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Surtmary.

This work started from initial questions in the field of
transcultural psychiatry concerning the effects of culture and of
seclusion on Asian immigrant women's experiences and on their
concepts of mental well - and ill-being and their behaviour in
face of this. In presenting data concerning the women's views and
interactions with health workers, a tripartite framework is used
as a way of understanding the logic of behaviours from the actor's
perspective. Theoretical conclusions relate to this framework and
to the nature of Concepts, in which the influence of structural
and cultural factors are drawn out. Context and process are shown
to be important in respect of Concepts, health care interactions
and social research.

The research was a small-scale study involving semi-
structured discussions with forty-six women, often in a group
setting, seventeen of whom were interviewed in depth, and the use
(in translation), of two Psychiatric Rating Scales. The women
involved were Pathans, currently living in Bradford.

This thesis is divided into four Parts, in addition to an
overall introduction and conclusion. In each Part, issues
concerning social influences on individual experience and
behaviour are addressed through the presentation of data from the
interviews. These issues concern research methodology (Part 1),
social situation and interaction (Part II), the women's role as
mothers '(Part III) and health and illness experiences, Concepts
and behaviours (Part IV).

The work contributes to a number of fields of study,
illustrating the dynamics of the processes at work in each area.
It is, however, in combination that the Parts of the study
demonstrate the contribution that can be made to the understanding
of illness behaviours by a sociological analysis which is
committed to elucidating the logic of these behaviours fram the
actor's perspective, in the context of his/her other life
experiences.
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Chapter One. Introduction .

CS)	 2rIj

•

By enquiring one can even reach India.

Pathan Proverb. (Ahmed 1973: 16)

1. The Scope and Contribution of This Work.

Concepts of health and illness vary across time and from one

culture and social situation to another. Within any one situation

there may be differences between the conceptual model of a healer

and of those s/he is attempting to heal (Kleinman 1978); and

change in each due to interaction with the other (Helman 1978).

These differences have been described and analysed by authors from

a variety of academic traditions, using a number of different

methodologies, from the ethnographic (e.g. Lewis 1975; Seabrook

1973) to more closed, quantitative approaches (e.q. Tax U3g4I

d'Houtaud and Field 1984). That the concepts of the sick person

are one influence on his/her illness behaviour is widely

accepted. Claudine Herzlich's (1973) discussion of three

conceptions of illness; as destructive, as a liberator and as an

occupation, each of which involves different models of behaviour

in relation to the illness and to treatment, is illustrative of

this process and of one such description. The concepts of the

healer are also a factor influencing treatment and outcome;

Arthur Kleinman (1978) uses the notion of the 'explanatory

models' (EMS) of the participants, suggesting that congruence

between the models of patient and hPaler leads to a more

successful outcome, and that dissonance may be a factor accounting

for lack of therapeutic success.



The issue of therapeutic success is one with which this

study was initially concerned. Moreover, the particular situation

studied is one where the 'explanatory models' of patients and

healers were expected to be dissonant, insofar as it involves

members of an ethnic minority group - Pathans - whose religion

and social structure are seen to be in contrast to those of

dominant British society. In addition, the area of their meeting

(or non-meeting) with biomedicine and its representatives is that

most theoretically divided area of medical work - psychiatry.

(David Ingleby (1981) writes 'significantly, the best recent

account bears the title Psychiatry in Dissent (Clare 1976)'.)

Perhaps because of its internal lack of coherence; perhaps

because of its focus on issues of communication and meaning, it is

within psychiatry (rather than other branches of biomedicine) that

we find most interest in the question of alternative concepts of

health and illness. Transcultural psychiatry is a distinctive and

well established field of study; distinctive in that it has its

own agenda and key concerns, and of central importance within

psychiatry overall in that large numbers of doctors see the issues

raised in cross-cultural work as the tip of the iceberg which

concerns the existence and meaning of mental illness in any

culture. For if mental illness is not a disorder of the 'mind' of

an individual that is universal maybe it is not a .disorder of the

'mind' of an individual at all?

These issues have immediate practical relevance for the

psychiatrist faced with patients of a different cultural

background. It is therefore not surprising that they have

received attention from them. It was a transcultural psychiatry

conference in 1976 that gave rise to a volume stressing 'the



impatience that was developing among (practitioners) for research

directly relevant to their problems and interests...' (Saifullah

Khan 1979: ix). A Transcultural Psychiatry Unit which started at

a Bradford psychiatric hospital in 1972 was instrumental in

leading in 1981 to a Centre for Ethnic Minorities Health Studies

linked to the University of Bradford. The following year (1982)

saw the publication of two books by leading psychiatrists in this

field (Rack 1982; Littlewood and Lipsedge 1982). In 1983, at

the Transcultural Psychiatry Society's A.G.M. the differences of

approach of members (inherent also in the two volumes just

mentioned) clashed in a struggle for a more overtly political

agenda from those who challenged 'not only the substance but also

the premise of the professional academic wisdom' (Sashidharan

1985). These changes in emphasis are of importance in respect of

this work which has been conducted through these years, during

which the need for research and its contribution to the issues

involved has itself come into question. From a clear plea in 1979

for more research (Saifullah Khan, 1979), Roland Littlewood and

Maurice Lipsedge in 1982 conclude their book by saying:

Bearing in mind the record of psychiatry's relations with

minorities we should perhaps be rather cautious about the

motivations and application of research in this area. Future

work will be worthless unless it takes into account the

double reflection of black and white in our society, a

reflection which sometimes crosses the mirror of psychiatry.

(Littlewood and Lipsedge 1982: 242).

A sociological perspective offers, I would argue, an

indispensable contribution to this important debate in ways which

are demonstrated by this study. For the debate concerns the

relative importance of cultural and structural influences on



behaviour, the relation between ways of viewing the world and

behaviour, and the social and political context of the meeting

between professionals and lay persons in health care. I show one

way of appreoching these questions by describing the health and

illness concepts of a group of immigrant women living in Britain

within a framework which takes account of the interactive nature

of health care encounters and beliefs. This enables us to draw

out both cultural and structural influences (within(within the

respondents' own community and within the dominant society in

which their lives are set). The approach also explores the extent

to which translation is itself a socially influenced and

determined process.

It will became clear that the work offers a contribution to

disciplines other than transcultural psychiatry. To the growing

body of work concerning lay concepts of health and illness (e.g.

Kleinman 1978; Herzlich 1973; d'Houtaud 1981; Helman 1978;

Blaxter and Patterson 1982; Pill and Stott 1982; Cornwell 1984),

it adds a detailed account of the concepts of Pathan immigrant

wamen; an account particularly interesting both because of the

contrast between these concepts and those of biomedicine and yet

their similarity to some of the lay concepts described by other

workers whose respondents are not immigrants. Position in the

social structure comes to the fore as an explanation of

similarities where none might be otherwise expected.

As ethnography, the work is unique in its focus. The people

studied are Pathans, Pukhtu speakers who had migrated from the

North-West Frontier Province of Pakistan in the ten years prior

to study. (Exceptions to this and a fuller description of the

respondents will be found below Chapter Eight). There is no other



account of the lives and views of Pathan people in Britain

although same other works do refer to them (e.g. Saifullah Than

1976; Wilson 1978). This therefore adds to excellent accounts

of other Pakistani and Indian settlers; for example those by

Ursula Sharma (1971), Verity Saifullah Than (1974), Patricia

Jeffery (1976) and Roger and Catherine Ballard (1977). Because of

its special focus of attention on health and illness and mental

well - and ill-being, however, the study does not purport to offer

a comprehensive ethnography, even of the group of Pathans included

within it.

There are a limited number of major works concerning Pathans

in their homeland (notably Caroe 1958; Barth 1959, 1969; Ahmed

1976, and 1980) although a further number of specific accounts are

written and published locally in Pakistan. International interest

in this distinctive people has been fanned by the 1979 Russian

invasion of the country of Afghanistan and the Afghani Pathan

refugees who have since poured into Pakistan. Various accounts of

Pathan life have appeared on television and in newspapers; an

attractive and well researched description of life in a Pathan

village which includes an account of the lives of women as well as

same health and illness practices is that by AndrerSinger and the

editors of Time-Life books (1982). The major works do not however

focus on women: for such an enterprise a Pukhtu speaking woman is

necessary as author, preferably a Pathan. (Akbar Ahmed's work

(1980 especially) is an exception; his wife and her sister were

involved in field work).

This study would itself have been impossible had I not spoken

Pukhtu and had experience amongst Pathans: the conducting of the

study illustrates the disincentives to, and difficulties of,

producing an account of women in Pathan households, as I shall



show. I know of no study which directly concerns issues of Pathan

mental well - and ill-being although there are reports of the

setting up of a mental health centre and community psychiatric

service for Pathans (Bavington 1984, Currer 1978). Andre Singer's

book (1982) touches on the subject and Fredrik Barth's (1969)

concerns Pathan identity and will be referred to in what follows.

An anthropological account of insanity and devil possession

amongst Afghani Pathans has been written by Richard Tapper (fl CL),

but is only marginally relevant, since my focus was on concepts of

normality and unhappiness rather than extreme disorders.

The study concerns not all Pathans, but Pathan women.

Amongst Pathans, observance of purdah is viewed not only as a part

of their religion but as 'vital part of the Pathan code of

Pukhtunwali' (Singer 1982: 74) - that is, it is part of what it

means to be a Pathan. Purdah is a social system by which women

are secluded from men and from public life; it is 'an extreme

form of sex role differentation' (Saifullah Khan 1976: 224). A

number of authors have studied the lives of women in purdah.

Notable examples are Ursula Sharma's account of the daily lives of

rural women in Himachal Pradesh, India (1978) and of the use of

public space by Hindu women in another Indian village (1980);

Patricia Jeffery's description and analysis of a group of women

whose lives revolve around a religious shrine - due to their

membership of a 'holy' family (again in India although the women

are Muslims) (1979); Hanna Papanek's review of a number of

studies and her analysis of purdah in terms of 'Separate Worlds

and Symobolic Shelter' (1973) and Verity Saifullah Khan's

description of 'Purdah in the British situation' - as practised by

Mirpuri women living in Bradford (1976). This latter is directly



relevant to the present study, and will be referred to at various

points, as will the others mentioned. In overall terms this

tradition is one to which I would hope this work contributes,

although purdah observance is not, per se, my main focus of

attention. However, in describing the way in which these Pathan

women in Britain observe purdah and variations in observance

within the group, I draw attention to other ideals, such as the

maintenance of social relations, of which account has to be taken

of the women's actual patterns of interaction are to be

understood. This is not a new insight. Many writings acknowledge

that purdah observing women go out into public space 'with a

reason'. I explore this 'reason' in respect of those studied and

so show howupr_dah is redefined in the British context and the

part played by the wish to receive some forms of health care in

this. This interaction between purdah observance and receipt of

health-care can be seen to be two-way - each influences the

other. My study enables the logic of apparent contradictions in

the women's behaviour to be seen: for example, why will some

women not 'go out' to an English class when they will go to

hospital to have a baby? Why do all have their babies delivered

in hospital but a minority receive health care in person from

their General Practitioners? Analysis of both their patterns of

interaction and the quality of contacts also helps us to see why

it is that those women most isolated did not seem to be depressed

whereas others in the centre of close knit networks were. Again,

apparent contradictions are clarified when the world is seen from

the women's own perspective, and there are important conclusions

about the 'work' that these women, never employed outside the

home, do.

The women interviewed were all mothers. Those studied in



depth all had a child under five years at the time of study. An

initial decision to focus on mothers with young children had been

made because this was seen as a time of particular potential

stress. Although this turned out not to be the case (an example

of an assumption based on a view of mothering which derives from

social structures predominating in Britain but far fram

universal), this is a period of a woman's life when there is, in

Britain, increased routine contact with health officials. It also

links the work to another body of literature concerning women,

mothering and health and to work on puerperal depression. Hilary

Graham's work concerning the conflicting responsibilities of

mothers in respect of health care (1979, 1982) and Ann Oakley's

writings about antenatal care, delivery and postnatal depression

(1979, 1980) are particularly relevant, as is Sheila Ritzinger's

cross-cultural perspective (1978). From the point of view of

psychiatric disorder in women, the work of George Brown and Tirril

Harris (1968) and John Cox and his associates in Edinburgh (1984)

are of importance.

From my study the dual picture of mothers as victims of their

family's health and maintainers of it emerges clearly: they are

without doubt 'unpaid health workers' (Stacey 1984). Thus while I

do not claim that my analysis of women in purdah or of women as

unpaid health workers are new within their own disciplines, their

juxtaposition adds to each discussion, and the particular case

example is new within each.

As I shall describe, the methods used in this study were

drawn from as wide a range of disciplines as those to which it

offers a distinctive contribution. Indeed, I would claim that one

of the study's main contributions is to questions of research



methodology. The attempt to use certain research strategies in

this cross-cultural setting showed up some of the individualistic

assumptions on which they are based. The research process itself

therefore challenges a number of conventional wisdoms in the field

of methodology. These challenges are not without their

forerunners (e.g. Deutscher 1968) amongst other authors

investigating in cross-cultural settings. This study provides a

striking illustration of these issues, however, in that it started

from an acceptance of traditional strategies and was forced to

modify these. Sociological research can, no less than medicine,

be ethnocentric in its assumptions.

Despite the challenges offered within sociology and the

contribution to debates the centres of some of which can be seen

to lie outside sociology, this analysis remains a sociological

one. The focus of attention is neither the individual nor society

but behaviour in respect of health care. It concerns the meeting

between one category of people (health care providers) and another

(specifically Pathan mothers living in Bradford) and the

assumptions and concepts that each bring to the encounter. The

framework used enables the focus to be on elements of this process

while retaining the importance of the whole. Before outlining

this framework, however, I will describe the background to the

study and then the theoretical perspectives which underlie it.

2. Background to the Study.

The work arose from my own interests in depression amongst

two categories of women with wham I had been involved during six

years work in Pakistan. The first category was the patients who

came to the Mental Health Centre in which I worked - Pathan



warn. The second was the expatriate women rearing children in

what they saw as an alien environment, amongst whom rates of

depression appeared to be abnormally high. I was myself aware of

the difficulties of bearing and rearing a child in a cultural

environment very different to that in which I had been brought up.

Although I did not study rates of mental illness amongst

expatriates, I knew that official employing agencies viewed the

unhappiness of wives of their employees as 'a problem', such that

various strategies were adopted by agencies to combat it.

On returning to England, I became interested in the mental

health of Asian migrant women, particularly those with young

children. A contradictory picture emerged fram the literature,

however. On the one hand a number of writings (e.g. Wilson 1978,

Schofield 1981, Knight 1978 and Saifullah Khan 1974) suggested

that Asian women, particularly the more secluded, were subject to

depression. On the other hand, reported mental hospital admission

statistics (Cochrane 1977) showed Asian women to be

underrepresented in hospital admissions (Later work by L.

Carpenter and I. Brockington (1980) conflicts with Cochrane's

findings, however.) My training as a Psychiatric Social Worker,

my experience in Pakistan and knowledge of Pukhtu, as well as my

experience as an immigrant wife and mother, seemed to fit me to

investigate the reasons for the discrepancy.

The first Part of this work will show how the initial

research questions led to the drawing up of research strategy and

techniques, and also how these were subsequently modified and what

I learned from this. Here, however, my concern is with an overall

introduction of the work, my assumptions and theoretical

perspectives.



3. Theoretical Perspectives and Assumptions.

A particular feature of this work is the way in which it has

changed during the research process. It is therefore important to

distinguish those theoretical perspectives on which it was based

from those which became part of its conclusions. This is

necessary not least because the framework in terms of which I

shall present the data is one which represents categories which

emerged as particularly significant during the work. Aspects of

it were present from the start, others added. The relative

importance of the factors altered or came to be understood in a

different way during the course of study.

My purpose was to explain social behaviour (specifically in

health care encounters) in terms of the actors' concepts of health

and illness. I assumed that these concepts would differ from

those of the other primary actors in health care encounters,

representing a biomedical perspective. I also set out to

investigate the actors' perceptions of previous contacts with

medical services, seeing these as a further determinant of

potential encounters in respect of mental well- and ill-being.

My initial approach can be described as heuristic, owing much

to a 'social action' perspective (Bilton et al 1981: 744) in both

its theory and methodology and, perhaps in consequence of this,

essentially apolitical. I will elaborate these points (and show

how the work changed my perspectives,) in relation to the elements

of my overall purpose stated above, i.e.

A) the exploration of concepts;

B) the issue of lay vs medical concepts;

and C) health care encounters: an interactive perspective.



A. The Nature of Concepts.

Although I set out to explore the concepts of respondents, my

understanding of this was loose: I was exploring shared ideas

concerning health and illness with little preconceived notion of

the determinants of these ideas. The study has led me to see the

nature of concepts as a key theoretical issue: insofar as I

concentrated initially on the role of culture in forming concepts,

my understanding was lacking an awareness of structural

constraints and considerations. A study of concepts can derive

from a number of different (and sometimes contrasting) theoretical

perspectives; see for example Ronald Frankenberg's criticism of

Arthur Kleinman's approach (Thomas 1978 and Kleinman 1978). I

was not initially aware of this, partly due to the funding of the

work earlier than anticipated (see below Chapter Two), and my

theoretical perspective has been formed by the work rather than

informing it.

In my attempt to explore concepts, however, two important

considerations guided the work: both represented a committment to

the actors' perspective. Firstly, I believed that the behaviours

of respondents in health care encounters and in relation to health

care would be logical and explicable in terms of the respondents'

own world-view. I was committed to an analysis of their

explanations of the world as a basis for understanding their

actions, particularly in view of the fact that many health and

other professionals saw their behaviour as odd, bizarre,

inexplicable. Secondly, I assumed that I would learn most of their

world - view by acting myself in ways with which the respondents

appeared most comfortable; this is close to a participant

observer approach. Part I will show how this worked out in



practice.

The problem with social action theories has been identified

as their lack of attention to, or acknowledgement of, social

structure. A popular textbook of sociology states:

The most pressing theoretical task for sociology is to

construct a theory of social life which acknowledges the fact

that human activity embodies both social action and social

structure simultaneously. (Bilton et al 1981: 744)

My task in this work is not primarily the construction of

social theory, although the data does give rise to a loose

framework in which both the understandings, intentions and

meanings of actors on the one hand, and the effects of their

position in the social structure on the other, can be seen to

underlie the concepts which emerge from the study. I see it as an

important vindication of my cammittment to the respondents' own

perspective that a study of their world-view has led to an

analysis which is markedly different in emphasis to that fram

which I started, but which retains same important elements. In my

view, the study of concepts offers a way of understanding social

behaviour in terms of both the influence of structural factors and

the actors own understandings. Therefore the focus of my study is

not altered, although the content of the notion of 'concepts' is

considerably enlarged to the extent that my theoretical

perspective can be said to be changed.

In respect of concepts of health and illness, an initial

emphasis which was retained and, indeed, endorsed by the study was

the view of concepts of health and illness and particularly of

mental well- and ill-being as rooted in respondents whole lives

(see also Cornwell 1984). This was one reason for my concentration

on respondents' everyday experiences; experiences such as having
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a baby and rearing young children. While this data was to be

important in respect of previous contacts with health services and

perceptions of them, I also saw it as essential to an

understanding of the women's concepts of unhappiness. This

possibly reflects in part my theoretical perspective concerning

mental illness which sees it primarily as a response to external

everyday situations, rather than an internal 'disease'.

B. Lay or Medical Concepts.

An initial assumption was that the lay concepts and

biomedical concepts would be distinct. In view of the fact that

my respondents had not grown up in a culture in which biomedicine

was as widespread as it has been in Britain for a number of

decades, this was not an unreasonable hypothesis.

My assumption of the distinctiveness of lay and medical

concepts might be seen to reflect a theoretical perspective which

sees the two as inherently conflicting or which sees medicine

primarily as an institution of social control. This is not my

intention. Jocelyn Cornwell has reviewed the ways in which

medical sociologists have approached the question 'of the

relationship between medicine and the medical profession on the

one hand, and society - "ordinary people" - on the other'.

(Cornwell 1984: 17). She takes issue with those medical

sociologists who see medicine as an institution of social control,

taking as her own starting point an intention of finding out to

what extent medicine in practice dominates people's lives and

their relationship to health and illness; assuming people's

responses to medicine to be rational and realistic when considered

from their own points of view, and considering the constraints

and medical options actually available to people in specific



situations (Cornwell 1984: 20-22). She also bases her analysis

on the premise that medicine is only one of a number of

determinants of people's actions in respect of health care: they

have other interests deriving from other aspects of their lives.

These assumptions are very close to my own as already outlined and

my framework can be seen to derive from her work. A process of

interaction between lay and medical concepts was observable in my

respondents' accounts, as was their use of aspects of medical care

to further their interests, and of these interests as themselves

determining which medical , encounters the women engaged in.

Differences between medical and lay premises concerning the nature

of health and illness emerge clearly: so too does a process of

incorporation of some medical concepts and practices. The study

illustrates these processes at work.

Despite my sympathy with Jocelyn Cornwell's theoretical

perspectives, I retain the use of the term 'lay concepts'. (She

chooses instead to speak of 'commonsense notions'.) This is

because I see this work as in the same tradition as other studies

which use this terminology, and I see it as helpful rather than

otherwise to use the same phrase. However, it is clear that there

are major theoretical differences in the way in which the term

'concepts' is used and understood by different writers;

differences which go beyond the issue of medical dominance to the

heart of sociological theory concerning the relative role of

culture and of structure in determining behaviour or being created

through it. (See Hall (1981) concerning two paradigms within

cultural studies and Hilton et al. (1981) concerning social action

perspectives and structural and historical sociology.) The way in

which I understand concepts has partly been discussed above and

will be illustrated in what follows.
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A practical consequence of the distinction which I have

assumed between medical and lay concepts is the issue of what to

study. Mental illness is, I would argue, a biomedical concept to

be understood as used by psychiatrists. Arthur Kleinman points to

the need for a new terminology in the investigation of lay

concepts (Kleinman 1978). Terminological difficulties are

highlighted in cross-cultural work, especially where translation

is involved. Initially, I thought the concept of stress might

prove helpful as a medium-range term indicating difficulties and

disorder but stopping short of full-blown mental illness as

recognised by psychiatrists. It is a concept which has been used

by others (e.g. in the volume edited by Saifullah Than 1979) and

which is used within psychology (e.g. Kanner et al 1981; Ray et

al 1982) and biological anthropology (e.g. Harrison 1982). I

found it elusive, however, and as hard to translate as 'mental

illness'. I decided to ask about 'unhappiness' and 'unhappiness-

illness'. I therefore reserve the terms 'mental illness', and

'depression' for those occasions when I assume a vsychiatmic

understanding.

C. Health Care Encounters: An Interactive Perspective.

Although my focus was on the behaviour and concepts of the

Pathan women studied, my initial assumptions included a

recognition of the importance of this behaviour as interactive.

For health care encounters involve two parties, each of whose

behaviour derives from aspects of their culture and social

structure. Thus the study was never one in which the concepts and

behaviour of health care professionals were viewed as neutral or

passive such that any 'problems' in communication must arise from

the 'differentness' of the Pathan patients. Such studies abound



and will be ref ered to in context below. They are rightly

criticised. Not only did I see the context of health concepts as

that of interaction, I assumed from the start that the health care

encounters might themselves be a factor in leading to conflict for

immigrant mothers: for example, due to the different ideologies of

childrearing informing their practices and those of health

professionals (e.g. Health Visitors). Thus I saw the women's

concepts and experiences as well as their behaviour as reflecting

such interactions; influenced by them and directed towards them.

My initial lack of emphasis on structural considerations can be

seen in this example, however, in that ideologiocal conflict was

seen as to the fore.

Although an awareness of health care encounters as

interactive was present from the start of the work, together with

the expectation that concepts and experience (of those

interviewed) would reflect this, the process of the study draws

additional attention to the importance of the interactive

perspective. I have already mentioned the interaction that could

be seen between lay and medical concepts. Theoretically the

inclusion of 'the other side' of the health care encounters is of

importance even when my focus is not specifically on them. It is

important because it locates health concepts and experiences in

time and place; the product of specific social situations and of

social structures. My data illustrates well the way in which

concepts are at any one time linked to social conditions: they

are not some sort of cultural universal changing only with changes

in ideology. Other writers have suggested that changes in health

care provisions (e.g. the National Health Service's provision of

medical care free at the point of delivery) can alter the health

and illness concepts of recipients of such care (see Blaxter and
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Patterson 1982 and Heiman 1978).

In addition, the awareness of health care encounters as

essentially interactive leaves room for an analysis of the power

relations within the interactions and of the context of the

meeting as political. My initial perspective took little account

of these power relations possibly because I emphasised cultural

rather than structural influences in the interaction. My

respondents were in fact in a powerless position on two fronts, as

women within a strictly sex segregated society and as immigrants

in a majority white society.

Considering the former, it becomes clear fram the study that

the wubmen's position as powerless within their own society

critically affects their concepts, particularly their notions of

responsibility: this powerlessness, if accepted, appears to be

'protective' rather than otherwise in respect of mental state,

however.

Considering the latter, I have through discussion, reading

and meeting with people who stress the effects of the racist

nature of society came to see that my analysis of health care

encounters would be deficient if it did not include an awareness

that health care interactions have a political context: between

white and white or black and black they are indeed rarely a

meeting of equals (although this depends on whether the health

worker concerned is a doctor or a nurse, for example); between

white health worker and black patient the interaction is bound to

reflect the power relations of the wider society, and its context

is the racist nature of many medical institutions. Due to the

fact that my framework includes an understanding of health care

encounters as interactive, the analysis is compatable with an



inclusion of this dimension.

In practice, the women's accounts of health care encounters

were remarkable in their concentration on personal rather than

political factors. This emphasis coincides with my own; a fact

that causes me to hesitate in stressing it. This is because I see

research, like health care, as an interactive process, inevitably

reflecting to some extent the value assumptions of the researcher

(see Ingleby 1981 concerning whether research can be value free).

Indeed, the study itself showed up a number of cultural

assumptions underlying the methodology. Clashes between

assumptions and the progress of the research are painful but

instructive; areas of agreement may be more dangerous: they may

reflect an uncritical application of the researcher's values to

the data. Was this the case here? There is no definitive answer

to such a question - I can only draw attention to my own value

position (see Appendix A) and to what I see as having emerged from

the waren's accounts. There are a number of explanations for the

women's emphasis on personal rather than political factors in

medical encounters, and it is clear that they were not unaware of

their community's powerlessness within British society. For

themselves, however, as women in purdah, their lives were closely

circumscribed; personal considerations and the micro-politics of

the family and women's networks were their main concern.

This study and the doing of it during these years when

awareness of political influences on behaviour has come to the

fore has forced changes in my own thinking particularly in respect

of race. Although my emphases in this study are not primarily

political, I do see it as important that my framework is one in

which political factors are included. I have tried to show haw the

basis for this framework predated the study although the work

19



itself and my changed theoretical understandings have filled this

out.

I have described my theoretical perspective in relation to

the three main areas of my initial purpose. In so doing, I have

drawn out those elements which represented starting points and

those which have been changed by the study. It is clear that I

started from a position of wanting to find out, with poorly

defined theoretical preconceptions. The study has defined my

perspective more clearly, in same cases altering it.

The theoretical perspective which emerges from the study is

embodied in the framework which I have used to analyse and present

the data. I outline this next, therefore. The rest of this

thesis will show this framework in use and I invite the reader to

reflect with me in the concluding chapter both on its adequacy for

the task of presenting this work and on the question of the

theoretical understandings to which it leads us on.

4. Analytic Framework

In the descriptions which follow, the respondents' behaviour

in respect of health and illness is seen as resulting from the

interaction of three key factors. These are:

a) CONCEPTS: the women's understandings of health and

illness and of themselves in relation to it.

b) OPTIONS: what it is possible for the women to do

about illness or to enhance health, both in terms of

what is available to them and of what is acceptable.

c) INTERESTS: the bases on which women choose to do as

they do, reflecting their ideals and the pressures upon



them.

These factors are best understood through the use of them in

the presentation of the women's accounts. I have already

identified the issue of the way in which concepts are understood

as critical, discussing both my initial assumptions in respect of

this and some additional elements which have been added by the

study. Both culture and structure are important influences on

concepts. (Below I discuss the definition of these key terms.)

The other two factors perhaps require a little more explanation

insofar as they have not already been discussed as such although

the foregoing has led up to them.

From the respondents' point of view, Options are the
be.

resources that are perceived by a person tolopen to them in any

situation. They include same of the official health services

available as well as alternative health care from traditional

practitioners or from family and friends, and self-help. Other

factors will however determine which of these resources are

included for any particular person and at any point in time. Thus

visits to a G.P. were an Option for some women but not for all;

some had friends who might help, others did not. Material

resources might delimit Options; ownership of a car would render

a place accessible or not; financial means or lack of them would

mean private health care was an Option or not. Previous

experiences would influence an individual's or the group's view

of a resource as acceptable or otherwise. Concepts and Interests

also determine Options: possibilities will be included only if,

in broad terms, they appear relevant: this depends on haw illness

is conceptualised, and choices where more than one Option is open

will be made on the basis of other Interests. Health care Options

are therefore defined on the basis of cultural and structural
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aspects of the person's life. The Options are themselves 'other',

however - they have an existence apart from the person concerned.

They may embody other concepts of health than those of the actor.

In engaging in a health care encounter with one of the chosen

health care Options, a person is interacting with other people.

Although the interactive nature of health care encounters

influences all three of the key factors identified (experiences

of past interactions modifying Concepts and altering the person's

perception of their own Interests) it is in a consideration of the

Options that we look inmost detail at the ideology and structure

of the 'other side' of these interactions.

The category of Interests arose from the study. It was clear

from the women's accounts that choices were made concerning

behaviour; also that some behaviours were adopted despite being

unlikely while others which seemed feasible were not. For

example, women would modify purdah observance to have a hospital

rather than a home delivery, but not to see their General

Practioner; they would 'go out' to visit some people but not

others; they might take a child to see a doctor but not go

themselves. Such actions could not be wholly accounted for on the

basis of Concepts and Options; another consideration influenced

behaviour. It is often assumed that Interests are individual and

selfish. This is not so: collective Interests were apparent, as

were instances of the women furthering the Interests of those for

wham they were responsible (most often children) often at the

expense of their own apparent Interests, at least in the short

term. Indeed, to separate their own and others' Interests was not

a meaningful reflection of their world-view.

The category of Interests is perhaps best understood by means



of an illustration. Interests can be seen as working at two

levels,

(a) informing choices concerning which type of health care, and

(b) concerning whether to receive care at all.

When they relate to the former, they are very closely related

to Concepts and the definitions of Options. Thus, it became clear

that the collective Interest in a physically healthy outcome for

mother and baby at the time of delivery overrode the women's

Interests in purdah observance to result in all having hospital

deliveries.	 Other potential Options (e.g. requesting home

delivery) were not considered. 	 Once in hospital, personal

Interests in rest after birth (shared by all the women but

sometimes contrary to their husbands' Interests) meant that in

sought longer, rather than shorter, stays in hospital, aware of

the hard work awaiting them. Later, however, womens' Interests in

health, although still present, were less overriding: many would

not personally visit their G.P. despite acknowledging that their

treatment would be better if they did. Purdah observance was not,

in this case, overriden. These choices can be seen as made on the

basis of conflicting Interests. These Interests are clearly

related to, and derive from, Conceptual differences and the

different way in which the service Options are perceived, however.

Thus birth is seen as a critical, life threatening event;

children are God's gift. Medicalised delivery is highly regarded.

Ongoing health and illness are, on the other hand, to be accepted

as inevitable: routine health care is not always effective.

In relation to the issue of determining health care overall,

Interests can be seen as more separate since they may override

receipt of health care, even when this is highly regarded.

Interests in maintaining social relations are an example. One
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family, with an epileptic child, were advised by a doctor not to

take the child to Pakistan as his health would suffer. They

believed this to be true, but went nevertheless: the woman's

father had died and being with the family in the mourning period

was an overriding Interest. Later the same family did not visit

Pakistan, despite wanting to go, because they did not want to

interrupt the same child's medication.

In what follows, I shall be looking at the interaction of

these factors in the women's accounts of their behaviour and

experience in relation to having a baby, rearing young children,

general health and illness and mental well - and ill-being. The

reason for the choice of these as areas of experience on which to

focus was that I saw concepts of health and illness, particularly

of mental well-and ill-being as likely to be rooted in women's

everyday experiences, of which mothering formed a large part.

Further, these were areas in respect of which the respondents

could be expected to be in routine contact with health services.

In addition to my use of this framework to present the data

relating to these areas of experience, I shall use it to describe

the women's observance of purdah. This approach to the

description of the respondents' social situation is unusual and

perhaps requires justification. I came to feel during analysis,

that purdah observance was behaviour like illness behaviour, in

which Concepts, external factors which might be seen as analogous

to health care Options, and Interests played a part. In exploring

differences between the women's patterns of social interaction, I

have found this strategy of analysis useful. Thus the three key

factors and their relation to each other will be used in relation

to all the data which is to be presented.



5. Definitions.

Although the account presented here does, I hope, 'speak for

itself' in respect of offering an understanding of the Pathan

women's own perspectives, careful attention to the use of key

terms is essential if the account is to offer any contribution to

theoretical understandings. The following discussions of key

terms used in analysis are therefore important, both in locating

this contribution and in determining its precise nature.

A.	 Concepts.

'An idea of a class of objects, a general notion'. 'The

object of a conception is universal, of a perception, individual'

(Shorter O.E.D. 1965 p. 360). There can, however, be a collective

perception of an event and concepts can be the 'property' of

individuals.

As this is a key factor in my analysis, I have spent same

time investigating its usage, to be somewhat reassured in my

growing confusion to read E. Gellner's remark that

The nature of concepts, and their relation to the things of

which they are the concepts, and to the minds which use or

contemplate them, are among the most hotly disputed subjects

in philosophy. (Gellner 1964).

This being so, I could hardly expect to resolve the matter in

an introductory chapter!

The distinction between concepts as, on the one hand, general

tools of enquiry and, on the other as the content or object of

some specific enquires (such as this one) is also made by Gellner

and is useful. I shall use a capital letter to refer to Concepts

when I am using the term to denote that which I am exploring, the

subject of my study.
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Even as a key term, the word is variously used: for example,

one definition of culture defines cultures as camprising 'systems

of shared ideas, systems of concepts and rules and meanings that

underlie and are expressed in the ways that humans live' (Keesing

1981, quoted in Helman 1984: 2, my emphasis). Another definition

of ideology sees this as the 'themes, concepts and representations

through which people "live" in an imaginary relation, their

relation to their real conditions of existence'. (Althusser 1971,

quoted in Hall 1981: 28-29 my emphasis).

Concepts have been studied by many leading sociologists:

Claudine Berzlich's work (1973) uses the Durkheimian notion of

representations and G.H. Mead is described by Stephen Mennell as

contributing 'an account of haw concepts, symbols or

representations have their origin in social communication and

interaction'. (Memnell 1974: 22). These examples fram the

Durkheimian and social psychological traditions are but two of

many (see Mennen 1974).

We can conclude, then, that Concepts as an object of study

are of central importance within social0;y, but also that they are

variously defined and used within the different theoretical

traditions. I have already stated my view that the way in which

they are defined is critical in an understanding of theoretical

perspective and as a reflection of it, and indicated that I intend

to draw out both cultural and structural determinants in the

accounts of the warn interviewed. This study concerns the nature

of Concepts; my understanding of this term will therefore be

illustrated by the analysis.

B. Culture, Ideology, Social Structure.

I do not propose to offer a review of the many ways in



which these key terms have been used. As the quotations from

Althusser and Reesing in the last section show, both culture and

ideology can be defined in relation to concepts in ways that

appear to be very similar. Stuart Hall notes that culture may be

so widely used as to include most facets of behaviour (Hall 1981:

26); Tony Bennett that culture and ideology are used within

different traditions operating a 'related but not entirely

symmetrical range of meanings' (Bennett et al 1981: 11) and Clyde

Kluckhohn that 'since roughly 1935, many British Social

Anthropologists have tended to use social structure rather than

culture as a core concept' (Rluckhohn 1964: 167 my emphasis).

Moreover, Rroeber and Rluckhohn are referred to as having

analysed 160 definitions in English of culture by anthropologists,

sociologists, psychologists, psychiatrists and others (Rluckhohn

1964: 166).

Since I wish to use these terms in what follows and to convey

different meanings by them, it is important to discuss my intended

use of them. Firstly, in view of the obvious overlap of these

terms in various theoretical traditions, let me justify my

differentiation of them. This arises from the way in which they

are currently often used in the description and understanding of

the behaviour of members of minority ethnic groups.

A number of studies and accounts concentrate on 'cultural'

explanations of different patterns of behaviour. That is, they

offer explanations of different patterns of beliefs which are seen

as distinctive of the group and their place of origin. Examples

of this are articles in medical journals concerning 'cultural'

beliefs and practices related to childbearing, health etc. (e.g.

Beard 1982). Careful writers delimit the groups adhering to such

practices: earlier tendencies to speak of 'Asian culture' have
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been critised. The result of such 'cultural explanations' is to

see practices as exotic and related to particular distinctive

communities. They imply a sense of stasis: a feeling that

culture informs behaviour in uniform ways amongst all members of

that group, over time. In seeking to emphasise distinctive

practices (an important endeavour) such accounts often

deliberately (for the task in hand) lack a sense of process and

change: those practitioners aware enough and concerned enough to

read them come to see those groups of people as 'other' and rather

locked into approaches to life which owe much to their origins and

little to their current situation.

Such studies have been criticised on a number of counts.

Firstly, they seem to assume that 'culture' is samething that
.!<:31Qj9 IV? C3

/.have and fail to analyse dominant indigenous beliefs and practices

within the same framework. Secondly, they pay little attention to

structure and process. Thus they do not offer a means by which a

political analysis is possible, for 'culture' tends to be treated

as exclusive to the community concerned and commonalities between

groups where there may be striking similarities of structure and

position tend to be ignored.

Both when the focus is on patterns within the family and when

it is wider, a structural analysis can offer the practitioner

alternative methods of intervention which are relevant but not

static. Cultural understandings, on the other hand, tend to leave

the practitioner not knowing where or haw to intervene in customs

that are so 'different' (see Ballard 1982 for an account of S.

Asian family structure and Ballard 1979 for suggestions as to haw

such understandings can help practitioners).

In this study, I want to speak on the one hand of the



distinctiveness of Pathan culture and on the other of the

similarities with other (culturally very distinct) communities on

the basis of a similar position in relation to the dominant

society (for example the Samoan people described by Joan Ablon

(1973)) - an issue of structure. Concerning Concepts, one of the

contributions of this work is to illustrate the way in which

these are both culturally and structurally determined. By this I

mean that they can be seen to be related to patterns of belief and

practice which are distinctive of the cultural group (in this

instance Pathans) but at the same time related to aspects both of

internal Pathan social structure and of the position of Pathan

inmigrants within the wider society.

The following definitions are taken fran A Dictionary of the

Social Sciences (1964) edited by Gould and Kolb. I include than

to show that my usage is not idiosynciatic but can be seen to

coincide with certain traditions, at least, in the literature.

i) Culture 'A culture is a set of patterns, of and for

behaviour, prevalent among a group of human beings at a

specified time period and which, from the point of view of

the research at hand and of the scale on which it is being

carried out, presents, in relation to other such sets,

observable and sharp discontinuties' (Kluckhohn 1964: 165).

I shall refer to Pathan culture in what follows. I see this

as characterised by the speaking of Pukhtu. However, I

identified two subcultural groups within those interviewed on the

basis that the women themselves draw attention to 'observable and

sharp discontinuities' between the behaviour of the members of the

two groups; differences which I shall describe and which

coincided with different areas of origin, despite the speaking of

a common language. Groups were defined by those concerned on the
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basis of common ancestry.

ii) Ideology is defined by J. Gould as:

a pattern of beliefs and concepts (both factual and

normative) which purport to explain complex social phenomena

with a view to directing and simplifying socio-political

choices facing individuals and groups. (Gould 1964: 316)

Ideology may be thought of as the 'distortion of thought by

interests' (quoted by Gould 1964: 316) but I do not use it in

this sense. Rather, I find it a necessary and useful term to

refer to the Pathan system of beliefs which are seen as

underpinning Pathan culture. These are not the same as Pathan

religious belief (faith in Islam) although they are seen to derive

from it. My usage of ideology is to refer to the system of

beliefs that are essential to Pathan culture.

iii) Social Structure may be defined as those aspects of a

society which permeate it and define relationships between groups

of people. A definition quoted by Eister is as follows:

The structure or organisation of a society consists of

statuses such as occupations, offices, classes, age and sex

distributions and other circumstance - occasioned

reciprocities and rules of conduct (Hiller 1947: 330 quoted

in Eister 1964: 668).

It is clear that a certain social structure arises from

Pathan culture and is characteristic of it. I am aware of

limiting the sense of 'culture' by distinguishing it from the

structures which characterise it. In so doing I am deliberately

using the term in the limited sense in which it is often used in

the field of medical anthropology. Arthur Kleinman points out

that



Medical systems are both social and cultural systems. That

is, they are not simply systems of meaning and behavioural

norms, but those meanings and norms are attached to

particular social relationships and institutional settings.

To divorce the cultural system from the social system aspects

of health care in society is clearly untenable (Kleinman

1978).

His dichotomy between social and cultural systems is close to

my usage of social structure and culture, in which culture refers

to 'systems of meanings and behavioural norms' and social

structure to the relationship of statuses and institutional

settings. Arthur Kleinman sets the dichotomy in order to

emphasise one dimension (the cultural). Ronald Frankenberg's

criticisms of Arthur Kleinman's paper include the argument that

Medical anthropology should show thA nature and importance

of the structural oppositions in the practices which generate

the different explanatory models of clinicians and patients

elaborated by Kleinman. (Report by Thomas, 1978)

My purpose in distinguishing the cultural and structural

dimensions on the lines outlined is the opposite of Arthur

Kleinman' s: I wish to demonstrate and illustrate in this case

study the way in which concepts relate to both culture and

structure.

I use culture therefore to refer mainly to beliefs and

practices characteristic of Pathans. That there is a set of

beliefs and practices that is characteristic is a firmly held view

amongst Pathans themselves. I use ideology when my focus is the

beliefs (rather than the practices). I use social structure to

refer to the institutions and status relationships which

characterise Pathan society or British society, depending on
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context. These locate respondents in time and place and may also

be similar to structures deriving from other cultural systems.

C. Ethnicity.

I shall be describing Pathans as a minority ethnic group on

the basis that this is commonly accepted terminology. The term

'ethnic' is however, used fairly uncritically and without

attention to theoretical understandings - most see this merely as

an acceptable alternative to 'immigrant'. Roger Ballard draws

attention to ethnicity as:

'a) the articulation of cultural distinctiveness in

b) situations of political conflict or competition' (Ballard

1976, quoting D. Parkin, 1974)

Description of Pathans as an ethnic group is, I would argue,

justified and justifiable on theoretical grounds as well as those

of popular useage.

D. Mental Illness.

I have already referred to my intention to restrict usage of

'mental illness' and 'depression' to occasions when I wish to

speak of these conditions in the way in which they are defined

within psychiatry. Although this begs a number of questions

because of the numerous different theoretical understandings

within that discipline (see Chapter Nineteen), it is useful to

retain different terms when referring to respondents' and

biomedical concepts in this area, at least while the issue

concerns precisely the difference or otherwise of these concepts.

6. Layout.

I will introduce and define other key concepts as necessary
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in what follows. Theoretical discussions, although necessary, are

somewhat dry and heavy. This work is essentially about

illustration not argument, and it is my hope that the discussions

of this chapter will be illuminated by what follows. Part I

concerns methodology; Part II the social situation of

respondents; Part III the respondents as mothers and their

experiences of health services that derive from this status, and

Part IV their experiences of health and illness and of treatment,

and their concepts of well - and ill-being, both physical and

mental. Each Part (except the first) uses the framework as a

means of presenting and understanding the data. Each (including

the first) makes a substantive point as well as contributing to

the whole. Thus the work is cumulative; each Part being

essential to the overall presentation of these Pathan women's

concepts of mental well-and ill-being and to the discussion of

these.



PART I. RESEARCH AND SOCIAL PROCESS: ISSUES OF METHODOLOGY.

It takes two hands to clap (literally, a clap does not came from

one hand).

Pathan Proverb.	 (Ahmed 1973: 41, and respondents.)

This Part focusses on Research and Social Process at two

levels. Firstly there is the research as itself a social process

changed by the interaction of researcher and those researched. A

recent book describes the way in which methodology is changing,

and the consequent need to monitor:

Accounts by researchers have revealed that social research

is not just a question of neat procedures but a social

process whereby interaction between researcher and researched

will directly influence the course which a research programme

takes... Accordingly the project, and the methodology, is

continually defined and redefined by the researcher and in

same cases by those researched. In these terms, researchers

have constantly to monitor the activities in which they are

engaged.

Nowhere is this more essential than in the conduct of field

research, which is characterised by flexibility.

(Burgess 1984: 31)

The present study illustrates this well, and Chapters Two to

Five offer a detailed account of the social process of this

research. So striking were some of the changes in methodology

that they lead on in Chapter Six to a discussion of some key

issues of General Methodology. Also in that Chapter, I discuss



thesP issues in relation to the study of concepts and go on to

consider the question of relativity and whether it is possible to

speak of shared concepts or to provide an understanding of them

through research, and the nature of that understanding.

Secondly, there is the sense in which any piece of research

is a product of its context - both of the historical and

geographical circumstances in which it was conducted, and of its

context within the process of the development of academic

knowledge and understanding. It is a creature of time and place

in theoretical terms as well as circumstantial ones and 'I

therefore preface this Part with a consideration of these

contextual issues.

External factors influence a research project just as do the

group studied and the problem to be investigated. The time at

which it takes place and the place where research is conducted

both influence the work and the data. Like health care provision,

resParch projects are historically and geographically specific.

For researchers and those interviewed there are personal landmarks

which locate 1980-1981 in their minds. There are also regional

and national ones. Nationally, this was the year of the Royal

Wedding (of Prince Charles and Lady Diana Spencer). This was

apparently more noted by the relatives of respondents in Pakistan

than by the Pathan community in Bradford. In Pakistan, it was in

every news bulletin and followed with interest - in Bradford many

women with whom I spoke knew very little of it.

In Bradford, the end of 1980 was the time of the 'Yorkshire

Ripper' and his arrest. There had been a series of women murdered

in the region and a national murder hunt was launched to seek the

killer. The last of the murders committed by the Yorkshire Ripper

was in Leeds - some three streets from where I was staying and at
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a time when I was there. It gave the weekly fieldtrips an aura of

apprehension and danger, as of course, it did to every wornan

normally resident in the area. Research respondents were women

not used to going out at alone at night. However, the general

fear amongst all women in Bradford was something of which

respondents were aware from news reports and the radio.

Most importantly, from the point of view the respondets, this

was the time of the arrest and subsequent trial of 'the Bradford

12' - twelve Asian youths found making incendiary devices with

which to protect their community. Several respondents were

related to those arrested - all identified with their cause, and

with their certainty that the police would not protect them and

therefore the justification of the young men's attempts to protect

themselves and their cammunity. This view was upheld legally and

at their trial the youths released. However, the findings of the

court and their implications have been largely ignored (Pierce,

1982). The women continue to live in fear, as this study con-

firms. It was also the year of the Toxteth and Brixton riots and

the Scarman enquiry (Scarman 1981) and general fears that similar

situations could arise in Bradford. Ironically it was this fear

that made it a time of renewed interest in provision for ethnic

minorities (even in a period of recession).

The law and order issue impinged most directly on the project

through the husband of the Research Assistant. As a policeman

himself and also a member of the community involved, he was viewed

in various ways, sometimes as a potential bridge, at others as

having abandoned his own people. His arrest of a member of the

Pathan community on suspicion of a murder that had taken place

within the community, was to have some implications for our



reception by respondents.

In addition, the research period was a time of increasing

unemployment. As we shall see in the next Part, many of the

respondents' husbands were unemployed. There is overwhelming

evidence both that unemployment is higher amongst black people in

Britain than amongst whites, and that this is partly, at least,

due to racial discrimination against black people (Ballard and

Holden 1975a and 1975b). In addition, the significance of unem-

ployment is not the same for the immigrant as for the indigenous

white person. There is a tendency to blame outsiders for the lack

of work - the popular press often amplifies this view. Whereas

the white man who is unemployed is a victim of a national sit-

uation, the Asian may be seen by others to be a cause of it.

Moreover, personally, it is to work that he has came, and he

often feels embarrassment and shame receiving social security

benefits. Many Pathan men had only recently called their wives

and children over to join them, having waited until they built up

same security in Britain before reconstituting their families

here.

This latter point relates to the geographic specificity of

the group studied. Each city has its own history both of

employment and of immigrant settlement which is distinctive. The

research was done in Bradford because it was known to be a place

where large numbers of Pathans had settled. Data from the census

taken in 1981 relates to the city at the time of this project,

showing that 1 in every 10 Bradfordians were born outside the UK;

6.7% in Pakistan and the New Commonwealth - over half of these in

Pakistan (nearly 4% of the total). In terms of housing, we learn

that 'insofar as the census measured housing conditions, it shows

that Bradford's black population have far worse conditions than
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the rest of the population' (City of BRadford Metropolitan

Council, 1982). Rates of car ownership are lower than for white

people. Unemployment is at a higher rate in Bradford (11.1%) than

in any other of the Districts in West Yorkshire, with high

concentrations (more than 25% unemployment) in those wards in

which there are the highest concentrations of people fram

Pakistan. These are the areas in which my respondents were

living.

To put the study in its true context, however, current data

is not sufficient. It is the patterns of migration and settlement

which are more revealing and their interpretation from the

perspective of members of the various groups. The works of Badr

Dahya (1974) and C. Richardson (1976) are useful in providing

background concerning this aspect.

A piece oC social research can be seen also as a part of the

process of the creation of sociological understanding. Ronald

Frankenberg draws attention to this, saying that 'sociology is

always produced collectively.., it is written within a context of

a general ideology' (Frankenberg 1979).

One aspect of the context of this piece of work is the

growing awareness of the political dimension in studies of

minority/ethnic groups. I have already referred in Chapter One to

changes that have occurred within transcultural psychiatry in

Britain during the period of this research and to my involvement

in these changes and the impact this has had on my analytic

framework and theoretical understandings. It is indeed within the

context of an awareness of both feminist writings and the demands

of black people that I have struggled to comprehend what

respondents were telling me. It is a fundamental aspect of my own



world-view that involvement with (and in) social processes are

critical to the development of worthwhile understandings - the

poipt of view so well expressed by Ronald Frankenberg (1979),

although I am well aware that his committments and mine differ.

The other aspect of the cultural context of this work to

which I would draw attention is linguistic. Irwin Deutscher

(1968) draws attention to the distinction between 'knowing' and

'knowing about' that is to be found in many languages (including

French, German and Spanish) but not in English. Referring to

sociologists who have drawn attention to this, he says: 'The

inability of English speakers to easily make this distinction may

have had serious consequences for methodological thought in the

social sciences' (Deutscher 1968: 326). Ronald Frankenberg

(1979) refers to this point too, seeing it as fundamental to the

individualistic tendencies in social science methodology;

tendencies which I will discuss below since they became apparent

during this work. This link between this particular linguistic

distinction and individualism in social science arises because

'knowing about' rather than 'knowing' is seen to have dominated

English and American approaches to social science: indeed, has

came to seem to be the only sort of learning about others that is

possible. The lack of a separate word for 'knowing' means that

the more subjective kind of learning that arises from involvement

has not been apparent even as a possibility. 'Knowing about'

objectifies those studied - this goes with a tendency to

individualism rather than collectivity.

Language is a basic reflection of culture: it has been

viewed as the basic unit of it. It is hardly surprising therefore

that linguistic considerations were of crucial importance within

the research process in this project which was overtly cross-



cultural: nor that they can be seen as signficant of and reflec-

ting cultural assumptions underlying methodology in social re-

search, showing how this is itself a culturally specific way of

'finding out'.

I turn now, however, fram the social processes which form the

context of this work, to issues

account of the research process

purposes. Firstly, it offers

of social process within it. The

in the following Chapters has two

a description of the methods by

which the data has been collected in order that the reader may

assess the conclusions of the study. Secondly, it raises issues,

discussed in the last Chapter (Six) of the Part, which are in

themselves of theoretical importance. These issues arise directly

from the changes in methodology and are a consequence of the

perception of research as social process (rather than as a set of

standard techniques) since this entails a view that changes in

methods reflect issues of theory.



Chapter TWo. Drawing _m the Research Project.

A piece of research falls into a number of stages: the first

can be seen as that in which the research problems are identified

and a strategy and techniques are selected (see Bulmer 1977

Introduction for use of terms).

1. Identifying the Research Problems.

•
As mentioned in Chapter One, the present work started from an

initial interest in wamen and mental illness and in dependent

warren as migrants. Preliminary reading showed that the issue of

depression/mental illness amongst Asian immigrant women in Britian

was itself problematic. A review of research published by the

(then) Commission for Racial Equality comments 'there has in fact

been relatively little research done in this area'(C.R.E. 1976),

i.e. concerning mental health among ethnic minority groups.

Statistics of mental hospital admissions published prior to this

study showed Asian woolen, as a group, to be underrepresented

(Cochrane 1977) although some later work conflicts (Carpenter and

Brockington 1980). On the other hand, a growing body of
literature from within Asian communities suggested that Asian

women, particularly the most secluded, were subject to stress and

depression which was going unnoticed. (Saifullah Than 1974;

Knight 1978; Wilson 1978). The first problem then concerned the

extent to which Asian women are clinically depressed. A second

arose from it: why was it that this was not being treated within

the NHS psychiatric services? Two sorts of explanations might be

put forward. Firstly that the lay conceptualisation of depression

is different from the biomedical conception in the case of this



group who are from an overtly different culture.* This might

include the idea that distress is presented in a way that is not

recognised by health practitioners (see Kiev 1972 for support for

this view) or that it is understood completely differently.

Secondly, concepts might be equivalent and presentation

potentially understandable but deliberately disguised, or contact

with psychiatric services deliberately avoided, because such

contacts are deemed by this group unacceptable and/or

inappropriate avenues of treatment either generally or for this

sort of disorder.

Aetiological questions were also of interest; particularly

migration as a factor and the women's dependency (which might

entail lack of involvement in the decision to migrate) and also

their role of child-rearer (a role which is at the heart of the

socilisation process and which therefore is closely bound up with,

and defined by, cultural norms). Here, too, the literature was

not directly relevant to the particular group to be studied. In

respect of migration, a review by Diana Hal (1979) states that

'as a social phenomenon, migration is not well understood, and its

influence on health is ambiguous'. Isues of whether migrants are

preselected on the basis of abnormal mental stability or of

abnormal instability arise, as do factors such as the size of the

group at the point of destination. Thus 'where there is a large

group of persons at the destination from the same group or aream

Lemert (1958) found mental hospital rates low, suggesting that

support from compatriots mitigates the stress of the move' (Hull

1979: 34). Peter Hitch's work (1975) is also relevant.

In respect of childrearing and of women as mothers, various

indications from studies of English-born women suggest a link with



the development of depression, but these need treating with

caution when we are looking at a different cultural group. Thus

Hannah Gavron (1966) describes the isolation of mothers with young

children, and George Brown and Tirril Harris (1978) suggest that

the presence of three or more children under fourteen years and

lack of employment outside the home are both 'vulnerability

factors' in the development of depressive illness in the women

they studied. In respect of As4ian women, even those who are not

migrants, there is little data, due largely to the unreliability

of epidemiological studies in the Asian subcontinent, although

J. Ananth (1978) reviews a few of those that are available and

comes to the interesting conclusion that 'Indian women manifest

depression less frequently in spite of social pressures ... This

law prevalence of depression in women may be related to their

acceptance of the situation as unalterable. They do not aspire to

change unfortunate circumstances.' (Ananth 1978). I will return

to this paper because this suggestion did in fact foreshadow one

of my own conclusions.

My interest was not however, in either mothering or migration

per se, but the effect of the latter on the former. The only

data I had concerning this was somewhat more circumstantial and

negative and again, did not relate to Asian groups in Britain.

Thus I knew that British and American Aid agencies lay

considerable importance on the 'adjustment' of the wives of their

employees in overseas situations and that they see this as

problematic, aiming to facilitate positive adjustments by various

strategies. No such strategies could be expected in respect of

the Asian wife coming to Britain - rather the opposite. Was her

position a similarly vulnerable and problematic one? The workers

already referred to suggested that this was so.



2. Towards a Research Strategy.

A number of research problems can be seen as having emerged

from this preliminary period of review. Both the aims of the

research and the research strategy were dictated by the attempt to

investigate these problems in combination with each other, by

certain resource limitations and opportunities and by the

interests of the funding body (by no means oppressive, but

present, nevertheless). Thus

a) a large scale epidemiological study, which might have been

most appropriate to the first problem - the extent of clinical

depression amongst this group - was ruled out by overall resource

issues and by the wish to explore lay concepts and aetiological

factors. A more in-depth study was necessary for this.

b) a study of wain diagnosed as clinically depressed (i.e.

those who were already patients) might have been most appropriate

had the problems been merely ones of aetiology. Such a study

would not however, answer questions of prevalence of mental

disorder in the community, nor would it have enabled an

exploration of lay concepts.

my own knowledge of one Asian language (Pukhtu) was a

positive resource of considerable importance in determining the

group to be studied; as this group was a small one, a study of

'patients' within it would probably not be feasible.

d) the focus on young children was partly for reasons of the

mother's increased contact with health services at this time,

partly due to this being seen as a time of increased potential

stress for mothers but also due to a wish to link with an ongoing



series of research projects led by Professor Meg Stacey at Warwick

University - these were collectively entitled the Child Health

Project. In addition to two 'core' pieces of research concerning

the history and present work of the Child Health Services,

researchers such as myself with projects that were related to this

topic came together regularly to discuss issues of mutual concern.

The existence of this group therefore constituted an extra

'resource' opportunity which determined the focus of the work to

some degree.

e) it will be apparent that concepts of depression and mental

illness were central. The terms are loosely used by many non-

medical writers to cover a whole range of emotional conditions

without showing whether these do or do not coincide with

psychiatric usage. I intended to operate with two models - the

psychiatric/biomedical concepts on the one hand, and lay Pathan

respondents' ones on the other, exploring the latter and not

assuming the two to be coincident. The study therefore had to be

one in which the issue of 'what is mental illness?' was kept open

- it could not in its very terms of. reference and strategy

prejudge this. Thus neither a predominantly epidemiological study

not one of a patient group would do.

It was decided therefore that the work would be a case study,

involving a limited number of individual women (I envisaged a

possible thirty from contacting perhaps fifty in total) who were

Pukhtu speakers with young children ( all under 5 years at the

time of study) living in the community in a city in which there

was known to be a sizeable population of Pathans. A Pathan

Research Assistant would be recruited to help, especially with

interviewing. Although my own spoken Pukhtu was a factor of



importance and meant that an interpreter was not necessary, it was

felt important that a Pathan-born person be involved both to

facilitate actual interviewing and understanding and to help with

interpretation. My own Pukhtu is adequate to ask questions and

'get the gist' of replies; it is not fluent. This might have

been sufficient for survey interviewing; for the type of in-depth

work envisaged it would not be. The presence of two interviewers

was seen as a safeguard in respect of interpretation also; the

combination of cultural expectations that would thereby be brought

to the work could be expected to enrich it. Together, the

Research Assistant and I would get to know these waren over a

period of time in order to build up relationships of sufficient

trust to elicit fairly detailed information in respect of two

overall areas. The first concerned the women's health needs and

use of services, both in respect of themselves and of their

children. Attitudes to general health services and patterns of

service usage were expected to be determining factors in tne

women's perception of health workers generally and of psychiatric

treatment should this be/become necessary. Routine situations

would be focussed on - having a baby and infant health care were

likely to be recent and relevant areas. Secondly, the aim was to

explore the women's concepts of health and illness, particularly

stress and mental illhealth. As much information as possible

would be drawn from discussions of general everyday health

situations, in addition to specfic discussions of this topic.

3. Research Techniques and Instruments.

The main technique used was to be the individual interview.

These were to be semi-structured and their aim was to obtain data



from individual women concerning use of services and views of them

on the one hand, and concepts of health and illness and mental

well - and ill-being on the other. Interview guidelines were

drawn up, focussing on specific areas. These were:

a) Childbirth in England

b) Rearing young children in England

c) The women's own world- being a Pathan woman in Bradford

d) Health and Illness

e) Experience of stress

expected to use in the interview situation, although not rigidly.

To this end they were to be translated into Pukhtu. The areas

were chosen because they were ones which involved interaction with

health services and potential mobilisation of the women's own

support systems. They were also felt to be closely concerned with

normal everyday life and thus topics to be fairly naturally

discussed with us. Within each, the focus was on specific recent

events.

I also set out to obtain three other sorts of data. One was

'factual' and socio-economic, and for this a checklist was drawn

up of basic information relating to each respondent's social

situation.

A technique of an altogether different kind, reflecting other

theoretical perspectives, was incorporated in the use of the two

Psychological Rating Scales. The Langner 22 item scale (Langner

1962) and the General Health Questionnaire (GHQ) 12 item scale (as

referred to in Cochrane et al 1977 but, see Goldberg et al 1970 in

respect of the full General Health Questionnaire) were originally

selected. The basis for this selection was that they had been

ti,e5	 +LQ- -C-00n1 c.0

The guidelines were detailed; kseries of questions which I



used in a previous study comparing Asian-born and English-born

rates of psychiatric disturbance (Cochrane, Hashmi and Stopes-Roe

1977). Authors of the study had concluded:

Both scales in their ffcdified versions proved easy to use and

acceptable to respondents. It was also possible to

demonstrate high test-retest reliability for both scales.

Using the criterion groups method, both scales appeared to be

valid measures of psychological disturbance for Asian

immigrants. (Cochrane et al. 1977: 162)

Although the context of the study in which the scales were

subsequently used by Raymond Cochrane and his colleagues was

different to that which I envisaged, it was important, especially

when 'borrowing' instruments from another discipline (which

reflected a different theoretical perspective on the social

world) to use those which were claimed, within their own

tradition, to be valid, at least in respect of the cultural group

for which I was planning to use them. The scales were to be

translated into Pukhtu with the help of the Research Assistant

when recruited. The final type of data was not one for which a

particular reserach instrument was devised. This was an

assessment of the mental state of informants. In practice, this

would appear as part of my field notes. It is important to note

it, however, as a separate type of data because one of the aims of

the study was to use a tripartite assessment of mental state: the

women's own view would be drawn from interview data concerning

stress; a biomedical assessment of the group interviewed, if not

of the individuals, was the aim of using the test scales, and our

own assessment, combining professional and lay, English and Pathan

perspectives, was the third.

We also prepared a sheet introducing ourselves and the aims



of the research and seeking permission to interview. This

referred to expected long term benefits in health provision

arising fram a better understanding of the needs of the Pathan

community. It was the intention that interviews would be tape-

recorded.

4. The Ordering of the Wbrk.

An important factor influencing the work overall, and this

thesis in particular, was the fact that funding for the work was

provided by the Department of Health and Social Security rather

more quickly than had been envisaged. There was therefore

considerable pressure to begin fieldwork. My task was to work

close to the practical problems and to pxodmce reports whth

related to these rather than to the academic literature. Thus,

the reading and comparative work which might have informed my

approach could not be done prior to fieldwork or even prior to

completion of reports for the funding body. This work has there-

fore been done subsequently.

Much of the material presented in this thesis was presented

in earlier reports (Currer 1983a and 1983b). My emphases and

points of interest wetehowever, very different at the time when

these were written, and this thesis takes those reports of the

research project beyond a description of the lives and views of

those interviewed to a consideration of this data in the light of

the various bodies of literature to which it relates.

It is as important to note work which was not done at this

stage as it is to describe that work which was done. T 	 study

would undoubtedly have been altered in some ways had a fuller



review of literature been possible prior to starting fieldwork.

However, what may have been lost in this way was gained in

another: the fact that the work was funded by a body interested

in issues of practical rather than of academic relevance reduced

the time for initial study but it opened up to me facilities in

Bradford as a result of official Government interest in the work.

This interest fitted well with my own concern with practical

issues. The facilities are described in the next chapter.



Chapter Three. Entering the Field. 

Having drawn up the research project, chosen a research

strategy and procured funding for the work, I left Warwick

University for the City of Bradford to start fieldwork. The

'field' that I entered was at this stage not the Pathan community,

however, but the more abstract area of interactions between health

workers and Asians and the places in which these were reflected on

and discussed. My base in Bradford was Lynfield Mount

Psychiatric Hospital which had developed as a centre for

discussions of transcultural psychiatry and the health needs of

ethnic minorities. There I was welcomed and offered a number of

practical facilities, such as a roam, telephone etc. as well as

the opportunity to make contact with 'practitioners interested in

the issues with which my research was concerned. The

Transcultural Psychiatry Unit, in which I was given honorary

status as a linked Research Wbrker, is described in more detail in

a number of publications (see Knight 1978 and Rack 1982 pp. 266-9).

