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Background:

This study aims to evaluate the impact of parental education and other factors on children's
healthcare needs in Pakistan. In many developing countries, child health is often overlooked
despite its importance to a healthy society.

Methods:

Utilizing representative secondary data from the Pakistan Demographic and Health Surveys
(PDHS), this study empirically explored child health and examined factors influencing
healthcare challenges. Both qualitative and quantitative analyses were conducted, including
binary logistic regression analysis.

Results:

Empirical results highlight child healthcare disparities in Pakistan based on region,
socioeconomic status, and maternal education. In context of PDHS 2012-13 and 2017-18,
access to healthcare facilitation for diarrhea increased slightly in Punjab (23.2% to 24.6%)
but dropped significantly in Sindh (23.2% to 13.8%). Children of mothers with secondary or
higher education showed better access to healthcare rising from 18.8% to 22% with
secondary education and higher education from 9.6% to 13.7%. Wealth inequalities were
evident; 85% of wealthier families had better access to hygienic water facilities in 2017-18,
while the poorest had 15% indicating persistent healthcare disparities across the country.

Conclusion:

The study's key findings suggest that educated parents are better equipped to address their
children's healthcare needs. Therefore, it is essential to implement practical measures
aimed at improving parental education, particularly maternal education, which is often
neglected.

Key words: Child Health, Disparities, Odd Ratio, Paternal education, Well-being

This study looks at how parental education and other associated factors affect children's healthcare in Pakistan, where child health is
often ignored. Using data from Pakistan Demographic and Health Surveys, the research study uses both quantitative and qualitative
methods, including binary logistic regression, to investigate healthcare issues. The results reveal that diarrhea, fever along with certain
social, demographic, and economic factors are related to each other. It also reveals that children with educated parents frequently use
healthcare services especially mothers education’, to boost their children's health.
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Ensuring children have access to adequate healthcare facilities is a
fundamental right in civilized societies. Unfortunately, in
underdeveloped nations, this essential right is often inaccessible,
impacting the overall well-being of the population. The United
Nations International Children's Emergency Fund (UNICEF)
conceptual framework emphasizes the significant influence of both
illness (a primary factor) and care (a secondary factor) on child
growth.
Critical to healthcare is the provision of medical care for sick
children, especially in underdeveloped regions where common
ailments like fever and diarrhea prevail . Socioeconomic
disparities further complicate the availability of health facilities

. Distinct variations in fundamental health services, including
skilled labor and delivery, immunizations, and care for diarrhea and
fever, exist between low and higher socioeconomic levels. Children
in lower socio-economic brackets often face elevated mortality
rates and poor nutritional status, underscoring the need for
accessible, high-quality medical facilities staffed with well-trained
professionals
Numerous studies have explored the intricate relationship between
maternal education and its interaction with socioeconomic and
demographic factors in influencing the health of children in low-
and middle-income countries. These investigations illuminate the
significant role of maternal education in shaping various aspects of
children's health outcomes . Moreover, they emphasize the
broader context of social and economic factors that collectively
contribute to the overall well-being of children in these regions.
Researchers aim to extract valuable insights from these endeavors
to inform targeted interventions and policies, ultimately striving to
enhance the health and prospects of the youth in these countries
[18, 20]. The global impact of women's political empowerment on
child health outcomes also highlighting its critical role in improving
child survival and well-being
Health disparities happen across all demographic groups in the
world, although their intensity varies between underdeveloped and
developing countries Core economic and social factors,
including parental education, health, hygiene, income, and access
to state-funded healthcare, play a significant role in influencing
healthcare indicators and are determine as principal causes of
health disparities . Hence, Low parental health awareness is
consistently associated to poorer health outcomes in children,
such as higher hospitalization rates and inadequate disease
management Illustratively, several studies indicate that
access to maternal health services, promote breastfeeding
practices, empower women, increase household exposure to
media, and improve the rate of health facility deliveries
Historical, Pakistan has made substantial improvement in health
sectors such as child and maternal health, reduction in child
mortality, and improvement in child vaccination rates while
reducing prevalence rate in malaria, tuberculosis, and hepatitis.
However, the country ranks 149th out of 179 in maternal mortality;
39% of the total population of Pakistan lives in multi-dimensional
poverty ; around 20% of Pakistan’s population has limited
access to clean drinking water specially in urban area. Furthermore,
according to Ali et al.,, around 38% of Pakistani children under age 5
are stunted which quite high as compare to other developing
countries
Such studies will provide a complete overview of child healthcare
inequalities and enrich the discussion in context of regional, socio-
economic status, gender-based, and cultural factors affecting
healthcare quality and access in Pakistan.

2.1 Information Source:

This study uses secondary data from the Pakistan Demographic &
Health Surveys (PDHS) conducted in 2012-13 and 2017-18 by the
Pakistan Bureau of Statistics and National Institute of Population
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Studies (NIPS) . The surveys covered eight regions: Punjab,
Sindh, Gilgit-Baltistan, Khyber Pakhtunkhwa, Baluchistan, Azad
Jammu and Kashmir, Islamabad, and FATA, split into 16 urban and
rural strata. Data was collected from 561 clusters, with 28
households selected per cluster using systematic random
sampling. A total of 16,240 households were interviewed, including
2,107 children with diarrhea and 4,470 with fever or cough.

