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Abstract
Background: Despite numerous improvements in the health care system of Pakistan in the past few
decades, many disparities continue to persist between health care policies and practices in comparison to
developed nations, particularly in the area of maternal health. Despite a 181% increase in expenditure,
Pakistan did not meet its target to reduce child mortality and improve maternal health by 2015, causing
these disparities to further widen.

Methods: We sought to investigate the policymaking process of Pakistan by conducting a content
analysis of 34 policy documents pertaining to maternal health service delivery.

Results: We found a number of gaps, priorities, and determinants for health policymaking. The most
commonly discussed themes were the following: Measures of Burden, System and Organizational
Capacity, Access and Availability of Health Services, Policy and Planning, Gaps and Needs, and
Socioeconomic Factors. Integrated care and opioid use were seldom mentioned in included policy
documents.

Conclusions: We discuss the reasons that might explain why Pakistan has not observed an improvement
in maternal health outcomes despite signi�cant investment. We use path dependency to explain that
drawbacks of health care priority-setting processes in Pakistan. We suggest a refocus on identifying and
improving health disparities between communities. We also suggest research and policy attention on
integrated care and opioid use in Pakistan. 

Introduction
Over the past several decades, Pakistan has made many efforts to improve in its healthcare system,
however, there are many disparities between communities (e.g., between ethnicities and rural and urban
communities) that re�ect broader differences in health care policies and service delivery mechanisms [1].
The differences are particularly staggering when we compare Pakistan’s healthcare system to other, low-
resource countries [2]. A major challenge that exists is the delivery of high-quality healthcare. Thus, it is
imperative to develop robust health policy frameworks that support effective and sustainable programs
to minimize the risk of poor implementation [3]. Evidence has shown that there is a positive correlation
between the effectiveness of policies and programs. Sound policies enable the implementation of
sustainable programs. In fact, the in�uence of policies and frameworks on health care practice is a
signi�cant concern for governments. The impact of interventions and programs on mortality and
morbidity indicators has been shown to be “variable and slow,” despite investments in their development
[4].

Delivery of high-quality maternal and child healthcare services in particular has been a subject of
concern. Pakistan could not achieve its targets of Millennium Development Goal 4 and 5 (reduce child
mortality and improve maternal health by 2015) despite an increase in expenditure by 181% during
2000–2010. In 2017, Pakistan’s maternal and neonatal mortality ratios were documented at 140 per
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100,000 live births and 46 per 1000 live births, respectively [5]. In 2017, Pakistan’s maternal and neonatal
mortality ratios were documented at 140 per 100,000 live births and 46 per 1000 live births, respectively
[5]. Pakistan has the lowest maternal mortality ratio (MMR) in South Asia, however, the rate of decline of
MMR is only 51% as compared to other South Asian countries such as Nepal (MMR: 186 per 100,000),
India (MMR: 145 per 100,000) and Bangladesh (MMR: 173 per 100,000) who achieved a 66%, 61% and
60% decrease in MMR over the same period, respectively [5].While improvements can partially be
attributed to a heavy investment in community outreach programs [6], a potential culprit of these high
mortality ratios is the disconnect between evidence-based health policies and delivery of high-quality
health care services. The failure to successfully implement promising healthcare interventions is a
widespread phenomenon, not limited to low-resource countries. However, low-resource countries face
additional challenges with regards to implementation, including “the weakness of their health systems,
the lack of professional regulation and a lack of access to evidence” [7] A scoping review on the design
and delivery of maternal health interventions in Pakistan found that various interventions have been
developed and pilot tested, but few have been implemented and sustained in the long-term [7]. There
remains a need for policy support for innovative interventions as well as the need for community buy-in
and structural support to sustain practices. In addition, Zain and colleagues (2020) found that priorities
for evaluating interventions along with strong policy support are necessary to ensure that interventions
are implemented based on evidence [7].

Due to a disconnect between health policies and practice or implementation of programs, it is important
to understand the nature of current priorities that exist within maternal health care delivery in Pakistan.
Hence, our objective is to analyze existing policy documents pertaining to maternal health care in
Pakistan. We will explore this by identifying gaps, improvements and determinants of policy formulation
and decision-making in order to ensure alignment between policymaking and health care practice.

