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Report

Women’s empowerment and health:
the role of institutions of power in
Pakistan
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ABSTRACT Women'’s right to health has been reiterated many times. However, there are social and
cultural barriers in developing countries that hinder their empowerment. Women'’s low status, depriva-
tion of education and lack of control over their own lives and bodies have a negative impact on their
health status and that of their families. This paper discusses women’s empowerment and health within
the framework of the 4 institutions of power in a society—family, community, health care systems and
the state—with special reference to the situation in Pakistan. It concludes that to improve women’s
health status, concerted efforts are needed by all these institutions of power to work towards gender
equality and the greater empowerment of women.

Autonomisation de la femme et santé : le réle des lieux institutionnels de pouvoir au Pakistan
RESUME Le droit des femmes a la santé a été affirmé a de nombreuses reprises. Pourtant, il existe
dans les pays en développement des barriéres sociales et culturelles qui entravent le renforcement de
'autonomie des femmes. La péjorativité du statut des femmes, la spoliation de leurs droits a I'instruction
et a la maitrise de leur propre vie et de leur propre corps ont un impact négatif sur leur état de santé
et celui de leur famille. Le présent article aborde la double question du renforcement de I'autonomie
de la femme et de sa santé dans le contexte des quatre lieux de pouvoir traditionnels d’une société
organisée, a savoir la famille, la collectivité, les systémes de soins de santé et I'Etat, en accordant
une attention particuliére a la situation au Pakistan. L’article conclut que 'amélioration de la santé des
femmes exige des efforts concertés entre ces différents vecteurs traditionnels de pouvoir, lesquels
devront se concentrer sur la promotion de I'égalité des sexes et d’'un « affranchissement » plus franc
de la femme.
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Empowerment: defining the
notion

Researchers and reform activists have
always advocated for gender equity and
women’s empowerment as prerequisites of
social reform. These notions have been most
strongly stressed by advocates of health re-
forms. Empowerment by definition is “a
process by which the powerless get greater
control over circumstances in terms of both
ideology and resources” [/].

It is not so easy to apply this principle
in practice, as embedded within communi-
ties are strong social and cultural values,
norms and beliefs which, if challenged,
may become a source of discord within
the community. The values of a culture
determine the role of women in its society
and this phenomenon is global [2]. World-
wide, women play a pivotal role in raising
children, caring for household members
and running the home, in addition to their
roles in the world outside the home. Hence,
they may suffer an even greater physical,
social and mental burden, and are especially
deserving of appropriate health care.

Women’s right to health has time and
again been advocated. However, a multitude
of social and cultural barriers have directly
or indirectly hindered empowerment, rein-
forcing the negative impact on their health
status [3]. Health systems, therefore, must
develop an understanding of women’s role
and status within this complex sociocul-
tural environment. Having acknowledged
this, strategic health reforms need to be
translated into actions for the enhancement
of the lives of women. This is not just for
their own sakes: there is evidence that the
health systems in a country function more
effectively if women are acknowledged as
the crucial link between health services and
the home [4].
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This paper highlights the factors that
contribute to gender inequities, that create
barriers to women’s empowerment and
that compromise their health status in de-
veloping countries. These factors will be
discussed within the framework of 4 insti-
tutions of power, i.e. family, community,
health care systems and the state [5]. The
impact of women’s low status in some de-
veloping countries and its repercussions on
their health will be discussed, with special
reference to Pakistan. Furthermore, the pa-
per highlights the potential for active input
by women in promoting the health of their
families and the wider community.

A scenario of developing
countries

The factors determining women’s health
status have frequently been analysed for
solutions to the problem of poor health, par-
ticularly in developing countries. Though
much effort has been invested in research-
ing women’s health problems, macro-issues
pertaining to the society they live in have
often been ignored.

The 4 institutions of power—family,
community, health care systems and the
state [5]—play an important role in deter-
mining the health status of women. Family
traditions and customs govern the lives of
women. A lack of formal education and
poor nutrition for girls, early marriage and
multiparity are some of the determinants of
ill-health and discomfort for women, [6].
On the part of the community, lack of social
support networks, religious barriers and
restrictions on women’s mobility outside
the home affect the process of seeking
health and hinder women’s health status
[7]. The health care system is also important
in determining women’s health, including
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factors such as the low availability and poor
quality of health care services, particularly
obstetric care [8]. Finally, the state’s lack of
responsiveness to women’s development is
reflected in terms of inadequate provision
of female health care providers in primary
health care facilities, insufficient allocation
of resources for girls’ education and lack
of awareness of gender issues in all sectors
[9].