At the time I did not question this 'way in' to the research

through a practitioner base. In retrospect, it can be seen to

represent a departure from an ethnographic approach which might

have been made directly to members of the Pathan community, and is

perhaps a reflection of my general purpose and orientation which

was not that of the ethnographer, although I was influenced by

anthropological approaches. My pupose was to study concepts of

health and illness as they affected behaviour. A large part of my

focus was on health care interactions. I did not see the

perspectives and concepts of practitioners as irrelevant in an

understanding of the Pathan women's behaviour. Rather, I saw this



behaviour as arising out of interactions and potential

interactions with health workers. My view of concepts included

the notion that they might be influenced by such interactions.

The views of practitioners were therefore relevant to my enquiry.

In addition, it was my intention to communicate the data

concerning Pathans to practitioners. An awarenesss of their

concerns was therefore of importance to me for this reason also.

It is difficult, in retrospect, to disentangle motives and

assumptions. At the time I did not question my own acceptance of

a practitioner base. Nor did I see it as reflecting an

identification on my part with world view of practitioners.

My explicit aims in this initial period (1st November 1980-

31st January 1981) were twofold - to gain more information

concerning the Pathan community in Bradford and to publicise my

search for a Research Assistant. A third purpose emerged: I was

discussing with people my research proposals, getting their views

of the Pathans with wham they were in contact and of what they saw

as problem areas. I shall consider these in reverse order. Once

the Research Assistant was recruited, there was an additional

preliminary task: the translation of research guidelines and

instruments.

1.	 Discussions with Health Care Practitioners and Research

Colleagues.

During the three month period, contact was made with some 30

professionals. Through the monthly workshops of the Transcultural

Psychiatry Unit, I was able to meet many in the city, black and

white, interested in ethnic minority issues from a wide variety of

professional backgrounds. 	 These comments all fed into the



research process.

Overall, there was a consensus of opinion amongst those with

wham it was discussed that the proposed study would be interest

and value. There were numerous suggestions that the more secluded

women were subject to depression, although several questioned

whether the time with young children (that on which I was to

focus) was the most stressful - suggesting that the rise in status

of a new mother, the constant well defined activity that a new

baby or young children entails and the probable lack of contact

with wider society at this time might all result in fewer

conflicts for these women than for those with school age and

growing children.

There were suggestions that the difficulties thrown up by

working with women so culturally different were causing problems

for health visitors and that there were tensions between those who

were adapting to accomodate and complement different practices and

those who saw no need for this. The question of whether Pathan

women would benefit from my research was raised. However, the

overall and quite strong feeling seemed to be that the writing of

an account of the world as seen by Pathan women themselves, could

not but be a help to professionals in their ongoing work,

particularly in relation to matters of pregnancy and motherhood,

health, ill health and stress, and the view of health and other

services. Most assumed that what helped them to understand the

client would necessarily help the client.

In discussions of the work with some colleagues, there was

concern about lack of a British control group. It was suggested

that this would render us unaware of factors such as the class

position of respondents and that features of the Pathan group



under study could not therefore be classified as due to this or

that factor in the respondents' situation. This is a valid point

and would be an important criticism had the aim of the present

study been to make such classifications and statements. Even

within the present concerns, it is a salutary warning and one that

must be borne in mind in what follows. For the Pathan women under

study are not merely Pathans - they are also living in a certain

area, their husbands are in certain jobs (or not) and their

children go to certain schools. Their behaviour is determined by

a multiplicity of factor of which their cultural beliefs and

background are merely a part.

Comparative studies have both strengths and weaknesses. One

of the problems is in determining which factors should form the

basis for matching of the groups because this assumes that one

knows which factors are significant, and that they will be equally

important for each of the groups involved. Even if one assumes

that certain factors can be taken as significant (e.g. class

position) a problem arises in the form of the basis on which such

a classification is made. There is growing concern that commonly

accepted indices of class position such as housing, employment or

spending patterns do not have the same meaning for minority ethnic

groups as for the general population (Illsley 1982, Dahya 1974,

Rex and Moore 1967). Such concern unites those who see different

cultural values as predominant in leading to different choices

regarding housing, for example, and those who see racism as a

major factor forcing a lack of choice for minority ethnic groups.

Either way, inner city black and white neighbours may not be

readily seen as equivalent in terms of social status.

Because of its exploratory nature, this study did not

incorporate a comparative dimension. Its purpose was to ascertain



just which factors were of major significance for the group

concerned. A following study might take one of the factors that

emerges from it and explore this further, using a control group

method. This was not appropriate, however, in this work. The

study does however avoid concentrating solely on cultural

determinants of either concepts or behaviour. Factors relating to

social position emerge as of importance even though the particular

group is studied in isolation and in its own terms.

Comparisons with published data relating to other groups will

be made where this is appropriate and where such data is

available. The bases for these comparisons will however, vary

with topic in hand. Overall my purpose was to learn from the

women themselves which were the important variables.

Various suggestions were also made by those I met concerning

how I should go about introducing the work to respondents and

seeking cooperation. Although none of the issues could be

completely resolved before starting interviewing, the overall

message was that to be successful in obtaining information such as

I wanted, I had to demonstrate by manner and conduct a knowledge

of and respect for Pathan norms of behaviour, otherwise my chances

of obtaining cooperation would be very limited. My conduct and

method of approach was clearly going to be as important as, if not

more important than, the objective and scientific rationale for

the research.

2. The Recruitment of a Research Assistant.

This period was also much taken up with search for a Research

Assistant. The dilemmas involved in this search were set out in a

memo written in October 1980 (Appendix B.). There were inherent



and important contradictions in the role - discussed in this memo

- such as the question of how closely identified with the

community it was desirable for the person to be. Nevertheless,

the overall fact that it is not considered proper for a Pathan

woman to be employed outside the hame came to be the overriding

factor as it was clear that there was a real likelihood that no

Pukhtu speaking woman prepared to work in this way would be found

at all. Fatima Than was in fact located through the friend of a

research contact. Even in retrospect (following considerable time

spent with Pathan people in Bradford), I know of no other person

who would have been prepared to take the job on. Fortunately,

Fatima Than was in all essentials the perfect choice. Of upper-

class Pathan origin, she was the mother of three children under

five. Her husband's family were well known and respected early

settlers in Bradford. Personally, however, she and her husband

preferred to maintain same distance, and were thus not known to

most respondents. Her husband was in the police. This had

drawbacks but meant that both Fatima Than and her husband

understood the meaning and importance of confidentiality. While

she married before completing college education, Fatima Than was

bright and very capable. Her spoken English was good -

unfortunately she was not literate in English. This latter factor

did reduce her usefulness considerably since it meant that she

could not be expected to read material connected with the work.

Nor would she be able to help in the latter stage of the work -

analysis of the data at Warwick University. She was in fact

unable to travel for this purpose.

My definition of the role of the Research Assistant can be

seen as reflecting a basic assumption similar to that already seen

in my acceptance of a field base outside the Pathan community -



namely that we would be outsiders. An alternative would have been

to have worked with a series of 'key informants' in each of the

groups of Pathan women. At one time it seemed that my inability

to recruit a Research Assistant would force me to work in this way

instead. In the event it did not. Fatima herself, once

recruited, preferred to remain an outsider. She was careful

throughout not to reveal her identity. This was a precarious

(and, at times, amusing) business. It is difficult to assess

whether early identification would have facilitated or hindered

the research process. Her relationship to her husband's mother

(known to many respondents) was eventually revealed and elicited

great interest but it seemed to result in little more than a

lecture on how to show proper respect to her mother-in-law, and

several requestes for help from her husband in police matters.

Her own reputation was safeguarded within the situation by the

fact that our interviews took place among women, in their homes.

Knowledge of our field work base at a place in the public domain

(at Lynfield Mount Hospital) where Fatima was in daily contact

with men was kept from respondents both in order to minimise our

link with health (especially psychiatric) , services and to

safeguard Fatima's reputation in respect of her own purdah

observance.

My relationship with Fatima has also to be mentioned as a

factor influencing the research process. For practical reasons,

mainly concerning transport, I moved my own base in Bradford to

stay with her and her family after her appointment. There I was

made extremely welcome and we have become friends. However, the

fact that I was simultaneously studying Pathans and that many of

the research subject areas were relevant also to Fatima's



situation meant that I was also in something of a participant

observer role in her house. Fatima was herself within the

criteria for a focus respondent and completed the schedules as

part of the exercise of translation and familiarisation. Ideas of

including her responses were, however, abandoned if ever seriously

entertained. There were many occasions on which my developing

understanding of Fatima (and of her family, many of wham I met)

informed my understanding of other respondents, and these went

beyond those explanations of behaviour and concepts asked for and

given by her. Both of us were, like respondents, mothers of young

children. Both of us had lived (she was still living) as

migrants. Our understandings of ourselves and of each other

informed the work and are impossible to disentangle from it. In

addition, however, I was receiving an introduction to Pathan

culture in her home which was different to that I had previously

undergone in Peshawar and which, because of its timing, concurrent

with interviewing, informed the work directly.

3. The Population under Study.

The initial period of work in Bradford was valuable in terms

of specffic information sought about the Pathan population in the

city. I needed to know who the Pathans were, whether they formed

a distinctive group of people, what the basis was for distinction

and what was known about Pathans in Bradford. Same of the answers

to such questions were drawn from published work during this

period.

In respect first of the broader issue of Pathan identity I

knew that Pathans do regard themselves as being a distinctive

group (although work in their homelands of Pakistan and



Afghanistan shows that customs may vary widely between regional

groups (Barth 1969). They regard certain attributes as connected

with Pathan identity (Barth 1969) - these are patrilineal descent

(from a common ancester who was known to the Prophet Mohammed);

Islam (a Pathan's religion is not a matter for individual

conscience - the handful of Christians of Pathan background are no

longer considered Pathans by their families - to be a Pathan is to

be a Muslim); and Pathan custom (in which is included the

language of Pukhtu and the observance of purdah. Like the faith,

the language is not an optional extra - on the other hand it is

not a sufficient mark of a Pathan alone, one must not only speak

Pukhtu but do Pukhtu also).

Turning, however, to consider the Pathans in Bradford, we

find that there are two groups identified in early work (Dahya

1974) - those from Attock district (previously Campbellpur,

actually just over the Provincial border) - an area known as

Chhachh; and the Pathan tribesmen from Mardan, Peshawar, Swat and

other parts of the North-West Frontier. Badr Dahya estimated that

there were in 1964 some 3,000 of the former and some 300 of the

latter in Bradford, out of a total of 10,500 from Pakistan (then

West Pakistan) i.e. 29% and 2.9% respectively. There are no

current estimates of the number of Pathans in Bradford, since

district of origin is not recorded on any official record.

Neither is mother tongue, although there is growing interest in

this, and some recording of the information by workers for their

own benefit, including an attempt while I was in Bradford by

liaison teachers to record this information systematically.

Furthermore there has been a recent project specifically

collecting data relating to mother tongue of children in schools -



this is known as the Schools Language Survey. In March 1981,

79,758 pupils in 292 schools in Bradford were surveyed. Of these,

3% (415 children) spoke Pukhtu. (Schools Language Survey 1983)

An estimate based on these figures and the 1981 census has been

made for me by Nigel Grizzard of the Policy Coordinators'

Department, City of Bradford Metropolitan Council. This puts the

Pathan community at 1475. The present project was in contact with

Pathans (of all ages) but it is not possible to say what

proportion of the total this represents. While the former group

(from Chhachh district) are not identified with the Pathans in

Fredrik Barth's work, it is to this group that many refer when

they speak of Pathans in Bradford, for many of these people speak

Pukhtu, claim to be Pathans, observe purdah as closely if not more

so than the other Pathans and also form a much larger (and

therefore significant) proportion of the Bradford Pakistani

population than do the Pathans from North-West Frontier.

It is therefore not possible to give a definitive statement

concerning overall numbers beyond observing that Badr Dahya's work

suggests that Mr. Grizzard's number is an underestimate. Pathan

men with wham I discussed this put the numbers at nearer to an

updating based on Mr. Dahya's percentages (which would give 5 or

6,000).

We can, in any case, say that Pathans do form a distinctive

group: a group of which they are aware and of which the

distinctive feature is a common mother-tongue. However, there

are, within this, two subgroups - those (a majority) from the

Chhachh area of Attock District in the Punjab province of

Pakistan, and those (a minority) from a variety of villages and

districts in the North-West Frontier Province. The Pathans living

in Chhachh (many from the village of Waisa) claim to be desended



from a group of Pathan tribesmen forced to migrate fram

Afghanistan during the last century who settled in an area which

is now over the Provincial border from their Pathan kinsmen. They

thus claim to be true Pathans although of different tribal origin

but are somewhat looked down on by those from the Frontier areas.

Not all speak Pukhtu as their mother-tongue.

Discussions with workers and Pathans in Bradford increased my

information about Pathans in the city. They were seen by most to

be a distinctive group, characterised by manner, observance of

purdah by the warn, something of an air of separatism and

aloofness. Early Pathan respondents saw the only distinctions

within the Pathan community as that of observance or non-

observance of purdah, not any regional differences, and it seemed

as though the question of particular area of origin was often

relatively unimportant in the question of identity, Pathans

uniting with Chhachhi Pathans in the face of the various other

majorities.

4. Translation.

Still from the field base at Lynfield Mount Hospital and

before starting interviewing, there was one critical task to be

undertaken: translation of the interview guidelines and test

scales into Pukhtu. This work was done by Fatima Khan and myself

and our Pukhtu was then retranslated back into English by an

independent Pukhtu speaker, Dilshad Khan - a social worker of

Pathan background working in Bradford. Difficult items were then

discussed with Dr. John Bavington, himself a Pukhtu speaker. This

technique of 'back translation' is a widely accepted one. Thus,



Irwin Deutscher quotes Mitchell:

There is general agreement on haw the actual translation of

the question should be made. First, the original instrument

is translated into the local languae, and then another

translator independently translates this translated version

back into the original. The original and retranslated

versions are compared and the discrepancies are clarified.

(Mitchell 1965: 678, quoted in Deutscher 1968: 320)

This work served several purposes in additon to its primary

aim of providing us with a Pukhtu version of the various

schedules. Firstly, it familiarised Fatima Khan with the

questions and topics to be covered and enabled the two of us to

build up a relationship with each other before interviewing.

Secondly, it raised issues concerned with the method of

interviewing, since both Fatima and Dilshad Khan queried whether

such a direct and detailed questioning approach as envisaged would

be acceptable to respondents. Thirdly, it raised issues

concerning the material itself, concerning the norms surrounding

discussion of various topics; the way in which people think

generally. Lastly, certain specific concepts were particularly

difficult to translate.

To illustrate these latter two points, we were repeatedly

forced to be less abstract since Pukhtu is a very concrete and

contextual language. An example of this is 'Have you been taking

things hard?' (GHQ Question 18). We had to render this much more

specific, as can be seen from Appendix C. Concepts that were

difficult to translate are of particular interest and included

'nerves', 'nervousness' and 'pregnancy'. Generally such concepts

pointed us to important normative issues. For example, in the

matter of pregnancy, the various social positions of the



translators were highlighted. Dilshad Than (Pathan male) could

not translate this; Fatima Than (Pathan female) found it

embarrassing and difficult but recognised two terms suggested by

John Bavington and myself although she had doubts about using

them. John Bavington (white male doctor) used the term he was

familiar with and had used repeatedly in medical work in Pakistan

- an Urdu word. He saw no embarrassment about this. I (white

female non-medic used a Pukhtu euphemistic expression (meaning

literally 'hopeful, expectant') which I had been taught and had

used personally in Pakistan. Clearly the translation of this term

raised issues concerning norms relating to the discussion of

pregnancy. These will be looked at in Part III.

Translation of the psychological test scales illustrates well

the general issues raised by this exercise. Scales such as we

used (the Langner 22 item and General Health Questionnaire 30 item

scales) are collections of items which in combination, are seen by

many to be indicative of the presence of mental disturbance in a

certain proportion of the individuals in a group. These items

have been devised and validated in a specific cultural setting.

Translation into another presents problems. Firstly, there are

the problems of translating the words. Parallel terms do not

always exist. Phrases may have to be turned round. Secondly,

once an acceptable equivalent term has been found, there is still

the problem of knowing whether or not it conveys the same sense

and meaning. That this is so even when the same language is

involved is evidenced by David Goldberg's comments concerning the

use of the General Health Questionnaire in the United States, and

Raymond Cochrane's (1977) concerning its use in a different class

context.



The version of the GHQ-30 that is used in the United States

is not exactly the same as that used in the United Kingdom.

Items 30 and 33 from the original 60-item questionnaire were

withdrawn on the advice of American colleagues and were being

replaced by items 15 and 16, since the former items were not

easily understood by some respondents. Three further items

had minor alterations to the wording to make them more

comprehensible in the vernacular.

(Goldberg 1978 p.19 my italics)

And:

it became clear in the pilot study that the GHQ item.., was

unintelligible to many less well - educated individuals, so

was replaced by an another from Goldberg's list of 20 'best

items'.

(Cochrane et al 1977: 158)

If this was found to be the case when only one language was

involved, how much more is it the case when one is trying to find

the nearest equivalent words in another language? We certainly

found that the translation process is a complex one, involving all

levels of meaning, in which the translator has to recognise that

the translation itself is not merely a tool but a critical part of

the process of communication. The translator often has to choose

to change the original meaning in order to make sense or to leave

it knowing that it makes no sense in a different cultural system.

This forces him/her to go behind the words to try to convey an

equivalent idea even if its terms are different. Inevitably

his/her own perceptions of meaning are involved.

In respect of the scales, this issue was further illuminated

by the use of the items and discussion of them with respondents.

The implications of this for the notion that they may be used



cross culturally will be discussed in Chapter Twenty-T following

the presentation of these results. However, the scales are a

specific form of research technique - an example of the

standardised questionaire method of obtaining data. The issue of

'Asking Questions Cross-Culturally' (Deutscher 1968) is a

fundamental methodological one which will be further discussed in

that chapter. Certainly, the translation Of the interview

guidelines and tests was not merely a mechanical and somehow

objective exercise. The process generated data and illustrates

well the way in which research techniques, research strategy and

general methodology are interelated. Appendix C contains the

testscales (original English), the Pukhtu versions, and a literal

English retranslation of than showing the ways in which meanings

were altered by translations. Although translation of the

guidelines were made they were not eventually used in this form as

will became clear. They are therefore not attached.

A note is necessary here to explain why although reference

was originally made to the GHQ 12 item scale, in discussion of

translation I have referred to the 30 item scale and used numbers

which refer to items in that version. This I shall do throughout

and it is the 30 item scale that is included in Appendix C with

translations. At the time of translation, this decision to change

had not been made, although we had become unsure which version to

use for reasons to be discussed in the next chapter. In fact, we

translated the full (60 item) scale to ensure that whatever our

final decision, it would be covered by our work. Revision of the

instruments followed early experiences in the field and will

therefore be discussed in historical sequence.



Chapter Four. Issues and Revisions.

1. Some Unresolved Issues.

Interview guidelines ready and translated, we were now ready

to start interviewing. There were still, as I have shown,

unanswered questions relating to approach. For example, there

were still doubts about whether or not interviews could be taped,

about whether there would be sufficient women all of whose

children were under 5 years, and about the Pathan community itself

and the Pathan/Chhachhi distinction. Although opinions were

expressed - often differing widely - these issues could not be

resolved outside the situation, neither could the whole question

of how it would all work in practice. During the translation

process there were suggestions that the detailed sets of questions

would be unacceptable. Overall, everyone had warned that respect

must be shown for the women and their ways and that the imposition

of an unacceptable approach would just lead to non-cooperation.

2. Sampling.

Given the lack of any information regarding the number and

location of Pathan households in Bradford, a sample had to be

drawn without the use of any sampling frame. Introductions to

Pathan households were to be made by a series of personal

contacts, and it was hoped that sufficient respondants would thus

be contacted by a snowball effect. Some safeguards were however

built in to ensure that I did not merely get in touch with one

subgroup within the Pathan community. Thus I had listed Pathan



families referred to by workers in the city and in this way built

up a map of the areas where Pathan families were concentrated.

Introductions were then to be sought in the various areas

identified, four workers from different departments acting as

contact people introducing me to families known to them.

3. The Concept of 'Piloting'.

Many of the difficulties of this work, which have led to its

most fruitful discoveries, arise fram the way in which it 'stood

astride' a number of methodologies, fighting a continual battle

with notions of social survey research on the one hand yet never

becoming fully ethnographic on the other. Many notions drawn fram

more 'objective' research traditions were tried and did not fit.

One such notion was that of a pilot study.

Since there was no sampling frame there could be no

independent pilot study. Moreover, no group could be defined as

distinct; thus mistakes made in piloting, or approaches that

didn't work, would be relayed to the group I wanted to study and

prejudice their attitude to the work. I had, therefore, to see

the initial interviews as a pilot phase, for inclusion in the main

study but after which there would be a review of research methods.

In many ways the first interviews would be the most important, not

least, in determining future cooperation. Rather than reporting a

clearcut test situation, therfore, in which one method was tried

and proved unacceptable and another adopted, we have, in this

account, to follow the trail left by the approach as it adapted to

what it found.



4. Initial Contacts.

The issues will perhaps seem more real if same of the initial

contacts are described. On one visit (which took place before

Fatima Khan's employment), the women were welcoming but only one

fitted my research criteria (having children all under 5 years).

Yet the discussion was all relevant to my themes, covering such

topics as breast feeding, arranging for the marriage of a

daughter, and a neighbour kept in purdah that was to them

excessively strict. None of these women felt her husband's

permission to be necessary before she talked to me, but each

declared herself unable to understand fully my explanation of

purpose. My research criteria (mothers whose children were all

under 5 and Pathans from the North-West Frontier proper) were not

meaningful to them, although the fact that I wanted to focus on

mothers with at least one child currently under 5 years was, as

was my concern to deal only with Pukhtu speakers. I was given

permission to return ('we always like visitors') but I was unsure

whether I had gained permission to conduct the research.

The next visit was to a woman who had expected us but was

out. Why? Fatima Khan and I therefore went to be introduced to

her father-in-law who gave blanket permission for us to visit all

his relatives who lived in that street. He took us personally and

introduced us, despite the rain. The procession that went from

house to house came to resemble a soggy pied piper as women and

children in brightly coloured satins and thin cottons came with

us. Although calling themselves Pathans, only two women of his

family spoke Pukhtu. However, neighbours to whom he took us did

and this later proved a good contact. In this household the woman



clearly said she did not understand our purpose and did not see it

as her place to do so; would we explain to her husband? This we

did and he gave permission for his wife to be included in the

study, while she gave us permission to come and see her again.

She did however have children over 5 years as well as under.

5. Issues That Emerged and Their Effects.

TWo overall issues were emerging concerning general

methodology: first the fact that the research was a process in

which relationships with those interviewed were a determining

factor in respect of methods, and second that the original

approach that had been proposed was based on individualistic

presuppositions which were not relevant in this context. Lest

this sounds a sweeping statement, let me show how I became aware

of it through the interviews.

A. The Consequences of Relationships.

From the examples given it is clear that a relationship began

to be established the moment we entered a house. Once we had

expressed an interest in their lives and once they gave us their

willingness to talk to us, we could not, on impersonal research

grounds, just say we would not come again. Even in respect of our

research purpose alone, news of such bad behaviour would soon

spread and our reputation be spoiled. This was apart from human

considerations. Thus research criteria neeeded to be trimmed to

the basics which would make sense to our respondents as reasons

for non-continuation of the relationship. These criteria came to

be the presence of at least one child under 5 and that the women

spoke Pukhtu (rather than that she was a 'proper' Pathan from the

Frontier, not Chhachh district). Even then we were introduced to



non-Pukhtu speaking friends and expected to spend time with them.

'If I let you become interested in me, you must show interest in

my world and friends' seemed to be message. If this was indeed

the case, these 'extra' contacts and visits would not be wasted

but would be a way of learning about respondents in their total

situation. They seemed to be insisting that we could not isolate

them from it.

This led to the drawing up of group discussion guidelines and

inclusion of additional respondents - a major modification of both

strategy and techniques which I will discuss below.

B. The Issue of Permission.

Another issue was that of permission. Whose permission was

necessary? Our approach was that we sought introduction to the

wife by a female worker known to her (although in some cases these

workers first sought permission from the husband). We then

explained ourselves to the woman and left a card for her to show

to her husband, suggesting that we could explain it to him if he

would like this. We fixed a date for return when she would tell

us whether she was willing to cooperate and what her husband's

reaction was, or when we could discuss it with him direct. The

'community leader' was another dimension. In the second visit

described, the elderly gentlemen had given us blanket permission to

visit without reference to the wishes of the women themselves or

their husbands. (It became apparent over time that this was not

sufficient.)

We found on several occasions that the women did not feel

themselves able to give permission for the research, only for us

to visit them (as if these were separate). We came to understand

that for the women they were separate. We referred to the



benefits for the future developments in the health service of

information such as this, on the basis of which their needs could

be taken into account in planning. But all this research
6\Q--

rationale belongs tokpublic domain. These women's lives were

restricted to the domestic doamin. Thus the only permission that

was in their power to give was permission for us to enter their

homes and talk with them. The division of labour between husband

and wife in which he controls all dealings with the world outside

the home was often made explicit and I was referred to the

husband. This was exemplified on the occasion on which I was

called into another roam to discuss the research purpose with him

while the ladies sat with Fatima exchanging pleasantries and

chatting in a wary fashion until his wife and I returned to

announce that the work has his blessing and I could meet with them

for this purpose. All the women then relaxed and I did not have

to meet all the husbands as this man was clearly something of a

leader. In fact, his wife had no child under 5 years, but we had

to maintain a relationship with her as it would have been

discourteous not to have done so.

Yet same women did not wish their husbands to be asked and

stressed their independence to meet with other wamen without

permission. In such cases, I was never sure whether permission to

visit was the same as permission to use material for research

poses, although I had made it very plain that this was the

intention.

The situation was complicated by cultural norms which make it

very hard for any Pathan to say 'No'. Permission could not,

therefore, be overtly denied. One woman wham I pressed for a

response on the issue of permission to return just persistently

changed the subject and behaved towards us in a way which Fatima



Khan found offensive; she seemed to be saying 'No' in all ways

she could. We, therefore, accepted this as refusal. However, we

visited later when she had given birth to a child, just a courtesy

since we were in the area. It also meant we could test out how we

would be received. We were welcomed and encouraged to return,

whereupon the research schedule was completed with her

cooperation. This woman was one of those in respect of wham

'blanket permission' had been given by the elderly gentleman in

the example cited. He was the older brother of her father-in-law.

In face of his permission, she could not deny us hers overtly. In

fact she quite clearly did deny us permission to visit her until

she decided we were acceptable on her terms.

It seems to be the case that the relationship between

repondents and interviewer is as important, if not more so, than

the purpose of the visit. This attitude seemed true of the Pathan

women's relationships with other officials too (such as Health

Visitors). If the relationship (and thus the personal

characteristics of the interviewer) has to be assessed as well as

the purpose, then to press for immediate permission is not

appropriate. While a purpose can be assessed quickly (as by those

husbands who did this, including one who refused access on the

basis of it) a person and a relationship cannot. The proper

response is the standard one: 'You are always welcome'. This is

the traditional response to any outsider who becomes a guest the

moment she passes your threshold and honours you by her presence.

We then, were 'always welcome'. Our acceptability and how much

would be discussed in front of us would become clearer later.

This explanation, however, is one that was not in our minds

as we were piloting. Then there was only some confusion and



numerous questions at the way in which access was sometimes

apparently neither denied nor granted, and at the way in which

other wcmen were continually involved in the research process and

our criteria seemingly not understood.

C. The Tape Recording of Material.

The tape recorder was taken to a couple of houses, but one

refusal by a husband and another woman's horror at the thought led

to our decision not to persist with it. It is impossible to say

what the overall reaction, would have been had we persisted.

Attitudes to interviews did indeed vary, and it may be that the

tape recorder would have been acceptable to a certain number of

repondents. But it seemed as if it might convey an undesirable

impression of our intentions. For the observance of purdah means

for many, that not only the bodies of Pathan in should be

concealed but their voices and views as well. We were wary

therefore of any suggestion that by using the tape recorder we

were infringing the purdah observance of women involved. Indeed,

towards the end of the project, a rumour did start to the effect

that a woman was going round seeking Pathan women's views and

that this would violate the purdah of those women who cooperated.

Most women did not see it this way and dismissed such views but

they are mentioned as an indication of sensitivity about the issue

and to justify the care which we, as researchers, felt it

necessary to take both to protect repondents and if the research

was to continue.



6. Revision of Research Strategy and Instruments.

A.	 The Issues of Group Discussions: Focus and Additional 

Respondents.

In the first two months of fieldwork, the idea of group

discussions arose. This followed the first of the visits

described where the outstanding impression was of women who net

frequently in each others' homes and who shared views and

exchanged opinions on most matters of daily concern and who were

in fact more at ease meeting outsiders in the company of their

friends.

In discussion with colleagues both in Bradford and at Warwick

University, it was felt that group sessions were forced on us by

the women's joint living situations which could not inoffensively

be changed for the research purpose and also, more posiinively, that

a different and less artificial type of data would emerge from

such discussions. The intention was to make use of the natural

and apparently daily meetings of friends and the normal discussion

of issues of common interest that occur spontaneously. The

researcher l s task would be to introduce topics for discussion and

to lead it into the areas of interest to the project. This would

probably not prove difficult as birth, childrearing and health are

all matters of everyday interest.

Individual interviews would still be conducted to obtain

information of a more specific and/or confidential nature.

Guidelines were drawn up for the group discussions, following

roughly the same topics as the individual guidelines. The

decision to make a virtue of necessity and include group

discussions as part of the interview process was an attempt to

correct the individualistic bias which seemed to underlie the



initial approach and to let the data obtained reflect the women's

real living situations. However, the individual focus was

retained insofar as it was with individuals that the schedule was

to be completed. Thus two categories of informants emerged -

focus and additional respondents, the latter being those in

present at group discussions who were not themselves focus

respondents.

B. Revised Research Instruments and Recording Systems.

In May 1981 the interview guidelines, group and individual,

were revised in the light of further experience in the field.

Overall they were shortened and the subject matter was somewhat

altered. In the first section on childbirth there was less

concentration on detailed accounts of labour and of antenatal

visits and more emphasis on encouraging the woman to describe the

event as she saw it. In the third category, that concerned with

the woman's own world, sections on purdah, on use of English and

on religious observance were included. This followed discussion

with colleagues and experience in the field of the topics that

were of the most interest and concern to the women.

Group and individual interview schedules were more or less

similar (the latter being more specific) in order that one or

other could be used depending on the number of people present when

the researchers arrived. The psychological tests became the first

part of the last section which was entitled 'Experience of Stress'

on the individual guidelines and the intention was that an attempt

would be made to cover this material when the respondent was

alone. Record sheets were devised as a way of keeping track of

the interview process, so that researchers could cover topics as

they arose naturally but at the same time keep a check list of



topics so that areas not covered in an informal manner could be

deliberately introduced towards the end of interviewing. It was

decided that the 30 item Gerenal Health Questionnaire should be

used. This was to include the maximum number of items in order to

explore their applicability to a group so culturally different but

also to keep the number of items small enough to be managed in the

interview situation. I knew of other studies using this version

of the GHQ, particularly Joan Hughes working with deprived

mothers in Coventry. I subsequently learned of Elizabeth Watson's

work in Tower Hamlets, for which she and her colleagues have

translated the 30 item GHQ into Bengali. Use of the same

instrument would enable us to compare results. Attached (Appendix

D) are the revised interview guidelines, and the recording sheets.

The factual checklist originally devised was incorporated as part

of this recording system.



Chapter Five. The Interviews.

1. The litmen included.

During the year's interviewing we were in touch with 50 women.

Of these 21 had been eligible for inclusion and directly

approached - four were subsequently not included. One of these

was Fatima herself: she had been contacted on such a different

basis that it seemed misleading to include her responses although

these represented a point of view of great interest (being fram a

different class background amongst other things). However, they

could not be 'slipped in' and considered in the same way as other

interview data. Another was a woman wham we were asked to visit

by a Health Visitor. We did not attempt to revisit because we

felt that campletion of the schedule was potentially damaging to

her due to her personal problems. The deliberate exclusion of

socially vulnerable individuals clearly had implications for the

subject of this research and was not a policy adopted in any but

this one instance. The introduction had in any case, been made in

a biased manner on the basis of her difficulties. We were

seeking for a cammunity sample selected on a basis as random as

possible but certainly not presented on the basis of personal

stability or otherwise. Thus there seemed good methodological

criteria for her exclusion as a focus respondent as well as the

humanitarian ones mentioned. The two other women refused to be

included. In the case of one, she was willing but her husband was

not. We formed a good relationship with her, she was grateful as

was her husband that we had sought his permission in addition to

hers, and we parted with regret on both sides. No reason was

given for their refusal although we asked for one. In the other



case, we were viewed with more suspicion, and it seemed that the

mother-in-law (in this one case present in the home) was the one

who said that the woman should not be included. Permission was

never overtly refused: on subsequent visits the door was not

answered despite evidence that someone was home, and on one

occasion a young girl was sent to tell us not to came again.

Fatima found this process very embarrasing: the refusal had to

her been apparent on our first visit; not to'take the hint' was

rude on our part.

This then left seventeen respondents who fulfilled the

research criteria, being Pukhtu speakers with at least one child

under 5 years. Contact was maintained with these respondents

until the interview schedule was completed. The focus respondents

included two pairs of sisters, who could not but be visited

jointly as they lived in the same house. With most of the women,

other members of the network were present at times during

interviewing. These are the twenty nine additional respondents.

Same of these women we came to know very well, others we met only

once or twice. Same were clearly leaders or key figures within a

network in which we were interviewing other members. We visited

some independently if the occasion arose e.g. if there was a birth

or death. In same cases the individual focus was retained

clearly, either with no additional respondents present, or with

some occasionally met when our visits coincided. In other cases

we were definitely met by the group rather than any individual.

These women were those who lived in areas where they could reach

each others' houses without penetrating public space. It

reflected the circumstances that they were often in each others'

company - thus it was for them the most natural way to receive



outsiders. It possibly also reflected a check on our activities:

a protective/screening factor at least in the early stages of

interviewing. On same occasions, other women would be

deliberately 'called' to came when we visited.

2. Length of Contacts.

One hundred and five visits were made over the one year

interview period. Of these, contact was made on ninety-one.

Table (i) shows the time spans covered with each focus respondent.

The average number of contact visits per household was five and

the average time span of interviewing four months. However, the

picture is better conveyed by the detail than in the averages,

since the averages conceal wide variation which was itself

significant.

As stated, the criteria for the duration of contact was the

completion of the interview schedule with each focus respondent

(or premature closure by the respondent). There seemed to be

three factors of relevance determining this.

(a) The acceptance or otherwise by respondents of the

researchers and the work. Where respondents were wary, they either

terminated the process prematurely or allowed the interviewing to

continue but responded briefly and without elaboration. Where the

work and workers were well accepted, topics were discussed and

some detail gone into.

(b) The degree to which the occasion was regarded by

repondents as a social rather than work one. This would sometimes

follow from (a) but not always. Thus, there were some respondents

who accepted the work and the researchmw team well and were

forthcoming but nevertheless kept the purpose of the contact in



Table (i) Number of Visits and Duration of Contacts.

Respondents	 Number of Visits	 Duration of
Number
	

Figures in brackets are 	 Contact
those visits on which	 (in months)
contact was not made at all

1. 12 (+ 4) 12

2.
12 7

3.

4. 5 (+ 7) 6

5. 7 (+ 2) 6

6.
8 5

7.

8. 9 8

9. 6 6

10. 3 (+ 1) 1

11. 6 2

12. 5 4

13. 4 3

14. 3 1

15. 3 2

16. 4 2

17. 4 1

Total 91 (+ 14)	 Average 4.4rhontk5.

Notes: * including contacts with other group numbers when the

focus repondent was not present

+ one household



mind, allowing and expecting us, as interviewers, to be directive.

These interviews corresponded most closely to the pattern

originally envisaged. Respondents in this category were those

with same formal education. These interviews were full but

purposive, with contact spanning usually 4 interviews over a

shortish period of a month or six weeks. Other respondents either

seemed to view the contact as social, leaving the interviewers

less free to direct proceedings, or fell into the group mentioned

above in (a) who tried to keep the contact brief and relatively

superficial due to lack of confidence in the whole affair.

(c) The number of people present affected the length of

contact - it being longer when more people were involved. Where

the interviewers were well accepted and interviews regarded as

social rather than purposive, there were more likely to be others

present although the presence or absence of others was also

independently determined by the nature of the wuman's network and

the degree to which she was or was not in a joint living

situation.

All interviews were conducted in Pukhtu, except in those

instances where additional respondents spoke klinco or Urdu. In

these cases Fatima Khan took the major role. In the majority,

however, particularly the more directive ones, I took the leading

part, with Fatima Khan joining in to explain same point or facil-

itate discussion. On same occasions, where a group of people were

involved and particularly in the more 'social' interviews, we would

both become involved separately in conversations. Notes were some-

times taken - this depended on the style of the session, it being

easier to take notes when the purpose was overt than when res-

pondents preferred a less formal style. In all cases Fatima Khan



and I returned immediately after the session to record in detail

what had occurred. This was done by recounting the conversation

and other points of interest onto tape. This was usually done in

English, not Pukhtu, as this was the language used

(predominant ly) between us and its use proved most efficient.

However, concepts of note were recorded in Pukhtu. The presence

of two workers ensured a detailed and fairly accurate record.

3. Ongoing Issues of Relationships and Permission.

The impact of the nature of our relationships was therefore

reflected in the duration of contact in each case. Within the

context of each there were, however, fluctuations in how much at

ease we were with each other. The issue of permissions is not a

'once-for-all' one - at certain times respondents would, in covert

ways, 'refuse' to see us. At one stage we angered one pair of

sisters whom we knew very well. Our request to complete the psy-

chiatric test scales with them clearly offended them; it reempha-

sised our formal reason for visiting. This breach was healed when

we visited again following a birth, with a gift for the baby. No

reference was made to their previous anger.

The women's difficulty in refusing overtly was reflected in

the variety of ways in which they would put us off: issues

concerning the negotiation of boundaries were ever present. In

two cases we colluded by visiting when the husband was absent

although when one of these husbands was present he welcomed us

warmly. His wife's response to us in his presence was completely

different to her response when alone, however, and she made fun of

the questioning as if to distance herself from her former frank

cooperation and emotional involvement with us. Many of these



factors concerning the process and the relationship itself taught

me as much about the women and their views as did their verbal

responses in the interview situation. These factors are difficult

to analyse separately although the discussion of relationship and

of the translation of meanings (see below) clearly draws on this

sort of data. It has also informed my analysis in other chapters.

4. Termination.

The termination of contact with each respondent was decided

on the basis of completion of the scedules. However since the

target sample of thirty focus respondents was not reached

(although a total of 46 respondents were included) new

introductions continued to be sought until such time as the

interview period had to be brought to a close. There were two

reasons for the decision to stop of which the most important was

the overall research schedule. Sufficient time had to be left for

the stages of analysis and of writing, particularly in view of the

fact that Fatima Khan would be unable to help with this. The

original interviewing period was extended from September to

November because of the extra time taken making records after each

interview rather than during the interviewing by tape recording.

Interviewing was allowed to continue for as long as possible to

enable the maximum possible number of respondents to be included.

The second factor concerned our reception in the community.

Following the arrest by Mr. Khan of a Pathan man for the murder of

another, there was considerable hostility towards Mr. Khan on the

part of certain sections of the community. Fatima Khan was known

as her husband's wife and there was concern lest this situation



would affect our reception by respondents. This factor alone

would not have been sufficient to bring interviewing to a close,

but coinciding as it did with a time when, for other reasons, this

was felt necessary, it confirmed the advisability of not seeking

for more respondents.

Many respondents asked us to return - courtesy visits were

made during the latter period to same where interviewing had

finished in the earlier phase of the year and visits were

subsequently made to others on occasions when I came to Bradford

for other reasons (such as feedback of results). The research

process had indeed became a series of relationships which do not

end merely because sufficient data has been collected.



Chapter Six. The Methodological Issues Reviewed.

One of the exciting and creative features of this study has

been the way in which changes in the methods themselves have led

to a revision of theoretical understandings. It could be argued

that a thoroughly ethnographic approach would have been better

suited to the work from the start. There are however drawbacks in

the participant observer approach as Ursula Sharma discusses

(1979) one of which is the problem of comparability. Another is

that of communicating with those used to a more quantitative

approach (medical doctors tend to fall into this category).

Although I was not initially aware of the extent to which the

situation under investigation would change the methods used, I did

wish to use same methods accredited within traditional psychiatry.

The research process has taught me about both 'sides' in the

research relationship: about those I set out to investigate and

about the assumptions which underlie many research methods. The

foregoing account of the research process has been included in

some detail in order to draw attention to the issues raised. Here

I discuss three aspects of the encounter between researcher (s) and

those researched which can be seen as having lain behind these:

1) variations in the overall definition of the encounter;

2) the means of communication - variations in assumptions and

concepts evidenced in the use of language.

3) the meaning of the encounter for those involved.

Finally I shall look at the issue of individualism in

research - an issue which arises from a consideration of the

research process overall.



1. The overall Definition of the Encounter.

Sociology has become the science of the interview, the

interview, as itself a form of social rhetoric, is not merely

a tool of sociology but a part of its very subject - matter.

* * *

All this amounts to a definition of the interview as a

relationship between two people where both parties behave as

though they are of equal status for its duration whether or

not this is actually so; and where also both behave as

though their encounter had meaning only in relation to a good

many other such encounters.

* * *

A relation governed by the conventions just discussed can

occur, it is clear, only in a particular cultural climate;

and such a climate is a fairly new thing in the history of

the human race . Anthropologists have long realised - if not

always clearly - that the transitory interview held with

respondents who do not share their view of the encounter is

an unreliable source of information in itself.

(Benney & Hughes 1956, reprinted in Bulmer 1977:

233,234,241).

The respondents I interviewed did not share my initial view

of the encounter. Our meeting had, therefore, to be redefined in

terms which they dictated. TO same extent, we had to discover

these terms, and the boundaries, as the work went on. As

interviewers, knowledge of the culture gave us same sensitivity to

the sorts of rules involved - in Fatima's case they were rules she

shared - however these rules were not quite the same as ordinary

social ones; we were sometimes offered more latitute, sometimes



less. Her reactions showed when this was so: she would sometimes

be surprised at how much had been said, at others embarrafd when

I sought to go beyond what she saw as the limits. This was at

times necessary in order to be sure that the boundary existed. At

other times we were 'used' and Fatima was personally embarrased

when respondents asked us things beyond the boundaries of social

courtesy e.g. to shop for them, or when one continued to clean the

floor as we talked. I was often not aware of, and consequently

not offended by, this. (Even had I been, it seemed for me not

unreasonable that respondents should 'use' us, we were 'using'

them.)

The women found it difficult to comprehend my purpose because

it related to the public domain. Within the domestic domain,

which I wished to enter, relationships are usually reciprocal and

multistranded. My single purpose (one which was not directly to

serve them or at their instigation) and non-reciprocity seemed to

have no clear analogies: the closest was that of a guest.

My non-reciprocity was clearly a problem. There are strong

cultural norms concerning the reciprocity of visiting. The case

of one women who was isolated due to strict , purdah illustrated

this well, for although her husband did not forbid her to receive

female visitors, she was not allowed to return the visits. This

was the reason given by her next door neighbour for the fact that

she did not visit although she knew the woman was lonely and

pitied her. To some extent the fact that I lived outside the area

explained my inability to entertain women in return. Fatima,

however, did not. With Fatima, her own family's stay with mine

one weekend was a milestone in our mutual relationship. In terms

of views, I was also not giving as much as I got, although I did



give enough information concerning myself and my family to enable

the relationships to continue. Had I brought my baby with me, I

am sure this would have facilitated interviewing; I decided

against this for personal reasons, however. It was clear to me

that same giving of gifts when a baby was born would be essential.

The nature of the gift was important but Fatima and I had

differing views concerning what was appropriate. In turn, we were

offered, and had to accept, meals and other refreshment. This was

no hardship but increased our sense of being guests and

entertained. EWily Jones has described this as 'The Courtesy

Bias' (Jones 1963) and sees it as a potential distortion of data

where respondents feel unable to offend the interviewer and expect

that she will not offend them. I found in a number of my

interviews that reminding the respondents of my purpose was

offensive. (My motive was usually to reassure them concerning why

I wanted to know something.) It was as if I was reminding them of

the instrumental and unequal nature of a relationship which they

were defining in social terms.

2. Language and Concepts.

The issue of equivalence of terminology is closely bound up

with that of the interview as a means of data collection. I came

to see the difficulties we had in translating not just words, but

meanings also, as valuable sources of data in themselves. The

words, like the relationship, were not just a tool that I wanted

to get as right as possible but part of the data that I sought to

understand. Difficulties pointed to discoveries. Consider for

example an unequivocal word such as 'mother'. I was a mother

interviewing mothers. Our biological right to the role was



equivalent. The word had the same meaning in this sense in Pukhtu

and English. The social meaning of motherhood was for each of us

different, however, as exemplified by my having left a 2-month'

old baby to be interviewing them. Words are cultural and social

constructs; their meanings are not easily equivalent across

cultures.

Same of my discoveries that certain items in the

questionaires were untranslatable are echoed by other writers,

for example:

This last item later proved to be untranslatable. After much

discussion, the translators decided that although it was

conceivable that an American might enjoy a quarrel for its

cathartic effects, the notion would be incomprehensible to a

Thai. (Phillips 1959-60: 190 quoted by Deutscher 1968:

321).

In much the same way, I found notions of 'being able to keep

busy' (General Health Questionnaire 30 item scale, Question 4)

were not translatable into Pukhtu embodying as they do a sense

that being unoccupied is wrong. Irwin Deutscher goes on fram

discussing problems of lexical equivalence to discuss the related

problem of variability in the kinds of distinctions a language may

facilitate or retard and shows how these influence responses.

After looking at some solutions to these problems in cross-

cultural research, he comes to a conclusion with which I would

entirely agree:

Another step, then, toward the solution of problems of

comparability in cross-lingual research is to interpret the

discrepancies uncovered by the back-translation technique in

creative ways. For example, such discrepancies can suggest



that a concept is more salient in one culture than another or

even that it is absent in one. Or they might enableus to

discover the way different cultures lead people to perceive

differently what we assume to be the same phenomena.

(Deutscher 1968: 339)

This is precisely what I will be attempting to show in the

data that follows especially concerning mental illness. By taking

a list of items seen as indicative of mental disorder, translating

them, backtranslating them and then using them with respondents I

have learned, I think, of wire ways in which Pathan culture leads

Pathan people not only to perceive but also to conceive of these

states differently. The issue of cultural variations in the

differentation of emotional states is one frequently referred to

within Ttanscultural Psychiatry (see Littlewood and Lipsedge's

review 1982: 76), and is one which I shall take up in a later

chapter.

Methodological issues are both raised by this process and

central to it. In another paper (Deutscher 1969-70 in Bulmer

1977: 243-258), Irwin Deutscher points out the extent to which

such factors are present in all work, not only that which is

overtly cross cultural.

3. The Meaning of the Encounter: the 'game which we play' or

Meaningful Relationships?

But the interview is still more than the tool and object of

study. It is the art of sociological sociability, the game

which we play for the pleasure of savouring its subtleties.

(Benney & Hughes, 1956 in Bulmer 1977: 234-5)

Personal involvement is more than a dangerous bias - it is



the condition under which people come to know each other and

to admit others into their lives.

(Oakley 1981: 58)

A number of authors discuss the way in which involvement with

those they interview can be a positive factor - for example, Ann

Oakley describes how it influenced the high rates of cooperation

in various aspects of her research programme (Oakley 1981) and

Robert Burgess summarises a discussion of various authors' work,

including his own, by saying 'In short, researchers who conduct

interviews in field research need to consider the extent to which

their personal characteristics will influence the practice of

interviewing.' (Burgess 1984: 106) This I have done at various

points. Thus while my status as a mother and as a person who had

lived in Pakistan and spoke Pukhtu created bonds, the fact that I

was/am white and work in the public domain were points of

difference. These factors had an undoubted but complicated

effect. I want however, to go beyond a consideration of effects

to a more important issue: that of one's own involvement in the

work and with those interviewed. For as a person, one's own life

is being created by those one interviews as by other

relationships. There seems to me to be a difference between the

interview as 'the game which we play' and personal involvement

which is not just feigned.

Clearly same of the distancing techniques suggested by some

methodological texts and quoted by Ann Oakley (1981) do not create

very good rapport. They ignore the needs of the person being

interviewed for same reciprocity. However, it would be possible

to create illusions of reciprocity and equality which satisfied

those interviewed without the researcher/interviewer beccaing

personally involved. This is a central issue for social work too.



TO some extent anthropological accounts of participant observer

work do this; to a certain degree the researcher is always

'shamming' because s/he can always get out - back to the West fram

the typical 'native' setting described in classic works. TO the

extent that one's emotions are involved at any one point however,

this is transcended. What then does it mean to become involved as

a person? What does this say about the work produced?

The women I interviewed insisted that we related at a

personal level, despite inequalities in our mutual situation. It

was personal qualities which they assessed and which determined

their permission given or withheld, and the boundaries of the

relationship. In many ways I did not in fact became as personally

involved with them as for example, Ann Oakley did with her

respondents. It may be that the differences in our social

situations and race, cambined with geographical distance,

determined this. (See also Jocelyn Cornwell's discussion of Ann

Oakley's arguments, 1984: 13.) At the time of interviewing,

however, relationships were personal ones and they had meaning for

me in their own right.

4. Individualism in Research.

I came to see this insistence on the personal partly as a

feature of a more collective culture. Certain research

methodologies, particularly the use of the interview and

structured instruments seemed to me to be very individualistic.

The initial approach was, in retrospect, individualistic,

insofar as the initial plan was to interview a collection of

individuals who were seen as representatives of the larger group



norms. We thus assumed that they would be able to tell us

something of the shared concepts of mental health and illness,

stress and support. They would also be themselves potentially

disturbed or not in either of the two senses, ie. by Western

standards (as ascertained by the psychological tests) or by their

own - and we were interested to know what these were. While the

existence or lack of social networks and support systems was

acknowledged, I saw these very much as attributes of each

individual, the presence or absence of which would protect her or

make her vulnerable to stress and breakdown (cf Brown and Harris

1978).

A, woman's social groups were in fact prior conditions for her

existence. Her description of herself was not in individual

terms, and individual freedom and autonomy were not goals sought -

rather wrmen wanted to be good wives, daughters, mothers and

friends. One did not learn more about the wumen's lives by

excluding the other women and interviewing in confidence but by

paying attention to them, for she defined herself in relation to

them. Thus I came to feel, not only that attempts to interview

individuals in confidence were not possible but that assessments

of individuals in isolation from a consideration of their social

groups were invalid. This may be truer for other social groups

than we realise or acknowledge, but that it is true for Pathans

became apparent and seems to be of great importance. (For a

discussion of the relationship of the individual to his group and

its effect on consciousness in Asian cultures, see Parekh 1974).

Ronald Frankenberg has also described much of sociology as

individualistic in a paper (Frankenberg 1979) in which he sees

most sociologists as 'caught in the trap imposed by limited

methodology and theory'; 'beguiled into abandoning the search for



analysis of social phenomena and into turning to attempts to

understand, explain or classify individual acts and attributes1(p.

11). He says, further, that

until we recognise that intellectual work, in sociology as

elsewhere, cannot be reduced like sexist sex to a

subject/object relationship, we are unlikely to devise

methods of work which transcend confusing the social with the

mere aggregation of individual characteristics (p.12),

and sees the sociolgist as 'inevitably participant' (Frankenberg

1979: 13).

Ronald Frankenberg sees the research process and sociological

thinking as very much the product of the culture (including the

social structures in this case) in which it is conceived,

pointing to the English language in which the distinction between

'knowing' and 'knowing about' is not easily made. In this

analysis I have chosen to split the issue of process and

relationship within the research from the issue of the context -

historic, geographic, academic and cultural - of the work which I

considered at the start of this Part. They are of course closely

related. Staying with the issue of individualism within the

research process, however, Ronald Frankenberg concludes that

objectivity in research 'canes from living through and then

transcending the subjective' and that 'the most generalisable,

objective conclusions can only be obtained from the most detailed

subjective immersion of the researcher into the particular' in

which the researcher is 'born out of struggle to comprehend social

process within theoretical understanding'. This is best done in

'detailed processual studies which are usually small-scale in

nature' (Frankenberg 1979: 14, 19, 15).



My experience in this work confirms this. It was in meeting

with respondents with markedly different assumptions concerning

social relationships that I was forced to adapt my methods and

question some assumptions which I saw as underlying them.

5. What is Learned fram this Study?

Key themes in this Part have been those of process and

interaction in research. I have drawn out the social process of

the work and stressed its Specificity as a product both of the

particular nature of my relationships with those interviewed and

of its context in a number of ways.

Moreover, process and interaction are key themes in respect

of understanding Concepts also. I will show haw Concepts can be

seen to be dynamic, and I have already stated my view that they

are essentially interactive. Claudine Herzlich states this in a

passage which echoes much of what has been said in this chapter

concerning the research relationships:

If a social representation is a 'preparation for action', it

is so because of this process of reconstruction and

reconstitution of the elements in the environment ... The

points of view of individuals and groups are then seen as

much from the point of view of communication as from that of

expression. • • • A subject who answers a question in the

course of an enquiry is not simply selecting a response

category, he is giving us a message. He is aware that faced

with another investigator, or in different circumstances,

the message would be coded differently (Serge Moscovici

in Foreword to Herzlich 1973: xi;

This leads us to ask what can be learned from a study of



Concepts that is not specific to that particular investigation.

In respect of Concepts of health and illness, Jocelyn

Cornwell's contribution is helpful in that she identifies two

categories of response: 'public' and 'private' accounts of health

and illness (Cornwell 1984). Thus she accepts that accounts

differ with the interaction involved but draws attention to a key

variable in the way in which they do so. my data was collected

and analysed before her work was available and I have not

therefore been able to use this distinction. It is probably fair

to say that this study contains a mixture of 'public' and

'private' accounts: I have mentioned occasions when we, as

researchers, seemed to 'cross over' a line, often when we reminded

respondents of our research purpose. Many sessions were group

sessions, however, and I think it likely that the accounts were

usually 'public' ones, although we cannot assume that the

distinction can be uncritically applied to this different cultural

group where 'public' and 'private' are differently viewed. The

value of this should not be underestimated on this account,

however, since no accounts of any sort have hitherto been

available in respect of those studied. If the data accurately

reflects the women's views, of whatever sort, that is a starting

point. I have to acknowledge, however, that it is no doubt in

many respects a 'best face' account overall. This means,

particularly, that the women may have, if anything, underplayed

their distress and personal suffering. If so, they did so because

they chose (possibly unconsciously) to protect what they saw as

more important: their community's self respect and way of life.

Overall, although it is important in understanding the data to

acknowledge the specifics of the way in which it was collected, by



whom, and on the basis of which assumptions, I would claim that

the view which emerges is a valid reflection of haw the women

thought, if (inevitably) a partial one. By showing the research

process clearly I have hopefully indicated what sort of partiality

can be expected.

Although I have stressed in this Part the ways in which this

work was changed during the research process, the importance and

uniqueness of the research relationship and the ways in which

methodology itself reflects a particular culture and point in the

overall social process, I do not therefore see what emerges fram

the study as dispensible and valueless for these reasons. Indeed,

one of the contributions it offers is, in my view, a striking

illustration of these processes at work. The theoretical

understandings to which it gives rise transcend the specifics of

the research process itself.

A number of these understandings concern, not Pathan women or

health and illness, but research methodology itself. The way in

which these understandings have emerged is by careful attention to

and description of the social processes involved: understanding

does not, in my opinion, came from failing to acknowledge the

specifics of the process but from attending to them with a view to

seeing what we can thereby learn about those processes. That has

been the aim of this Part of the thesis.



PART II. SOCIAL SITUATION AND INTERACTION.

JJ <ti

For the woman, either the house or the grave.

(Pukhtu proverb, Ahmed 1973: 44).

In this Part, I have two main aims, following the overall

aims of this thesis. The first is specific. It relates to the

issue of seclusion as a factor leading to depression amongst Asian

women in Britain. I have already referred to writers who have

suggested such a link; in order to explore it in more depth it is

now necessary to look at seclusion (a structural factor of the

women's lives) and at whether this appeared to lead to isolation

(a psychological state) and of what kind, and further; what

meaning this had for the women concerned. In a later chapter, I

will then be able to look at the relationship between isolation

and mental state.

My second aim in this Part relates to the more general

overall purpose concerning the women's concepts of health and

illness. As already discussed, other authors have drawn attention

to the way in which 'ideological', cultural', 'structural' and

'social' factors are of importance in understanding the concepts

of health and illness held by various groups. As already stated,

these terms are variously used and reflect different theoretical

positions both in respect of each term and in relation to each

other, and I shall restrict my own use of them to that stated at

the outset. It is clear, however that the respondents' position

in the social structure will be relevant to an understanding of

their Concepts of health and illness. To understand these

Concepts therefore, this position needs to be described, and this



in turn entails a description of the social structure at a micro-

level. Further, I have stated interest in the role played by

material and other social circumstances in health and illness

behaviours. Through the description in this Part of the social

situation of respondents, these circumstances should be made

clear. In addition, the material and other Interests of

respondents (the other factor which I have suggested is important)

are likely to be Interests which are common to behaviours other

than health and illness behaviours. We can learn about these fram

looking at the women's lives in general terms, therefore, to add

to the understanding gained through studying their accounts of

health and illness behaviours. Thus the matters described in the

Part have a place in my analysis of health and illness behaviours,

being same of the factors which determine both Concepts and

behaviour.

As well as being important insofar as they are factors in the

overall analysis, this description of the lives of respondents has

contextual significance. Like Jocelyn Cornwell (1984), I do not

believe that health and illness can be considered in isolation, but

that 'we have to consider its place in the context of their lives

as a whole'. (Cornwell 1984: 1) By describing general aspects of

their social situation here, I will provide this context.

In describing the women's lives, a central place has to be

given to purdah observance. Purdah observance is central for a

number of reasons. It was this aspect of their lives that led to

questions concerning mental ill health. As we shall see, purdah

observance does affect both the women's Concepts of health and

illness and their receipt of treatment. Purdah observance is

important both to the women themselves and to outsiders. It is an



overriding aspect of the social structure as illustrated in the

Pukhtu proverb at the head of this Part. I found, however, that

purdah observance was different when viewed from 'inside' and when

viewed from 'outside'. Moreover, it worked out in different ways

for different women, and had differing implications. I found that

the women's Concepts of purdah and of how to behave properly had

ideological and structural aspects. Moreover, purdah observance 

was further determined not only by the women's ideals and views of

what ought to be but by material and other circumstances such as

the size and location of houses. The influence of these factors

is dicussed in Chapter Ten.

The women's Interests also modified behaviour, excluding

potential courses of action and allowing others which seemed

precluded. For example, many women did not learn English, desp$ite

the possibility of doing so in the home, but did go out to attend

antenatal appointments, despite the presence of men from whom they

were secluded. Chapter Eleven considers the role of Interests.

In short, then, I found the same set of factors to be of

importance in describing purdah observance and patterns of Social

Interaction as I had proposed to describe health and illness

behaviours. Furthermore, although purdah observance will be seen

to be a factor determining both Concepts of illness and the

seeking of treatment, this observance was itself modified on

occasions by the women's Interests in receiving health care. Not

all women modified their purdah observance for this reason, of

those who did, some forms constituted such a reason, other forms

did not. Such differences will be explored both here and in

following chapters.

I shall therefore describe the women's social situation

within the same overall framework which I shall use for the



presentation of their accounts of health and illness. It will be

clear that the first aim (that of understanding seclusion and

whether this leads to isolation and what this might mean) will be

achieved in the course of the more general exploration of Concepts

and of behaviour. So too will be the aim of 'introducing' the

respondents to the reader.

My starting point is the women as Pathans. I therefore look

first (in Chapter Seven) at three aspects of Pathan ideology which

can be seen as influencing women's social situation in overall

terms. In respect of this study, the aspect of most importance is

that which results in a sharp division between the public and the

domestic domain, excluding women from direct participation in the

former. The next chapters, therefore, look in more detail at the

women in these two domains. In the former, the public domain,

they have no place in their own right. This is, however, the

context of their lives and determines many of the conditions under

which they live. These are the subject of Chapter Eight. The

following chapters concern the domestic domain within which

women's lives are lived. Here I look at and analyse the women's

purdah observance and their social relationships, using the

framework already discussed. I argue that it is strong notions of

community and of the importance of social relations which

determine wamen's patterns of interaction rather than purdah

observance which determines, more accurately, their non-

interactions. However, these cannot be separated; purdah as

understood by respondents is understood within the context of

other social values. It is the context that makes purdah 

observance a positive facet of life when viewed from the inside,

in contrast to an outsider's view. These issues are brought



together in the last chapter of this part in which I discuss the

question of the meaning of seclusion for these women and their

view of their own 'work'.



Chapter Seven. Pathan Culture, Ideology and Overall Social Struc-

ture.

The women interviewed all saw themselves as Pathans. All

spoke Pukhtu. In Pathan ideology, a key concept determining both

identity and life in public and domestic domains is that of

honour (izzat or ghairat). This concept also influences a

Pathan's perception of social status. What-ever the person's

position in life, unless honour is maintained, wealth and

occupational status are empty and meaningless. Honour is

primarily a male prerogative and a man can achieve prestige and

respect both within his peer group and even beyond it if he is

seen to behave honourably.

A parallel concept, that of sharm (modesty, shame,

embarrassment depending on context), is discussed by Catherine

Thompson (1981) in relation to Hindu villagers and by Patricia

Jeffrey (1979) in relation to the women of a Muslim community in

North India. Although sharm relates primarily to women, it

applies also to men in a way that appears to be parallel to the

way in which izzat, although applicable to both sexes, is

predominantly a male ideal, particularly for Pathans. Catherine

Thompson's discussion usefully relates the notion of sharm both to

the maintenance of social distinctions (between what is public and

what is private) and to individual identity. In the case of the

Pathans I interviewed, male and female worlds were clearly

structurally demarcated. Although concepts of sharm were still of

importance, certainly in respect of identity and self respect, it

is probable that they were less crucial in the maintenance of the

social structure, than for Catherine Thompson's respondents who



did not observe purdah.

This social structure is one in which women are viewed as the

possession of and identified with their male kin. It is their

duty, therefore (and in their interests) to contribute to male

honour by their behaviour. Hanna Papanek (1973) follows Honigmann

(1957) in quoting a Pathan proverb: 'A, man is known from the

qualities of his wife'. Honourable status is then conferred on

the man's dependents by extension as well as partly deriving from

them. The maintenance of honourable behaviour is not perse a

religious matter, although the customs that define it are seen by

Pathans to be derived from Islam. However, being a Muslim and

being a Pathan are not synonymous. Pathan ideology goes beyond

and in some senses is different from Islamic ideology, although it

is a vital part of being Pathan that one is also Muslim. Language

is very explicity a part of both the culture and the ideology. A

phrase 'doing Pukhtu' sums up the Pathan 's sense of the way in

which belief is integral to both speech and action. An outsider

who speakes Pukhtu, as I do, is therefore instantliy a family

member and assumed to share same basic attitudes. This is partly

due, I think, to the sense of wonder and respect that members of a

distinctive minority culture have when any outsider learns their

language (especially if they have not learned the ,dominant

regional tongue; in this case Urdu). I have often speculated on

a probable similarity that may exist amongst Welsh people in

respect of Welsh speakers. However, the explicit way in which

Pathans identify language and behaviour seems to add an extra

dimension which is peculiar to this culture, distinguishing it

both from general characteristics of minority groups and from

general features of Muslim and Indian societies in which honour is

important.



These claims may sound extravagant. In defense of them I

would refer the reader to Fredrik Barth (1969) following Sir Olaf

Caroe (1958) who both see the maintenance of honour as basic to

Pathan identity. More tellingly, Pathan proverbs 'Mataloona'

(Ahmed 1973) resound with the theme as do Pukhtu films. Examples

of the latter are not hard to find, from the famous historical

tale of Pathan who killed his brother for dishonouring a female

British captive (the young Alice Starr kidnapped in Bannu in the

last century) to the more extravagant story I saw during the

fieldwork period. Entitled 'Ghairat Zama Iman Day' (Honour is my

religion, faith) this told the story of a son who consented to be

hanged to preserve the honour of his mother, which was threatened

by the fact that a rich enemy possessed her dupatta (symbol of

female modesty); a dupatta she had herself given as the price of

saving another son from ruin at the enemy's hands. Clearly all

Pathans do not behave honourably (both films have their 'baddies',

Pathans themselves). However, the ideal informs behaviour in

everyday situations as I discovered in the course of the research.

Fredrik Barth (1969) identifies three areas of social life in

which honour must be maintained: in public affairs; in the use

of material goods and hospitality; and in domestic life. All

three of these spheres are of relevance in the present study.