Outcome variables:

In this study, child healthcare is the outcome variable. Based on
Adeyanju et al.'s findings, the study used access to treatment for
fever, cough, and diarrhea as indicators of basic care [2]. Diarrhea
treatment was coded as “1” if a child received care from a trained
professional (doctor or nurse) within two weeks prior to the survey,
and “0” if not. Similarly, treatment for fever or cough was classified
as "treated" if provided by a qualified medical practitioner,
otherwise, it was considered untreated.

Explanatory variables:

Within the framework of various UNICEF conceptual models, a
comprehensive array of factors and variables underwent
meticulous examination. Consequently, the collected data
underwent categorization as necessary [23]. As an illustration, the
household wealth status, serving as a proxy for the wealth index,
underwent reclassification. The "poorest" and "poor" categories
were amalgamated into a singular "poor" group, while the "richest"
and "rich" categories were consolidated into a unified "rich" group.
In alignment with guidelines from the World Health Organization
(WHO), diverse sanitation and water facility types were
dichotomized into "improved" and "unimproved" categories [22].

In the current study, maternal empowerment was gauged through
four questions pertaining to decision-making within the family,
encompassing healthcare choices, major purchases, visits to family
and relatives, and the utilization of the husband's income.
Response options included (i) the respondent alone; (i) the
respondent and her husband or partner; (iii) the husband or
partner by himself; (iv) family elders; and (v) others. A binary coding
system was applied, assigning a value of "1" for the first two
responses and "0" for any other. Subsequently, the recoded values
were tallied, resulting in scores ranging from O to 4. These scores
were then categorized into three groups: O indicated a non-
empowered state or moderate empowerment (scores 1, 2, or 3),
while a score of 4 denoted full empowerment, signifying complete
autonomy in household decisions.

Maternal and paternal education were categorized into three
groups: non-education, primary, and secondary or above.
Residence type, child gender, maternal employment status, and
nursing status were assigned binary values, with "1" indicating rural
areas, female gender, employment, and nursing, respectively, while
"O" denoted otherwise. This systematic approach ensures a
nuanced understanding of the socio-demographic variables under
consideration in the study.

Data analysis:

The use of descriptive statistics was employed through an inclusive
data analysis approach by using SPSS version 21. To examine the
relationship between basic healthcare differences among children
in Pakistan with the self-determining factors separately and
performed a straightforward binary logistic regression analysis.
Odds ratios (OR) are calculated to predict the response variables
using the independent variables while accounting for factors such
as location, income, and employment rate.

Sample characteristics:

The results from both PDHS 2012-13 and 2017-18 datasets align,
showing a modest rise in fever and diarrhea cases in Balochistan
compared to other regions, highlighting the region's healthcare
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scarcity
especially in urban areas, to serve its growing population.

. This reflects Pakistan's broader healthcare struggles,

Data also suggests that highly educated women, due to demanding
work routines, rely on external caregivers, possibly contributing to
the increase in child illnesses like fever, cough, and diarrhea

Child Healthcare Disparities in Pakistan

regression to ascertain the predictive relationship between each
independent variable and the corresponding response variable. As
the human population burgeons, there is a discernible uptick in the
likelihood of fever and diarrhea in Pakistan; however, the prevalence
rate does not exhibit a substantial elevation parallel to an increase in
the wealth index. Notably, our findings suggest that improved access

to quality water and sanitation facilities holds promise in mitigating
the occurrence of illnesses, particularly coughs associated with
diarrhea. Significantly, nearly all the predictor variables
demonstrated a statistically significant association with the
incidence of fever, cough, and diarrhea. These insights shed light on
the multifaceted factors contributing to the health dynamics in the
studied population.

Additionally, tables indicate that children with uneducated fathers
face higher rates of these illnesses, making paternal education a key
factor in healthcare disparities among children in Pakistan.

Simple binary logistic regression:
In the analysis of both datasets, we employed simple binary logistic

Tahle 1: Sample charactenistics percentage distnbution of Diarrhea treatment (PDHS 2012-13 & PDHS 2017-18)
PDHS 2012-13 PDHS 2017-18

