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Abstract
Issue  Biomedical approaches want to change locals’ behaviors without understanding the sociocultural rationales 
and contextualizing the cultural and structural backdrop of women’s agency.

Objectives  This study explored the perceptions and practices of rural mothers about fertility and reproductive health 
and further examine the lack of preference for contraception and birth spacing in Southern Pakistan.

Methodology  Using purposive sampling we recruited 15 healthcare providers and 20 mothers from Southern 
Punjab. Key informants and in-depth interviews were used for data collection. We extracted themes and sub themes 
to analyse qualitative data.

Findings  Five major themes identified preventing birth spacing and contraceptive use: (1) cultural barriers (2) 
economic difficulties and demographic factors; (3) gender-related hurdles; (4) spiritual and religious obstacles, and 
(5) medico-ethical complications. Nearly, ten sub-themes contributing to these major themes were: custom of girls’ 
early marriages, in-laws’ permission for contraception, women’s concern for medical complications and preference for 
safer methods, misuse of contraceptive methods by the medical community, mothers’ perception of contraception 
as sinful act and controlling birth is against faith, economic and rural-ethnic factors for high fertility, masculine 
disapproval of condom use, and wishing to give birth to male children.

Suggestions  We advocate for understanding the sociocultural explanations for low contraceptive use and urge 
practice of more natural methods of birth spacing over commercial solutions. The study suggests socio-economic 
development of less developed communities and empowerment of poor, illiterate, and rural women along with 
behavior change communication strategies.
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Introduction
Pakistan, the 5th most populous (216.6 million) country 
in the world, has the highest total fertility rate (TFR) in 
South Asia [1]. Though the fertility rate slightly declined 
from 5.4 to 3.8 and the marriage age increased from 18 to 
19.5 from 1990 to 2012, the country has failed to attain a 
Contraceptive Prevalence Rate (CPR) of 55% by 2015 [2]. 
Even though there is a high unmet need for contracep-
tion (17.3%) the CPR is only 34.2% because the majority 
of the birth intervals (66%) are shorter than 3 years as 
recommended by the WHO [3].

Contraceptive knowledge, attitudes, and practices 
might be influenced by socioeconomic, demographic, 
and sociocultural dynamics [4]. Evidence shows that 
multiple factors impact contraception such as the age of 
women, place of residence, area, wealth index, working 
status, education, and acquaintance with family planning 
messages [5]. In Pakistan, contraception prevalence was 
higher among females in urban areas in comparison with 
those living in rural areas for example in the provinces of 
Sindh, Baluchistan, and South Punjab. Also, it was sig-
nificantly higher in women belonging to the richest and 
richer quantiles as compared to women of poorer and 
poorest quantiles. The prevalence was also higher in edu-
cated women and working women as compared to illiter-
ate and non-working women [5, 6].

In the African context [7], rural Gambian women faced 
limited prenatal care, and also delivery-related matters 
were not in their control, which increased adverse risks 
and complications during pregnancy and after childbirth. 
Literature from South Asia and South America shows 
that husbands and mothers-in-law have substantial con-
trol over intra-household politics [8, 9]. A study showed 
Pakistani pregnant women cannot make use of health 
services because of family restrictions [10].

Evidence shows that increasing females’ decision-mak-
ing powers by involving husbands might increase the 
number of mothers delivering their babies at healthcare 
facilities [11]. Nearly half of the children’s deaths in four 
rural areas of Bangladesh were reduced by empowering 
women with both independence and control [12]. Also, 
studies [13] demonstrated that increasing a female’s 
decision-making power and command over house-
hold resources improved the desire for prenatal care 
and options regarding delivery at the hospital. Evidence 
shows that when girls are married at an early age, it has 
ramifications for public health [14].

Maternal child health outcomes are constrained owing 
to a variety of social, religious, and cultural reasons, lack 
of awareness, and low access to education for females. 
Every year thousands of rural Pakistani women die due 
to the complications of pregnancy and delivery [15]. 
The rural areas were most affected with an MMR of 199 
per 100,000 live births, in comparison with urban areas 

which had an MMR of 158 per 100,000 live births [16]. 
In rural areas, births often become complicated due to a 
lack of understanding, availability and utilization of pre-
natal care [17] as well as advocacy for early marriages and 
lack of family planning [18].