1. The Honourable Pursuit of Public Affairs.

At first glance this may be felt to be irrelevant in the

British context, as its main traditional expression is the tribal

council (jirga) through which public affairs are decided. It may

be argued that in a society such as the British one, seen as



dissolute, there is less obligation to maintain honour in public

affairs. Since this is the husband's concern, and this study was

concerned with the women, this was not studied. However, comments

made by two of the husbands suggest that it is not so and that

they were attempting to maintain standards of honourable behaviour

in a system which didn't help them and in which it wasn't even

acknowledged as praiseworthy. One man was loosing social security

benefits because he had been honest enough to declare that he

owned two houses. In fact there were court proceedings in process

to evict tenants who were not paying rent or maintaining his

property and because of whose presence the house could not be sold.
A

His itdignation was mainly at the fact that he knew people with

other houses who did not declare them. His honesty had landed him

in a financial 'no-win' situation, yet (and this is the

distinctive factor) he was proud of his honourable behaviour which

he saw as definitive of himself as a Pathan. Another man in

receipt of social security benefits refused to put in an

additional claim for travelling expenses to visit a child in

hospital (the distance was considerable) as he saw this as

dishonourable. However it would have been impolite to disagree

with advice and he therefore further confused the situation by

assuring concerned social workers that he would claim the money.

2. The Honourable Use of Material Goods and Hospitality.

For a Pathan, even an enemy once in your house is under your

protection. In Pakistan I was frequently told 'You are our guest

in this country'. This makes the attitude of the British public

to immigrants inexplicable to many Pathans. I was often involved

in discussion of this and people (usually the men) quite rightly



pointed to the way that outsiders were treated in their country.

Of course there are differences - I pointed out that not all

Pakistanis were polite to foreigners and that not all the English

resent their presence - there are also differences in the nature

of the migrations as well as structural differences in the power

relations in the country of settlement which may be seen by some

as affecting the argument, but this is a matter not of logic but

of ideology. It applied in the private as much as the public

domain. Tea and often meals were offered, particularly when I was

known to have travelled a distance. I was inevitably not just a

researcher but their guest. One woman took trouble to explain to

me that offering hospitality was in no way a bribe to officials,

it was her duty and her pleasure. All health and other workers

who visit Pakistani homes will be familiar with such notions of

hospitality - it is important to note their meaning.

Fredrik Barth's (1969) analysis is again interesting - he

says that 'In the host-guest relationship, any single encounter is

temporary and the statuses thereby reversible and reciprocal, and

hospitality is easily an idiam of equality and alliance between

.	 )
partie4s. Vet professional visits like research ones are not

intended to be reciprocal - these relationships are defined as one

way.	 (Oakley, 1981). Fredri k Barth (1969) continues	 'a

consistently unilateral host-guest relationship, on the other

hand, entailts dependence and political submission by the guest'.

What does this do to the health workers who are in fact

politically more powerful than their hosts, and may need to

exercise this power? Is there any way of avoiding the host-guest----

relationship when visiting the home? This seems difficult, and

both in Pakistan and in Britain it is my experience that Fathans



are uncomfortable with home visits (although they will be honoured

by truly social visits) and much surer of their position (which

they define as dependent but in which they have the power to

leave) when they visit a worker in a hospital clinic or office.

Yet, due to the seclusion of Pathan women, home visiting is very

important as a means of contact; as we shall see below, it may be

the only one.

This problem does not merely arise from a conflict between

'their culture' and ours, however. There are conflicts within the

roles of workers whose job it is to establish a 'good

relationship' as the basis for work with individuals and families.
QJ:dcs

Volumes have been written defining these ,mdami- for health

visitors, social workers and researchers (Oakley 1981 reviews same

of the material on the researcher's role). Yet they remain

artificial constructs. They are relationships which many have

became used to and able to work with. However, there is evidence

that not all sections of English society find them meaningful.

Most workers using these ideas are aware of instances where the

notions break down. The ethnics of such relationships and indeed

their viability have been questioned (Oakley 1981). In Part I, I

discussed this as an aspect of methodology. Cultural factors

related to overall ideology made these difficulties more apparent

in the present study - pointing us more clearly to underlying

assumptions. In practical terms, the way through these

difficulties seemed to be to realise the conflicts, to realise

that patients/clients/respondents were also confused as to what to

expect of both parties, and to try to make headway on the basis of

as much honesty and sensitivity as possible, rather than

attempting to understand or create a 'right way' through the

difficulties. Workers who were respected were those who were



most human, who laughed, cried and somehow conveyed real concern.

Such factors were commented on, not whether people 'broke the

rules' - their own or Pathan ones. In such a situation, the rules

are indeed hard to find for either side, and the evidence seems to

be the rules themselves are in process of creation. In other

words, I am suggesting that where both parties recognise that

familiar social and cultural rules of behaviour may not apply, the

interpersonal level becomes more important, and assessments are

made on the criteria of perceived concern. Even within this,

however, it is dangerous if we thereby assume that such criteria

of perceived concern are somehow universal. Although the feminist

call for treatment of respondents as persons and for recognition

of the importance of relationship seems close to the Pathan

wamen's tendency to assess personal rather than professional

skills, each are surely culturally determined as much as the more

formal norms of behaviour. Warmth is conveyed in one way within

one cultum, in another way in another. I would personally

maintain that communication of conern is possible despite such

factors of difference, but awareness of them and of the power

relations in the situation is important nevertheless.

3.	 The Honourable Organisation of Domestic life: the Seclusion 

of Women.

This brings us the heart of the matter, as far as this study

is concerned. It is right that a discussion of purdah should be

set in the context of its place as one of the central facets of

Pathan ideology. The observance of purdah will be seen to

fundamentally affect the heAlth care received by these women - it



may be seen by some (possibly even the women concerned) as

undesirable in the context of life in Britain. But is not just an

arbitary fact of life, that can be retained or dispensed with

easily in a new context. While anthroplogical readers will not be

surprised at this last statement, which is almost too obvious to

state, it is important to state it because a number of observers,

including practitioners, seem to assume that purdah observance

can be pursued or not as matter of individual or family choice.

This is to see purdah as ideology only, neglecting the fact that

it is a structural aspect of Pathan life. The concept of honour

so central to Pathans is underlined by Hanna Papanek (1973)

reporting on studies of Pathan women in Pakistan. She ties it

firmly to the social structure, however, saying that 'a valued

quality like izzat, and its corollaries of control and obedience,

are integral parts of the system of symbolic shelter in a Muslim

society where men control the behaviour of women'. (Papanek 1973:

319). Pathan culture embraces not only the ideology of which

honour is an integral part, but the social institutions in which

it is preserved.

Purdah is one such institution, It is 'a complex of norms...

structuring relations in the local community' (Sharma 1980); a

'system of sex segregation' (Papanek 1973) and 'an ideal system'

regulating behaviour (Saifullah Khan 1976). Verity Saifullah Khan

notes that this 'ideal purdah system' is varied as a result of

three basic variables: cultural, ideological and socio-economic,

and she goes on to look at the way socio-economic factors in

particular affect purdah observance of Mirpuri immigrants in Brad-

ford. Her study is particularly relevant because her respondents

were, like mine, Pakistani immigrants in the City of Bradford.

I will be distinguishing Concepts of purdah from purdah



observance. My distinction is not the same as Verity Saifullah

Khan's 'ideal system' which she acknowledges to be of her own

construction rather than consciously verbalised by respondents

(who were Pakistani but not Pathans). The Concepts of purdah I

describe are derived from the accounts of a group of Pathan women

in Britain. While I found basic similarities in the Concepts of

all the women due to the overall Pathan ideology and an overall

agreement concerning the ideal structure of life within the home

(especialb the sexual division of labour), variations in the

Concepts of groups of women emerge clearly. One of the bases for

this is a sub-cultural one due to the fact that, although all the

women were Pathans, there were within this two distinct cultural

subgroups. The grouping was reflected in Concepts of purdah i.e.

of proper behaviour. In common with Verity Saifullah Khan,

therefore, I found cultural differences in purdah observance, but

these were discernable, not only in behaviour but in the Concepts

of the subgroups.

Socio-econamic factors are important in my analysis as in

hers. Although these did operate at the level of Concepts,

insofar as position within the social structure did -affect the

concepts of all respondents, the group was relatively homogeneous

in respect of overall socio-economic level and therefore Concepts

of purdah did not seem to be differentiated on this basis within

the group. Purdah observance, on the other hand, was clearly

affected by material and other circumstances such as the size,

layout and location of houses; considerations which Verity

Saifullah Khan includes as socio-economic factors and which I

shall be seeing as factors determining Options. The category of

Interests is not one that she explicity refers to although it is



implicit in her analysis of changes likely to occur in the

British situation. Both functional and structural explanations

are used in Verity Saifullah Khan's article, which shows purdah to

be a system of social control and a symbolic system as well as

offering 'the beginnings of a structural explanation'.

(Saifullah Khan 1976: 238)

Fredrik Barth's discussion of seclusion among Pathan women,

is also particularly relevant, this time due to its focus on

Pathans. He describes the seclusion of women and encapsulation of

domestic life as a behavioural solution to the contradictions in

Pathan value orientations. These contradictions he sees as being

the emphasis on masculinity and virility, the high evaluation of

males yet the emphasis on consummation through females. There is

a denial of attachment to and importance of things, yet female kin

are seen as things but cannot thereby be shared in the way that

material goods must be (through hospitality). A, male is dependent

on and vulnerable through his women. This discussion has

parallels with that of Veena Das (1976, quoted by Catherine

Thompson 1981) who suggests that women are gateways to caste and

family membership, and that of Hanna Papanek (1973) in her

discussion of purdah as 'symbolic shelter'.

Where most of these writers, including myself, would part

company from Barth's analysis is where he says that the adequacy of

this solution (i.e. the seclusion of women and the encapsulation

of domestic life) to the resolution of ideological conflict, is

suggested by the relative absence of divorce and of murder

following adultery (although see Ahmed 1980 concerning this aspect

of Pathan life); by the trust placed in women by absent husbands

and in the traditional views of warn as upholders of honour.

Here he is taking ideological accounts as the whole picture, as



well as demonstrating a considerable male bias. These factors

seem to demonstrate little more than that the ideology is strong,

well sanctioned and that people on the whole conform to it -

publicly at least. To make any statement concerning the adequacy

of the solution for individuals (as opposed to its function in

respect of social order) we need surely to look at what purdah 

means in a defined situation, taking account of, if not focussing

on, its meaning for those whose life it most closely defines; the

women.

There are a number of sensitive descriptions of the lives of

women in purdah which do this. Out of case studies mainly

conducted in Pakistan and India, they offer an analysis of the

institution of purdah in relation to the division of labour by sex

and social class (Papanek 1973); to the satisfactions offered

within the role for one who observe purdah (Jacobson 1977 reported

by Sharma 1980); to the issue of change due to the political and

econcmdc pressures (Mehta 1976 reported by Sharma 1980); and to

its structuring of social relations at the level of local

community (Sharma 1980). Patricia Jeffrey (1979) also explains

purdah in economic as well as ideological terms. The value of

these works lies in their argument from particular situations to

analysis and (for my purpose) in their concentration on the

women's own view. This is a tradition to which my work is

intended to contribute.

In this chapter, then, I have outlined aspects of Pathan

ideology and the overall social structure associated with these.

The ideology informs behaviour and assumptions in day to day life,

however partial and far removed the ideal. The basic social

structure by which life divided into 'separate worlds' for men and



women is, in the process of migration, transported into different

circumstances which mean that the structure has different

implications for individuals in the changed locality. Ideological

pressures of the wider society may be added to the constraints on

women observing purdah in this new situation where societal

ideology, is critical of rather than supportive of purdah 

observance.

In turning now to a consideration of the respondents'

accounts of their lives, I will consider first the public domain.

Although this is not the area in which women move, it is the

context within which their lives are set.



Chapter Eight. The Social Context of Respondents' Lives: the

Wbmen in Public Domain Terms.

In the public sphere, the typical Pathan woman has no status

in her own right. Like some of her 24 carat golden jewelry made

in Pakistan without a hallmark and therefore priceless or

worthless in world markets, she has no status in an arena where

she has no claim to a place. None of the respondents had ever had

a job outside the home or expected to. Only five had any formal

education, only two of secondary level.

1. The women themselves.

The times at which she herself is officially recognised are

when she is born (if the birth is registered), attends school,

marries and migrates. The languages which she speaks and/or

understands may determine her ability to communicate outside the

private domain. These are therefore shown in Table (ii). The

first column represents the answer to a question concerning a

respondent's village. The answer was always immediate, this was

an important social fact, relevant for her. The only hesitation

was often in weighing up the amount of detail that would make

sense to interviewers. Responses given are recorded, their

location in terms of administrative district and Province are also

noted. The majority of respondents were from the area known as

Chhachh, many from one village. The question of Pathans and

Chhachhis has been discussed. Opinion in Bradford is that the

distribution of respondents arrived at, although not intended as

representative, is not a bad reflection of the total Pathan
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community in Bradford. This can only be impressionistic however.

The lack of general awareness of age and dates of birth

contrasts with the ease with which respondents named their

village. Even in respect of their own children, the waren were

often not immediately aware of dates of birth. Birthdays were

clearly not celebrated as a rule. Many of the women will

themselves have been born at a time when births were not

systematically recorded. Moreover, they were often unwilling even

to hazard a guess or discuss the matter. In such cases, which are

shown on the table, an estimate has been made by adding the number

of years the woman had been married (or age of oldest child plus

one year if date of marriage was itself not known) to a suggested

average age at marriage of 17 years. Same will have married and

had a child earlier than this - in fact a number claimed to have

married 'young' by which they mean shortly after or around

puberty. Others have clearly married later.

Mother tongue is that with which they were most familiar as a

child. One woman was brought up by a grandmother in a village

where Pushtu was spoken, but her sister (with wham she now lives)

was raised by their parents and spoke Hinco at home, as does the

woman's present husband. Pukhtu is therefore not the current

language of the household, although it is the waman's mother

tongue. Only two other cases raised similar difficulties -

usually this was a clear issue.

Level of formal education is noted. The most frequently

given reason for discontinuation of education after primary level

(fifth class) was that primary education is located in the village

whereas secondary level is in the town, necessitating a journey

that was not seen by her father as appropriate for a girl

approaching puberty. We are of course thinking of values that



were current some 10-25 years ago. Some of the women however,

continued with their religious studies and can read Arabic (and

thus the Qu'ran) even where they cannot read Urdu. Pukhtu is not

taught in schools and therefore if a woman could read at all it

would be Urdu (the national language) or Arabic.

Women would be more likely to know how long they had been

married and in Britain than the date of marriage or migration.

This is therefore recorded in this form. The length of stay in

Britain was usually well known to the women and often she would

tell us at the same time how many trips she had made home in this

time, if any.

Spoken English is a subjective estimate on the part of the

researchers. None of the women claimed to speak English and few

to understand it, although same did purport to understand quite a

bit although too shy to reply. At the time of their schooling,

many set books would have been in English but the few who sat for

matriculation exams pointed out the difference between English as

learned and spoken in Pakistan and English used daily in England.

2. Their Family of Origin.

Within the Pakistani situation status is accorded to men and

by extension to their families mainly on the basis of ownership of

land (in a rural society, the main determinant of wealth) and of

piety. More recently, occupations not related to land ownership

have arisen - these are achieved rather than ascribed - doctors

and lawyers and (to a lesser extent) schoolteachers are respected.

Certain families, moreover, are Sayyid or holy, being related to

the prophet himself.	 Members of these families are often



religious teachers or leaders (Caroe 1958, Jeffery 1979). I did

not, unfortunately, include questions concerning family of origin

in my research schedule, so have no data concerning this in

respect of my respondents. The migrant is also viewed, however,

as having social status, particularly if he shows evidence of his

newly acquired wealth by sending money home, building a house in

the village, bringing expensive presents etc. As long, that is,

as he maintains honourable standards of behaviour, while living in

a society in which this is assumed to be difficult. The status

given to the migrant is, of course, not important between Pathans

in Britain, all of whom are migrants.

3. The Families' Status in Britain.

In Britain, my respondents were members of a minority ethnic

group. They are moreover, instantly identifiable by the colour of

their skin as well as clothing and other differences. Their

status is therefore an inferior one since British society is

undeniably racist. The effects of racism will be referred to

throughout this thesis insofar as it affected the wcmens lives in

various specific ways. In addition, the chapters concerning

experiences of maternity and child health services will draw on

data concerning the experiences of other minority ethnic groups.

Despite differences of culture, their similar status as minority

ethnic group members demands examination of the similarity or

otherwise of their experiences. Although this factor is an

overriding one in respect of status, other issues affect the way

in which status is demonstrated by those concerned, on the one

hand, and assessed by an outsider or researcher, on the other.

In this country, the status of a family is commonly



determined by the husband's place in the public domain

primarily by his earning power (educational level and the status

of his occupation) and by his spending power (as usually

reflected by type of housing and standard of living). However, we

run into difficulties when trying to place the social and economic

status of immigrant families in these terms. There are two

reasons for this. Firstly, as we have already indicated, the

migrant has two contexts in which status must be achieved - the

Pakistani one and the British one. The former tends to be more

important than the latter. Various works (e.g. Jeffery, 1976,

Saifullah Khan 1974) note the amount of money regularly sent back

to be spent in Pakistan - either to support relatives or to build

and maintain a family home in the village there. Several

respondents referred to such arrangements. Ursula Sharma (1977)

discusses the mutual dependence between migrant and non-migrant in

the village. The 'myth of return' (Anwar 1979) is ever present,

and for a Pathan is realised in death if not in life - the aim

being that all Pathan adults return to Pakistan for burial, groups

of men having set up insurance saving schemes to finance this when

the time comes. Only small children are exempt. For some the

return home is seen as a goal they are working towards - others

see it as something that may never actually happen. Either way,

status must be maintained at home for the sake of their children

and their chances of a good match if no other reason. To see the

sending of money home as an exercise in status maintenance is not

to deny that other motivations exist or to undermine the fact that

families may want to fulfil their obligations to kin at hate

because they care about them.

Patricia Jeffery (1976) argues strongly that the lives of the



Pakistani families she interviewed in Bristol cannot be understood

by consideration only of the situation in this country. My data

bears this out. This has implications in all areas of life -

particularly striking in this study is the influence that family

events in Pakistan have on social interactions in Bradford (see

below. In the present context, however, the practical

consequences of maintaining status on two fronts is that the

resources earned are not all spent in this country.

The second point is a related one. In British society,

social and economic status is usually seen as accruing to the

nuclear family unit. Thus the classic pattern is for a family to

have consumption patterns that reflect their earning power. While

gifts may be given within the family, different members of a

typical English family may end up in quite different statuses.

Status tends to be achieved on an individual basis and accrues to

the individual and family who achieve it. But Pakistani families

do not tend to fit this pattern. Status is seen not only in

nuclear family terms, but in the context of the wider family.

Prestige and indeed economic assets may be and often are

considered to accrue to the wider unit. Similarly, matters such

as housing and employment may be decided in a framework that takes

account of many social factors and thus does not merely reflect

the social and economic status of the nuclear unit. Because

marriages are usually arranged within the family, sometimes

between cousins, there is a real sense in which the wider family

unit is closely identified as 'one's own'. Beyond this, a fellow

member of the tribe denotes a person with wham a blood

relationship could be traced back in time, and a fellow villager

is also closer than one who is totally unrelated.

It is because of the obligations and responsibilities which



bind these various categories of 'relations' that social and

economic indicators such as housing, level of education and

employment cannot be used to allocate these people in a

classification of class position such as that usually used in

social research. This can give rise to problems as evidenced by

the Medical Research Council's difficulties in classifying Asian

women in studies concerned with rates of perinatal mortality.

(Dr. Raymond Illsley, personal communication, 1982). Social

scientists' preoccupations reflect an individualist focus of

attention in this as in other matters (see also Ch.6).

A. Employment.

It is well recognised that an immigrant's employment may not

reflect his range of skills. Migration is often accompanied by a

drop in employment status when qualifications are not recognised,

skills not seen as relevant and racism deters employers fram

giving a job to someone of a different skin colour (see Ballard

and Holden 1975a and 1975b). Other factors are relevant however.

The two contexts of the migrant's life mean that breaks in

employment occur in order that visits may be made to Pakistan.

Most respondents told of such breaks, often followed by a period

of unemployment on return.

The work that a man does will probably be chosen in the

light of other social factors - respondents were amazed that my

husband's career prospects alone had determined where we settled

as a family rather than considerations such as living close to

parents. Moreover, jobs may be taken because they enable a

person to help others get work, or even on behalf of others. In

Pakistan it is not unusual for one son to be in high status

employment to support other brothers at home.	 Individual



potential is not the sole or even major determinant of employment

status.

B. Housing.

In respect of housing, Badr Dahya (1974) has criticised John

Rex and Robert Mbore's work (1967) for its assumption that

immigrants would prefer 'better class' housing (usually detached

and suburban) to inner city so - called 'overcrowding'. The

suggestion is often made that it is only discriminatory practises

and racist attitudes among the white population that confine

. immigrant groups to inner city neighbourhoods. Racism is

undoubtedly a factor limiting choice of housing. However, other

factors operate. Values are different and choices if they do

exist made on different bases. One's own garden may be less

important than a shared and private play area; ideal house size

is determined by the requirements of providing separate living

space for men and women - preferably including separate entrances

- there is great surprise at the predominant English ideal of a

room of their own for each child. Moreover, family members may be

expected to stay for long periods. Racism does indeed often

ensure that non-whites have few or no options. But standards or

location of housing cannot be assumed to reflect this factor

alone.

C. Standard of Living.

As already noted, the standard of living of the family, as

reflected in what they spend money on, is determined by the amount

of money to be spent on living in this country and by different

values influencing choices. For example, co-ordinated colour

schemes are not valued but video recorders were common amongst

respondents at a time when they were still considered luxury goods

by most indigenous families. They enable Urdu films to be shown in



the home and thus watched by all the family. Thus an analysis

even of their own patterns of spending may not help in a social

classification of Asian families if it is based on English

asssumptions, although there are undoubtedly internally recognised

indicators of standard of living. Exploration of these would be

very interesting, although it is not the objective of this study.

With these warnings concerning their meaning, however, Table

(iii) shows the husband's present employment and the type of

housing of respondents. None lived in rented accamodation.

Although these factors may not be interpreted in familiar ways as

indicative of class position, they do inevitably determine some of

the basic conditions of existence for the women. Financial

anxieties were very real for many, and, where work was available,

husbands sought to increase the family income by working overtime

whenever possible. I was told that Pathan men were considered

good employees but also that their long hours of overtime could

mean that women were left alone for long periods and were hence

more subject to depression. I saw less of this than of its

opposite - the strains on a woman when her husband is home more

and thus intrudes more into the private domain which is

traditionally hers.



Table (iii)	 Public Domain Social Facts - Husbands' Employment,
Housing 

As at October 1981. According to Employment Status. It should be
noted thac, the order in which respondents and their husbands appear
in this Table does not correspond to that in other Tables.

All houses were owner-occupied and terraced.

Those Husbands currently in Paid Employment

Years in Britain Place of Work Size of House
Car

Ownership

19	 yrs.
18 or	 19	 yrs.

18	 yrs.
16 yrs.

12 yrs.+

11	 yrs.
10 yrs

(from childhood)
4i yrs.

?

Foundry
Bakery,

(previously Mill)
Mill
Mill

Foundry
(3 day week)

?
Foundry

Mill
Taxi Driver

Large
Small

Large, shared
Large
Small

Large
Small

Small
Small

Yes
No

No
?
No

No
No

No
Yes

Those Husbands currently not in Paid Employment

Years in Britain
Previous
Work

How Long
Unemployed

Size of House
Car

Ownership

21	 yrs.

20 yrs.

20 yrs.

18 yrs.
18 yrs.

16 yrs.

'Many years'
10 yrs.

'Many years'

In Pakistan,
in Police.
? Britain.

.	 Mill

?

Mill
Engineering

Works
Bakery,
British

Leyland,Mill,
'Box Mender'

Mill

?

8 months

Retired
? when

'Recently'
1	 yr.

?

4 yrs.,
following

industrial
accident
8 months

Large

Large,	 shared

Large

Large,	 shared
Small

Large

Small

Large, shared

No

Yes
(shared)

No

No
No

No

Yes

Yes
(shared)

I 20...c1/4.



Chapter Nine. Patterns of Social Interaction within the Home and

Outside.

Purdah observance affects the majority of aspects of the

womens' lives within the domestic domain. However, it was clear

that observance was not uniform within the group of women studied.

It seemed likely that an exploration of common aspects and of

differences would reveal some of the critical factors determining

purdah observnace. In addition, however, it became apparent that

patterns of interaction amongst women (and hence the extent to

which they were secluded or isolated) reflected idE.Als other than

the ideal of purdah, which sometimes conflicted with it. Patterns

of interaction and quality of interaction also had to be

distinguished because of the importance of the latter for issues

of mental health.

Variations in the purdah observance of the women interviewed

can be best illustrated by describing their patterns of

interaction both within the home and, more importantly, their

networks and social relationships outside. This I will therefore

do in this Chapter before drawing out the role of Concepts,

Options and Interests in the ones following.

1. The Division of Labour within Households.

Most households were single ones consisting of husband, wife

and their own children. The three exceptions (involving five

focus respondents) were instances where two sisters were married

to two brothers and the four and their children shared a

household. In two of the three households, the father-in-law

shared the home also. One mother-in-law was normally present but



visiting her grown children in Pakistan during the period of

fieldwork. The other mother-in-law was dead. In one other

household the parents-in-law were not normally resident (having

their own home elsewhere although they had previously shared the

home) but the father-in-Law was on an extended stay in the

household while his wife also visited Pakistan.

None of the focus respondents were currently living with

their mother-in-law. On the whole, the older generation was

notable by its absence 'We are our own elders (masharan) 1 , I was

told, and the women felt that this gave them greater freedom to

determine their own behaviour. However, one woman who normally

lived with her mother-in-law put the opposite point of view saying

that it was the presence not the absence of elders that removed

responsibility for social matters, leaving younger women freer.

It seems to depend whether it is desirable to be free to determine

ones life or free from certain social obligations. Clearly both

responsibility and a lack of it can be onerous in excess. One

household in which the mother-in-law was normally present was one

in which we were refused permission to interview. It was thus not

possible to make any assessment of the effect of the mother-in-

law's presence on the woman.

Husbands varied in the degree to which they were prepared to

work in the home. Same wives described their husbands as 'strict'

or 'lazy' and unwilling to lend a hand at all. If women were ill,

they were expected to continue - if very ill or absent, a female

relative or kin would be involved if possible. Others said their

husbands would sometimes care for the children to enable them to

receive visitors in peace, although they soon gave them back if

they cried or had a wet nappy. Still others said their husbands



'did everything' in their absence and even where a female kin

member was available, would care for the children, most often they

boys, if they preferred to stay at home. Two husbands prepared

tea for us when we visited. Both did it as if it was not unusual

for than ( although it would have been in other households) and

without having been asked to do so by their wives.

It was clear that the women did not feel they had strong

cause for complaint when their husbands did not share the care of

home and children (so long as they fulfilled their external

responsibilities fully) yet since some husbands did do so they

might feel relatively deprived by comparison with other women.

The presence and proximity of a female .network and closeness of

relationships within it would have an effect on haw much the

husband was forced to do, particularly during a wife's

confinement, for example. There were two examples of

relationships which appeared (to an outsider) particularly

mutually supportive within overall acceptance of a strict division

of labour. These were the two where the husbands made tea for us.

In one case there was a lack of female kin. This wren was also

the only respondent who had passed her matriculation. In the

other, the husband had been ill, and this had forced a different

pattern in respect of the division of household tasks, including

the wife's undertaking of some of the 'outside work' (mainly

shopping) since they lacked close male kin to do this. She

described how this had been looked down on and went to great

lengths to justify her actions thus underlining their

unacceptability. She had only deviated because of the force of

circumstances. Her action seemed to have led to a reciprocal

greater involvement of her husband with the children and home, and

they declared that they had become closer as a result of this.



Where sisters lived together, household tasks seemed to be

freely shared and I was told that this was not cause for dissent.

However,in one case it did seem to be and there were clear

boundaries to co-operation, particularly in respect of the

children. The one sister in this case objected to the other

asking her son to fetch things for her, and the other sister said

she would rather remember her sister as she was in the days before

they shared a house. There seemed in this case to be a

distinction between the public and the private accounts of this

situation (see Cornwell 1984). In another, the one sister was

trying to encourage the other to entrust the care of her children

to her whilst she went on Pilgrimage to Mecca (Haj). In the third

case, however, co-operation seemed fairly comprehensive and

although they admitted to quarelling and making up from time to

time, both fed the children when necessary (including the bottle

fed but not the breast-fed babies) regardless of whose they were.
•

The nature of the household and the division of labour within

it are shown in Table (iv).

2. The Rouen's Social Networks.

That most women interacted frequently with others was

apparent to me from the start of the work. As mentioned already

in Part I it forced a major modification of methodology. The

numbers assigned to women in the majority of the tables reflect

my original individualistic bias - they correspond to the order in

which women, as individuals, agreed to be included in the study.

Except where I have felt it necessary to alter the numbers and

order of respondents in order to preserve confidentiality (Tables



Table (iv)	 Nature of Household and Division of Labour

Respondent
Number

Nature of Household Division of Labour

1. Nuclear family No male - female role-sharing

2.)

3.

.
b)married

and 

	 household.

children
to 2 

both.

 sisters

d	 of	 .
	 (kin)

elders.

Minimal male - female role-sharing
Tasks shared between sisters to some extent.

4. Nuclear family Minimal male - female role-sharing.

S. Joint household. 2 sisters
married to 2 brothers (kin)
and children of both.
Father-in-law	 esent.

Minimal male - female role-.sharing.
Task shared between sisters.	 -

6.

.7.

Joint household. 2 sisters
mapried to 2 brothers (kin)
. and, children of both.
Parents-in-law but mother-

.):
An-law temporarily absent.

Minimal male - female role-sharing.
Tasks completely shared between sisters. 

8, Nuclear family Some male - female role-sharing if wife
ill or absent.

9 . Nuclear family No male - female role-sharing except in
wife's ill or absence (very rare).

10. Nuclear family No male - female role-sharing.

11. Nuclear family No male - fe•-ale role-sharing unless
wife absent.

12. Nuclear family- Some male - female role-sharing.

13. Nuclear family No male - female role-sharing-

14. Nuclear family but brother-
in-law and father-in-law on
extended stay.

Minimal male,- female role-sharing.

15. Nuclear family Some male - female role-sharing, quite
marked.

16. Nuclear family Minimal male - female role-sharing.

17. Nuclear family Reciprocal male - female role-sharing,
quite marked.



(iii) and (v1)) I have retained these numbers because this

retains the comparability between this report of the data and

other previous ones (Currer 1983a; Currer 1983b). However, this

ordering obscures the women's social groupings. Table (v)

therefore retains the numbers but sets them in a different order

so that the groups became clearer. Although the majority of

women belonged to networks, I became involved in only four of

these to the extent that I regularly met with members of them who

were not focus respondents. I shall start this description of the

women's patterns of interaction from my own experience of them,

and from a description of the physical arrangement of houses which

was a critical factor.

I first became involved with a network of women (Network A)

whose houses were in two adjacent and parallel streets, backing

onto each other with a space between the backyards of each side.

This space was quite large and constituted semi-public space.

Husbands used front doors which did not lead onto it. Wives used

the back rooms (in all cases a kitchen) the backyard and backgate.

Not all the houses were owned by Pathans, but the use of the backs

by non-Pathan men did not constitute a problem for the women who

needed only to observe purdah in respect of fellow Pathans.

Respondent 1 belonged to this group insofar as her elder sister

was a key member. When she first came to England, this girl

stayed with her sister. However, her husband then bought a house

the other side of town where they had same kin, although those

women were older. She continued to visit her sister often but

needed her husband's help to do so; he was a taxi driver. In her

new home, another terrace of houses, she visited some women from

her village along the backs of the houses. She longed to go to

the park which backedkher house but this was a public place. She



C
.....

C
0 =

C .	 .,..,. .- .n..n .._, .61
trl

.,-.)
1+
I.3
OI

.,..,	 ya
n-)	 C
CO	 ,..	 CU

C
0.1

C
<LI

C
CU
0 C 4-,

C
.
7	 4-,

L
cc

L
a, Os	 f- --I	 0

0	 L	 Cr.--.
Cr 0
CU	 .0

0- 0
CU	 J./ CU	 0

V
7

U
oa

0"	 •Ja,	 ra
C

C

4.,

C,__,
..-.	 4-,	 • -.	 a.,

M13	 C	 11	 L
-0	 n-• Li-	 4-

c-	 ..-•
4-	 0
C	 • •-n

.-.	 >

r._	 . -.
,4.-	 0
C	 • .-.

.-.	 >

,_	 ,,.,

n-.	 >

CU
C-

c.,_

C
0
,_,

u-	 C
C 0

.--.	 0

I
Y

C.•
4-n

03 -0
.--.

3 C CUC	
C- =	 • •	 •-n 	 C C a • CU

0 0

4.3
co

C	 0

13
L	 L C

..-•	 -0
,-,

L	 CU
cl,	 • ,-•

-Y	 • •-•
MI

0	 1-'
C	 • •-•

..-.	 c0
-=

L	 cn
CU	 C

C

c-
CU

01	 (.3
c c

In
Li-	 6
4-	 CO
CO -C

C3
0
J

0	 •	 CU	 CO
1-1	-V	 13	 4-1
0	 f.-	 (304
0	 3	 VI	 -ICI

_C 4-
4..1	 t.,..

0=
(-	 -C

-0	 C/1

13	 L
13	 CO
04

•	 •-•	 .-o	 ..-.

-C •
4.3	 8
0 ,
CS	 • ,-o 0

CU
C
0
a

1.1
C
0
c

a,
13
0

•	 .4
u.,

In
_y	 .1,
--4	 tn
,0	 • •-•
3 -o

-0-C
V) -1

c,
C•	 .-.	 LO

tfr C
J
CU 13	 f.- 3-, 4-1 CU 4-1	 03

cdj	 tn
0

•	 •-I 7
Cr

13
C.,

-1,
L.3

(.3	 0
CO	 CL

0
fa

13
U

(.3
CO

13
L

L.1	 13
al	 L

C	 '„
d	 01
U	 uj
J1	 .--4

'-',_,
,,3
I-
CU

›..	 CU
.--i	 C-
•	 .	 4-
cl

-0	 cn

cl,
4.3
C
0
L3

RI
4.3
C
0
C.1

4,	 co.
C 0
0	 in
c.,

CU

13
C
0
c-1

1:1
-1,	 >,
C	 .--o
0	 ....
V 7

.0
C
0
C.,

0
CL
0-
0

4-i	 0
C	 CM_
0	 0.
Ca	 0

•-•
Er >

-'-'C
0-1

ul
CU,....• 0

C
CU
e
0

>. .--4
.-•	 4-1

MI

>,

CO

-0
03
E	 4-1
0 0

>,
•	 -•

CO
.-.1
.--1

CU

....
.--•	 ..-•
. -,	 .--•

CO	 CU
2 0 VI -0	 .--I -0 V,	 C -0 3 77	 7
L
0 •-•
3	 CU C
CU0 0-1-.1 0

1..I
Z -0

C 0 _.
cn

-C
01

4-/
0.--i	 CO

RI
CU
(.3 .0(	 - 0

a) 0_	 0 0-	 co/
C

U C
0	 • •-.

C
cl, cn	 13	 L

<V	 =	 , 13	 CU 4/	 03
VI
03

tn
03

-1-.
7	 4.4

0
Oa

0
CU

0 T•	 -0	 CU
LI-

7	 ...V
0	 CO

= -.V
_0	 CO

>.• 0..• -0	 V
0.3

T. 0+

X 0	 CU CO	 L

-.•
Lai 03	 (-

,.......„.........>.	 O.
0	 Cl
C	 VI

0	 0-
C	 L,1

03	 4-,
>-.	 lrl

4,'...
-- ••••

-0
C. ......'".• \ =

V 03
I

L
Ul
7 13

CU CO	 0 .
C
0

0
C

L3 4.3 4-1C
RI
>

4-
0 0

01
0

-0
0	 0
C	 C

7	 4-1
-0	 0

10
CD

tIl
03

0 0
03

tl,
CL1

C.. CU CU ul	 I-
>.• >.• >.• >.• >.•

CD
0

0 0
.	 4-,

•
0
T

al	 ...,
T cn-0

0 >.. >.
-C

cC3
47	 CU
>	 >

cU
-0

4.3
0a,

0
> On

03

•	 ,
4/

m
0	 4.3
> ”-•

..-.	 a-0
L 4-3	 .I., 41 .1...	 L J.) 4.3	 = .1-3 . , J	 • ...1

CU 14
0

CU
>

C-1	 C-1 .1.1
=

L3	 1/
•	 •-•	 0

U	 Ln. ,4	 0
=	 • .-._.	 .1..)

o
•	 .:

x
0 Y

L.,	 x
•	 .4	 00- CU

L L	 C- 0>. L. C..-. •	 ..4 L. L	 I- L L
01
03

L
0

VI
on

4,	 4.3
0	 0

4-1
44.04

4-1	 0
04	 ..

14	 4-,
VI	 CU

-0	 VI
CU	 • 1-1

13
VI

0. 0
3

4-1	 0.
on	 -V

1=1 0 11,
C..,
X

CU	 03
L	 L

u	 ....4
•	 .40
L-	 U

,...	 C
L	 03

0.,	 • 0
IL

0.
> >
L
1,	 03

0
L

0 4.)
4-1	 CU

C
0 0 ,
L 40

3

..

4.1 .0	 4-,
0	 0
C	 C

4-1	 0
01	 .-.

0.,	 >
>	 a,

13	 0
o	 c-
C	 Ct.

0	 CU.01.
0 U-

4.-3o
C

CU= LI-
-0	 0

.0 0 44
era, 
C -0	 C

Cr,
C

4 c
1,0 ,..-

076
•	 .-.	 c

0
L
.	 L
cn	 cl,mi	 0,

CO

-0
CUr_
MI

cn
C

L	 OJ
-0	 >

C a- ''''	 -.>	 • •-•
c_
7
0

ul
n-..,

CU
-I-.
RI

L	 (.0
7 L
0	 CV

-0 Y
al	 0	 CL

-I..,	 CO	 .--1
L

. 0
•	 .0	 .1-,

C
C.	 • .
CU

-C	 01

13 a
03 o1
0 0

CC	 ...4
ti

L.
.	 -

..I..1	 .1,
lll	 C....	 7
0	 CO

1 1 -0
=
0.1

CY
C

C- --••
.	 II

1.1	 0
VI	 7

•	 .-.	 0
CA -=

-0
C
03

L
4-

•	 ...,-,:,
67,
6

•	 .4

_0	 0/= ,,
01 .-I. ,	 ._..
CU	 • .-I
C >

7	 CU
•-••	 C	 -=a,	 re
L 6 L
C 0 0
7 3 4-

C.....	 .,-,
CY	 L Le
6 7

-0
C
0	 CU

LA_6 6
0 0

c
0 a

a, 0

3 -C

1 1
2

03	 0.1

‘,...../Spcno"

0 0 ,-, .--4 c-o 0 .--.

.0 0
C•	 Ol	 L

7	 0
0	 >

0 E
in Z
CU

CU	 .--.
C-

o	 a,14...	 .1.3

71 N	 c'l .1 LC1 LO 00 ,
-.

.. 03	 4-
-.3	 10

-3--A..ocn_rtIN
)'01-0 S	 V	 .1.10M,411.4 -ape0	 I...A-0N



4-6
0 JJ	 0 4.0
0 ,	 ad cd
0 0	 0 de0- +,	 C- a-n
CC C	 0 C
L 0	 L. 0

Q- al

L C
CI • -•
.0

-0
L

Q.-	 CLI-
C	 a-n 6

cfe'l

-0
da

=
C
0 0_ VI
C.) =

••-•	 0,
4.1 •

-0 3 .0

C a-• C.,
a!	 C.,	 aa	 t.1
= .3	 M A
er -,-,	 Cr .1,
0 C	 da CL. 0	 (.0

,...- c.7	 4- al

ca

0	 L
07

a...	 +a.

c

31-MNTEIN 



was more restricted in her new location than previously. Also in

Network A was respondent 9. She was a an whose husband

dictated extremely strict purdah observance • Not even the

proximity of the group who were Pathans (albeit from another

village) nor the physical arrangement by which women could visit

each other without going into public space affected her patterns

of interaction. Her house was marked by boarding erected above

the fencing in the back yard. Since she could not visit them,

other women could not visit her.

The women of the next network with which I became involved

(Network B) lived in a single street, mostly on one side of the

road. There was rough track behind the back yards of the terrace

and no houses backed onto it from the other side. Rouen used

this back track freely. They also visited members of the network

across the street to the front. As most were not only fellow

villagers but also close kin, this use of public space appeared to

be justifiable. Respondents 2, 3 4 and 5 belonged to this group.

However, the first two shared a house and were somewhat apart,

being 'true Pathans' from the North-West Frontier while the others

were fron Chhachh district. The first two women did not regularly

visit anyone else in Bradford or seem to have news of them. They

were included by the majority of Chhachhis in the street for all

major celebrations but informal visiting between them appeared to

be infrequent by mutual consent. These two sisters were freer

in their external observance of purdah; the younger went to meet

her child from school without a burqa. These women saw

Campbellpuri Pathans as observing some of the outward appearances

of purdah (such as wearing a burqa) rather than more subtle

distinctions which relate to 'sharm'.	 They maintained



superficially cordial relations, however. The other two women

belonged to a much larger group of kin of two generations who had

settled in the one street. The first (respondent number 4) was a

woman whose status position was ambiguous (see below Chapter Ten).

As we shall see, she was one of the two focus respondents wham I

felt to be depressed. She was however, a firm member of this

network in structural terms. I shall discuss below (Chapter

Twelve) issues of informal organisation within the networks and

informal status, which were more important than overall seclusion

in whether or not women were isolated in emotional as opposed to

physical terms.

Respondents 6 and 7 were in another part of town, sharing a

house. They seemed to have a much wider ranging network in which

visits were made to people rather than daily life being lived in

the company of others. There were no other Pathans in the street.

The fact that they were 'proper Pathans f from the Frontier seemed

to lead, again, to an observance of purdah which was freer in an

external sense although no less strict in terms of norms of proper

behaviour. They knew and had news of many of the leading Pathan

families in Bradford.

The third network (Network C) in which I became involved was

one which is a famous Pathan area of settlement (Richardson 1976).

The houses face onto a square which is apart from the main road,

entered through a narrow street. The houses are large - a present

dispute continues over whether they should be preserved. The

layout is ideal for purdah observance - men gather at the fronts

of the houses (in the open square), and children play there.

Women use the back entrances and can tap on the walls to call each

other. Respondents 8 and 13 belonged to this group but I got to

know a large number of others within it. Permission for me to



visit was given by a man who was the husband of neither. It was

impossible to visit one person without becoming involved with the

group. They were not close kin but fellow villagers. All were

Cbhachhis but seemed to have news from most sections of the Pathan

and Chhachhi communities. Fatima was least easy visiting this

group; perhaps because they knew her mother-in-law, possibly due

to the key position held by members of this network in Bradford in

respect of information control.

Respondent 10 was a member of a network in which I never

became involved. Her husband was not keen on our visiting

although her English-reared sister tried to persuade them both.

My presence clearly exacerbated family tensions and we completed

only half the schedule before she refused to see us. She and her

sister lived next door to each other and were clearly in touch

with other Chhachhi families in the streets around.

The fourth network (Network D) in which I became involved

contained two more focus respondents (numbers 11 and 12) and other

women wham I came to know. Visiting was frequent although the

houses were not obviously conducive to this: set in two streets,

access for the women had to be along public pavements wearing a

burqa. Two women, although not related, were 'like sisters': one

of the few important relationships that seemed to be built on

personal preference, although both were Chhachhis and their

husbands were friends. Respondent 11 was structurally a part of

this network having married a man whose previous wife (who had

died tragically young) had been a key member of it. This

respondent also lived in the same street. On the basis of this

and of distant links of kinship between the husbands, she had to

be visited regularly and included in all major events. She was



however, not personally accepted or accorded informal status. She

was clearly clinically depressed.

The four remaining focus respondents lived in households

which were not obviously part of a communal set up. The first was

part of a local network of her own kin - because of the close

relationship involved she was able to walk the few streets

(wearing a burqa). The second (number 15) seemed to have no

contact locally with other Pathans or Chhachhis. There were no

kin or fellow villagers in walking distance or in Britian. She

had passed her matriculation and was (of those interviewed) the

most at home with English people (e.g. health visitor ) and

appeared to be relatively independent, although she did wear a

burqa to go out and rarely did so. The last two respondents were

cousins and clearly part of a network of women in the locality

wham they visited on foot, having to go 'out' to do so as houses

were not linked.

I have summarised these details in Table (v). Additional

respondents are also shown on this table since they were members

of the women's networks with whom I net during the study whose

comments have been included (see above Chapter Four). Their

relationship to the focus respondent is noted. They do not

necessarily reflect the woman's interactive pattern overall except

where I met with a group of women as described. Even then, I

might well not meet with a sister who lived a few streets away and

was clearly an important part of the woman's circle of

relationships, maybe providing more real support, emotionally and

in terms of practical help, than those women I did meet.



3. Discussion: Uniformity fram without; Differences within.

In this chapter I have described the women's patterns of

interaction within the home and outside. Outsiders see only what

the women do not do (e.g. they do not visit the childrens'

schools, travel on public transport, visit local shops) as

characteristic of women 'in purdah'. Despite this assumption of

uniformity and its attribution to the factor of purdah observance

on the part of these women, patterns of interaction appear to be

much more complex and differentiated when viewed closer to. In

the next chapters I explore same of the reasons for these

differences, using the framework outlined in Chapter One. Firstly

I shall look at the women's Concepts of purdah: did they all have

the same ideals of behaviour? If not, what factors accounted for

differences amongst those interviewed? Was there evidence of

change in respect of the ideals held by one individual or group?

Next, I shall consider the womens' Options for interaction: what

role did different circumstances play in effecting interactive

behaviours and purdah observance? Lastly, were other factors

important? What effect did individual and group Interests have?

From the descriptions already given, it is also apparent that

the implications of the womens' social situation differed for

individuals within the groups. Formal structures and rules of

behaviour were powerful and might influence what a woman was able

to do or who she could and did meet. Within this, there seemed,

however, to be differences in the degree of supportedness enjoyed

by the members of networks. There were also differences in the

meaning and psychological implications of seclusion which setimed

to depend on the reasons for it. Overall, seclusion was viewed by

the women concerned in a way quite different to the perception of



outsiders, who often condemn the system of purdah. It is

important too to differentiate the views of these respondents from

those of other Asian groups of women who are less committed to the

ideal of purdah then are the Pathans. These issues form the

subject of the next Chapters.



Chapter Ten.	 Factors Influencing Interaction and Purdah 

Observance.

In this chapter I will consider first the womens' ideals of

purdah observance and the influences on these ideals before

looking at circumstantial factors which effected their behaviours

in this respect. Clearly the general ideal of purdah for all the

women derived from the overall Pathan ideology and social

structure which was described in Chapter Seven. However, the

womens own concepts of womanly behaviour were more various, and

after describing areas of consensus and difference in respect of

their own ideals, I shall look at the influence of four factors on

these: regional/sub-cultural variations; the effect of the

women's actual religious observance and identification; the

importance of their husbands' views and any influences due to the

position of women within their micro-structure of social life

within the domestic domain. Even when we have noted differences

amongst those interviewed in respect of the ideals to which they

each aspired and have explored the reasons for this and marked the

evidence of change over time, we shall still be forced to consider

next the role played by circumstantial factors in determining

behaviour. As we shall see, the Options for social interaction

were not equivalent for all those interviewed. Even within a

group of relatively homogeneous material resources, the

arrangement and location of houses; the prescence or absence of

fellow kin and villagers in the locality all effected what was

possible. For all women, their position within the wider society

as members of a minority ethnic group further delimited their

Options.



1. Concepts of Purdah or of Womanly Behaviour.

I shall consider concepts relating to three areas of life: the

women's own conduct, dress and demeanour; the division of labour

between the sexes and the woman's movement outside the home.

A. The Women's  Own Dress and Demeanour.

All wore the traditional baggy trousers and long tunic

(shalwar-cameez) with a long scarf (dupatta) . Many saw this as

a religious matter, but only one had ever worn trousers which

would, they acknowledged, be religiously acceptable (as long as

not too tight). One other said she would like to do so but

wouldn't dare to invite criticism of fellow Pathans. Most

mentioned the strong force of public opinion and their hands'

views (often a reflection not of each man's personal preference

but of his desire to see his wife behaving acceptably) but when

pressed all admitted that the matter was in the end one of their

personal identity - they would not feel right in themselves if

they dressed otherwise. In this matter we can see the way in

which . religious rule becorres custom and then personal identity.

Norms which are initially religiously (and impersonally)

sanctioned, become sanctioned by public and community opinion and

eventually internalised. Dress is an integral part of purdah

observance ; fashions effected the length and style of cameez and

of shalwar, but not women6 understanding of this form of dress as

essential to their self concept as women in purdah.

All the women separated themselves from men, except husbands

and close kin, both within their own houses and outside. The use

of separate rooms, the avoidance of proximity and eye contact were



all mechanisms for this. Amongst themselves, however, they would

observe their men folk and discuss them. I have a lasting picture

in my mind of a group of women watching (from behind net curtains

inside the house) their husbands buying ice creams for the

children. None would have seen it as proper to join the group;

all would have averted their eyes and hastened to distance

themselves had they came into the same space and all would have

deen such behaviours as correctly reflecting womanly demeanour.

Separated by curtain and glass, however, they joined in laughter

at the scene, and particularly at one man's rather short trousers

(shalwar). The ideal of womanly behaviour amongst a group of

related women was clearly in contrast to the ideal dictating their

physical distance from their menfolk and their demeanor when

together with them.

B. The Sexual Division of Labour.

The basic division of labour whereby the husband was

responsible for the 'outside' work and the wife for that within

the home, applied to all. All husbands did the shopping, paid the

bills and most collected the family allowances and visited the

doctor on behalf of all the family, as well as working outside the

home to support the family financially. Similarly all wives

regarded housework, cooking and childcare as their tasks.

Social obligations stradaled the two worlds depending on

whether the male or female network was involved. So in the case

of a death, a husband would visit the husband to offer condolence

and the wife would visit the wife. However, the wives did not

expect to know the wives of all men known to their husbands. I am

not sure how far this worked in reverse - it seemed to depend on

the nature of the relationship involved. Since the women's

relationships were mainly restricted to the kin and fellow



villager categories, their menfolk would probably also know each

other. But men might form relationships in the public sphere in

which the wife had no part - thus at Eid time (one of the two

major religious festivals) the men might visit freely and their

wives not at all. The idea of 'going with them' or of involving

the whole family on the basis of the husband's relationship did

not seem to occur. To same extent male and female networks seemed

to operate separately. In one case the wives of two brothers

quarrelled and although the two brothers continued to meet (albeit

unknown to their wives) the women and their daughters-in-law and

daughters could not (despite a close blood relationship between

one daugther-in-law and her husband's uncle's wife). Towards the

end of fieldwork Fatima Khan and I were welcomed to a home by

women whose husbands would have closed the door in the face of

Fatima's husband. Such behaviour seems to depend on the extent

to which the quarrel involves the honour of the whole family.

All those interviewed saw this basic pattern of division of

labour as natural and right. It applied in broad terms in all

cases. As we have seen, there were, however, variations within 

this pattern. Only in one case was this a variation in the extent

to which the wife penetrated the public space. In all others the

variation was in the extent to which the husband involved himself

in housework and childcare. These differences did not seem to

reflect different ideals, however. They were differences in

behaviour rather than differences in concepts. Concerning

movement outside the home, however, we find differences, not only

in the way these ideals worked out in practice for various women,

but in the Concepts and ideals themselves.



C. Movement Outside the Home.

To many observers, the wearing of a burqa - the modern

version of which is a sort of coat-like garment with veils for

head and face - by women in the street is the mark of a woman in

purdah. To many in Bradford it is the mark of a Pathan. Yet the

woman in my sample who observed the strictest purdah never wore a

burqa, for she never went out except by car and then only rarely.

In fact it was pointed out by same that the sight of women walking

about in veils was a sign of greater, not lesser freedom, as

these women might not have previously been able to walk out at

all (see also Saifullah Khan 1976: 226 and Papanek 1973: 295).

Undoubtedly, concepts of what was appropriate in respect of this

aspect of purdah were changing. The important thing for most was

that they should not go out 'without a reason' and that their

persons should not be seen by men - particularly by those men fram

their own village or fellow Pathans. Thus for most, short

journeys on foot, wearing a burqa, to the house of a fellow

villager for the purpose of offering congratulations or

condolence, were consistent with their own Concepts of purdah.

In the last chapter, I described variations in the extent to

which women interacted socially and moved outside the home. I

shall look in a minute at circumstantial factors that seemed to

influence this and, in the next chapter, at the role of Interests.

Same differences were apparent however in the Concepts or ideals

themselves. For example, in the case of the woman who could not

visit even other women next door, using the back entrance as

others did, both the woman herself and her neighbours saw this as

excessively strict but it was the husband who determined the

nature of the observance of purdah. Not even the woman's own

brother could alter his views, though he had tried. It would be



on the husband's honour that the behaviour of his wife reflected.

It was for him to decide the constraints within which she had to

live. The women accepted this and neighbours saw a suggestion

that they might 'do' anything to help the woman concerned (for

wham they felt pity) as absurd - she had a husband, it was for

him, not them. Another woman was allowed to visit women from her

village in the same terrace, but not to cross the street or enter

a public place, such as a school building (for a language class)

or clinic. Her husband was seen as 'strict'. Yet another woman

met her children from school, not because of force of

circumstances but seeing this as consistent with her purdah 

observance. Amongst another group, it was seen as permissable for

an older woman to cross the street, but not for younger women to

do so. This leads us then to consider factors that might have

influenced these different ideals or Concepts of purdah.

2. Factors Influencing Concepts.

Four factors seemed of importance in influencing concepts of

purdah and ideals of womanly behaviour. Two of these were group

factors, one of which related to culture and the other to

structure. The other two were factors working at an individual

level. Thus there were sub-cultural differences amongst

respondents; differences relating to the status of women within

the domestic domain (mainly age related); differences in the

views of husbands concerning their wives' behaviour and possible

differences resulting from the warens' own religious cammittment

and identification. I will look at these in order.



A. Sub-cultural Variations.

Some Pathans from the Frontier saw the ideals of seclusion as

more strictly adhered to amongst Chhachhis (Pathans from Attock

district), although they commented that other customs associated

with modest behaviour were less rigidly followed; for example

discussing taboo subjects in front of children. There was a

feeling that they were seeking to be more Pathan than the 'true'

Pathans, conforming to the external forms of purdah rather than to

its spirit. Despite these internal differences, however, all

united in viewing purdah as a vital element in their view of

themselves as Pathans.

B. Differences of Formal Status.

Just as concepts of a group or class of people can be seen to

reflect their position in the overall social structure of society,

so too at the level of everyday interaction, individuals' concepts

of purdah and of themselves as purdah-observing-women can be

expected to reflect aspects of the micro-structure within the

warrens' networks.

I have already mentioned those aspects of status which might

derive from husbands' or fathers' position. Within the women's

world, other factors seemed of potential importance, although the

first - the woman's stage in the life cycle - was obscured by the

fact that those interviewed were all young mothers.

The importance of a woman's age or, more specifically, of her

stage in the life cycle, as a determinant of her views of herself

and of proper behaviour (what I have termed Concepts of purdah)
19V4-

has been discussed by other writers (e.g. Lewando- BundT. For

all the women interviewed, their status as mothers was important.

One woman straddled a number of stages in the life cycle - by

having married an old man with senior status, she saw herself as



senior to other women who were her step-daughters-in-law. She had

a young child the age of her step-grandchildren, however, and she

often complained of not receiving the respect due to her. It is

possible that her ambiguous position in respect of stages in the

normal life cycle contributed to her poor informal status,

although other factors seemed more important. It is interesting

to note however, that her expectations of others were based on a

self-concept derived from her place as wife of a senior man.

Informal status in the group will emerged from the study

overall as an important factor in women's mental well - and ill-

being. Although it might seem logical to describe it together

with aspects of formal status which undoubtedly were of importance

in determining patterns of interaction amongst wumen, I am forced

by my data to conclude, that informal status and respect within

the group did not greatly affect patterns of interaction, although

they did affect the quality of interactions (and frequency to some

extent.) Neither personal preferences nor dislikes altered the

overall patterns of interactions viewed as consistent with purdah 

observance. This is perhaps a telling point in respect of the

%amens' Concepts of purdah. Undoubtedly these reflected both

aspects of ideology and micro-structure, but it was aspects of

formal rather than of informal structure. The purdah ideal of the

seclusion of women from the outside world was modified for most

wcmen by the Pathan ideal of community, but, as we shall see, this

was a sense of formal bonds between individuals, not a reflection

of informal ones. For this reason, I will not describe the

various aspects of informal status within the group in this

context but later (Chapter Twelve).



C. The Husband's Views.

It appeared to be the husbands' Concepts of purdah and ideals

that were important, rather than the woman's own views. This

reflects the pervasiveness of the overall purdah ideology and

social structure which together determine life so absolutely that

the Concepts of most relevance to behaviour are those of the men

rather then of the women. It must be said, however, that this was

an ideology and structure accepted by the women. All the women

were proud of their observance of purdah and scorned those

Mirpuris who do not keep purdah (see also Dahya 1981 concerning

the effect of Pathan scorn on Mirpuri observance). There was also

evidence that ideals held by some of the husbands were open to

change due to various factors, including their wives' own

perceptions of what was right.

D. Religious Identification.

For most respondents, their religion was fundamental both to

their self concept and to their behaviour. Islam therefore

structured life within the domestic domain for these Pathan women

in ways that were a direct expression of individual and collective

faith. We shall see that it directly influenced health Concepts

also.

All respondents claimed to pray fives times daily and to keep

fast in Ramzan. Observations and other remarks made by women

confirmed that most did so. It was not unusual to arrive when a

woman was praying, had just finished or was washing preparatory to

prayer. Many reckoned their times of rising and going to bed by

their prayer times. These times vary with the times of sunrise

and sunset, so the baby might be fed before or after first

prayer, and then similarly at the end of the day. Others did not

refer so readily to prayer times and their times of rising seemed



to preclude prayer which led us to question the regularity of this

for them in practice. During Ramzan, however, all were fasting

when visited. The religious calendar dominated social life, much

as the Christian calendar might have in sixteenth century England.

Several had been on pilgrimage to Mecca (haj) and many talked of

wanting to go. All ate only meat that was killed in correct

Islamic fashion (halal) and thus passed as vegetarians in most

public places (such as hospital) as they rightly assumed meat and

meat products would not be halal. The ingredients of biscuits

were discussed and some men had written to a local factory to

ascertain that certain types of biscuits were all right for them

to eat. (See also publications of the Brighton Islamic Centre on

this subject.) I was given a free sample of chicken soup that

would otherwise have been thrown away. The care taken in this

matter was notable even in those one or two who made no secret of

the fact that their religious observance was otherwise kept to a

minimum.

Although variations in religious identification were

observable amongst those interviewed, these did not seem to relate

in any clear way to Conceptual differences. In some instances,

greater spritual awareness seemed to go with less rigidity in

ideals of purdah; in others it reinforced 'strict' views. There

was little doubt, however, that ideals of purdah and of correct

wamanly behaviour were seen by all as religiously sanctioned and

underpinned. There was also evidence of spiritual Interests as a

factor modifying behaviour in other areas (e.g. fasting in

pregnancy) and of the direct influence of religious ideology on

concepts of health (see Chapter Twenty Three).



3.	 Options:	 Circumstantial factors influencing Social 

Behaviours.

We have seen, above, that Concepts differed amongst those

interviewed, so too did the Options open to women in respect of

social interaction and movement outside the home. my description

of patterns of interaction in the last chapter took as its

starting point the women's social networks. These were based on

physical factors such as the arrangement and location of houses.

This factor, and the absence or presence of kin and fellow

villagers (a direct consequence of migration) determined the

womens Options. All women were further constrained by racism

within the Tedder society.

A. Arrangement and Location of Houses.

This factor was of such importance that I have arranged the

description in the last section on the basis of it. The women who

were most free within the constraints of purdah were those whose

living conditions were easily adapted to separate living for man

and women. Visiting was easy where a terrace of houses shared a

back passage and where houses were arranged in a square so that

the space in front or behind them was shared and relatively cut

off. Fellow villagers moved into such housing areas because of

the benefits for the womenfolk. Although the women themselves

would not make decisions concerning housing, husbands could be

expected to take their requirements into account if they wanted

contented womenfolk and domestic peace.

B. Migration and Membership of a Minority ethnic group.

For the women, their migration and consequent membership of a

minority ethnic group were given circumstantial factors of their

lives. My interest here is in the implications of these for their



lived lives within the domestic domain and in the ways they

affected their observance of purdah in this country.

Migration meant that for many women, even those who were

members of large networks within which they interacted frequently

with others, many members of their network were absent.

Frequently those who were absent were their own close kin. Same

women did have a sister in Bradford (even in the same house)

especially where both had married brothers. Many had not. None

had their own mother living in visiting distance. Most were

without the company of elder women relatives and while many did

enjoy the freedom which resulted from this, the social functions

of such women in the village situation were left unfilled. Thus,

after the birth of a baby no-one had the time to make the special

halwa traditionally given to the new mother to give her strength

(as we shall see Chapter Seventeen). In terms of mental health,

there was little fall-back for a woman who was unhappy. In

Pakistan she would be able to visit her own kin at least on big

occasions, to condole over a death and celebrate a marriage even

if they were not close enough to see frequently. A number of

these migrant mothers had, by contrast, not even been able to

share their grief at the death of their own mothers. And if times

are hard, it is to one's own kin that one can safely complain -

they will keep purdah with you, i.e. share your sorrow in

confidence, whereas outsiders cannot be used as confidants in this

way. Thus some women, while not isolated were, because of the

different nature of the migrant networks, not supported either.

Purdah does not necessarily lead to isolation but observance

of purdah in Britain is different from its observance in the

village. Networks exist but they differ in their membership and



these differences may be critical for individual women. Both

female kin (particularly elders), and male kin were missed - the

latter if a woman's own husband were ill and unable to perform

'public domain functions' on her behalf. In such an instance no

male stand-in might be available in Bradford.

In many ways the fact that the women were members of a

minority ethnic group effected their purdah observance and life

within the domestic domain very little. The encapsulated nature

of the Pathan woman's world was brought home to me most clearly

by two examples. I asked one woman whether it was not harder

to fast in a society where not everyone observes Raman. Her

reply was a surprised 'But everyone does'. Everyone known to her

certainly did. The other incident arose when I had bought some.

things for a lady from a chemist and she calculated the repayment

in Esd-acurrency that has never been in circulation during

the time of her residence here. This is apparently typical

amongst the women, who never shop in person. Their world is

enclosed and cut off.

However, even in the encapsulated world of women in purdah,

where few of the values of English society reach, racism touches

these mothers. Awareness of public hostility towards them ran

deep and it was to them incomprehensible. Apart from the fact that

their expectations were rooted in rules of hospitality in face of

which such attitudes did not make sense, they could not see that

they caused any trouble that would warrant such reaction. Most

were very undemanding, full of praise for health and education

services, and very wary of complaining as they didn't expect a

fair hearing. The abuse these women experienced was all the more

cruel for its pettiness: releasing dogs into the private area

behind the houses that the children played in (Pakistani children



are on the whole frightened of dogs) - an area that was not public

but backed onto the houses; pulling off the wamens' burgas as

they walked along the street, taunting the children and even

hitting them. These attacks were generally not reported to the

police but had the effect of further restricting the movements of

women already very restricted. One woman could not let her

children out to play at all due to the attacks on than - and seven

children at home in the holidays confined to two living roams was

nearly driving her mad. (I use the term colloquially but

literally too, if depression can be termed as 'madness'.)

Same men reported attacks but met with little encouragement

from police and felt further rebuffed and belittled. When this

was brought to the attention of higher ranking officers, efforts

were successfully made to help, but the Pathans concerned felt

this was only because of intervention on their behalf, not due to

any worth accruing to than in police eyes. The trial of the

Bradford 12 at this very time made the same point that was

repeated to me: they will side with the whites, there is no

justice for us. Most women were related to one of the 12 and saw

their actions in preparing to defend themselves as completely

justified as, indeed, did the jury (Pierce 1982, See also above

Chapter One). Unfortunately, I was not interviewing at the time

of the verdict so don't know how vindicated they may have felt.

Probably not very - that month a joker had rung up saying they

would put a petrol bomb in the house of an Asian family during the

night. Police seemed unsympathetic and advised the man who

reported the call to return when an incident had actually taken

place!

Thus the women's experiences as members of a minority ethnic



group further defined their situation, collapsing this already

encapsulated world in many instances.

4. Discussion. A Missing Factor?.

Taken together, difference in Concepts of Purdah and

differences in the Options for social interaction explain many of

the differences observed in the way in which the women interviewed

behaved. It became clear, however, that although observance of

purdah (including the circumstances affecting it in this country)

explained same patterns of non-interaction , it did not, alone,

explain all patterns of interaction.

It was apparent that something led women to overcame their

observance of purdah in same instances. Why was it that women

interacted with others (even those seen as proper to visit) at

all, in view of the emphasis on seclusion? Why did they risk

meeting men to receive antenatal and obstetric care but not to

attend language classes? Why did same, although not all, overcame

their adherence to purdah observance to receive routine medical

care though none would attend their children's school parents

evenings? To answer these questions, we turn in the next Chapter

to consider the role of Interests. As we shall see, same of the

Interests which for some women overrode strict purdah observance

reflected deep-rooted Pathan ideals as central to both Pathan

ideology and social structure as isu2rdah observance itself.



Chapter Eleven. Interests.