N Percentage (7%) n Percentage (7%)
Region
Punjab 659 2320 519 2460
Sindh 532 2320 290 13.80
KPK 570 24 .80 405 19.20
Balochistan 209 9.10 248 11.80
GB 183 8.00 118 5.60
ICT 145 6.30 148 7.00
AJK - - 182 8.60
FATA - - 197 930
Type of residence
Urban 934 40.60 934 4430
Rural 1364 59.40 1173 5570
Maternal Education
None 1291 56.20 1032 4900
Primary 354 15.40 323 1530
Secondary 432 18.80 463 2200
Higher 221 9.60 289 13.70
Wealth index
Poorest 528 23.00 461 2190
Poorer 513 2230 438 2320
Middle 458 1990 441 2090
Rich 450 19.60 371 17.60
Richest 349 1520 346 16.40
Water facility
Unimproved 352 1530 316 15.00
Iraproved 1946 84.70 1791 85.00
Toilet facility
Unimproved 725 31.50 471 22.40
Iraproved 1573 68.50 1636 77.60
Hushand Education
None 740 3230 584 28.00
Primary 349 15.20 310 1490
Secondary 785 3420 157 36.30
Higher 419 18.30 432 2070
Decision on Respondenis® Health care
Respondent alone 223 9.80 160 7.70
Respondent and husband/partner 135 3230 642 30.80
Husband/partner alone 833 36.60 978 46 90
Someone else 478 21.00 239 11.50
Other 9 0.40 66 320
Gender of the chid
Male 1229 53.50 1117 53.00
Female 1069 46.50 990 47.00
Breastfeeding
Ever breastfed, not currently breastfed 1195 52.10 1113 5290
Never breastfed 71 340 73 350
Still breastfeeding 1020 44 50 918 43 60
Maternal work status
Not working 1677 7570 1851 8790
Working 538 24.30 256 12.15
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Tahle 2: Sample charactenstics percentage distnbution of Fever treatraent (PDHS 2012-13 & PDHS 2017-18)

PDHS 2012-13 PDHS 2017-18

N Percentage (%) n Percentage (7%)
Region
Punjab 1180 30.00 1048 23.40
Sindh 845 21.50 685 1530
KPK 895 22.30 761 17.00
Balochistan 382 9.70 478 10.70
GB 348 890 338 7.60
ICT 280 7.10 298 6.70
AJK - . 569 1270
FATA - - 293 6.60
Type of residence
Urban 1626 41.40 2024 4530
Rural 2304 58.60 2446 5470
Maternal Education
None 2099 53.40 2083 46.60
Primary 621 1580 6717 15.10
Secondary 743 183.90 1077 2410
Higher 467 1190 633 14.20
Wealth index
Poorest 865 2200 946 21.20
Poorer 790 20.10 1025 2290
Middle 763 19.40 925 20.70
Rich 758 1930 814 18.20
Richest 154 19.20 760 17.00
Water facility
Unimproved 592 15.10 707 1581
Iraproved 3338 8490 3763 84.19
Toilet facility
Unimproved 1150 2930 949 21.23
Improved 2780 70.70 3521 1877
Hush and Education
None 1193 30.40 1128 25.50
Pnmary 579 14.80 635 14.40
Secondary 1357 34.60 1699 38.50
Higher 793 2020 950 21.50
Decision on Respondents® Health care
Respondent alone 397 10.20 357 8.10
Respondent and husband/partner 1271 3260 1522 3450
Husband/partmer alone 1461 37.50 1962 44.40
Someone else 749 19.20 452 2280
Other 16 0.40 124 10.20
Gender of the child
Male 2093 5330 2312 51.70
Fermale 1837 46.70 2158 4330
Breasifeeding
Ever breastfed, not currently breastfed 2301 58.70 2726 61.00
Never breastfed 112 290 137 3.10
Stll breastfeeding 1506 38.40 1606 3590
Maternal work status
Not working 3069 78.10 3813 8530
Working 861 21 .69 656 14.70
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Tahle 3: Binary logistics regression of factors associated with Diarrhea treatment (PDHS 2012-13 and PDHS 2017-18)

PDHS 2012-13 PDHS 2017-18

Variab les OR 95% CI OR 95% CI

Lower Upper P-value Lower Upper P-value
Region
Puryab (reference)
Sindh 1059 0930 1206 038 |06l4 0525 0718 0.000
KPK 1133 1062 1208 0000 [1005 0934 108 0903
Balochistan 0788 0745 0834 0000 | 0952 0900 1007 0084
GB 0941 0899 0985 0009 | 0887 0840 0936 0.000
ICT 0995 0956 1036 0815 | 098 0947 1027 0501
ATK 0936 0907 095 0000
FATA 0995 0970 1022 0725
Type of residence
Urban (reference)
Rural 1116 1016 1225 0021 |1008 0917 1108 0877
Maiternal Ed ucation
None (reference)
Primary 1.107 0969 1265 0135 1234 1074 1418 0.003
Secondary 1028 0967 1094 0373 |[1054 0992 1120 0.087
Higher 0938 0890 0989 0017 | 098 0940 1034 0557
Wealth index
Poorest (reference)
Poorer 1.153 1005 1324 0043 |[1070 0930 1231 0344
Middle 1015 9460 1089 0689 |1056 0982 1135 0.140
Rich 1011 0964 1060 0653 |1014 0964 1066  0.593
Richest 0930 089 095 0000 | 0994 095 1032 0740
Water facility
Uniraproved (reference)
[mproved 094 0848 109 0579 | 0918 0804 1048 0.206
Toilet facility
Uniraproved (reference)
Irproved 0887 0803 0979 0018 | 0948 0847 1062 035
Hushand Education
None (reference)
Primary 1085 0939 1253 0271 | 0858 0871 1.181 0.032
Secondary 1016 0960 1076 0577 | 0990 0933 1.051 0.754
Higher 0922 0882 094 0000 | 0945 0903 0989 0015
Decision on Respondenis’ Health care
Respondent alone 0755 0636 0897 0001 | 0790 0653 0957 0016
Respondent and husband/pariner (reference)
Husband/parier alone 0906 0856 0958 0001 |1024 0960 1091 0471
Someone else 1.004 0949 1068 0895
Other 1036 0980 1095 0216
Gender of the child
Male (reference)
Female 0830 0802 095 0006 | 0907 0826 0997 0043
Breastfeed ing
Ever breastfed, not currently (reference)
Never breastfed 1841 1406 2410 0000 |[1341 1032 1743 0.028
Still breastfeeding 1394 1329 1462 0000 |[1340 1276 1407  0.000
Maternal work status
Not working (reference)
Working 1308 1173 1459 0000 | 0908 0787 1047 0.185
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Tah ke 4: Binary logistics regression of factors associated with Fever treatraent (PDHS 2012-13 and PDHS 2017-18)