Many Pakistani men and women are reluctant to use 
contraceptives owing to early marriage, husband’s desire 
for more children, and son preference [19]. In South Pun-
jab, 30% of women reported their husbands’ disapproval, 
54% cited ignorance, 20% mentioned cultural opposition, 
13% referred to side effects, and 8% pointed to misin-
formation as barriers to contraception use. Educational 
level and socioeconomic status were significantly asso-
ciated with these barriers [20]. Past evidence indicates 
that Rajanpur, the most underdeveloped district in South 
Punjab, has the lowest contraceptive prevalence rate 
(CPR) at 20%, primarily due to unmet needs and the use 
of unsafe contraception methods [21].

Recent evidence indicates that major issues hinder-
ing contraceptive use in Pakistan include husbands and 
mothers-in-law, the fright of side effects, and supply side 
difficulties [22]. A large body of literature indicate that 
widespread cultural and religious beliefs and misconcep-
tions influence the use of contraception [23, 24].

Although some previous studies suggest that adverse 
effects and health issues are major reasons limiting the 
use of modern contraceptives [25, 26] and leading to 
unintended pregnancies among married women in Paki-
stan [27, 28], they do not provide an in-depth analysis of 
these factors. Often, dominated by the biomedical frame-
work, public health literature challenges indigenous 
health beliefs and explanatory models [29] and labels side 
effects of contraception as false and misperceptions [30]. 
From a public health standpoint, local knowledge and 
beliefs are often dismissed as myths and misconceptions 
[20, 23, 24], with the blame frequently placed on moth-
ers, thus victimizing them. Mothers’ beliefs, practices, 
explanations must be examined with reference to their 
culture, and structure.

There is a dearth of qualitative and anthropological 
studies exploring the causes of high fertility and oppos-
ing views about contraception. Also, medico-ethical 
and religious barriers against contraception need to be 
analysed at deeper levels. Therefore, this research fills 
the gap by narrating (1) the personal circumstances of 
mothers facing gender inequity experiences, especially 
those related to fertility, and (2) examining how intra-
household politics and the practice of early marriage 
deny female agency, and construct exploitative ideologies 
regarding gender, and reproduction as ethical and moral 
barometers.
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Methods
Data collection
From January to July 2017, we gathered qualitative data 
in Rajanpur, a least developed district of South Punjab. 
This area was chosen due to its notably low contracep-
tive prevalence rate of 19.2% [31] and a high incidence of 
maternal anemia, ranging from 41 to 70% [32]. The dis-
trict’s overall literacy rate is 33.75%, with male literacy at 
43.43% and female literacy at only 23.49% [33]. Accord-
ing to the latest District Census Report (2019), Rajanpur 
district has 61 Basic Health Units (BHUs), 8 Rural Health 
Centers (RHCs), 3 Tehsil Headquarters (THQs), and 1 
District Headquarter (DHQ) [33].

We interviewed key stakeholders, starting with health-
care providers on the supply side, as they could facilitate 
connections with other important stakeholders, such as 
mothers, in the subsequent phase. Respondents were 
purposefully selected and mothers with malnourished 
status and having a higher number of children were 
included. Few teenage mothers, each with a high num-
ber of children, were also included as participants in this 
study due to their relevance.

In the first phase, key informant interviews (KII) were 
conducted with 5 population and health officials, and 10 
lady health workers (LHWs), traditional birth attendants 
(TBAs), and midwives. In the next round, healthcare 
workers assisted us in identifying and communicating 
with mothers. Nearly 30 mothers were informed about 
the nature of the research, however, we could obtain con-
sent from only 20 mothers after their families and relative 
consultations (see Table 1).

After review of relevant literature, theories, and basic 
field findings, we prepared a semi-structured inter-
view guide (see Supplementary Material) that was pilot 
tested with few mothers before data collection, and also 
updated from time to time during fieldwork. They were 
asked what major social constructs of high fertility and 
low contraception exist at the local level. The locals’ 
places or residence were intentionally preferred so that 
they could feel safe and relaxed. The principal investiga-
tor was medical anthropologist and had background in 
public health. He was assisted by two female research 
assistants and respective local lady health worker. We did 
not use audio recorders owing to the cultural sensitivity 
and comfortability of females. Similarly, we did not insist 

on local females for thumb impressions because most 
illiterate people feel doubtful when they are asked to give 
their thumb impressions. Thumb impressions are mainly 
taken in the local context for legal transactions so they 
avoid giving it. Verbal consent was therefore taken see-
ing their cultural sensitivities. A flexible format of face-
to-face Interviews (see Supplementary Material) ranging 
from 1 to 2  h continued with 20 mothers in their local 
(Seraiki) language. These were some of the most signifi-
cant challenges we encountered during data collection 
and navigated the gatekeepers.

