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Introduction
Though Pakistan has enjoyed some success on a select number of health issues since its 

independence in 1947, yet it does not fare well on many key measures of Maternal and Newborn 
Health (MNH).  With estimated population exceeding 180 million, Pakistan is the sixth most 
populous country in the world, and with the current natural population growth rate of about 2% is 
projected to become the fifth most populous country in the world by 2050 [1]. Moreover, Pakistan is 
among the three developing countries with highest Maternal Mortality Rate (MMR) with substantial 
rural-urban differential in maternal mortality (319 versus 175 per 100,000, respectively) [2].

The available evidence highlights that majority of maternal deaths occur at the time of delivery 
taking place in absence of skilled care and more than half of the deliveries are home based [3]. In 
addition, 24% pregnant women in Pakistan still receive no antenatal care at all and 38% do not have 
postnatal check-up after delivery. There are also wide disparities between urban and rural areas in 
addition to the fact that poor and illiterate women are less likely to avail antenatal and postnatal care 
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Abstract

Background 

High fertility, ill-timed and unwanted pregnancies, closely spaced births and slow as well as limited utilization 
of Family Planning (FP) services, despite the huge demand for such services, are well documented contributors 
to maternal and child mortality and morbidity. Moreover, there are wide disparities between urban and rural areas 
with worst maternal and child health indicators being in poor and rural areas. This paper describes the overall 
rationale, design and baseline population metrics of the research project “Evidence for Innovating to Save Lives”.

Methods 

A multi-year operational research quasi-experimental (pre and post intervention with control) mixed method 
study with sequential implementation at design level was employed in eight districts of Sindh, Punjab and 
Khyber Pukhtoonkhwa (KPK) provinces using two separate interventions. The cross-sectional baseline (or pre-
evaluation) survey was conducted both in proposed intervention and control areas with a total of 5566 married 
women of reproductive age (15-49 years) to capture contraceptive practice, behaviour and future intentions

Results 

More than 11% of the respondents reported as currently pregnant and out of those around 40% in the 
intervention arms and more than 30% in control reported that they did not want to get pregnant. Around 45% 
of respondents in both interventions arms and more than 35% in control did not wanted any more children. 
Only 30% of the respondents from Suraj intervention, 14% of the women in CMW intervention areas and 24% 
in the control arm were using any modern contraception and majority cited affordability, quality and short term 
effectiveness as reasons for using these methods. Across all study sites, condoms followed by injections and 
pills were the common method while only around 3% reported IUD use. About two thirds of the women currently 
not using contraception in intervention and more than half in control areas expressed their intention to use 
contraception in future.

Conclusion

The baseline findings demonstrate a huge need for contraception, desire to space births and willingness of 
the majority of women to avail FP and birth spacing services. 

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
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[1]. Pakistan also reports a very high Infant Mortality Rate (IMR) of 
74 per 1,000 live births and under-five mortality rate of 89 per 1,000 
live births [1].

Despite of the evidence that modern family planning can 
efficiently and cost-effectively reduce maternal deaths [4], improve 
maternal and child health [5] and lengthen inter-pregnancy intervals 
[6,7], yet millions of women do not have access to family planning 
services despite their desire to avail such services. According to 
the latest nationally representative estimates, 5.6 million women of 
reproductive age in Pakistan have an unmet need for family planning 
[1]. Deficits in contraceptive coverage lead to unwanted pregnancies, 
which consequently result in around a million abortions often in 
unsafe and life-threatening conditions [8]. 

In spite of almost universal prevalence of knowledge about 
family planning methods, overall contraceptive use is very low. 
Though the latest Demographic Health Survey (DHS) reported 
overall Contraceptive Prevalence Rate (CPR) at 35%, but the major 
contributor among the method mix is the use of traditional methods 

levels of modern FP use in rural areas continue to remain very low 
(23%) compared to 32% in urban areas. Women from the poorest 
households have the lowest CPR (18% in lowest to 32% in highest 
wealth quintile [1]. Similarly, women with no education are less likely 
to use contraception.   

There are a number of structural and socio-cultural issues that 
pose a challenge to improving maternal and newborn (MNH) related 
status in Pakistan. For example, the average distance to a reproductive 
health facility in rural areas is almost four times the distance in 
urban areas [2], making access to services for rural women without 
transportation or funds extremely difficult. It is also noteworthy 
that despite a large Government network of primary, secondary, and 
tertiary care facilities in many areas throughout the country, as well as 
the existence of a large national Lady Health Worker (LHW) program, 
more than 70% of the population seeks healthcare in the private sector 
and pay out of pocket [2].

