendations

Based on the landscape, we are proposing 13 areas of major investments for addressing demand and
supply side challenges to FP in Pakistan.

1.

2
3
4.
5

© © N o

11.
12.

13.

Launch a transformative communication strategy targeting all stakeholders

Engage men with family planning information and services

Undertake youth-friendly approaches to reach the next generation with family planning information
Catalyze private service provision to expand access

Conduct implementation research and advocacy for task shifting to midlevel providers, male
providers, and traditional providers to expand access as well as choice

Groom pharmacies as the first stop for family planning advice and counseling
Introduce new methods while ensuring high quality of care

Ensure a strong supply chain of contraceptives for the public and private sectors
Support commercial marketing and distribution of condoms

Improve quality of counseling and method provision

Mainstream ownership of the family planning mandate in the health system

Develop a multi-sectoral coordination mechanism for provincial policy implementation and underpin
strategies with strong monitoring, evaluation and learning

Prioritize family planning at the highest policy levels and in investments

Further elaboration of these recommendations is provided in Chapter 6 of the report.
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Chapter 1
Introduction

Rationale for the Study

This report presents the findings of a landscape analysis of the family planning (FP) situation in Pakistan,
which was carried out by the Population Council in 2015-2016 with the support of the Bill and Melinda Gates
Foundation. The landscape analysis assesses both demand side barriers and supply side shortcomings and
provides a comprehensive assessment of consumers, contraceptive service provision, contraceptive supply,
and policy and regulations. The primary aim of the landscape analysis is to identify opportunities for
investment, including the private sector, that could catalyze an escalation in contraceptive prevalence,
enabling Pakistan to meet its FP2020 goals.

Background

Within the past year, after the 18t"Amendment and recent advocacy efforts that culminated in a landmark
consensus statement by policymakers and religious leaders at the 2015 National Population Summit, the
policy environment affecting FP in Pakistan has improved. Provincial governments are beginning to take
more responsibility for FP, and provinces have set their own FP2020 goals; are drafting their respective
population policies; and have allocated resources for purchasing contraceptive commodities beyond 2015.
The federal government’s rising awareness of the consequences of rapid population growth and high fertility
is manifested in its allocation of additional resources for efforts to lower population growth.

Pakistan faces a number of challenges for increasing modern contraceptive use. In the last five years, there
have been a few encouraging signs, such as approximately four million additional current users of
contraception, and a growth in the share of male methods in the method mix, indicating men’s more positive
attitude towards FP. At the same time, while 55 percent of currently married women of reproductive age
(WRA) have tried a FP method at some point in their lives, only 35 percent are currently using any method,
and only 26 percent are using modern methods. Discontinuation rates are very high, especially for the
intrauterine device (IUD) and use of hormonal female methods is either stagnant or declining. At the same
time, a high level of unmet need persists, showing only a slight decrease in the last five years, and this need
is not restricted to rural areas but also exists in urban areas. Meanwhile there are around 2.1 million
abortions annually to avoid unwanted pregnancies.

The high abortion rate, high unmet need, increasing prevalence of traditional method use, and high
discontinuation levels are signs that the market is failing consumers of modern contraception.

There is a daunting gap in service coverage in most parts of the country, including a semi-functional public
health sector that is not fully responsible for FP in its service package, along with sub-optimal provision of
FP in the private sector.

The landscape exercise begins with an examination of the demand-side barriers—identified from the
perspectives of various segments of potential consumers, including both married men and women, and
younger people—that contribute to the persistence of unmet need, high levels of discontinuation, and rising
preference for the less reliable traditional FP methods. This component of the study complements the
secondary data-based Consumer Profile submitted earlier to the Gates Foundation.