Data analysis
With concurrent data collection, management, and anal-
ysis, we translated verbatim as soon as possible for the 
entire qualitative data acquired from the key informant 
interviews, in-depth interviews, and field notes from 
the indigenous language to the English language. Using 
inductive and deductive methods, entire raw data was 
meticulously studied. Then, through line-by-line color 
coding, the raw data of the transcripts were labeled to 
extract and associate common meanings. Then, we clus-
tered analogous codes to generate wider classifications. 
After this, we cross-verified the verbatims and narratives 
and removed the ambiguity, contradictions, and incon-
sistencies. Then, codes and categories were reevaluated 
and a number of prominent subthemes started emerg-
ing from the entire data. Finally, all visible obstructions 
to birth spacing and contraceptive use were subsequently 
arranged into five major themes: (1) cultural, (2) med-
ico-ethical, (3) gender, (4) religious, and (5) sociodemo-
graphic (see Fig. 1).

Ethical/IRB considerations
The IRB approval for this study was attained from the 
Advanced Study and Research Board (ASRB) of Quaid-
e-Azam University Islamabad in the 307th meeting that 
was held on October 20, 2016. All study participants 
were fully acquainted with the purpose of this study 
before getting their proper consent to become part of 
this inquiry. Because the majority of mothers had no for-
mal education, therefore only verbal approval was taken 
according to their comfort. After securing informed per-
mission from respondents, we assured them of their pri-
vacy, namelessness, and confidentiality.

Results
Sociodemographic characteristics show that the major-
ity of mothers were illiterate with low-income status 
(Table 2).

Our findings reveal that mothers face five major types 
of barriers that obstruct birth spacing and contraceptive 
use. These barriers include: (1) cultural barriers due to 
marriage customs, in-laws control, and intrahousehold 

Table 1  Details about the respondents (n = 35)
Details of Interviews No of 

Infor-
mants 
(n)

In-depth-Interviews of local mothers 20
Key Informant Interviews of TBAs, LHWs, and midwives 10
Key Informant Interviews of population and health officials 5
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politics; (2) economic and demographic barriers owing to 
poverty; (3) gender related hurdles owing to masculinity 
norms; (4) religious obstacles because of spiritual beliefs 
and perceptions (5) medical barriers from healthcare 
providers and medical community side.

Theme 1. Cultural barriers for high fertility
The custom of early marriages
Some mothers had to produce an increased number of 
children and that too without intervals It was not because 
of their own choice but because they were forced to 
marry at a younger age by their parents after receiving 
some kind of bridewealth owing to poor economic condi-
tions. The poor younger girls are married due to cultural 
and economic reasons by their parents. As these women 
have very low control over their bodies, they are expected 
to give birth every year.

Early marriages are the biggest enemy of adolescent 
girls; when a girl usually enters 12 years of age, she is 
married off, more often to her relative as people pre-
fer intra-family marriage. I was very young when I 
got married. It’s tremendously challenging to become 
a mother at this tender age. There’re so many respon-
sibilities while being a mother. (Mother, IDI)
“There’s not much charm and romance in life 
because we often deliver babies and take care of 
them. Women are completely dependent on their 
husbands. My husband doesn’t like contraception 
but I obey him. It’s necessary for the peace of the 
family.” (Mother, IDI).
Marrying daughters at a young age is a determining 
factor for maternal malnutrition. The girls married 
at an early age cannot meet the energy requirement 
of protein, minerals, and vitamins due to poverty 