In addition to structural issues that might impede physical access 
to services, the dynamics of decision-making between a husband and 

Intervention Primary outcome Secondary outcome

Suraj model Uptake of modern contraceptive methods Knowledge of contraceptive methods

Community MidWives model Uptake of modern contraceptive methods Knowledge of contraceptive methods

Box 1: Primary and secondary outcomes

Indicators

Provinces

Sindh Lower Punjab Khyber-Pakhtunkhwa

Intervention Control Intervention Control Intervention Control
Naushero

Feroze
(Suraj or 

Intervention A)

Nawabshah
Khanewal
(Suraj or 

Intervention A)

Pakpattan
(CMW or 

Intervention B)

Rajanpur
(CMW or 

Intervention B)
Bahawalpur

Haripur
(Suraj or 

Intervention A)
Abbottabad

Estimated population 
size 1,087,571 1,071,533 1,286,680 2,068,490 1,103,618 2,433,091 692,228 880,666

% of female Pop. Age
15-49 22.2% 22.6% 21.9% 22% 20.2% 21.4% 23.8% 23.7%

CPR (modern 
method) 20.8% 15.4% 17% 19% 11% 24% 29.7% 29.1%

% literate 39.1% 34.1% 49% 42% 34% 37% 53.7% 56.6%

% of households with 
electricity 69.3% 75.5% 68% 76% 59% 50% 76.3% 75%

% of households with 
access to potable 

water
23.6% 23.6% 12% 15% 8.5% 16% 49.6% 29.9%

No. of UCs 51 50 101 64 47 108 45 46

Table 1: Details of intervention and control areas/districts

[1]. Modern contraceptive methods, which have been documented 
to be highly effective means of preventing pregnancies in order to 
ensure healthy timing and spacing of births, only account for 26% 
of use in Pakistan. In addition, Pakistan shows very little uptake of 
long acting reversible contraceptive methods while short term and 
permanent methods have greater utilization [9]. Moreover, the overall 

wife also create barriers to access [10]. Family planning (FP) is one 
of the most difficult topics to discuss, particularly among males, and 
men in conservative and patriarchal societies have the final decision-
making power regarding most issues, including reproductive health 
[11-15]. However, there have been very few efforts to target men 
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Study Design

To promote modern family planning in among underserved population groups, Marie Stopes Society (MSS), implemented a 41-month (including 24 months 
of intervention) operational research study project titled ‘Evidence for Innovating to Save Lives’ in eight districts of Sindh, Punjab and KPK provinces in Pakistan 
(refer to Table 1).

This is a prospective quasi-experimental mixed-method triangulation ‘before and after with control’ study with sequential implementation at design level in 
5 intervention and 3 control districts of Sindh, Punjab and KPK provinces.  As part of the main study, a smaller nested  24-month prospective cohort of family 
planning users in 5 intervention districts were followed [31,32].

Utilizing promising Demand-side Financing – (DSF) and Social Franchising approaches, two birth spacing models will be implemented to achieve key 
outcomes related to HTSP including Intervention A which is a mid-level private health provider model (branded as Suraj means Sun in English) – partial social 
franchising model with demand-side financing through free vouchers and Intervention B is Family Planning integration in existing public-sector led MNCH 
services provided by Community Midwives (CMWs). 

Additionally, the study will assess and compare the effectiveness and efficiency of the two birth spacing intervention models with a control group in achieving 
key outcomes related to Healthy Timing and Spacing of Pregnancies (HTSP). 

In Intervention A (Suraj), local mid-level providers will be identified and trained in giving both short and long term family planning services, with Infection 
Prevention (IP) and strong counseling being key features. In addition, these Suraj providers will be given intra-uterine devices (IUD) insertion and removal kit, 
and a Female Community Mobilizer (FCM) for highlighting their services in the community via door to door visits along with Suraj franchise brand from MSS.  
Furthermore, they will be provided demand generation tools in the form of vouchers for IUD. These vouchers will be used to provide free of cost IUD services 
to poor clients following poverty ranking criteria. 

The Invention B model (CMWs), will have a similar layout minus the voucher and the branding facilities. The purpose here is to compare these models’ 
service provision results with their control districts where no such organized interventions were established.  