Materials And Methods
Approach

In this study, we conducted a systematic review and synthesis of policy documents. Policy documents
not only provide systematic evidence for a policymaking process and inform decision-makers about
various ethical and legal issues surrounding this process but also analyze the implications of a particular
policy on health care practice. That is why the collection of a country’s policy documents can provide
valuable insight into the priorities of that country. While we do not emphasize the �ndings of any
particular policy document in this paper, our examination of the collection of policy documents on
maternal health and related concepts in Pakistan provides valuable information on the country’s maternal
health priorities, goals, assumptions, and philosophy.

We used a combination of quantitative and qualitative content analysis. Quantitative content analysis
(QnCA) is a systematic methodology that classi�es data retrieved from published texts by counting the
frequency of certain words and phrases [8]. Unlike QnCA, qualitative content analysis (QlCA) transforms
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text into categories and themes that represent similar meaning [9]. QlCA is a “�exible method” for
analyzing text data that speci�cally identi�es the characteristics of language that serve as vehicles for
communication, while also interrogating its contextual meaning [10, 11]. For this investigation, QnCA was
used to categorize the descriptive characteristics of policy documents. This information helped to inform
the priorities and most appropriate strategies for the QlCA, which aimed to understand how key
terminologies and concepts related to maternal health were framed in policy documents.

Search and Selection
We conducted a grey literature search to retrieve policy documents from organizations and agencies in
Pakistan and other organizations that have conducted women’s health work in Pakistan (e.g., Research
and Development Solutions, USAID, and the WHO). Two researchers developed a list of relevant
organizations through an iterative handsearching approach. Four researchers conducted eight searches
independently between January and April 2019. We then visited the websites of each organization and
searched for key words (e.g., maternal, pregnant, woman, women, mother) to retrieve relevant policy
documents. During this process, we also looked for other organizations identi�ed on the websites as
knowledge users or collaborators, and then we searched the websites of these organizations using the
same approach. In addition, we searched the websites of professional associations (e.g., the Pakistan
Medical Association), the World Health Organization repository, and Pakistan’s government agencies
conducting women’s health work. We maintained an audit trail including information on the website and
organization searched, the URL, date of search, details on what keywords were used to search, and the
names of any policy documents found.

Policy documents in both English (the o�cial language of Pakistan) and Urdu (the national language of
Pakistan), available on the public domain, were eligible for inclusion. We did not place any restrictions on
the year of publication because we aimed to visualize not only the current state of maternal health policy,
but also how it evolved over time in Pakistan. The context of these policy documents was Pakistan; any
policy documents speci�c to other nations were excluded. Restricting the eligibility based on country
enabled us to improve the rigor of our analysis by focusing on how the context and nuances of policy
within a speci�c nation might in�uence practice.

Data Extraction and Quantitative Content Analysis
First, we extracted the descriptive characteristics of policy documents including target users,
developmental methods or methodology of the policy document, year of publication, publisher or author,
and the type of organization. Information was also collected on the topic for each document such as
medical condition, health service, policy objectives, or purposes or outcomes. Where mentioned,
information was also collected on performance measurement indicators or metrics. We also retrieved
information most relevant to maternal or women health from each document. We then performed
descriptive statistics to categorize data on the above-mentioned characteristics to conduct the QnCA,
which we have included in Additional File 1.

Qualitative Content Analysis
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We used QlCA to conceptualize how maternal health was framed in Pakistan’s policy documents. This
step involved identifying major themes and the meanings of words, concepts, and phrases used in policy
documents on maternal health. We used the methods and techniques from latent content analysis, which
is a set of guidelines that extracts the context and underlying meanings relevant to research questions
[12].

Four researchers developed categories that captured the various dimensions of maternal health through
inductive thematic analysis. In the �rst round of data analysis, we reviewed eight policy documents to
understand the different ways documents use maternal health and related concepts. At the end of the
�rst round, we developed a preliminary schema with 14 themes. In the next round, we tested the schema
on the remaining policy documents. We followed the content analysis process by Downe-Wambolt (1992)
– select a unit of analysis, create categories and parameters, pretest parameters, revise parameters as
necessary, and assess the reliability and validity of categories when applying them to the larger dataset
[8]. At the same time, we also utilized summative content analysis [12], which focuses on underlying
meanings of words and is described as the most appropriate analytic framework for analyzing
manuscripts or documents [12]. Summative content analysis helped us to not only evaluate the context
around relevant words or phrases, but also comparing the usage of words in policy documents to the
possible ways they can be used in the literature. At the end of this coding round, we were able to integrate
several themes if they were often presented together in policy documents. The �nal framework included
12 themes that can be found in the Additional File. Since this framework was developed inductively from
policy documents, the themes and their descriptions represent overall how maternal health related
concepts were discussed in those documents.