The analysis of demand side barriers is followed by a comprehensive assessment of service coverage within
the public and private sectors in three Pakistan provinces and, specifically, eight major cities, focusing on
constraints to access, limitations of contraceptive choice, other obstacles, and opportunities for expanding



access and choice. The roles of the commercial sector, social marketing organizations, and NGOs, and the
public sector in delivering FP services are explored, and the issues hindering availability of contraceptives
at public and private sector service and method delivery channels are identified. The study then looks at the
policy environment affecting FP, as well as the investment priorities of the governments and donors.

Study Objectives

The five objectives of the landscape exercise are to:

e Provide a comprehensive assessment of the coverage of FP services, the constraints of different
segments of consumers, the limitations of contraceptive choice, particularly out of pocket costs of
contraceptive methods, and opportunities to expand access and choice in the three provinces of
Pakistan through a market segmented approach;

¢ |dentify, analyze, and address supply and demand barriers both in the public and private sectors;

e Assess the market for commodities and services for FP—especially suppliers’ perspectives;

e Assess the policy landscape and scale of donor investments in FP; and

e Make suggestions about future FP strategies and areas of investment in three provinces in Pakistan.
To further elaborate the objectives, the landscape analysis included six components:

1. Consumers: Construct a profile of consumer demand for FP, including barriers and facilitators to
increasing demand.

2. Contraceptive Methods: Analyze current method mix, potential for shifting method mix, and the service
channels that do, or could, provide those methods.

3. Contraceptive Method Pricing: Document cost to consumers of each product in the public and private
sectors, assess people’s willingness to pay for those services, and cost barriers to FP.

4. Contraceptive Marketing: Analyze the method-specific facilitators and barriers to marketing of
contraceptive products.

5. Contraceptive Service Provision: Map and analyze the current main service and method delivery
channels and describe their potential for growth.

6. Regulation, Policy, and Donor Coordination: Describe the policy, regulation, and donor environment as
it impacts and curtails contraceptive use, marketing, and service delivery.

Methodology

This landscape analysis was carried out in 2015-2016 in eight districts of three provinces of Pakistan,
including Peshawar in Khyber Pakhtunkhwa (KP); Rawalpindi, Faisalabad, Lahore, and Multan in Punjab;
and Sukkur, Hyderabad and Karachi in Sindh. The landscape analysis focused on eight cities—Peshawar,
Rawalpindi, Faisalabad, Lahore, Multan, Hyderabad, Sukkur, and Karachi. In addition, we conducted
investigations at one town and one rural location within one district in each province, specifically, Peshawar,
Faisalabad, and Sukkur, and the availability of FP services was mapped in its entirety in these three districts.
A total of 14 locations were thus studied for a comparative perspective. These are shown in Figure 1.1.



Figure 1.1: Locations Covered Under Landscape Assessment
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To meet the objectives of the landscape analysis and to provide evidence for the six components listed
above, multiple forms of data collection and secondary analysis were undertaken, including:

e Secondary data analysis,

e Qualitative study of consumer demand for FP,

e Mapping and assessment of health facilities,

e Qualitative study of contraceptive supply in the private sector, and

e Review of the policy environment and donor mapping.
The methodology adopted in each component study is outlined in the following sections.

Secondary data analysis: This analysis included data from the Pakistan Demographic and Health Survey
(PDHS) data series, Pakistan Social and Living Standards Measurement Survey (PSLMS) 2014-15 and
Multiple Indicator Cluster Survey (MICS) Punjab and Sindh (2014). Exhaustive analysis of data provided a
complete background for understanding the FP situation in Pakistan, particularly from the consumers’
perspective, in terms of preference and behaviors surrounding current use, discontinuation and unmet need
for spacing and limiting, sources of contraceptive methods, and method use by different segments of
consumers by province, residence, wealth, education, and other demographic characteristics.