PDHS 2012-13 PDHS 2017-18
Variah les OR 95% CI OR 95% CI
Lower Upper P-value Lower Upper P-value

Region
Punjab (reference)
Sindh 088 0.792 0991 0034 (0677 0600 0763 0.000
KPK 1050 0992 1.111 0090 (0948 0293 1006  0.080
Balochistan 0760 0727 0795 0000 |0950 0874 0957 0.000
GB 0942 0913 0984 0005 |0979 0942 1019 0301
ICT 1019 0985 1054 0274 |0981 0490 1013 0245
AJK 1032 1009 105  0.007
FATA 0930 0909 0951 0.000
Type of residence
Urban (reference)

1092 1009 1182 0029 |0951 0882 1024 0.183
Maternal Education
None (reference)
Primary 1280 1142 1435 0000 |1399 1251 156  0.000
Secondary 1080 1020 1140 0004 |1204 1148 1263 0000
Higher 1058 1014 1103 0009 |1.024 0987 1062 0215
Wealth index
Poorest (reference)
Poorer 1079 0957 1217 0216 |1.132 1014 1265 0028
Middle 1031 0971 109 0316 |1093 1032 1.157 0.002
Rich 1028 0987 1071 0181 (1055 1014 1097 0008
Richest 1016 098 1048 0302 |1018 0988 1049 0234
Water facility
Uninmproved
Improved 098 0384 1100 0804 |0901 0772 1052 0.189
Toilet facility
Uniraproved
I[raproved 1021 0937 1113 0628 |1.114 0983 1262 0091
Hush and Education
None (reference)
Primary 1157 1021 1311 0022 (1116 0988 1262 0078
Secondary 1078 1027 1132 0002 |1.113 1062 1.168 0.000
Higher 0983 0948 1020 0364 |0994 0959 1030 0747
Decision on Resp ondenis® Health care
Respondent alone 0666 0574 0772 0000 |0803 0692 0932 0004
Respondent and husband/partner (reference)
Husband/parmer alone 0874 0332 0917 0000 |0949 0904 099%  0.034
Someone else 0979 0936 1024 0359
Other 0975 0825 1027 0339
Gender of the child
Male (reference)
Female 086 0301 0936 0000 |098 0777 1235 02862
Breasifeeding
Ever breastfed, not currently (reference)
Never breastfed 1360 1065 1735 0014 |0968 0782 1.197 0.762
Still breastfeeding 1220 1171 1272 0000 |1.119 1076 1.164 0.000
Maternal work status
Not working (reference)
Working 1130 1027 1244 0012 |[1273 1140 1421 0.000
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Discussions:

The empirical results of Table 1 reveal that fewer children were
affected by diarrhea in Sindh and KPK regions in the year 2017-18 as
compared to the year 2012-13, which suggests that sanitary
conditions and other socioeconomic factors have been improved in
particular regions. Moreover, the collected information indicates that
the geographical location, mother's education, access to water and
toilets, decisions regarding respondent health care, child gender,
breastfeeding, and maternal job status all these factors have a
substantial impact on child healthcare disparities in Pakistan.
According to the results of Table 1 reveal that percentage of children
receiving diarrhea treatment decreased in Sindh from 23.2% (2012-13)
to 13.8% (2017-18). In KPK, it also decreased from 24.8% to 19.2%, and
in GB, from 8.0% to 5.6%. Meanwhile, in Punjab diarrhea cases saw a
slight increase, from 23.2% to 24.6% as visualized in Figure 1. Urban
access to diarrhea treatment increased from 40.6% in 2012-13 to
44.3% in 2017-18, while rural access saw a smaller change, decreasing
from 59.4% to 55.7%. The reason for the considerable number of
diarrhea cases in urban areas is due to the dense population in large
cities and the lack of healthcare services according to the need of the
population. This study demonstrates that an increase in diarrhea
cases among the offspring due to unemployed women is a significant
determinant; since the majority of unemployed women are
uneducated, the incidence of diarrhea in their children is rising
because they did not have much knowledge about the health
precautions of their children.