Results
We retrieved 54 unique policy documents pertaining to Pakistan. We excluded one document because it
was not speci�c to Pakistan. Upon screening the full text of the remaining 53 documents, we found that
16 (30.2%) did not discuss maternal health or related topics, which we excluded from our analyses.
Excerpts were used as the unit analysis. We characterized excerpts as paragraphs of content that used
maternal health or related concepts one or more times. Since each excerpt may use more than one
relevant term, we attributed multiple codes to each excerpt. In total, we coded 352 excerpts with a total
541 codes in 34 policy documents. Our descriptive analysis including the date of publication, topics of
documents, types of organizations, types of documents, and target users are included in the Additional
File.

Framing of Maternal Health and Related Concepts in Policy Documents

Four of the 12 themes in table 1 comprised more than 10% of total codes each: Theme 1 Measures of
Burden (n = 115; 21.3% of 541 codes), Theme 3 System and Organizational Capacity (n = 93; 17.2% of
541 codes), Theme 4 Access and Availability of Health Services (n = 76; 14.0% of 541 codes), and Theme
8 Policy and Planning (n = 75; 13.9% of 541 codes). Two themes comprised of between 5% and 10% of
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total codes each: Theme 2 Gaps and Needs (n = 46; 8.5% of 541 codes) and Theme 11 Socioeconomic
Factors (n = 42; 7.8% of 541 codes). Theme 12 (Drug Abuse, Overuse and Misuse) was only represented
in one code in a policy document published by the Government of Sindh Health Department. The concept
of integrated care was only coded �ve times in Theme 8 (Policy and Planning): three from community-
based organizations and two from government bodies. For the purposes of this paper, we only describe
the content of themes 1, 2, 3, 4, 8, and 11 in more detail because collectively they capture 83% of total
codes. Table 1 provides a summary of the content of each theme.

Theme 1: Measures of Burden. We divided measures of burden into the following three domains: data
about indicators on mortality and morbidity, empirical evidence on the lagging state of maternal health,
and disparities between regions in Pakistan. Seven documents discussed the decrease in mortality ratios
in mothers, infants, and children since 1990 [13–19]. Two documents discussed the rates of abortions
and the number of lives that availability of safe abortion services puts at risk [13, 14]. Similarly, six
documents demonstrated the many reasons behind health complications in mothers as well as infants [3,
15, 19, 20–22] including one document which examined the rate of immunizations in children to curb
common diseases like measles [19]. Finally, utilization of family planning services was mentioned in two
documents [23, 24].

The second domain focused on providing evidence that maternal health is lagging in Pakistan. Seven
documents discussed the poor health infrastructure built around maternal and child health including
inadequate staff training, lack of medical supplies and equipment, all of which contributes to a high
proportion of reported morbidity and mortality in mothers and their infants [16, 17, 29, 22, 25–27]. Five
documents discussed the consequences of low numbers of antenatal and postnatal visits common in the
region as well as the limited obstetric care [16, 19, 20, 22, 27]. Four documents discussed the value and
use of common contraception methods, such as sterilization and intra-uterine devices [28–31].
Considering the state of maternal health to be the worst in Asia (25), two documents promoted the idea
of focusing on reproductive health facilities as well as birth spacing to reduce fertility and mortality rates
in Pakistan [14, 32].

The last category pertains to the disparities that exist within the provinces of Pakistan. Five documents
dissected the topic from rural vs. urban perspective in terms of maternal mortality ratios, abortion rates,
and breastfeeding practices [15, 17, 26, 33]. Two documents explored Balochistan’s healthcare system
which lags behind on many maternal health indicators including maternal and child mortality ratios,
antenatal care, malnutrition, contraception methods, and immunization [26, 34] in comparison to the
other three provinces as examined in �ve other documents [3, 15, 31, 34, 33]. Two documents also
discussed the role of public vs. private vs. non-pro�t models of health services delivery and their varying
degrees of outreach in the country [29, 35].