In addition, a number of recent Population Council studies concerning FP were covered in the analysis:

e The Availability and Quality of FP Services across Eight Districts in Pakistan: The Potential and the
Constraints

e |nvestigating the Low Patterns of Modern Contraceptives Use in Pakistan
e Birth Spacing and FP Uptake in Pakistan: Evidence from FALAH
e Role of Private Sector in Delivering Birth Spacing Services in FALAH Districts

e Post-Abortion Care in Pakistan: A National Study

The secondary data analysis has been documented in a separate report, Consumer Demand for FP in
Pakistan: Review of Secondary Data—Landscape Analysis of FP Demand and Delivery in Selected Areas of
Pakistan (2015).

Qualitative study on consumer demand for FP: A comprehensive qualitative study was conducted based on
in-depth interviews (IDIs) and focus group discussions (FGDs) with married men and women and single
youth, including both school-going and out-of-school girls and boys. The purpose of the study was to extend
and deepen the consumer profile developed during the secondary analysis, and further probe demand for
FP, current and potential consumers’ social networks and communication channels, barriers of different
segments of consumers, including financial barriers, and to collect consumers’ receptivity to the relatively
new methods, specifically, the Standard Days Method (SDM), Sayana® Press, implants, and emergency
contraceptive pills (ECP). In addition, assessment of youth perspectives on FP and how youth should be
involved in communication programs, was a unique feature of the study.

The qualitative study covered all 14 study locations, with 257 IDIs and 84 FGDs conducted with 1,013
respondents, including men, women and youth. For data collection, facilitation was sought from a variety of
channels, such as the health and population welfare departments and NGOs in the study area.

IDIs and FGDs with men and women: IDIs with currently married men and women (not couples) focused on
their method-specific use as current and past users; a few males never users were also interviewed to
identify reasons underlying non-use and unmet need. The main purpose of the IDIs was to learn about
method-specific experiences of different segments of users in terms of access, sources, role of influencers
in making the decision to use a particular method, side effects, management of side effects, cost, etc. FGDs
were conducted separately with men (166 men participated in 20 FGDs) and women (213 women
participated in 22 FGDs) at community level from cities and rural and town areas. These discussions were
conducted to understand community preferences and perceptions about existing as well as new FP
methods.

FGDs with boys and girls: Breaking the mold of previous studies in Pakistan that focus on married women
and men, the study also sought the perspectives of single young people (aged 16 to 20 years), including
school-going as well as out-of-school boys and girls, to explore the perspectives of these future potential
users on FP. A total of 206 girls and 171 boys participated in 22 and 20 FGDs, respectively.

Table 1.1: Number of IDIs and FDGs by location

Faisalabad  Multan Lahore Rawalpindi Peshawar Karachi Sukkur Hyderabad Total

» Women 33 23 18 6 49 26 34 0 189
S Men 14 6 12 3 13 7 13 0 68
Women 4 2 4 2 4 1 4 1 22
2 Men 4 1 4 1 3 2 4 1 20
2 Gins 4 3 3 1 4 2 3 2 22
Boys 4 2 2 1 4 2 3 2 20

Findings of this study are presented in Chapter 2 of this report.



Mapping and assessment of health facilities: This study used a questionnaire, based on a hand held device,
to assess the numbers and locations of FP services in Faisalabad, Sukkur, Peshawar and three towns of
Lahore (Samanabad, Data Gunj Bakhsh, Shalimar). A total of 12,496 interviews were conducted under this
huge exercise. The exercise was essentially a census of health facilities (7,180) and pharmacies (5,316)
available in the districts to analyze their status in terms of providing FP services in both public and private
sectors. The presence of LHWs was mapped, though these workers were not interviewed in these districts.
Information about facility timings, amenities, staff availability, stock availability and its sources, readiness
of health facilities and service providers to provide FP services was also collected. The primary aim of this
undertaking was to examine the availability of FP services and the potential to expand coverage further.