This is also a fact that highly educated mothers have less time for
their children. Moreover, empirical results of Table 1 also reveal that
the treatment rates for children’s with diarrhea showed improvement
with higher maternal education levels. Illustratively mothers with
secondary education show an improvement in diarrhea treatment
access from 18.8% to 22.0% between study years, while those with
higher education saw an increase from 9.6% to 13.7% as represented
in Figure 2.Those children related to rich families have access to
better health care than those from less income. Hence, access to
diarrhea treatment slightly decreased in the poorest households from
23.0% (2012-13) to 21.9% (2017-18), and in the richest, from 15.2% to
16.4%.

60.00% 56.20%

W Year(2012-13)  m Year(2017-18)

50.00% . .
40.00%

30.00%

18.80%
20.00% 15.40%  15.30%
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9.60%

.
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Figure 1: Percentage distribution of diarrhea cases by region
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Figure 2: Percentage distribution of diarrhea cases by maternal education level

According to the results of Table 2, there was a lesser number of cases related
to fever/cough reported in Punjab, Sindh, KPK, GB, and ICT regions in the year
2017-18 than there had been in the year 2012-13, which suggests the
considerable improvement in healthcare facilities as compared to last five
years. The fever cases increased from 41.4% to 45.3% in urban area, while in
rural access changed only slightly from 58.6% to 54.7%. The increase in the
percentage of fever related
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cases in urban areas in from last five years is due to the continuous
migration towards highly populated cities. The child’s gender is
another aspect that contributes to the disparities in child healthcare
in Pakistan, therefore masculine children received the finest care
from their parents. According to wealth index data, the income level
of the target population become poor in the last five years resulting
increase in fever/cough-related cases. Furthermore, poorer
households increased from 20.1% to 22.9%, indicating small gains for
the economically disadvantaged. Education for both parents is also a
decisive factor for the improvement of child healthcare and if they
jointly decide to take care of children’s health then there will be less
disparity in child health care in Pakistan. For fever treatment, the
percentage of children treated when mothers had secondary
education increased from 18.9% in 2012-13 to 24.1% in 2017-18, and
for higher education from 11.9% to 14.2%. Access to improved water
sources remained high, with slight increases for both diarrhea (from
84.7% to 85.0%) and fever (from 84.9% to 84.2%) treatments as
depicted in Figure 3. Improved toilet facilities for diarrhea treatment
increased significantly, from 68.5% in 2012-13 to 77.6% in 2017-18,
indicating infrastructure development.

W Ever breastfed, not currently breastfed m Never breastfed

52.10%
52.90%
58.70%
61%

Plot Area

3.40%
3.50%
2.90%

3.10%

|
YEAR(2012-13)

-
YEAR(2017-18)

YEAR(2012-13)

—
YEAR(2017-18)

DIARRHEA FEVER

Figure 3: Percentage distribution of diarrhea and fever cases by drinking water facilities

According to the results of Table 1 and Table 2 show that male
children were consistently slightly more likely to receive treatment
for both diarrhea and fever. For diarrhea, male access was 53.5%
(2012-13) and 53.0% (2017-18), while female access remained slightly
lower at 46.5% and 47.0%. This pattern held for fever as well, with
male treatment rates slightly higher in both years. In the context of
breastfeeding and its treatment male children were consistently
more likely to receive treatment for both diarrhea and fever as
showed in Figure 4. For diarrhea, male access was 53.5% (2012-13)
and 53.0% (2017-18), while female access remained slightly lower at
46.5% and 47.0%. This pattern held for fever as well, with male
treatment rates slightly higher in both years. The percentage of
households where healthcare related decisions were made by the
respondent and partner decreased for diarrhea from 32.3% to 30.8%
and for fever from 32.6% to 34.5%. However, in cases where
decisions were made solely by the husband, access to treatment
rose sharply for diarrhea (from 36.6% to 46.9%) and fever (from
37.5% to 44.4%), suggesting an increase in male-dominated decision-
making.

The logistic regression results including odds ratios in Table 3 and
Table 4 indicate many reasons for healthcare disparities in Pakistan.
Rural areas need to give close attention to healthcare disparities
because there are many possible causes including low family
income, lack of basic facilities, and low parental education.
Moreover, treatment disparities by region show a significant
decrease in odds ratios (OR) for Sindh and GB in 2017-18 compared
to 2012-13, indicating reduced likelihood of treatment compared to
Punjab. In year 2017-18, children in Sindh had an OR of 0.614 (95%
Cl:  0.525-0.718) for receiving diarrhea treatment (p <
0.001).Similarly, the odds of receiving fever treatment in Sindh
dropped in 2017-18 (OR = 0.677, p < 0.001). A strong government-
level commitment is needed to improve water sanitation systems
and water filtering facilities including hygienic awareness in the rural
like habit of washing hands before eating. The education of parents
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related to their children’s healthcare. Moreover, paternal education
is one of the key factors to reduce healthcare disparities in Pakistan
in the year 2017-18. It is also essential that we emphasize maternal
education to combat healthcare disparities. In 2017-18, mothers with
primary education had a 23.4% higher likelihood of seeking diarrhea
treatment for their children (OR = 1.234, p = 0.003). Higher maternal
education levels were also positively correlated with fever
treatment; primary education showed an OR of 1.399 (p < 0.001) in
2017-18.