Intervention Components:

A) Suraj model - intervention arm

MSS established a private health providers’ network branded as 'Suraj' (meaning 'Sun' in English) in the intervention districts [10]. The model is a 
partnership between MSS and private local health service providers (mainly mid-level) for the provision of quality contraceptive services. Ten Suraj providers 
per district were selected. Each Suraj provider operated a health care facility, covering a population ranging from 12-16,000 that resided within a 3-4 km 
radius around the heath facility. The Suraj providers were located at an average distance of 40- 50 km from District Head Quarter (DHQ) hospitals. In order to 
minimize any spill-over effect between areas of Suraj providers, it was ensured that the minimum distance between two providers was large enough.

The selection and training of Suraj providers was a three step process. First, mapping of districts was conducted to ascertain the existing number of 
health care facilities and providers in a given district. Second, providers were selected for training by arranging individual meetings with MSS field teams and 
collection of information on provider eligibility criteria (see Box 2) [10]. For the details of Suraj intervention components, refer to Box 4.

Third, Suraj SF providers were imparted training to improve their skills for provision of quality FP services, and enable them to look after the business side 
of their ventures.

The focus of this intervention was promotion of Long acting reversible contraceptive – given the negligible and stagnated use of IUD. The vouchers were 
only kept for IUCD. However, the services were provided to all MWRA willing to use any form of contraception. Keeping in view of history data, women in 
Pakistan prefer to undergo Tubal ligation after completion of desired family size. On the other hand, solely targeting nulliparous women is a gigantic challenge 
in the country. Hence, the younger women were selected by setting these criteria who presumed to have preference for long term method.

Box 2

either through advocacy or targeted behavioral interventions [16-18].

Study Rationale
Recognizing the limitations of the public sector, preferences of 

clients and need for effective FP service provisions, the World Health 
Organization (WHO) has emphasized on using private sector to 
promote modern methods of family planning [19]. 

Hence worldwide, the reproductive health clients are expressing 
high desire for the franchised health establishments [20]. Especially in 
Asian, African and the South American continents, social franchising 
with complemented with demand side financing (commonly known as 
vouchers) have worked very well [21-25]. Voucher programs have also 
proven to be a practical option in providing and improving utilization 
of quality FP services to the underserved [25-36].

Marie Stopes Society (MSS), a local non-governmental organization 
originally tested its own form of social franchise intervention known 
as Suraj (i.e., in English, Sun, a brand name provided to the clinics 
of the trained franchise providers of MSS) in 2008 to improve the 

reproductive health of women living in underserved communities and 
also examined the feasibility [25]. The initial results were supportive and 
showed documented increased modern contraceptive uptake especially 
of long-term reversible IUD in the few underserved communities in 
Punjab and Sindh provinces [25,26].

With some alterations to the originally piloted model [25,26], Marie 
Stopes Society (MSS) - Pakistan, implemented a multi-year operational 
research project titled ‘Evidence for Innovating to Save Lives’. The 
project aimed to explore effective and viable intervention models to 
promote healthy timing and spacing of pregnancies in predominantly 
rural and under-served communities of Sindh, Punjab and Khyber 
Pakhtunkhwa (KP) provinces in Pakistan, refer to Table 1 [31,32].

This present paper therefore describes the overall research design 
and the baseline survey findings. The outcomes of the proposed 
intervention will be presented in a separate paper which is presently 
under review in the same journal. The baseline findings were 
expected to guide the operations research project implementation and 
programmatic decision making to ensure that the project was on-track.
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BOX 3: Provider eligibility criteria - Suraj intervention model

•	 Provider should be female (preferably married) aged 18-35

•	 Preference was for non-MNCH midwives, however if none were available LHVs, nurses or Lady Health Workers (LHWs) were considered for inclusion

•	 Provider had at least ten years of education, preferably with science subjects

•	 Experience of working in the community

•	 Preference if provider was a native and practicing in the same area

•	 Had more than two years of work experience in FP/RH

•	 Provider was willing for partnership, expansion of quality services and business

•	 Provider was willing to be checked for her work, report, audit etc.