Table 2  Sociodemographic Characteristics of Mothers (n = 20)
Indicator Frequency and %
Age of Mothers
15 to 20 2 (10%)
21 to 25 4 (20%)
26 to 30 5 (25%)
31 to 35 5 (25%)
36 to 40 4 (20%)
Children of mothers
~ 1–2 3 (15%)
~ 3–5 10 (50%)
~ 6–8 7 (35%)
Education of Mothers
Illiterate 16 (80%)
~ 5th-8th 3 (15%)
~ 10th 1 (5%)
Occupation of Mothers
Farming/Agriculture 11 (55%)
Domestic labour/Livestock 7 (35%)
Other/salaried 2 (10%)
Monthly Household Income (PKR)
6000-9,000 10 (50%)
10,000–15,000 7 (35%)
16,000 and above 3 (15%)

Fig. 1  Conceptual Framework showing causes of high fertility and barriers to contraceptive use in Southern Punjab, Pakistan
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and the burden of frequent pregnancies, which sub-
sequently becomes a strong cause of maternal deple-
tion. Furthermore, these mothers have to breastfeed 
along with repeated and continuous pregnancies. 
After continuous deliveries and breastfeeding, young 
mothers become weaker and deficient in many 
nutrients. (Population Officer, KII)

Permission from in-laws, intra-household politics, and 
bargaining powers
The lives of low-income women are controlled by 
intra-household politics after marriage, therefore, the 
mother-in-law, husband, and their family have the 
decision-making powers at the household level. In low-
income families, pregnant and lactating mothers become 
dependent on the husband and his extended family. The 
mothers expressed their inability to decide freely about 
their physical body needs.

I delivered eight children in total; six are alive two 
died. My last child died because my husband didn’t 
allow an ultrasound. After that incident, this year, I 
got pregnant; again I asked my husband’s permission 
for an ultrasound, and he again refused. But I suc-
ceeded somehow in getting an ultrasound at the lady 
doctor’s clinic, who disclosed‚’ The baby is too weak 
and not in the correct position, but upside down. It’s 
a C-Section case once again, so you should come at 
any cost on this date, don’t hesitate to C-Section, 
as your normal delivery is impossible, you are also 
weak, and this is your eighth pregnancy. You must 
stop delivering children now. But the husband’s 
mother decided to deliver the baby at home. Again 
I delivered a dead child; the body is mine but con-
trolled by others. (Mother, IDI)

The repeated pregnancies and other health issues made 
mothers extremely low-weight. Women in patriarchal 
settings are further relegated by the deep reverence 
shown to their husbands who act as virtual gods and 
owners of their “black and white.“

“The role of an “exemplary wife” is not to object but 
to submit, serve, and suffer until her last breath; an 
obedient wife can never say “No” to her virtual god.” 
(Mother, IDI).
“I have been pregnant five times, along with lower 
birth gaps and complications. During my last preg-
nancy, my blood pressure was too high to deliver 
a baby. During previous deliveries, doctors often 
emphasized to my husband to stop pregnancies now, 
as my health had already deteriorated due to deliv-
eries. However, my husband as usual thought that 

it was not a very serious matter. Finally, I had to be 
carried to a hospital where I spent several days in 
an almost unconscious state due to high blood pres-
sure. Doctors were afraid I might go into a coma if 
my condition got worse.” (Anemic and low-weight 
mother, IDI).

Theme 2. Medico-ethical complications preventing 
contraception
Women’s concern for health and safe methods
Although many of the females had no problem in follow-
ing the birth gap in their pregnancies, as far as their per-
sonal opinion was concerned, some mothers stated that 
they were afraid to become sick after using these meth-
ods. Many mothers announced:

“We would think about spacing in the future. What 
methods we should adopt is however our concern. 
We are confused about which methods could be 
“safe” that don’t disturb our health and cause obe-
sity.” (Mother, IDI).
“Contraception is not perceived beneficial for 
females because it brings health problems like con-
stipation, arthritis, weakness, headache, and diz-
ziness, and it stops a regular menstrual cycle.” 
(Mother, IDI).

Few mothers reported breathing problems associated 
with contraception. Some females expressed that there 
was no strict compulsion from their in-laws, but the con-
traceptive measures were considered to be harmful and 
could cause illness. One mother remarked:

“My husband likes a gap in reproduction, and we 
take great care of ourselves (of releasing semen 
inside the vagina) but do not use any artificial con-
traceptives from the hospital because of adverse con-
sequences.” (Mother, IDI).