It is usual to consider both the material and the non-

material Interests of actors as factors which influence behaviour.

While material Interests might be apparent to an outside observer,

they are not treated in any detail here, for the reason that there

was little reference to them in the women's accounts. In the main

material Interests concerned the family overall and were not on

the women's agenda within the damestic domain although material

considerations did play a significant part in the maintenance of

social relations in forms such as the assessment of the value of

gifts or personal possessions. Same women surprised me by their

awareness of the market value of their homes and would readily

assess a person on the basis of their dress, jewelry or other

possessions.

At the other extreme, spiritual Interests were clearly of

importance, determining far more than the women's religious

observance and acting, at times, as a factor conflicting with

health advice - for example in respect of fasting in pregnancy

(see below, Chapter Fourteen) - or with family demands and

responsibilities - for example in going on Pilgrimage (see below

Chapter Twenty-Three). Religious practices served as a comfort in

times of stress, and women had a clear Interest in these s#itual

benefits, which provided compensations in what was otherwise a

hard routine.

There were, however, two collective Interests which emerged

most strongly from the accounts as determinants of purdah 

observance and social interaction; these were the maintenance of

social relations and the receipt of health care. Both are of

central relevance to this thesis.



1. The Maintenance of Social Relations.

There was clearly a set range of people with wham contact

was to be maintained, if at all possible. In respect of close

kin, letters and/or tapes would be exchanged if they were in

Pakistan, or telephone contact if in other parts of England.

Within Bradford, one would expect to visit and be visited by,

close kin. For women this involved the issue of whether or not a

car was needed and how easy it was to get one. Pathan women never

travel by bus. If in walking distance, the journey could usually

be made on foot and not even the strictest observance of purdah 

would prevent mutual visiting between close kin.

More distant kin and fellow villagers would be visited

frequently if to do so were easy, less frequently if not. But

news would be sought through others of those one might have hoped

to visit. Events of great significance such as births or deaths

could be seen as testing times and relationships were broken off

if someone who should have visited did not do so at such a time.

Parties or celebrations brought large numbers of people

together and were much discussed. Two such - both to celebrate

the circumcision of a son - took place and were discussed during

the fieldwork period. Weddings were rare, as they usually took

place in Pakistan and many women had missed the weddings and

burials of close kin. But events in Pakistan were nonetheless

marked although they had to be experienced at a distance. It was

as important to condole over a death or congratulate for a birth

of relatives in Pakistan as over such events in the community in

Bradford. 'Ghum-shadi' (= sadness and happiness) was the business

of the women's lives, wherever it took place, if it affected a



member of their network.

Thus each woman has responsibilities towards every other

family member and often every other fellow villager. These mutual

obligations to support each other in sorrow and gladness and the

complementary duty of knowing about others' behaviour in order to

be well informed within your community (as a basis for good

decision making regarding the marriages of one's children) all

demands that contact should maintained, by personal visits if

possible. For most of the women, such visits constitute a

legitimate reason for moving out of the home through public space.

They are thus socially sanctioned as well as personally

satisfying.

I was repeatedly told that purdah meant that women did not go

out 'without a reason'. This reason might be the receipt of

health care; more often it was the maintenance of social

relations within the group. These social relations had a meaning

over and above that which they might have in an English group.

Within English society, the importance of the maintenance of

social relations is often, in my view, undervalued in an overt

sense. It may be that an awareness of their importance in other

groups will lead us to question the ease with which they are often

dismissed within our own society as somehow more peripheral to

life than, for example, career mobility or educational

opportunity. For the Pathan women interviewed, the initial

'exchange of pleasantries' was often not a preliminary, but the

main agenda. A visit to a friend might be more important then

the clinic appointment thereby missed, even for the woman's long

term health. Even 'gossip' which has, in our society, a negative

connotation, has to be seen in context of the importance of

knowing about other families' affairs in order to make sound



decisions about one's children's futures. Maintaining social

relations is sufficiently important in Pathan society that there

is laid down division of labour in respect of it. For example,

younger family members always visit elders at festivals, but

amongst women the older women do the visiting on behalf of their

younger daughters-in-law. In addition to housework and childcare

this was the wamen's work: the maintenance of social relations.

As socially recognised and sanctioned 'work' it constituted, for

most of those interviewed, the 'reason' necessary to enter the

public domain if only briefly. It was in the interests of the

whole community that women maintained these social relations with

their kin and fellow villagers.
LkokiN

These relationships were formally rather kinformally

structured. They were given, rarely chosen. Friendships might

spring up between women who were neighbours, but if one moved

away, few obligations bound the two in a relationship which

endured, even if the move was only across town. There are echoes

here of Jeremy Seabrook's account of Northamptonshire bootworkers

early this century: 'When we moved fram the street we did not see

Mrs. Hawkes for eight years. I thought that enough shared

experience bound us to her - for she had been good to us - to

allow the relationship to continue, to warrant the journey of no

more than a mile at least occasionally.' (Seabrook, 1973:81). I

was told of a parallel instance. Such 'extra' relationships might

be made and broken off - some were clearly started in the

maternity ward - but they were not the stuff of life. If purdah 

was strictly observed, it would not be deemed proper to visit them

- this would not constitute the 'reason' necessary to go out. On

its own, friendship or personal choice on the part of a woman did



not constitue such a reason, although a sympathetic husband might

take such factors into account. The evidence suggests that women

were not as passive in their acceptance of their husbands' rulings

to his face as they were to others in their apparent acceptance of

his standards. But this is speculation.

2. The Receipt of Health Care.

J-1 Qj	 LLA	 Aj
'We do not tell our mothers that we see male doctors.'

Respondent.

The clearest example of the way in which group Interests

modified purdah observance for the women was in the receipt of

health care. This modification was not absolute as we shall see;

most of the women were treated by proxy by their GP.s . The

others, however, compromised their observance of purdah by visits

to the surgery. In the case of childbirth all, even those who

observed purdah most strictly, chose to be delivered in hospital;

thus uncompromisingly entering the public domain. None had even

requested a home delivery. Asked why, the answer was always in

terms of Interests: the Interests of the health of the mother and

the unborn child. As we shall see, the benefits of medical care

were valued: in this instance they were the most powerful

determinant of behaviour. In the chapters which follow, where

purdah observance is seen as a factor influencing the illness

behaviour of these women, it is important to bear in mind this

reciprocity. Purdah observance was also, in the final analysis,

itself determined by the warrens' Interests in receiving health

care. This was most apparent in respect of childbirth itself;

the area in which a successful outcome was most highly valued and

most directly seen as linked to medicalisation. Antenatal care



and receipt of routine health care were more ambiguous and thus

led to modification of purdah observance for same women but not

for others.

3. Learning English.

Another collective interest is of importance because of its

absence. Many assume that women will have an interest in learning

English (see for example, Bhatti 1976). There is nothing in the

women's concepts of purdah nor their circumstances which would

prevent their learning, provided home tutors were available. A

number of women had had home tutors or currently had one,

Their discussions of this issue illustrated the fact that this was

not an issue which most saw as of importance, however.

Women wanted their tutors to be young, preferably with young

children and not too serious. This was important, yet when they

did like someone, they spoke of having such a good time they

didn't learn anything. One told of a teacher who was recruited by

her son to teach his mother, but who made little headway since

they gave her plenty of food and her purpose was so frustrated

that she stopped coming. The fact of the matter was that while

they very much enjoyed having visitors, learning English was not

for most a high priority. Some said this directly. 'I know haw

to cook, clean and care for my children. What more do I need to

know?' There were numerous requests for home tutors, which I

passed on but had apparently misjudged. One group of women for

wham the tutor organiser kindly made special provision were then

all out on more than one occasion when she was known to be

calling. It may be that requests for home tutors were a sort of



test for me :	 how much was I prepared to do on their behalf?

There was same evidence in retrospect that this was the case.

However, there was also evidence that pressure to learn

English came from husbands and children and was not a major

concern of the women themselves. Suggestions that television

might be used as a means to learning were not net

enthusiastically. The overwhelming impression was that in a busy

day (and the women were undeniably very busy with household chores

and childcare) learning English was rarely necessary. It was

necessary for health situations and same bemoaned their lack of

ability to communicate with friendly neighbours. Otherwise it was

a public domain demand with little meaning in the encapsulated

Pathan world. Some husbands talked of the early days of migration

before their wives came when they had had to speak English. This

was seen as good (since for the men knowledge of English actually

was an advantage) but since their community had built up, it was

less necessary. One husband was using his free time since

becoming unemployed to attend English classes. His wife and

family laughed at this. But this man spoke of their helplessness

without sufficient knowledge of English in legal situations. With

other authorities too they were always dependent on others. If

abused they were unable to reply, unable even to know always what

was subtle abuse and what not. The hope for the future lay in

their children who would know English and thus be able to stand up

for themselves. But the women did not see knowledge of English as

their passport to anything that was of importance. And in the

private domain it was not.

One might see the issue of their children's future as a

matter of importance to the mothers such that they would cultivate

an interest in the majority culture. Arrangements were made by



schools to facilitate such links. School centres were set up to

ease the entry into the school system for children with little or

no knowledge of English; liaison teachers have been appointed

whose job it is to act as go-between between school and home.

Unlike Health Visitors, who have a similar role as intermediaries

between the public sphere and the private in respect of health

care, liaison teachers have been appointed only to respond to the

different needs of immigrant families. Education Welfare Officers

do not have as comprehensive a role for the native white family in

respect of education as do Health Visitors in respect of health.

If anything, education had set up liaison between public and

private in the other direction - parents are involved in schools

as governors, on parent-teacher associations, and increasingly as

volunteer helpers in schools. Yet in respect of non-English

speaking families a need has been seen for the institution to

reach out. Although knowledge of English on the part of the

mother might be seen as in the long-term interests of the

children, this was too far ahead to provide sufficient motivation

for the women I interviewed. The demands of an average of four

young children each are considerable, and many English waren

become cut off in the early years of motherhood. It is not

surprising that these Pathan wcmen, most of wham were illiterate

in their own language (though not therefore unintelligent) did not

make the considerable effort required to learn a language that was

in fact unnecessary in much of their day-to-day living. Moreover

their definition of mothering was one concerned more with

nurturance of children than with stimulation; there was an

expectation that fathers would know about and deal with matters

relating to education - in the separate worlds of male and female



created by purdah, this is an aspect of the male world, not the

female.

4. Purdah Observance In Context: A Positive View.

Purdah observance is negatively viewed by most outsiders. In

my analysis I have had to conclude that while it explains aspects

of the women's non-interaction, it cannot alone explain their

patterns of interaction which often seemed to be maintained

despite purdah observance because of other Interests and ideas.

Again, a somewhat negative view. The women interviewed did not,

however, view purdah negatively. I have left out of the

discussion of their concepts of purdah above their overall view of

purdah as positive. Thus, I was told of having a baby in the

village 'in purdah'; a positive notion of being amongst peers,

other women known to you. Many women used the term to convey an

idea of confidentiality and trust - one's children could be

expected to keep purdah with you (e.g. not telling father that

mother had lost her temper); a blood relation might be trusted to

keep purdah but not necessarily a co-villager.

Moreover, there is a difference between a recognition of a

system's limitations when you are basically committed to it and

accept it, and an overall attack on its roots. The women saw the

limitations that were imposed on them by living in purdah (mainly

the inconveniences, such as being unable to get your husband to

buy a backbrush or to consistently get those sort of disposable

nappies that fit baby best). But these drawbacks, though

acknowledged, were seen as acceptable because the overall system

of purdah was so. It removed responsibility and anxiety ('my

husband takes care of all that') and they could see few benefits



in so-called 'freedom', or a system where social obligations were

poorly defined and often in their view unmet. Thus purdah was

seen as protective, and women valued this. The 'shelter' provided

was for them real (not just symbolic: Papanek 1973) and they can

be seen to have had an Interest in this protective aspect of

purdah.

It is true that their isolation from society did present

deeper problems occasionally, such as for the woman who wished for

an abortion but had no access to one, or the unhappy woman with no

way of seeking help except through her husband who would not be

sympathetic. But in these instances it was not purdah observation

that was blamed, but migration which had cut then off from other

members of a network within a system of purdah through wham such

help might have been sought.

D. Lerner (1964) makes the point that in order to kick

against and overthrown the system you know, you have to have a

vision of how it might be different. These women had no such

vision. They did not know women with greater freedom, except fram

the films, in which freedom was frequently synonymous with what

they saw as sexual licence. Thus their social situation was not

one they resented. The only preferable situation known to them

was that of their sisters remaining in Pakistan, but even the fact

of their forced migration was not overtly resented but accepted as

their fate.

The women had a sense of the collective. They were citizens

of a community wider than the range of their daily activities,

wider even than the overall society in which their own domestic

domain happened to be. Family life was prized, yet individuals

less missed. A grandfather argued against the nuclear family



system by saying that he would miss his grandchildren if he lived

separately from them - yet his wife had been gone a year,

visiting other children of theirs in Pakistan and he was quite

happy about this separation from his wife. One of his

grandchildren had been left with her maternal grandmother in the

village as a baby - apart from its mother. The child's mother

said she missed her but the fact that she was happy there in 'our

place' made it all right. One has to understand the meaning of

the family - the deep sense of the wider unit and conviction that

Pakistan is 'our place' even if one is temporarily absent, to the

extent that being there and with one's own made up for separation

from closest relatives. However, most respondents were absent

fram both close individuals and their homeland and this often led

to homesickness.

To separate purdah observance and the maintenance of social

relations as distinct facets of overall Pathan culture is to do

each, particularly purdah observance, something of an injustice.

For the women interviewed, purdah observance was properly viewed

within the context of this emphasis on the collective and on

social life rather than individuals.



Chapter TWelve. Work, Seclusion and Isolation.

The notions of work, seclusion and isolation will be

important in respect of the overall subject of this thesis:

concepts of health, and illness behaviours. It is important

therefore to consider these themes in a little more detail, both

as they emerge from this data and together with other accounts in

the literature.

1. The Women's Work.

Other authors draw attention to the need for a 'reason' for

visiting and to the maintenance of social relations as legitimate

'work' for women in purdah. Thus Ursula Sharma (1980) quotes

Jacobson's suggestion that restrictions on women's movements

outside the home 'have the effect of limiting a woman's capacity

to form relationships with women outside her own family and thus

of isolating her' (Sharma 1980: 232). In respect of her own

sample of women (Hindus living in North India) Ursula Sharma

concludes, however:

Wbmen are, strictly speaking, true to their own assertions

that, they 'do not sit about in other people's houses' in the

sense that they do not indulge in purposeless visiting. But

there are so many legitimate purposes for visiting that women

do in fact, lead a very active social life, in spite of the

norms that restrict their appearance and movement in public.

In fact it is worth noting that it is a specifically female

duty to maintain good relations with neighbours, kin and old

family friends through such visilrig, and to represent the

family at weddings, religious ceremonies and the like.



(Sharma 1980: 234).

In the British context, amongst Muslims, Verity Saifullah

Khan (1976) notes that purdah for Mirpuri women means that 'they

do not go out of the house more than is necessary' (p.231) and

includes visiting friends living nearby as a reason for going out.

Catherine Thampson says of those Hindu in she studied 'There is

an ideal that women should not leave their houses unless they have

some special reason, and visits just for informal chats are

frowned on'. (Thompson 1981: 40).

The meetings amongst the Pathan women I interviewed were not

seen as 'informal chats'. I did not find a concept of 'informal

chats' or 'purposeless visiting'. Certainly any contacts that

were viewed thus would not constitute the 'reason' necessary to

'go out'. Amongst my respondents it was the positive importance

ascribed by both men and women to visiting between that made it

apparent that this was viewed as legitimate 'work' which had value

not only for the individual but for the whole community. litmen's

individual psychological well-being would not have been a

sufficient validation even if it could have been proved that

visiting was conducive to this, because the collectivity was

valued rather than the individual in all matters. Hanna Papanek

(1973) draws attention to the mutual dependency which accompanies

the 'separate worlds' for men and women that characterises purdah 

and also says that 'the view of the life which is implied in the

use of symbolic shelter is also one which sees individuals

primarily in the context of their social units rather than as

single individuals, architects of their own fate' (Papanek 1973:

293). Collectivity is also emphasised by Verity Saifullah Khan:

A man or woman must be conceptualised as existing in a



complex network of rights and duties which extend from the

central core of his iffmediate family to a wide set of

paternal and maternal kin relations. He or she is not an

individual agent acting on his or her own behalf but exists

only in relation to family and kin. (Saifullah Khan 1976:225)

It is Hanna Papanek, in another paper (1979) who makes a link

which relates the visiting done by women to the concept of 'work'.

Her paper is entitled, significantly 'Family Status Production:

The "Work" and "Non-work" of Wbmen'. She says that

particular kinds of work that I call family status 

production maintain and enhance the family's social

standing, although they do not necessarily enhance the

wrman's status within that unit (Papanek 1979 p.775).

She gives three categories of such work- 'support work

generated by the demands of incame-earning activities by other

family or householdimambers' (p.776); the training of children

(p.777); and what she calls the 'politics of status maintenance'

(p.778) which includes the exchange of gifts and of information

and the provision of hospitality. Ritual and religious

observances are also noted. The Pathan women I interviewed were

involved in each of these and I have noted the importance of

religious observance as a source of self definition and informal

status within the group. Only the third necessitates movement

outside the home, however. That women in purdah continue to do

this must therefore mean that it is work that is of great social

importance. Hanna Papanek sees status production as a useful

analytic construct because, unlike housework which although a

recognised category of work, 'lacks analytic power because

productivity is hard to define and so many tasks are included'

(p.780), status production refers to the latent meaning of work



and clearly defines what is produced: status. I would want to

suggest a parallel concept of 'health production work', for women

were critical agents of health maintenance for their husbands and

children and, moreover, their visiting had a further latent

function in respect of mental health for the members of the

network. In some cases interactions were of negative value in

respect of mental health; in others, positive.

It is not only those whose primary concern is to elevate and

understand the work of women who would see such activities as

work. Cato Wadel, in an article entitled 'The Hidden Work of

Everyday Life' (1979) states that 'the maintenance of

neighbourhood and community requires effort on the part of the

inhabitants' and notes that

a certain ambiguity is associated with such neighbourly

activities as visiting, 'giving a helping hand', or simply

listening to the worries of others. At the same time as

they are trivialised through comparison with 'real' work

activities - and even 'excused' in such phrases as 'Well,

this won't do: I must go and do some work' - people get very

upset when they believe they are being neglected by their

neighbours. Indeed, doctors, psychiatrists, psychologists

and other social workers have documented how it is especially

individuals who are not involved (either as givers or

receivers) in such neighbourliness that are likely to have a

precarious medical/mental state of health'. (Wadel 1979:

374)

Cato Wadel goes on to consider why it is that activities

associated with informal community relations have not been

associated with work. His whole analysis is of interest, but it



is the aspect quoted which relates most directly to the Pathan

women's situation. My argument is not only that their activities

should be considered as 'work' by outsiders but also that they

themselves define it as such. That this is so is demonstrated by

the fact that it is sufficiently in the collective interest to

constitute a reason for 'going out'.

2. Seclusion and Isolation.

It will be apparent from the description of the women's lives

that community, seclusion and isolation are all complex. Simple

causative links cannot be drawn. It seems best to distinguish

the warns actual patterns of interaction from the supportedness

of their situation. The fact was that I found two opposite

instances which belied any simplistic link between seclusion and

isolation/distress. At one extreme was the most secluded of the

women - secluded from the public sphere and most secluded within

the private. Although she admitted to feelings of loneliness and

homesickness, she was supported within her physical isolation by a

sense of cammunity to which she belonged by virtue of the fact of

her seclusion. There is a sense of belongingness and

identification in conformity when this is believed to link one

with a moral community. To the extent to which the overall purdah 

ideology defined her own self- concept, she could feel supported

in her situation. By contrast , much of the concern regarding

secluded women in Britain relates to women who do not have this

strong sense of personal identification with the institution of

purdah. Of course such a woman is vulnerable - an ideological

community is less supportive in trouble than an actual interactive

one. I cannot say to what extent the long term reality was in



fact supportive. As an ideal type, however, a number of women's

situations demonstrated that such a position is not only possible

but some seemed to approach it. Another vulnerability factor in a

situation of extreme seclusion is the husband and wife's mutual

dependence. Although this dependence is mutual, it is the an

who is the more vulnerable if interpersonal relations between them

are not good. It is not in his insistence that she observe strict

purdah that he is the oppressor (she may endorse this view), but

in his treatment of her within the home. Amongst other women who

were isolated (due to a lack of kin or fellow villagers in the

neighbourhood combined with purdah observance which, although not

strict, precluded casual contacts), a strong emotional link seemed

to have built up between husband and wife such that these women

were well supported within the home although isolated to some

degree from other contacts.

At the other extreme are the women who are not isolated

since they belong to strong networks and interact frequently with

other women.	 However, two such women were not personally

supported. The reasons for this lack of support seemed to be to

do with informal status within the group; a factor not so far

considered.

Homemaking and childcare were expected of a woman and taken

for granted. Her obligations to husband and children would be met

even on her death bed. They were not therefore factors on which

informal status was based. Some degree of external responsibility

could be referred to in respect of failure in connection with

these basics - a husband might have little money and some

children might be 'naturally' ungrateful or disobedient. On the

other hand, such factors as skills in dressmaking and pride in her



family's appearance; her personal devotion; and her

interpersonal skills were seen as all the more admirable because

they were not taken for granted.

The women who were not accepted both had high status overtly

being married to men of good standing in the group. They were

second wives, however, replacing women who had died who had been

close to the other women in the network. Their presence was

s.
resented; they were poor subtitutes for their predecessors.

Structurally a woman likely to be given in marriage to a man who

had been widowed (and in one case was much older) might be

expected to have defects that had precluded a more desirable match

being arranged for her. Both had. One had herself been married

before and been widowed; the other confessed to having a

reputation as something of a simpleton.

Entry into an established group of women in a new country

without the backing of one's own kin is not easy. Neither were

given the chances to settle that might be given to a young bride

entering such a situation. One could argue that Interests had

little to do with their lack of acceptance; that the situation

was against them from the start. It was the other women's

Interests in excluding these women that perpetuated the situation,

however. The contrast between the obligation to include these

women and visit them and invite them, and the ridicule to which

they were subject within the group was marked. One had curry

'accidentally' thrown at her at a party, the other found women

'out' when she called and was talked about in her own home while

she prepared tea. Members of their networks were women who were

in other contexts compassionate. In one case, they talked freely

of their own struggles and unhappiness and the need to support

each other. Suggestions that the unaccepted women were unhappy



and an attempt to explain their unacceptable behaviour on this

basis were not met with agreement, however. It was the women

themselves who were seen to be at fault and intrinsically

unacceptable.

The group was sufficiently important that a lack of informal

status led to a situation where members would be unlikely to

became close to a member who was poorly regarded in the group as a

whole. If a person was not acceptable by other group members, it

would not, in the extreme, be in any wcwan's Interests in terms of

her own status to be sympathetic towards her.

These women were not isolated in a physical sense. They

were, however, emotionally unsupported. The only sense in which

they were isolated was from their own kin who might have offered

emotional support.

Concerning seclusion, we need then to ask, 'from wham?'. All

were secluded in a broad sense. What was their actual purdah 

observance - what did seclusion mean for each of them? True, for

all it led to isolation from the public domain, from casual

contacts. But most were not disturbed by this. For some it led

to isolation in a daily sense where no visiting or mutual

interaction was possible. This was often accepted. There might be

support, either at an ideological level or in the knowledge that

their lack of contacts was due to external factors, (e.g. no close

kin or villagers) and could therefore be accepted as Fate and

coped with in the way in which women coped with other adverse

circumstances. There were also those, however, who were

unsupported although in almost daily contact with other women.

Only a few of the women spoke of wanting to make relationships

beyond the circle of permitted kin and fellow villagers within



which interaction was sanctioned. The group within which

interaction was possible (if one existed) was a strong one,

offering a high level of support to those members well accepted

within it, but from which a person with little status could not

escape and to which she had no real alternative source of such

support. This contrasts with the situation of many English

mothers in which they have many superficial contacts but few close

friends and in which there is the opportunity to interact as one

chooses but no immediate access to any defined group. Again, it

cannot be assumed that patterns of interaction or non-interaction

and degrees of supportedness are related in a simple causative

way.

3. Conclusions.

Purdah observance is a complex set of behaviours. In terms

of life within the domestic domain it can be worked out in a

variety of ways. The facet most apparent to an outsider is the

way in which women are limited to the domestic domain. This facet

in itself is only perceived as restrictive by the women when they

would wish for access to the public sphere. This they might do if

purdah observance was externally imposed, for example, in the case

of Pathan girls brought up and educated in Britain, or of other

groups of Asian women for wham self identification is less bound

up with purdah observance. These factors did not apply to my

respondents but this does not deny that they would apply to other

groups and that it is representatives of such groups who would

see purdah as inevitably restrictive and restricting. My

respondents wished for access to the public sphere only if things

'went wrong', if husband or fellow villagers were not supportive.



This study did not lead me to the conclusion that simple

links could be drawn between a social structure characterised by

the seclusion of women and depression or even a sense of

psychosocial isolation on the part of the women who were secluded.

Questions had to be asked concerning both the way in which the

overall ideology and social structure worked out in practice and

its consequent implications in terms of daily life and also about

the meaning of seclusion for those involved. This then brings in

the issue of other key societal values and ideals, in the context

of which seclusion was understood by those concerned.



PART III. THE WOMEN AS MOTHERS.

cP) 
The greater your wealth (of children), the worse your health.

(Proverb quoted by Respondent.)

For the women interviewed, mothering was a central feature of

their lives. The last Part discussed other aspects of their

social situation and their work. Deliberately, however, I left

out of that description and analysis the feature of their lives

which contributes most to the women's own status amongst peers,

and to their self definition and which has most implications for

their daily lives. Child-bearing and rearing was, for all, the

'business of women'; children were described as their 'glory',

their 'wealth'; yet also, (as evidenced by the proverb which heads

this Part) a direct drain on the women's own health. Child-

bearing and rearing are both normal and routine events and

situations but also of major importance and, in the case of

childbearing, life-threatening.

Consideration of the wumen as mothers has central importance

and significance in this thesis overall for a number of reasons in

addition to its importance for respondents.

a) Insofar as mothering was, for all interviewed, their major

preoccupation, demanding more time and energy in their everyday

lives than any other activity or concern, it constituted a

predominant life experience for them. As such, we could expect it

to be stress and satisfactions in this area of the women's lives

that contributed largely to feelings of mental and emotional well

- and ill-being. I have already expressed my belief that both

experiences of distress and concepts of health and illness are

rooted in everyday experiences. It was one of the starting points



of this work that migration might have made childrearing

particularly stressful for the women involved in the study. This

data will therefore relate both to mental state and to Concepts of

health and illness.

b) The material relates directly to interactions with health

workers. It is in respect of mothering that waren have most

routine contact with health services. Indeed, it is an area of

considerable interest in terms of these interactions because it is

one where there is movement, in both directions, between public

and domestic domains. Thus wcmen are drawn out of their homes to

receive ante-natal and obstetric care and health workers come into

the home to check and monitor the progress of children. These

routine interactions with health services and workers may

predispose women to seek treatment for other disorders (perhaps

including mental ill-being) or not to do so. The data can be

expected to show up differences and similarities in the Concepts

of the women and health workers. Insofar as areas of conflict

emerge in their interactions with each other, these may point to

different conceptualisations or interests. The data also tells us

something of the women's expectations of health services and vice

versa.

c) The area is of importance both for practitioners and in

relation to some key themes in the academic literature. For

practitioners and policy makers in health and education services,

mothering presents a critical paradox. Birth and the early years

are recognised by all schools of thought as critical to later

health and development in terms of individual achievement and

mental health. They are, however, largely outside direct state

control. There is therefore widespread criticism of, and interest



and investment in, the behaviour of those responsible for the

bearing and rearing of children: usually mothers. To the extent

that many of a woman's activities in respect of child care are

increasingly seen as 'health work', same regard mothers as 'unpaid

health workers' (Stacey 1984). Others view mothers as either co-

operative or non-cooperative consumers of health care. Either

way, the importance of the issue is not disputed.

For academics, mothering is a critical arena in the debates

concerning medicine as an institution of social control;

medicalisation and male dominance. The redefinition of

traditional 'women's work' concerning the bearing and rearing of

children as areas of life in which medical (usually male)

expertise is necessary, and the consequent devaluation of women's

own experiences is a topic of central interest for feminists (e.g.

Ehrenreich and English 1979; Oakley 1975, 1976). Other authors

see coincidences of interest cutting across or underlying the

conflict between mothers and doctors (e.g. Arney 1983; Cornwell

1984) such that conflict is not inevitable; for Jocelyn Cornwell,

the very separation of the concepts of the parties into two

'sides', suggests a dichotomy which was not found in a clear cut

way in the accounts of her respondents (1984 esp. pp. 18-20).

On a number of counts, then, the subject matter of the

following chapters is of importance within this thesis overall.

Each chapter describes respondents' behaviour and experiences in

relation to one of four areas of mothering; conception (and

contraception); pregnancy; delivery; and child-rearing. Because

of the ongoing importance of the last area in terms of women's

everyday experiences, two chapters are devoted to this latter

topic. A final Chapter draws together the themes in relation to

the women as mothers. In each area, my aim is to draw out the



wamen's Concepts and to shim haw these differ from both medical

and maternal perspectives dominant in Britain. I also look at the

services and the women's experiences of them, and at other

Options, from the women's point of view, and the extent to which

migration can be seen to have changed informal support systems. I

will seek to discover the women's individual and collective

Interests in these areas of their lives.

In this way the data will relate to my analytic framework,

(see chapter one), illustrating the use of the three key

variables: Concepts, Options and Interests and showing haw these

did in fact emerge from the study. My purpose in all this is to

shed light on a series of questions, same of which are thrown up

by the literature, others by the respondents' own behaviour (as

described in the last Part and as they emerge in the accounts

themselves).

Questions raised by the literature mainly concern the

compliance or non-compliance of minority ethnic groups with

medical services, and reasons for this. The tendency of medical

writers to view mothers as either co-operative or non-cooperative

consumers is especially marked in respect . of minority ethnic

groups, who are variously condemned or wooed for their apparent

reluctance to fully take up services on offer (e.g. Lumb et al.

1981; Beard 1982; Abraham 1982; Clarke and Clayton 1983; Veitch

1983). Groups which represent black people criticise such

writings for the lack of attention paid to the services

themselves, particularly those aspects of them which discourage

Asian and Afro-Carribean people from using them (e.g. Brent 1981;

Hamans 1982; Donovan 1983; Winkler 1983; Training in Health and

Race 1984). Studies which focus on Asian culture and habits



without questioning racist practice in the health and education

services are seen as furthering racism.

Other workers draw attention to the importance of class

factors, arguing that lay concepts of childrParing and motherhood

vary with class (working reports of Joan Hughes (1980) and

Christine Buswell (1980) to Child Health Project Group, University

of Warwick) and also that attendance statistics tell a different

story when adjustments are made for age and class (Pearson 1983),

showing immigrant groups to be in line with English people of the

same social class.

Thus the literature raises questions concerning the

importance of cultural and structural explanations in seeking to

understand take-up of services. In the descriptions which I

present of women's experiences and behaviours, I shall draw

attention to these factors and their interaction as well as

exploring the extent to which women's own Concepts and negative

experiences of services (where such exist) deter them fram future

usage of services.

As described so far, the women's behaviour itself throws up

questions which need exploring. It is clear from the last Part

that receipt of health care can constitute a 'reason to go out'.

Questions remain, however, concerning which forms of health care

constitute such a reason and which do not and the reasons for this

difference. These will be explored in this Part and the next.



Chapter Thirteen. Conception and Contraception.

1. Overall Ideology concerning Child Bearing.

Bearing children was positively viewed by all interviewed in

overall terms. Children were described as the 'gift of God';

'the business of women' and their mother's 'glory', or 'wealth'.

It was clear that this dominant view included a sense of it being

in the mothers' own Interests to have children. All saw it as a

tremendous sadness and shame for a woman to be barren. Bearing

children was clearly not viewed as optional.

Alongside this overall ideology ran another view which might

be described as the women's experiential view of children and

their effects on her - this view contained positive and negative

aspects. On the one hand, children were seen as entertainment and

company for their mother: women often said they would 'have

another (baby)' if they were lonely or bored when older children

went to school. On the other hand, children were seen as a source

of work and worry for their mothers; thus a neighbour who had

been sterilised was described as 'without worry' ( of another

pregnancy/baby).

2. Concepts of Contraception: Process and Change..

Whether to have children was not for any respondents an

issue, so strongly did they all subscribe to the overall ideology.

How many children and how often were, however, topics of

discussion. In this discussion, it is possible to see a process

of changing norms and concepts about contraception, in which



women's own experiences played a major part. This issue provided

me, more than any other, with an illustration of the way in which

Concepts are themselves complex and changing.

The starting point of the debate was always the Islamic view.

Insofar as children were seen as the gift of God, there was a

tendency to see all attempts at contraception as wrong, even

pointless. I was often told that if God wants to give children,

He will - they will 'came out of the earth'. There was a further

view that God might punish you for attempting to prevent

childbearing. However, Islamic scholars do see contraception as

justified if it is to save the life of the mother or to enhance

the quality of life of the child. The problem, at all levels of

scholarship, is to define such overall principles in real terms.

Respondents and their husbands debated the boundaries of the ideal

Islamic practice no less vigorously than the most learned

scholars. It was clearly of great importance to them that their

individual practice could be seen to derive from their religious

beliefs.

Discussions of religious principles were not, however,

abstract debates. The women's own experiences, and those of their

family members and friends were the material in terms of which the

principles were thrashed out. There were tales of women who had

used contraceptives straight after marriage and were then unable

to conceive; the group view was 'she shouldn't have stopped it at

first, now God won't give her any'. There were tales of mothers

unable to care for too many children. There were accounts of the

pros and cons of the various contraceptive methods. Reliability,

side effects and discomforts were discussed and weighed up. These

were not 'old wives tales', but based on first hand experience;



there was account taken of the fact that individual reactions

vary. Same wan had an ideal completed family size as their

guide; others were just concerned to space children.

Experiences were therefore the substance of the discussion of

ideals and working out of Concepts. They were the clay moulded by

ideas insofar as women would prefer to discuss principles in the

context of an actual situation. They also provided fuel for the

discussion, turning it this way and that, as group members had new

experiences and brought them to the group.

It should be noted that these included experiences of health

care encounters. My conclusion was, therefore, not only that

health care behaviours were interactive but that concepts

themselves were changed by health care interactions, although this

was only one of a number of possible factors in the debate.

Certainly the fact that women were repeatedly challenged by health

workers concerning their contraceptive intentions (this is routine

before a woman leaves maternity hospital following delivery) meant

that the issue was constantly before than as a group. I am not

implying that the women had a greater tendency to practice

contraception as a result of these interactions (although this may

well be so overall) - same experiences were negative. The process

was complex and it would be hard to predict the effects of any one

factor at any point: the point of importance is, however, that

concepts were not fixed or predictable entirely on the basis of an

awareness of the religious parameters of the debate, essential as

such an awareness would be for anyone attempting to discuss the

matter. • Overall trends might be discernable, but there was no

'Pathan view of contraception' that would appear to have validity

apart from this process of continual discussion and renegotiation.



3. Contraceptive Options.

The women's actual behaviour was of course based on the

availability or otherwise of contraceptive Options. Contraceptive

advice is available under the National Health Service, and

equipment or drugs are supplied free of charge. Leaflets are

available in the languages of minority ethnic groups. For these

women the nearest applicable language is Urdu. There are no

leaflets in Pukhtu but it would be no aavantage if there Niexe.

Although there is a literary tradition in Pukhtu (see Ahmed 1976)

a majority of contemporary Pathans do not read or write Pukhtu,

but Urdu, the national language of Pakistan.

Generally speaking, there is unlikely to be a problem in

obtaining contraceptive advice and guidance once women reach those

responsible, although the nature of that advice may be biased

towards control of fertility at all costs. A report by Brent CHC

(1981) speaks of the 'preoccupation with the control of black

fertility' (p.22) saying that 'more leaflets have been produced in

Asian languages on birth control than any other topic', and

'getting black women to reduce the number of children they have,

is often seen as more important than any anxieties they may have

about the methods available' (p21-22). 'Black woman have also for

some yeArs felt that they are offered abortions and sterilisations

much more frequently than white women' (p.22). Whatever this says

about racism within the Health Service (and it says a great deal)

it does mean that there were few barriers to my respondents'

receipt of contraceptive facilities within the public domain.

Characteristically (for they were women in a purdah society) the

barriers were for them nearer home.



The critical issue for these women governing the availability

of contraceptive devices was the degree to which the various

measures were within or outside their own control. Use of the

sheath is up to the husband. Same husbands chose this method, in

which most wives concurred, though one wife was concerned about

reliability. There was one husband who would not use it despite

his wife's wishes. He wanted her to take the contraceptive pill.

In respect of the pill, the opposite applied - this was in the

woman's control. One was taking it against her husband's wishes;

one refused to do so despite his wish that she should, and another

two were interested to do so but not prepared to go ahead without

their husbands' agreement. During the course of the study, their

husbands did in fact agree to this, having changed their views

concerning	 which methods were	 religiously	 acceptable.

Sterilisation was the most controversial of all issues. It

was least acceptable in religious terms for both men and women.

Wbaren's Concepts seemed more strongly influenced by practical

considerations than the men's, however. While both might agree

that danger to life was a criterion and even that quality of life

for the children was important, the dangers of childbirth were

more apparent to the women and the reduced quality of life from

too many children likewise. However, sterilisation requires the

formal consent of both partners. It is only obtainable within the

public domain and by the woman in person. Male sterilisations

were never discussed as an Option.

Another method of birth prevention must be mentioned. This

is self-induced abortion. Five women mentioned having tried to

abort a child, two with their husbands' consent. It seemed as if

abortion in the early months was a practice to which the women

might have had recourse in Pakistan. There is an Islamic belief



that life enters the foetus on the 40th day (Pakistan FPA,

undated). Before this time, therefore, the women did not see such

attempts as religiously unacceptable. many saw the 'hot' tablets

that they were given by the G.P. to confirm pregnancy as being

given to induce an abortion (since they confirm it by bringing on

a period if the woman is not pregnant, this is not an unreasonable

deduction). One took an overdose of these to induce abortion when

the stipulated number failed to work. Another woman spoke of a

local woman with special knowledge of these matters who had

previously been an untrained midwife (dai) in Pakistan and had

helped her in this way before. Self-induced abortion as a method

of birth prevention had the advantage of being permanently

available (although of doubtful success) and completely within the

women's own control. Official abortion was, however, another

matter, requiring both the husband's cooperation and consent. It

was impossible for most women to even discuss this with health

workers as their husbands were likely to be present. While

contraception was a valid topic for dicussion, abortion was

usually not. One woman pleaded with us to help her to abort a

child although she later seemed ashamed of this and acted as if

she had not done so.

4. Interests 

Overall shared Interests were in the conception and birth of

healthy children. Economic interests seemed to work both ways.

Thus in the long term, a large number of children would be in the

family's interests although they might be a short term economic

liability. Girls would be an economic liability in the long term



also. The families therefore had an economic Interest in the

birth of sons but since this was not possible to predict or

determine, one had to take the risk. Mothers had an Interest in

the birth of daughters, but this was emotional rather than

economic - they were seen as providing companionship as well as

practical help to their mothers. One might postulate that the

situation in Britain (high unemployment, free education and health

care) would, at least over time, alter the perception of economic

Interests. As I did not ask directly about this, I am unable to

comment on whether this seemed to have occurred, however.

The women's own Interests were complex. Their self-concept

was tied to their role as mothers and they undoubtedly shared the

overall communal interests in having many healthy children.

However, the effects of these children on them in the daily

situation also influenced their Interests: what I called above

the women's experiential view of children. As I have said, this

worked both ways; women had an Interest in rest fram continual

work but also in the company and enjoyment provided by young

children.

I am not here suggesting a model in which individual and

collective Interests can be separated out such that one can speak

of what the women themselves 'really' wanted as opposed to what

they were supposed to want. I find such a model (which seems to

underlie a number of feminist writings) inadequate even for the

analysis of women in societies which are predominantly

individualist. In the Pathan situation, in which the women's self

image was deeply rooted in a sense of the collectivity and their

identities, as well as their Interests, clearly bound up with

their families, this did not apply. This issue is not one of

personal interests vieing with those of a dominant group or of the



Yes, with
husband's
knowledge.

Yes, without
husband's approval.
Ashamed of attempt
but had been
'desperate'.

Table (vi)	 Contraceptive Practices and Views 

As at October 1981. According to Current Contraceptive Practices.
It should be noted that the order in which respondents appear in
this Table does not correspond to that in other Tables.

Views	 Attempted Abortion 

Those using no Contraceptive Measure at the time of Interview 

Recently married.
More children wanted.

No views expressed.
More children wanted.

Previously used sheath.
More children wanted.

Marital disagreement.
Husband in favour of contraceptive pill.
Wife wanted husband to take precautions.

Marital disagreement.
' Husband wanted a further child.

Wife did not, wanted sterilisation.
Husband refused permission on religious
grounds.

Husband and wife in agreement that
contraception was against religious
principles if the only reason were to

. give wife more rest.

Pregnant at time of study.

Pregnant at time of study.
Family .seen as complete.
Wife to be sterilised. Husband had
previously refused permission for this.

Those using the sheath 'the rubber'

Yes, on several
occasions against
husband's wishes.

Exploring other options, except sterilisation.
Family seen as complete.

Previously used contraceptive pill and sheath.

Successfully spaced family.
Family now seen as complete.

Concerned about reliability of this method. 	 Yes.
Would not consider sterilisation.

Table continued 	
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Yes, without
husband's
consent.

Table (vi)
	

continued

Views
	

Attempted Abortion 

Those using the Contraceptive Pill 

Seen as religiously acceptable to space
children. Husband had previously not
allowed any contraceptive practices, on
religious grounds.

Seen as religiously acceptable to space
children. Husband had previously not
allowed any contraceptive practices, on
religious grounds.

This was against her husband's wishes.

Use of the cap 

Coil to be fitted soon.

No details of current practice given f,

Was taking the contraceptive pill, but
not at present.

-

-

_
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collectivity; it did however, seem that the experience of

bearing, and rearing, young children added an additional dimension

to the women's views - one which often led them to prefer to curb

their family size. Many found a large number of children just too

much: there was a growing consensus that an overall four or five

children was enough. Others saw their own tiredness and need for

a rest between births as sufficient reason to space their

families. Although their experiential reasons for these views

were acknowledged, they were not uLsoll the terms i-s‘‘d.c..k\

were argued. Women's Interests seemed to affect the choice of

experiences to be fed into the debate concerning contraceptive

practice, however.

5. Discussion.

The contraceptive practices and views of focus respondents

are shown in Table (vi). A number of the additional respondents

and one focus respondent had been sterilised or were about to have

this operation. Moreover, sheaths were currently used by four of

the husbands of the 17 focus respondents and had been previously

used by a further three and preferred by an additional one

although not by her husband. The most common practice was the use

of no contraceptive at the time of interview (eight respondents).

In three cases this was due to a wish for another child, in one to

indecision or disagreement over method, in a further one to

disagreement between husband and wife concerning the wish for

another child and in another to the view of both that to prevent

conception was not religiously acceptable. Two women were

pregnant at the time of study. Of the remaining nine couples the



sheath was currently used by four; the contraceptive pill by

three; the cap by one and one would not give details of current

practices. As in the case of the sheath, the number favouring the

contraceptive pill increases when we take account of previous as

well as current practice, as two further respondents had used this

method. Camparing this with other published data, there are

marked similarities to findings reported by M. S. Zaklama (1984)

investigating the practices of 105 Asian women in Leicester.

Patricia Beard's study of four main immigrant groups in Bedford

(1982) offers same contrasts, however, mainly in respect of the

popularity of the sheath (not found to be popular in her study)

and the acceptance of sterilization (not used by her respondents)

amongst Muslims. Both these studies start frcra a belief in the

desirability of educating Asian families in respect of family

planning, although LS. Zaklama bases his suggestions on the

respondents' stated preferences while Patricia Beard assumes a

preference for smaller families on the basis of her own

perceptions of the 'real' interests of the families concerned. I

find her analysis questionable for this reason.

Although it is of interest to compare the details of my

findings concerning contraceptive practices with those of other

writers, my own concern is not primarily with those details, but

with Concepts and their effects on behaviour. TWo main points

emerge fram my study in this respect. The first concerns the

process of development of norms of behaviour and Concepts and the

part played in this by group experiences. This has been

described.

The second is an issue which will be drawn together in the

conclusion to this Part (Chapter Eighteen) since it emerges from

all sections: it concerns the nature of the women's Concept of



motherhood which, I shall argue, contrasts with at least one

dominant concept to be found in Britain and the West (Badinter

1981; Dally 1982).

Issues of conception and contraception inevitably relate to

issues of being a mother. As Hilary Hamans argues (1982),

becoming a mother has different meanings for warn depending on

social class and ethnic background. For the Pathan women I

interviewed being a mother was an ideal but also a normal state.

It was an inevitable reality for most mature women. It was not

optional; it was not in any way rejected but neither was it

idealised. It led to work, but not to conflicts or guilt. It

brought sorrow and joy. It was the fact of being a mother that

gave a woman status and value. Being a mother was a passport to

secure membership of the group of married women. It was security

within the family unit. Questions surrounding conception

concerned not whether to have children but how many and how often.

For a woman there was simply no other acceptable fate than being a

mother.



Chapter Fourteen. Pregnancy and Antental Care.

Pregnancy is a condition of a woman; antenatal care is a

service offered to her in Britain. Fran a medical perspective,

antenatal care is often seen as the window on pregnancy. Hilary

Graham and Ann Oakley say that, for doctors, 'pregnancy means

entry into medical care as an antenatal patient' (Graham and

Oakley 1981:53). This is contrasted with the mothers' view in

which pregnancy affects 'her occupational standing, her financial

position, her housing situation, her marital status and her

personal relationships' (Graham and Oakley 1981 :54). Despite the

medical view of antenatal care as a indicator of pregnancy

behaviours, receipt of antenatal care is only one of a number of

behaviours which is specific to the period of pregnancy.

1. Behaviour during Pregnancy.

A. Awareness, Announcement and Discussion of Pregnancy.

None of the women I spoke to had told their mother or mother-

in-law in Pakistan that they were expecting a baby although all

sent tapes or letters containing news regularly. Same of these

grandmothers-to-be had found out because neighbours visiting

Pakistan told them - most only knew a child had been expected

after it was born. Pregnancy, however obvious, is not to be

discussed in front of children or one's elders, even women, unless

they bring the subject up. Indeed, it seems to be a subject that

is not much discussed at all. This was not because of lack of

recognition.

Most of the women, and in many cases their friends too, were

aware of the timing of their menstrual cycles (since menstruation



renders the woman unclean and so unable to pray, it is observable

within a close circle of friends). A late and then missed period

was the usual sign recognised, though many spoke of sickness

familiar from previous pregnancies.

Most then told their husband - and some a friend. The

husband then reported to the doctor either after four months or so

to get the woman started on antenatal care, or at once if there

was a problem such as sickness.

Pregnancy was one of the terms for which the translation team

had difficulty in finding an adequate translation. The most

commonly used term of which I had been aware in Pukhtu meant

literally, hopeful, expectant (umedwara), but this was not a term

familiar to either Fatima or Dilshad Khan. As discussed in

Chapter Three, the terms preferred by individual members of the

translation team varied on the basis of the sex, medical status

and race. Overall I was told by respondents,

we hide it as much as possible. We feel sham (shame,

embarrass)Ment) in company. We try not to stand straight, we

pull our dupatta down. We won't tell brother, uncle or

father (that's laid down) but we're also shy. We can talk

about it amongst ourselves - to friends and sisters. Later

when we can't hide it, mother and mother-in-law ask, but we

can't mention it first to them.

There were slight variations in norms - one woman said a

mother-in-law could be told but not one's own mother, another told

her mother. One told a friend but not an older sister. Same were

very 'shy' and told no-one except husband. But none declared it

in words or demeanour, even when it was a most welcome first

pregnancy.



This contrasts markedly with the behaviour of most English

women, although there may be class variations here. In England,

the dominant pattern is of excited discussions; Buckingham Palace

makes a formal announcement in the case of the Princess of Wales;

women's magazines subsequently discuss a royal pregnancy

endlessly. On a more lowly scale, 'congratulations on your good

news' cards are coming on to the market. The birth of a child is

increasingly seen as part of a process which began with

conception. Mothers of still-born children and those who have

miscarried argue for the recognition of their distress as

bereavement. In practical terms, the announcement of a pregnancy

is necessary to procure release from work for maternity leave

where the women is in employment. It entitles a woman to free

medicines if she obtains an exemption certificate, and free dental

care too.

B. Preparations for the New Baby.

Amongst the Pathan women I visited, preparations for the new

baby were not, on the whole, made beforehand. Toiletries were

brought by the husband usually while his wife was in hospital for

the delivery or even afterwards. Clothes for the new baby were

given by family and friends after the birth. Names were decided

after the delivery, often same time after.

Again this contrasts with expected behaviour amongst English

mothers, who are seen as spending the seven months in which they

know of the expected birth, planning and preparing for this;

decorating a spare roam as a nursery, laying in clothes, choosing

a name. Medical literature given free to all women at antenatal

classes and clinics reinforces this, one suggesting a schedule for

the preparations and possible names for the infant and another

incorporating an independent guide to baby products. (The Health



Care Foundation in association with the Royal Society of Medicine

1978). Actual behaviour may not be in line with this ideal,

however: class factors and the birth number of the child can be

expected to influence this.

C. Eating and General activity.

Diet during pregnancy is the subject of much health

literature and advice. There is concern about Asian diets in this

respect and there has been special emphasis on the encouragement

of 'correct' dietary practices amongst Asian mothers. Thus,

Rachel Abraham writes:

The nutritional deficiences of the Asian population in this

country have caused concern both locally and nationally. Here

at Northwick Park we are just completing a study on

approximately 1,000 Asian pregnancies to try to explain the

differences in reproductive performance between the Asians of

Harrow and the indigenous population - for instance, why

there is a tendency for Asian women to have law birth weight

babies. (Abraham 1982: 421)

Her sample were mainly Gujeratis who were Hindus (rather than

Muslims as in my study) and her conclusions were that 'within the

Asian population there are many differences and each woman needs

individual advice based on her normal eating pattern' and that

'our general impression of the diets of the women... was that they

were fairly adequate although there was a subgroup in need of

specific dietary advice.' This could probably apply to any group

of women and dispels anxieties concerning the inevitable

'deficiency' of Asian diets. These anxieties persist, however,

and the very fact of studies which focus on this issue itself

suggests this must be a 'problem area' (Brent 1981: 12 & 16).



Amongst my sample there was surprise at my suggestions that a

special diet might be appropriate during pregnancy. This

contrasts with Hilary Hamans report of dietary restrictions among

Asian pregnant women (1982). My questioning on this topic was

limited. There was a recognition that women might not want

certain foods due to their condition; for example, one woman

could not face eggs when pregnant. All said, however, 'we eat

what we like'. They were not aware of advice concerning diet

given at antenatal clinics, though few would have understood it

without an interpreter so advice seems to have been kept to a

minimum.

Fasting was a topic of particular concern. Here the women

were aware of disapproval from health workers. It is likely that

the holy fasting month of Raman will fall during a woman's nine

months of pregnancy. In Islamic practice, pregnancy constitutes a

valid reason for not fasting. The women's view was different.

Pregnancy is the one time when a woman can fast during the whole

holy month since normally her period would render her unclean and

thus unable to pray during part of it (see also Hamans 1982:

255). The women therefore saw it as particularly important to

observe the full fast when not prevented by menstruation. They

felt that health workers advising them not to fast were doing so

on a general basis rather than in face of specific immediate risk

and that they did not understand the importance of their religious

observance. Such advice was usually ignored. One pointed out

with emphasis - 'they think we don't understand. We do, but our

ways are different'. Here the concept of the waman as a physical

vessel for the child (Arney 1983) contrasts with the women's own

view of themselves as servants of their God.

In respect of other activities, certain actions such as



running or lifting were recognised as to be avoided (see also

Homans 1982) but on the whole the condition was ignored. Loose

fitting tunics (cameez) would be worn to avoid emphasising the

condition and for comfort. Traditional baggy trousers (shalwar)

easily adapted to pregnancy, and otherwise no special concessions

appeared to be routinely made.

D. Attendance at Antenatal Clinic.

There is a perceived link between perinatal mortality rates

and attendance at antenatal clinic, which is well illustrated in a

Guardian report stating that:

A campaign to cut disease and death rates among Asian babies

was launched yesterday. It follows reports that the children

of Asian mothers are one and a half times more likely to die

during or soon after birth.

The Minister has set up a working group on Maternal and Child

Health to encourage women to accept antenatal care and to

give advice on diet and services which are available.

(Veitch 1982).

The response of black groups is illustrated in a report by

Brent Community Health Council, which comments (at an earlier date

but in respect of this issue):

It is not clear how much truth there is in this but given the

attitudes of some ante-natal departments this would hardly be

surprising. (Brent CHC 1981: 17)

Given the lack of emphasis on pregnancy that emerges from the

women's accounts already described, and their reluctance to go

out, antenatal care would seem to conflict with culturally

approved behaviour. Was this the case, and if not, what other

factors were involved? My data shows that the early reporting of



pregnancy to a doctor and attendance at antenatal clinic was,

indeed for most Pathan warn interviewed, strange and rather

unnecessary. For one family I heard of, the going to hospital

for a baby and clinic attendance were the reason why the family

returned to Pakistan, as they did not like it. But most accepted

it as the way things are done here. Some spoke of the benefits of

it - again on the basis of personal experience, their own or that

of others - a baby lying across had been detected and turned to

ensure easier delivery, other problems discovered and treated.

Others went for fear of the consequences if they didn't - e.g.

'they'll be angry when we go to have the baby, they won't like it

then' or 'they won't have all the details ready'.

Several spoke of their embarrassment telling their doctor of

their pregnancy and of having to remove trousers (shalwar) to have

injections in the clinic. But most had attended antenatal clinic.

Their husbands had gone with them and waited outside, ready to be

called in to translate if necessary. There was little or no

comment on antenatal attendance although the women were asked if

it was helpful. It was seen as a chance to be checked physically

and this was recognised as a good idea even by those who clearly

didn't like it much. Most had been told by their husband or other

women what the system was and it was said to be easier when you

had been through it before.

Although I do not have data concerning rates of attendance,

it would seem from my interviews that factors of class and

ethnicity as well as previous experiences of services were both of

Lmportance in determining this and other pregnancy behaviours.

It is not sufficient to point to cultural differences in concepts

of pregnancy, or to factors of socio-economic disadvantage or to

negative experiences of health services alone although studies



emphasising one or other factor may serve to redress a balance in

the literature. The warns Interests in a healthy outcome led

them to accept what might otherwise be unacceptable. I turn now

therefore to consider the interaction of cultural and structural

factors and of the women's Concepts, Options and Interests in

determining their behaviour.

2. Discussion.

The biomedical view of women as a vessel for the birth of a

child has been put forward by W. Arney (1983). Hilary Graham and

Ann Oakley (1981) have draw attention to differences in medical

and maternal frames of reference. A dominant Western concept of

pregnancy may be seen as an idealised state of being for a woman

during which mother and child begin to develop a unique

relationship. This is clearly linked to the idealised concept of

motherhood described by same writers (Badinter 1981, Daily 1982)

which can be seen as being possible only in a historical period in

which maternal and perinatal mortality rates are low (Badinter

1981).

In Pukhtu, the commonest way of enquiring about a pregnancy

refers not to the state of the woman, but to the existence of a

child or embryo. People ask literally 'Is anything there?'
c	 > •

( .4-1-W 4-N ) This may be seen to resemble the medical views of a

woman as the vessel for a child. Other instances, such as when

women took the opportunity to fast during pregnancy, thus

asserting the importance of their own spirituality against what

they saw as unproven dangers to the child, caution us against

identifying these views with each other, however. What was



striking about the behaviour of my respondents and their

discussion of it was not so much a different Concept of pregnancy

but almost a lack of one except insofar as this was an accepted

part of a woman's life cycle (see also Jeffery,R et al 1984:

234). My conclusion was that pregnancy was understated, even

hidden and that this led to a conflict in face of the medical

emphasis on the importance of maternal behaviour during pregnancy_

However, 'understatement' implies a norm; 'lack of emphasis' is a

negative. A less ethnocentric way of stating this might be to see

as odd those dominant Western concepts - medical and lay - in both

of which pregnancy has assumed considerable importance for

different reasons.

Antenatal care in Britain is based on a concept of pregnancy

which sees this as a special and important time rather than an

inevitable and unremarkable phase of the woman's life. Thus, even

where the mother's expertise is recognised (often it is not) as in

asking her to monitor the baby's movements, it is still assumed

that the pregnancy is a preoccupation for her just as it is the

focus of her medical care.

Theoretically, antenatal care is available to all mothers;.

in practice, socio-economic factors make it' more of an Option for

some women than others. Attending antenatal clinics is

exhausting, time consuming and expensive; for the woman with

other young children (a majority of those who are pregnant), no

means of transport and little money for bus fares, it is often not

a viable possibility.

Other pregnancy behaviours are also dependent on financial

resources. In the context of this study socio-economic factors

are of relevance because all the mothers interviewed, like the

majority of Asian people in the inner cities of Britain, fell into



the poorer socio-economic classes. The social position of

respondents comparative to the other residents of Bradford was

discussed in Chapter Eight. Car ownership and housing conditions

will have particular relevance. The romantic ideal of buying a

baby's equipment during the months of pregnancy is costly; Pathan

respondents were perhaps fortunate in not aspiring to this as

their English neighbours might do. In respect of child rearing,

Pakistan television shows similar idealised advertisements to

those found in Britain; this has not led to idealised and

expensive aspirations in relation to pregnancy, however. Although

less relevant to Asian warn, recammendations concerning many of

the other behaviours advocated in pregnancy (such as diet) are

similarly dependent on socio-economic status and thus less of an

Option for women of lower class.

Interests can work both ways in respect of attending at

antenatal clinic. For many women in Britain they are against it.

Even if the costs are not prohibitive, for a woman to attend

regular clinics may be contrary to the Interests of other family

members if another child is sick or needs meeting fram school or a

husband expects a meal ready. (See Graham 1979 and 1982

concerning the conflicting responsibilities which routinely face

mothers). If the pregnancy is not a first one, the woman will

probably have a good idea what to expect during delivery and be

fairly confident that all is going normally. It often appears

to be in the interests of the system rather than of herself and

her child that she attends regularly. If she does have queries,

they are frequently brushed aside or not answered (Graham and

Oakley 1981 , Oakley 1979, 1980). Of course, other women may have

difficulties which need monitoring but even when the procedures



seem to be in the interests of her baby, mothers rarely feel as if

they are in her own interests as a person (personal experience

and discussion with mothers).

It is important to note, however, that in the case of my

respondents, it was their Interests in a successful outcame for

their child which motivated them to attend clinics, contrary both

to their own Concepts and inclinations and even at the high cost

of compromising purdah observance. It was outcome that was most

important for the wumen, and the National Health Service was seen

by all to offer a high chance of a healthy baby and healthy

mother. It was greatly appreciated for this reason. The most

extreme observers of purdah kept the compromise involved in

receipt of health care in the public domain (including antenatal

care) to a minimum: one had had six children in hospital with no

antenatal care and was always admitted in second stage labour and

prematurely discharged herself two days later. However, others

condemned this behaviour, and most accepted that it was in their

medical interests to do more than this. Many said that in a

different place you behave in a different way, and so conformed to

all the expectations of the British system. For most there

remained an underlying tension, however, between what they

actually did and what they saw as right. Fram one waran this

exploded angrily as 'we don't tell our mothers that we see male

doctors'.



Chapter Fifteen. Experiences of Childbirth.

1. The Effect of Past Experiences on Concepts and Interests.

As Table (vii) shows, nine out of the seventeen focus

respondents had given birth to a child in Pakistan as well as in

Britain, the most recent being two years prior to interviewing.

None had been in hospital, although I was told that it is

increasingly seen as desirable to have a baby in hospital if the

family can afford it. Eight births had taken place in a village,

one in a town. In the latter case a nurse had been in attendance,

but in all the others the only people present during the birth

were female relatives and - in one case - the locally recognised

midwife (dai) (see Jeffery. R. et. al., 1984 for a recent

discussion of the status of the village 'dais' in North West

India). One said that they would expect a doctor to be called if

they were ill - he would probably be male as there has only

recently been a female doctor in the village. In another case a

doctor came before the delivery to give an injection to ease

labour. In two cases there were severe medical problems - I was

told that a placenta had to be removed (by a doctor who came to the

village) 22 days later and another woman had to go to hospital

after a month, due to pain and excessive bleeding, where she was

found to need stitches. In that case there was no doctor in the

village.

The hazards of village deliveries were thus familiar to

respondents - either from their own experience or that of

friends. These hazards seemed to reinforce their faith in the

benefits of medical care such as received in Britain. However,



Respondent Number Total Live Births In England In Pakistan

1 1 1 0

2 6 2 (twins) 4

3 3 3 0

4 5 4 1

5 2 2 0

6 6 4 2

7 4 3 1

8 4 2 2

9 7 6 1

1_0 4 3 1

11 2 2

12 4 4 (incl. one
pair twins)

0

13 9 6 (incl. one
pair twins)

3

14 2 2 0

16 3 1 2

17 5 5 0

19 6 0,

Table (vii)	 Live Births in England and in Pakistan



the benefits of delivery in purdah in the village were also well

known. Ideally, for 40 days the new mother would not work or get

up from her bed - other women would care for her, cook special

strength giving foods and wash and care for the baby. She would

be given the child to feed it but otherwise allowed to rest and

regain her strength. (See Gideon 1962 for a full description of

very similar practices in the Indian Punjab.) For some women,

their present position was freer - they could choose for

themselves when they felt ready to resume work without the

constraints imposed by their elders (masharan); yet for most, the

demands of a new baby plus other young children meant that they

had little chance to recover and many compared their situation

badly with the care they would receive from female relatives in

the village. One had attended her sister-in-law at the time of

birth, and this woman's own return bane fram hospital to a house

where nappies from the previous child were still lying wet or

dirty was a poor comparison with the care she and her mother had

then given her brother's wife. This contrast seemed to be a

factor in the depressed state she had been in since the birth.

For others, there was more help at home - other women in the area

or their husbands had worked hard in their absence so they were

not returning to a backlog of work. One described proudly haw her

husband had done everything, purchasing a layette and toiletries

for the new baby - the only thing he had not done was to put it

all away. Yet all took up the reins again on their return - the

idea that they might have complete rest at home as in Pakistan,

was not a possibility. We see here an effect of the changed

social structure of the women's world following migration -

although not isolated, many lacked practical support such as only

close family can provide.



It was against this baseline then, that services were

compared. Overall they were valued. The longer the stay in

hospital the better - many argued against trends to discharge

women earlier - pointing to the work that awaited them. This was

despite the inconveniences and discomforts of hospital stay. It

was not that they enjoyed the period in hospital - although a few

did - more that they used the time, pleasant or unpleasant, to

regain strength for the tasks awaiting them. Nurses and hospital

staff were often seen as being 'like sisters'. Many made this

comparison explicitly, describing being shown how to bath the baby

in the same way as an older sister might show them at home -

albeit by a different method. Most spoke warmly of those

practices which conformed most closely to the village pattern. The

hospital staff were seen as standing in for absent kin. However,

not all did this as might have been hoped.

Not all the overt comparisons were with Pakistan, although

for most it was the comparison with Pakistan that underpinned

their appreciation of medical aspects of the British service.

Same women compared recent and previous birth experiences in

Britain - in each such comparison they felt that the service had

deteriorated. Overall they felt themselves to be much less

tolerated by staff. This was despite the fact that they knew the

system better having experienced it before. Or perhaps it was

because of this - their greater understanding having enabled them

to see more subtle forms of rebuff. In terms of comparison, two

wumen made the wry point that the pain was the same, wherever you

were.

Before turning to look at the women's actual recent

experience, a word needs to be added about home confinements. I



suggested to respondents that this might resolve the dilemma

concerning receipt of maternity care in the public domain and

consequent compromise of purdah. This was not positively received

- it might jeopardise the medical benefits and anyway it would

leave them with no rest at all. It seemed that while hospital

confinement was a necessity, the resultant compromise was

justifiable and led to benefits for the women in terms of their

own Interests - Interests such as rest and strength building which

they would not be able to use as the basis for demanding

compromise were it not necessitated on other grounds. Purdah in

Britain does not offer the same extent of support and comforts to

women that are built into the system in Pakistan - home birth here

would not be the same as it is there.

2. Recent Birth Experience in Bradford.

All the recent births had taken place in hospital. The women

seemed to have been well aware when labour was starting at home.

Some delayed telling anyone as they didn't want to be in hospital

too long before delivery - one because she was frightened to go.

They then told their husbands who either took them themselves or

arranged for an ambulance. For same the ambulance was a matter

for embarrassment as it announced that the woman was in labour -

something she would be ashamed to feel that 'everyone knew'. But

this was not so for all. Nbst husbands were present in the

hospital during delivery, but none with his wife. The majority of

women thought they would feel 'sham' if their husbands were

present during the birth, although this would not be contrary to

purdah as there is no purdah between husband and wife.