The Population Council used Android-based mobile devices to collect data through face to face interviews
with healthcare providers and pharmacists. Data collection through mobile devices provided instant access
to data being collected in the field to study manager, and greatly helped in monitoring the field to improve
data quality. Since data uploading was instant, the online monitoring of the data and movement of the field
teams helped in ensuring speed and quality of data collection. Data was downloaded and exported into Excel
for initial cleaning, etc., and then exported to SPSS for detailed analysis.

Table 1.2: Number of Public/Private Facilities and Pharmacies Covered in the Four Study

Districts*

Sector Faisalabad Lahore Peshawar Sukkur Total

DoH 106 75 55 90 326
PPHI/PRSP 177 - 52 30 259
PWD 86 23 63 44 216
LHWs** 2246 225 863 887 4221
Private 3906 1355 628 490 6379
Pharmacies 1945 819 2175 377 5316

*Mapping and assessment of health facilities was not carried out in the districts of Rawalpindi and Hyderabad
**LHWs are located and not interviewed.

Chapter 3 presents the findings of this extensive study.

Apart from this recent assessment of health facilities, the Population Council has also conducted this
exercise in 35 other districts of Pakistan, including Karachi and Multan. Data for these two districts are
presented in the district profiles developed under this landscape assessment. The assessment in Karachi
was conducted in seven towns during 2009 and 2010, covering a total of 3,995 health facilities including
Gadap Town (802 facilities), Lyari Town (395 facilities) and Orangi Town (767 facilities), Gulberg Town (376
facilities), Liagatabad Town (549 facilities), North Karachi Town (596 facilities) and North Nazimabad (510
facilities). The exercise in Multan district was conducted in 2010, covering 6,465 health and reproductive
health (RH) facilities.

Qualitative study of contraceptive supply in the private sector: This study was carried out in Lahore,
Faisalabad, Karachi, Sukkur, and Peshawar. Qualitative in-depth interviews were conducted to seek insights
about the availability of contraceptive products and their supply flows and constraints. In particular, this
study focused on the less known private sector contraceptive supply system.

A total of 186 IDIs with providers were conducted to assess supply of contraceptives as well as their stated
constraints and bottlenecks. Interviews were conducted with representatives of nine major contraceptive
importers, manufacturers, and social marketing organizations; 10 major distributors and 18 wholesalers;



and owners or staff at 24 pharmacies, 24 general stores, and 22 paan shops (kiosks), including outlets that
were selling contraceptives as well as those that were not.

Since service providers are a crucial link for exerting a “pull” for contraceptive products in the private sector,
25 male and female doctors, 18 Lady Health Visitors (LHVs), 16 dispensers, and 20 hakeems and
homeopaths were also interviewed, including providers as well as non-providers of FP services.

Tables 1.3 and 1.4 present the numbers of IDIs conducted during the study by location and respondent.
Chapter 4 presents the findings of the study.

Table 1.3: Number of IDIs with Private Stakeholders in Contraceptive Supply

Respondent Faisalabad Lahore Peshawar Sukkur Karachi Total
Manufacturer/ Importer/SMOs/NGOs - 1 - - 8 9
Distributer 2 2 2 2 2 10
Wholesaler 4 4 4 4 2 18
Pharmacy 6 2 6 8 2 24
General store 6 4 6 6 2 24
Paan shop 4 2 6 6 4 22
Total 22 15 24 26 20 107

Table 1.4: Number of IDIs with Private Service Providers

Respondent Faisalabad Lahore Peshawar Sukkur Karachi Total
RMP (male) 4 1 4 3 1 13
RMP (female) 2 1 3 3 3 12
LHV 4 2 4 4 4 18
Dispenser 4 2 4 4 2 16
Hakeem/Homeopath 6 2 6 4 2 20
Total 20 8 21 18 12 79

Review of the policy environment and donor mapping: This exercise was conducted to identify policy and
programmatic gaps and map donor investment in Pakistan. The analysis of the policy environment examines
the current FP policy with regards to the Health and Population sectors, existing legislation to improve the
health and wellbeing of women and families, and the regulations being applied to standardize public private
sector services. The analysis commenced with a desk review of population and health policies and
strategies; growth strategies, vision documents, and related road maps; relevant legislation; relevant reports
and publications. This review was followed by qualitative interviews with key stakeholders, including senior
policy makers, representatives of donors, development partners, and NGOs, commercial sector
representatives, government officials, program managers, etc. (A complete list of the 41 stakeholders
interviewed is presented in Appendix 1.)