Misuse of contraceptive methods by the medical 
community
Few women indicated distressing experiences with the 
IUD contraceptive method. A mother revealed that a 
lady doctor did an operation for contraception without 
her knowledge and soon after aborting the sixth preg-
nancy. The doctor made her own decision and inserted 
an IUD, claiming this device might work for five years. 
She narrated:

“I was so surprised the medical doctor hadn’t 
informed me about inserting a contraceptive device. 
Anyway, during the 5th year, my menstrual cycle got 
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disturbed. I initially thought periods would stop on 
the seventh day, but now it was white discharge com-
ing out. I visited the same lady doctor who diagnosed 
that there was darkness in the uterus and asked 
first to visit a radiologist for an ultrasound. I spent 
almost 3 weeks in trouble, and then a radiologist 
discovered waste collection inside the womb. I was 
later operated on and my uterus had to be removed.” 
(Mother, IDI).

Theme 3. Religious rationales restricting birth control
Contraception is a sinful act and controlling birth is against 
faith
Contraception is believed to stop the human race and 
is against nature, therefore, it is a sin. Religious people 
consider fertility as an act of worship and obey this as 
an obligation and command of God. Religious beliefs are 
also decisive in determining issues related to fertility and 
reproduction.

“My husband demands more babies because the 
Ummah (prophet’s followers) should expand; it is 
totally according to the faith and part of religion.” 
(Population officer, KII).
“We did not practice contraception because we were 
fearful of the Lord. Such practice is almost equiva-
lent to committing a great sin and stopping the 
human race.” (Mother, IDI).
“Why we should use contraceptive methods, we 
believe that every child who takes birth also brings 
his/her food along with it.” (Mother, IDI).
“Our side, mothers, usually deliver almost seven to 
eight children. Birth spacing makes God angry, and 
God says, ‘I can take back what I give to you.’ Only 
a faithful lady can produce a good number of chil-
dren.” (Traditional Birth Attendant, KII).

Theme 4. Economic, and demographic factors behind high 
fertility
Rural, ethnic, and economic factors for high fertility
Not only were there religious motivations but also eth-
nic and economic factors were discussed. In a patriarchal 
society, contraception is not culturally appreciated.

“There are more often ethnic reasons, you know, the 
norm of ethnic fights is common, so maximum boys 
are required.” (Healthcare Provider, KII).

When asked mothers how many kids they wanted, moth-
ers pointed out that at least 4 or 5 are compulsory; pref-
erably two sisters and two brothers; two are not good, but 
four can become helpful to one another. A mother stated:

“We want several, we have the custom of three mar-
riages, and I want to marry for the second time but 
cannot afford; my brother’s daughter has just been 
adolescent, so he [brother] will marry after her 
daughter’s marriage.” (Mother, IDI).
“We want we should produce babies consecutively, 
without gaps so that all children could grow up once 
and for all.” (Mother, IDI).

When asked for reasons for desiring so many children, it 
was reported that

“Rural and tribal people who live in extended and 
joint family structures need more protection and a 
labor force in rural tribal settings. Their subsistence 
depends on livestock, so they reside in villages where 
there is no scarcity of land. Their children will strug-
gle, and hardships will make them strong and self-
sufficient.” (Healthcare Provider, KII).
“There are old customs. LHW convinces the local 
woman of the birth gap, but a woman can’t convince 
her husband. There is a third-party requirement too, 
which woman alone is unable to influence.” (Popula-
tion officer, KII).

Fertility works as upward mobility for the poor as a cop-
ing strategy to tackle poverty.

“Low family income also produces more babies 
because we need more children, to add small remu-
neration by each to make a reasonable collec-
tive sum so that household expenses could be met.” 
(Healthcare Provider, KII).
“We believe that if the number of children is 
increased, they might earn more.” (Mother, IDI).

As an exceptional finding, a mother remarked how 
birth spacing may help them escape poverty, with fewer 
mouths to feed.

“We are much disturbed with our poor circum-
stances, we will adopt birth spacing in the future.” 
(Mother, IDI).

Theme 5. Gender-related hurdles affecting contraceptive 
use
Masculine disapproval of condom use
The majority of the respondents informed that using con-
doms is often disliked by their husbands.