Table (viii) shows the women's experiences during delivery
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and stay in hospital.

The sorts of problems experienced in hospital varied, as

discussed below. Same spoke very positively of the whole

experience - one otherwise very isolated woman assessed the whole

of the world outside on the basis of her experience of haw she was

dealt with in hospital. 'Outside there are very good people' she

said with surprise. Others were less enthusiastic.

A. Anaesthesia.

Anaesthesia was a subject much discussed - there was a

feeling that women weren't given it as much now as previously.

Some women. said 'If you need it, they will give it'. Others

wandered if you could ask for it if you wanted it but no one was

sure. Most didn't like to ask or were unable to do so. One said

'no' to everything as she didn't understand - this included

anaesthesia.

B. Communication and Attention.

Without English, the women could not ask questions. This

cropped up often. One had wanted her husband to ask if she could

stay longer as she felt ill and unready for discharge. He felt he

shouldn't ask and she was indignant as an English patient had done

so and had permission to stay. In this case she felt her lack of

English was at fault, but others made great efforts to ask - about

their baby's condition, or whether they could be shown haw to bath

it - and were ignored or rebuffed. Several felt that nurses

either ignored or were hostile to non-English speakers and there

were many examples given where English patients were seen to have

been better treated. Some of the occasions when their customs

were denied seemed to them unnecessary - a number of women

mentioned the issue of pulling curtains round the beds during



visiting time: it was a matter of shame to be seen in bed by

other women's husbands from some of wham one was in purdah.

Paradoxically this would be a particular problem if they were in a

roam with other Pukhtu speakers. It would be solved by closing

the curtains, but this angered same nurses, who said to one woman

'If you want to keep purdah, don't come to hospital'. However,

such attention as was paid to them was noticed and appreciated -

same spoke very highly of the care received. It seemed that a

good impression was not difficult to create - language, food and

other major problems were not the real barriers - women were

impressed more by intentions and the feeling that people were

trying to help them, were or were not sympathetic and whether or

not they gave them time and attention.

C. Food.

Food was an issue, although many resolved it by getting food

brought in and same said staff encouraged this. A few felt that

food standards had deteriorated as portions were now too small for

them to have an adequate meal if they left those parts of it which

they could not eat on religious grounds and staff were not

prepared to give them more of what they could eat. Only one

mentioned special food being provided for them. This seemed

overall to be an issue that was regrettable but more or less

accepted, to be personally resolved if possible, otherwise endured

and only a matter for real feeling if there was felt to be lack of

helpfulness or sympathy on the part of staff. The idea that the

hospital might provide halal (ritually killed) meat was seen as

a good one, but too unlikely to hope for.

D. Company and Visitors.

The practice of grouping Pakistani women together was

favourably viewed - many explained it as a positive factor so that



they would have someone to talk to. Of course it didn't always

work as a number couldn't communicate with non-Pathans but the

idea was appreciated. It was generally not the custom for female

visitors to came to the hospital. This is because most would be

observing purdah from the patient's husband who might be met

there. This makes nurses as surrogate sisters even more important.

Although a few women expected visitors in hospital, most of

them expected the women to call later, when they were at home

after discharge. Most husbands came however, and their older

children. One who did have female visitors was puzzled that the

nurses were cross when they picked up the baby. I had myself

hesitated to do so and when I asked her permission, she was

surprised as she took it as a compliment that I wanted to hold the

child. Physical contact between nurses and babies was commented

on and seen as a compliment to the mother and demonstration of

positive feeling towards the baby.

3. Back to the Domestic Domain.

For all but one , the period after return fram hospital was

one when visitors flocked to see them and the new baby. All would

be expected to bring gifts. This giving of gifts was important.

When given, the gifts were apparently almost ignored - if two

sisters were present, the elder looked at it even if she were not

the new mother, and although the giver was thanked, little

attention was paid to the gift itself in their presence. But

gifts were compared and assessed afterwards and could make or

break a relationship. There were examples amongst respondents of

the use of visiting and gift giving after a birth for the purpose



of healing a broken relationship. If the gift was accepted (and

it would be chosen and assessed itself with care) the relationship

resumed. The cause of breakdown would not be referred to. When

we gave gifts protestations were made to us that 'you shouldn't

have bought anything. It isn't necessary' and the equivalent of

'it's the thought that counts' but experience showed that these

were conventional protests, and contrasted with the reality.

Likewise all women but one were inundated with visitors.

Most saw this as something of a strain, but it was important,

nevertheless. Many remarked wryly that no one came to help,

although where women's networks were strongest there was evidence

of help especially where the woman was still in pain after a

Caesarian. Once there, if several visitors had come, they might

well speak amongst themselves and apparently ignore the new mother

after initial enquiries. However, refreshments had to be provided

- particularly if it were a son, special sweets would be expected

and bought. Some also bought sweets for a girl.

Most of the celebratory customs revolved round boys. I was

told that 'we don't make so much fuss when a girl is born, but

when they're married we do so much'. . Even in the case of boys,

there was a great deal of variation in customs and this was

accepted; 'everyone has their own way of doing things'. Customs

pertained to a village or a family. The most common was to throw

a party when the boy was circumcised. Some of these would be

large affairs involving the whole community and hire of a hall.

One such which took place during fieldwork was referred to by most

respondents visited at the time - especially the fact that men and

women had been invited and separate rooms provided. The mother

was not herself a respondent. Another more local party took place

at home and cloth for suits was given to all female guests. The



cost was clearly enormous and included damage caused to property.

Other respondents did not behave so lavishly, however, either for

religious reasons - one respondent's family were very holy and saw

such celebration as sinful (despite it being the predominant

custom in the village) - or due to lack of older women to make

arrangements. I was told that 'in Pakistan the older women

(relatives) do it all, but we can't be bothered'. Certainly many

found the visitors alone enough: 'They all came, it's like a

party; that's enough'. Some families gave a party after 40 days

(when the women takes a bath and is again considered 'clean' and

able to pray) whether it was a girl or a boy.

Shaving of the baby's head was also an important landmark.

Again families varied in when this was done - for one it was

always at the next major religious festival (Hid), for most within

40 days. Instances where it was left until the child was old

enough to be ashamed were condemned. Many parents did this

themselves at home. This custom is followed because the first

hair is considered dirty.

With the end of the 40 days after the birth, the woman

returns to ordinary life. Her necessary incursion into the public

domain is over; she and her child have been received back into

the family and community groups she belongs to by means of the

visits made to them and, until the next time, she becomes merely a

mother. Motherhood is mainly a state that is lived out in the

domestic domain. Few of its demands take her beyond it, although

the public sphere will soon claim her children. Apart from travel

to Pakistan or on religious pilgrimage, only the health care of

her children or herself may take her out again.



4. Discussion.

Women bring to the experience of hospitalised childbirth in

Britain certain expectations and Interests, whether the situation

is for them a new or a familiar one. It is on the basis of these

expectations and the degree to which their Interests are met that

they assess the experience. Insofar as they have choices

concerning their own behaviour these will be made in part on the

basis of these Interests and expectations also. In the foregoing

accounts, some of these expectations and Interests have been drawn

out. Overall it was the wcmen's collective Interests in a healthy

outcome and a secondary, more personal, Interest in a period of

rest that determined their entry into the public domain at the

time of childbirth and, once there, led to their wish to prolong

rather than curtail their stay in most cases. Once in hospital,

concepts of female modesty and of the ways in which interest and

concern was expressed could be seen to underlie efforts to close

curtains at visiting time, to view nurses as surrogate kin and to

feel themselves valued and complimented (or not)) by interest taken

in themselves and their babies - particularly when this was

physically expressed in the holding of babies.

Within the home, the changed structure of female networks

following migration played a part in altering expectations of the

help that might be received, and certain traditional customs were

being dropped due to the lack of older women to take part. Thus,

structural factors also played a part in determining women's

expectations and Interests, both in hospital and on their return

home. It is worthwhile to be reminded, however, that even in a

non-migration situation the ideal of support is not always



possible. ( See Jeffery, P. et al (1984) for a discussion of actual

patterns of support following childbirth amongst Muslim and Hindu

in in Bijnor District, Uttar Pradesh).

We must, however, look carefully at the Options as well as at

the expectations and Interests that women bring to them. These

'treatment' Options (in this case the maternity services) are

available to all women in Britain. However, the experience of

them will be different for black and white women; tor those no

speak English and those who do not; for Muslims who cannot eat

meat which has not been ritually killed, and for English women who

can. Same of the women's experiences have been described.

The issue of food illustrates well the way in which

apparently equal treatment for all results in quite different

Options being available for members of minority ethnic groups.

Equal portions of food are given to all patients; same of it is,

however, unacceptable to Muslim women on religious grounds.

Previous practice was to increase the helpings of those parts of

the meal that were acceptable, resulting in a meal that was

unbalanced in dietary terms and unattractive but sufficient in

terms of quantity. The ideal solution of providing food that is

acceptable to all religious groups is seen by respondents as

unlikely. Rules which now preclude increasing the amount of

certain parts of the meal result not in an 'equal' situation but

one in which women are forced to choose between going hungry or

compromising their religion. In view of the emphasis on breast

feeding and on links between diet and milk supply (Whichelow 1979)

it is surprising that this is not seen as important even fram a

medical perspective alone. Staff who cannot alter 'the system'



condone and even encourage the supplementing of the women's meals

from home. Patients are glad of this. It is a short-term

solution but does not challenge the underlying racist practice of

the hospital. Such changes have, however, been made in Nottingham

where a catering officer says that the only real issue is that of

willingness ( Training in Health & Race, 1984).

A number of writers speak of the difficulties Asian women

experience in maternity hospitals (Donovan 1983; Winkler 1983:

51, Homans 1982) and an advocacy service set up in a London

Maternity Service is reported as having made childbirth less

traumatic for women for wham English is not their first language

(Earpf 1985).

As with antenatal services, maternity services are also

differently experienced by various groups of English wamen. The

accounts by Ann Oakley (1979, 1980) draw attention to the

differences in medical and maternal Concepts which underlie these,

and to the recent medicalisation of childbirth in Western

countries. In this section I have not attempted to review these

arguments as many have already been referred to. Rather, I have

taken the experiences of my Pathan respondents as the starting

point, indicating factors which have seemed relevant to them.



Chapter Sixteen. On Being a Pathan Mother in Britain.

In most writings concerning the rearing of young children,

'it is the child who is at the centre of the stage' (Kitzinger

1978: 15). In this Chapter and the next, my focus is not the

child, but the mother - her experiences as a mother and her child-

rearing practices and their logic from her point of view.

The dominant focus on the child is in line with the dominant

concept, discussed above, in which the pregnant. woman aria -latex

the mother is seen as a vessel for the child. In recent years, in

the West, this has been combined with an idealisation of the bond

between mother and child similar to the idealisation of pregnancy

discussed in Chapter Fourteen. In respect of-child rearing, then,

the mother is the means of her child's development and in this

respect alone considered of great importance by all schools of

psychiatric thought (from the behaviourists to the Freudians, see

also Winnicot 1964). A few recent writers have changed the focus

of attention (Badminter 1981, Dally 1982, Kitzinger 1978), based on

an awareness that this supposedly ideal relationship is not always

experienced as such by mothers, and on awareness that it is

culturally specific.

The Chapter describes and considers the accounts of my

respondents concerning mothering; particularly its effects on

her. The issue of who helps her with the children is clearly of

importance in this. Of all the aspects of being a mother which

have been considered so far, daily experiences of childcare are

likely to have most relevance to issues of the women's mental

health. As with their experiences of childbirth, expectations

(and hence the definition of situations and experiences as normal



or not) can be expected to influence wamens' perceptions of their

current situation.

1. Overall Determinants.

I have already drawn attention to the central place of being

a mother in the self concept of those interviewed. To be a mother

is the Pathan woman's expectation and fulfillment, but its costs

are high, albeit completely accepted. Many, but not all, women

spoke of the tiredness and hard work. The strains of motherhood

clearly depended on the number of children she had and on her

social and living situation. It also depended on whether or not

she had reared previous children in the village in Pakistan -most

who had, felt that child rearing there was much easier - 'you let

out the children when you let out the chickens - they come back

when they're hungry' or again 'my elder children never knew who

their mother was, so many people played with them'. A few who had

children in England spoke of the benefits here such as

cleanliness, food that is easier to prepare and availability of

baby products, but mostly the benefits for the mother were in

child rearing in Pakistan, not England - at least in the early

years.

Table (ix) shows the number of children currently in the

mother's care, whether she had experience of child rearing in

Pakistan, and any of her children currently living elsewhere.

There were no children in care of the local authority or living

with a single parent, either the respondent or a previous spouse.

None admitted to the husband having another living wife and

children elsewhere and there were no divorces.
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2. An Extended Sense of Mothering; Informal placement of Children

with other Family Members.

What was striking, however, was the number of references made

to the informal adoption of children within the family. This only

directly affected two focus respondents - both of wham had left

children (one a teenage 'mad' boy, and one baby boy) with maternal

grandmothers on a semi-permanent basis. Bcwever another locus

respondent had a daughter on a temporary (but extended) visit to

Pakistan and the mother of the 'mad' son had intended to let one

of her two-year-old twins be raised fram birth by a distant

relative in Bradford. She had missed the child so much that she

got her back after two days. Four other references were made to

such arrangements - one additional respondent had taken a child to

Pakistan at the age of five and now planned to bring him back,

after three years. Although she had missed him, it had been

necessary because he had been ill here 'through being inside all

the time' - he was nervous, afraid and unable to mix but was

reputed to be better now and the mother had no fears that a return

to England would lead to a recurrence of the problem. Two other

references were to people not met in person - one a childless aunt

in Pakistan who had adopted the twin son of a family in Bradford

and who had recently died having been a mother to him for twelve

years; and the other a widow in Pakistan who had reared the son

of a widow from another village and planned to arrange for the

marriage of the boy, now twelve years old, to her own daughter's

daughter currently a baby. In the fourth case one respondent had

herself been raised by a maternal grandmother in a neighbouring



village to that of her parents.

The reason for such arrangements was usually same problem - a

childless or lonely woman helping out an overburdened one, or some

danger to the child fram being in Britain. I did not personally

meet any mothers who had deliberately sent daughters back at

puberty to safeguard their moral future but I am told by those who

know such families in Bradford that this is not uncommon.

Extended temporary visits to Pakistan were also made - by teenage

children, elderly mothers in law and indeed, whole families. The

latter is, in British terms, not as surprising as the splitting of

nuclear families for such visits. This data all points to a very

strong sense of extended family unity and of homeland and a lack

of emphasis on the exclusive mother - child relationship. Of one

child I was told - 'he is in our place, with our people, so it is

all right. He is happy'. The welfare of the child was important

in such decisions, but was assumed to lie in his or her security

within the wider family - I was told that 'young children don't

know who their parents are, so it is all right' - the sorts of

long term psychological problems of personal identity that

occurred to me did not seem to be a cause for concern, even though

some were apparent - as in the case of the step-mother aunt who

died leaving a child mourning a mother and refusing to accept his

natural parents who wanted to comfort him. Anyone who finds such

a system strange should consider the horror with which Pathan

women viewed our system of divorce and consequent one-parent

children, and adoption outside the family. There is also an

upper-class English tradition of boarding school from an early

age.

As to where the children themselves might be happier, most

mothers felt that although life in Pakistan was more enjoyable for



children because of the good weather and greater freedom to play

outside, they accepted wherever they had been born and usually

preferred the place they were used to which was, for most of them,

England. Many said they were here 'for the children' but this

referred to their education and future prospects rather than

present happiness. Probing for any feelings that their children

were missing out on village life produced little reaction.

Mothers said - 'our time was different, theirs is different'.

3. The Practicalities of Mothering.

The mothers' day was long, particularly in the summer when

prayer time is early and of course when there was a young baby to

be fed first or last thing. During Barman, the presence of young

children and school children meant that a woman was unable to

catch up in the day time on sleep lost at night. Five focus

respondents consistently complained of tiredness and overwork -

these were those with seven children or young twins. Others spoke

of frustration with the children more at holiday times, which for

some brought (to add to the under-fives already there) older

noisy lively children home all day with little outlet. But quite

a number did not react to the suggestion that they were hard

pressed and most said they liked young children. The woman with

only one child spoke of the company her daughter gave her and haw

lonely she would be otherwise.

The presence or absence of play facilities and space outside

the home was critical for the women's happiness. Unfortunately,

only one area provided this - in others, playing in the park or on

the street had to be discouraged due to racist attacks by white



youths. An all Pakistani area was safer for the children to play

out in, although maybe less desirable for other reasons.

I asked women what time was best for a mother - several said

that whatever the age of their children, there were always

worries, others that whatever their age, you look forward to the

next stage - when they are out of nappies, at school etc. Mast

agreed that a mother had a little more time once the children were

at school and it was common to talk of children as 'grown-up' when

they were school age. Some talked of marriage prospects: there

is an Urdu saying that 'You begin to fear life when your daughter

grows up'. Clearly the retention of Pathan customs by their

children mattered to the mothers - the issue of language was

heatedly discussed and reference made to Pathans who had been

raised here and could speak no Pukhtu. Mothers were proud that

Pukhtu was spoken at home and was familiar to their children as a

consequence.

The attitudes of husbands to the women's role as mothers

inevitably affected some of them. There were several instances of

husbands saying 'I don't know what you do all day'. This was

mostly shrugged off and most wcmen felt secure enough in their own

role not to let this affect them but where the woman had a lot of

children and few close female relationships, this criticism fram

her husband added to her despondency. The women themselves sensed

the difference between such remarks made as a standing joke and

when they were made as an accusation.

Fathers' attitudes to children were generally more benevolent

than their attitudes to their wives. There was a tendency for

fathers to be reported as saying that the children should not be

denied anything (e.g. money for school trips) and they seemed not

to resent the demands that young children made on them or their



wives - even to the extent of being pushed out of bed in favour of

one or more children sleeping with their mother. In most cases it

seemed that the husband expected his meals to be ready and his

clothes clean but otherwise a woman was expected to give much of,

if not all of, her attention to the care of her children. If the

husband felt that she was neglecting her duties towards the

children, he would become angry with her. Usually there was a

strong almost formalised bond between the mothers and their

children which prevented the children complaining to their father

of their mother's treatment - this was explained to me in terms of

the children preserving the purdah of their mother (although there

is not supposedly any purdah between husband and wife) - an

example of the sense of the term being extended to mean something

like confidentiality. The family where this did not happen was

one where the older children were those of a previous wife and the

woman concerned seemed to accept that children who were not one's

own 'blood' could not be expected to side with their mother

inevitably. She suffered for it, however.

4. Mutual Support in Respect of Mothering.

Table (x) shows the people to whom the focus respondents

turned for help with the children. Two women felt that 'no-one'

helped. These two were the same two who were felt by the

researchers to be most unhappy - a view which coincided with their

own estimate of their situation. They were not isolated women -

both were members of flourishing networks within which other women

felt well supported. The difference between people coming and

people 'coming to help' was referred to by several women, these



Table (x)	 Mutual Support in Respect of Mothering 

Respondent Number Who Helps Proximity

1 "Masi" = paternal aunt In street - seen as like
M-in-law would be in
village

Older sister Across town

2 ) Each other to a limited Joint household

3 ))
extent

4 "No-one"

5 Sister to some extent Joint household

6

7

)

))

_ Each other a great deal,
4-in-law when present

?:-

Joint household

8 , Sister, network members A few streets away close
neighbours

9 Husband

10 Sister-in-law Next door neighbour

11 ' "No-one"

12 Husband and close friend - A few streets away
"like a sister"

13 .`" Network members Close neighbours

14
•

M-in-law if present, husband,
sister

A few streets away

15 Fellow villager or husband Close neighbour

16 "Pupo" = maternal aunt A few streets away

17 Husband,
friend

A few streets away



included.	 The only other woman with no female supportive

relationship was the one who was totally isolated by reason of

observing very strict purdah. However, her husband took a great

deal of interest in the children, including sharing their

practical care. Four other women also mentioned their husband

when asked who helped than with childcare. In respect of who they

discussed the problem with if worried about the children, a

distinction was made by some between health issues and behavioural

issues; also between practical help and advice. The husband, and

through him the doctor, were seen as appropriate people to ask for

advice. However, behavioural issues were more often discussed

with other women. Older aunts and related villagers were seen as

particularly helpful in practical ways when present - their own

children having grown up, they were happy to care for young ones

fram time to time, and often a particular child had developed a

special relationship with an older woman in this way and Hight

stay with her for short periods.

Where a network was close and a number of waren from the same

village lived in close proximity, with easy access to each others'

homes which did not necessitate 'going out', the care of children

often seemed fairly communal and the children played together a

great deal. However, it is interesting that even in such a set-

up, any formalised arrangement of substitute childcare (as when

the mother went into hospital, for example) would be made with the

closest kin member even when they lived a few streets further

away. You could ask help from relatives in a way that you could

not ask it of fellow villagers, and for this reason women missed

the much more extensive female kinship network in Pakistan. There

were limits to the help that could be expected of and given by

non-relatives, frequent though interaction with them might be.



Visiting and helping were not the same thing. Thus a woman might

not be socially isolated but this would not mean that she was well

supported in a practical sense. Where a friendship became so

close that it involved mutual help, it was designated in kinship

terms e.g. 'She is like a sister to me'.

In the three joint households, the interaction between

sisters living together was not the same in each instance. In

one, there was extensive mutual help with few apparent boundaries.

In the other two, housework was shared more than childcare. The

women made clear in their remarks that their mutual support in

this respect had limits.

5. Discussion.

Generally, motherhood was accepted as the only possible life

for a waman. Because of the average family size it was for most a

hard one in physical terms. The mothers bore all the practical

burdens of parenting, especially in respect of young children.

They would be subject to their husbands' censure if felt to be

failing in their duties towards the children. It was however a

status in which they had considerable pride and prestige and which

formed the basis for relationships within their own female

network, as well as their standing in their own families. Hard

though the work associated with rearing young children was,

several commented that the real anxieties of motherhood were worse

later when the children grew up, particularly if they had grown

away from their parents as a result of education in Britain.

Because most of the mothering of young children can be conducted

in the private domain, there were few cultural conflicts for the



women in respect of it. Intrusions by health services in the form

of the health visitor will be discussed in the next chapter on

health and illness.

In considering the effects of mothering on the women's mental

health, a number of factors need to be taken into account,

therefore. On the one hand, there was the status of being a

mother and the women's complete acceptance of their total

responsibility for young children. Unlike many English mothers,

they had few role conflicts in this respect. Whereas English

working-class mothers might be forced to go out to work for

economic reasons, with consequent problems of managing two jobs

(outside and in the home) and worries in respect of substitute

childcare, there was no pressure for the Pathan mothers to do so,

whatever their socio-econamic circumstances. Neither did they

suffer a conflict of aspirations such as professional and middle -

class white mothers increasingly seem to. In respect of

expectations of help from fathers, the situation was also clear

cut, and although a father's attitute and willingness to help with

children could be important in terms of easing workload, it seemed

to have fewer implications for the marital relationship than might

be the case in situations where the sexual division of labour is

less clear cut. See also Chapter Nine above concerning this.

On the other hand, migration and changes in social situation

consequent on this had changed the nature of mothering for those

women. Children had less space for play; fewer outlets or adults

for company and the weather kept than inside much of the time.

The woman's own kin were not available to give such emotional

support and practical help as they might have been able to offer

in Pakistan (the latter factor would of course depend on their

physical proximity, even in Pakistan). Neither were households



joint ones made up of a member of generations of the husbands' kin

such that practical tasks could be shared. Although the situation

is often a hard one for women in Pakistan too, and it would be

wrong to assume that there would always be more practical support

for individual women, the British situation inevitably tended to

be more restricted, according to the women interviewed.

The nature of mothering in Britain was therefore not the same

as women expected from their own upbringing. Changes seemed to be

suffered most by those who had reared children in both situations

however. Others accepted the constraints following migration

because they accepted completely their own role as mothers.

Personally, their introduction to the work involved in this was,

for most, in the British situation. They might have an idealised

notion of how it might have been in Pakistan, but most accepted

the present situation, hard as it was in practical terms. The

context of their role as mothers was one in which this was,

together with maintenance of the home and of social relations,

their primary, even their only responsibility.

Data concerning the women as mothers must, however, be

considered in the light of the women's overall social situation,

as already described in Part II. The supportedness or otherwise

of their situations varied within the group of women interviewed,

as we have seen. For those women most secluded, their children

and their role as mothers was their major work and preoccupation:

to same extent, it counterbalanced their social isolation. Where

the women were unsupported (rather than isolated), childcare

became an issue which illustrated their lack of support, however.



Chapter Seventeen. Child-Rearing Practices.

This chapter describes a number of the mother's child-rearing

practices in an effort to demonstrate the rationality and logic of

these fram the mothers' point of view. It is my intention to draw

out of these the Concepts and ideals which inform mothers'

practices as well as the structural and socio-econamic constraints

which limit Options for them in this country.

The reasons for my interest in this topic is that it is, like

pregnancy and childbirth, an area of interaction between the

mothers and health workers. To same health workers, the women's

ways of rearing their children seen misguided and not in the best

interests of the child as these are defined within the health care

system. While same realise that child-rearing practices are

socially and culturally determined, fewer are aware of the

differences that exist in relation to the aims of child-rearing in

different cultures and countries. It is a question, not just of

how best to rear children to a given ideal personality etc. but

of what that ideal is. This ideal concerning the goal of

socialisation (the 'perfect person' as defined by any culture or

social system) is closely linked to Concepts of the child and of

adult-child relationships and can be seen as one of the women's

Interests in their work of child-rearing.

I referred at the beginning of this Part to the paradox

facing state systems of medicine and education in which the

critical early years of a child are outside their direct control.

Systems of surveillance which have developed to influence

practices within the home are based on ideals concerning the aim

of child-rearing and the means by which this is best attained.

Since both these ideals are culturally defined and structurally



influenced (Kitzinger 1978, Parekh 1974), it is not surprising

that those groups who receive most critical attention are those

furthest removed from dominant ideals: minority ethnic and lower

class groups. Not surprisingly either, the health of these groups

is worse than that of the general population (Townsend and

Davidson 1982). In seeking explanations of non - compliance or

deviance, those writers who take for granted the ideals on which

practice is based tend to focus on what are seen as the deviant or

strange behaviours of those who do not conform. This has been

described as 'victim-blaming' (Crawford 1977) and, in respect of

black groups, as 'cultural racism' (Ahmed 1984: 4).

My aim in this chapter is not, therefore, to document a

series of odd behaviours. Areas of conflict with health workers

are on the whole, the subject of chapters in the next Part rather

than this, although same aspects of these interactions are

discussed here. In these, the Concepts and Interests of health

workers also became more apparent, to the extent that we can look

at and question the universality of dominant Concepts in respect

of child-rearing, and their uncritical embodiment in health care

practice in Britain.

1. Infant Feeding.

A. Breast feeding.

As can be seen from Table (xi) all the mothers who commented

on this were in favour of breast feeding babies. The most oft-

cited reason was the religious one, which is that it is the right

of both mother and child for the baby to have its mother's milk.

'We say that it is the mother's right (huq) to give her own milk,
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it is holy (sawab) to breast feed. It is the right of the child

to have his own mother's milk and confers on the mother the right

to ask things of the child'. One mentioned the belief that it is

by the smell of the milk that the child will be able to recognise

his/her own mother after death. Some mentioned more practical

reasons in its favour - it is good for the baby, the child likes

it, it is easier, the child gets more used to the mother. There

was no doubt, however, that it was the bottle feeding or stopping

breast feeding (particularly before the stipulated forty-day

period) that had to be explained or excused, not vice versa. In

view of this, it is interesting that of the 17, eight did breast

feed their last child and eight did not - one did not comment on

this.

Of those who were not breast feeding, two gave no reason.

Two did not try to breast feed - both had twins and one was 'shy'

even though previous children had been breast-fed, and her husband

advised her not to try to do so with twins; the other had

attempted to breast feed a first child who 'wouldn't take it' so

did not try to breast feed the twins.

Two others wished to breast feed and gave up - one had 'no

milk', the other a baby with breathing difficulties who did not

readily take to the breast so the staff gave the mother pills to

dry her milk. Two women were themselves unwell following delivery

- one after a Caesarian section, the other with a breathing

disorder on the basis of which a doctor advised against breast

feeding lest she passed it on to the baby.

Of those who did breast feed their most recent baby, one

stopped after a month because the baby refused the breast and the

father said 'Why are you making her miserable, give her a bottle'.

The remaining seven continued until their milk dried up - they



usually felt that this occurred prematurely. A number had breast

fed children for considerably longer (up to two and a half years)

in Pakistan. Only one had had such an experience in Britain. A

number said that they had experienced this problem in Pakistan

also - there boo their milk did not always continue to be produced

for as long as the baby wanted it, but for most the problem of

milk 'drying up' was associated particularly with Britain.

Three sorts of explanation were given for not breast feeding

(or for milk drying up prematurely). The first had to do with

status. Same older women said that some younger ones just don't

want to - 'they say that ordinary (i.e. less sophisticated) people

breast feed, therefore they don't want to'. The older women saw

this as a matter of regret. To same extent this social reason is

linked to the easier availability in this country of an

alternative. While it is true as some pointed out that 'everything

is available there ( in Pakistan) now' - it is still true that it

remains the norm in the village to breast feed and harder to keep

other equipment clean there.

The second type of reason for 'why the milk dries up' was a

folk belief. This belief is that hearing the voice (awaz) of a

woman who is unclean( due to having just had her own baby) dries

the milk of a nursing mother. Since all women have their babies

in hospital and share a room with other women in a similar state,

this could account for the drying up of milk so early. This

explanation was offered by one respondent who claimed that 'all

the older wamen here say this is the reason'. I suggested this

explanation to same other respondents - four had heard of it but

thought it was probably not the reason, one had never heard of it

and a friend had to explain it. Thus it did not seem that this



explanation was one that women wanted to go on record as

concurring with, whatever their private views.

The third type of explanation was linked to physical factors.

The climate, drinking cold substances and getting cold after a

bath during the forty-day period as well as the amount of rest and

food the young mother had were all suggested as reasons. In

Pakistan, the new mother not only rests, she is given special food

- rich halwa made with pure butterfat. This is to give her

strength and it is a matter of pride amongst the older women to

make it for the new mother. It is a sign of their care for her

and the expense they will go to (see Sharma 1971: 146 and Gideon

1962: 1230). But it is not something a wuman will trouble to

make for herself, so most women in Britain do without. Although

this explanation was only offered twice, (mast women professing

inability to understand the puzzle of why milk dries up quicker in

Britain), it is one that ties in most closely with the evidence

concerning the effect of better food for nursing mothers on the

milk supply, as a study of 300 women in Cambridge showed

(Whichelcmr: 1979). This then, is yet another example of the

effect on the young mothers, not of isolation, but of the changed

structure of the female networks following migration.

B. Bottle feeding and weaning.

The mothers who were bottle feeding their babies were all

managing well - three reported that their babies had started

vomiting at four months or six months and that they had changed

from dried to fresh milk on the advice of their Health Visitor or

Doctor and that this had cleared up the problem. No-one reported

any other difficulties although same had changed milk brands to

find the one which suited the baby best. All were able to tell me

how many ounces the baby was currently taking and haw often. The



Health Visitor's advice was said to be welcome although practices

such as keeping a bottle warm on the fire clearly persisted

despite her disapproval. Babies were started on proprietary baby

foods - either tinned or dried products as long as they did not

contain meat - at four to six months, although the bottle was

often not discontinued until the child was two years or so.

Generally mothers did not report problems with infant feeding.

Proprietary foods were used for convenience rather than because of

any feeling that they were superior to the ways in which infants

were fed in Pakistan.

2. Sleep times of children.

Respondents were not consistently asked for information about

their children's sleep times but this information was recorded if

mentioned and sometimes directly asked if it was relevant to the

topic being discussed. The information is given in Table (xii).

It is generally seen to be Pakistani custom to allow children

to stay up late at night. This was confirmed by respondents,

particularly these who disagreed with it. Two had a particular

policy of early bed for the children (i.e. 7-8 p.m.). This was

regardless of the ages of the children and in both cases applied

to all - in one family the oldest was 7 years, in the other 13

years. Both had a pre-school child also. One did this because it

was good for the mother - it enabled her to get more rest. The

other because it was good for the children. In five other cases

bedtime was also the same for all the children in the family - in

two instances this depended when darkness fell and was usually 8

p.m. in winter, later in summer. In the other three it was
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consistent throughout the year; in one 8 or 9 p.m., in another 9

p.m. and another 9 or 10 p.m. Thus for seven out of the nine

mothers who commented on this, the age of the child was not a

factor in when he or she went to bed. (Infants were excluded, of

course, because their sleeping and waking times were more

erratic.) The remaining two families showed some variation in

the bedtimes of the different children, but this was not

necessarily age-related: one three-year-old consistently waited

until her mother went to bed at 11 or 12 p.m. Her younger sister

slept earlier, as did her older sister who had to get up for

school next morning.

Specific children regularly slept with their mother. Of one

pair of twins, one always slept with her mother, the other alone.

The small babies were most usually said to sleep alone in a cot,

although one slept with the mother.

It seemed that mothers were often happy for young children to

be up in the evening - this was when other people might visit -

and then for them to sleep on in the morning when the mother could

get on with her housework in peace. For one woman, this was a

pattern she was reluctant to break and it made the child's entry

into nursery school difficult - it was 'too early' and would mean

changing the whole pattern of the day. Certainly when guests were

present, even quite young children would stay with the adults.

'Baby sitters' were not used - for one thing parents rarely went

out together, and if they did go out at the same time, children

would be taken along. Generally there was much less attention

paid to any individual supposed 'child's needs' but more inclusion

of children in all family events. This echoes a pattern which

Christine Suswell found in her sample of white Coventry mothers

(Buswell 1980). Some separated the world of the child and :the



adults, others joined the children into the adult world. These

practices seemed to be related to differing ideologies which were

to some extent, but not exclusively, class related, there being

less separation in working-class homes.

3. Nappies and Toilet Training.

I had expected to find the mothers having difficulties in

this area, since nappies are not regularly used in the villages in

Pakistan in the warm weather and there is thus not the same

emphasis on 'getting than out of nappies' as is found in Britain.

However, this was not the case. Three were using disposable

nappies. The only difficulty mentioned in this connection was one

mother whose husband varied the type of nappies he bought for the

baby, some did not keep her dry and the mother wished he would

stop 'messing around'. Five women referred to putting a special

effort into toilet training - two becaue another baby was

expected. There was discussion about the fact that same children

even in the one family became dry sooner than others, but overall,

ages at which children were out of nappies in the day and at night

seemed comparable to children of other groups.

4. Developmental Play.

Play materials and books were not evident in the houses and

children were not encouraged to learn in the pre-school years

through developmental play. They were never without company,

however. The environment was bright and full of conversation.

While children might not be taught or read to, they were in an



environment where they heard adults and other children speaking

constantly. Quite young children helped in the home in various

ways; girls of eight or nine took responsibility, for younger

children or for ironing, for example, in ways that are not common

in English households.

An interesting discrepancy emerges from Mary Whitelocks'

study (1984) concerning the difference between respondents'

beliefs concerning the need to stimulate young children and

babies, and what she observed as lack of stimulation and attention

in the homes visited. She could not explain the fact that 100% of

respondents thought that having bright toys near the baby would

make him/her move about more and see better, and yet none were

apparent on visits, nor that 80% thought talking to the baby would

make him/her talk earlier, yet few seemed to talk to their babies

(Whitelock 1984: 20). I mention this because it connects with a

study by Kathleen Griffiths (1983) and is an observation which

tends to dominate discussions among white professionals of Asian

child-rearing practices. 	 'The children don't play', 'they aren't

used to toys' are typical comments of playgroup leaders, nursery

and infant teachers and Health Visitors.

It will be useful to see if my data can throw light on this

topic. There could be one of two explanations for the discrepancy

found by Mary Whitelock. Firstly, her observation could be

correct in which case there is a genuine discrepancy between

stated beliefs and practice. Several reasons could be suggested.

The most likely is an awareness of white norms and preoccupations

in this area leading to an overt stated agreement with what was

recognised as the 'right' answer in they eyes of the interviewers.

There is a cultural tendency to agree where possible which would

reinforce this. Beliefs may not therefore coincide with the



stated response. On the other hand, this may be an ideal

recognised by the women but precluded by Options (toys are seen as

expensive) and by other Interests. This last suggestion accords

both with discussions I had with respondents and with Fatima, and

with the second type of explanation; that Mary Whitelocks'

observations did not reflect that real situation in one of several

ways. Firstly, the toys might be brought out when visitors are

not present. Secondly, other methods of stimulation and attention

might be predominant and also not employed while visitors were

present. Certainly I found that toys are differently viewed.

Fatima and her husband brought expensive toys for their children

but these were cleared away when visitors might be expected.

These aspects of life were not expected to intrude into adult life

in which the home was kept tidy (at least one reception roam)

always ready for vistors. It was only as I stayed with the family

and got to know the children that they brought their toys to me.

This family was relatively 'Westernised'. On the other hand, the

children themselves were not kept from adult visitors or from

company. They therefore received a good deal of stimulation in

this sense being included in all family and other events. There

was, however, a strong expectation that they would be 'good' in

front of other adults, i.e. undemanding and quiet. They were not

expected to initiate conversation. This led to an impression of

passivity even apathy not typical of their behaviour at other

times, as we shall see below. Babies were not left in prams or

cots with or without mobiles and colourful pictures, but

constantly handled and passed around. Every visitor would be

expected to hold the baby and admire him/her. The 'paraphernalia'

of an English infancy and childhood was replaced, to some extent,



by human contact. Behaviour with guests, (including professional

visitors) was, however, dominated by strong norms of hospitality

and correct behaviour.

Toys were not regarded as everyday things but as special and

there was a belief in the destructiveness of children who would

easily destroy toys or the hame (with crayons etc.) In India and

Pakistan, toys are shoddy and easily broken. 'Good' toys were

until recently almost impossible to find. Most parents could not

believe that toys might be durable: those that are tend to be

more expensive and not so immediately attractive or familiar.

While there may be some truth in the notion that Asian parents are

unfamiliar with children's playthings and therefore do not buy or

use them much, it was not therefore true fram my study that

children did not play or were unstimulated. Toys are very recent

phenamena in the West in the commercialised fashion in which they

are currently predominant. A whole culture has developed around

them: I suggest that this culture is not itself neutral or

'natural'.

5. Milestones, Behaviour, Schooling and Aspirations.

Mothers seemed well aware of their babies milestones and

discussed the ages at which they walked, talked etc. Such

discussions were very similar to those of English born mothers.

One commented that in Pakistan you notice these matters less as

the children are not with you all the time. Also that a mother

teaches her child more here through being with him/her more, so

the children are more forward.

Several mothers talked of their three - or four-ypar olds as

being ready for nursery or their husbands having put the child's



name down. One had intended to do so since an older child had

experienced great difficulties at school initially due to language

and both mother and father felt that the younger son would be

better off if he went to nursery first. However, when it came to

it, it was too much trouble to take and fetch him all the time and

the mother was glad to have the child home with her for company.

The children's need to learn English is not the only or even

necessarily a major family priority - this is not because parents

'do not care' but because other factors are important for them,

such as the overall family schedule, and may conflict. Same of

the preschool children were attending nursery, however.

In discussions of children, an ideal of behaviour emerged.

One group of women asserted that 'your children are good, ours

aren't, you teach them from the start, we spoil them'. However,

this contrasted with the observed behaviour of children when we

visited, and with other remarks. Mbthers frequently declared that

their children were 'naughty' but there was a noticeable lack of

interruption by children during interviewing. The contrast with

the behaviour of average English children was marked. It was not

unusual for three under-fives to be present during an hour-long

interview without seeking adult attention or seriously disrupting

the conversation. In only one home did the children make demands

and have to be overtly included and paid direct attention - Mrs

Khan found these children most unusual and too active and

demanding, even naughty. In contrast, I found these children very

similar to my own and responded instinctively to what I saw as

their natural curiosity and wish to be involved. In one other

home, the children were all declared by their mother to be 'bad

children, with very bad habits, not good like other peoples'



children'. Yet this seemed to be a fairly token comment as one of

the same family was also seen to be 'naughty' even by contrast

with the others, and not to be shy of others as he should be.

This was put down to having spent ten months in hospital amongst

English nurses, where he 'got used to you people' and stopped

being bothered by strangers. His eyes were said to be 'like your

people' - a reference to the fact that he would look you straight

in the eye. He was certainly the only child in the family who

would accept a sweet from me. Of course, a foreigner is strange

and threatening to young children who are not used to them and it

may be that it was my presence that curbed the children's

behaviour. However, it was apparent that mothers praised shyness

and undemanding behaviour in their children, particularly when

guests were present. Rowdiness was condemned as naughty, mothers

frequently described their children as spoilt or naughty.

In older children devoutness was praised, as in the case of a

nine year old girl who had been determined to keep the fast

although not yet of an age when this was expected. She had broken

down at school and been sent home but her mother was clearly proud

of her even so (see also Hans 1982). There was an anxiety

amongst parents for their children to 'do well'. Several were

keen to protect their girls' honour as they grew up - there was a

growing demand for separate schools for girls after twelve years -

this was the overriding concern of one of the husbands in

particular, and has subsequently become a proposal of the Muslim

Parents Association of Bradford (Parkin 1983). One family were

anxious to return together to Pakistan, but most just wanted their

children to do well, to get on, to marry within the family and to

have a good Kismat or fate. The only two specific aspirations

mentioned were both that a son should be a taxi driver. This was



in order that the mother would be able to get about more. For

most, however, these things were too far ahead.

It is interesting that while they were prepared to envisage

their sons marrying white girls, the reverse was unthinkable.

This is because a woman becomes subject to her husband on marriage

- thus a Pathan girl would loose all her heritage, including her

religion, if married to a white boy. In contrast, a white girl

marrying into the community would be expected to follow her

husband's Pathan ways. Such girls were much praised.

Even when they had school-age children, several mothers did

not know the names of the schools, the dates of or reasons for

holidays and had certainly never visited the schools. In same

cases school friends regularly came to play, and mothers welcomed

them - black and white. A number of mothers said that they were

glad to be here as their children would get a good education.

Some parents regretted their own lack of attention to their

studies when young. But however positive their overall view of

what education could do for their children, it was not a world

they shared with them in any way.

The matter they identified with most closely was their

children's complaints about school meals - the boiled vegetables

that they had themselves experienced in maternity hospital.

School matters inevitably impinged most when they contravened

other customs - such as swimming. It was hard then for mothers at

least (possibly fathers too to a lesser extent) to see such issues

in the overall context of the child's schooling generally.

However, the school liaison teachers were welcomed and highly

regarded and seemed to do a great deal in bridging this gap

between home and school.



To some extent, however, their school age children had left

home and the private domain and were only the subject of much

discussion during the holidays. With several younger children

under five, the younger ones' needs would be the mother's main

preoccupation and a number, when asked about the future, were not

surprisingly, just looking forward to the day when all their

children were 'grown up' and out of nappies.

6. Discussion.

In the foregoing description of Pathan women's child-rearing

practices, we can discern a concept of mothering and of the child

which differs from that which is the ideal in English society.

The mother-child relationship is important but not idealised; its

costs well recognised and accepted. It is a less exclusive

relationship, rooted in an extended family system and sense of

collectivity which also underlies the women's own self-concept.

The cherishing and indulgence and sometimes harsh punishment of

children common in the Indian sub-continent has been described by

Ursula Sharma (1971) in whose book the key character, an immigrant

mother named Satya, comments of England that 'here they discipline

them less but they love them less' (Sharma 1971: 157). Verity

Saifullah Khan's work also concerns immigrant families and

changing patterns of childcare following migration , and she

describes the frustration and exhaustion of mothers coping in more

difficult circumstances in Britain (Saifullah Khan 1974).

This comparative aspect emerged from my data in the accounts

of women who had reared previous children in Pakistan, as we saw

in the last chapter. We see here the effect of situational

factors; while ideals of childrearing might be essentially



carried over, the Options for mothers are different in Britain. It

would be wrong, however, to present all the difficulties

experienced as due to altered circumstances following migration.

As already stated, the ideal of behaviour was also different.

Just as concepts of motherhood and of the mother/child

relationship differed, so did concepts of the perfect person; the

goal of socialisation.

Bikhu Parekh discusses differences in Indian and English

characters saying 'One is communitarian, the other is

individualistic' (Parekh 1974: 62) and analyses the way in which

child-rearing practices are geared to the creation of people

according to a certain ideal.

These ideals can be seen in the childrearing practices of the

women interviewed. Child and adult worlds were not separated -

children were included in adult visiting and events. The

experiences of childhood were quite different to those that might

be expected a by 'typical' English child. They were, however,

consistent with a different ideal of adult behaviour as well as

with a different understanding of the needs of a child, in

addition to being constrained within those ideals by situational

factors.

The English ideal of individual achievement leads to studies

which find those child-rearing practices which fail to encourage

C,	 .
this deficient. The preolTation with developmental play (itself

a recent Western phenomenon) illustrates this well and the theme

of an apparent lack of play materials in Asian homes is a common

one (e.g.Jackson 1976; Griffths 1983). Studies do not concentrate

on the ability of children to participate in or understand adult

life, on which those children who have been less physically



separated might score highly. Work such as that by Dr. K

Griffiths (1983) concerning the relationship between child-rearing

practices and lower levels of later achievement in minority ethnic

groups is dangerous because it takes for granted ideals which are

culturally specific and suggests to many that people whose

practices are not oriented towards these ideals do not know haw to

rear their children.

Verity Saifullah Khan looks at conflicts between Asian

notions and those which underlie the educational system in

Britain. She says that

To encourage questioning, inquisitiveness, to develop

individual talents and self reliance of the child are, in the

extreme, in conflict with Asian notions, such as the

authority of elders, conformity etc. (Saifullah Khan 1974:

296)

and then she goes on:

The fact that education in Britain is not seen as a threat to

the traditional family composition and relationships, to the

traditional status heirarchy and status quo in general

(which, in many instances proves to be the case) is due to

emphasis on education as an instrument to better things, and

to the parent's lack of understanding of British educational

methods. (Saifullah Khan 1974: 297).

Scme aspects of education are, of course, queried and seen as

a threat. Examples such as sex education, dress for sport and

swironing and the mixing of the sexes in secondary school are the

tip of an iceberg. These are the issues of which parents are

aware and have led to proposals for separate schools for Muslims

(Parkin 1983). However, my respondents spoke of the value of

education: their overall Interests were in the better training



offered to their children here in Britain.

The issue of language skills illustrates the way in which

peoples' Interests relate to an ideal of behaviour and to their

own self-awareness. Early experience of the mother tongue alone

may facilitate or retard the acquisition of language skills.

Vivien Stern, then Principle Community Services Officer, CRC,

reported in 1976 that

There are differences of opinion about language

development and about the appropriate time for a child to be

learning a second language. It might be better for a child

to develop concepts in his mother tongue before learning a

second language. (Stern 1976: 1).

This contrasts with what Dr. Griffiths describes as 'the

problems of many Indian and Pakistani children who are conversant

only with their mother-tongue at home' (Griffiths 1983 :402). The

point is, however, that for those Pathan mothers I interviewed it

was a matter of great importance that their children spoke Pukhtu.

It was, moreover, the only way in which they could speak to them.

For than this far outweighed any slight retardation in individual

achievement even if this could be shown to result.

The influence of the Interests of various individuals can be

seen throughout their accounts; in the mothers who wanted their

sons to be taxi drivers; in the way in which hours of school and

nursery conflicted with social patterns of the family; in the

care of children outside the nuclear unit either for the sake of

the child or of a childless relation.

There are studies about health in childhood not dissimilar

to that by Griffiths which show how different patterns of

childcare can have adverse consequences for infant and later



health; the use of lead based cosmetics (surma) has received much

attention as has the practice of cousin marriage, and the vitamin

D and rickets debate. These are all mentioned by Dr. John Black

(1985). His discussions are more sensitive than those of Dr.

Griffiths and his emphasis is in many instances on changing the

system to fit people's circumstances rather than vice-versa (e.g.

provision of evening clinic times) and attempting to understand

cultural patterns in order to adapt to than when possible rather

than (overtly, at least) to change them. Black people argue,

however, that focussing on particular difficulties makes out that

it is the ethnic groups and their cultural beliefs that are the

problem. As Brent CHC put it concerning rickets and Vitamin D:

One of the reasons why white children avoid rickets is

because the British Government supplements margerine with

Vitamin D. The problem could be overcome very simply by also

including Vitamin D in chapati flour or other foodstuffs, and

black organisations have repeatedly asked the DHSS to do this

over the last few years... White mothers are no better

informed than Asian ones about the need for Vitamin D in the

diet. Yet all the publicity about the inadequacy of Asian

diets creates the impression that Asian mothers do not know

how to feed their children properly. 	 (Brent CHC 1981:

16).

Structural factors are well illustrated in this issue both in

the fact that migration combined with poor socio-economic

circumstances has led to the relative deficiency of Vitamin D

compared with the situation in Pakistan, and in the fact of

Government concentration on re-education and on feeding practices

rather than on central supplementation such as is routinely

provided for white groups. Such action is seen by black groups as



racist.

Analyses which concentrate only on cultural practices and

ignore structural factors are deficient. So, however,are cultural

analyses which start fram assumptions concerning the ideal

relating to the culture of the analyst, rather than of those

observed. The cry for black workers to study black people arises

because they are unlikely to have such biassed assumptions. Same,

however, subscribe to dominant white cultural values. Even a

white researcher can paint a fuller picture if the ideals of the

group in question are accepted. Nowhere is this more apparent

than in respect of childrearing practices.



Chapter Eighteen. Mothering: Medicalisation, Migration and Mental 

State.

This chapter attempts to pull together some of the strands

that have emerged from the data concerning the wamen as mothers

which has been presented in the previous Chapters of this Part of

the thesis, in order that these strands might contribute to the

overall subject of these women's mental well - and ill-being and

their interactions with health workers. It also looks at the

answers provided by these chapters to three initial questions:

the effects of mothering on wumen's own mental state; the effects

of migration of women's experiences as mothers and the issue of

medicalisation.

Answering these questions has not, however been my only aim

in these chapters, each of which has concentrated on detailed

behaviours and experiences relating to a different aspect of

mothering. In each case, I have been concerned to draw out the

logic of wamen's behaviours when understood from their own point

of view and in the light of their own ideals. I have inevitably

been concerned in part with interactions with health workers in

respect of the services in each area: a theme taken up more fully

in the next Part of this thesis. In this context, their value has

been both in putting into sharper relief the women's own Concepts

(especially when these contrast with others) and in seeking to

explore the issue of medicalisation. Each Chapter has illustrated

the use of my analytic framework as a way of understanding women's

behaviours. This enables us to see similarities in the different

areas of data although each chapter has emphasised those aspects

which were most clearly dominant in respondents' accounts.



1. Concepts.

Women's Concepts have emerged clearly in respect of each area

of experience, and these concepts have been differentiated both

from dominant English views and biomedical ones. In Chapter

Thirteen we saw that motherhood was viewed as an ideal but normal

state for a woman, desired but not idealised. Two views within

women's concepts were distinguished: an overall ideological view

(in which children are highly valued) and an experiential view (in

which the warn referred to both joys and sorrows, benefits and

costs in mothering). This may offer some parallels with Jocelyn

Cornwell's public and private accounts (1984) although this is

merely speculation at this stage. Chapter Fourteen showed up a

lack of emphasis on pregnancy which contrasted sharply with both

dominant lay and biomedical views in Britain. In Chapters Sixteen

and Seventeen, differences in the way of viewing childhood, the

mother - child relationship and the 'ideal person' or aim of

socialisation became apparent. There are indications, however, of

similarities between my respondents Concepts and those of working

class British groups: similarities which can only be structurally

rather than culturally based. It is salutary to remain aware that

lay concepts amongst the indigenous population also differ fram

each other.

2. The Issue of Medicalisation.

What evidence was there of the medicalisation of women's

Concepts of childbearing and rearing - traditionally an area of

women's expertise? A paradoxical picture emerges. On the one

hand, women seemed to have embraced almost totally the view that



birth should be medicalised, and it was the high technology

aspects of this that they valued most (although they did not

usually enjoy the experience). In other areas, they resisted

attempts of health workers to override their own knowledge and

expertise: the use of surma, fasting in pregnancy, were examples

of areas where women listened to advice but quietly 'did their own

thing'. Women appeared to differentiate between those aspects of

life which they knew to be life threatening and those which were

not. They also distinguished between illness and behavioural

issues. Thus the advice of older women would be sought concerning

many aspects of child care, whereas in sickness episodes, the

husband and medical experts would be asked directly. It seems

important too to/distinguish between the medicalisation of the

women's behaviour and the medicalisation of their Concepts. Women

often deliberately 'used' the medical services, not because their

concepts were similar but because their overall Interests coin-

cided. Thus they attended antenatal classes because they believed

that this might facilitate delivery (if only by earning the app-

roval of health workers). Their Concepts of pregnancy seemed

untouched. They sought longer rather than shorter stays in hosp-

ital, not because they saw themselves as ill but because they felt

a need for rest - a need that is recognised in the village situa-

tion but not in Britain, where mothers are expected to resume full

duties very quickly. Whereas biomedicine sees the pregnant woman as

needing special care but not the post-partum woman, my respondents

had an opposite view.

My analysis suggests that the Interests of the actor must be

considered in any discussion of medicalisation. These may

coincide with those of biomedicine even when Concepts differ and



remain different. The women could be seen to be making reasonable

choices concerning which aspects of medicine to embrace and which

to reject. Even when they were forced to comply, this did not

imply that Concepts were altered. Following chapters will

consider to extent to which Concepts of general heAlth and illness

differed from those of biomedicine.

3. Migration.

In the course of describing women's behaviours in these

areas, I have considered the extent to which migration has altered

the experiences of mothering for those interviewed. That it has

done so is not surprising. The tension between belief and

practice that results fram seeing male doctors arises from the

mode of service delivery in Britain; a situation that would be

different in the hypothetical situation of widespread

antenatalcare in Pakistan which would be offered in such a way

that purdah were not compromised. New and valued opportunities

consequent on migration give rise to new conflicts for women.

Migration has altered the women's experiences within the

domestic domain too. The daily work of child care is harder,

women's expectations of practical help and support are lessened,

some celebratory practices abandoned in face of a lack of older

women to arrange them. Migration has not, however, altered

women's aspirations for themselves as mothers. It has affected

the practicalities of life, rather than the women's views of what

ought to be.



4. Mental State.

Chapter Sixteen described in detail the women's experiences

as mothers. Undoubtedly there were pressures - the proverb quoted

at the head of this Part points to the draining effect of child

care on women's own health. Another respondent said of her

children that 'they eat my brains'(
	

zl_s:21J1J0 )- a Pukhtu

idiom that is singularly expressive of the strain from children's

constant demands and noise. Despite migration having increased

the work involved in mothering and pressures due to material

circumstances of weather, confinement in the home etc., mothering

was totally accepted by all women, leading to an absence of role

conflict in respect of it, and the women's experiences have to be

viewed in this context. For women themselves, the drudgery and

pressure was acceptable because mothering was normal and accep-

table. Children provided company for the most isolated women and

the constant pressure of physical work left little time for

reflection or brooding. On the other hand, there were tensions

for women.

As we have seen, some arose from the necessity to interact

with health services which embodied a different ideology and in

which women met unkindness and racism on milF occasions. I have to

conclude, however, with some people with whom I discussed early

research proposals, that this time of life, when women were

rearing young children, was one of fewer (rather than more)

conflicts for Pathan women in Bradford compared with later stages

in the life cycle of a woman. Despite the work, there were many

positive experiences of mothering and women had confidence in

their own expertise in this area - confidence that had not been



undermined by health workers.

5. Interactions with Health Workers.

In exploring issues concerning the interaction between those

interviewed and health workers, I would suggest that my analysis

represents an advance in two ways over some of the others

reviewed. Firstly it illustrates the camplexity and sense of

process that characterises the women's actions. Writings which

concentrate on 'one side' of health care interactions, stressing

either the patient's non-attendance or the racism in the system

inevitably lack this sense of movement and continual negotiation

and change. They also fail to show how it is aspects of the

women's own beliefs which both encourage and discourage use of

services, and aspects of the services themselves which are both

the incentive and a disincentive to this. Ironically it is the

medicalisation of birth which most appeals to Pathan mothers,

unfamiliar as this is, since it offers promise of a better outcome

for mother and child.

Secondly, both cultural and structural aspects are stressed

and their interaction is illustrated. Thus the distinctiveness of

the women's actions and beliefs is brought out at the same time as

aspects of common ground with other groups - black and white,

Muslim and non-Muslim. For both the women and the heAlth care

workers, ideological and circumstantial factors determine

Concepts, Options and Interests.

The end point of the analysis is some understanding of the

nature of the women's concepts in these areas of mothering and of

the effect of mothering on their own health. These understandings

are both relevant to my overall purpose concerning concepts of



mental well - and ill-being. The first is relevant because

concepts of well -and ill-being share many features with other

health related concepts: the theme of collectivity, for example

emerges from all chapters. The effects of mothering on the

women's own health has aetiological significance in respect of

mental well- and ill-being because childcare is a major part of

their lives. I have therefore looked at the satisfactions and

frustrations they find in this work.

This Part has been much concerned with interactions with

health workers: the next chapter takes up this theme in more

detail, setting the interactions with maternity and child health

services in the wider context of health care. Indeed, I have

deliberately avoided discussions of the mothers' perceptions of

health visitors in this Part on mothering, despite the role of

Health Visitors in respect of children under five years. This is

to enable these views to be seen in the context of views about the

primary health care team, whose most prominent member, the General

Practitioner, is discussed in chapter twenty. The opposite

decision could as justifiably have been taken, to enable

discussion in the context of the women's views of mothering.

However placed in this work, interactions with health workers

will clearly affect the women's future readiness (and ability, as

we shall see) to contact the health services in the event of

distress or mental ill-being. Therefore both the interactions

described in these chapters and those in the next are relevant to

my aim concerning mental state.



AND OF APPROPRIATE BEHAVIOUR.

.•

PART IV. GENERAL AND MENTAL ILLNESS: DEFINITIONS OF NORMALITY

Whether we are well or ill, happy or unhappy, we do our work.

I place it (unhappiness) quietly on my heart.

(Pathan Respondents).

My concern in this thesis has been to explain various sorts

of behaviour on the basis of the interaction of the respondents'

Concepts, the Options available to them and their Interests.

Further I have shown haw concepts themselves are complex and

reflect factors other than ideology: incorporating aspects of

past experience, expectations of the future and definitions of the

present which are rooted in structural factors. This framework

has provided me with a useful way of presenting material

concerning Social Interaction and Purdah Observance (Part II) and

behaviours relating to the bearing and rearing of children (Part

III). Here too this framework offers a way in which the women's

behaviour and experience in respect of both general and mental

illbeing can be understood from their own perspective. The

concluding chapter to this Part indicates how this is so, drawing

also on same of the material previously presented, thus reflecting

another fundamental orientation which is that health and illness,

and particularly mental health and illness can only be understood

fully within the context of an understanding of the womens lives.

This parallels Jocelyn Cornwell's approach (Cornwell 1984).

It will be seen that this Part brings together two areas of



data which were collected separately: data relating to general

heAlth and illness behaviours and data relating to mental well -

and ill-being. I do this because of a wish to relate the data in

both areas to a body of literature concerning Concepts of health

and illness and because the themes which emerged from my data in

respect of each area were markedly similar. In addition,

psychiatry is a branch of biomedicine in this country: this means

that, in practice, treatment paths to specialist psychiatric care

lie through general health services. litmen's experiences of these

services will therefore be relevant to their readiness to seek

help for other disorders; any complaints of a minor nature which

are seen by doctors to have a psychiatric basis will in fact be

treated by general health practitioners and seen by them as

'illness' if not by the women. The fact that data was sought

which related directly to unhappiness and mental state is,

however, a safeguard here, as I discussed these issues with women

in addition to and independently of asking about illness. In my

presentation I have not sought to integrate this data within

chapters until the concluding one: this enables the Concepts

which emerged to remain connnected to the discussions from which

they were drawn.

The retention of two main topics within this Part might be

seen as 'breaking up' the reporting of data relating to Concepts

of heAlth and illness. This data is introduced in the first

chapter concerning literature and then discussed as it arises;

firstly from the general health discussions and, later, after the

presentation of material concerning mental state. To break these

discussions up is no bad thing, however, since my focus is not

Concepts alone but health care behaviours and interactions.



Continuity in relation to material concerning Concepts is retained

by the use of a common series of headings in the chapters where

the focus is on Concepts. These headings relate to themes arising

from the literature and enable the reader to connect the different

areas of data with each other and with other writings.

My aim in the literature chapter is not to discuss other

writings in terms of the framework I am myself using or to seek a

synthesis of those works discussed. The studies referred to are

diverse in focus of attention, methodology and theoretical

assumptions: not all share my concern with Concepts as one of a

number of factors influencing behaviour. They have been selected,

however,' because they raise issues which seem of importance in

relation to my data. At the end of each section, therefore, I

draw out questions which might usefully be asked of my data in

respect of the Pathan women studied. These I attempt to answer in

the later relevant chapters. It is the answers and the emphases

which emerge from my work which have led me to find my own

framework a useful way of understanding respondent's behaviours.

The last chapter therefore draws the material of this Part

together; relating to each other the data in respect of general

health and illness and that concerning mental ill-being, and

relating my framework to the themes identified from the

literature.



Chapter Nineteen. The Literature Concerning Concepts of Health

and Illness: Same Maior Themes and Questions.

Reference has been made to the growing literature concerning

concepts of health and illness and the relevance of this to my

current concerns. These topics have been addressed by writers

from a variety of academic traditions: from social historians
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through sociallays-he-leg-4f and medical sociology to medical

anthropology and by a growing number of practitioners also.

Transcultural Psychiatry may be seen as a meeting point of

academic and practical interest: issues of cultural relativity

pose urgent questions for psychiatrists working overseas or with

minority ethnic patients. This challenge is not so acutely felt

by other doctors most of whom can ignore threats to the universal

applicability of their expertise. As an academic discipline,

Transcultural Psychiatry has been seen as one of the major

branches of medical anthropology (Helinan 1984: 141). my purpose

here is to identify themes in this literature which relate to my

data and questions which might usefully be asked of it.

I have already referred to some of these themes. For

example, chapter one started from the issue of differences between

lay and medical conceptualisations of health and illness (p.lf )

and went on a bit later to consider the extent to which these

should be seen as inevitably distinct and/or in conflict (p.14f ).

In addition, the issue of cultural and structural influences both

on concepts and on behaviours was there introduced as an important

one, and a number of references were made to the fact that

writings demonstrate differences in emphasis and perspective to

the extent that their theoretical understandings are not



necessarily campatible. In Chapter Six, the works of Jocelyn

Cornwell (1984) and Claudine Herzlich (1973) were referred to

because of their emphasis on the interactive nature of concepts of

health and illness - an emphasis that is relevant both to my

overall argument and framework and to the discussion of the

importance of the relationship (s) between the researcher and

those people studied. In this chapter, I will set these in the

context of the literature fram which they emerge.

1. Disease Health and Illness.

A distinction made by many authors (e.g. Eisenberg 1977,

Fabrega 1973, Field 1976; Heiman 1984; Kleinman 1977 and 1978) is

that between 'illness' and 'disease'. This distinction is now

commonly used within medical anthropology and medical sociology.

David Field defines the two terms thus:

'Disease' ...refers to a medical conception of pathological

abnormality which is indicated by a set of signs and

symptoms. 'Illness', on the other hand refers primarily to a

person's subjective experience of 'ill-health' and is

indicated by the person's feelings of pain, discomfort and

the like. ... to say that a person is ill implies that the

consequences of such a state transcend the merely biological

and physical consequences of organic malfunction and affect

his whole social life in important ways. (Field 1976: 334 -

335).

He goes on to explore the consequences of calling a person

'ill' and makes the point, made also by others, that a person can

have a disease without feeling ill or feel ill without having a

disease.



The diagnosis of the presence or absence of disease may or

may not be problematic. The 'set of signs and symptoms' are

investigated by various means. For the patient, it is the

doctor's pronouncement concerning the presence or absence of

'disease' that counts, often it will legitimise or not an illness

experience (see Cornwell 1984) and this legitimation has social

importance.

The bases on which health and illness are defined are more

various. An important distinction which has emerged from

empirical work is that between functional and existential

definitions. Thus, some people see health as the ability to do

certain things; illness is then often defined by whether or not

the person is able to work. Others see health as a state of

optimum being with various dimensions (physical, mental

spiritual). Alphonse d'Hbutaud (1981 and d'Houtaud and Field

1984) has explored these themes in respect of a large sample of

French people presenting for routine medical checks (the sample is

from this point of view not a general population sample) and has

found that age and social class seem to be factors which relate

to those different views, the tendency being for older and lower-

class people to define health in a functional way. Claudine

Herzlich's earlier work (1973) found that her tespondents saw

health and illness as factors of the relationship between the

individual and his/her way of life; some saw health as a state of

equilbruim, same as a reserve (like a capital asset which could

be used oup and needed to be maintained), and others as the absence

of illness (Herzlich 1973: 55f). She also found three main ways

in which illness was viewed: as destructive, as liberator and as

occupation (1973, Chapter 8). Her work has been developed and



used by other writers (e.g. Williams 1983; Pollock 1984; Pill and

Stott 1982 as well as d'Houtaud already mentioned), who have

identified social factors which coincide with these views of

health and illness in different social groups. Tx further

concepts have been distinguished by other writers. These are

'strength' (Williams 1983), which Scottish people distinguished

from health and 'disorder', which David Locker (1981)

distinguishes from illness.