In Pakistan, parental education, geographical location,
socioeconomic position, easy access to water and toilet facilities,
gender biasedness, and mother’s feed are all substantial indicators
for the improvement of the quality of healthcare facilitation. Overall
survey results reveal that a total of 62% of children with diarrhea and
71% of children with fever/cough received medical care. Moreover,
several variables including wealth status, maternal education, place
of residence, access to purified water, and better sanitation facilities
were major contributors to healthcare disparities. Hence, wealth
status is one of the primary factors influencing health-related
disparities based on several studies that have been shown by earlier
investigations conducted in both developed and underdeveloped
nations Various healthcare-related factors significantly
contribute to disparities in wealth. [6, 10]. The wealth index
significantly influenced fever treatment, particularly in 2017-18,
where children from wealthier households were more likely to
receive treatment. The OR for the "Middle" wealth category was
1.093 (p = 0.002). Furthermore, the positive impact to words
maternal education can be evident in better feeding practices,
increased access to and usage of healthcare facilities, and an
improvement in household wealth status [15]. Hence, in year 2017-18,
children who were still being breastfed had 1.340 times higher odds
of receiving diarrhea treatment (p < 0.001). Breastfed children also
had higher odds of fever treatment, with ORs of 1.119 in 2017-18 (p <
0.001). Maternal employment status positively impacted fever
treatment, with working mothers being more likely to seek treatment
for their children in 2017-18 (OR = 1.273, p < 0.001).

Hence the major empirical findings show that rural areas, particularly
Sindh and GB, face significant healthcare challenges, with reduced
odds of receiving treatment for diarrhea and fever compared to
urban regions like Punjab. Maternal and paternal education play
significant roles in healthcare facilitation, with higher maternal
education associated with enhanced likelihood of accessing basic
treatment. In 2017-18, children of mothers having primary education
had a greater chance of receiving diarrhea treatment and better
access to fever treatment. Additionally, children from wealthier
households were more likely to receive treatment, with the middle
wealth group showing a higher likelihood of fever treatment.
Breastfeeding was another important aspect; where children who
were breastfed had higher odds of receiving both diarrhea and fever
treatment. Maternal employment also positively influenced
treatment seeking behavior, with working mothers being more likely
to seek healthcare for their children. In the context of noticeable
variations in healthcare spending, maternal education levels, access
to primary care, resource allocation, and home sanitary conditions
could be responsible for the disparities in health between rural and
urban areas

These numerical results signifies disparities in healthcare access
influenced by aspects such as regionalization, maternal education,
healthcare facilities and economic status. Generally, limited
improvements are observed in some areas but inequalities,
particularly related to socio-economic status and region, persist.

Conclusions and Recommendations:

Diarrhea cases are higher in Punjab because of rapid population
growth, straining healthcare facilities, especially in rural areas where
access to hygiene awareness and healthcare facilities are limited.
Diarrhea is more common in rural areas with poor sanitation
facilities, while children from wealthier families, benefiting from
improved hygiene and clean water, are less affected. Insufficient

Haque et al;; JowaCH (2024)

ISSN: 3006-760X (Online)

Child Healthcare Disparities in Pakistan

toilet facilities further contribute to the spread of diarrhea in rural
areas.

Occurrence of fever cases more frequently in colder areas, while
urban regions report higher rates due to pollution. Children of
uneducated mother are more likely to suffer from fever, but maternal
education significantly reduces illness rates by improving healthcare
services. Wealth also plays a vital role; children from wealthy families
receive better healthcare facilities. Fathers' education is another
significant factor, as children with educated fathers are less likely to
experience illnesses like diarrhea and fever. Highly educated parents
can provide better healthcare for their children. Based on the
findings of the present study, the subsequent recommendations are
suggested to improve child healthcare in Pakistan:

1. Prioritize the expansion of healthcare facilities in overburdened
areas like Punjab, with a focus on rural regions. Develop new clinics,
improve staffing, and increase medical supply chains to meet the
growing healthcare demand caused by population growth.

2. Launch targeted campaigns in rural areas to promote safe water
usage and hygiene practices and also allocate funding to improve
sanitation infrastructure.

3. Invest in expanding women’s access to education and tailor
educational programs to include health literacy, hygiene, and disease
prevention, which can significantly improve child healthcare
outcomes.

4. Implementation of stricter air pollution controls in urban areas to
address respiratory illnesses in children.

5. Develop comprehensive strategies to provide clean drinking
water in both rural and urban areas. Regularly inspect and upgrade
water supply systems, ensuring the prevention of contamination and
the availability of safe water.

6. Design educational initiatives for parents focusing on the
importance of early disease detection, proper hygiene, and effective
child healthcare practices. Include programs for fathers to enhance
their role in supporting child health outcomes.