Theme 3: System and Organizational Capacity. We categorized codes on system and organizational
capacity according to the following: investment and improvement, technological and physical
infrastructure, performance measurement and management, and strategies and interventions. First, 14
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documents mention investment and improvement in the following formats: heavy investment by the
government to improve maternal health [13, 18, 36], low investment by the government [3, 17], some
improvement in maternal health because of investment (15; 28), and suboptimal improvement in
maternal health despite signi�cant investment [3, 13, 17, 18, 26, 30, 31, 37]. Two documents mentioned
the United Nations Sustainable Development Goals in reference to investing resources to improve
maternal health outcomes [15, 20]. Interestingly, two documents speci�ed that investment leads to
improvement in maternal health outcomes by reducing fertility rates in the population [26, 32].

Second, 16 documents cited technological and physical infrastructure of maternal health services. These
mentions were commonly in the context of technology infrastructure or human resource capacity.
Technology infrastructure mentions included supplies, equipment, and systems for centralized
management [3, 17]. Documents also mentioned the need to reduce the duplication of services by
increasing coordination between collaborating agencies, upgrading existing facilities, and establishing
women friendly hospitals and referral systems [3, 34, 38]. Increasing coordination was an important topic
in one document that mentioned a constant battle for “turf” between various government agencies (3),
that in another document was due to improper allocation of government resources (18). Five documents
identi�ed the need for resources and capacity to provide maternal health services at all levels of the
health system [3, 13, 14, 18, 24]. With regards to human resources, three documents recommended that
increasing the quantity of healthcare providers did not increase service utilization by patients [17, 24, 30].
Other human resource issues included frequent staff transfers, understa�ng, poor governance, staff
absenteeism, scope of practice, and low reach of healthcare providers [3, 17, 19, 30, 35, 36].

Third, 12 documents mentioned codes related to performance measurement and management. Three
documents described the methods to track maternal mortality ratios in different regions [15, 18, 22],
whereas three documents mentioned the lack of data or systems to track maternal health indicators [3,
18, 19]. Three documents mentioned discrepancies between performance measurement indicators:
reported vs. true vaccination status and utilization of family planning services [30, 36, 39].

Finally, six documents identi�ed strategies or interventions to improve system and organizational
capacity. Strategies in �ve of the six documents pertained to improving government commitment to
increasing the availability of maternal health services through mandates, prioritization, and separation of
maternal health issues from religious controversies [13, 14, 20, 40]. The remaining study discussed how
non-governmental organizations can administer contraception to lower human resource burden on public
health service organizations [30].

Theme 4: Access and Availability of Health Services. We divided the access and availability of health
services into the following three domains: universal healthcare system, access to services, and
affordability and costs of services. First, few documents discussed the need for a universal health
coverage pertaining to women’s needs. Four documents did not explicitly mention university health care
but discussed limited access to women and child health services [3, 13, 18, 34]. Furthermore, the 2010
health policy emphasized the need for universal health coverage, especially for reproductive health
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services [18], two documents discussed the need for targeting the right audience to maximize utilization
and making the healthcare system more responsive to women’s needs [13, 20].

Second, studies stressed the need for greater access to basic services pertaining to women’s and
children’s health. Nine documents stressed the need for greater access to skilled birth attendants,
increasing public outreach of reproductive planning programs, and birth spacing programs. Of these nine
documents, six discussed the need for greater access to skilled birth attendants even in geographically
challenging areas as their availability in other areas decreased maternal mortality [17, 20, 22, 25, 38, 41].
Two documents suggested to increase the outreach of reproductive planning programs via public and
private stakeholders [14, 31], whereas one document mentioned birth spacing for improving maternal and
child health [13]. Family planning services were generally accessed when available to citizens [3, 28], but
three documents asserted the need to increase their availability, which might reduce maternal mortality
[19, 26, 29]. Four documents discussed some of the most common methods of family planning, which
were barrier methods (e.g., condoms), sterilization, and intra-uterine contraceptive devices [28–31].
However, the availability of such services alone was not enough to reduce maternal mortality according
to three documents and services need to be provided to all eligible women regardless of existing
socioeconomic disparity to enhance survival [17, 33, 38]. One document discussed the varying audiences
of the Ministry of Health and Ministry of Population Welfare, which served particular niches of eligible
population [36].

Third, lack of a universal healthcare system suggested the need for affordable services. Two documents
asserted that family planning services were mostly accessed through self- or co-payment mechanisms
[28, 29]. Three documents discussed poverty as a factor leading to higher risk during pregnancy and
childbirth with 1 in 4 women without any means to afford family planning [26, 29, 31]. Two documents
discussed government’s budget for family planning and its future intent on establishing new mother and
child health centers [34, 36]. Interestingly, one document also discussed the need to employ women to
make reproductive health care more affordable [14].