•	 Provider was willing to provide the physical infrastructure to meet the basic needs of a standard FP service Centre such as privacy for clients, proper place for 
examination, waiting area, enough ventilation and light arrangement and a sterilization area

b) CMW model - intervention arm

In contrast to the Suraj model, the CMW intervention model was an arrangement between MSS and CMWs for the provision of quality contraceptive 
services in the community. We obtained a list of CMWs from the MNCH program and ten CMW providers for each district were selected. Each CMW provider 
covered a population ranging from 7000-12,000 that resided within a 3-4 km radius around the facility which is operated by a provider. The CMW providers 
were located at an average distance of 40-70 km from the main government hospital. The selection of CMW ensured a minimum distance between any two 
CMW providers in order to minimize any spill-over effects. The selection and training of CMW providers was also a three step process similar to that adopted 
for Suraj providers CMW provider eligibility criteria are listed here (Box 3). For the details of CMW intervention components, refer to Box 4.

BOX 4: Provider eligibility criteria - Suraj intervention model

•	 Permanent resident of rural areas

•	 Female, preferably married between 18-35 years of age

•	 Had at least ten years of education, preferably with science subjects

•	 Experience of working in the community

•	 Certification with Pakistan Nursing Council (PNC) and registered with MNCH

•	 Willing for partnership, expansion of quality services and business

•	 Willing to be checked for her work, report, audit etc.

•	 Willing to provide services on standardized rates

c) Control arm

The recruitment for providers in control districts was a three step process. First, mapping was initiated to get information on the existing number of 
health care and FP facilities and providers in terms of distance and accessibility to women. Second, an MSS team comprising district and regional personnel 
identified the UCs based on locally available records. Within each Union Council an MSS team member met with different key stakeholders such as 
pharmacists, drug stores, UC Mayors, farmer-councillor, community based organizations, influential personalities and others to capture key information on 
population, location of private providers, Union Council boundaries, number of schools, male and female literacy, number of healthcare centers’ such as basic 
health units, rural health centers and tertiary care hospitals. Second, a series of meetings with each provider/facility was conducted to invite the providers for 
participation in the study. Providers were considered eligible for participation provided the following criteria were met:

a) Health facility owned or staffed by a female; b) provider lived in the same community; c) provider was interested in providing family planning services; 
d) provider must have formal medical qualifications; e) there must be adequate facility infrastructure (e.g. space to perform family planning services, availability 
of required instruments/equipment and essential amenities such as running water and electricity, and sanitation and waste disposal facilities); and f) provider 
must be willing to adhere to the study protocol for control sites (i.e. record keeping and reporting)

The providers in the control arm were not given any exposure to study interventions. A total of 3 Rural, 10 Basic centers and 14 CMWs were recruited 
for this study. Each facility/provider was located approximately 30 kilometers away (in any direction) from the city Centre in the predominantly rural area and 
covered a population ranging between 16-20,000 for CMWs and 35-40,000 for basic and rural health centers.

The minimum distance between any two facilities/providers was large enough to avoid a spill-over effect. For the details of intervention components, refer 
to Box 4.

Study Objectives
The study was conducted to 1) to assess and compare the 

effectiveness of an intervention model, a private provider partnership 
i.e. Suraj social franchise model, with a control group, and 2) to assess 
and compare the effectiveness of an intervention model, FP integration 

in the existing MNCH services provided by Community midwives 
intervention model, with a control group, in promoting the use of 
modern contraceptive methods (Box 1).

Methods 
This article presents the rationale and design of the overall research 
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study and the findings of the baseline survey to support program 
managers engaged in health interventions aimed at promoting quality 
family planning and birth spacing services among underserved 
population groups.  Outcomes of the intervention, including the end-
line evaluation and prospective client follow-up are already reported 
in separate papers [31, 32] 

Hence, we will first describe the details of the research study 
design and then elaborate the methodology of the baseline survey.

Below are the details of the overall study design in (Box 2):

The MSS Suraj model focuses on providing high quality, client-
centered and infection free family planning services and on providing 
more choices, greater access and increasing demands for such services 
in the far flung underserved and rural areas of the country.  Over the 
years the Suraj model has significantly addressed unmet need and 
increased the use of modern contraception [29], especially long term 
method uptake [28]. With reference to government initiatives, the 
CMW Program, which falls under MNCH programme of Ministry 
of Health, is mandated to deal specifically with an array of MNCH 
issues at the community level.  Both the Suraj Social Franchising and 
CMW models were taken as intervention models for the ‘Evidence for 
Innovating to Save Lives’ project, which is an operative case/control 
comparison research, highlighting the possible effects of FP services 
providing the benefits of HTSP.  

Methodology of the baseline survey

Baseline survey for this study was conducted both in intervention 
and control areas with a total of 5566 Married Women of Reproductive 
Age (MWRA) of 15-49 years having at least one child less than two 
years of age.