The donor mapping activity was carried out to identify the major donors who are working in Pakistan in the
area of RH and FP and to geographically map the major projects and activities being implemented in each



province and district. The methodology included a desk review of existing donor profiles developed by UN
agencies and information available on donors’ websites. This helped identify and list those donor
organizations with a social sector mandate. These organizations were then approached and the existing
information was verified and expanded through face-to-face and telephonic interviews. A pro forma
questionnaire was also sent out that was duly filled in by the relevant representatives of the development
partners to get information about their existing donor supported projects, the thematic focus being pursued
in the area of FP and RH, the geographical areas by province where they are working, a brief description of
the project activities, implementing partners (if any), and the total budget allocated.

Findings of the policy analysis and donor mapping activity are presented in Chapter 5 of this report.



Chapter 2

Use of Family Planning: Barriers and Potential
for Growth among Different Consumer
Segments

It is estimated that Pakistan’s population of 191 million currently includes 48.2 million women of
reproductive age (15 to 49 years old), of whom 31 million are currently married. This number, which virtually
represents the total potential FP market, has increased from 24.4 million in 2007 (Population Council
projections 2015).

At present, the majority of currently married women of reproductive age (WRA) are not using any FP method.
Pakistan’s contraceptive prevalence rate (CPR) is 35.4 percent, including users of modern contraceptive
methods (26.1%) and of traditional methods (9.3%). The remaining 64.6 percent of currently married WRA
are non-users, though not always by choice; according to the Pakistan Demographic and Health Survey
(PDHS) 2012-2013, 20.1 percent of currently married WRA have unmet FP need. In other words, of the 31
million currently married WRA in Pakistan, eight million are using modern contraceptives, 2.9 million are
using traditional FP methods, and an additional 6.2 million WRA have unmet FP need.

Figure 2.1 shows that, between 2007 and 2015, the number of current users of contraception in the country
rose by 3.7 million, with 2.7 million women adopting modern FP methods, and another 1 million joining the
pool of traditional method users. However, a larger number of users—4.9 million—had tried to use FP during
this period. The 1.2 million women who did not continue use joined the ranks of past users, which swelled
from 4.7 to 6 million. Meanwhile, the number of women with unmet need declined by only about half a
million women.

Figure 2.1: Estimated Numbers of Currently Married Women in Pakistan by Never, Ever, Past,
and Current use of Contraceptives and Unmet Need, 2007 and 2015
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In percentage terms, current use of both modern and traditional methods has increased, and unmet need
has declined by about 5 percentage points, despite an increase in the number of currently married WRA
(Figure 2.2). Never use has also declined as ever use has risen, indicating that a rising proportion of women
is giving FP a try. However, the proportion of past users has crept upwards, which means the trend of
discontinuation remains strong, steadily offsetting the gains achieved in taking new users on board and
reducing unmet need.



Figure 2.2: Percentage of Currently Married Women in Pakistan by Never, Ever, Past and
Current Use of Contraceptives and Unmet Need, 2006-07 and 2012-13
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The persistence of unmet FP need, combined with fairly high willingness to try FP at least once
(demonstrated by growing ever use) and a consistently high rate of discontinuation (demonstrated by the
stable rate of past use), raises many questions about the factors that motivate couples to try FP and
persuade some of them to stay in the market as users while compelling others to discontinue prematurely.
To answer these questions, and better understand the potential for expanding the FP market, this study
segmented consumers by their use status into 1) current users, 2) never users, and 3) past users, and then
looked within each segment at the form and extent of unmet need; the profile of potential users; and the
barriers hindering them from meeting their FP need. In view of the persistent high levels of discontinuation,
current users and the challenges they experience in continuing the use of modern methods are also
explored. This is followed by a discussion of the measures men and women say should be taken to help
them adopt—and maintain use of—modern contraceptive methods. In the end, the section touches on
receptivity to FP among the next generation of consumers—the youth—and the ways in which they would like
to be equipped with information for future FP use.