Theme 8: Policy and Planning. We categorized codes under policy and planning as follows: formal
policies and policy vs. practice. In the �rst category, documents indicated a number of formal policies and
their relation to the government’s position on improving maternal health. Among the policies mentioned in
documents included Policy 2010, the Anti-Women Practices Bill, Population Policy, the Women Protection
Act, the Protection Against Harassment of Women at the Workplace Act, Domestic Violence (Prevention
and Protection) Bill, the Reproductive Healthcare and Rights Bill, National Health Policy, and Pakistan
National Policy for Development and Empowerment [14, 17, 19, 26, 34, 41]. Three documents stated that
having formal policies conveys that the government prioritizes family planning, reproductive health, and
women empowerment and education [3, 14, 26].

Documents also emphasized the relationship between policy and practice in the following formats:
policies contribute to the successful implementation of programs [14, 33], policies contribute to achieving
superior maternal health outcomes [14, 18, 19, 26, 34], programs are necessary for policies to have their
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intended effects [14, 26, 32], and strategic frameworks informed by formal policies provide guidelines for
community-based program implementation [17, 19]. On the other hand, three documents emphasized the
need to review and evaluate existing programs, particularly how well family planning programs reach
women [16, 28, 29].

Theme 2: Gaps and Needs. We divided the gaps and needs into the following four domains: unmet needs
associated with affordability, accessibility, and availability of services, need for maternal health services
and training programs, gaps between policy statements and practice, and call for action to improve the
design and delivery of such services. First, �ve documents discussed the general state of unmet needs
associated with affordability, accessibility, and availability of family planning services in Pakistan [28–
31, 37]. Two documents discussed the need to involve non-governmental organizations to �ll in the gap
and scale up existing services [30, 31]. Another two documents posited that maternal and child mortality
could be reduced by increasing the availability of contraceptives and other family planning methods as
evidence suggests that those with limited access to family planning suffer the most [26, 42]. Two
documents discussed the heavy �nancial investment in family planning since 1960s but with little gain
[3, 18].

Second, three documents stressed the need to develop long-term voluntary family planning methods to
address birth spacing [26, 37, 42]. Another three documents emphasized the need to strengthen the
existing infrastructure by employing more midwives, providing comprehensive sexual care including pre-
and post-natal care, and establishing nutrition programs [13, 19, 25] where one document identi�ed
similar strategies for the province of Balochistan [26]. Increasing the marketing of contraceptives was
also discussed by two documents to enhance access [3, 33].

There are, however, several gaps between policy and practice when considering the delivery of maternal
health services. One document identi�ed several gaps including lack of an overarching maternal and
child health framework, underestimation of nutritional status, and lack of 24-hour emergency obstetric
care and referral systems, especially in rural areas [3]. Two other documents examined the poor
implementation of policies leading to waste of resources [28, 30]. Surprisingly, gaps between policy and
practice were only discussed in a handful of documents and only one document discussed the steps the
government has taken to address this challenge [17].

Lastly, two documents addressed the steps that must be taken to improve the design and delivery of
maternal health services. The document that identi�ed gaps between policy and practice also detailed
potential solutions including effective nutritional programs, emergency obstetric care, behavior changing
interventions [3]. The second document called for producing highly effective campaigns, like that of polio
vaccine, addressing maternal and child health issues [21].

Theme 11: Socioeconomic Factors. We divided mentions of socioeconomic factors into the following:
economic opportunities (including education and employment), gender inequities, migration and
urbanization, and religion and culture. First, 11 documents mentioned economic opportunities, six of
which mentioned the relationship between adverse maternal health outcomes and the socioeconomic
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status of women [17, 24, 26, 31, 34, 39]. Women who lived in poverty, had a more di�cult time accessing
family planning or other health services, even these documents explicitly recognized that this population
bene�tted the most from these services [17, 24, 26, 34]. With regards to sterilization, one document
mentioned how women living in poverty were more likely to sterilize compared to wealthier women [31].
Four documents mentioned the need to create opportunities for women to contribute to the labor market
[13, 14, 26, 43–45]. Creating policies that make family planning and other health services that control
fertility may empower women by increasing their participation in the workforce. A key component of
women empowerment was investing in interventions that increase health literacy which will lead to
positive maternal health outcomes as indicated by �ve documents [14, 23, 25, 34, 39].