Sampling Strategy for baseline survey

The baseline survey was conducted in eight (8) study districts 
across three (3) provinces of Pakistan by employing a cross-
sectional approach. Within each districts, MSS had identified 10 
localities (healthcare facilities) based on their set criteria. Prior to 
data collection, household numbering was carried out around each 
selected healthcare facility. The number of households around each 
healthcare facility ranged from 1,500 to 2,000 and population in 
these areas varied from 10,000 to 15,000. Within each cluster, the first 
household was selected with a random number generator and then 
every kth household was recruited. If there was no eligible MWRA 
or in case of refusal, the next household was approached and the 
team followed this sampling scheme (i.e. did not “reset” the sampling 
scheme if a house was missed). Around each healthcare facility 60 
to 70 interviews were conducted using a structured questionnaire. 
A total of 5,566 Married Women of Reproductive Age (15-49 years) 
(MWRA) who had at least one under 2 year child were interviewed. 

Study Tool for baseline survey

For the baseline survey, a structured questionnaire was developed 
which covered a wide range of demographic, socioeconomic, 
reproductive health and family planning indicators. The questionnaire 
was translated into Urdu and pre-tested to examine the suitability 
and effectiveness of questions for eliciting adequate responses, to 
determine linguistic and cultural appropriateness and to determine 

the approximate time required to complete a questionnaire. 
Survey questionnaire covered range of factors that may be possible 
confounders. These will be accounted in the final analysis. Some of 
the variables are: Age, number of children, education, poverty level, 
distance to nearly health facility, future intention to contraceptive use, 
spousal communication etc.

Data collection and Management for the baseline survey

To avoid potential biases, the contract for data entry and data 
cleaning was outsourced to an independent consultancy firm. Data 
from the survey questionnaires were entered into Visual FoxPro 
version 6.0 designed by the consultant. Moreover each form was 
assigned a specific (auto generated) number for its identity. The 
data entry was also crosschecked by MSS Research, Monitoring and 
Evaluation (RME) team. After cleaning, coding and entering, the data 
file was utilized for data analysis and report writing. 

Data Analysis for the baseline survey

We used SPSS software version 17.0™ to analyze the data and 
generate tables from a list of survey variables for descriptive analysis.

Study Ethical Considerations 

Verbal and written (participants’ signature or thumb impression) 
informed consent were obtained from the study respondents. Personal 
identifiers were not recorded to ensure confidentiality. Designated 
authorized personnel had completed hard copies of the questionnaires 
under safe keeping. Electronic version of the data was stored on 
password protected computers. The ethical approval for the project 
was provided by Program Oversight Committee (POC) of Research 
and Advocacy Fund (RAF) and National Bioethics Committee (NBC) 
of Pakistan (Ref no: 4-87/10/NBC-43/RDC/). 

Results
For the purpose of this paper we are presenting the findings of 

baseline survey analysis as Intervention A – Suraj; Intervention B – 
CMW and Control arms.

Socio-economic and demographic characteristics of 
respondents 

Most of the women were aged 28 years on average in all of the 
intervention and control groups. However, as shown in the table 2, 
average age of husbands was greater and they were on average five 
years older than their wives. Moreover, more than half of the women in 
intervention B and control group were illiterate. Similarly, close to half 
of the women in intervention A had no formal education. In contrast 
to women, more than half of the husbands were reported to have had 
some education. Majority of the respondents were poor and reported 
household monthly income up to Rs. 10,000 (refer to table 2).   

Reproductive history

Reproductive history shows that most of the women in each 
group had had more than three pregnancies in their reproductive lives 
and almost a similar number of living children as well. In addition, 
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Indicators Suraj (n=1995) Control (n=2136) CMW (n=1435)

Average age of women (SD) 28.3 (5.4) 28.4 (5.3) 28.8 (5.8)

P - value 0.223 0.002**

Average age of women at marriage 19.8 (3.4) 20.0 (3.2) 20.0 (3.6)

P - value 0.905 0.828

Average age of husband 33.1 (6.4) 33.0 (6.3) 33.5 (6.6)