We must therefore see how disorder and illness are defined by my

respondents. Intra-group comparisons on the basis of sex, age or

class will not be possible due to the small sample and its

relative homogeneity, but it will be of interest to see if themes

emerge from my data which bear a similarity to those relating to

other groups described in the literature and, if so, if we can

identify common cultural, religious or social factors.

2. Illness and Normality. 

A further distinction must be referred to at this point. It

is clear from the literature that what people find normal and

acceptable in terms of their own experience and behaviour (and

that of others) does not always coincide with the definition

either of disease or of illness. David Field discusses this issue

(1976: 336-7) as does Cecil Heiman in relation to both physical

and psychiatric disorders (1984: 70 and 142f). It also emerges

from Gilbert Lewis's work (1975: 1978) in which it seems to be

the absence of a particular cause which leads the Gnau people to

view certain diseases as acceptable and not requiring particular

precautions. I will return to the issue of causality below. The

important point here is that it is often the question of whether



or not illness is viewed as abnormal and/or unacceptable that

leads to the seeking of treatment (see Blaxter and Paterson 1982;

and Helman's discussion referring to other studies 1984: 70).

In respect of my data, therefore, I shall look, not only at

how illness is defined and (particularly in respect of mental ill-

being) how this relates to biomedical disease categories, but also

at whether or not suffering is viewed as a cause for action;

under what circumstances and what sort of action it leads to. Are

functional or causative notions important in deciding this?

3. The Distinction between Medical and Lay concepts.

Arthur Kleinman (1978) has suggested that illness may be

differently conceived in what he identifies as three arenas within

any 'health care system': the professional, the folk, and the

popular arenas. In respect of any particular illness episode,

therefore, the healer and the healed may have different

'Explanatory Models' (EMS) deriving from different arenas. These

arenas are seen as cultural subsystems. EMS may or may not be

compatable, leading to understanding or not in health care

encounters. Disease EMs are associated with the biomedical

perspective, to be found in the professional arena in most health

care systems. Arthur Kleinman's search for a theoretical

framework within which medical systems can be compared as cultural

systems seems to offer a useful way of drawing together the large

number of empirical contributions to this field of study. This

is, indeed, his purpose. I have difficulties with the model which

derive, I think, from its dual focus: on the individual encounter

and the EMS of individual participants on the one hand, and on a



postulated health care system (with its three arenas) which is

geographically specific as a whole and culturally homogeneous

overall. These two foci conflict at times. For my respondents as

potential patients, the three 'arenas' of their health care system

were not coterminous nor did they form a cultural whole. If the

focus was on the 'health care system' in the area in which they

lived, on the other hand, important parts of the respondents'

medical systems would be excluded.

In addition to my working difficulties with the model,

however, there are same fundamental issues which need to be

answered relating to the framework proposed. Firstly, are the

EMS of biomedical and lay people that distinct in practice? In

his empirical work, Cecil Heiman suggests that they are not, and

identifies a moving together of lay and medical perspectives. He

describes a process of interaction between these (1978). Jocelyn

Cornwell also finds both disease and illness concepts in the

accounts of her respondents and it is partly on this basis that

she sees this as implying a false dichotomy between lay and

medical. Her 'commonsense beliefs' incorporate medical as well as

popular understandings (Cornwell 1984: 118). As the process of

medicalisation progresses, is it helpful therefore, to have a

framework based on difference?

Secondly, same writers see an overall underlying structural

conflict between the three arenas such that they cannot be

considered within the same framework. (This is almost the opposite

view to the above.) Ronald Frankenberg represents this view in

his original criticism of Arthur Kleinman's paper (Thomas 1978).

Insofar as the three arenas are based on a structural division of

labour in society between healer and healed, there is, such

critics would argue, conflict built into this relationship which



is necessarily one of authority and differential power. Conflict

is not therefore a failure to communicate due to different sub,

culturally derived understandings (as Arthur Kleinman suggests)

but a process intrinsic to the system. There are powerful echoes

here of the criticisms made by black writers in respect of

culturalist explanations of racial conflict, in health care and

other areas (e.g. Sivanandan in Parekh 1974; Littlewood and

Lipsedge 1982).

Ronald Frankenberg is not the only author to see medicine as

an institution of social control and conflict as inevitable in the

meeting between doctors and patients. Jocelyn Cornwell reviews

such works and finds herself speaking of 'critics or sociologists'

(1984: 19) including writers such as Ivan Illich (1976) and

feminists such as Ehrenreich and English (1979) with the radical

sociological theorists who take this view. She sees such

champions of patients as in practice invalidating ordinary

people's views of health, illness and health services because

where people/patients do not see themselves as in conflict with

health workers, they are deemed to be suffering from a failure to

perceive their own real interests. This issue relates to women's

perceptions of themselves and to ethnic minorities also, both of

which are relevant to this study.

Jocelyn Cornwell's answer to the question of whether or not

there is an underlying structural conflict between Kleinman's

three arenas would therefore be negative, I suspect (she does not

refer to his work). Her reason would probably derive from the

point already made that these arenas are not in practice that

distinct - the views of her respondents incorporated professional

and popular understandings. Moreover, she identifies a complex



interweaving of interests on the part of health workers and

patients: interests that sometimes coincide. The theme of

interests is also identified by W. R. Arney in relation to two

histories of obstetrics. He sees a conjunction of interests

between both women and medical practitioners as part of a new

structure of power (Arney 1983).

My study started from an assumption concerning the difference

between lay and medical concepts of health and illness on the part

of my informants. In describing their views, therefore, I shall

be asking how far this assumption was true in this instance. I

shall also be looking to identify the respondents' Interests and

asking how compatible or not they are with those of the health

workers. In view of the fact that I accept that the medical

perspective is not unitary (this is particularly true within

psychiatry), I will need to clearly indicate what (or who) are

taken to be representative of it and, if possible and relevant,

what sorts of biomedical of psychiatric viewpoint(s) are thereby

represented. In respect of general health care and contact with

health workers, I will look at areas of conflict with the Pathan

respondents and explore the extent to which this seemed to derive

from different conceptual frameworks. Such differences as are

found might arise from lay/medical differences and/or cultural

differences and/or conflicts deriving from the power relations

either in the lay/medical relationship or in the black/white one.

These factors may be impossible to distinguish, but it is clear

from the literature that any or all may be present.

4. Factors influencing popular/lay concepts. 

I have already mentioned above, that class-related factors have



been shown by Alphonse d'Houtaud (1981) to be -important in

influencing lay concepts of heAlth and illness. Raisin Pill and

Nigel Stott (1982) have identified variations within a socio-

economic group which relate to level of formal education and home

ownership. For Joan Ablon's Samoan respondents, religious

factors, the supportive nature of their own community and a

powerless position within society are suggested as the factors

which determine illness behaviour (Ablon 1973). Jeremy Seabrook's

description of the ideas of Northamptonshire bootworkers in the

last century illustrates similar themes (Seabrook 1973).

In addition to these aspects of the group concerned, some

characteristics of the wider society have been shown to affect

concepts of health and illness at any point in time. The nature

of the health care system overall is one such factor;

specifically the availability of a service free at the point of

delivery (Heiman 1978; Blaxter and Paterson 1982, Stacey

forthcoming) and the wider associated existence of a welfare state

(Cornwell 1984) have been identified as influencing concepts of

members of that society. This difference is often identifiable in

different age groups within a population in which such a system

(e.g. the NHS in Britain ) has been introduced at a given point in

time. It will be of interest to see whether my respondents'

Concepts of health and illness seem to have been altered by the

recent move from a situation with poor health-care resources and

facilities (in Pakistan) to one with a wide-spread and

biomedically sophisticated system of health care services (in

Britain).

In looking for structural factors in my data, I will be

seeking to correct a tendency within the literature relating to



the health beliefs and practices of lay minority ethnic groups

which emphasises cultural factors. As stated in chapter one of

this thesis, such emphases tend to create a picture of exotic or

quaint customs and beliefs which relate to the country and culture

of origin and must either be tolerated and allowed for, or

challenged and changed. By showing the structural factors which

influence and sustain concepts and by demonstrating similarities

between the group interviewed and other, culturally different

groups (including some indigenous ones), this tendency will be

challenged, as it was in the data relating to interactions with

maternity and child health services in previous chapters.

5.	 Different Medical Perspectives: the Case of Transcultural 

Psychiatry. 

Early transcultural studies concentrated on looking for

universal symptom clusters across cultures . Arthur Kleinman

criticises these, calling them the	 'old transcultural

psychiatry'. Using the distinction already discussed between

'disease' and 'illness', he says that these studies have been

preoccupied with disease 'as an entity, as a thing to be

"discovered" in pure form under the layers of cultural camouflage'

(Kleinman 1977: 4). Disease, he says, is an explanatory model,

not a thing. Moreover, he claims that

Psychiatric categories are bound to the context of

professional psychiatric theory and practice in the West.

Psychiatry must learn from anthropology that culture does

more than shape illness as an experience; it shapes the very

way we conceive of illness (1977: 4).

He therefore suggests that a 'new cross-cultural psychiatry'



is emerging based on these understandings and uses examples of the

somatisation of depressive illness amongst Chinese people as an

example of the way in which culture can be seen to shape normative

and deviant behaviour.

Not all agree with Arthur Kleinman's assertions. Some

maintain, with K. Singer (1977), that we cannot assume 'as he does

without adequate evidence that Western psychiatric categories are

culture-specific'. However, a body of empirical work explores the

ways in which culture does influence lay perceptions of mental

illness, the symptoms they present and their very experience of

distress (see, for example, the volume edited by Marsella and

White 1982).

For other authors, it is structural and political factors

which have been ignored, rather than cultural ones. Thus Roland

Littlewood and Maurice Lipsedge (1982) review the early history of

psychiatry's search for comparative brain weights and behaviours

across races, in the context of colonialisim and Western

dominance. They see this trend of ignoring structural factors as

one which continues in many studies of the mental health of ethnic

minorities, including those which emphasise . the role of culture.

Thus, in another publication, Roland Littlewood comments that

even the culture - bound syndromes are perhaps less

determined by a particular culture alone than they are the

product of a cultural response to Western dominance including

the spread of biomedicine. (Littlewood 1985: 14).

It is not only within transcultural psychiatry that political

factors are stressed. A book edited by David Ingleby (1981)

brings together a number of different groups within 'critical

psychiatry' ( including the anti-psychiatrists such as R. D. Laing



and T. Szasz in the late 1960s), all of whom see mental illness

as a political issue, a response to the contradictions of society.

The fault of biomedicine is seen as being not just that it treats

disease as a thing but that it treats people as things. (Ingleby

1981: 13).

I have already spoken of the way in which transcultural

psychiatry in Britain has changed over the past ten years (pp.2f

above). Those most aware of racism and its effects tend to espouse

a critical approach to psychiatry and to stress structural

factors. Culturalist explanations are themselves often seen as

racist. Roland Littlewood's comments on a book by Philip Rack

(1982) are telling. He says that

Avoidance of a critical approach to psychiatry (which is seen

as an essentially neutral and culture-free reflection of the

natural world) leads Philip Rack to psychologise political

response (Littlewood 1983).

Nevertheless, Philip Rack's book is important as all his

critics allow (Littlewood 1983; Saifullah Khan 1984). In it he

outlines the widely used British psychiatric classificatory

system (Rack 1982: appendix 1, pp253-61), and also some of its

deficiencies, pointing out that even this System is not unitary,

depending on 'an untidy set of variables, phenomenological,

aetiological and even judgemental in its very definitions'

(p.260). The importance of his work is that it offers an

excellent way-in to many of these issues, starting from ground

familiar to health care workers.

The questions which underlie this debate within transcultural

psychiatry should be familiar from my discussion (above) of Arthur

Kleinman's framework for the analysis of medical systems as

cultural systems. .Would it be sufficient if Philip Rack had taken



psychiatric classification systems as culture - bound phenomena,

as particular EMS ? Or is the whole framework invalid because it

fails to take account of underlying structural inequalities and

political conflicts?

How do these issues relate to my data? Although I will not

attempt to resolve them at a theoretical level, they have clear

relevance. In chapter one I indicated my intention of drawing out

both structural and cultural variables: this review demonstrates

the importance of this. Despite my awareness of the different

approaches within both psychiatry and transcultural psychiatry, I

shall at times refer to 'psychiatry' and 'mental illness' as a

medical view, to contrast with the Pathan lay view that it is my

purpose to describe. When using other terms which are variously

used in the literature and represent different theoretical

perspectives I shall, to avoid ambiguity, follow them with a

reference to an author who uses this term in the way I mean it.

In practice, my concern is with the least differentiated of

psychiatric disorders and with the definition of normality.

The translation of meanings across cultures crystallises many

of the issues relating to the comparability of emotional states

cross-culturally. It is a topic which came to have central

importance in this study. It is the subject of a number of other

writings (e.g. Berry 1969; Leff 1973 and 1977; Oyebode 1985;

W.H.O. 1973; White and MArsella 1982). A central theme which

emerges is the question of whether the difficulties of translation

and the existence or not of comparable terms and meanings

invalidates such attempts. Answers clearly relate to the authors'

overall theoretical perspective in relation to the wider issues

just discussed. MY attempts to translate and use standardised



measures indeed showed up some of the assumptions on which they

were based, as we shall see. It revealed similarities and

differences between the biomedical and lay perspectives

investigated. This is the subject of Chapter Twenty-TWo, below.

6. Questions of Causality.

Causality is at the heart of the debate within psychiatry,

because if mental illness is 'a response to the contradictions of

our present society (Ingleby 1981: 13) it will possibly disappear

under an ideal (usually seen as truly socialist) social system.

Mbst theorists see the situation as more complex, however, seeing

mental illness as a continupm, although there are differences in

whether this continulm is seen to run between biological and

psychological or between biological and social variables (see

Littlewood's comment (1983) on Rack's approach). I will, however,

leave psychiatry mcmentarily to briefly consider some of the main

causative factors identified in studies of health and illness

generally and haw these might relate to my data.

Two themes run through the literature concerning causality:

the issue of the location of the causes of illness and that of

responsibility for becoming ill. In respect of the former, Cecil

Heiman identifies four possible sites of illness aetiology in lay

theories: the patient, the natural world, the social world and

the supernatural world (Heiman 1984: 75). Roisin Pill and Nigel

Stott's interest is, however, in responsibility for illness, and

they identify two groups of concepts of aetiology:

those which place the cause with the afflicted individual and

those which place it outside him. In the first group, the

individual is regarded as responsible for choices resulting



in sickness.., according to the second group of hypotheses

interpreting human sickness, the individual is considered

fated. (Pill and Stott 1982: 44 -45)

It is clear from the second sentence that 'cause' in the

first is used in the sense of responsibility rather than location,

and this is made clear later in their paper in which the actions

of the supernatural, spirits or ancestors (located outside the

sufferer) are causes for which responsibility may be with the

sufferer, while germs, hereditary factors etc. (located within the

body, although, in the case of germs, social in origin) are causes

for which the sufferer is not responsible.

In a sense which is not, entirely analogous to this

distinction between site and responsibility, Claudine Herzlich

refers to 'endogenous' and 'exogenous' types of explanation:

On the one hand, illness is endogenous in man, and the

individual carries it in embryo; the ideas of resistance to

disease, heredity and predisposition are here key concepts.

On the other hand, illness is thought of a exogenous: man is

naturally healthy, and illness is due to the action of an

evil will, a demon or sorcerer, noxious elements, emanatious

from the earth or microbes for example (Herzlich 1973: 19).

Amongst her respondents, she finds a bipolar classification

between the individual and the way of life in which the neither

one is either wholly healthy or wholly unhealthy. Responsibility

is seen to lie, not in becoming ill, but in loosing one's health.

Allan Young's concern is with systems of medical knowledge

and whether these can be characterised by the mode of explanation

dominant within them (1976). Further, he seeks to identify these

with particular cultures and forms of society. The two types of



belief systems which he identifies are therefore, different again.

Internalising and Externalising systems incorporate notions of

both location and responsibility for cause as well as the way in

which explanations are related (through narrative or through image

and analogy.) Although this analysis is of interest, particularly

in respect of the links made between the overall division of

labour in society (a structural consideration) and the types of

causal explanations employed , it is not directly relevant to my

data which concerns individual responses rather than total belief

systems.

Jocelyn Cornwell's work (1984) again comes closest to my awn.

She identifies three aspects in her respondents' causal

explanations:

location of the causal agent (place); whether or not the

condition could have been avoided (circumstances); and

whether or not the person who has the illness is responsible

for having it (blame) ; (Cornwell 1984: 150).

Of eight possible logical combinations, only four categories

were used by her respondents - she found that 'public accounts'

were preoccupied with notions of responsibility, while in 'private

accounts' there was a 'chain of causality'; a series of events

seen as leading to illness episodes many of which might be

avoidable. These included social factors such as poor housing and

unemployment over which the individual had little control, as well

as individual choices and actions.

In my data, I shall look at the explanations given by women

for both general heAlth and illness and for excessive unhappiness,

for episodes of mental illness and for such deviant behaviours as

might be seen by psychiatrists as symptoms of mental illness. The

issue of responsibility for both cause and behaviour emerges as



important. Jocelyn Cornwell's identification of social factors in

causality brings me back to a study which informed my early

interest in this study: George Brown and Tirril Harris's classic

study of the Social Origins of Depression (1978). As indicated

earlier, issues of aetiology have been seen by some as so

fundamental to the definition of mental illness that they

critically affect the existing psychiatric classifications and

understandings. Brown and Harris review the various arguments but

decide to stick with the existing psychiatric classifications of

depression; they do , however, develop measures to be used for

sufferers not in treatment. They develop a model in which life

events and difficulties are seen as provoking agents, but they

also identify four protective and vulnerability factors which

affect the outcome. These are the presence or absence of a

confiding relationship; whether or not the woman was employed;

the early loss of mother; and the presence of three or more

children under 14 years at home.

It could be argued that the social situation of my

respondents is so dissimilar that these factors do not apply: we

know that none worked outside the home and most had three or more

young children at home. Moreover, all had recently experienced

the major life event of migration. Diana Hull has reviewed the

literature relating to the effects of migration on health

generally finding this to be ambiguous (1979). For a consideration

of the relation between migration and mental illness see Hitch

(1975).

In terms of mental health, migration entails adaptation to a

different environment, and this can be viewed as a major life

event, whether or not it is seen as linked to the development of



illness. Whatever the differences between my respondents and

those studied by George Brown and Tirril Harris, it will be of

interest to look in general terms at the losses and difficulties
•

which my respondents report, particularly any which seem akin to

those identified in their Camberwell study.



Chapter Twenty. General Illness: Treatment Options.

It was easier to ask women about what they did when they or

their families were ill than about health and illness in abstract,

although this data did emerge. The accounts of treatment -

seeking behaviour show us which services and actions were, for the

women interviewed, Options in respect of illness, although, as we

shall see, the forms in which they were used by respondents made

them a different sort of service to that which was envisaged. The

women's Options are not, therefore, the same as the range of
ckncl

services on offer since notions of acceptable behaviouridifferent

Concepts of illness both limit and extend the range of 'services'

in their case. This chapter is arranged according to the

treatment Options mentioned by respondents. The last section of

it presents data concerning complaints in respect of which the

various Options were seen to have failed. Some non--Options also

emerge by default: there was no reference to use of homeopathic

cures, acupuncture, or private biomedicial treatment. The latter

was presumably excluded on financial grounds, although this was

not explored and it is possible that families were not aware that

this possibility exists in Britain together with the NHS.

Treatment by hakims was also not sought by those interviewed; in

view of the recent interest in the use of these healers by Asian

communities in Britain (Asian 1979) the reasons for this were

explored, and are presented with material concerning treatment

from religious healers.



1. The General Practitioner (GP),

Mark Johnson and Malcam Cross (1983) have studied use of

primary health care facilities in a survey of over two thousand

households (of white, Afro-Carribean and Asian descent) in the

West Midlands. In respect of GP services, two contradictory myths

prevail concerning ethnic minorities: that they fail to use the

services 'properly' and/or that they make 'excessive' demands.

Their survey demonstrated that Asians were both more likely to

have visited their GP and to have visited more frequently.

However, the white - Asian differential eroded or was reversed

when numbers of children were taken account of and also a tendency

of white respondents to make greater use of hospital out-patient

and emergency clinics. The 'excess' usage of GPs by Asians did

not seem unreasonable in terms of need. Three-quarters of Asians

were registered with a practice including (or made up of) Asian

doctors and the authors say that their data suggests that for a

large number this was a deliberate choice to minimise language

difficulties.

All families of the women I interviewed were in close contact

with their GPs. As Table (xiii) shows, all but one were

registered with a practice of Asian GPs in the centre of the

city. These doctors did not speak Pukhtu - indeed there was, at

the time of study, no employee of the Health Service in Bradford

who did - but they did speak Urdu. Thus the reason for their

popularity as GPs for the Pathan families seemed to be that it

enabled the husband to communicate with the doctor. In all but

six instances, the women did not themselves go to the doctor. A

seventh , went sometimes. One of these seven was the single case of

a woman whose doctor was female, four of them were cases where the

women themselves could not speak Urdu anyway and could therefore

not communicate directly with the doctor. Only two, therefore,
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themselves went to the doctor and could communicate with him

directly when they got there. There is a paradox in so far as,

apart from these two, it was the very women who could speak

nothing but Pukhtu ( and therefore could not communicate directly

with the doctor) who did attend his surgery in person. The reason

for this paradox lies in the coincidence of the two factors

involved here - language and purdah observance. The women who

spoke only Pukhtu were those from the North-West Frontier proper,

not the Chhachh district of Attock. These women observed purdah 

strictly but less rigidly then did their Pathan sisters (not

always recognised by them as true Pathans) from the areas over the

river Indus. This subcultural difference was described in Chapter

Ten (2.A). The group from Chhachh district is larger, fairly close

knit and, in Bradford, very concerned to maintain appearances and

fearful of gossip. None of them saw it as proper for the women

to attend the doctor's surgery except in extreme circumstances.

Thus language problems - the mast frequently cited reason for

difficulty in health care situations - were not the reason why

women were not treated in person by their GPs. Only one woman

said she did not go due to her own inability to communicate with

the doctor - this was one (No.2) who went for her own problems but

felt it was no help for her to be there with the children as her

husband or sister spoke Urdu, which she did not. Thus they would

report the problems even if she went too.

The reason why women did not go in person to the doctor was

not therefore language, but observance of purdah. Only one woman

claimed that purdah should be maintained from the doctor himself -

one other explicitly said this was not the case and a number

admitted that there would be less embarrassment with either an



English male doctor or a woman doctor (whatever her race as long

as she was sympathetic). Internal examinations by a man were

mentioned by some as a problem. However, most saw the

difficulties not in the doctor himself but in the men who would be

present in his waiting room. It was from their friends' and co-

villagers' husbands that they must be hidden - and since they all

used the same practice of doctors (due to their husbands' lack of

spoken English) this prevented the women from going. It was a

women only (zenana) place that was needed, not merely or even

mainly a woman doctor, although presumably the husband was a

necessary chaperone if his wife were to be seen by a male doctor

and thus the only way to achieve a women- only place would be for

the doctor to be female too. Such a doctor would have to be able

to speak Pukhtu or have a Pukhtu-speaking interpreter available as

four of the seventeen women spoke no other language and were

dependent on their husbands to interpret for them, although this

did leave thirteen who could have communicated with an Urdu-

speaking female doctor had there been a women-only surgery time.

It is interesting that the General Practice to which Mary

Whitelock was attached in Woking sets aside one afternoon a week

for women and children patients only (Whitelock 1984). She does

not state whether men are excluded from the waiting room at this

time.

The solution of the communication problem (either through

provision of interpreters or by the women learning Urdu) would

not therefore bring more women to the doctor's surgery. However,

there was a language issue that would have solved the problem.

Several women said that if they knew English, they could go to
o.r)
'English doctor. The purdah issue would then be resolved as they

would not all be registered with the same doctor, and fellow



Pathans in the waiting room would be a rarity. There would also

be less embarrasment with the doctor himself were he not an Asian.

Several women expressed a wish to be seen by an English doctor as

they were felt to be better.

The women's views about their doctors varied. Two took a

religious view that healing is God's job anyway - one did not

approve of taking a lot of medication for this reason, another

said medicines could help but prayer was the most important

thing. Most were grateful to their GPs. for their understanding

of the fact that purdah prevented them coming in person to the

surgery. There was considerable praise for the doctors involved

for this reason - 'he does whatever we ask', 'he will come to the

home if necessary', 'he understands that we can't come'. Three

felt that their doctors were 'no good' anyway - mainly because

they did not examine the patient fully or seem to pay much

attention to them. 'In Pakistan you pay for it but they really

go into it.' Mbst recognised the drawbacks of treatment by proxy

and gave examples of it - some felt tired of asking their husbands

to keep going for them and also that their husbands were fed up

with it. Those husbands I spoke with about the research

emphasised the need for their wives to learn English, so that they

could take responsibility for their own health care and that of

the children. The need for the husband's presence created

practical problems - in terms of time off work - and there was

also the feeling that this was 'women's work' even though it was

located in the public domain. It would be acceptable for the

women to move out to obtain health care if circumstances allowed

them to do so effectively and modestly.

The services of the General Practitioner can be seen, in the



terms of my framework therefore, as an Option on the part of

respondents but one which was limited by their own norms of

behaviour. On the one hand there was the importance of treatment,

and on the other, the importance of religious observance and

maintaining correct behaviour. We will see later that Concepts

of health and illness were not such as to override such

limitation. It would be wrong, however, to see the arrangement of

services as somehow 'given' and 'neutral' and the women's

behaviour as the factor limiting Options for themselves. Services

and the way in which they are arranged reflect societal

assumptions concerning social structure: for example, Health

Visitors are predominantly women and work 'normal' daytime hours

reflecting the assumption that those with the care of young

children and/or the old will be women who can expected to be home

in the daytime. Although true for my respondents, this is

increasingly less true for all sections of the British population.

In Pakistan, separate areas are routinely provided for men and

women to wait in hospital and doctors' surgeries: this is

considered a normal facet of service delivery. It should be

noted, however, that the respondents themselves completely

accepted the N.H.S. arrangements and preferred to modify their

receipt of health care rather than their purdah observance in

respect of routine health care for themselves. They were full of

praise for the doctors who accepted their choice in this.

2. The Child Health Clinic.

The study by Mark Johnson and Malcom Cross (1983) suggests

that the two services of the Child Health Clinic and immunisations

(often, but not always carried out at these clinics) are well used



by ethnic minorities, 'and that if anything ethnic minority uptake

of immunisation is as good as or better than that of working class

white families living in the same areas.' Mary Whitelock's much

smaller study, confined to Asian Muslims shows that reasons given

for attending the Child Health Clinic were as follows:

To see the doctor:

For immunisation:

For Health Visitor advice:

To weigh baby:

To buy milk/vitamins:

32% of replies

21% of replies

14% of replies

29% of replies

4% of replies (Whitelock 1984)

In respect of my respondents, there was a greater tendency

for women to go in person to the health clinic than to the doctor.

Four women who did not go to the doctor went to the clinic. One

said that this was because it was all ladies there anyway. The

presenoe- of a female Urdu speaking interpreter or Health Visitor

was seen as an advantage. One said that she went rather than her

husband because there would be a need to undress the baby - not a

man's role. Even so, there were a number who did not go; in some

cases the husband took the child, in others no comment was made

about how immunisations were handled. Generally the Clinic was

visited when an appointment card came. Two saw it as a place for

check-ups, tests and injections - most associated it with

injections. None saw it as a place to seek advice about infant

care - one was surprised when I suggested she took a problem she

had with infant feeding to the clinic. She thought an appointment

was always needed, although she knew the day. One had once gone

to seek advice for herself as a friend said it was for women's

problems too, but had been advised to see her GP so felt it was

useless. A number said there was no point in asking about a sick



child at the clinic; 'they will only send us to our own doctor

anyway, better to go there first'. However, as the woman would

not herself go to the GP, there did seem to be more scope for the

clinic to encourage women to bring their children's problems there

and then themselves act as referral agent to the GP even if the

husband still had to go to obtain a prescription. In this way the

mothers' difficulties would be better represented. This then, was

an area where there seemed to be potential for this service to be

extended to form an enlarged Option for these women. The relative

responsibilities of the General Practitioner and the Community

Physicians are complicated and controversial, however, rooted in

the history of the N.H.S. and in the various power relations

between doctors therein (Davies 1984).

3. The Health Visitor.

Both Jane Schofield (1981) and Mary Whitelock (1984) see

considerable scope for the role of the Health Visitor with Asian,

particularly Muslim, women and young children. MY study confirmed

this although respondents stressed the importance of the

relationship established and of the Health Visitor's attitude to

them and to their expertise. All but three spontaneously

mentioned the Health Visitor and all who did so spoke warmly of

her. Although they did not tend to see the Clinic as a place to

go for advice, they did see it as proper to ask their Health

Visitor and clearly did so. This is similar to Mary Whitelock's

(1984) finding that Muslim mothers expected advice on baby care

from the health visitor. The importance of this contact cannot be

overemphasised, especially where the Health Visitor spoke Urdu or

Punjabi as did one to some extent - or could use an interpreter.



In two instances however, women desperately needed help - one

could not ask her Health Visitor because her husband was always

present - the other might have done so had there been an

interpreter present, had her husband happened to be out and had

there not been a change of personnel which meant that it was a

while since the Health Visitor had called.

The use of husbands as interpreters in the home (many were

unemployed) seemed to be undesirable. Whenever it was mentioned

women had been prevented from speaking of quite severe

difficulties or felt unable to resist the joint pressure of

husband and health worker and state their own position. Such

pressure rarely resulted in advice being taken up, however. In two

instances the difficulty was that the husband would not permit

discussion by his wife of matters that were a great burden to her.

One of these issues was abortion, the other her own depression.

In two others, the husband expressed condemnation of his wife's

'village ways' and ignorance, siding with the Health Visitor in

issues that made little sense to the women.

Generally, however, the women were ready to learn new ways

from the Health Visitor and praised methods of child-rearing that

were not familiar but seemed to work. This was apparent in their

eagerness to know about infant feeding and their enthusiasm

concerning toilet training. It was not the women's ignorance but

their intelligence that led to their refusal to adapt or abandon

certain habits. They sought to understand the reason for such

changes in terms that made sense to them. Not all put forward by

health workers did. The sorts of reasons that made sense tended

to be personal and practical rather than scientific and abstract.

Fundamental was the woman's trust in the health worker involved.



Was she a sympathetic, nice person? Was she friendly, capable of

having a joke with them? Did she seem to want to help, to respect

the mother's experience of childcare and of her own children? Did

she try to understand and make herself understood? The importance

of the personal element needs emphasising. Like health workers,

the researchers were also assessed by the wain on personal not

professional grounds. Once the worker had established this, the

difficult task of discussing controversial matters could start.

Such areas of conflict usually reflected differences in the

Concepts of the lay respondents and their health workers or

differences in their respective Interests. The use of surma, a

paste which is frequently lead based and is applied to childrens

eyes, is one example. Medical anxieties concerning this practice

are reflected in the fact that a DHSS leaflet (1983) has been

produced in six languages warning of the dangers. These dangers

are not apparent to mothers who have been familiar with this

practice and not seen it to have harmful effects and for wham

cultural and religious reasons for its use (enhancing the appear-

ance of the child and use of a holy substance) predominate. Use

of alcohol or smoking cigarettes are perhaps the most analagous

common English practices with some potential dangers. It is

seldom pointed out that the considerable literature relating to

health education in these matters has not needed to be translated

into six Asian languages. Fasting during pregnancy and the

apparent lack of developmental toys are similar areas of conflict

which have already been discussed in Part III (Chapters Fourteen

and Seventeen respectively).



4. Hospital Services.

The women's own experiences of hospital services tended to

derive mainly from their own experiences of antenatal care, and of

delivery, which have been discussed in Part III.

In addition to this, eight of the seventeen focus respondent

mothers had experience of a child under 5 years in hospital in

Britain. Thus ten of a total of 68 children in the current care

of these women had been hosptalised. Most were local and mothers

had visited daily. One was in Sheffield and the mother visited

regularly. One of the children had died in hospital. Most

expressed positive views about the treatment received - two

mothers had become so upset by the child's condition and their

separation from the child they stopped visiting regularly - one

was advised to stop by the hospital, the other by her husband. In

both cases the husband took over the role of primary visitor.

These mothers saw their distress as having upset themselves and

the child unnecessarily, but did not seem to feel guilty about

this. There was an apparent lack of a norm of keeping a 'stiff

upper lip' in such circumstances. Mbst were happy about the

arrangements for visiting, though in some cases the care of other

children at home prevented visiting as frequently or for as long

as was allowed.

In this area, two examples of conflict with health workers

were particularly striking. The first was the woman who wished to

dress her dying baby in clothes sent by relatives from Pakistan in

order to photograph the Child. This request was refused and seen

as completely unreasonable by nurses. It is not possible to say

whether or not it represented a danger to the baby but the manner



in which the matter was dealt with illustrated clearly the

different Interests of health workers and mother. Their readiness

to see her request as ridiculous was possibly also based in the

expert-medical/ lay-patient relationship and in the white health

worker/black parent one. This child had, in fact, recovered.

The second was an instance where a family who visited a child

in hospital from a distance were encouraged to claim travel

expenses by social workers on the basis that the child's father

was unemployed. Although they agreed to do so, the grandfather

explained to me that to do so would have been shameful and would

have represented an abdication of responsibility for the child on

the part of the family. Here we can see clearly a conflict

between underlying Concepts of familial and state responsibility

for health care and its financial consequences.

5. Religious and other 'folk' healers.

There has recently been much attention focussed on the use of

alternative healers by ethnic minorities. Mbhammed Aslam's (1979)

work on hakims was based in Bradford and he has demonstrated that

such workers practise in the city. Mary Whitelock also reports

that there is a practising hakim in Woking (Whitelock 1984: 11).

As shown by Table (xiv), of the focus respondents in this study,

five refused completely to comment when asked about the use of

either a hakim or a malwi at times of sickness. All others said

they had never seen a hakim, two saying they didn't know what we

meant, one unsure whether there were any in Bradford. Mbst said

that they did not use them in Pakistan either, usually because a

senior male member of the family said they were 'no good'. Only

one woman said that she was not sure whether her husband had



Respondent Number 	 Hakim	 Malwi	 Other

1	 No	 No,	 although sister talked
re.use of tarwiz for
psychiatric problems

2) ) forbidden	
Not

No	 in Pakistan for epilepticby
)fits in children

3	 No) F and - F-=in-law in
)	 Eng.

4

5	 No	 No	 only God can help if we
pray to him.

6 )
complete refusal to respond

7

8	 No	 No	 only go to doctor

9

10

dai

11	 No	 Yes	 Tarwiz from Malwi or
Pakistan for child
crying in fear at
night

12	 No	 No	 "people don't do this
here"

13	 No ? are there	 No	 Tarwiz is "gunah"(sfn
ary here	 Faith should be in God

not in Malwi or tarwiz.

14	 No - don't know	 Yes	 Tarwiz from local
if Husband	 Malwi (a villager) or
has	 Pakistan for children

crying without reason

15 No, nor Husband Yes local Malwi and visit-
ing one in Bolton for
tarwiz for child with
eye swelling

16	 No	 Yes	 Tarwiz for children	 Masseuse

17	 No, no good	 No

Table ociv)	 The Use of Alternative Facilities in Sickness 



visited a hakim, although she had not done so herself.

Of course, the women would themselves be unlikely to visit a

hakim in person (although they might have had medicines brought

for them) as his shop would be even fuller of other Asian men than

the doctor's waiting roam. Most of the women strongly asserted

their use of their own doctor.

Seeking advice from a malwi was somewhat different. Two

women stated strongly that faith should be put in God, not in

malwis, saints and shrines or tarwiz (the holy woras Whidh are

made into an amulet to be worn round the neck of the sufferer).

To make tarwiz was seen by these women as sinful. However, four

women did seek such amulets - all for the children, two for crying

and fearfulness particularly at night, one for an eye condition

for which the child was also undergoing concurrent hospital

treatment, and one just 'for the children' without a specific

instance stated. Yet another additional respondent discussed with

a friend the use of tarwl z for psychiatric problems in adults.

The local malwi had been approached by the husband for help. Two

women mentioned sending to relatives in Pakistan for tarwiz made

in the village and one had consulted a visiting malwi in Bolton.

One case retold to me in some detail was of one 9pondent who

would not visit a hakim, but was involved in an ongoing way with

religious beliefs and practitioners, despite a certain private

laxity concerning other practices (such as regular prayer).

Frightened by dreams of an impending death in the family, this

woman sent gifts to her father to ask a local saint (p_LE) in

Pakistan to say prayers for herself and her family. She was

convinced of the predictive nature of this occurance. Sadly, her

beliefs were later justified in the death of her four-year-old



son. It was very apparent from this account that the women had a

fundamental belief in the spiritual dimension in respect of life,

illness and death, and that she readily turned to Pakistan and to

healers there when in distress or need. The pdr consulted had been

known for his healing skills.

The effect of the women's reliance on religious healers on

their use of health services is a topic of some interest to health

workers. It was clear from the statements of all respondents that

none of these practices in any way detracted from their seeking

help through their General Practitioners. There were, however, a

few examples of same influence on women's persistence in pursuing

a matter with their General Practitioner when religious healers

had been reassuring. Most striking was the case of a woman who

had consulted a malwi when in Pakistan concerning epileptic fits

in her child - he had made a tarwiz and also predicted that they

would cease before the age of seven. This prognosis had proved

correct and was relied on by the mother in respect of a similar

problem with subsequent twins born in Britain. Unfortunately the

General Practitioner had been unhelpful when consulted about this

through the husband (who had perhaps not stated the case very

strongly) and although the woman was under , severe stress dealing

with these toddlers and trying to follow the doctor's advice 'not

to upset them' lest this provoke a fit, the problem was not taken

up very strongly, partly because her previous experience and the

helpful advice from the malwi reassured her of a similar happy

outcome.

In Bradford, although the hakim and malwi are the workers

frequently thought of as possibly providing alternative or

additional health care for ethnic minorities outside the N.H.S.,

they are of course men and not personally accessible to women in



purdah.  There are, however , female 'experts' within the domestic

domain. Those mentioned, although in each case only by one

respondent, were the local midwife (dai) and the masseuse. In the

latter case one woman recommended a lady with special expertise in

'rubbing' to whom the respondent subsequently went for her help

with a painful shoulder which she had had treated by such a person

when it had happened previously in Pakistan. In the former, a

respondent referred to having once obtained same medicine from a

woman with experience of such matters in order to abort the child

she had been carrying. Most women, however, denied seeking the

advice of older women in matters of sickness and firmly stated

their total reliance on the official health service;

6.	 Illnesses for Which Treatment was not Sought, or where

Options were Ineffective.

Many women mentioned various periodic aches and pains and

headaches. Period pains were also common. Mbst dealt with these

by taking anadin or aspirin, sometimes lying down if the children

and husband permitted, but otherwise treating them as a part of

normal life, rarely seeking treatment for them from their doctors.

I was often told 'we do not have time to be ill'. Illness was

seen to be a major event, from which flu, coughs, colds and

headaches were excluded so that wumen would say 'I have not been

ill myself at all'. Thee was an implication that coughs and

colds, aches and pains were everyday occurrences in face of which

work had to go on more or less undisturbed - to rank as an

'illness' and thus by association a cause for not doing one's

work, the condition had to be more severe than this. There are



links here with Helman's description of older patients in

Middlesex for whom the treatment of a , cold was their own

responsibility and less likely to mobilise a caring community

around the patient than a fever (Heiman 1978: 177) and d'Houtaud's

(1978) work in which the manual workers think of health in terms

of the ability to work; links too with Jocelyn Cornwell's

description of the way in which public accounts stressed good

health (Cornwell 1984: 127), and with Rory Williams' accounts

from elderly people in Scotland (1983).

As Table (xv) shows, six of the women had long standing

health complaints in respect of which treatment had not been

sought or for which it appeared ineffective. This raises two

issues: of treatment being precluded by the lack of an acceptable

Option (where treatment was not sought) and of possible underlying

psychiatric disorder (where treatment was ineffective).

One woman had been reluctant to seek treatment for herself

since the problem was a 'woman's one' and she feared the shame of

examination by a male doctor. The others were under the treatment

of their doctor - one was seen by other women to be

hypochondriacal - she was always complaining of health problems

and seemed to enjoy taking medicine. I suggested to a relative

that unhappiness might be a reason for her behaviour, but this

was denied and the woman said firmly - 'she is just like that' and

elaborated on the effects of her behaviour in causing other family

members to pay her some attention and to do her work (cf

COrnwell's account of Nellie Davies (Cornwell 1984: 125-6)). The

woman -concerned frequently complained of neglect by other family

members. One other found medication helped a little. The other

three felt that treatment had been no help. In one case, the

woman's complaints seemed to me to have a definite psychiatric
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basis being linked with both her mother's death and the birth of a

child. The woman herself made these links, sometimes seeing her

'illness' as the cause of her worries and sometimes her worries as

the cause of her illness. The mild tranquiliser prescribed by

proxy for her seemed to me to be inadequate in dealing with what I

saw as a quite severe depression. The complaints of the other two

women were not so easy to understand, although the woman who

claimed to have been 'ill' since migration was undoubtedly under

great stress, physically run down and unhappy. Her sister

complained of a blocked nose for which she sought in vain for a

satisfactory explanation. She found her doctor unhelpful in his

refusal to agree to an X-ray. She did not otherwise appear to be

unhappy or under particular strain.

7. Womens' perceptions of Health Workers. 

A very mixed picture of nurses emerges from the study

generally with two extremes. At one was the nurse who cried with

the mother when her baby died, the ones who loved the child

hospitalised for his first ten months and who cared for him 'like

a mother', and all those who took time to understand, comfort and

admire and make a fuss of the women's children. Joking requests

to keep a child by staff were seen as the ultimate compliment and

retold to friends. At the other extreme, the nurses who laughed

at them, ignored them, rebuffed them and shouted and swore at

them. Contacts with health workers were long remembered, good and

bad. The frequent use of family metaphors to describe good care

accords both with Whitelock's findings concerning women's

perceptions of the Health Visitor, a large number (75%) seeing her



as a substitute for family (although the same women also saw her

in other roles in addition) and with Bikhu Parekh's observations

that Indians have two categories of relationship - family and

outsiders, and try where possible to explain relationships in

close family terms, which then determine expectations of mutual

behaviour (Parekh 1974).

These contacts with health workers might be the only contacts

women had with English people. Health workers therefore bear a

great responsibility for the impression that these women get of

English society. The women are only too well aware of the racist

attitudes of such groups as The National Front. Their personal

experience in hospital can serve to convince them that these are

minority views or confirm them as general. The things looked for

were not intellectual or difficult. They were not such things as

detailed awareness of strange practices and customs or language.

Wdmen did not even look for success in communication. They did,

however, notice whether or not people tried and whether or not

they seemed to care.

Two other specific experience of prejudice should be

mentioned. Many women spoke of the interpreter in the hospital

clinic who sought bribes of gifts from them to ensure that their

views were fully and accurately conveyed to the doctor. None was

prepared to make a formal complaint either individually or through

me. It was clear that it was only one individual and that other

interpreters encountered did their their job honestly. Some women

had challenged the person concerned and condemned her behaviour.

All knew that this was not acceptable practice in Britain, however

much of it goes on in Pakistan. For many women it was a struggle

even to get to the clinic, as I have shown; to encounter such

behaviour when there was the last straw. This raises the



important issue of the power that the interpreter has.

• The other experience of prejudice was on the part of some

(but not all) Asian junior hospital doctors who declined to speak

to women in Urdu. This raises a status issue. Many doctors from

overseas struggle against great odds to achieve their

qualifications. Even then, they are not fully accepted within the

Health Service, often ending up in unattractive specialities such

as geriatrics and psychiatry. They are often designated to work

with immigrant patients - also seen by colleagues as of low

status. Many of these patients are in fact of quite different

cultural background to their own. When there is a matching, same

use this opportunity to help the patients in their experiences of

racism within the health service. Others do the opposite, passing

on to their patients their own experiences of prejudice and

racism, - insisting on speaking English to emphasise their

superiority and equality with white colleagues. Although this

work is concerned with the views of the patients, who found such

behaviour when they met it very hurtful, it does need to be set in

the context of the doctor's own experiences.



Chapter Twenty-One. Concepts of Health and Illness.

The last chapter presented data relating to the Options for

health care which came out of discussion with respondents

concerning their illness behaviour. From the same discussions, it

is also possible to draw accounts of health and illness which

relate to the themes and issues which were identified in Chapter

Nineteen from the literature concerning Concepts of health and

illness.

1. Disease Health and Illness.

Women spoke of a whole range of states in which they felt

themselves to be less than normally healthy as 'illness'.

Generally, darkening of colour, weakness, weight loss and

tiredness as well as specific symptoms, such as headaches or other

bodily aches and pains, were seen as indicators of ill health.

Examples of this were a baby who was vomiting who was said to have

become thin and dark in colour. The same was said of a young boy

with leukaemia. A comparison was made with their previous state

when both had been 'good fat babies'. One woman who was seen to

have gone darker in face colour was asked if she were pregnant;

another woman was tired, not gaining weight and lacking in

strength. Her husband compared her condition with that of another

mother at the child health clinic who had, like his wife, given

birth to twins but had nevertheless regained strength and put on

weight. Despite the emphasis on putting on weight as healthy, a

tendency to gain excessive weight was also seen as undesirable,



although not in itself an indication of ill-health. It might

however become a cause of future illness.

What was of major importance for women was not, however, how

they felt, but whether or not this rendered them unable to fulfill

their various obligations within the family. Many therefore

claimed never to have been ill. Others used the word illness in

terms of how they felt but said nevertheless that 'whether we are

well or ill, we do our work'. Thus the overall indication of

(serious) illness was the inability to work. There is a clear

parallel here with Alphonse d'Houtaud's findings (1981).

In terms of the identification of disease by their doctors,

there was some indication that doctors also assessed the

seriousness of a complaint by its social effects as well as the

reported symptoms. If the patient were not present it is indeed

hard to assess it in any other way. Thus the person presenting

the symptoms would be asked if their wife or mother were still

doing their work around the house before the doctor diagnosed and

prescribed for her (see also Rack 1982:110 for an example of a

typical doctor - patient interaction which emphasises this

definition of illness as social disfunction).

2. Illness and Normality.

Both health and illness were viewed by those interviewed as

inevitable and normal states. Same might see this as a result of

having been reared in a country with poor medical facilities. In

Britain, with improvements in the technological possibilities of

conquering disease, there has been a growing tendency for all

sections of the population to see illness as alien and

conquerable. However, the move to Britain had not, for those whom



I interviewed, changed their view that, even in such advantageous

medical circumstances, illness was both normal and natural.

Religious beliefs sustained this view. It was on a religious

basis that women argued that both health and illness were given by

God and were, in a sense, irrelevant. Illness was not seen as

punishment by God, any more than health was a reward. Either and

both are one's fate (kismat).

As in same other studies described in the literature (see

Heiman 1984: 84f for a discussion of work relating to the reasons

for consulting a doctor or not), the factor of whether or not the

'illness' interfered with daily activities was often the basis on

which the women decided whether or not to seek treatment for

themselves. Just because illness was seen as inevitable, this did

not mean that it was desirable or viewed with complacancy. The

acceptance of one's fate is often described as fatalism which has

a negative connotation of apathy. This was not the case with the

women interviewed. Many wished to be treated effectively for

their disorders. However, the important thing is to maintain

faith in God and obedience to him, whatever the circumstances.

Correct behaviour in face of adversity is therefore often of more

importance than the adversity itself. Thus although women wanted

effective treatment for their disorders, the maintenance of purdah

- an expression of their faith - was not something to be lightly

discarded for this or any other purpose.

3. The Distinction between Medical and Lay Concepts.

Differences between lay and medical concepts emerge most

clearly from the accounts of interactions with health workers and



the areas of conflict described. Some such areas of conflict were

apparent in respect of same matters of child-rearing and aspects

of behaviours in pregnancy, both of which were the subject of

previous chapters (Seventeen and Fourteen, above).

The fact that women did not all go in person to their GP

might be seen as reflecting underlying differences in the way

illness and disease are conceptualised. This did not in fact seem

to be the case. The biomedicial emphasis on investigation of

physical symptoms was shared by the women. Indeed, they often

complained that doctors in Britain were not thorough enough in

this respect, and they sought X-rays and blood tests as a way of

exploring their disorders fully, being critical of doctors who did

not authorise such investigations.

Thus it was not, in this respect, a conceptual conflict that

primarily underlay the women's illness behaviour. This contrasts

with the situation in respect of pregnancy, where concepts were

dissimilar, but many of the women complied despite this. In

respect of general health and illness where the symptoms did not

disrupt the women's work, it was not a difference in Concepts so

much as difference in Interests which seemed to inform behaviour.

The women's Interests in Purdah Observance overrode their

Interests in treatment on many occasions. The conflict concerned

mode of service delivery rather than treatment per se. Both

patients and doctors suffered in different ways from this lack of

fit. Women realised that they had less adequate treatment due to

the choice they made not to attend in person. For doctors, there

was presumably a conflict between, on the one hand, their own

training and professional standards, which maintain the importance

(rooted in concepts of biomedicine) of examining the patient; and

on the other their awareness of, and respect for, the women's



customs together with a wish to respond to their medical need; a

cambination which led these doctors to modify their usual

professional practice.

Comparing my findings with others in the literature, there is

some evidence of the influence of structural factors on

interactions between the warn and health workers . The fact that

the clash between service provision and their own ideals of

behaviour led them to accept a lower level of service rather than

to press for change is evidence, perhaps, of their felt

powerlessness in face of services. As we have seen, doctors too

adapted, although the overall system did not. In this it is,

however, probably significant that the doctors concerned shared

the racial background and same of the cultural values of their

patients, and therefore were more prepared to modify their

practice to accomodate them. This is in contrast to those Asian

junior hospital doctors, who often refused to make a much lesser

concession by speaking Urdu with the women in antenatal clinics.

White nurses were sometimes superior, at other times 'like

sisters'; same were prepared to modify hospital rules and their

own behaviour, others were not. The study was not set up to

explore whether this tendency was more marked with black than with

white patients, although a number of examples did seem related to

race and cultural factors. What this study points to is the

assumptions underlying the mode of service delivery; it also

shows how much difference individual efforts to be friendly could

make to the women's perceptions of health care. This is not to

'psychologise' structural inequalities. Rather it is to stress

the importance of both personal factors and structural and polit-

ical factors in respect of health care interactions.



In general, it was felt that health services in England were

better than in Pakistan. Relatives might be encouraged to come

for treatment here, and residents visiting Pakistan temporarily

would return prematurely to deal with health problems. In respect

of a subnormal child, medicines obtained in Pakistan had been

found to be of lesser strength, while facilities for training were

virtually non-existent. However, it was generally the medication

and technology here that was superior - for example, incubators

for underweight babies. There was some protest that customs, for

example in relation to infant feeding and care, are quite adequate

in Pakistan and not life-threatening. Moreover, considerations of

health care had to be taken in the context of consideration of

other family obligations. Thus there was discussion of whether

young children should be taken to Pakistan to visit. The changes

of diet and climate involved were recognised to be potentially

dangerous for a young child, and a number of babies had had to be

admitted to hospital on the family's return to Britain. However,

other factors also had to be considered. Thus one family with an

epileptic child had been advised against taking her on a visit to

Pakistan but had gone nevertheless as the mother's father was

dying. The child had suffered since treatment there was not as

good as in Britain, but the mother saw her father before he died.

The same family currently felt unable to visit relatives in

Pakistan due to the child's condition and need for treatment here,

even though they wanted to do so. There is clearly a difference

between merely wanting to go and the obligation to be with a dying

parent. . As with mothers in this country (Graham: 1979) it was a

conflict of responsibilities that might lead to a family putting

one child's health in jeopardy, rather than an attitude of

irresponsibility.



Several respondents compared the way injections are given in

England and in Pakistan - we were told that here they throw them

straight, not sideaways and slowly as in Pakistan. Factors such

as the use of disposable syringes were mentioned - 'oh our poor

Pakistan, they don't have so much money to throw things away'.

Although it was felt by many that doctors here are not as

attentive as in Pakistan, there was criticism of doctors in

Pakistan too - 'they give you one big injection and a bottle of

medicine and only afterwards ask what is wrong'. The tate was

told of a woman who drank all of the medicine in one go. Others

asked what happened. Nothing, was the reply, it was half water

anyway. This was greeted with roars of laughter. So too was the

tale of the woman who went to the doctor and was given a

prescription which she made into a tarwiz, put round her neck and

returning to the doctor she said she felt fine now following his

treatment. This tale seems to me to contain elements of several

attitudes - laughter at the stupidity of the patient with wham

they identified and at the efforts of both medical and religious

healers and the ultimate irrelevance of all of them. For behind

the high regard in which British medical services and doctors were

undeniably held, there was a certain scepticism concerning the

attempts of any intermediate agent - medical or religious - to

divert the purpose of Almighty God. A scepticism too about the

reality of illness which could be 'cured' in such a way.

4. Factors influencing the women's concepts.

Concepts of hpAlth and illness emerged from this study which

bear a marked similarity to those described by Joan Ablon (1973).



Like the Samoans on the West Coast of America, Concepts of

endurance in face of suffering could be seen to derive fram

factors such as religious beliefs in which fatalism was a strong

element, a supportive social network (although this was less true

for some of my respondents than for others) a low social position

as immigrants and, in the case of my respondents, as women in a

sex-segregated society. There was for both groups a lack of any

sense of power to alter either circumstances or outcome. This led

to a consequent lack of attempts to do so. Similar themes emerge

from Jeremy Seabrook's account of Northamptonshire bootworkers in

the last 50-100 years (Seabrook 1973).

The importance of good health, the reasons for this (enabling

them to look after home and children: to 'work') and the fact

that it is a matter of fate or of God's will, are all parallelled

in work by Jenny Donovan describing the views of people of Asian

and Afro-Carribean descent living in Britain (Donovan 1983).

Temperature and thinness were also found to be indicators of ill

health in the Asian groups she studied.

Jocelyn Cornwell's work (1984) also provides many parallels.

Particularly striking is the emphasis on correct behaviour in face

of illness and on continuing to work whenever possible. As with

my respondents, 'work' meant care of the children and the home and

one can hear echoes of the East End women's accounts in the Pathan

women's protests that they would feed their children and husbands

even on their death bed. As women in the domestic domain,

schedules might be modified where possible to accomodate sickness,

and seeking treatment would be delayed in respect of their own

health, often only justified when others were affected by the

woman's ill health rather than by her own suffering.

Similarities in the results of these studies should alert us



to the danger of seeking 'cultural' explanations alone for

conceptual differences. Joan Ablon's respondents were Samoans

living in America, of a fundamental Christian belief. Jocelyn

Cornwell's were East-Enders, not immigrants (with fixed prejudices

in respect of those who were) and did not profess to be religious

(although they claimed same supernatural point of reference for

same of their convictions) while my respondents were Pakistani

Muslim immigrants in Britain. The social situation of these

people had more in common than their culture. Of course it can be

rightly argued that the studies are not strictly comparable on

grounds of very different methodologies. However themes emerge

which are strikingly similar.

There are differences, however, and these are also

illustrative. Although Jocelyn Cornwell found a belief in 'one's

lot in life', she is careful to distinguish this from fatalism

(p.168-9). Part of her argument is a salutary reminder of the

inapproprialriess of this notion or of many of its negative

correlations. In respect of her own respondents, she says that

It is not helpful to describe the people in the study as

fatalistic simply because many of them said that they believe

in fate, if it means overlooking the premium they themselves

attach to taking the initiative in relation to health

problems which is part of their approach to life as a whole

(Cornwell 1984: 169).

Her respondents had 'hard-earned lives' and similarly 'hard -

earned health'. In public accounts of health and illness, 'good

health' was a morally worthy state, and illness was discreditable

(p.127).

Although her respondents had a similar attitude to mine in



respect of those they saw as malingerers (her Nellie Davies had a

sister in my Kareemo Bibi) and although there was a parallel

belief in the importance of correct behaviour in face of illness

and in not complaining, there were differences in the extent to

which a person was seen as responsible for ill health and

therefore to which it was seen as discreditable. My respondents

were more thoroughly fatalistic than Cornwell' S. Here the

religious justification for, and grounding of, their beliefs may

be apparent. The Pathan women laid little or no emphasis on

personal responsibility for illness. Even in the case of Kareemo

Bibi, she was seen as responsible, not for her illness, but for

behaving as if she were ill when she in fact was not. Both health

and illness were one's fate, given by God. With Jocelyn Cornwell,

I would however, query the negative correlations of the term

'fatalism'. Used in the West, this is set in a context of belief

in the positive nature of individual initiative. In the different

Asian context, the notion has positive connotations of acceptance

and trust.

Cornwell describes the basic elements of her respondents'

public accounts as

the acceptance of an unequal, hierarchial and largely

immutable 'natural order of things' and the emphasis on

right-mindedness, cheerfulness and positive-thinking as the

one contribution the individual can make towards improving

his or her own lot in life (Cornwell 1984: 170).

Much of this applies to my respondents, with a basic

difference: the overall aim was not for them, to improve one's lot

in life but to maintain proper relations with God and with one's

fellows. Social and spiritual life were emphasised over

individual aspects.



Alphonse d'Houtaud and Mark Field (forthcoming) also identify

'fatalistic' and 'voluntaristic' themes in their French study,

linking these to variables of age and class. As we have seen,

'fatalism' is itself a complex notion which involves more than one

dimension: it can be about who is responsible for the illness or

about responsibility for behaviour in face of it, or both. We

must be careful when using this notion, therefore.

5. Different Medical Perspectives.

This issue is less relevant in respect of general health and

illness than in respect of mental ill-being, below. Undoubtedly

those health workers met by the women will have had different

viewpoints; I did not, however, set out to investigate this and

therefore have to take 'the biomedical view' as given and uniform

noting only those individual differences in treatment of them by

health workers which were remarked on by the women, and which may

or may not have reflected more fundamental differences in outlook

on the part of those involved.

6. Questions of Causality.

Women would often discuss the various reasons for their own

ill-health. The four sites of causation discussed in Chapter

Nineteen 6 could be identified in their discussions.

In respect of factors located within the individual, heredity

and disposition were often mentioned. Thus in the case of weight

gain, some women were seen to have a tendency to obesity, taking

after a mother or aunt. Another woman's own character was seen to



be at fault in her hypochondriasis.

The social world was also identified by women through the

belief in the power of the evil-eye (nazar) through which good

fortune could be destroyed by another person's jealousy of it.

Thus it was seen as everyone's responsibility not to flaunt their

own good health or fortune. (Cbmpare Jeremy Seabrook's account of

the power of certain individuals to 'overlook' and destroy others

1973: 47). See also belief in the power of other women's voices

to dry a mother's milk (above; chapter seventeen).

The natural world was often a cause of ill health. One woman

explained her hair loss in relation to change of weather, water

and shampoo on migration, although others related this to a folk

belief that a woman's hair falls when her baby is growing and

beginning to notice things. (There may be a nutritional reason

for this association in a country where babies are breast fed a

long time and the mother's health deteriorates as the child

requires more of her.) The weather was frequently cited as a

cause of illness: this was particularly remarked on in the

context of migration. I was told that: 'we get more ill here, it

is not good for us here', due to the fact that women do not get

out and sit in the sun. This confinement to the home was also

blamed for obesity - 'we don't get any exercise, just sit around

and go to each other's houses and drink tea and eat'. The

suggestion that they might diet was ridiculed and I was told very

firmly that 'we eat what we like'.

Food was generally seen to be good for you - I admitted to

missing meals and was scolded as lack of food leads to tiredness

and inability to work. There were also detailed beliefs about the

effects of hot and cold foods - this belief system was not

documented as part of this project, as reference was made only



occasionally to such matters, but for discussion of the

understanding of this in the sub-continent generally see Henley

(1980). Alcohol was referred to by one woven as a source of

strength and the probable reason why a white mother of twins was

healthier than she. Whether this idea is widespread I'm not sure,

it certainly has little relevance for the women's own health, as

consumption of alcohol is absolutely forbidden on religious

grounds. Sudden changes of temperature were often seen as the

reasons for illness particularly in children, and mothers took

care to protect young children from such changes.

A pain in a shoulder was attributed to the way the person

slept on one side, due to the presence of young children in bed.

Some conditions were seen as themselves having certain effects -

thus teething was connected with diarrhoea, one mother remarking

that it . seemed in one of her children to be associated with

vomiting instead. cancer was discussed a fair amount - no

causatory factors were suggested but it was seen to be 'that sort

of thing that keeps coming somewhere else' if not stopped. Thus

a woman who had had a lump on her arm which was not operated would

probably not now have a lump on her chest had the first one been

removed; another had had a breast removed and was now all right -

yet another had died following three operations to remove a lump -

on the chest, in another site and finally on the leg.

The supernatural world offered an overriding and preemptive

source of all things however. Ultimately it was God who was the

cause of illness as of health, but any of the various factors

mentioned might bring on an illness and care should be taken not

to expose oneself to uressary risks. Factors in the causation

were also seen by some to be important insofar as an illness stood



same chance of being treated if the cause were known but not

otherwise, although the most orthodox would claim that prayer was

the only effective treatment, since only God could heal.

In terms of responsibility for illness, most hereditary

factors were not seen to be controllable. The woman who

complained continually was blamed, but for her behaviour not for

any supposed illnesses. This would seem to imply that while

dispositional factors and heredity can lead to illness they need

not lead inevitably to 'bad behaviour'. There was an element of

responsibility in the theories located in the social world insofar

as it was seen as a person's responsibility to behave modestly and

not to arouse jealousy in others. In respect of environmental

factors, the responsibility was for staying healthy rather than

becoming ill. There was an implicit notion of a 'reserve of

health' (Herzlich 1973) which must be maintained by proper

clothing and precautions, especially in the case of children.

The preoccupation of my respondents was similar to that of

Jocelyn Cornwell's, therefore. Just as the public accounts of her

respondents were preoccupied by notions of responsibility, so were

those of Pathan women I interviewed. Although responsibility was

the important issue, it was not open to discussion or negotiation.

It was moreover, responsibility for behaviour during illness

rather than for becoming ill that mattered, and this was something

for which every individual was held responsible to some degree,

whatever the nature of their illness. Maintenance of social

relations was of more importance than individual suffering, which

was accepted as inevitable to some degree, depending on the will

of Allah.



Chapter Twenty-. Assessments of Mental State,

I turn now to the data which emerged from the study

concerning mental state. In the case of Concepts of general

health and illness, the women's understandings became apparent

through their accounts of treatment - seeking behaviours. In

respect of mental or emotional ill-being, none were receiving

specialist treatment and only one identified her physical

disorders with unhappiness. In Chapter Twenty-three below, I will

describe the Concepts of mental well-/and ill-being which emerged

from their accounts overall. Some of this data is drawn fram

discussions concerning general life satisfactions and

frustrations. The richest source of data in respect of this

topic was however the discussions which arose from my use of the

psychological test scales with women, and it is these that I

describe in this chapter.

My aim in the assessment of mental state was to explore the

extent of distress which was not identified as illness and also to

shed some light on the issue of whether seclusion amongst Asain

women was leading to depression (as understood in a biomedical

framework) which was going untreated.

1. The Bases of Assessment: Medical and Lay EMs.

Three main methods of assessment were used: the women's own

self-assessment, our assessment as research workers, and two

psychological test scales. Some factors of possible aetiological

significance were noted: the degree of social isolation of each

woman (based on the woman's own felt isolation combined with her



reported visits or lack of them within the previous few weeks) and

the long standing health complaints already described.

It was my intention by these means to arrive at assessments

with two main bases; an orthodox psychiatric model and a lay

Pathan Model. These would correspond to Explanatory Models as

described by Arthur Kleinman (1978). I spoke in chapter nineteen

of the fact that the 'medical model' is not unitary and of the

consequent need to indicate what I am taking as representative

of it. I therefore preface this description of the data which

emerged from the assessments with same indication of the nature of

the Explanatory Models which were operationlised (in the case of

the test items used) and which emerged (in the case of the views

of respondents).

My definition of the orthodox psychiatric model is pragmatic

and tautologous. It is that system of thought which is

operationalised in the tests used. In the case of the General

Health Questionnaire this is described as 'psychiatric disorder'.

The questionnaire is concerned with 'two major classes of

phenomena: inability to continue to carry out one's normal

"healthy" functions, and the appearance of new phenomena of a

distressing nature' (Goldberg 1978: 5). It is a measure of the

'least differentiated level of psychiatric illness', which

includes 'a tendency to develop various minor somatic symptoms,

and changes in certain outwardly observance social behaviours'

(p.6). Although it attempts to focus on breaks in normal function,

it measures 'the most normal of all the classes' (p.6). The fact

that this measure is designed to detect the least differentiated

level of psychiatric illness means that the theory underlying it

is consistent with those of psychiatrists from many diverse

traditions (Goldberg 1978: 6).