7. Increase funding for low-cost or free healthcare services to
ensure equitable access for economically disadvantaged families.

By implementing these recommendations, stakeholders can
effectively address healthcare disparities, improve child health
outcomes, and foster equity across regions.

Future research implications:

Future research should implement the longitudinal study designs to
develop causal relationships among socioeconomic factors and
disparities related to child health, helping to categories the temporal
patterns are being involved. Hence, comprehensive studies are
essential required to explore rural barriers such as access to
healthcare, clean water, and sanitation, with detailed analyses
identifying customized interventions. It is also significant to further
examine the influence of paternal and maternal education on child
health outcomes, particularly among low-income families. Moreover,
research should identify how wealth impacts healthcare access and
child health, contributing to efforts to reduce poverty.

Core areas for further investigation include gender discrimination in
rural child healthcare, the impact of migration on access to
healthcare facilities in urban areas, and the efficacy of the existing on
ground healthcare facilities. Effective health education programs
aimed at increasing awareness of preventive care and hygiene,
specifically in underserved areas, would also be impactful.
Addressing these study areas can provide significant insights into
enhancing child health outcomes and reducing healthcare disparities
in Pakistan.
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DoH:

Llenbto gaHHOro wmccnefoBaHWA SBASETCS OLleHKa BAVSHUA 06pas3oBaHUs
poauTenen n Apyrnx GakTopoB Ha MOTPEOHOCTU AeTell B 34paBOOXPaHEHUN B
MakncTaHe. Bo MHOrMx pa3sBMBAOLUMXCA CTpaHax 30poBbe JeTell 4acTo
MTHOPUPYeTCs, HECMOTPS Ha ero BaXXHOCTb AJ1A 340p0OBOro obLuecTsa.
MeToapbl:

Wcnonb3ys  penpeseHTaTVBHble  BTOpPMYHble  faHHble  [lakMCTaHCKOro
Aemorpaduyeckoro 1M MeauuUMHCKoro — obcneposaHuss  (PDHS),  ato
nccnejoBaHne aMNUPUYECKA N3YYUI0 340pOBbe AeTeli U U3y4nno ¢akTopsl,
BAMSIOLWME Ha npobnembl  3jpaBooxpaHeHus. bBbinl npoBeseH  Kak
KayeCTBeHHbIN, TaKk W KOMMYECTBEHHbIA aHanus, BKAYas OUHaPHbIV
NIOTNCTUYECKNIA PerpecCUOHHBbIV aHanms.

Pe3synbTatbl:

SMnvpuyeckmne pesyabTaTbl MOAYEPKMBAIOT Pas3ivynsg B 34paBOOXPaHEHUN
AeTeld B MaknctaHe B 3aBUCMMOCTM OT pPervoHa, coumanbHO-3KOHOMUYECKOro
cTaTyca 1 obpasoBaHusi MmaTepeii. B koHTekcTe PDHS 2012-2013 n 2017-2018
rofioB AOCTYN K MeAULMHCKOM MOMOLUM MpWU AMapee HeEMHOro YBeNNYUACA B
Menpxabe (c 23,2% f0 24,6%), HO 3HAUUTENBHO CHU3UACA B CnHAe (€ 23,2% A0
13,8%). [eTn MaTepeil €O CpeAHWM WAW  BbICLUMM  06pa3oBaHVEM
NPOAEMOHCTPMPOBANN  IyYWMA  JOCTYN K MeAUUMHCKOW  momoLuu,
yBennumBLUNCh ¢ 18,8% f0 22%, cO cpeAHUM 1 BbICLLUMM 0bpa3oBaHneM ¢ 9,6%
20 13,7%. HepaBeHcTBO B 6oratctBe 6bi10 oyeBUAHbIM; B 2017-2018 rogax
85% 6onee 6oraTbix ceMeli UMenun nyyLlnii JOCTYN K rMrmMeHnyeckmm obbekTam
BOAOCHabXeHWA, a y camMblx 6eaHbIX — 15%, UTO yKkasblBaeT Ha coXxpaHsitoLLeecs
HepaBeHCTBO B chepe 3paBOOXPaHEHUNS MO BCe CTpaHe.

3aknwoueHue:

OCHOBHble pe3synbTaTbl UCCNEA0BaHWA MNOKasbiBalOT, YTO 06pa3oBaHHbIe
poauTenyn  nyylle  MOATrOTOBMEHbl K Y/OBNETBOPEHUIO  MeAULMHCKMX
notpebHocTelri cBoux geTeil. [loaTomy KpaliHe BaxHO peann3oBaTb

npakTuyeckre Mepbl, HaNpaB/IeHHbIe Ha Y/y4lleHne 06pa3oBaHIs poauTenen,
0cobeHHO 06pa3oBaHMs MaTepeli, KOTOPbIM YacTo NpeHebperatoT.

KnioueBble cnoBa: 340poBbe ,D,ETEVI, HepaBeHCTBO, HeYeTHOe COOTHOLUeHne,
oTuoOBCKOE 06pa3OBaH|/|e, 6narononyq|/|e.