P - value 0.121 0.449

Women education

No formal education 47.8 54.3 69.5

Can read, write and perform simple sums 2.2 1.3 1.1

Primary 17.5 15.1 13.2

Middle 9.0 8.8 4.5

Secondary 14.0 11.8 6.3

Intermediate 4.9 4.6 2.0

Graduate/postgraduate 4.6 4.2 3.3

P - value 0.001*** <0.0001***

Husband education

No formal education 23.0 33.6 44.3

Can read, write and perform simple sums 1.6 1.2 1.5

Primary 13.3 13.1 15.7

Middle 13.4 13.4 10.7

Secondary 29.1 22.4 16.6

Intermediate 10.2 8.4 6.2

Graduate/postgraduate 9.4 7.9 4.9

P - value <0.0001*** <0.0001***

Working women 5.6% 7.1% 8.5%

P - value 0.050 0.141

Husband occupation

Unskilled manual 21.3 20.8 41.0

Skilled manual 26.6 24.9 11.2

Agriculture/farming 3.6 8.2 9.8

Sales and services 17.1 19.1 21.8

Professional/technical manager 23.2 21.2 13.1

Clerical/office work 2.1 1.7 0.3

Jobless 6.1 4.2 2.9

P - value <0.0001*** <0.0001***

Monthly household income (PKR)

<=5,000 28.5 30.5 34.7

5,001 to 10,000 46.0 47.6 52.2

10,001 to 15,000 13.1 11.4 5.7

>15,000 12.4 10.5 7.5

P - value 0.072 <0.0001***

Table 2: Socio-demographic characteristics of the respondents 
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Table 3: Reproductive history of the responding women 

Indicators Suraj Control CMW

Number of living children      

0 to 2 45.9 46.3 46.5

3 to 4 31.4 31.9 31.6

5 or more 22.7 21.8 21.9

P - value 0.782   0.983

Number of pregnancies      

1 to 2 39.4 41.2 39.6

3 to 4 30.8 32 32

5 or more 29.7 26.8 28.4

P - value 0.117   0.507

Current pregnancy 12.5 10 12.3

P - value 0.009**   0.031*

Unwanted pregnancy 38.3 30.7 58.7

P - value <0.0001***   <0.0001***

Indicators Suraj Control CMW

Awareness of any contraceptive method 77.6 88.3 61.3

P - value <0.0001***   <0.0001***

Awareness of any modern contraceptive 
method 75.8 87.2 58.1

P - value <0.0001***   <0.0001***

Awareness of any traditional method 45.4 52.1 24

P - value <0.0001***   <0.0001***

Ever use of any contraceptive method 49.9 48.3 30.2

P - value 0.301   <0.0001***

Ever use of any modern contraceptive 
method 43.7 39.8 25.2

P - value 0.012*   <0.0001***

Ever use of any traditional method 14.5 15.5 7.4

P - value 0.364   <0.0001***

Current use of any contraceptive method 34.3 27 17.1

P - value <0.0001***   <0.0001***

Current use of IUCD 3 3.3 2.1

P - value 0.583   0.035*

Intention to use FP method in future 77.4 66.9 75

P - value <0.0001***   <0.0001***

Unmet need 25.1 23.3 32.5

P - value 0.19   <0.0001***

Table 4: Contraceptive knowledge and practices reported by the responding 
women 

Significant at p-value: *p <0.05, **p <0.01, *** p <0.001.

more than 10% of the women in all of the groups were pregnant at 
the time of the baseline survey. Out of the currently pregnant women, 
58.7%, 38.3% and 30.7% in CMW, Suraj and control areas respectively 
reported their pregnancies unwanted (refer to table 3).

Awareness, ever use and current contraceptive use 

Awareness about any method of family planning in CMW, Suraj and 
Control areas ranged from 61%, 78, and 88% respectively and almost 
a similar number of women in these areas knew about any modern 
method (refer to table 4). About half of the women in Suraj and control 
areas, and 30% in CMW areas, reported that they had ever used any 
contraceptive method at some point in their lives; however, ever use 
of any modern method was reported at a  lower level by these women 
(refer to table 4). Regarding current contraceptive use, majority of the 
women in all of the study areas reported that they were not using any 
contraceptive method. Only 34.3% of the women in Suraj, 27.0% in 
control and 17.1% in CMW areas were using any contraceptive method 
at the time of survey. Method wise, only about 3% of the women were 
using IUCD in Suraj and control areas while only about 2% were using 

