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Impact of wealth status on health outcomes in 
Pakistan
A.Y. Alam,1 S. Nishtar,2 S. Amjad3 and K.M. Bile4

ABSTRACT Maternal and childhood morbidity and mortality are high in Pakistan and health disparities exist. 
Multivariate logistic regression analysis of the Pakistan Demographic and Health Survey database 2006–07 was 
performed. There was an excess of 25 neonatal, 34 infant and 41 under-five deaths per 1000 live births in the 
poorest quintile of wealth index compared with the richest. Women in the richest quintile had a 35%, 38% 
and 20% higher probability of getting prenatal care, delivery by skilled provider and emergency obstetric care, 
respectively. Pakistan needs to enhance social equity so development benefits can accrue to the underprivileged 
by introducing social protection interventions so that those in the informal sector are not excluded from accessing 
health care, scaling-up poverty reduction strategies and promoting intersectoral action. This study assesses the 
independent impact of wealth status, as determined by a validated index, on health outcomes in Pakistan. 
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Statut économique et impact sur les résultats sanitaires au Pakistan

RÉSUMÉ Au Pakistan, la mortalité et la morbidité maternelles et infantiles sont élevées, et des disparités sanitaires 
ont été observées. Une analyse de régression logistique multivariée a été effectuée sur la base de données 2006–
2007 de l’Enquête démographique et de santé au Pakistan. Le quintile le plus pauvre (selon l’indice de richesse) 
était touché par une surmortalité de 25 nouveau-nés, 34 nourrissons et 41 enfants de moins de cinq ans pour 
1000 naissances vivantes, par rapport au quintile le plus riche. Les femmes appartenant au quintile le plus riche 
avaient une probabilité plus élevée de 35 % de bénéficier de soins prénatals, de 38 % d’avoir un accouchement 
encadré par un professionnel qualifié et de 20 % de recevoir des soins obstétriques d’urgence. Le Pakistan doit 
améliorer l’équité sociale pour que les bénéfices de cette amélioration puissent profiter aux plus défavorisés en 
mettant en place des interventions de protection sociale permettant de ne pas exclure le secteur non structuré 
de l’accès aux soins de santé, en élargissant les stratégies de réduction de la pauvreté et en encourageant une 
action intersectorielle. Cette étude évalue l’impact indépendant du statut économique sur les résultats sanitaires 
au Pakistan, selon une échelle validée.
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Figure 1  Conceptual framework of social determinants of health 
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Table 2 Association of wealth index with indicators of child health (n = 9177)

Dependent variable Quintiles of 
wealth index

OR (95% CI) 
adjusteda

Adjusteda 
probabilities (%)

Polio 0 vaccination status among 
 under-five children 

Poorest 1.0 44

Poorer 1.26 (1.11–1.43) 49

Middle 1.41 (1.23–1.63) 53

Richer 1.61 (1.37–1.89) 58

Richest 2.13 (1.73–2.62) 62

DPT3 vaccination status among 
 under-five children 

Poorest 1.0 45

Poorer 1.25 (1.10–1.42) 50

Middle 1.49 (1.30–1.72) 55

Richer 1.79 (1.52–2.11) 60

Richest 2.22 (1.80–2.75) 64

HBV3 vaccination status among 
 under-five children

Poorest 1.0 42

Poorer 1.24 (1.09–1.41) 47

Middle 1.55 (1.35–1.79) 52

Richer 1.88 (1.59–2.21) 58

Richest 2.18 (1.77–2.69) 63

Measles vaccination status among 
 under-five children 

Poorest 1.0 45

Poorer 1.20 (1.05–1.37) 50

Middle 1.46 (1.26–1.67) 54

Richer 1.81 (1.53–2.13) 58

Richest 1.83 (1.48–2.24) 63
aAdjusted for sex of child, rural–urban residence, wife’s education, husband’s education, wife’s occupation, 
husband’s occupation.  
OR = odds ratio; CI = confidence interval; DPT3 = 3 doses of diphtheria–pertussis–tetanus; HBV3 = 3 doses of 
hepatitis B virus.

Table 1 Association of wealth index with child health outcomes (n = 38 900)

Dependent variable Quintiles of 
wealth index

OR (95% CI) 
adjusteda

Adjusteda mortality rates 
(per 1000 live births)

Neonatal mortality rate Poorest 1.0 70

Poorer 0.98 (0.87–1.11) 63

Middle 0.76 (0.67–0.87) 56

Richer 0.68 (0.58–0.79) 50

Richest 0.67 (0.55–0.82) 45

Infant mortality rate Poorest 1.0 101

Poorer 0.93 (0.84–1.03) 92

Middle 0.75 (0.67–0.84) 83

Richer 0.72 (0.64–0.82) 75

Richest 0.66 (0.56–0.78) 67

Under-five mortality rate Poorest 1.0 116

Poorer 0.89 (0.81–0.97) 104

Middle 0.72 (0.65–0.81) 94

Richer 0.69 (0.62–0.78) 84

Richest 0.65 (0.55–0.76) 75
aAdjusted for sex of child, rural–urban residence, wife’s education, husband’s education, wife’s occupation, 
husband’s occupation.  
OR = odds ratio; CI = confidence interval.
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Table 3 Association of wealth index with indicators of reproductive health (n = 
10 023)

 Dependent variable Quintiles of wealth 
index

OR (95% CI) 
adjusteda

Adjusteda 
probability (%)

Prenatal care from skilledb 
 provider 

Poorest 1.0 45

Poorer 1.49 (1.26–1.76) 56

Middle 1.95 (1.62–2.34) 66

Richer 3.30 (2.67–4.09) 75

Richest 6.99 (5.21–9.38) 82

Tetanus injection (two doses) 
 before birth of child

Poorest 1.0 61

Poorer 1.53 (1.34–1.75) 70

Middle 2.11 (1.82–2.45) 77

Richer 3.16 (2.66–3.76) 83

Richest 4.72 (3.77–5.90) 88

Delivery by skilledb provider Poorest 1.0 25

Poorer 1.44 (1.19–1.75) 33

Middle 1.86 (1.52–2.28) 43

Richer 3.02 (2.43–3.76) 53

Richest 5.40 (4.16–7.01) 63

Delivery in a clinic or 
 hospital

Poorest 1.0 47

Poorer 1.47 (1.29–1.67) 57

Middle 1.88 (1.64–2.16) 66

Richer 2.99 (2.56–3.50) 74

Richest 5.73 (4.68–7.01) 80

Emergency obstetric care 
 availability in the last 
 delivery 

Poorest 1.0 42

Poorer 1.06 (0.87–1.29) 47

Middle 1.31 (1.06–1.62) 52

Richer 2.0 (1.57–2.53) 57

Richest 2.01(1.51–2.68) 62
aAdjusted for rural–urban residence, wife’s education, husband’s education, wife’s occupation, husband’s 
occupation. 
bSkilled includes doctor, nurse, midwife or lady health worker. 
OR = odds ratio; CI = confidence interval.
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