Second, six documents mentioned gender inequities in the form of social structures geared towards male
dominance, eliminating systems that discriminate against women, and increasing the availability and
accessibility of maternal health services [14, 17, 23–25, 43]. One document emphasized the need for
research to clarify the socio-political realities of maternal health services, particularly intimate partner
violence [17].

Surprisingly, only three documents mentioned religion and culture in reference to maternal health services
[17, 31, 34]. These mentions were broad; there were no speci�cations of why or how religious or cultural
values in�uence women’s access to maternal health services. This was also the case for codes on
migration and urbanization, which were only mentioned in two studies that described how women’s
mobility was limited [14, 17].

Discussion
In this review, we analyzed 34 policy documents pertaining to maternal health service delivery in Pakistan
published by government agencies or other organizations in Pakistan. We developed 12 themes to
represent the topics discussed in these documents: Measures of Burden; Gaps and Needs; System and
Organizational Capacity; Access and Availability of Health Services; Engagement and Community
Partnership; Collaboration with Health Service Organizations and Providers; Individual Rights to Health
and Safety; Policy and Planning; Training Healthcare Providers and Researchers; Public Education and
Awareness; Socioeconomic Factors; and Drug Abuse, Overuse, and Misuse. We found a number of gaps,
improvements, and determinants for health policy formulation and decision-making. The most commonly
discussed themes were: Measures of Burden, System and Organizational Capacity, Access and
Availability of Health Services, Policy and Planning, Gaps and Needs, and Socioeconomic Factors,
comprising over 80% of total codes.

Signi�cant Investment but Suboptimal Improvement in Maternal Health

We found considerable redundancy and overlap in the ideas, concepts, and themes discussed in policy
documents included in this content analysis. This �nding may imply that governments and organizations
who publish policy documents have used similar language to advance identical maternal health issues
onto the regional and national health care priority agenda in Pakistan. This usage of similar language
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may be a written manifestation of path dependency in current policy making activities in Pakistan. Path
dependency re�ects a situation where previously developed policies or priorities become self-reinforcing;
the tendency for institutions to develop in very speci�c ways because of rigid structural properties, beliefs,
and values [46]. Path dependency provides a structure of values and ideas that guide policy making
process, particularly by providing a common language to promote socially complex agendas. Path
dependency reduces the uncertainty during policy deliberations by providing an analytic framework to
understand the ethical, economic, and social issues associated with a policy decision. It also reduces the
need to invest time and resources in learning, coordinating, and anticipating the factors that may
in�uence the policy decision [47].

We conjecture that while path dependency may have important bene�ts, in the case of Pakistan, it has
caused signi�cant and persistent investment in maternal health without desired improvement in the
outcomes. In this review, we found eight documents that explicitly mentioned suboptimal improvement in
maternal health indicators despite signi�cant investment, which seem to indicate that Pakistani
government agencies and organizations are concerned about their use of �nancial resources. This
concern is important because there is some evidence showing that researchers and decision-makers may
perceive improvement in overall maternal health indicators inaccurately. For example, some research has
found that improvement in these indicators represents pre-existing health and socioeconomic disparities
between populations. One study found that overall improvements in maternal health indicators in a
region was indicative of improvements in women from higher socioeconomic status because they were
more open to receiving knowledge and health care from community health workers, compared to women
from the lowest wealth quintiles [48]. By analyzing these policy documents, we a�rm that the overall
improvements seen in the country, does not represent equitable changes to maternal health indicators.
Path dependency, in the case of Pakistan, may have reinforced the need to communicate some
improvement to communities and stakeholders, even if it is inequitably distributed to re�ect health and
socioeconomic disparities between communities. The lowest education and wealth quintiles may have
the most to gain from improving maternal health policies and services. However, path dependency has
limited the motivation to identify and plan for improving maternal health in all education and wealth
quintiles, which we believe should be a major priority for Pakistan if sustainable maternal health
improvement is pursued.