Most developing countries have been
unable to devise any health reforms to work
towards improving women’s economic and
social role in society. As the dismal health
indicators show, we are faced with the
challenges of consistently high rates of
fertility, maternal mortality and morbidity
and infant mortality [/0,11]. The reasons
are clear, as the World Health Organization
definition of health—“a complete state
of physical, social, mental and emotional
wellbeing”—is never reflected in women’s
life experiences. From the beginning of her
life, a girl child is given lower priority than
a male child [/2]. Owing to limited family
income, girls have limited opportunities for
formal education and are fed the least and
the last, with malnourishment leading to a
weakly-developed immune system and a
greater chance of ill health [13].

Compounding the biological vulnerabil-
ity of girls are many social realities reflect-
ing women’s lower social status, such as
limited educational opportunities, unequal
gender relations, inability to contribute to
family decisions, domination of the hus-
band’s family and lack of control over their
own lives and bodies [/4].

Women are always considered subor-
dinate to men, therefore they have a mini-
mal say in matters related to marriage,
pregnancy and family size [/5]. Ironically,
despite being the primary care providers of
the family, women in developing countries
are poorly equipped to deal with family

ailments because they lack knowledge and
awareness of health problems [/6]. Besides
the sociocultural barriers to women’s role in
health promotion, there is often negligence
on the part of the health care providers and
government organizations [/7]. Negligence
on the part of health care providers is seen
in their attitudes towards female patients,
the quality of health care services and af-
fordability of medicines prescribed. On
the part of the government, it is seen in the
lack of concrete policies, the lack of inter-
sectoral collaboration and unwillingness to
empower women.

Women’s empowerment and
health in Pakistan: the barriers;
the constraints

As in other south Asian countries, the situa-
tion of women'’s health is grim in Pakistan.
Estimates of the maternal mortality rate
(500/10 000 live births), infant mortality
rate (86/1000 live births) and total fertility
rate (5 children/woman) are still high [/7].
In terms of the United Nations Develop-
ment Programme’s (UNDP) gender em-
powerment measurement (GEM), Pakistan
lies 100th out of 102 countries [/8]. As
mentioned before, all the 4 key institutions
of power in society are accountable.
Traditions in a family play a fundamental
role in developing a girl’s physical, social
and mental health status. Cultural values are
embedded deeply in the family traditions,
making her access to health care limited and
most of the time dependent on the family’s
decision [/9]. In terms of seeking health for
herself, a woman has no control over deci-
sion-making, difficulty in accessing health
centres and discomfort with communicating
with male physicians. With a patriarchal
system dominating, women are not allowed
much liberty in terms of education and
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freedom of any kind, including freedom of
movement [20].

Another factor inhibiting women’s em-
powerment and better health status is lack
of support from the husband’s family [2/].
In Pakistani society, the role of women
as prescribed in Islam is often cited as a
determinant of women’s status. However,
religious doctrine is often misinterpreted,
leading to an unjustified restriction on
women’s mobility on the grounds that it is
a threat to social and religious values and a
distraction from household duties [22].

Barriers imposed by the community
play a primary role in opposing women’s
empowerment, resulting in poor health
indicators. Disregarding girls’ education,
restricting the decision-making power and
the mobility of women and misinterpreting
religious teachings are some of the many
community-instituted barriers. For exam-
ple, a woman in labour who suffers from
complications may be unable to seek help
if a male member of the family is absent.
Support from the community is minimal
or absent, and social support systems are
lacking. Such a situation can lead to the
death of the mother or the child or to future
morbidity [23].

As for health care providers, the situa-
tion is no different. As women do not have
any economic autonomy, the cost of health
care is definitely a barrier to appropriate and
quality health care seeking. Even if care is
accessed, there is a communication gap be-
tween male physicians and female clients,
whose problems are considered to be of
lesser importance than males [24]. Due to a
dearth of female health care providers, only
16% of women seek proper antenatal care
and as few as 17% deliver in health facilities
[11]. Most of the health care in Pakistan
is sought from the private sector. Private
practitioners thus have a crucial role to play
in promoting women’s health [25]. How-
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ever, the urban and formal setting of these
clinics makes these health services difficult
and costly to access for rural women [26].
Furthermore, male practitioners are neither
gender-sensitized nor well trained to handle
women’s health problems; this brings a
great deal of uneasiness among women
clients [27].