Fondo:

Este estudio tiene como objetivo evaluar el impacto de la educaciéon de los
padres y otros factores sobre las necesidades de atencion médica de los
niflos en Pakistan. En muchos paises en desarrollo, la salud infantil a menudo
se pasa por alto a pesar de su importancia para una sociedad sana.

Métodos:

Utilizando datos secundarios representativos de las Encuestas Demograficas
y de Salud de Pakistan (PDHS), este estudio exploré empiricamente la salud
infantil y examiné los factores que influyen en los desafios de la atencién
meédica. Se realizaron analisis tanto cualitativos como cuantitativos, incluido
un anélisis de regresion logistica binaria.
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Resultados:

Los resultados empiricos resaltan las disparidades en la atencion médica
infantil en Pakistdn segun la regién, el nivel socioeconémico y la educacién
materna. En el contexto del PDHS 2012-13 y 2017-18, el acceso a la
facilitacién de atencion médica para la diarrea aumentd ligeramente en
Punjab (23,2 % a 24,6 %), pero disminuyd significativamente en Sindh (23,2 % a
13,8 %). Los hijos de madres con educacion secundaria o superior mostraron
un mejor acceso a la atencién médica, aumentando del 18,8% al 22%, con
educacion secundaria y superior del 9,6% al 13,7%. Las desigualdades de
riqueza eran evidentes; El 85% de las familias mas ricas tuvieron un mejor
acceso a instalaciones de agua higiénica en 2017-18, mientras que las mas
pobres tuvieron un 15%, lo que indica disparidades persistentes en la
atencién médica en todo el pais.

Conclusién:

Los hallazgos clave del estudio sugieren que los padres educados estan mejor
equipados para abordar las necesidades de atencion médica de sus hijos. Por
lo tanto, es esencial implementar medidas practicas destinadas a mejorar la
educacion de los padres, en particular la educacién materna, que a menudo
se descuida.

Palabras clave: Salud infantil, Disparidades, Odd Ratio, Educacion paterna,
Bienestar

Arriére-plan:

Cette étude vise a évaluer l'impact de l'éducation des parents et d'autres facteurs sur les
besoins de santé des enfants au Pakistan. Dans de nombreux pays en développement, la
santé des enfants est souvent négligée malgré son importance pour une société saine.
Méthodes :

Utilisant des données secondaires représentatives des enquétes démographiques et
sanitaires du Pakistan (PDHS), cette étude a exploré empiriquement la santé des enfants et
examiné les facteurs influencant les défis en matiére de soins de santé. Des analyses
qualitatives et quantitatives ont été réalisées, notamment une analyse de régression
logistique binaire.

Résultats:

Les résultats empiriques mettent en évidence les disparités en matiere de soins de santé
infantiles au Pakistan en fonction de la région, du statut socio-économique et de
I'éducation de la mére. Dans le contexte du PDHS 2012-13 et 2017-18, 'accés aux soins de
santé pour la diarrhée a légerement augmenté au Pendjab (23,2 % a 24,6 %) mais a chuté
de maniere significative dans le Sind (23,2 % a 13,8 %). Les enfants de meres ayant fait des
études secondaires ou supérieures ont montré un meilleur accés aux soins de santé,
passant de 18,8% a 22%, avec un enseignement secondaire et supérieur de 9,6% a 13,7%.
Les inégalités de richesse étaient évidentes ; 85 % des familles les plus riches avaient un
meilleur acceés a des installations d'eau hygiénique en 2017-2018, tandis que les plus
pauvres en avaient 15 %, ce qui indique des disparités persistantes en matiére de soins de
santé a travers le pays.

Conclusion:

Les principales conclusions de l'étude suggerent que les parents instruits sont mieux
équipés pour répondre aux besoins de santé de leurs enfants. Il est donc essentiel de
mettre en ceuvre des mesures pratiques visant a améliorer I’éducation des parents, en
particulier 'éducation maternelle, qui est souvent négligée.

Mots clés : Santé des enfants, Disparités, Odd Ratio, Education paternelle, Bien-étre
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Health-Seeking Behavior of Self-Reported Diabetics

« Enhancements in socioeconomic factors and sanitation have led to
decrease in diarrhea cases in KPK and Sindh between 2012-13 and 2017-
18.

e Parental education, geographical location, access to clean water and
well managed sanitation facilities, and maternal employment status
significantly affect child healthcare disparities in Pakistan.

« Urban vicinities particularly with dense population, report more diarrhea
cases due to lack of healthcare facilities, while children from well-off
families experience lesser health issues.

e Fever and cough related cases have decreased in mostly regions, but
migration to cities, income inequality, and gender discrimination
continue to impact healthcare disparities for children.

o Signified the impact of rapid growth of population in Punjab on
healthcare strain.

o Highlights the role of wealth in reduction of diarrhea cases through
better access to healthcare and hygiene.

« Demonstrates how maternal education play a significant role in the
reduction of illness rates in children.

« Identifies fathers' education as a vital factor to improving the overall
healthcare facilities for children.
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