Indicators Model
Contraceptive methods 

Pill Condom Injection IUD Implant Withdrawal Periodic abstinence

Awareness

Suraj 68.7 60.4 65.1 54.4 15.4 36.7 36.9

CMW 45.9 34.9 42.4 28.6 11.2 14.1 15.5

Control 80.4 66 73.9 55.3 20.1 36.4 39.9

Ever Use

Suraj 10.3 23.3 12.3 5.3 0.4 10.4 6.3

CMW 7 8.2 7.2 4.3 0.2 6.1 1.7

Control 8.6 19.6 10.1 5.8 0.2 10.3 6.6

Current Use

Suraj 3.8 14 6.4 3 0.3 3.2 0.7

CMW 3.1 3.6 3.7 2.1 0.1 2 1

Control 3 9.6 5.1 3.3 0.3 2 0.8

Table 5: Method-wise awareness, ever use and current contraceptive use
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Reasons for currently using any modern contraceptive method   
Suraj CMW Control

(n=659) (n=240) (n=552)

Affordability 29.7 30.8 29.7

Quality 30.5 14.2 24.1

Long term effective 9.7 17.5 15.6

Short term effective 17.3 25 14.3

Fewer side effects 0.6 0.4 0.2

Others (suggested by husband/mother in law/doctor, accessible) 2.2 1.7 2.9

Source of getting current modern contraceptive method Suraj CMW Control

(n=583) (n=198) (n=500)

Government hospital/clinic/RHSC 15.1 24.7 19.2

Family welfare 19.4 12.6 16.2

Private hospital/clinic 16.6 12.6 12.2

Friends/relative/husband 15.2 22.7 10.8

Lady Health Worker 16.3 15.7 28.6

Pharmacy/chemist 8.6 2.5 7.8

Basic health unit 2.6 0 1.4

Dai 1.2 6.6 1.4

Others (NGO centre, mobile camp, Hakim, Shop – other than pharmacy) 4.9 2.5 2.4

Reasons for not currently using any contraceptive method
Suraj CMW Control

(n=1261) (n=1089) (n=1445)

Want more children 27 27.9 35.9

Lack of knowledge 2.5 2.5 1.5

Husband opposed 3.9 5.9 5.2

Affordability 0 2.3 0

Worry about side effects 2.6 1.6 2.6

Health concerns 10.3 6.7 5.3

Menstrual disturbances 1.5 0.6 1.7

Religion reasons 1 0.6 1.2

Up to God 6.8 17.5 13.4

Infrequent sex 1 0.5 0.7

Menopausal/Hysterectomy 1.3 0.6 1.5

Declared fertile 1.4 0.7 0.8

Husband Absent 6.3 1.7 4.9

Breastfeeding 12.4 22 18.4

Pregnant 3.9 1.2 3.5

Don’t know/no reason 16.7 5 1.9

Others (lack of quality service/hard to get/opposed to family planning/inconvenient) 1.3 2.8 1.5

Table 6: Reasons for currently using or not using any modern contraceptive method and source of method 

* We asked respondents to report most important reason rather than multiple answers.

it in CMW area. A significant number of women in CMW area (32.5%) 
and 25.1% in Suraj and 23.3% in control areas reported an unmet need 
for family planning (refer to table 3). Interestingly, at the time of the 
survey, more than two thirds of the women in Suraj and CMW areas and 

two thirds of women in control area showed their intention that they 
would like to use family planning methods in future (refer to table 4). 

Method-wise awareness, ever use and current 
contraceptive use 
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Indicatorsv
Suraj CMW Control

(n=1276) (n=1162) (n=1535)

Willing to use contraceptive in future 66.1 59.8 52.3

Preferred method
Suraj CMW Control

(n=866) (n=826) (n=868)

Pill 17.3 23.5 11.4

IUD 9.1 9.1 10.5

Injections 18.1 23.5 19

Condom 20.1 4.6 14.2

Periodic abstinence 21.9 12.7 24.9

Female sterilization 2 2.3 1.2

Male sterilization 2.7 3.1 3.6

Emergency pills 2 0 1.3

Implant 0 0 0.1
Whatever suggested by doctor/

provider 6.8 21.2 13.9

Table 7: Intention to use contraception in future (among current non-

they were breastfeeding. Religious concern (up to God) was also 
mentioned by 17.5%, 13.4% 6.8% of the women in Control, CMW 
and Suraj areas. In addition, health concerns, husband’s opposition 
and absence of husband were a few other reasons for not using 
contraception as reported by the women across the study sites (refer 
to table 6). 