In the state-owned health sector, there
are also inadequate numbers of female
health care practitioners employed in the
government sector, a fact which restricts the
female client’s access to health care [28].
Village elders or community leaders often
impede the activities of women practition-
ers and health professionals for various
reasons, which may be political or incorrect
interpretations of religious laws—for exam-
ple, services may be seen as socioculturally
inappropriate, there may be mistrust of the
health workers and services or there may
be myths and misperceptions about the
services. In the public sector, primary health
care centres are underutilized [29].

Another factor is short working hours
so that health providers are often unavail-
able in the facilities. The ability to deliver
quality health services also remains a big
challenge in the Pakistani health sector
because of the dearth of sound policies
and poor implementation of public health
programmes [30)].

What needs to be done?

When proposing what needs to be done, we
must first look at the role of family. Family
heads should be sensitized to issues such
as malnourishment among girls, the impor-
tance of girl’s education, the appropriate
age for marriage, greater child spacing,
safe motherhood, etc. Private sector and
nongovernmental organizations (NGOs)
can play a key role in bringing this infor-
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mation to the communities they work in. A
successful example of a community-based
project run by civil society organizations
with funding from the state is that of Tawa-
na Pakistan, an endeavour to increase girls’
school enrolment and provide them with a
healthy diet at school. Such programmes
need to be carried out with consistency and
be sustained so that they lead to improved
health status [20].

With respect to community issues, es-
pecially in rural areas of Pakistan, there is
a need to listen to the community’s views
on social and health-related issues. Holding
group discussions with all members of the
community in order to highlight their issues
would be a practical approach. Then ses-
sions can be held to discuss the myths and
taboos held in the community and address
misinterpretations of religious teachings
with the community leaders and clergy-
men. Community meetings could be held
to encourage mothers-in-law and husbands
to take a role in promoting women’s health
[31]. They need to be sensitized to their
responsibility to look after a woman’s needs
and wants, and to give due regard to the
rights to which she is entitled on both social
and religious grounds.

The health care providers also need
to be sensitized to women’s health issues.
Issues such as quality of services, long
waiting hours, lack of female practitioners
and apathy of physicians towards women
clients ought to be addressed mutually by
the state, NGOs, health care providers and
the community. Monitoring of initiatives
to support and promote women’s health is
imperative.

The state needs to contribute to the
promotion of girls’ education and other
women’s empowerment programmes. An
inter-ministerial collaboration involving the
Ministries of Health, Population Welfare,
Education, Women’s Development and
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Social Development and all others con-
cerned is needed, to invest in developmental
programmes that lead to women’s empow-
erment in society.

More schools for formal and non-formal
education for girls could be one possible
initiative. Better women’s education has
been associated with success in reducing
infant and maternal mortality rates in the
past decade [19,25,32].

As for health, more female physicians
need to be trained and employed in the
public sector, and working hours need to
be expanded so as to improve accessibility.
Better status of women health care workers,
better pay and working conditions and bet-
ter incentives in the form of benefits to the
family are essential.

There is a need to invest in skills de-
velopment of women, for example by ena-
bling them to set up small-scale businesses,
thereby supplementing the family income
and fostering financial independence.
The micro-credit scheme in Kerala and
the Grameen Bank’s initiative in Bangla-
desh are some of the lessons to be learned
[19,33].

Empowering women and improving
their health status requires concerted efforts
by the state, external donors, NGOs and
women’s health groups. The gender-based
institutional rules need to be changed. The
hierarchies of power should be transformed
to work towards gender equality and to
initiate the process of women’s empow-
erment. The United Nations Millennium
Declaration clearly acknowledges women’s
empowerment and gender equality as pil-
lars of social justice in any society [34]. In
response to this call and to join the efforts to
achieve the Millennium Goals, the process
needs to be initiated within communities not
only for gender rights but also for the well-
being and health of women, family and the
entire community.
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