“LHWs used to visit and educate us on family plan-
ning methods, especially the use of a condom. When 
I discussed this idea with my husband, he did not 
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like this and replied, ‘It’s an insult for males to use a 
condom’.” (Mother, IDI).
“My husband did not agree to the use of condoms 
saying, why a husband should need to imprison 
an organ by putting a veil around, while my wife’s 
womb is my property.” (Mother, IDI).
“In husbands’ opinion, using a condom is like spoil-
ing pleasure and enjoyment. Men do not feel much 
pleasure in making love while using a condom. 
Without a condom, men ejaculate timely but with 
more pleasure.” (Population officer, KII).

For this reason, women chose to adopt alternative con-
traceptive methods that could be hidden from spouses 
and family such as tablets, injections, and IUDs in com-
pulsion because they have no other way out. One mother 
informed;

My husband was aged, and I wanted spacing now, 
but my mother forbade me to do so because it may 
cause diseases in women. However, I secretly got an 
injection for birth control because my husband had 
not allowed me to do so. (Mother, IDI)

Some mothers learned that birth spacing was urgent 
after frequent deliveries. One mother stated, ‘Now I have 
got an injection for contraception after delivering twins 
twice.’ A lady said that LHWs visit their house and give 
essential information, and they perceive that contracep-
tion is right for females. In these cases, it is obvious that 
cooperation from husbands is vital.

Wishing to give birth to male children
The South Asian culture of son preference due to the per-
ception of a female child as a liability and a male child as 
an asset was prominent in our data as well.

“Birthing female babies are less likely to be wished 
for, as males are expected to play a bigger role in the 
male-dominant society. The parents usually grow up 
girls until they become able to be married, mostly 
before the twenties, with some exceptions in urban 
towns.” (Healthcare Provider, KII).
“In almost all respects, parents prefer male chil-
dren to females. Each time parents expect the birth 
of a boy, and fertility continues until the baby boy 
is born, and the size of the family increases in the 
desire to have a male child.” (Healthcare Provider, 
KII).
“Mothers have to be pregnant, almost every year, 
to give birth to male babies which wastes mothers’ 
nutritional status. They had to sacrifice their biolog-
ical needs in being boys’ mothers in this way so that 
their social status might be uplifted, and they should 

get social appreciation and avoid the “stigma of giv-
ing birth to girls only.” (Healthcare Provider, KII).
“If a mother remains unsuccessful in delivering 
babies, especially boys, she is often advised by family 
and community to visit a spiritual healer for prayer 
and amulet.” (Mother, IDI).

The mothers disliked the repetition of female birthing.

“When I look at my daughter, I pray to God, Please 
don’t give me another daughter, this is enough for 
me. It’s very difficult to be a female in society, hav-
ing tremendous difficulties and responsibilities.” 
(Mother, IDI).

One mother expressed

“I was using contraceptive pills, but I’ve stopped tak-
ing them as I’ve to bear more babies because my in-
laws are also asking me to produce more babies. For 
their happiness, I got pregnant, but they were still 
unhappy because of delivering a girl. When my hus-
band knew about the baby’s sex, he got red and pale.” 
(Mother, IDI).
“My in-laws believed that every woman first gives a 
boy, then a girl; again a boy, and then a girl. They 
expected this time it was a male baby’s turn. I suf-
fered from stress and diabetes, and it affected my 
overall health, well-being, and ultimately my baby’s 
breastfeeding, in the form of breastmilk reduction, 
and early weaning.” (Mother, IDI).

Discussion
The present study revealed that the most significant bar-
riers preventing rural mothers in Southern Pakistan from 
preferring contraceptive use were: women’s concern for 
diseases with the use of modern contraceptives, consid-
ering contraception as grave sin, lack of free choice and 
in-laws’ control over females’ bodies after marriage, and 
poor mothers preferring high number children due to 
the income factor. The preference for male children is 
prevalent because they are seen as a source of respect 
for mothers in society and are perceived to have a higher 
likelihood of becoming primary breadwinners. Con-
versely, the birth of female children is not prioritized as 
they are often viewed as a potential burden on the par-
ents. In Southern Pakistan, where the majority of the 
population lives in rural areas, large families are cultur-
ally accepted and even expected due to ethnic norms. 
Additionally, in poor households, having more children 
is desirable to increase the household labour force and 
income. These cultural and economic contexts contrib-
ute to high fertility rates, particularly in impoverished 
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settings. Our findings align with a study conducted in 
three province of Pakistan which identifies the main 
reasons for not using family planning and modern con-
traception were small family size, in-laws’ disapproval, 
side‐effects, religious concerns, and lack of access to 
quality services [34]. Sociocultural factors such as desire 
for a large family, preference for boys and inability of 
women to make decisions on their reproductive health 
influence family planning [35].