Assessing the need for contraception and intention to use 
contraception in future (among current non-users)

The baseline survey results revealed a high overall need for 
contraception among the women across the study sites (refer to table 
4). Group-wise, 32.5%, 25.1% and 23.3% of the women in CMW, Suraj 
and control respectively were not using any contraception despite 
their expressed desire to delay or avoid pregnancy. Out of the women 
not using any contraception currently, about two thirds in Suraj and 
CMW areas (66.1% and 59.8% respectively) expressed their intention 
to use contraception in future. Similarly, more than half of the 
women in control area expressed their willingness for contraceptive 
uptake in future. Concerning method preference in future, majority 
of the women in Suraj and Control areas showed their preference 
for periodic abstinence followed by condoms, pills and injections. 
In contrast, majority of women in CMW areas informed that they 
would like to use injections and pills in future. Moreover, a significant 
proportion of women across the study sites reported that they would 
avail contraceptive methods which will be suggested to them by the 
health provider (refer to table 7).

Discussion and Conclusion
The baseline findings showed low contraceptive prevalence and 

high need for contraception. More than 10% of the pregnancies were 
reported unintended. The main reasons reported for currently not 
using contraception included desire for more children, breastfeeding, 
up to God, health concerns, and opposition from husband. The 
findings also register low utilization of long acting reversible 
contraceptive methods. These findings are also reflecting national 
data [1, 2] which reports low CPR and high unmet need among 
poor and uneducated women and women residing in rural areas. 
Research studies also demonstrate association of reproductive health 
practices with education, place of residence, profession and religious 
orientation [1,3,27].

Interestingly, majority of the women not currently using 
contraception showed the desire to space births and willingness to 
avail family planning and birth spacing services in future. The baseline 
findings also highlight that women intending to avail family planning 
services are not fully aware or confident of what methods would be 
suitable for them. 

The findings also highlight that women intending to avail FP 
services are not fully aware or confident of what methods would be 
suitable for them. These findings suggest that contraceptive uptake can 
significantly increase if program efforts area geared towards providing 
information about full range of FP methods, quality and affordable 
services and effective counseling to help women avail contraceptive 
method that best suit their needs.

These baseline findings suggest that contraceptive uptake can 
significantly increase if program efforts are geared towards providing 
information about full range of FP methods, quality and affordable 

More than half of the women in all study areas knew about pills, 
condoms, injections, and IUD. Implant was the least known methods in 
all of the study areas. Among the traditional methods, around one third 
of the women were aware about withdrawal and periodic abstinence. 
Condoms, injections and pills were the most common methods reported 
with regard to ever use of contraceptives across all of the study areas. 
About five percent of the women also reported ever use of IUD across 
the study sites. Regarding the methods in current use, most of the women 
across the study sites reported that they were using condoms followed by 
injections and pills. Only about 3% of women reported current use of IUD 
while use of implants was less than one percent (refer to table 5).

Reasons for currently using or not using any modern 
contraceptive method and source of method 

Most often cited reason for current modern method in use 
included affordability and quality of the method, and this was almost 
similar across the study sites (refer to table 5). Short-term effectives 
was also reported by many women across the study sites as a reasons 
for using the current contraceptive method which is also explained by 
the fact most common methods in use included short-term methods. 
Long term effectiveness was reported as the fourth common reasons 
for current method use by women across the study sites. 

Most common source for getting any modern contraceptive 
method in Suraj intervention area included Family Welfare Centre, 
Private Hospital/Clinic, Lady Health Worker (LHW), Friends/
Relatives/Husband followed by Government Hospital/Clinic. While 
in CMW areas, the most common source of getting a method 
included Government Hospital/Clinic, Friends/Relatives/Husband, 
LHW, and Private Hospital/Clinic. Sources of getting the method in 
Control area were more or less same as in the other two intervention 
areas; however, the most common source in control areas was LHW.    

The dominant reasons for not using any contraceptive method 
included the desire for more children. A significant number of women 
reported that they were not using any contraceptive method because 
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services and effective counseling to help women avail contraceptive 
methods that best suit their needs. Sensitization efforts can also be 
viable for helping women initiate family planning after delivery and 
address women’s concerns about side-effects or health problems 
associated with modern contraceptive methods. Engaging males in 
family planning initiates can change their attitudes towards family 
planning and modern contraception and thus increase contraceptive 
uptake.. Outcomes of the intervention will be shared in a separate 
paper in order to provide evidence on improving the coverage, 
quality, and uptake of FP services and expansion of MNH strategies 
in Pakistan and similar developing countries.   
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