Assessing Unmet Need among Past, Never, and Current
Users

As mentioned, among the 31 million currently married WRA in Pakistan, 35.4 percent are current FP users,
19.4 percent are past users, and 45.2 percent are never users. Both past users and never users can be
further divided into two categories: women with unmet FP need, and women not interested in FP. Those who
have unmet need, whether past users or never users, are potential users inasmuch as they do not require
convincing to adopt FP; they are, so to speak, the low-hanging fruit of the FP market. A third category of
potential users is comprised of current users of traditional methods, who could be persuaded to shift to the
more reliable modern contraceptive methods to meet their FP needs.

Figure 2.3 shows the relative proportions of these consumer segments. The potential segments—never users
with unmet need, past users with unmet need, and current users of traditional methods—comprise 10.2
percent, 9.9 percent, and 9.3 percent respectively, i.e., 29.4 percent collectively, of currently married WRA.



Figure 2.3: Growth Potential among Current, Past and Never Users of FP in Pakistan
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In number terms, as shown in Figure 2.4, potential consumers include 3.1 million never users with unmet
need, 3.0 million past users with unmet need, and 2.9 million current users of traditional methods. Adding
these 9 million potential users would more than double the current number of modern contraceptive users
(from the present 8 million), and raise the national modern contraceptive prevalence rate (mCPR) to 55.5
percent.

Figure 2.4: Number of Potential Users of Modern Contraceptives among Current, Past, and
Never Users
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Where Potential Users Reside

The majority—65 percent—of Pakistan’s population resides in rural areas, and this pattern is reflected among
potential users (Figure 2.5). Calculations for each consumer segment suggest that, out of the 9 million
potential users, about 6 million live in rural areas, including 2.4 million never users with unmet need, 2
million past users with unmet need, and 1.6 million current users of traditional method users. The remaining
three million potential users reside in urban areas, and here the relative sizes of the potential segments are
reversed, with current users of traditional methods comprising the majority (1.2 million), followed by past
users with unmet need (0.9 million), and never users with unmet need comprising the smallest potential
segment (0.7 million).

Figure 2.5: Potential Users of Pakistan by residence
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Notably, in terms of numbers, the pool of potential users also mirrors other dominant demographic features
of the national population: the majority live in Punjab (home to 57 percent of Pakistanis), are 25-29 years
old, and have no education.

Motivation for Using Family Planning

A number of ideational factors underlie the desire to use FP among potential users, and the dominant factors
and their intensity varies by across districts and urban and rural areas, as shown in Table 2.1.

Economic pressure is a common, and strong ideational factor that makes men and women from all segments
amenable to birth spacing and limiting. The media is also a common positive influence across all segments,
although it is not as strong a factor as inflation.

In rural areas, the presence of and visits from LHWs constitute a strong factor affecting the perspectives of
men and women about FP. LHWs have gained huge respect and trust of communities and are a major source
of birth spacing methods in rural areas.

Female education and involvement in economic activity are further factors that are positively associated
with FP among educated and uneducated women, and poor and middle income segments, and in major
cities such as Lahore, Sukkur and Karachi. In addition, in Peshawar and Karachi, the provision of FP
information and services by NGOs also influences couples’ FP behavior.

In urban and rural Peshawar, religion exerts a negative influence on perspectives of men and women on FP,
mainly due to limited knowledge, which results in confusion regarding the permissibility of FP in Islam.
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