Medical barriers in contraceptive use
Modern contraception methods were reported to harm 
women’s bodies as mothers believed that such meth-
ods disturbed their menstrual cycle, and caused obesity, 
breathing problems, arthritis, weakness, headache, and 
dizziness. Our findings are similar with a recent study 
from Pakistan that reveals that fear of side effects and 
medical concerns deter women from using modern con-
traceptives even though they want to space future births 
[36].

The biomedical framework, which often views user 
experiences and explanatory models (such as irregular 
bleeding and leg pain) as misconceptions, restricts our 
deeper understanding. Public health literature, domi-
nated by this biomedical perspective, frequently contra-
dicts indigenous health beliefs and explanatory models, 
labeling these side effects as false or misconceptions [29, 
36, 37]. However, illness experiences and side effects 
extend beyond the physical body to include social and 
cosmic dimensions [38]. Paul Farmer [39] emphasizes 
that while disease etiologies may be biological, they 
are often culturally endorsed causes of illness. Criti-
cal medical anthropologists argue that the side effects 
of contraceptives should be analyzed within the broader 
politico-economic contexts that shape these experiences. 
Constraints related to gender and class limit access to 
care for managing these side effects [25, 40]. Social and 
cultural forces subtly influence contraceptive use by cre-
ating obstacles to care and shaping the meanings attrib-
uted to side effects.

Religious and spiritual dynamics of high fertility
Even though high fertility caused maternal depletion, 
some mothers perceived contraception as sinful, unethi-
cal, and an artificial practice that is against natural body 
mechanisms. Childbirth is considered a natural phenom-
enon, so contraception that makes use of artificial means 
to prevent pregnancy is perceived as a sin [41]. Our find-
ings are consistent with some of anthropological studies 
[40] that using contraception and limiting fertility was a 
punishable sin because of God’s ingratitude, overstepping 
into God’s domain and fighting His will. Some of regional 
anthropological evidence however shows that illness per-
ceptions and experiences (family planning as a sin, and 

contraceptives invite God’s wrath) played a crucial role in 
contraceptive decision-making so it is urged to broaden 
dominant biomedical approaches to understand side 
effects related to contraceptives [42]. Rather than blam-
ing cultural practices for low contraceptive use and high 
fertility rates, biomedical practitioners should seek to 
understand and integrate traditional and humoral belief 
systems into their approaches to improve contraceptive 
uptake. An anthropological study by Ataullahjan, Mum-
taz, and Vallianatos [40] illustrates that fertility control is 
influenced by various moral frameworks, including reli-
gious teachings, poverty, socioeconomic inequities, and 
geopolitical factors.

Gender and cultural factors of reproductive decisions
Results indicated that husbands and their mothers pos-
sessed household decision-making powers. Many of the 
participant mothers expressed that they were unable to 
make free choices for their decisions regarding medical 
care. Evidence showed that women were dependent on 
their males for care because in-laws had substantial con-
trol over intra-household politics [41, 43, 44].

Our finding, “an obedient wife can never say “No” to 
her virtual god” is supported by studies claiming how 
major decision-making around mobility and reproduc-
tive health of wives is predominantly under the husband’s 
domain [41] and how culture of silence and obedience of 
young women sets the basis for the lack of control over 
their future reproductive health [45]. In poor circum-
stances, females are exploited not only economically, but 
their reproductive capacity and capability are also “cultur-
ally controlled.” This control often goes “unnoticed” but 
is instead “justified” under the disguise of socio-cultural 
norms, moral values, and beliefs. Gender inequities, such 
as illiteracy, and high fertility are, therefore, “normalized” 
because they are socio-culturally constructed, socialized, 
and inherited [46]. Some previous studies from Pakistani 
Punjab are consistent with our findings, emphasizing the 
need to contextualize social, economic, and structural 
drivers such as poverty, maternal illiteracy, and the lower 
status of women, which contribute to inadequate care for 
women. These factors significantly influence health out-
comes and access to contraceptive services, underscoring 
the importance of a holistic approach in addressing these 
issues [47, 48].