The Langner 22 item scale poses more of a problem. Reviewing

the titles of papers reporting the use of the scale, Lauren Seiler

finds eight types of descriptions of what is being measured;

terms used are 'psychiatric', 'psychological','psycho,

pathological! 'emotional adjustment', 'emotional disturbance',

'mental health', 'mental illness' and 'stress'. Within these

decriptions, authors speak of 'symptoms', 'disorders' or

'disturbance'. Lauren Seiler himself suggests that it consists of

two sub-scales, measuring psychological stress and physiological

malaise (Seiler 1973). Since most of these terms would fall

within a model of the least differentiated level of psychiatric

illness, these differentiations need not concern us much here.

There is same question as to the adequacy of current

screening measures such as these for the study of non-psychotic

disturbance in the community. Paul Williams and his colleagues

have reviewed these measures in a paper (1980) in which they call

-or other models of case definition which encompass personality

and social functioning as well as psychiatric symptomatology.

My use of these tests was however based upon the fact that

they had been validated in a study bearing close resemblance to my

own: the assessment of psychological disturbance amongst Asian

immigrants in Britian (Cochrane, Hashmi and Stopes-Roe 1977).

Following my study, the GHQ 30 item scale was used by Nott and

Cutts (1982) in a community survey of postpartum women and found

to be a useful measure of probable disturbance in this context

with an adjusted threshold score to allow for the fact of certain

items which are 'normal' with a young baby: disturbed sleep and

restriction of movement. This raises an issue of considerable

importance to which I shall return in the discussion: the



question of whether mental illness is to be understood as an

absolute condition or in relation to the 'normal'. Almost every

account of the use of these 'objective' measures gives evidence of

'tinkering with' the items or the scores when these do not accord

with same criterion of importance in the mind of the user. I

myself have done this. These tinkerings reflect subtle ongoing

adjustments which conceal discontinuities in the use of a measure

with different groups of people. Since the General Health

Questionnaire aims to detect breaks in normal functioning, this is

perhaps reasonable. I will argue that it reflects a tendency (to

be seen in society generally) for what is normal to be viewed as,

by definition, acceptable.

Both the tests used were devised in the West: the Langner

scale in America, the General Health Questionnaire in Britain;

they rest on the comparison of 'normal' people in these countries

with those diagnosed by psychiatrists as mentally ill. I will

argue that they embody an essentially Western view of normality

not shared by my Pathan respondents. Neither claims to be

reliable in assessing the individual and both are intended to be

self-administered. In my study, it is unfortunate that the small

number of women who consented to respond to the tests means that

no reasonable measure of the level of morbidity within the sample

can be derived from them. (It had been my intention to use the

tests with a larger number of women.) The scores are presented

for each individual however, alongside the other assessments made.

This is for interest only. It is indeed remarkable in view of the

disparity between their intended use and their presentation in

this context that the scores obtained by one individual on both

scales indicates a disturbance that was borne out in both our

assessment and her own.



In this study the main value of the use of these measures has

not been in their yielding of rates or their assessment of

individuals but in the fact that they have provided us with a

basis - in the form of a number of items considered by

psychiatrist:s here to be relevant in the assessment of mental

state - for discussion of this with respondents.

The assessment of the research team combines two

perspectives, one of which (my own) is in line with this orthodox

psychiatric model underpinning the tests. (My background as a

Psychiatric Social Worker was mentioned in Chapter One.) The

other bears more similarity to the Pathan model insofar as Fatima

Khan, research assistant, represents a lay Pathan viewpoint.

The Pathan model will be described in some detail later. It

is important at this stage, however, to describe how the questions

concerning distress were phrased in view of the fact that they

were intended to reflect an Explanatory Mbdel which had yet to be

discovered. This was quite a problem. It was important to use

familiar concepts. It is interesting that Arthur Kleinman (1978)

points to the need for 'a new research terminology' to explore

popular concepts, and cites Zola's (1972) use of 'trouble'. I

have heard Dr Murray Parkes speak at a conference (Transcultural

Psychiatry Conference, London 1982 ) of 'end of tether'

behaviour. In respect of Pathan concepts, my experience in

Pakistan had familiarised me with same key terms such as

sadness/unhappiness/anger (one word-hafghan), worry, thought (fikr

and soch). I knew of no equivalent words for stress or

nervousness. In terms of the sites of possible disorder, I knew

that people spoke of illnesses of the 'heart' to designate

emotional disorder, or of the 'brain ' to designate disorders of



thinking or madness. Another word for madness (pagal) was

familiar to me, but I wanted to avoid this term because I felt

that it would be associated with bizarre and extreme behaviour

rather than with more familiar disorders. I was looking for

indicators of when people were unduly unhappy or worried or when

they felt that unhappiness or worry had made than 'ill'. I had

the opportunity to check out my own observations in respect of

terminology with the two Pathan people who helped me to translate

the psychological scales used; Fatima Khan and Dilshad Khan. My

focus was intentionally on understanding normal behaviours and

reactions and how people coped with these and haw they recognised

and reacted when these reactions became abnormal. My most usual

approach was to ask about unhappiness (hafghan) and unhappiness -

illness (hafqhani bemari).

2. Results of Assessment.

A. The Existence of Illness/Disease.

Table (xvi) summarises the various assessments of individual

focus respondents.

i) The Momen t s Self-Assessments. All the women referred to

periods of unhappiness which were seen as a part of normal life.

These had some direct cause and were temporary. Some also

referred to temporary periods of unhappiness or restlessness which

seemed without direct reason but just came from time to time.

These too were temporary and considered a part of normal life.

Some spoke of more severe periods of depression, thus one said she

had been unhappy for three years when she first came. Another

said she was unhappy for four or five months 'at first'. The

period was a specific one and the cure in both cases had been



Isolation

13

14

15

16

17

6

7

8*

9

10

11

12

1

2

3

4

5

Unhappy at present
following a move,
otherwise not.

Recurring periods of
unhappiness

No

Sees herself as ill
and unhappy

Recurring but short
periods of unhappiness,
.mainly not

No

No

NO

Not at present, unhappy
at first 3 years

No

Sees herself as ill and
unhappy

Recurring periods of
unhappiness, but well
coped with

On and off, temporarily
better now

Nd.

Not usually

Not now, was 4-5 months
at first

At times, but copes well

-

Table (xvi)	 Assessment of Mental State

Mentally Disturbed
Respondent
Number

Self
Assessment

Research
Team's

Assessment

Test Scores

Langner

Long-
standing
MedicoLl

apnqpinksGHQ

No 6 0 Yes None

At times 3 o- Yes Yes

No 3 1+ Yes Yes

Yes No Yes

No 6 1 No None

No No None

No No None

No 5 6 No None

No 3 0 Yes None

No No None

Yes 10 12 No Yes

No 4 1+ No None

No 8 3 No Yes

No o No None

No Yes None

No No None

No 1 No Yes

*Pregnant with high blood pressure at time of questioning.
+reflects practical temporary circumstance.

3asa_



'getting used to it'. Another woman felt she was just coming out

of a bad patch and had been 'better since Raman'. In all but two

cases such periods of unhappiness did not interfere with their

work. As we saw in the last chapter, the ability to continue to

work was for most women a criteria in defining illness. Many of

those who were most ready to speak of periods of unhappiness were

indeed those we felt to be the most secure overall and the most

able to deal constructively with such matters, by reliance on

friends and family. The5e were those with scores that were

between the two suggested cut-off points on the Langner scale.

They were well supported by friends and/or husband and had adapted

to a norm which included periods of unhappiness and took it in
°-

their stride. TWo women, however, saw themselves as sevely

unhappy and also ill in a way that related to this.

ii) The Research Workers' Assessment. This inevitably reflected

to some extent the women's own view of themselves, since a

professional assess/Lent takes as its starting point what the

person themself has to say about their own state. Thus it is not

surprising to find that we considered those two women who

described themselves as distressed to be the most depressed in our

view too. However, other women did speak of quite severe periods

of unhappiness - one said she was unhappy at present. So what

else were we looking for? Like the women themselves, the issue of

ability to continue to work was important. Many women s poke of

unhappiness but had clean, tidy houses and children. Their own

manner and appearance was also important. Fatima Khan

particularly was impressed by one woman's tearfulness and the

other's dishevelled appearance and 'odd' behaviour. The opinion

of their neighbours was a factor - both the women whom we



considered distressed were rejected by network members although

social interaction continued. They were the only two women of

wham others spoke badly (and remarkably freely as we were

initially strangers). This is of course a factor which is at once

an indication of distress, a causative factor and an outcome of

it. But insofar as it reflects the ability to successfully

maintain social relations (an important part of a Pathan woman's

'job' see Part II) it can be seen as a failure to maintain her

obligations. The women concerned did not see it this way,

however, blaming others for their unkindness toward them.

Specific classic symtamatology was also present, the one woman had

a sleep problem with early morning waking and loss of appetite,

the other was difficult to speak with, failing to answer questions

directly and making seemingly erratic leaps from one topic to

another in a way that seemed to border on speech disorder. Other

women, although clearly unhappy from time to time, did not mention

or exhibit such symptoms.

iii) The Test Scores. Four respondents refused to complete the

tests - in two cases this was not specifically because of the

nature of the scales. In these two cases contact was broken off

before all areas could be covered with the respondents concerned

and the test scales, which were usually done when we had known the

respondents for some while and built up a relationship with them,

were amongst the topics not covered. The two others continued to

receive us cordially but refused to go through the questionaires.

Although a reason for this was sought, none was given.

The General Health Questionnaire was scored using the GHQ

scoring method (Goldberg 1978) - thus one point was scored for

each item to which a negative response was given, however strongly

negative, and none for either a positive or normal answer.



A number of the positive responses were indicative more of

practical temporary circumstances than of mental state - for

example, in three instances the presence of a very young baby

prevented the mother going out as much as usual (G.H.Q item 5).

These are noted. If these are excluded, the number of respondents

with no negative responses to the GHQ becomes nine. Further,

respondent 8 was heavily pregnant with high blood pressure ( for

which she was subsequently admitted to hospital) at the time of

questioning. She attributed three of her negative responses on

the Langner scale and two of those on the General Health

Questionnaire to her condition. These were questions relating to

weakness, hot flushes, restlessness and sleep difficulties and her

assessment of causality seemed reasonable. This would reduce her

scores to 2 and 4 respectively on the Langner and GHQ scales.Thble

(xvii) Shows the scores arranged in order of the score on the

Langner scale with these adjustments noted and cut off points and

th.esh,J1d scores indicated. In respect of the Langner scale, the

threshold scores used are between three and four symptoms (the

most commonly used cut off point) and between nine and ten

(suggested by Manis et al 1963).

With one exception it can be seen that although there is an

overall congruence between the scores on the two scales, the

scores on the Langner scale are higher, with six respondents

(after the adjustment in the one case discussed above) scoring

over the lower of the two suggested cut off points. However,

Seiler and Summers (1974) have suggested that the Langner scale

in fact incorporates two scales, one indicating physiological

malaise and the other psychological stress. The items on the

scale can be allocated to one of these two categories. When this



Table (xvii)	 Respondents' scores on Langner and GHQ test scales 

To show congruences, adjustments and threshhold scores. Also the
scores on the Langner scale when divided into somatic and
psychological components.

Respondent
Number

Individual
scores on the
Langner scale

Individual ccores on
the Langner scale

divided into

Somatic and Psychological

Individual
scores on
the GHQ 30-
item scale

components

16 0 0 0 0

15 0 0 0 0

14 -.',-... 0 0 0

8 2	 (adjusted . .
score)

1 1 4 (adjusted
score)

2 J 0 3 0
_

3 3 1 2 0 (adjusted
score)

9 3 2 1 0.
*

12 4 2 2 0 (adjusted
score)

1 6 2 4 0

5 6 2 4 1

17 7 4 3 0	 (adjusted
score)

13 8• 4 4 3
*

+
11 10 6 4 12

* Cut off
points
suggested at
3/4 and 9/10

+ 4/5
threshhold
suggested
score

308 a..



is done, the scores of respondents are as shown on Table (xvii).

This is of same interest here because the point is often made that

Asian patients report their distress in somatic rather than

psychological terms. Thus it could be that the General Health

Questionnaire, using items of a psychological and behavioural

rather than somatic nature fails to 'pick up' some distress

amongst Asians, although early users (Goldberg and Blackwell 1970)

of the 60 item GHQ found that it did alert doctors to patients

presenting somatically (in this instance not Asians). However, in

the present study, even when the Langner scores are broken down as

Seiler and Summers suggest, none of the respondents' scores would

be reduced to zero by the exclusion of somatic items - indeed,

for four, the psychological symptoms predominated over

physiological malaise symptoms, for three the reverse is true and

for three the two types of symptom are equally balanced. Little

can be concluded therefore from such a breakdown, at least where

the sample is so small.

B. Causative Factors.

I turn now to a consideration of the women's accounts of

causality in respect of those women seen as ill. While there was

some agreement between the various assessment methods in respect

of which women were identified as disturbed, there was less

consensus between those involved i.e. the women themselves, their

female kin and neighbourhood group members, and ourselves, in

respect of the reasons for their distress. Before I consider

these three sets of accounts, I will consider the factor of

isolation.

i) Isolation. Isolation is considered here because of the

suggestions made by some writers that isolation caused by the

seclusion of women living in purdah in this country may lead to



depression. As this was one of the starting points for this

study, it is important to say something about the relationship

between these factors, and the effects of isolation on mental

state. I have already shown (Part II above) that the women

observing strictest purdah are not necessarily the most isolated.

Isolation is determined not only by the degree of seclusion but

also by the presence or absence in the immediate locality of a

female network within which visiting is permitted and/or

encouraged. I now turn to look at whether isolation leads to

depression.

The five shown in Table (xvi) as considering themselves to be

isolated were the only ones of the total 46 respondents who

described themselves thus. (Additional respondents were, by

definition, not isolated as they were those women who were met in

the house of a focus respondent.) As can be seen from the Table,

there was no correlation between isolation and high test scores -

in fact, rather the opposite. Those women seen by themselves and

the research team as mentally distressed were not isolated, and

those who were isolated were not seen by themselves or us to be

distressed, with one possible exception. Two made an association

between isolation and distress, however, one seeing her present

temporary unhappiness in a new neighbourhood as partly due to

lack of company her own age, and another attributing her initial

period of depression in this country to her feeling of having been

shut in. The one woman who was both isolated and had recurring

periods . of unhappiness which we saw as quite serious was not

isolated due to purdah but due to lack of kin or fellow villagers

close enough to visit. She did seem to be much brighter when some

family visited from another part of the country and very much



enjoyed the company provided by our visits. Thus although there

may be a connection between isolation and depression, this was not

marked overall. The most isolated women had, in fact, come to

accept this. And the most mentally distressed women were

certainly not isolated - on the contrary, they were members of

active local female networks and interacted frequently with other

women. They might, nevertheless, be unsupported, and in fact

were.

ii) The Accounts of the Sufferers Themselves. Both had a mother

who had died in Pakistan since they themselves had been in this

country and both had been unable to return either to see her

before death or for the burial or to mourn with their kin. Both

said that thinking about this made them unhappy and that excessive

thinking had affected their brain.

Both were second wives and this had given rise to other

matters which they saw as underlying their unhappiness. The one

was married to a much older man and was constantly anxious about

his health and fearful lest he should die. This was a realistic

fear based on her precarious social position that would follow

his death. She had previously been widowed by a former husband,

but this had been in Pakistan where she was with her own kin.

Here she was amongst his family who did not care for her and made

no secret of this. Her own children were too young to be much

support for her in the event of his early death. Their financial

situation was also very poor and his children by this previous

marriage did not contribute to their income as the woman concerned

saw appropriate. If so little was done for them now when he was

alive, how much less would be done for them after his death?

The other woman had married a man with five children and

immediately had two of her own. The work involved was enormous



and in great contrast to the life of ease she had been used to as

a rather spoilt young woman at home. She herself spoke of it this

way, explaining haw her parents had done everything for her and

her siblings. Her husband was hard on her and although she did

not criticise him, she saw his expectations of her as unrealistic

and was constantly under attack for her supposed neglect of the

children or the house. She missed her own kin very keenly and

compared her situation with that of his previous wife whose own

kin lived nearby and had given her a lot of practical help. She

also admitted to being 'simple' herself.

Both women came close to blaming those who had arranged these

marriages for them - the brothers of one, parents of the other -

but saw the decisions as having been completely reasonable. Both

spoke of the reluctance with which those responsible had made them

as if to absolve those they loved from their own criticism for

their actions. Both saw their situation as their fate (kismat)

and so beyond a certain poin,, accepted it totally. Neither had

any other viable option.

Both saw themselves as physically ill, and said that all

would be well if they were not, although one did see her illnesses

as partly the result of her unhappiness. She wanted to get better

at her work so that the children would not complain of her to

their father and he would not be angry with her. Neither wished

for any outside intervention, although one wished that the

medication (a minor tranquiliser) were more effective in dealing

with her 'illness'.

iii) Peer Views of Causation. Members of the two networks involved

- both close knit ones - did not see the women as either unhappy

or ill, but as causing their own problems. Their personalities



were blamed for their complaining ways. Both women were seen as a

nuisance and/or objects of fun. Their situations were not seen by

others to be unusual and so their unhappiness was not accepted in

the way in which their own was within the group. While other

women saw the support of friends as an important factor preventing

their own breakdown in face of difficulties, they explicitly

withheld such support from these women (for example by pretending

to be out when they called) and then blamed the women themselves

for both their own failure to cope and for bringing about their

own social rejection. It has to be noted that in both cases, the

women in the network, who seemed in all other respects to be

responsible and concerned about others, had been very close to the

previous wife. In one case this had been the other woman's own

mother, in the other a close friend. Both second wives were seen

as poor replacements.

Another possible reason for their rejection is that in view

of the other women's own struggle to cope, they were quick to

condemn any who did not succeed. Failure was too close to their

own fears and so had to be rejected in order to maintain mastery

themselves.

iv) An Outside View. In one of the two cases, the depression had

followed the birth of a child, and I felt that this might have

acted as a trigger if not given a physiological basis for the

problem. The social situation of both women was sufficiently

stressful that there were ample factors which may have contributed

to causation, including all those described by the women

themselves as well as their overt rejection by other network

members. What was surprising was not in fact that they were

depressed but that they had not broken down more completely. Both

continued to cope with housework and children most of the time.



Although both the women theffiselves, and their fellow network

members, gave personal reasons - such as personalities, lack of

sympathy from husband - or specific situational ones - such as the

number of children, death of mother etc. - for their distress,

there were clearly structural reasons which made the whole set-up

a 'no-win' situation for the women involved, whatever their

personalities or the extenuating additional circumstances.

It would be hard for even the most sweet-tempered, sociable person

to enter a social situation that was already established but

completely new to her and win over all those who were initially

suspicious of her, not even complaining about the difficulties of

adjustment. Marriage to a widower is not a desirable prospect;

there is usually some reason why a better match has not been

obtained for the girl concerned. Thus the network members would

expect gameone slightly substandard in the marriageability stakes.

By the same token a woman given in such a marriage would be

unlikely to have the sweetest, most easy-going and acceptable

personality needed to win people over. She would have a low

opinion of herself already. And so she is caught in a vicious

circle, constantly confirming everyone's expectation of her as

unacceptable. It is a vicious circle compounded, in the situation

of a migrant, by the lack of support from her own kin which she

might have expected and got at home. Both women longed to return

to their kin, and the significance of the death of their mothers

in their absence was enhanced by their unhappiness here.

It . is interesting that Brown and Harris (1978) show four

factors to be 'vulnerability factors' in predisposing a woman to

depression. These are more than four children at home, the

absence of a confiding relationship, loss of mother before the age



of 11 and the lack of employment outside the home. Although the

situation of Pathan women is totally different and none were

employed outside the home or expected to be and most had more than

four children at home, the loss of mother (not before a certain

age but since migration) and the lack of a close relationship (not

necessarily with the husband although for same their closest

relationship was the marital one) both emerge fram this study as

significant social factors in relation to mental distress in

respect of the women identified as ill.

C. Desire for Treatment.

Neither woman wanted help from outside. One became

suspicious of us and cut off further contact - the other welcomed

our company but was clearly very vulnerable. She felt that any

suggestion that she was unhappy would worsen her position in her

social group on wham she was totally dependent, despite their lack

of sympathy towards her. She was only ready to seek help for

physical symptoms which she and others could regard as an

externally arising affliction. Since her husband was the one who

saw the G P on her behalf, her symptoms were often inadequately

reported. The Health Visitor seemed the only acceptable agent for

help - being a woman who would came to the home, so I asked for a

visit and encouraged the woman to seek help through her. I offered

to explain the situation but the the women did not want me to.

She was fearful of the outcome of involving outsiders - with

reason, as it was clear that any concentration on psychological or

social difficulties would worsen her position. The only hope

seemed to lie in appropriate medication which might give her more

strength to cope better with the unalterable inadequacies in her

position.

What both really needed was an opportunity to develop



supportive relationships (such as they were missing from their own

kin) outside the existing networks should members of these prove

hostile, as in these cases they did. However, this is difficult

because, in order to maintain purdah ., visiting is only permitted

'for a reason' and within a certain prescribed group of fellow

villagers etc. In this sense, purdah observance can be seen as a

factor precluding other Options and supports for women and

therefore an aetiological factor.

3. Discussion of the Test Items: The Translation of Meaning.

Studies using standardised measures cross-culturally 'raise

questions about the "equivalence" of translated versions of

symptom checklists'. (White and Marsella 82: 10)

I have already said that the main value of the administration

of the Langner and General Health Questionnaires lay in the fact

Lat being administered verbally (through necessity, bee rart I)

they inevitably gave rise to discussion. This discussion was an

opportunity to explore the meaning of the items given from the

women's viewpoint. It is this that forms the basis for much of

what I shall be presenting as the view of normality and deviance

that emerges from the study as a whole.

It is important however to present this material first in its

own right because of the questions it raises concerning the use of

such measures cross-culturally. Such questions were not in any

way an intention of the study, nor can they be adequately answered

by it, but they emerged with great insistence from our engagement

in the process of discussion of indicators of mental disturbance

in this cross-cultural setting.



A. Items and Concepts that were Difficult to Translate or

were Queried.

Translation issues have already been mentioned in Part I

- translation is, of course, merely the first stage in the attempt

to convey meaning using different words. Queries are the next

stage and represent anything from not having understood a certain

word through to not being able to grasp the concept even when the

face meaning is clear. Sometimes elaboration of meaning resulted

in understanding, sometimes not. Another sort of problem was also

encountered - when the question was understood but in a different

sense to that which seemed to the interviewer to have been

intended. These problems are noted in respect of each question

and can be found in Appendix C.

Tables (xviii) and (xix) show the two scales used and those

items which presented problems in translation, together with the

frequency with which each item evoked a response indicative of

disturbance or wa,p queried.

It can be seen from the tables and from the translations in

Appendix C that the main translation difficulties were with

'nerves' and 'nervousness' (Questions 28 and 30, GHQ scale; and

questions 10, Langner). 'Spirits' (Question 3, Langner) was

similarly difficult. Translation of the former was evaded, either

by the non use of the item (Question 10, Langner) or by replacing

'nervousness' with 'anger' (Question 28, GHQ) which rather altered

the meaning, as did the use of 'sort of illness' (Question 30

GHQ). The term used for 'spirits' (Question 3, Langner) was more

satisfactory as it combines the ideas of 'well' and 'happy' but it

is not ideal as it suggests physical well-being more strongly than

psychological.



Table (xviii)
	

The Items of the Langner Scale 

Item
Number

Frequency of Response
Indicating Disturbance

Frequency of
Queries

1 3 -

2 4 1

3 2 2

4 1 -

5 2 -

6 2 -

7 4 -

8 7 -

9 0 _

10 Not asked

11 1 -

12 1 _

13 3 -

14 7 _

15 2 -

16 0 -

17 2 -

18 1 -

19 5 -

20 1 4

21 5 -

22 2 -

Translation Notes (see also Appendix C)

Item 3 - Difficulty translating 'spirits'. Term used
means 'good health', a more physical term for
'well' or 'happy'.

Item 10- 'Nervousness' proved untranslatable.

31-la



Table (xix)	 The Items of the General Health Questionnaire 

Item
Number

Translation
Notes

(see also
Appendix C)

Frequency
of

response
indicating

disturbance

Frequency of Queries

Total
Queried
and not

answered

Further
elaboration

sought
before
answer

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

-

-

Reversed

Reversed because
idea of
"managing to
keep busy" not
translateable

_

•	 -

-

_

Element of
effort removed

-
-

-

Less abstract,
used idea of
place and res-
pect within
family

-

-

-

-

-

Much elaborated
and contextua-
lised

1

1

2 (baby and
pregnancy)

-

3	 (small

baby
always)

-

-

_

-

-

-

-

-

2

2

-

-

-

-

-

1

-

_

9

1

_

-

-

-

-

3

-

2

1

2

1

-

-

1

-

_

8

-

-

-

-

-

-

1

-

-

-

2

1

-

-

-

-

_

1

1

-

-

-

-

-

2

-

2

1

-

-

Table continued 	
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Table (xix)	 continued

Item
Number

Translation
Notes

(see also
Appendix C)

Frequency of Queries
Frequency

of
response
indicating

disturbance
Total

Queried
and not
answered

Further
elaboration

sought
before
answer

19

20

21

22

23

•	 24

25

26

27

28

29

30

-

-

-

-

Some difficulty,
use of self-
doubt = loss of
confidence

-

-

.	 -

-

Replacement of
"nervous" by
anger

-

Unable to use
"Nerves".
Replaced by
"sort of
illness"

-

2

-

1

1

1

1

1

2

2

1

2	 (1 preg-
nancy)

1

-

-

-

2

4

2

6

-

-

1

-

-

-

-

-

2

3

2

14

-

-

-

-

1

-

-

-

-

1

-

2

-

-

1

-

3t lc_,



Ideas of 'managing to keep busy' (Question 4 GHQ, my

emphasis) were not possible to translate - being busy is not seen

as a particular virtue, the ideal being to complete work to be

free of pressure of work (although two women did rather defiantly

express the opinion that work was good). Likewise one is not

'able to feel love' (Question 9 GHQ, my emphasis) for one's family

- the idea that one might be unable to do so was not

compreherle, even to the most distressed respondent. Two

questions (Question 12 and Question 18, GHQ) had to be rendered

less abstract - this necessitated elaboration and inevitably made

them more specific. They were however well understood in these

terms, although as we shall see, women felt it right that same

'things' should be 'taken hard' (Question 18, GHQ). It is not a

virtue to gloss over matters which are of significance, and social

slights, however minor (one of the examples suggested) are

certainly significant and to be taken note of.

For practical reasons, GHQ questions 3,4, & 5 raised a few

laughs and were rather inappropriate as indicators of mental

disturbance. Most women had disturbed nights and very busy days

due to the number of children, and in many cases, a new baby.

Getting out of the house was also dictated by the presence or

absence of small children. Moreover, the underlying assumption -

that it is healthy to get out - does not apply to these women,

some of wham had no choice in this matter. This was not therefore

an indication of well-or ill-being for them.

It is interesting to look more closely at the meaning of same

of the items that were frequently responded to in a way that might

seem to indicate disturbance. On the Langner scale, Questions 8 &

14 came up seven times each. Question 8 - Are you the worrying



type? - People admitted to thinking (the word is the same) but

usually gave the reason for the concern - a husband's absence,

child's health, provision of dowries for daughters, the fate of

relatives in Pakistan. Same of these were very specific concerns

at that time, others more long-term. The idea of having a

tendency to worry was difficult to convey, as was any idea of

worrying without reason or to excess. Question 14 - bad memory.

This was often a bit of a joke and seemed to be related to

educational level. It was almost a virtue to have a bad memory,

as if the women were questioning the value of memory here for

them. Such typical jokes seem to me to be questioning the value

of the prevalent mode of behaviour. There seemed amongst

respondents to be an element almost of pride in having a bad

memory - usually for matters such as where something had been left

in the house. Respondents also scored highly on Questions 19 and

21 on the Langner scale, - 5 positive responses each. Question 19

re.ate.. to a feeling of being alone even amongst friends - tne

response to this was a factual one - we are alone. This was

answered not in terms of feeling but of fact - and at two levels.

We are alone before God and at a practical level, in terms of help

with work too. NO one comes to help - we are on our own in

respect of our housework. Neither of these levels of response

are, I think, what the question as diagnostic of disturbance had

in mind. Question 21 concerns headaches which seemed a common

complaint, often severe. Questions 2 and 7 which both evoked four

positive responses relate to difficulty in 'getting going' and

periods of restlesness. Difficulty in getting going in the mor-

ning was not for most women a problem, although four said it was,

others responded very strongly to the contrary. Two of the four



saw it as a joke that they were 'a bit lazy'. It was not a cause

for concern. One linked it with illness. Restlessness was a term

often used to convey unhappiness, or tenseness. It was a term

used by women themselves in ordinary conversation to describe

periods of unhappiness. It was also linked, however, with

pregnancy and physical exhaustion.

Not many items on the Langner scale were queried - number 20

('Nothing ever turns out for me the way I want it to') was however

queried four times - 'what sort of things?' I was asked. The

literal translation, in face of the difficulty of translating

'turns out', was 'if ever I want something, it does not happen.'

Women wanted to differentiate between physical things and life

events - the former were either available or not - the latter are

in God's hands and one has to accept what he gives and what he

withholds.

On the General Health Questionnaire, not many items were

repeatedly responded to in a way that might have indicated

disturbance. It was, however, striking that the woman who was

most disturbed (in her terms and ours) scored on all the questions

relating to lack of confidence, hopelessness, worthlessness and

feeling unable to overcome difficulties. These were some of the

items most frequently queried by other women ((HQ numbers 15, 23,

24, 25 and 26), as we shall see below. The small numbers involved

make any interpretation of this mere speculation. However, one

might suggest that if a person is feeling extremely unhappy, these

items make sense to them in a way that they do not in less extreme

cases. If so, the scale would seem to be picking up the more

distressed individuals rather than those suffering from the least

differentiated level of disorder, in this sample where cultural

understandings areare so diffefiznt, at least the margin between



'normality' and 'abnormality'.

The two sets of scores in the column of queries relate to the

fact that same (the first set) were queried and not answered. The

additional numbers are items on which further elaboration was

sought, following which a reply was given.

Top of the list is Question 6. 'Have you been managing as

well as most people would in your shoes?' Typical responses were

'How do I know how anyone else would behave in my place?' 'There

is no-one else in my place', 'I am my husband's only wife and

have no sister-in-law living with me', or just 'what do you

mean?'. In one case where the respondent was a second wife, the

question was very embarrassing as it was taken to be a comparison

of the woman's performance with that her predecessor. Overall, it

seemed as if the habit of mental comparison of oneself with real

or imaginary others was unfamiliar. Yet it is an idea that is

commonly used by many English people I know - often in ordinary

conversation - 'the way so and so keeps her houe, manages her

children, copes with everything, etc., makes me feel so

inadequate' - this sort of thing. Question 26 - 'Have you been

feeling hopeful about your own future?' - was queried six times.

Typical comments were - it is not for us to feel hope. The future

is in God's hands. Haw can we know what it will hold? Question

25 - 'Have you felt that life is entirely hopeless?' - was twice

queried on the same grounds. On more than one occasion these

questions led respondents into a lecture on the correct attitude

concerning the future - always in religious terms. I was told

several times that hope and despair are irrelevant, as are

happiness and unhappiness - all hope is for the next life and this

can be secured by acting well in this life, since all our actions



now are being judged by God. Questions 24 and 23 -thinking of

yourself as worthless and losing confidence in yourself - were

also queried in similar terms.

Issues of responsibilities, problems and worries were often

queried - as in GHQ 13 regarding decision making. Many women

protested that they had no decisions to make, as one said 'There

is a decision maker' (meaning her husband). I was often asked,

'What responsibilities do we have? What decisions do we make?'

This was not usually a cause for anger but for relief. Some even

claimed to have no worries on this basis - 'I do my work and then

I see people' or 'my sister eats and goes to the toilet, that's

all, she has no worries.' Many, however, claimed to worry about

concrete matters such as money, their husbands' health and safety,

their children's own future and their daughters' marriages.

Financial worries were for same very pressing. But overall the

picture was of women who knew their worries, despairs and hopes to

be totally irrelevant to the outcome of anything. God, men and

elders were responsible for the future - it was up to them merely

to behave correctly and modestly whatever should befall them.

B. Points of Similarity and Difference between Pathan and

Psychiatric Views.

Points of similarity and of difference between Pathan and

psychiatric views emerge from the discussion of these test items

with respondents in this study. Many items were both well

understood in translation and seen by the women to be connected

with unhappiness. This was particularly marked in respect of the

Langner scale. There was an acceptance of the idea that worrying

can lead to illness and lack of sleep and even in one case to bad

memory. Restlessness and weakness were seen as signs of illness.

Moreover both scales, despite their claim to unreliability in



assessment of the individual, did identify the respondent who was

felt, on all counts, to be most disturbed, as we saw in the

previous section.

However, neither the social situation nor the shared ideology

of respondents should be left out of account as these both

influence the meaning of symptoms for individuals. Where the

population of individuals to be studied - albeit in a collectivity

- share an ideology and a social situation that is totally

different to that of the people by whom the scales were devised

and on wham they were tested, the meaning of the items cannot be

assumed to be the same. By social situation I mean both the facts

of motherhood (which renders disturbed sleep and excessive work

normal and acceptable for a temporary period) and of purdah or

seclusion, by which women do not expect either to go out freely or

to be able to make significant decisions concerning their own

lives. By ideology I mean the religious views so strongly put

forward by respondents, must of whom were able to admit to

feelings of hopelesness but for wham this was irrelevant. Such an

ideology seemed, for the majority, to have a protective function -

none blamed themselves for their misfortunes or sought to blame

others. Thus guilt was not added to despair. In fact, despair is

a term that could not be used - for the hopelessness of these

women was a neutral not a negative state. This has implications

for the diagnosis of patients from a comparable ideological

background who do present with feelings of despair. It may be

that these should be taken very seriously since they represent a

departure from the prescribed cultural feelings concerning the

future. This could therefore indicate either a high level of

deviance insofar as the individual concerned had a vision of a



different social world and/or a high degree of disturbance

(possibly consequent on this vision).

The tendencies to be specific and concrete - found in both

the translation process and the interviews - are also important

for a practitioner attempting to understand such people. Pathans

often use parables and examples to make a point. Professional

people often see such stories as childish, and abstract scientific

jargon as superior. However this is not necessarily the case -

abstract phrases can mean very little in real terms (as we found

when we tried to make same of them more concrete) and a good

parable can convey a wealth of complexity just as good novel can.

The two seemingly contradictory values of the uniqueness of

the individual and the overriding importance of social life also

emerge from this analysis. Belief in the uniqueness of the

individual is shown in the lack of the habit of comparison with an

imaginary other (as required by question 6 of the General Health

Questionnaire). In a social world where each person is known well

to the others and their background is also known, they are not

interchangeable and cannot be imagined to be so. NO set of

circumstances are identical. This is an outcome of social life

that is close and important. Its importance is shown in the

response to item 18 in the GHQ: social relations (and hence even

the slightest of rebuffs) are important. Hence the attitudes,

often baffling to outsiders, of incredible sensitivity to gossip

and what others might think, coupled with a general security in

their own uniqueness and position. This security is hard to

maintain however, where the social position is a weak one (as in

the case of a second wife) and the woman's value and uniqueness is

not endorsed by the immediate presence of her own kin. I have

already described the vulnerability of two of the respondents in



such situations.

C. Can We Use Such Measures Cross-Culturally?

My findings in respect of whether or not such measures can be

used cross-culturally appear contradictory. On the one hand, I

note that the women's own assessments, my clinical judgement and

the test scores were pointing to a similar picture. Elizabeth

Watson has translated the General Health Questionnaire into

Bengali and concludes that 'the general agreement between the

three measures makes for the tentative suggestion that it is

possible to compare symptoms of distress across cultures' (Watson

1984: 9) Her three measures are the same as mine: test scores,

self-assessment and an 'expert' rating following interview. Like

NOtt and Cutts, (1982) Elizabeth Watson 'normalises' her scores by

raising the threshold scores to allow for the fact that women with

small babies could expect disturbed nights and little social

contact or movement outside the home. She found, as I did, that

questions about hopelessness seemed to have no meaning for same of

those interviewed: in her case Bengali women. Like Pathans,

Bengalis are Muslims. Her study has a closer focus than mine and

its similar results are striking and reassuring in view of the

fact that the methodology is more 'orthodox'. By this I mean that

the sample was randomly selected, ratings were made where possible

by the respondents themselves, scale items were not discussed

during the process, and statistical methods were used to analyse

the results. Although numbers within each cultural subgroup were

small (23 in the case of non-English speaking Bengalis), the

overall number involved was larger (101 mothers) and the inclusion

of three groups representing different cultural groups gives the

study added strength.



What are we to make of the fact that ratings- of distress

appeared to be markedly similar, yet a number of items just did

not make sense in the different cultural situation? my study

enables an exploration of issues of meaning which Elizabeth

Watson's does not. Is mental illness essentially similar

transculturally (the psychiatric universalist view as described by

Elizabeth Watson 1984: 2) or essentially dissmiliar

transculturally (the cultural determinist view)? I find an

apparent contradiction between the results of the use of the

scales and my awareness, from discussion with respondents, that a

number of items were not meaningful in a different conceptual

system: indeed, same could not even be rendered in the other

language. I find myself unable merely to dismiss these anomalies

as 'problems of method' and perhaps to substitute other items

(see, for example, Cochrane Hashmi and Stopes Roe 1977). As I have

argued in Part II, language and relationship are as much a subject

and a part of study as a tool for it.

This issue is the subject of some interest in the literature

(see, for example, Berry 1969; Leff 1973 and 1977; WHO 1973;

White and Marsella 1982; Oyebode 1985). Such writings support my

concern with points of difference and the cultural assumptions

which underlie standardised measures. Those writers who seek to

develop measures which are universally applicable suggest better

methods of translation, methods which attempt to build up a

universal categorisation and research instrument by starting fram

the existing concepts within the target culture (see Oyebode 1985,

Berry 1969). This depends however, on the prior demonstration of

the functional equivalence of certain behaviours; it would

therefore be necessary to derive instruments for each aspect of



behaviour to be studied in respect of each cross-cultural

comparison intended and these would be specific to the particular

cultures and aspects of behaviour involved. The usefulness of a

'universal' thus derived seems doubtful, therefore, although the

emic/etic approach to cross-cultural studies (Pike 1966) at least

stresses the need to shed preconceptions and not to impose

culturally - derived categories as if they were culture free.

If I am right in stressing structural influences on the items

as well as cultural ones, however, this problem is not one

confined to minority ethnic groups. The need to exclude certain

of the items as irrelevant to post - partum women (NOtt and Cutts

1982) raises the whole issue of whether deprivations (of sleep,

social life etc.) considered normal at a stage of life (or within

a certain culture, class group etc.) should therefore be excluded

as indications of ill-being when they would in other circumstances

or by other groups be considered as symptomatic or reflective of

it. For example, many of the 'hassles' listed by Kanner et al

(1981) are routine experiences for mothers with a young baby. My

study enabled me to explore both women's experiences and the way

in which they themselves defined normality. It showed that they

too incorporated areas of distress and suffering which were to be

expected into their definitions and that this appeared, for those

who were well supported, to lessen their experience of distress.

The use of scales adjusted for social reasons therefore

seems in line with the way lay people themselves define

situations. However, similar adjustments would need to be made to

allow for cultural and religious norms of behaviour and

expectations (even if these were not as thoroughly worked out as

Berry (1969) advocates).

The exercise highlights the need to be clear about what the



measures used do and do not represent. If the intention is to

explore the extent of distress as defined within western

psychiatry and as experienced by certain English groups' then a

careful translation might be adequate although even this ignores

the issue of haw far conceptual equivalence is possible. The

measurement and understanding of distress as experienced by those

concerned, is however, a different exercise. It is important to

remember that such scales incorporate assumptions concerning

normality which are structurally and culturally derived. These

may or may not be shared by respondents. Even if they are shared,

we are still left with the question of haw to consider and treat

the person who experiences distress and becomes 'ill' as a result

of situations with which they are expected to cope because these

have been redefined as normal. The new mother deprived of social

contact and sleep develops symptoms and becomes ill. Two women

were identified by this study as mentally ill. An immigrant may

became ill having failed to 'cope' with routine experiences of

racism. The issue is perhaps not whether we identify such people

as ill on the basis of whatever measures, but how we consider and

treat them. Their experience of deprivation is real, not a mani-

festation of illness; the remarkable thing is not that they have

become ill but that others, similarly placed, have not (see also

Oakley 1980). This accounts for my own paradoxical impression

following this study: I remarked on an absence of distress

relative both to what I expected and what the women told me of

their experiences, yet on all measures two of the seventeen focus

respondents (12%) were clearly in need of help: a high

percentage.

My main interest in this study has not been in matters of



measurement but in the meaning of events and symptoms for those

concerned. I turn next therefore to consider the concepts of

mental well-and ill-being which emerged from discussions with

respondents, including the discussions of test items.



Chapter Twenty-Three. Concepts of Mental Well-and Ill-Being.

In Chapter Nineteen, six themes were identified fram the

literature relating to Concepts of health and illness. These were

used in Chapter Twenty-One as a framework for presentation of the

Concepts of the women interviewed in respect of general health and

illness. In respect of mental well-and ill-being, same of these

issues have already been discussed in the last chapter relating to

the assessment of mental state. In using the tests particularly,

I was exploring the difference between medical and lay concepts,

and the questions raised by the exercise relate to the issue of

how mental illness is defined by representatives of various

psychiatric traditions. The whole question of whether universally

applicable measures are possible or even desirable relates

directly to the issue of how mental illness is conceived. Indeed,

the terms used themselves reflect different theoretical

perspectives and philosophical presuppositions (White and Marsella

1982: 5).

In this chapter, therefore, I will draw together material

which relates to the other themes identified: questions of

causality, concepts of ill-being, factors affecting these and the

relation between ill-being and normality in the women's view.

1. Disease Health and Illness.

In presenting this data, I have found it difficult to

separate the themes identified in the literature out of the

women's accounts. Except in respect of the two women defined as

ill, the discussions related to unhappiness and distress that was



considered normal and acceptable. The first theme, relating to

the way in which illness and health are defined could therefore,

for the most part, be subsumed under the second concerning illness

and normality.

I tried to explore the issue of stigma in respect of mental

illness but made little direct headway. Even the relating of

stories of friends of mine with puerperal and other depressions

elicited little response. Similarly, most women were reluctant to

comment on a suicide within the Pakistani community which had

occurred during the period of interviewing. I introduced this

topic with most respondents with little success. Some commented

that the woman's husband must be to blame - perhaps he ill-treated

her - others that, no, her brain was bad. This was proved by the

fact that she had been receiving psychiatric treatment. Such

evidence . of stigma was tantalising, but the subject was always

deftly and swiftly changed. Only one woman, the one who was

herself most unhappy, spoke of the incident voluntarily. Her

identification with the woman involved was clear from the tears in

her eyes as she spoke of the way in which she kept thinking of the

young children the woman had left behind. As she spoke, she

clutched her own baby to her. This was one of the few recorded

examples of an 'unconscious account': in most interviews my

attention was too fully taken up with keeping track of the verbal

content of the interview. The example also clearly illustrated

the way in which the experiences of others were incorporated into

Concepts; in this case the woman said that the event had had the

effect on her of spurring her on not to give into such feelings

and to an awareness of her love of her own children, aroused by

her pity for those of the woman who died. She consistently denied

that she had suicidal thoughts herself.



Similarly, women did not see the two amongst themselves who

we felt to be psychiatrically disturbed as 'ill', or even as

unduly unhappy. Both women were seen as a nuisance and/or objects

of fun, as has been described above..

It is clear then, that wan did have a concept of 'madness'

and that this was seen as both completely 'other' (the brain

either was or was not bad) but also as a state into which they

might themselves fall if they were not careful. Thus, death of

her mother in Pakistan was for one woaan reported to have led to

psychiatric disorder - her brain had gone bad with thinking about

her mother's death and she had been admitted to psychiatric

hospital. This illustrated the way in which 'thinking' to excess

was felt to be dangerous. Thoughts (sochunah) could damage the

brain. These thoughts were usually of relatives in Pakistan.

They were common and many women saw them as potentially

disturbing, preventing sleep or interfering with concentration.

Like the case of the suicide, this incident influenced other

women's responses. The respondent who told me of the event also

had a lot of intrusive thoughts about Pakistan but she reported

that she had brooded less since being frightened by what happened

to the other woman.

The majority of statements did not refer to their own

unhappiness, however, but to correct behaviour in face of it.

Concepts of silence and endurance emerged over and again in

descriptions of proper womanly behaviour in face of distress. A

typical . statement was 'I place it (unhappiness) quietly on my

heart'. The terms used were concrete ones in true Pukhtu

tradition: 'we are standing here', 'we pass the time'. This was

not a rebellious or angry silence or sitting, however, but one



which took in and accepted all manner of adverse circumstances. It

was made possible by the women's lack of any responsibility for

changing these circumstances. Sitting and accepting them was all

she was required to do. It might be hard - some women spoke of

having 'thin hearts' meaning that they were not good at facing

difficulties well. This term was used in respect of themselves

and others. Men supposedly have big hearts, which is why they can

absorb distress better and seldom cry as women do. Worcem spoke

freely of different personality types, describing themselves as

slaw or quick to anger or take offence, as excitable or placid,

eager to 'have things out' or all for a quiet life. Such

individual differences were accepted and allowed for.

The emphasis was, then, as in respect of general health and

illness, on behaviour rather than suffering. Protection emerged

as an important theme, such that it may be seen as a major

Interest in respect of mental well - being. There seem to be

links here with the idea of a 'reserve of health' (Herzlich 1973);

of the women's ability to behave correctly as something needing

nurturing and sustaining.

In respect of protection, there were a number of examples

given of the value of protecting oneself or being protected from

potentially stressful situations. Thus a woman with triplets was

not told that she had given birth to three sons for several days

after the event, at her husband's insistence. She was grateful

for this. Mothers who became distressed at visiting their babies

in hospital were encouraged to let their husbands take over as

daily visitors rather than being told to 'control themselves'.

News of one mother's baby's worsening condition was kept from her

by her husband and she was proud of his consideration of her. The

whole community told the story for a long while of the way in



which a family who were throwing a big party had been prevented by

God from playing a tape from Pakistan before the party. Had they

heard the news it brought of the death of a close relative, they

would have had to cancel the event, suffering considerable losses.

Purdah too was seen as a form of protection. The women

distinguised between work and worries, practical tasks and

responsibilities. Even when her early childhood had been marked

by the deaths of her uncle, father and brother in close

succession, one woman spoke of that as a time without sadness

because it was a time without responsibility. She was one of the

few who felt the weight of responsibilities now since her husband

had been ill and she had had to assume many responsibilities on

behalf of the family in the absence of suitable substitute male

kin in the locality. This problem is one that is associated with

migration. Her difficulty in doing this was not helped by

the way in which her assumption of many 'male roles' (such as

shopping) was frowned upon by others. It is a system, like many

closely defined ones,in which the deviant - however good their

reasons for deviating - is not viewed with sympathy.

Most women saw themselves as having few responsibilities, few

decisions to make and, on a scale of any significance, few

worries. I was told that they could not affect anything and thus

it mattered not at all whether they hoped or not 'I have no hope

at all, it is all right', ( 	 4LA-00	/ 	 ) and

again 'death is always first, therefore there's always some hope'

c__70 ), were two apparently unreassuring

statements which to the women concerned summed up the whole

situation in respect of hope for the future. Honesty and industry

in the present were praised.



Life was not all lived at this level, however, and even in

the wcmen's world, anxieties crept in. Thus children gave endless

cause for anxiety. One woman's husband went on pilgrimage (Haj)

and she was very anxious about it and viewed her own anxiety as

normal and inevitable. Guests might be welcome but they brought a

lot of work to add to the common round of already onerous tasks.

Work and responsibility might be distinct, but work in excess

carried its own toll.

Religion was also seen as protective: it offered a framework

in terms of which responsibility was with God, not the person.

The only responsibility laid on her was that she should be

observant and diligent in religious matters whatever befell.

2. Illness and Normality.

In general, happiness and sadness were viewed as very much a

part of life. They are in fact the woman's business - all her

social visiting is to do with i ghum/shadi' i.e. sadness and

happiness, as we saw in Part II. They are almost two sides of the

same coin and often referred to, as in this expression, in the

same breath. This contrasts with the Western separation of these

states. For a Pathan, both are inevitable, both come and go.

Both were seen by the women as irrelevant. Occasional bouts of

homesickness and fed-upness were described and also accepted as

normal. Most women thought a lot of their relatives in Pakistan

and worried about them. But eventually most 'got used to it' and

accepted the separation from kin and homeland with everything

else. It surprised me that the move was not described as more

traumatic. Although a period of unhappiness seemed to be expected

'at first' and women spoke of having themselves gone through this,



they also emphasised that they expected to leave home when they

married anyway and the break was such a big one wherever one went

that the distance had to be seen in this context. What was more

distressing, however, was when one parent died during their

absence. Death of their mother since they had migrated was a

major continuing source of unhappiness for all those women who had

experience of this. This seemed to render the village almost no

longer really home and deprived the women even of the pleasure of

imagining a visit home in the future.

I have illustrated the way in which Concepts of distress and

proper behaviour incorporated perceptions of recent experiences

within the group and expectations of the future. They were

integrally linked to an acceptance of the respondents' current

social situation as women, as mothers and as immigrants. Ideas of

normality were closely linked to expectations and determined which

situations were experienced as stressful. *amen saw complaints

concerning situations defined as normal as deviant and punished

others who complained about their situation.

Before leaving this issue, let us look at the questions which

emerged from the literature review in respect of illness and

normality: i.e. is suffering a cause for action, under what

circumstances and what sort of action? I have already spoken of

the emphasis on correct behaviour in face of distress, and the

women's emphasis on protection from distress, but what outlets

existed for their unhappiness? Was this a cause for any action?

Some women said that talking of their unhappiness helped -

but there were variations in wham they could discuss it with. For

some, their husband was the only confidant permitted. Others

talked with a sister or close friend. Generally such things would



not be widely spoken of, and women who complained freely were

looked down on.

Other comforts were of a religious nature. Prayer was

described as a comfort. So too was Haj - or pilgrimage. One

woman described Mecca as such a beautiful place that she had

forgotten all her troubles when she was there (including her

children left at home, about whom she had worried not at all while

away). Such a socially sanctioned holiday must indeed be a

tremendous event for women who otherwise lead very circumscribed

lives, whatever the religious benefits (which I do not in anyway

wish to deny). These comforts are available (although going on

Hai is expensive), as is the Holy Qu'ran, which same women read

regularly. Apart from these, however, there were few social

comforts since complaining was frowned upon. Close friends were

valued, and the existence of a phrase 'duk-suk' to describe those

troubles that could be talked over with such a friend proves that

such sharing of troubles was commonplace. Certainly external

events could be and were much discussed and complaint made

concerning their effects. But the more important happinesses and

sadnesses involved in social life had to be kept silent,

particularly if they involved family members. So too did many

complaints about their common unalterable situation.

For two women, as we have seen, unhappiness led to or was

compounded by physical symptoms. The woman felt 'ill' and unable

to work normally. She then sought treatment, not for the distress

but for these symptoms. What were the chances of such action

resulting in effective treatment, should others follow this

course?

We have already seen in Chapter Twenty that access to the

G.P. was, for most women, restricted by their own committment to



purdah observance. This would lessen the chances of psychiatric

symptoms being 'picked up' routinely. It was unlikely that women

would directly complain of unhappiness if this had to be done in

the presence of or through their husbands. This meant, in effect,

that minor psychiatric symptoms would go unnoticed and untreated,

however goad the specialist psychiatric services.

3. Factors Influencing the Wbmen's Concepts.

The previous chapter traced in same detail a number of

influences on the women's perceptions of the test items. It is

clear that religious factors and factors relating to the women's

position as mothers and as women in a sex-segregated society

affected their Concepts of hope, responsibility and their

expectations. A situation of powerlessness within their own

society as well as in Britain seemed to lead to an emphasis on

endurance and acceptance of suffering. The women's acceptance of

their own powerlessness meant that they did not seek to change

their circumstances. These factors led to an emphasis on

protection from stressful situations which in itself endorsed

their powerlessness. The similarity between my findings and those

Joan Ablon (1973) are striking. Also relevant is the work of J.

Ananth (1978) who suggests that the reason for low reported rates

of depression in Indian women is that they do not aspire to

change situations which they perceive as unalterable. Like me, he

reports high levels of distress which are accepted and endured.



4. Questions of Causality and the Issue of Somatisation.

The link between social circumstances and unhappiness was

readily made by all women. Mental well - being and cheerfulness

were seen to result not from either the individual or their

circumstances alone but from the ability to maintain equilibruim

in face of difficulties. This balance was the responsibility of

everyone. If failure to do so arose from very unusual social

problems, there would be some sympathy, and the individual might

be absolved of blame. There was same evidence that gross

maltreatment (if proven) by a woman's husband might constitute

such a factor. However, most felt that they shared more or less

equally difficult life situations. Failure to maintain a cheerful

face and to continue to work in face of God-given difficulties was

therefore usually seen as the fault of the individual. This did

not mean that the circumstances were seen as that person's fault;

they were not. Life circumstances were sent by God and one's task

was to cope with them, however good or bad.

Thus it was usually the individual who was responsible for

their own mental well - being. Site of causative factors (see

Cecil Helman's identification of four possible sites (Heiman 1984)

and the discussion of this in Chapter Nineteen above) was of

little importance. These included hereditary and dispositional

factors (for which in themselves the person was not responsible)

as well as social and natural circumstances. All these were God -

sent. As with Herzlich's respondents responsibility was more for

loosing one's health than for becoming ill. Protection of oneself

was an important aid in the struggle to behave well. Such

comforts (many religious) as were acceptable and available would



also help. Social support was recognised to be a comfort and

protection for women but this fell into two categories: the

support of kin was not conditional, but a woman's own kin might be

far away in the migrant situation. The support of fellow

villagers might be apparently given (where this was expected) but

withheld at an emotional level if the woman were not personally

popular. Since this depended on her ability to behave correctly

in face of adversity, such conditional support left the woman in a

vicious circle, with few or no other options for heip if it were

with-held.

I would like to consider briefly the issue of reasons for the

reported somatisation of emotional symptoms. This is suggested to

be a greater tendency amongst Asian peoples (Rack 1982: 101f;

Kleinman 1977; Littlewood and Lipsedge 1982: 76-77), although it

is interesting that in a study in Bristol, this tendency was

remarked on by all General Practioners except Asian doctors

(Steve Fenton, University of Bristol; personal communication

1985, research report forthcoming).

I consider this issue here because it is causation which

determines whether a certain symptom is regarded by doctors as

reflecting underlying mental disorder or organic, physical

disorder. This relates not to causation of distress therefore but

to whether it is distress or physical causes that lead to certain

illness symptoms.

All those interviewed stressed physical rather than emotional

disorder. This was however due to the fact that the latter was

not seen as, of itself, disruptive of life and work. Physical

complaints might, however, be disruptive in this sense. WOmen

were expected to cope with unhappiness but not with all manner of

physical ill-being (although even here they expected to work



despite most minor symptoms). Where physical disorder arose from

or coexisted with mental distress it was the physical symptoms

which were stressed therefore. Doubtless this was partly due to

these being seen as not the individual's fault in the way in which

failure to contain unhappiness might be. The stressing of

physical symptoms therefore derived in part from issues of

perceived responsibility, as other authors suggest when they

discuss the stigma and blame attaching to mental illness (e.g.

Rack 1982: 104). In many examples in the literature samatisation

is seen as a psychological defence mechanism which stresses the

patient's perception of him/herself as 'ill' not 'mad'. For my

respondents the line was between 'ill' and 'bad' or socially

deviant. Explanations which stress the metaphorical use of refer-

ences to the heart and brain (such as Aslam 1979: 129 quoted by

Rack 1982: 103) are also important, I am sure.

Another additional explanation arises from my data, however.

It seemed that in stressed their physical disorders because

these were, for them, the problem. If we take the view of

depression that Roland Littlewood and Maurice Lipsedge (1982)

take viz that it is a 'biosocial event' (Littlewood 1983: 26)

which leads to both bodily and psychological symptoms, then both

somatisation (stressing the former) and psychologisation

(stressing the latter) are reflections of this. Is it possible to

see the emphasis made by people as determined, in part, by their

perception of the one or other set of symptoms as both more

threatening and disruptive and more amenable to alteration? The

woman who, in my study, was most distressed clearly linked her

physical symptoms to her unhappiness and her social situation.

She saw only one of these as alterable, however. In addition, it



was her physical symptoms that were most disruptive of her

housework and childcare routines.



Chapter Twenty-Four. Common Themes in Relation to Physical and

Mental Disorder.

My task in this chapter is to draw together the material

presented in Part IV, particularly the data relating to general

health and illness, on the one hand, and mental well- and ill-

being on the other, and to show how these discussions relate to my

own analytic framework. Although this framework has been used

throughout, it has not constituted the basis on which this data

has been organised. Rather I have chosen to let a number of

themes emerging from the literature guide my presentation in this

instance. This is because the data on mental ill-being relates to

Concepts rather than to interactions with health workers, although

that concerning general health and illness relates to both. In

discovering and exploring the Concepts of my Pathan respondents, I

have felt the need of a series of themes such as that offered by

the literature reviewed. This literature is one that concerns

both interactions with health workers and Concepts. In respect of

Concepts, it has helped me to explore themes within my data. In

respect of health care interactions, I find my own framework,

based on the interaction between any individual's Concepts,

perceived Options and Interests, a more useful way of

understanding health care behaviours from the actors' perspective

(be the actor a lay person or a health worker) than any I have

found in the literature. Although my categories of Options and

Interests are discernable in the writings of other authors in

various forms, I have not felt it right or helpful to rearrange

their contributions according to my framework at this stage. Much

of the literature relates, in any case, to Concepts and therefore



offers a useful way of exploring this aspect of my data without

such modification.

1. Concepts of Pathan Respondents.

Concepts of general and of mental ill-being were markedly

similar to each other in this case study. This similarity

justifies my decision to consider physical and mental ill-being

together: a decision that might be questioned in the light of

anthropological evidence which demonstrates that not all

societies view general and mental ill-being as similar: the

latter may be seen as a religiously prestigeous or evil state, for

example. Their juxtaposition in biomedicine has not been smooth

and unquestioned and is not necessarily a reflection of universal

understandings.

Both general illness and mental distress and unhappiness were

viewed by those interviewed as normal and inevitable; sent by God.

General illness and episodes of unhappiness were part of the risk

of living. The important fact was not personal/individual

suffering but the maintenance of correct social and religious

behaviour in face of it. Each person was seen as responsible,

both for staying healthy if possible and guarding against physical

and emotional risks, and, if this failed, for maintaining correct

behaviour nevertheless,. For the women, correct behaviour related

to their work which was to care for their husbands and children

and to maintain social relations within their own community. The

inevitability of both happiness and unhappiness was a theme

running through life: social relations were themselves concerned

with condolence and congratulation, with sadness and joy, and were

sufficiently important to constitute a 'reason to go out' as we



saw in Part II.

It was on the basis of this 'work' that women distinguished

between acceptable and unacceptable illness; and normal and

abnormal distress or unhappiness. Although many everyday symptoms

and disorders were described as 'illness' ( and, in a parallel

way, women spoke of everyday episodes of unhappiness) serious

illness was identified as that which prevented the sufferer from

working. Such disorders merited attention, not because of the

individual's suffering but in order that she be quickly restored

to full social functioning. Failure to either endure or contain

minor suffering or to recover from an accredited illness episode

was seen as a failure to maintain correct behaviour.

Factors influencing Concepts of health and illness emerge

clearly from this study, especially from discussion of the items

of the test scales, where religious influences are very apparent

as are the effects of the women's position in the social

structure, as women in a purdah society and as mothers with young

children. The similarities between my data and that of writers

who have studied other groups should alert us to the dangers of

analyses which concentrate on 'cultural' factors alone.

Structural factors were clearly shown to be relevant here. One

such factor is the issue of powerlessness and the women's

perception of themselves as unable to change either their social

circumstances or the service Options. Thus they saw themselves as

the more responsible for the only factor within their control:

their own behaviour. They also sought relief for those symptoms

they saw as relievable which were physical disorders rather than

symptoms of emotional distress.

Although the data relating to translation of the psychiatric



scales points to differences between lay and medical

conceptualisations and assumptions, it also shows similarities.

Chapter Thirteen concerning contraceptive behaviour showed a clear

process of interaction between Pathan and medical concepts in this

area, and this should stop us taking a view in which these two are

seen as inevitably dissimilar or in conflict. There has been

ample evidence, in this and the previous Part, of common Interests

on the part of women and health workers and these lead to

cooperation and moving together despite inequalities of power and

the different cultural assumptions informing behaviours. The

situation is complex and changing. In this process of

interaction, personal as well as political factors have been shown

to be important. While it is not true to take the simplistic

view that all would be well if health workers and patients could

understand each other better and treat each other well, neither is

it true to see them as locked in inevitable misunderstanding due

to structural conflicts, such that interpersonal interactions were

of little importance.

2. Options.

Options for medical care have been described in respect of

general illness. In chapter Twenty, I showed that these are not

the same as the services on offer; they are further constrained

or enlarged (to include religious healing) by what was viewed by

respondents as acceptable. Options are based on certain biomedical

assumptions as much as the women's own actions are based on their

different ones. In this and the previous Part, I have tried to

show instances where these biomedical assumptions are most

apparently culturally derived and sustained. The Options for women



in respect of unhappiness are less obvious than in respect of

physical disorder, but they include talking to others, sharing

troubles and joys and certain religious comforts.

3.	 Interests.
In the case of physical illness, part of the correct

behaviour was to seek treatment when work was disrupted by

illness. In respect of unhappiness and distress, there was a

concern to protect oneself from stressful situations and an

epphasis on purdah as a form of protection for women. Women can

be said to have had an Interest in treatment of their disorders in

order to work as expected and in protection fram both physical and

mental disorders.

The women's Interests in successful treatment conflicted with

their Interest in purdah observance, however. This was not

because of differences in Concepts of illness within biomedicine

and on the part of those interviewed, but mainly due to service

organisation in which no provision was made for purdah observance.

The women's reaction to this conflict was not, however, to press

for change but to accept a less effective service. This reaction

can be explained partly on the basis of different Concepts between

healer and healed; although biomedicine was highly regarded, the

women did not place such a strong emphasis on personal suffering

and ill-being of the individual; they were therefore prepared to

endure disorders not perceived as life threatening or socially

disruptive in order to maintain purdah observance. As we have

seen, this was not true in respect of childbirth and antenatal

care. . In that instance, despite marked conflicts in Concepts, a

sufficiently high importance was attached to successful outcome

because the event was perceived as life threatening. In that

instance, therefore, Interests in receipt of medical care overrode



Interests in purdah observance (see Part III).

Another, possibly more important, reason for the women's lack

of pressure to change service arrangements relates to their

perception of themselves as powerless to change most external

circumstances of their lives. This theme of powerlessness emerges

again later in respect of their Concepts of mental ill-being. In

this regard it relates to the powerlessness of immigrant groups in

Britain and to the reluctance of those I interviewed to challenge

social arrangements in a place where the waeen at least felt

themselves to be guests.

4. The Importance of Social Relations.

An overall Interest which emerges from this Part is one which

was stressed in both Part II and Part III. This is the Interest

in maintaining social relations.

In face of the Concepts of the endurance and acceptance that

characterised ideas of proper behaviour in cases of psychological,

individual distress, reactions to social disagreements were, to an

outsider, surprising. Breakdowns in social relations were not

silently endured, but much publicised. Quarrels would begin over

same matter of great social significance - often a failure of

someone to visit when they should - for example when a new bride

arrived, or when a family member died. Social relations would

then be broken off, with both parties declaring themselves

wronged. This might involve the curtailment of all visiting

between two women who had few other contacts. It would also

involve the close relations of each, who could not avoid taking

sides by their decision to maintain contact with one party or the

other. I asked how such situations could be resolved and was told



that the only way was usually through an intermediary close to

both parties who would encourage them to make it up. I once saw

such a quarrel being resolved through giving a gift when a baby

was born to one of the parties - no reference was made to the

quarrel and if the gift (carefully chosen and elaborate) were

accepted, relations would resume. There was certainly no evidence

of any 'having it out' or 'discussing the problem together'.

Normal methods of quarrel resolution seem to have relevance for

professionals in contact with such communities. Many of our

methods of intervention may be totally inappropriate.

Two possible explanations emerge for the silent acceptance of

individual suffering compared with the orchestration of instances

of social breakdown.

The strong norms of proper behaviour in face of individual

distress can be understood as a simple reflection of a cultural

emphasis on the collectivity rather than the individual. Such

explanations are offered in the papers contained in the collection

edited by Marsella and White (1982). Alternatively, a more

complex explanation might suggest that the women's endurance is

socially sanctioned and prescribed as a means of maintaining a

social system which is oppressive of them; their distress and

unhappiness is potentially disruptive if it questions the social

order.	 Quarrels are, on the other hand, already socially

disruptive and therefore press for resolution. Individual

suffering, especially on the part of women, is not disruptive as

long as it can be endured and contained by the sufferer.