An important factor that may encourage path dependency in Pakistan is in�uence from external actors.
Khan et al. (2012) found that the primary way for donors to in�uence priority-setting and implementation
in Pakistan was the control of �nancial resources [49]. This is not new for Pakistan; previous research
has found a signi�cant in�uence of international agencies in other sectors such as transportation [50].
The control of resources reinforces a particular structure of values and ideas that guide future policy
making activities, with the possibility of ignoring priorities – such as focusing on improving maternal
health in the lowest wealth and education quintiles – that may better improve maternal health outcomes.
Reorienting the health care priority agenda may require organized effort from external actors, including
international agencies and organizations.
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At the same time, no documents provided explicit or tangible solutions to the problem of suboptimal
improvement despite signi�cant investment. Future policy deliberations may consider developing
strategies that optimize the impact of �nancial and non-�nancial investment on maternal health
improvement. While path dependency emphasizes pre-existing priorities and policy approaches
constraining future development in novel ways, Pakistani agencies and organizations might need to
consider investing signi�cant resources to learn from current efforts aimed at improving maternal health,
and why they have failed to achieve the expected outcomes. Despite the considerable amount of
conjecture, to our knowledge, there have been no robust investigations to determine the discrepancy
between investment and expected improvement in maternal health services in Pakistan.
Health Priority Setting in Pakistan

There were two themes that were seldom discussed in included policy documents: drug abuse, misuse,
and overuse, and integrated care. We discuss each of these themes below and identify implications for
policymaking in Pakistan.

Drug Abuse, Misuse and Overuse. Of the 34 policy documents analyzed, only one document discussed
drug abuse in women of childbearing age and a need for effective drug cessation programs. Our informal
search on drug abuse in Pakistan led us to a historic �rst survey conducted in 2012 which con�rmed that
drug abuse varies by sex in Pakistan [51]. The document did not mention drug abuse among mothers or
women of childbearing age in particular but con�rmed low levels of drug abuse among women in
general. However, in particular there was greater misuse of prescription opioids, tranquilizers, and
sedatives in this population subset. While absence of evidence does not constitute evidence of absence,
Pakistan’s Drug Abuse Control Master Plan 2010–2014 produced by the Ministry of Narcotics Control did
not focus on women at length which may lead one to believe that the problem is not as prevalent among
women as among men [52]. This also goes to show why there is little research on drug abuse in women
in Pakistan and what dictates the agenda for research. It might be prudent for government agencies in
Pakistan and other organizations to dedicate resources to identify whether drug abuse, misuse, or
overuse is an issue in this population.

Integrated Care. One of the initial codes included in this analysis was ‘integrated care’ which was later
included under the Health Policy and Planning theme. To provide integrated care, health services need to
be managed and delivered in a continuum from health promotion to palliative care, coordinated across all
different levels and sites of care [53]. In 2011, Pakistan’s federal health ministry and other sectors were
decentralized and transferred to the four provinces with the mandate of policy making, �nancing,
regulation, service provision, administration and governance [54]. This meant that key maternal health
programs managed by the federal health ministry were transferred to the provinces [54]. Recent review
has shown that this transfer impeded progress and made the health system more vulnerable [55]. A major
hindrance in the process was frequent changing of the leadership as well as interference by local political
�gures. Overall, key improvements in provincial planning led to optimal resource use but the
implementation of such policies was suboptimal [55].
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The �ve documents that mentioned integrated care were published during or after 2012. This makes
sense from a policy perspective as the responsibility to provide adequate care in an integrated and
coordinated manner, previously done by the federal ministry of health, now fell on to the provincial
powers after devolution. This shows an attempt by policymakers to develop policies based on the
concept of integrated care such that care can be managed in a seamless continuum. These documents
emphasized the role of community healthcare workers to streamline the provision of health services as
well as the role of provincial government in taking up the arduous task of repositioning family planning at
the center of improving maternal health. Other policy documents discussed how to effectively introduce
life-saving interventions during delivery and during pre- and post-natal care period. However, this was
done from a needs-based perspective and documents failed to emphasize the role integrated care can
play in improving coordination and management of care.
Limitations of this Analysis

There are a few limitations to our approach. First, we based our search strategy on grey literature search
alone—a decision we have elaborated in an earlier publication [56]. While we were opened to including
documents in both English and Urdu, we did not �nd any documents in Urdu nor did we conduct our
search in Urdu which may have limited our scope. We found that o�cial written correspondence in the
country in the context of policymaking has been done in English but there is chance that documents
published in Urdu were missed from our search. Second, performing a grey literature search also meant
that relevant documents published in a reputable archive of policy documents may have been missed.
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