Our findings for example, “I pray to God, do not give 
another daughter,” show that delivering a female baby is 
considered a stigma. Mumtaz, Shahid, and Levay [49] 
stated that fertility is not simply a source of prestige 
and power, but it is also the main trajectory for females 
to safeguard their marital security. Winkvist and Akhtar 
[50] explained women had limited control over their 
lives, so they strongly preferred sons as, mostly for 
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economic reasons, and to be protected from harassment 
from family, relatives, and society.

Economic and demographic reasons behind high fertility
Our findings indicate that poor women did not access to 
contraceptives and desired a high number of children due 
to the income factor. High fertility is sometimes seen as 
advantageous because more children mean a larger labor 
force to generate income. In poverty-stricken areas, max-
imizing resources through high fertility is often neces-
sary. A study from Pakistan indicates that desire for larger 
size of family and a preference for male children as causes 
of low fertility rates [51]. Evidence from India similarly 
suggests that larger family sizes help augment income 
via child labor​ [52]​. Another study from rural central 
India shows that poverty limits poor women’s access to 
education and medical care, thereby affecting their sex-
ual behavior and health outcomes [53]. These dynamic 
underscores the economic and social challenges that 
drive high fertility rates in impoverished regions. Also, 
lack of social and cultural capital and structural inequali-
ties in healthcare settings makes it difficult for illiterate 
rural mothers to negotiate with health providers and 
their access to care is reduced [54] which leads to high 
fertility. Additionally, in remote, rural, marginalized and 
poor resource settings allocated seats for LHWS remain 
vacant and even if they are available males in those areas 
do not like their women to contact LHWS because it is 
perceived that LHWs motivate females for abortion and 
contraception [55]. The study suggests that a comprehen-
sive analysis of the determinants of reproductive politics 
in resource-poor settings is needed, rather than relying 
solely on behavioral change methods.

To sum-up, fertility behavior in the local context is 
shaped by a combination of medico-ethical, economic, 
religious, and cultural barriers. Factors such as poverty, 
illiteracy, and maternal fertility contribute to an ecology 
that exploits illiterate, rural, and poor women. Conse-
quently, relying solely on condoms and IUDs is insuffi-
cient; instead, efforts should focus on reducing poverty, 
empowering women, and promoting gender equality to 
enhance birth spacing.

Limitations and strengths of the study
The CPR is usually measured for married women of 
reproductive age i.e., 15–49 years, however, in our sam-
ple no married women is above 40 years, which limits 
the generalization comparisons with other studies. Next, 
it would be more interesting if narratives were based on 
sociodemographic characteristics, e.g. educated mother 
vs. uneducated; employed vs. unemployed. Future 
research may find out the specific and interesting dif-
ferences between these subgroups. Lastly, using some-
what old data may affect the efficacy of the research. The 

uniqueness of this study is that it is an anthropological 
and qualitative research exploring causes of high fertil-
ity and opposing views about contraception. Moreover, 
it fills a significant gap by exploring medical-ethical reli-
gious barriers along with economic dynamics. Previously 
research majorly explored myths and misconceptions 
and blamed mothers by employing a public health lens 
and considering a one-sided medical point of view.

Conclusion
The research examines the sociocultural explanations 
behind increased fertility. One of the major reasons is 
the female’s low control over her body followed by an 
enhancement in the female social status if she gives birth 
to a male child, hence the increasing number of children. 
The third reason is households’ poverty and low-income 
level. Fourth, it is a religiously appreciated exercise. Next, 
the intention to generate male babies; the impression that 
fertility is an expression of masculinity; males’ negative 
attitudes towards contraception; and the wife’s adoption 
of submissive behavior are also important. Along with 
this, the contraceptive methods recommended by the 
biomedical community are also disliked because of their 
long-term perceived negative implications on the female 
body. The study suggests that the demographic and eco-
nomic issues must also be addressed to improve the con-
traception prevalence. Household politics and in-laws’ 
role is also crucial. As women’s health was affected by 
harmful commercial contraceptives the study advocates 
more natural ways of birth spacing instead of market-ori-
ented ways of contraception.
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