Whichever explanation is chosen, the emphasis is on social

relations rather than individual experience. Wtimen are not always

the victims in the social system; they did not in fact see



themselves in this way. The danger of an account which focusses

on unhappiness is that it does not relate the joys and

satisfactions which were as much a part of the women's experiences

as the negative ones described. The idealisation of one social

system over another is, in my view, not justified (certainly on

the basis of my data). Whatever one's ideals of personal freedom

of choice or equality of opportunity, the women's view of their

own situation was not that it was oppressive; rather, they

stressed the way in which it protected them. In respect of the

importance of social relations, women were well aware that in the

long term it was these, however inadequate, that determined their

individual happiness and well-being. Thus they were not set over

against women's happiness, but were themselves a part of it.

5. Normality.

The tendency to include a whole range of adverse

circumstances and experiences as acceptable and 'normal' has

emerged clearly from this study. I have shown also, however, that

this is a tendency common to medical writers as well as lay groups

in our culture and society as well as amongst the women studied.

I would argue that expectations and notions of 'normality'

enter into peoples experience of life circumstances as stressful

or not. This works at two levels, probably lowering a person's

actual experience of unhappiness (since the meaning of an event is

an important element in this) as well as resulting in various

well-developed mechanisims to 'cope' with familiar and expected

depriviation.

'Experts' also exclude from their statistics that suffering

which is considered normal. Thus I adjusted the scores of



respondents to disallow negative responses due to the presence of

a young baby, Nott and Cutts (1982) do likewise. Same of these

adjustments 'creep into' the scales themselves; for example, Cox

et al (1984) speak of designing a test that 'makes sense' to

potential respondents. This does not include items which would be

automatically precluded by their social situation. Social

situational factors, once defined as 'normal' become one of the

'givens' of a situation rather than a stress factor themselves.

6. A Relative View of Physical and Mental Ill-Being.

The foregoing discussion of the extent to which measures of

mental illness and lay Concepts both incorporate assumptions

concerning normality supports the view that mental illness is a

relative . rather than an absolute construct (see Ingleby 1981;

Szasz 1970) at both a macro-and micro-level. At the level of

society, it concerns the relation between abnormal and normal

behaviour and experiences. For the individual, it is about the

relation between the person and his/her way of life: it is about

the way people 'cope' with life circumstances rather than either

difficulties which are external to the individual or deficiencies

in the person involved alone. This view of illness emerged fram

Claudine Herzlich's work (1973) and is apparent in the accounts of

my respondents. Despite the emphasis on Fate, they saw each

person as responsible for maintaining health and happiness, where

possible, in face of God-sent circumstances and (when illness or

unhappiness could not be avoided) for behaving correctly in face

of these inevitable adversities.



Chapter Twenty-Five. Overall Conclusions.

Three levels of conclusion are to be discerned in this work

and will be drawn out in this chapter. First of these is the

level of practical questioning. The impetus and funding for the

study related to issues of practice in the field of transcultural

psychiatry. I was interested to discover if secluded Asian women

(particularly mothers) in Britain were depressed; if so, what

social factors (including their seclusion and their role as

mothers) contributed to this; and what action they took in face

of it (including the seeking of NHS treatment or reasons for not

seeking it). These questions will be answered in this chapter in

respect of those women studied. At this level, such answers are

individualistic and specific - they are about the individual

experiences and behaviour of those involved.

The second level focusses, not on individual experience and

behaviour alone, but on the links between society and the

individual - on collective meanings and determinants of action.

In this research, I found that even in order to discover answers

at the practical level, I had to go beyond the deceptively simple

initial practical questions to look, not just at the problems that

individuals were facing, but at the source of these problems in

the collectivity.

Thus in seeking to answer the initial questions, and in

'unpacking them', I found that they related to various

literatures; not only that of transcultural psychiatry. Within

each of these literatures, there are a number of central issues

in respect of which the data I have presented offers explanations

and insights, drawn from an understanding of the lives of the

group of women studied. These issues all concern links between



aspects of society and the experiences of individuals within them.

For example, the link between the seclusion of women and mental

state; or the way culture, gender and race effect the definition

of normality and the experience of deprivation and distress. In

looking at health care interactions, I was seeking for social

determinants of outcome, and I came to see social research

(including transcultural assessments of mental state) as a social

process also, influenced by social and cultural factors in the way

it is defined and conducted.,

er‘'
(individual (whether in respect of research, health care

interactions CT definitions and experience of illness) - has

preoccupied the account throughout. The major areas to which the

work was seen as offering a distinctive contribution were

identified in Chapter One. Conclusions to each Part have

documented the new knowledge in each area that has emerged. This

Chapter will draw these conclusions together, partly in order to

briefly reemphasise them at this point and partly in order to

identify commonalities which may not have been so apparent when

they were considered separately. This is necessary because I have

stated that the Parts of this work each make both a distinct

substantive contribution in respect of the issues addressed

therein, and also a cumulative contribution in relation to the

overall subject of health and illness behaviours and Concepts.

The third level of conclusion is theoretical. In exploring

the diverse issues raised by the work, I have been led, by the

data, to a framework within which the women's behaviours in

respect of receipt of health care could be understood from their

own perspective. Although arising from the work, I have used this

This second level - concerning the link between society and



framework in my presentation of the data, thus demonstrating its

value. The framework is not one which has been suggested by any

other writer, although it draws on understandings that are

apparent in the literature. I shall pay some attention to this
both

framework itself in this chapter, showingkhow it emerged from the

data and how it offers a useful way of understanding the

behaviours studied, thus fulfilling my intention, stated in

Chapter One, of inviting the reader to reflect with me on the

adequacy of the framework and the theoretical understandings to

which the work leads. A number of theoretical emphases have

emerged from the work and these too are drawn out here. As stated

at the outset, the nature of Concepts was to be a critical issue:

the term is used variously by other writers. My data leads me to

certain conclusions in respect of the nature of Concepts. The

theoretical contribution of this work concerns Concepts of health

and illness behaviours. This contribution lies in the use of a

detailed case study approach to the theoretical issues involved,

allowing issues of process, change and context to be clearly

apparent.

It is my contention that this work offers distinctive

contributions at each of these three levels, contributions which

could only have emerged from a study of this kind. Conclusions at

the first practical level relate only to the group individuals

studied; at the second they show ways of approaching the various

issues identified and demonstrate emphases which derive from the

particular group but show similarities with others (as described

in the literature); and at the third the conclusions have

theoretical and thus wider implications. I consider the

conclusions of the work at each level in turn.



1. The Initial Questions relating to Practice.

Of the seventeen wcoen studied in depth, only two seemed to

be depressed in both their own terms and those of psychiatry.

Despite this apparently high rate (from which little can be

concluded, however, because of the small numbers involved), the

impression gained was of a lower rate of depression in the group

of women as a whole (including all forty-six women - focus and

additional respondents: see Chapter Four) than might have been

expected both by an outsider and in view of the women's own

accounts of their lives. The reason suggested for this was that

women included a great deal of personal unhappiness and hardship

in their expectations of life and their own definitions of normal-

ity: this worked to render such experiences less traumatic in

many caSes and also to lead women to continue to work and to

behave correctly despite them.

Questions of aetiology can be answered from two directions:

Firstly in respect of those women identified as ill. Neither of

these women was socially isolated; both interacted frequently

with other women and were members of large, close - knit networks.

Despite formal status, both lacked informal status in the groups,

however, and were personally unsupported. In both cases the

death of their own mother (in Pakistan) since the woman's own

migration to Britain, seemed significant. Both were second wives.

One had seven children to care for including her own two babies.

Due to purdah observance, neither had any Options for social

interaction outside the ascribed group of women within which they

were subject to ridicule and censure.

Secondly, we can consider the effects of the suggested



aetiological factors in the group as a whole. No simple link

could be made between seclusion and mental state. The women who

were most isolated were not those who were most distressed; both

the implications of seclusion for individuals and its meaning for

them had to be understood. Here I note only the negative

correlation found between degree of seclusion and mental distress.

The issue is further discussed in more general terms below.

Experiences as mothers were hard but again not in themselves a

stress factor for most women: the context of total acceptance of

the role seemed important. Conflicts with health workers

concerning methods of child rearing (a suggested aetiological

factor) did not seem to give rise to distress amongst respondents.

Migration affected the women's lives in a number of ways but was,

in itself, accepted as their fate.

Factors which seemed to be of aetiological importance were

two. Firstly, the degree of social supportedness of women (either

a close marital relationship, or membership of a supportive

wamen's network or even the supportedness that derives from

membership of an ideological community as a proud observer of

purdah, physically isolated by virtue of unalterable circumstances

but maintaining correct and honourable ' social and religious

behaviour neverthless). The second factor was any circumstance (5)

which emphasised the women's separation from their own kin in

Pakistan. Death of the woman's mother was especially traumatic,

but other circumstances were evident too: one women had not

received letters for some time; others had been unable to attend

weddings of sisters. On the positive side, visits to and from

Pakistan had a positive influence, as did regular receipt of

letters, papers and news. This is, of course, related to migra-

tion. It was not the migration in itself, however, that seemed



significant but the way in which this altered the meaning of

subsequent events, events which were of themselves independent of

migration.

Looking at the initial questions relating to treatment, we

find that both of the women seen to be ill were in receipt of

treatment from their GPs. The first had numerous medications for

her somatic complaints; the second did not see her doctor in

person and it seemed probable that her symptoms were not

accurately or adequately reported, although the prescription of a

minor tranquiliser did indicate that the doctor was aware of the

emotional nature of her physical complaints but had (in my view)

under-estimated this. Both women emphasised their physical

disorders; in one instance this seemed to be because it was these

that prevented her from working and maintaining social relations.

In respect of the group overall, there was little chance of minor

psychiatric symptoms being	 detected by their doctor because

ha\C-
ve sample did not see him in person but were treated by proxy.

There was no evidence that distress was dealt with by

seeking help from other healers, but there was evidence of

different Concepts and of a different emphasis: on correct

behaviour rather than individual suffering. This led to an

understatement of personal distress except where this interfered

with the women's 'work'. There was no evidence that previous

contacts with health workers or doctors led women not to seek help

for their distress through these channels although there was

evidence that unhappiness was not, of itself, seen as a reason to

seek any sort of remedy from any source except strength from God

to cope with it.



2. Collective Influences on Individual Experience and Behaviour.

In each of the major areas of study which are involved in

answering the initial practical questions a number of key issues

have been identified. These issues all concern collective

influences on individual experience and behaviour, and it is in

exploring these issues that this work offers a distinctive

contribution to these various fields of study and that results of

this work can be linked to those of other researcher

The first issue is that of research methods. How is it

possible to investigate and understand other people's behaviour in

a systematic way? What difference does it make when the cultures

of researchers and researched are different? Can we show haw this

changes the techniques to be used and why it does so? Fran this

study overall, as documented in Part I, I concluded that the use

of certain research techniques and methods in a cross-cultural

setting shows up some of the assumptions which underlie them. In

this instance, I came to feel that the interview method was

individualistic and not entirely appropriate to the group studied,

in which collectivity was emphasised. I found translation and use

of psychiatric test scales to be a problematic exercise, and felt

that the scales used reflected assumptions peculiar to Western

industrialised society and culture - again not entirely approp-

riate . In both cases, the process of the work was itself illus-

trative. It was by close attention to this process (rather than

by discarding it as a 'problem of method') that I learned most

both * about the respondents' Concepts and about research

assumptions. My work convinced me of the importance of the

context of research (historical, geographical and academic) and of

its interactive nature and the importance of the relationship



between researcher(s) and respondents. My work both challenges

and supports the use of standardised psychiatric test scales

cross-culturally depending on the researcher's purpose. While

they might be used to demonstrate the presence or absence of the

particular sorts of manifestations of distress identified as

important by Western biomedics, they do not lead us to understand

how distress is experienced, understood and coped with by other

peoples and may fail to pick up considerable unhappiness when this

is not manifested in analogous ways.

I suggest that my detailed account of the research process in

Part I offers a distinctive contribution to discussions of

methodology by its illustration of the way in which methods are

changed during a piece of research and of what can be learned fram

this if these changes are themselves included as data for

analysis:

In exploring the relationship between seclusion ( an aspect of

social structure) and mental state (a psychological experience of

individuals), I concluded in Part IIkit was important to

understand the implications of the social structure for

individuals (this might vary) and its meaning for them (which had

to be set in the context of acceptance of purdah by the women). It

seemed that it was not women's non-interaction with others

that demanded explanation, but their actual patterns of social

interaction. This led me to see communal values other than purdah 

observance as important; particularly the maintenance of social

relations. In a context which included an emphasis on the

collectivity and on the maintenance of social relations, purdah

was not necessarily seen by women as oppressive, although some did

experience the extent of their seclusion as such. Many emphasised



positive aspects, such as the protection it afforded them. As we

shall see, it was not related in a simple way to mental state.

This Part of the thesis yielded understandings relating to

three key concepts in the overall analysis: the women's work,

their experiences of seclusion, and their experiences of

psychosocial isolation. Its contribution lies in the way in which

it relates aspects of overall social structure to individual

experience; starting from overall cultural and structural

definitions of the women's own self concepts. Such an account of

the lives of Pathan women in Britain is not available in the

literature: the role of the wish to receive health care in

mcdifying purdah observance (a theme taken up in the next Part,

too) adds a distinctive dimension to the analysis.

Part III concerned the women as mothers, and concentrated on

two aspects: the effects of mothering on their own health, and

their interactions with maternity and child health services and

workers. Data in respect of the former area relates to a

literature concerning women and health. I found that although the

experiences of my respondents had much in common with those of

other groups of mothers, and were often hard, these were set

within a total acceptance of, and pride in, their role as mothers.

Its deleterious effects on their own health were acknowledged but

accepted. There was little evidence of conflict between their awn

Interests as women and the Interests of their children except in

respect of aspects of religious observance (e.g. fasting in

pregnancy, leaving children to go on pilgrimage).

Concepts were found to be at variance both with those of

biomedicine and of other lay groups. Pregnancy was understated;

child and adult worlds less differentiated and the importance of

socially acceptable behaviour stressed over individual achieve-



ment. An emphasis on collectivity emerged at many points: in the

women's own view of themselves in relation to others rather than

in individual terms; in the informal placement of children within

the family and in the values seen as important in socialisation of

the child.

Women's behaviours in respect of health care were examined

most fully in this Part. In so doing, I was looking to respond.to

same of the issues in the literature concerning ethnic minority

groups and health services, through understanding the experiences

of this particular group in detail. Were such conflicts as

existed due to different Concepts on the part of patients and

health workers?' How far were conflicts due to culturally derived

beliefs on the part of the women and haw far to deficiences and

assumptions in the services, including institutional racism? Did

the data suggest personal solutions (reeducation of workers and

patients in order to facilitate mutual understanding) or political

ones? What role did expectations play? Haw far were there 'two

sides', locked in opposition? Did the women's awn Concepts

predispose them to accept services on offer and these services

put them off, or was it the other way round?

My analysis and conclusions offer an important contribution

to these debates. It contributes a description and analysis of

the Concepts and behaviours of a group of people in respect of

wham no such description exists. This is a group whose views are

of interest because they can be expected to (and were indeed shown

to) differ from those of other lay and medical groups.

Similarities between their experiences and those of other groups

of women are the more telling; conflicts with health workers can

be expected more in the case of this than of other Asian groups.



Coincidence of Interests was therefore, the more striking.

My conclusions were that the interactions between members of

ethnic minority groups and health workers were complex and

changing and that past interactions between than played a part in

this process of change. Even where Concepts and assumptions

differed, Interests might coincide. It was aspects of each 'side'

that both led to take-up of services and was a disincentive to it.

The Options from the women's point of view were not the same as

the services on offer. Simplistic explanations relating to

different Concepts or to racist structures were not adequate. It

was clear that both the interpersonal and the political level

were important. I also showed that the women's Concepts were both

culturally and structurally derived so that their experiences had

much in common with those of other groups of women where social

situations were similar.

Understanding of women's Concepts in those areas helps us to

see why some forms of health care constituted a reason to go out,

while others did not, and also shows how expectations define what

is seen to be normal - a conclusion that emerges in the next Part

also.

In Part IV the focus was on Concepts and illness behaviours

as in Part III, but the emphasis shifted towards understanding

Concepts. Themes were identified from the literature and these

provided a way of presenting data relating to both general and

mental ill-being. Concepts were similar in respect of each;

social behaviour was emphasised over individual suffering in

relation both causation and to illness behaviour. Health and

illness, happiness and unhappiness were all seen as inevitable

and God-given; serious illness was defined by the inability to

work. Some attention was paid to different medical, particularly



psychiatric, perspectives; the use of test scales showed up

assumptions underlying Concepts on both sides as well as the way

in which normality is defined and redefined both within medicine

and by lay groups. I identified similarities between the Concepts

which emerged fram this study and those of other groups described

in the literature and concluded that it was structural

similarities between groups concerned which accounted for this

since they were culturally very dissimilar. Structural factors

emerged from the data yielded by translation of the test items

also: these items demonstrated how it is that such very precise

indicators of ill-being are changed when those concerned are in a

social situation which reflects a different social structure. This

is as true for mothers with young children in our own society as

for secluded women in Pathan society. I concluded from Part IV

that respondents had a relational view of what was important in

respect of both physical and mental ill-being: although life

circumstances (including sickness) were absolute and God-given,

what was important was individual behaviour in face of such

circumstances. Especially in the case of women, personal

suffering had to be endured and contained in the light of wider

spiritual and social Interests. These are of course Concepts

which derive from a social structure which is male dominated.

While an analyst has to acknowledge this as oppressive of women,

it was not viewed as such by those involved.

There are clearly some common emphases which

emerged overall. The importance of social relations and of the

collectivity emerged from all sections. So did an awareness of

the importance of understanding Concepts and behaviours in the

context of the values to which the person subscribes if the aim is



to understand the meaning of data. This was as relevant to

understanding the results of research as to understanding the

implications of purdah observance or of mothering. Change,

process and interaction were also common to all Parts.

Conclusions from each Part of this thesis stand alone and

make substantial contributions to a number of different areas of

literature, as I have tried to show. It is, however, in

combination that they offer a unique contribution by demonstrating

the extent to which these aspects are interrelated. For example,

the complexity of the relationship between purdah observance and

mental state can only be understood from Parts II, III, and TV

together. From Part IV, we see haw the women have Interests in

protection from responsibility and that this directly effects the

extent to which they see themselves as able to cope or not.

Purdah is, for them, a system which clearly defines what women are

expected to do, and limits their responsibilities to the extent

that many claimed to make no decisions, and to have much work but

no responsibilities. Purdah also has to be understood, as Part II

showed, within an emphasis on the collectivity rather than the

individual. However, we also saw that it delimits the sources of

social support so that, where these fail, there are few alterna-

tives. It may also be the basis on which women do not go in

person to their doctors (see Part TV), although this would not be

the case were services differently structured. Purdah observance

therefore has both positive and negative implications for women's

mental health. Thus one of the three initial practical questions

can only be fully answered in sociological terms (rather than in

respect of individuals) on the basis of the understandings and

conclusions which result from the study as a whole. Another

example is the issue of the ability to work as the basis for the



definition of health (fram Part TV). Understandings of the nature

of women's work are important if we are to realise what this means

- these understandings come from Parts II and III. I conclude

therefore that health Concepts and illness behaviours are rooted

in the whole lives of individuals and groups and can only be fully

understood in this context. This conclusion is not itself new but

is demonstrated in Jocelyn Cornwell's recent study (1984). My

work confirms her conclusion which was drawn fram a study of a

group of women whose lives appeared, on the surface at least, to

be very different to those of my respondents.

3. Theoretical Conclusions.

A. The Nature of Concepts.

have concluded, on the basis of this study that Concepts 

are both structurally and culturally derived. This was shown both

in the comparisons of my respondents' Concepts with those of other

groups, where similarities which emerged could only be accounted

for on the basis of structural parallels between the groups; and

in the detailed analysis of the process of discussion of test

items where issues of religious belief, cultural emphases and

assumptions, and structural position all emerged with clarity.

I also observed a process of change in women's Concepts which

incorporated understandings deriving from past experiences,

including experiences of interactions with health workers.

Concepts then are not fixed. There was evidence of change due to

interaction with medical views. It is not possible from this data

to say how far these changes were one - way. I did not study the

Concepts of the health workers. It is likely, however, that



changes were primarily one way, which is consistent with the

arguments of those who see a process of medicalisation. This was

not, however, complete. Women retained emphases on their own

world-view despite attacks on it.

I also discovered that different sorts of Concepts can

coexist within accounts - what I have described as the women's

overall ideological views and their experiential views. Moreover,

was evident that respondents chose to emphasise certain aspects

of their experience and world view to me that would not have been

emphasised to others. The account I give therefore derives from

their perceptions of me: as a woman, a mother, a Pukhtu -

speaker and a member of the dominant white society, possibly

linked to health services. Concepts are not 'things'; they are

communications.

B. The Framework.

I began from an awareness that Concepts (somewhat loosely

understood) would be an influence on behaviour. I assumed also

that the services available would affect what women did or did not

do. I came to see, however, that services were differently used

by wan or not used by them and concluded it was more

appropriate, in seeking to explain illness behaviours from the

actors' perspective, to speak not of the services, but of Options

for treatment. These would include those services seen as

acceptable or appropriate and, perhaps, other possibilities for

help. I also concluded that another factor was of importance

since women made apparently irrational choices unless account was

taken of their Interests in one form of action over another. I

have used this tripartite framework in my presentation, and found

it helpful. It is not suggested as a tightly knit theoretical

model but as a practical means by which people's behaviours may be



understood. It does, in my view, force one to . take serious

account of their own perspective insofar as each of the factors

takes this as a starting point.

C.'Alms and Theoretical Perspective.

In assessing this study and the framework used within it, it

is important to be aware of what it does, and does not, try to do.

My concern throughout has been to understand everyday behaviours

and situations rather than overall social processes. I am aware

that many would wish to set the data concerning Concepts within an

analysis which sees these as deriving from the women's position in

a Patriarchal male-dominated society which is so thoroughly

oppressive of women that an acceptance of their own oppression has

became incorporated into their own world-view. In respect of

health care interactions, a similar analysis could be made which

sees the women as victims of racist structures and modes of

service delivery. Critics will undoubtedly see this study overall

as contributing to the social system which oppresses black groups

in Britain, with its focus on a minority group and its funding by

institutions seen as racist. However, my analysis itself

challenges a view of the wain and health workers as in

inevitable conflict due to differences of power, since each have

Interests which, at times, coincide even when they are differently

derived. Women who valued medicalised childbirth, on the basis of

their Interests in a healthly outcome at all costs, welcomed the

efforts of doctors to increase the technological aids used in

delivery, even if these were part of an armoury which devalued

women as persons and their ability to bear children unaided.

While such differences in orientation may eventually result in

conflict, in the immediate situation the Interests coincided.



Personally, I do have some sympathy with political

criticisms of work such as this, and would question whether it is

helpful for white researchers to continue to focus on minority

groups, however sensitively. The study suggests other focusses of

attention which would be illuminating - on the Concepts of health

workers interacting with the women, for instance. As described in

Part I, my own perceptions and awareness of a political dimension

have been changed by the study itself. I have tried to

acknowledge and document this process together with the data and

to let my analysis reflect it insofar as the limitations of my

data and original focus of attention allow. Whatever one's views

of studies which focus on minority groups, there seem to be an

increasing number of these being undertaken by Health

Authorities in recent and current years. This study shows up same

difficulties and highlights a number of issues relevant to this

execise.

In this context, I would however assert the importance of

studies which treat seriously the world-view of those studied,

whether the respondents be 'liberated' or racially conscious or

not. It is not only politically aware Asian women who need to

'find a voice'. Other groups have a voice too. I have tried to

represent the voice of my Pathan respondents. My focus of

attention has been everyday experiences and behaviours, rather

than overall social processes. I have not seen the women as

irresponsible or as victims (either of their own social situation

and structures or within British society), but as rational actors.

My framework is one which seeks to understand and draw out this

rationality. I would challenge any theoretical perspective which

seeks to undermine or devalue the women's world-view on the basis

that it is explicable as the result of societal conflicts or



structures. The respondents' own theoretical assumptions were

that male and female are complementary, not in conflict, and that

racial barriers gire not such as to preclude meaningful

interaction, either in health care or in the research process.
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Waisa:	 a village in Attack District from

which large numbers of Pathan (Chhachhi)

people have emigrated to Britain.

3. Languages.

Urdu:
	

The national language of Pakistan.

Hinco:
	

A regional language used in the

N.W.F.P. and ajoining areas.

Pukhtu:
	

(op.cit). The provincial language

of N.W.F.P. as well as the language

of the Pathans.

4. Other words and phrases used in the text.

In Alphabetical order. This list is offered
oc- LL1s cIc

as maid to the readerkonly. It is to be used in

conjunction with the text, where the context of a

term will be important to its meaning, and wherP

some additional explanations and, in certain

cases, explorations of a concept are offered. I

do not claim to Le a lin,Luist and apologise to any

reader who finds this mixturP of Puxhtu, Urdu,

Arabic, Persian (and imdeed, Anglicised :orrup-

tions of any of the former) offensive. 'ahere

possible, I have followed authorities and traJit-

ions, out this hds not always been possible.
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kismat fate (understood in the context

of Islamic faith in the will of

Allah).

malwi	 a Muslim teacher or leader.

masharan	 elders.

mataloona	 Pukhtu proverbs.

nazar	 lit, sight; the 'eye'.

pagal	 mad.

pir	 a saint or holy man.

Qur'an	 'lit. reading. The last Divine

Revelation of Allah' (McDermott

and Ashan 1980). The Holy book of

Islam.

Ramzan	 . (or Ramadan) The Muslims' sacred

month of fasting.

sawab	 holy, pure.

sayyid	 a holy person or family.

shalwar	 baggy trousers, forming part of

Pakistani national dress for both

sexes.

sharm	 shame, shyness, embarrassment, A

complex concept.

soch	 thought, (pl. sochunah) usually deep

thought.

surma	 a black substance (Kohl) applied

to the eyes of babies and children.



tarwiz	 an amulet, usually containing holy

words, worn around the neck.

umedwara
	

lit. hopeful. Expectant, pregnant.

zenana	 women; usually used to refer to

a place reserved for women.
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Appendix A.

Statement of a own Assumptions and Values.

A number of works discuss and dismiss the suggestion that

research is, or can ever be, completely objective and value - free

(see for example Ingleby 1981). I accept this totally: it was in

fact confirmed within the present study which itself convinced me

of the cultural assumptions underlying a number of research

methodologies. It is important therefore that I state my own

position in respect of four central areas: religion; purdah 

(this is the issue of the subordination of women); racism; and

depression (this is the issue of the meaning of mental illness).

I should stress that the discussions which follow are not

exhaustive: they are not offered primarily as critiques of

alternative positions or as a full justification of my own. They

represent a point in the development of my thinking which will, I

trust, continue to change and develop. I am myself aware of

confusions and contradictions in what I believe which will be even

more apparent to an outsider. The purpose of their inclusion

relates solely to the need to make explicit assumptions that have

influenced this work and its presentation.

1. Religion: A Christian describing Muslims 

This is not the place to discuss the affinities and

differences between Christian and Muslim beliefs. I merely state

my position as a committed Christian. as I stated it to

respondents. Far from being horrified that a non - Muslim was

attempting to interpret their beliefs, most saw it as preferable



that I had my own faith than that I had none. Many, moreover,

feel some affinity with the Christian tradition - we are at least

'people of the book'. They could better grapple with a different,

albeit mistaken, faith than with what they saw as the

faithlessness and hence the moral- decadence prevalent in the West,

although same linked this with Christianity. Inevitably my own

faith has influenced this analysis; the next section particularly

reveals same points at which I see it as being of relevance. I

hope that it has not prevented an accurate presentation of the

views of respondents within their own religeous tradition. It is

certainly a tradition for which I have a genuine respect.

2. Purdah: the social position of women.

I do not find myself angry concerning purdah nor do I view

the purpose of my work as being to expose its iniquities. Some

have expressed surprise at this. My first line of defense would

be that neither the women I knew in Pakistan nor my respondents in

Britain who observed purdah were outspokenly critical of it nor did

they appear angered by it or to experience its observance as an

imposition. There were discussions concerning how strictly it

should be observed/enforced and some criticism over this, which is

presented jr, the rroal`r, On the other hand, a recent

visit to Pakistan (December 1984) brought me in touch with Pathan

women who were critical of purdah as a social institution.

understand that such criticism is growing and increasingly

expressed and I have considerable sympathy with it. Recent

legislation in Pakistan makes overt and further institutionalises

attitudes concerning women's inferiority. Reaction to this by

women in Pakistan is inevitable.



Yet the defence that I share the perspective of my

respondents is not sufficient. An ethnographer can describe a

people and their views without adopting them and, indeed, must

remain somewhat detached from what s/he observes and describes if

s/he is to put it into an overall framework. It is perhaps the

awareness of their views however, which makes me echo what Verity

Saifullah Khan has to say in the context of her discussion of

purdah in the British situation.

There is a disturbing arrogance and 'cultural' imperialism

underlying many of the most valid aims of the womens

movement. The movement is based on concepts such as

individuality and independence, which are essentially Western

concepts. It applies little time and energy to delve below

the sUbmissiveness, conformity, dependence, exploitation and

ladk of individuality which it characterises as fundamental

to the Asian, and many other ways of life. In our society

the state of the old and the mentally ill indicate but two

examples of our need to learn from the altruism, and the

notion of duty which are equally fundamental elements of

Asian culture.

To the Asian, the Westerner's stress on independence and

individuality appears immoral, selfish and irresponsible,

although it may well foster innovation and creativity.

Freedom is not identified with self-assertion, and

emancipation must surely be attainable without

Westernisation. It is arguable, I think, that Asians do not

see the status of men and women as comparable, and thus not

in competition or conflict ... Each have their own 'equal'

status, but their statuses are different, with their own

unique characteristics and resources.	 Comparison and



competition make little sense. 	 (Saifulllah Khan 1976

:241).

Although I personally do belhve that the status of men and

women is comparable such that equal opportunities to participate

in both domestic life (currently often culturally denied to men)

and public life (currently often culturally and structurally

denied to women) are important, I share the view expressed that

independence and individuality are not goals which are paramount.

Although I believe in the necessity of political change to

achieve equality of opportunites, both in respect of sex and of

class, I see political change as a means to an end rather than an

end in itself. Moreover my view of the end has more to do with

powerlessness than with power, more to do with service than with

rights and more to do with interdependence than with independence.

( I like to think that these views not only reflect and derive

frcut my Christian belief, but that I hold to that belief because,

to date, it best incorporates what I believe to be true from

experience). I am aware that many who are committed to political

struggle would agree that it is a means and some might even agree

with me about the nature of the end in view. They would argue

further however that social justice is a Prerequisite: that

those who suffer deprivation, whether materially or in terms of

opportunities cannot think about ends; that salvation (whether

religiously conceived or in terms of self-fulfilment and

actualisation) is impossible within an unjust structure. At the

extreme this argument is, in practice, true for the majority of

people although there are many who bear witness to the possibility

of personal fulfillment within unjust situations, including Christ

himself. This may however be where Christian and humanist

persectives differ, for I do not see social justice as a



prerequisite to individual salvation, important as it is. It

seems to me to be wrong to argue, as many Marxists and Feminists

do, that anyone who experiences fulfillment within a situation of

social inequality is suffering from 'false consciousness'. On the

contrary, it is my view that some (not all) situations of

powerlessness (even those not consciously chosen) offer a greater

opportunity for personal development in terms of relationships

with other people than do many (perhaps all) situations of power.

My view of my own strengths and potential is that they lie in

the area of the personal, not of the political. I do not see

my own preference for personal action as 'opting-out'. It is

often the case that the personal becomes political and many,

perhaps most, political activists derive their commitment and

interest from personal struggles. I can only say that for me this

has not yet happened. I feel closer in many respects to the

Pathan mothers I interviewed, including their acceptance of a

dependent social position, than I do to a large number of

feminists. This account of Purdah is not therefore a critical

attack on an unjust social institution although I accept that

purdah is potentially oppressive. For such an analysis, the

reader will have to turn to a writer with other assumptions and

theoretical leanings.

3. Racism

Whereas I share with those I shall be describing a common

situation as a woman, in respect of the issue of race, I belong to

the more powerful group while they are of the other side - I am a

white person describing the experiences of black people. In

respect of the issue of race therefore I tread more warily. I am



aware of the current view in many black circles that white cannot

and should not speak of or for black, and of the critism of white

liberal attitudes concerning issues of culture and, less . often,

race.

Awareness of these views and their validity represents a

change in my thinking that has occurred during the project.

described.

From a simplistic and (many would argue), fairly typical

liberal notion that more and better understanding of the culture

and customs of members of minority ethnic groups would lead to

better treatment of them within, for example , the health service,

I have come to an awareness of the nature and pervasiveness of

racism, such that the situation is a radically different one to

that which I originally thought I understood. I find Bhikhu

Parekh's .analysis helpful:

Combating racism, then, involves not simply ending

discrimination or eradicating prejudice but something totally

different; it involves securing from the white community a

full recognition of the humanity of the black man who,

although deficient in this respect as all human beings, white

and black, are, is still a human being with dignity and pride

and entitled to proper respect and regard. Racism therefore

cannot be combated in ways that social psychologists have

proposed for eradicating prejudices ...

... the answer to it obviously does not lie in ... hoping to

eradicate the white man's 'prejudices' by giving him more

information on the black man's cultural and personal back-

ground, ... While all these and other methods may succeed in

establishing better relations between isolated members of

different races, the problem of racism is too profound to be



tackled by such simple-minded a-historical and a-political

approaches.

(Parekh 1974: 239 & 241).

Neither the research project nor this thesis attempt primar-

ily to combat racism. Racist features of the health service and

of British society are discussed as they arise and the experiences

and concepts of the women described have to be understood as

influenced by the racist nature of their situation. As argued in

Chapter One of the text, I would suggest that my approach and

framework leave room for a political analysis, although I do not

take inevitable conflict as a starting point. I accept (and have

tried to indicate ways in which this is so) that my analysis is

different to that which would be made by any other researcher, and

that the factor of race is likely to be of particular importance

in this respect.	 I have yet to be convinced however, that

either sex or race are such fundamental variables that either

overides other more subtle affinities between people.

4. Depression: the Meaning of Mental Illness.

I came to this work with a view of Depression as a

discernable syndrome with specific recognisable and universal

symptoms. This was also a psychodynamic approach emphasising the

possibility of healing through psychotherapy rather than the more

physical treatments e.g. ECT or pharmaceuticals, which I viewed as

giving merely symptomatic relief. However, my experience of

working with Pathan patients in Pakistan reinforced both my view

that depression exists in other cultures and places in more or

less the same form and that it was/is susceptible to treatment by

psychodynamic and group dynamic methods.

The present work has led me to question these starting



assumptions both in respect of the universality of some of the

characteristics of depression and in respect of the advisability

of using psychodynamic or group dynamic methods in situations

where social relations are vital to individual well-being rather

than vice versa (as in the West). The text illustrates both some

of my initial assumptions (as embodied in Methodology) and my

conclusions in respect of this central issue.
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RESEARCH ASSISTANT JOB DESCRIPTION 

"The Mental Health of Pathan Women in Bradford: a case study of migrant hsian Women" 

This research project is funded by the DHSS to run for a period of 29 months
from 1st June 1980. The project is under the direction of Margaret Stacey,
Professor of Sociology at Warwick University and is being conducted (on a
part—time basis) by Ms. Caroline Currer of the same department, with
supervision, in the field, by Dr. John Bavington of Lynfield Mount Hospital,
Bradford, in relation to psychiatric aspects of the work.

A Research Assistant will be required to start as soon as possible and
to work, on a part—time basis for the duration of the project. The scale
is that of Data Analyst (Clerical Grade 4, £4,200 p.a. pro rata i.e. £2,100
half time). This person must be a woman, a Pathan and fluent in both English
and Ptikhbu, with sufficient educational background to appreciate the aims of
the study and the need for careful and accurate methodology. Ideally, she
should have a first degree in a social scien-., subject but it is difficult
to say at this stage whether a person qualified in this sense will be
available and others are encouraged to apply.

The research assistans tasks will be to facilitate introduction into
Pathan households, to act as a check in the research worker's understanding
of language and concepts during interviews and later during transcribing and
analysis of interviews, and to make practical arrangements that enable the
research worker, who will only be in the locality on days when fieldwork
is is progress, to use her time in the field to the maximum effect.
Although employed for a total period of 22 months on a part—time basis, she
Will need to be flexible enough to alter her times to fit the orogress of
the work, possibly working more during the fieldwork period and then less
during the period of analysis and writing up. She will also be expected
to travel to Warwick University for discussions with the other personnel .
as needed during the course of the work. (not necessarily)

Further details of the role envisaged and discussion with the other personnel
involved are expected to be necessary before an application is made by
anyone interested„__In the first instance Ms. Currer will be happy to
meet anyone who considers herself able to undertake this work, to explore
the possibility with her. In view of the tasks involved the relationship
between these 2 workers will be crucial and is a factor to be considered
in the appointment of research assistant. An ability on the part of the
applicant to maintain an objective attitude in respect of members of her
own community will also be necessary together with a sympathetic
understanding of the difficulties of the immigrant situation.

N.D. Plunse redd together with the further notes "Rusearch Aosistant:
Criteria for selection".



October 1980

Research Assistant — Criteria for selection 

Summary of notes made (August 1980) on the relative importance of

the conflicting requirements.

Ref. Project Description (esp. paras iii.9.3 and iii.9.5)

Research Assistant Job Description

This appendix to the job description is necessitated because discussion

and further thought have made it clear that the ideal expressed in the

original description is unlikely to be obtainable and that my requirements

are in contradiction with each other in several respects.

The Research Assistant must be a woman (preferably a mother)

and of Pathan origin, able to speak fluent Pukbta.

1. I see the role of the Research Assistant in:

a) facilitating response

b) being sensitive to the meaning of the communication at all

levels (verbal and non verbal)

c) being Ode to communicate this understanding to C.C. (at

the time of interviewing and later during transcribing

of interviews — this can be in a mixture of Pushto and

Englih if necessary) —as of critical importance.

2. Also of critical importance is the issue of confidentiality.

While this cannot be understood in the same way in an Asian

context ( 1. a British one, the nature of the data to be collected
is sensitive and considerations of "izzat" are bound to enter

into the willingness of respondents to communicate at all and

this will be influenced by the way in which respondents perceive

their relationship with those receiving the information —

particularly with the Research Assistant who as a Pathan will
have a greater or lesser overlap of social network with their own.

I see tlie g 2 considerations as in conflict — (1) points to a person

similar in background and social status to that of the respondents;

(2) to someone physically and/or socially removed.

3. Practical considerations cannot be ignored. For a Pathan woman

to take a job at all is unusual in a traditional home, particularly

one that involves contact with outside agencies and 	 There

is a further conflict here. The Research Assistant will be able to

make a greater practical contribution the more independent, mobile

and fluent in English that she is. While I am prepared to accept
a minimal contribution in these respects (despite the additional

burden this puts on myself) in view of the importance of the role

described above (1); the fact that even the taking of a job is

itself unusual seems to suggest that anyone applying will be less

traditional however little practical assistance I am willing to

settle for.

cont'd...



Overall, a culturally 'marginal woman' seems the most likely to connider

this job and would be best suited to it in respect of considerations

(2) and (3) although perhaps less suited in respect of (lb) which is

the most important.

I should probably be looking outside Bradford therefore, possibly for

someone married to a non—Muslim or who has been educated in Britain

and is fairly independent of the Pathan community. It may be that

I have to consider an unmarried girl (although again an unusual degree

of independence would be necessary for this to be permitted. I can,

however, act as chaperone to some extent, including while at Warwick.)

_

CC/SCW

22/10/B0
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The Psychiatric Test scales and Translations.

The General Health k.6uestionnaire 30 item scale,

The Langner 22 item scale.

Pukhtu translations of both scales.

.Literal hnglish back-translations of the

Fukhtu, with comprehension notes in

respect of each item.
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GENERAL HEALTH
QUESTIONNAIRE	 .30

Please read this carefully:

We should like to know if you have had any medical complaints, and how your health has been in

general, over the past few weeks. Please answer ALL the questions on the following pages simply by under-

lining the answer which you think most nearly applies to you. Remember that we want to know about

present and recent complaints, not those that you had in the past.

It is important that you try to answer ALL the questions.

Thank you very much for you co-operation.

HAVE YOU RECENTLY:

1 — been able to concentrate on whatever 	 Better	 Same
	

Less	 Much less

you're doing?	 than usual	 as usual
	

than usual	 than usual

2 — lost much sleep over worry?	 Not at all
	

No more
	

Rather more Much more

than usual
	

than usual	 than usual

3 — 'been having restless, disturbed nights?	 • Not
	

No more
	

Rather more Much more

at all
	

than usual
	

than usual	 than usual

4 — been managing to keep yourself

busy and occupied?

5 — been getting out of the house as

much as usual?

More so	 Same

than usual	 as usual

More so	 Same

than usual	 as usual

Rather less

than usual

Rather less

than usual

Much less

than usual

Much less

than usual
6 — been managing as well as most people	 More so	 Same

would in your shoes?	 than usual	 as usual

Less	 Much less

than usual	 than usual

–,been feeling on the whole you	 Better
	

About
	

Less well	 Much

were doing things well?	 than usual
	

the same
	

than usual	 less well

8 — been satisfied with the way you've
	

Better	 About
	

Less well	 Much

carried out your task?
	

than usual	 as usual
	

than usual	 less well

9 — been able to feel warmth and	 Better
	 About same Less well 	 Much

affection for those near to you? 	 than usual
	

as usual	 than usual	 less well

10 — been finding it easy to get on with	 Better
	 About same Less well 	 Much

other people?	 than usual
	

as usual	 than usual	 less well

11 — spent much time chatting with people?	 Not
	

No more
	

Rather more Much more

at all
	

than usual
	

than usual	 than usual

12 — felt that you are playing a useful part
	

More so
	

Same
	

Less useful	 Much less

in things?
	

than usual
	

as usual
	

than usual	 useful

13 — felt capable of making decisions about 	 More so
	

Same
	

Less useful	 Much less

things?	 than usual
	

as usual
	

than usual	 useful

PLEASE TURN OVER



24 — been thinking of yourself as a
worthless person?

25 — felt that life is entirely hopeless?

26 — been feeling hopeful about your own
future?

27 tt— been feeling reasonably happy, all
things considered?

28 — been feeling nervous and strung-up
all the time?

29 — felt that life isn't worth living?

C2

HAVE YOUYOU RECENTLY:

14 — felt constantly under strain?	 Not	 No more	 Rather more Much more
zt all	 than usual	 than usual	 than usual

15 — felt that you couldn't overcome your	 Not	 Nc more	 Rather more Much more

difficulties?	 at all	 than usual	 than usual	 than usual

16 — been finding life a struggle all the time? 	 Not
	

No more	 Rather more Much more

at all
	

than usual	 than usual	 than usual

17 — been able to enjoy your normal
day-to-day activities?

18 — been taking things hard?

19 — been getting scared or panicky for
no good reason?

More so	 Same	 Less so	 Much less
than usual	 as usual	 than usual	 than usual

Not	 No more	 Rather more Much more
at all	 than usual	 than usual	 than usual

Not	 No more	 Rather more Much more
at all	 than usual	 than usual	 than usual

20 — been able to face up to your problems?	 More so	 Same	 Less able	 Much less

than usual	 as usual	 than usual	 able

21 — found everything getting on top	 Not	 No more	 Rather more Much more

_	 of you?	 at all	 than usual	 than usual	 than usual

-g
22 — been feeling unhappy and depressed?	 Not	 No more	 Rather more Much more

at all	 than usual	 than usual	 than usual

23 — been losing confidence in yourself? Not	 No more	 Rather more Much more
at all	 than usual	 than usual	 than usual

Not	 No r-ore	 Rather more Much more
at all	 than usual	 than usual	 than usual

Not	 No more	 Rather more Much more

at all	 than usual	 than usual	 than usual

More so	 About same Less so	 Much less

than usual	 as usual	 than usual	 hopeful

More so	 About same Less so 	 Much less
than usual	 as usual	 than usual	 than usual

Not	 No more	 Rather more Much more
at all	 than usual	 than usual	 than usual

Not	 No more	 Rather more Much more

at all	 than usual	 than usual	 than usual

30 — found at times you couldn't do	 Not	 No more	 Rather more Much more

anything because your nerves were 	 at all	 than usual	 than usual	 than usual

too bad?

Copyright ©General Practice Research Unit 1972
Published by The NFER-Nelson Publishing Company Ltd.
Darville House, 2 Oxford Road East, Windsor, SL4 1DF, Berks.
All rights reserved. Not to be reproduced in any form
or by any means without the written permission of the publisher.
First published 1978.
C) General Practice Research Unit 1978.
ISBN 07005 0211 4
Printed in Great Britain.	 Code 4075 03



LANGNER SCALE (from Amer.J.Psych.)

(As used b y Cochrane Hashrii and Stopes Roe in "Measuring Psychological
:i-stpcbarIce in Asiap 	 t	 Bri-tain" _Social Science & Medicine Vol.II)

1. I feel weak all over much of the time.

a.	 Yes	 b.	 No	 c.	 Don't know d. No answer

2. I have had periods of days, weeks, 	 or months when	 I
care of things because I couldn't "get going".

a.	 Yes	 b.	 No	 c.	 Don't know

couldn't take

d.	 No answer

3. In generdl, would you say that most of the time you are in high
(very good)	 spirits,	 good spirits,	 low spirits, or very low spirits?

a. High	 b. Good	 c. Low*	 d. Very low*

e. Don t know
	

f. No answer

4. Every so often I suddenly feel hot all over.

a. Yes*	 b. No	 c. Don't know	 d. No answer

5. Have you ever been bothered by your heart beating hard? Would you
say: often, sometimes, or never?

a. Often*
	

b. Sometimes	 c. Never	 d. Don't know

e. No ,,nri,s-wer

6. Would you say your appetite is poor, fair, good, or too good?

a. Poor*	 b. Fair	 c. Good	 d. Too good

e. Don't know	 f. No answer

7. I have periods of such great restlessness that I cannot sit long in
a chair (cannot sit still very long).

a. Yes*	 b. No	 c. Don't know	 d. No answer



8. Are you the worrying type (a worrier)?

a. Yes*	 b. No	 c. Don't know	 d. No answer

9. Have you every been bothered by shortness of breath when you were not
exercising or working hard? Would you say: often, sometimes, or never?

a. Often*
	

b. Sometimes	 c. Never	 d. Don't know

e. No answer

10. Are you ever bothered by nervousness (irritable, fidgety, tense)?
Would you say: often, sometimes, or never?

e. Often*
	

b. Sometimes	 c. Never	 d. Don't know

e. No answer

11. -Have you ever had any fainting spells (lost consciousness)?

Would yollsay: never, a few times, or more than a few times?

a. Never
	

b. A few times c. More than a few times d. Don't know

e. No answer

12. no you ever have any trouble in getting to sleep or staying asle-p?
Would you say: often, sometimes, or never?

, a. Often*
	

b. Sometimes	 c. Never	 d. Don't know

e. No answer

13. I am bothered by acid (sour) stomach several times a week.

a. Y es*	 b. No	 c. Don't know	 d. No answer

14. My memory seems to be all right (good).

a. Yes	 b. No*
	

c. Don't know	 d. No answer

15. Have you ever been blithered by "cold sweats"? Would you say:
often, sometimes, or never?

a. Often*	 b. Sometimes	 c. Never	 d. Don't know

e. No answer



16. Do your hands ever tremble enough to bother you? Would you say:

often, sometimes, or never?

a. Often*
	

b. Sometimes	 c. Never	 d. Don't know

e. No answer

17. There seems to be a fullness (clogging) in my head or nose

much of the time.

a. Yes*	 b. No
	

c. Don't know	 d. No answer

18. I have personal worries that get me down physically (make me

physically ill).

a. Yes*	 b. No
	

c. Don't know	 d. No answer

19. Do you feel somewhat apart even among friends (apart, isolated, along)?

a. Yes;	 b. No	 c. Don't know	 d. No answer

20. Nothing every turns out for me the way I want it to (turns out,

happens, comes about, i.e. my wishes aren't fulfilled).

a. Yes*	 b. No
	

c. Don't know	 d. No answer

21. Are you ever troubled with headaches or pains in the head? Would

you say often, sometimes, or never?

a. Often*	 .b. Sometimes	 c. Never	 d. Don't know

e. No answer

22. You sometimes can t help wondering if anything is worthwhile anymore.

a. Yes*	 b. No	 c. Don't know	 d. No answer

* Response is pathognomonic
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Literal English Retranslation of the items of the Pu) ,..kto. version 

of the General Health Questionnaire with comprehension notes for each item

1. When you work, can you keep your thoughts on your work or do
you think of other things?

Well understood. It is a common idea that "thoughts" can destroy
both concentration and health.

2. Has your sleep been destroyed (lit, made bad) from a lot of worry?

Well understood. Worries are seen to have the power to destroy sleep.

3. Are you rested in your sleep?

Well understood, although note the question had to be turned
round. All had disturbed nights due to a young baby.

4. Is there ever a time when you do not have any work or you are idle?

Well itinderstood but note that again the question had to be turned
round and that the idea of "managing" to keep busy was not possible
to translate.

Respondents laughed at this item - keeping busy is no problem
with an average of four young children.

5. Do you go out of the house as much as usual?

Well understood, but "going out" has a different meaning.

' 6.	 Do you think that, if someone else were in your place, then
they would do everything as you do?

Clumsy, hard to grasp. I was asked "how do we know how someone
else would behave in our place?",

7. Do you think that, in general "I do everything well enough"?

Well understood, but lack of anyone specific to compare with -
all have different circumstances.

8. Do you gain satisfaction from your work?

Well understood.

9. Is there love in your heart for your own (people)?

Well understood, but hard to admit to not feeling this.



10. Is it easy for you to pass the time with/get along with other
people?

Well understood.

11. Do you spend a lot of time chatting with other people?

Well understood, though this was not always in her power to
determine.

12. Do you think you have a place in your family, and their respect?

This paraphrase was well understood. Exact sense did not make
sense in Pushto.

13. Can you make your own decisions?

Not well understood - women saw themselves as having no
decisions to make.

14. Does it seem to you as if there is a'.days a load on you?

Well.,understood, associated with unhappiness and loneliness.

15. Do you think that "the difficulties on me are so great that I
cannot do anything"?

Well understood.

16. Is everything hard to you, or containing difficulties?

Well understood, some laughed at idea that they might have
difficulties.

17. Is there happiness in your daily work?

Well understood, some laughed at idea that they might enjoy life.

18e-,If something minor happens to you, or someone says something that
is mildly insulting (bad), then do you think a lot about that or
get unhappy about it?

Very hard to translate - note the elaboration necessary. Even
when put this way and understood, it was considered entirely
natural that such incidents should be very upsetting indeed.

19. Have you ever become fearful or afraid for no reason?

Well understood.

20. Can you face your difficulties?

Well understood - even the idiom of turning the face towards
problems translates directly giving the same sense.



21. Is it as if everything is a load on your head?

Well understood.

22. Is it the case that you have only sadness and no happiness?

Well understood.

23. Has there been a time when you doubt yourself feeling "I can
do nothing"?

Well understood usually.

24. Have you ever thought that you had no value?

Sometimes queried - one specific term was unfamiliar.

25. Do you ever think that there is no hope in life?

Well understood, but religion precludes such feelings.

26. Is there hope for your own future?

Wen- understood, but in Islam there is always hope.

27. In, general, are you happy enough?

Well understood.

28. Have you ever got very uptight or angry recently?

Well understood, women especially spoke of feeling angry with
the children.

29. Do you ever think that life is just pointless?

Well understood.

30.Has there ever been a time when you could not do anything
because you were sort of ill?

"Nerves" was untranslateable. "Sort of ill" was not
comparable since by definition if you are ill you cannot
work and if not you can.
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Literal English retranslation of the items of the Pukht lu version 

of the Langner 22 item scale with comprehension notes for each item 

1. My whole body is sort of weak a lot of the time.

Weakness is a sign of illhealth, also meaning thin. One linked
it with having problems.

2. These days it is as if I cannot work for periods of days,
weeks or months because it is difficult for me to start.

Well understood, one linked it with illness.

3. Generally, would you say you are in very good health, good
health, bad health or very bad health.

Generally well understood - the word used for "spirits" is
wider than the English, covering bodily as well as mental health.

4. From time to time my whole body becomes hot.

Geperally well understood, linked with work and pregnancy.

5. Has it every happened to you that your heart beats fast?

aenerally well understood, one linked this with fear.

6. What would you say - that you have a good appetite for food,
no appetite or absolutely none?

Generally well understood.

7. Sometimes I get so restless that I cannot sit in a chair for long.

Generally well understood - the term for restlessness is commonly
used for agitation of all sorts. Some associated it with
pregnancy and pnysical restlessness.

8. Are you a great worrier?

It was hard to convey an abstract tendency to worry even though
the term used was well understood. There were many examples of
concrete worries.

9. Has it ever happened to you that you have become short of breath
at a time when you were not working or exercising?

Generally well understood.

10. No translation possible.

11. Have you ever become dizzy to the extent of loosing consciousness?

Well understood. Two linked this with unhappiness.



12. Do you have any difficulty in sleeping or at the time of going
to sleep?

Well understood. The demands of children prevented sleep as
did worries or "thoughts".

13. During the week, do you sometimes get gas/wiru in your stomach?

Well understood but is a little different from a sour stomach
as in original.

14. My memory is good.

One saw a bad memory as a consequence of worrying. Others saw
had memory as an acceptable joke.

15. Have you ever had cold sweats?

Well understood.

16. Has it ever happened that your hands have trembled enough to
trouble you.

W41 understood.

17. It often seems as if my head or nose is blocked.

Well understood, but most linked this with having a cold.

18. I have my own worries which make me ill.

Some acceptance that worries can lead to illness, although most
claimed to have no worries.

19. Have you ever had the thought that "even amonc my own people,
I am alone".

Often taken to mean "single handed" - alone in a practical rather
than psychological sense. Also often taken religiously - we—
are alone before God. Thus, well understood but differently
from the way intended.

20. Whenever I want something, then it just doesn't happen - do
you ever get this idea?

Understood, but very literally - some claimed that whatever
they want, comes to be. Others that we have to accept that it
will not. God is responsible.

21. Have you ever been troubled by headaches?

Well understood.

22. Have you ever had the thought that there is no point/meaning
in anything?

Well understood, but the idea that life may not be worthwhile
caused little anxiety. It is metely to be accepted as it comes.



APPENDIX 3)

REVISED 
RESEARCH INSTRUMENTS

AND RECORDING SYSTEMS

Individual Interview Guidelines

Group Interview Guidelines

Individual Record Sheets

Group Record Sheets

List of Initial Contacts with notes

List of Group Contacts with notes

List of Respondents with notes



3	 May 1981 

Individual Record Sheet 

Respondent Number:

Name:

Husband's name:

Address:

Telephone No.
Children with ages

Single family or joint household:

Shared with:

Own village of origin:

Husband's village of origin:

Is husband a relative?
—

Len,gth- of time .an Britain — self
— husband

^

which?

-
OthEcfamily irl:walking distance	 who?

in'Bradford	 who?

in England	 who?

Others from village in walking distance?
in Bradford?
in England?

-
1

Husbnd in work?
Sort of employment?

Languages spoken by woman?

by husband?-
(tick main one used at home)

School:
	

Type of housing:

Clinic:

G.P.:

Health Visitor:
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1.-	 Individual Record Sheet (cont'd.)

Respondent number:

Points arising from interviews 

Date	 Points to follow up or of note 



b3
Checklist of topics to cover 

with individual respondents 

Topics 
	

Covered	 Date

Explanation - woman
- husband

A. Childbirth in England 

1. Last Birth experience
2. Contraception and timing of family
3. Discussion of pregnancy and confirmation
4. Self care in pregnancy
5. Hospital stay
6. Social experience of birth and religious customs

B. Rearing Young Children in England 

1. General - Being a Mother
2. Concerns and concrete practices

, 3. Reference groups and support systems
4. Aspirations

- C. Being a Pathan Woman in Bradford - stresses and supports 

1. Purdah
2. Family organisation

ipresent household

Domestic division of labour
a) in respect of children
b) other domestic
c) social

ii) wider family
3. Events and Festivals
4. Religious observance
5. Use of English

. 6. Dress

D. TIlness and Treatment 

• 1. Use of alternative facilities in
the area

, 2. Use of NHS facilities
3. Seeking treatment (specific)

a) Own illness
b) Child's illness
c) Hospitalisation

E. Experience of stress 

1. Present Psychological disturbance
2- Own specific experience of disturbed

or distressed mood
3. Specific history of severe disturbance

Termination
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Individual Interviews with Pathan Mcthers 2 

A.	 Childbirth in England 

1. Last Birth experience 

Encouragement to talk about most recent birth experience in

specific terms, comparing with previous NWFP births or with imagined

situation there if wanting to.

2. Contraception and timing of family 

Depending which number in the family this most recent child is:

Do you feel you have enough children now?

Why/not? Are you trying to prevent another?

What are you using? What are your husband's ideas about this?

(If it has not emerged in group discussion) — what do you

think about these things? What is best fox ,,he mother?

Who should decide what to do?

3	 Discus:sion of pregnancy and confirmation 

Who did you tell first when you thought you were pregnant?

When 'did you tell your relatives in Pakistan?

When did you go to the doctor?

Did you go or did someone go for you, or with you — who

translated — was this awkward?

4. Self care in pregnancy 

Who advised you about how to look after yourself the first

time you were pregnant?

This time, did you go to antenatal classes?

How did you get there?

Who went with you? Who translated?

re- the visits helpful?

What happened, did you understand why?

Did the advice make sense? How far did you follow it?

Who was the most helpful person for you?

5. Hospital stay 

Can you tell me about the delivery —

was anyone with you?

did you have anaesthetic?

how long was labour? were there any problems?

did you know what was going on?

What about after the birth? Were you in a room
with Pakistani women or English women?

Did anyone else speak PuhttA?

Was anything specially difficult or that you specially liked?

How did you feel about it all?

CC
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A. Childbirth in England contld.

6.	 Social experience of birth and religious customs 

Did a lot of people come and see you — in hospital?

— at home?

Did you have extra help when you got home — who frcm?

Did you get very tired?

Did you have a party when his/her head was shaved, or

when he was circumcised?



6	 May 198: 

Individual Interviews with Pathan Mothers 2.

B. Rearing Young Children in England 

1. General — Being a Mother 

Do you enjoy having young children?
What are the best aspects of it, and the worst for you?
What time do you go to bed?
What time do you get up?
How do you feel by the end of the day, most days?
Do you have any/much time apart from the children?
Would you want it?
Who helps you with the children most?

2. Concerns and concrete practices 

Do you have any special worries about any of the children
at the moment?

In respect of the n youngest child:

Did/doli he/she wear nappies?
What ag-b did he/she stop using them?
What 8o your children like to play at/with?
What time do they go to bed?
Does 'he/she sleep alone or with you?
Does your husband do much with them?
What does he do?
What did he do yesterday?
Did you breastfeed your children?
For how long or why not?
Why did you stop?
What solid foods did you start with?
Do you notice a difference between the boys and the girls;
do you treat them differently?

How do your children go to school — who with? (if applicable")

3. Reference groups and support systems 

Whose advice do you ask if you are worried about the children?
Do you miss your mother to ask about the children?
Do you discuss problems concerning the children with your
husband, or with other women — who?
Have you ever been to the clinic to ask for advice?
What was the problem?
When did the health visitor come last?
Does she seem at ease when she is here?
What does she talk about?
How do you understand her?

4. Aspirations 

What do you hope for for your child(ren)?
What aspects of the future worry you most?
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Individual Interviews with Pathan Mothers 	 2.

C. Being a Pathan Woman in Bradford - stresses and supports

1.	 Purdah 

Do you wear a burga to go out?

a cheddar

a coat

Do you ever go out on foot or always in a car?

Do you feel strange on the street here in a burga?

Do you ever feel lonely and isolated because you can't

go out freely?

Last week - when did you go out?

- where to?

- what for?

- who with?

- how car/taxi, foot, bus?

Was this typical?

Wouid you prefer to get out more?

Why don't you - own feeling?

- pressure from husband?

- pressure from family?

- pressure from community?

Are he Pathans here generally fairly strict about these things

do you find?

Do people come and see you?

Last week - when did you have a visit?

- who was it?

- from where?

- how long did they stay?

- what did they come for?

How would all this be different in 	 (name of village)?

2.	 Family organisation 

i) - present household 

Background:

Tell me a bit about yourself?
Where do you come from?

How old are you, how many brothers and sisters have you,

older or younger?

Where are they now?

Have you ever had a job?

Did you go to school in Pakistan?

When did you come here?

Did it take a long time to fix up?

Had you ever been here before?

What did you think about coming?

When did you get married?

Where?

Is your husband a relative?

Who arranged it all?

54, yo-u ' ye. Item orrr ista	 3tcus. hoW.



Individual

C. Being .; Pathan woman in Bradford - stresses and supports cont'd. 

2.	 Family organisation cont'd.

Domestic division of labour - a) in respect of children

Does your husband look after them while you're busy or out?

Does he feed them, change them, bath them?

What does he do with them?

Does anyone else regularly help with them?

- b) other domestic

Who does what - pays bills, gas, electric, phone, water?

- shopping - household, for own clothes?

- collects benefits?

- income tax returns?

- goes to doctor - for woman?

- for children?

- arranges transport?

- home maintenance, dripping tap, frozen pipes?

- car maintenance (if applicable)?

- housework?

- c) social

If 'someone is ill or has a death in the family, who goes?

What determines this?

Do,.,you go out as a family at all?

How often?

Who goes?

Where to?

Do you visit o“t of Bradford together?

Why (not)?

Is transport a problem?

If husband is at home - what does he do all day?

Is your relationship here with him different to a husband wife

relationship in Pakistan?

In what ways?

.Does this make life easier or harder for you?

ii) - wider family 

1—i 1.el:

Where do your parents live now?

Where do your husband's parents live now?

So you don't often see your mother (or so it is not hard

for you to see your mother)?

When did you last see your mother?

Would you like to see her more often?

Would she like to see you more often?

How does this change your relationship?

What would your mother do for you if she were nearer?

What would you do for her?

How often do you see your mother-in-law?

When did you last see her?

Would you like to see her more often?

Would she like to see you more often?

How does this change your relationship?

Are these changes good or bad, do you think?

Do the y make life easier or harder for You?
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	 3 9

C. Being a Pathan woman in Bradford — stresses and supports cont'O.

2.	 Family organisation cont'd.

ii) wider family cont'd.

Are there other members of your family you are very close to?
Who?
Where do they live?
When did you last see them?
What do you miss most about them?
Is there anyone here who does for and with you what they

would if you were closer?
Who?
Do you feel lonely at all?
What other family members would you see a lot of?
Is it easier or harder to be far away?
In what ways?

Are there other family or village members you see more
of because they are near?

Who?
Where do they live?
How often do you visit?

3..Events add Festivals 

Tell me about the last time there was a wedding in your close family?
Who was it?
Where was it?
Could you attend?
What did you give?
Was this difficult?
Was this typical?

Have you attended a Pathan wedding here?
Whose?
What was it like?

What about Eid?
Wha.t-Aidd you do last Eid?
Who did you visit?
Who visited you?
Was it a happy time?
Were the children excited?
Did you feel very far from home?
Did you send cards and gifts - in England?

- in Pakistan?

How easy is it to keep fast in England?
How many days did you keep last year?
Did you have any left?
What happens at itfair time - is there much visiting?
Is it very different here to Pakistan?
Did you wish you were there?

When was the last time that a close member of your family died?
Who?
Where?
Could you go to give condolence?
What did you do instead? (If unable to go)
Did you feel very cut off? (if unable to go)

,n	 '
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C. Being a Pathan woman in Bradford - stresses and supports cont'd. 

4. Religious observance 

Do you pray regularly?
Do you keep fast?

5. Use of English 

When was the last time you needed to use English?
What was the occasion?
Would you like to learn it? Why especially?
Have you had a teacher or been to classes?
Why did you stop?

6. Dress 

Who bought the cloth you're wearing?
Who made the suit?
Was this what usually happens?
Do you ever wear Western dress?
Why (not)?
Do you get any chance to wear your jewelry?



May 19E(

Individual Interviews with Pathan Mothers 2. 

D. Illness and Treatment 

1. Use of alternative facilities in the area 

Have you ever been to a hagim in Bradford?

When?

What for?

What happened?

Have you consulted a malwi about sickness here?

When?

What for?

What happened?

In the last month, have you been to either a hagim or malwi for advice?

Has you husband been on your behalf?

2. Use of NHS facilities 

In the 1...t month., have you been to your G.P. or has your

husband or someone else been?

- How oftenj

What for;:f

With what result?

How did you get there?

Who trarnslated?

3. Seeking treatment (specific)

a) Own illness:

When was the last time you were ill yourself?

Can you tell me about it?

What was wrong?

How did you feel?

Could you carry on with your jobs?

Who helped with the home (if not)?

WhaA—cl.id they do?

What did you do - bed?

- medication?

What treatment did you try first?

Whose idea was this?

Did it help?

What else did you do?

Did you ask friends for advice, family?

Is there anyone in your community with a lot of experience

of illness - friend?

- family?

- 'expert'?

Who

Did you go to them?

What sort of help did they give?

Did it help?

Did you see your G.P. at all?

Did he come or did you go there?

How did you get there?

Who went with you?
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D. Illness and Treatment cont'd.

3.	 Seeking treatment (specific) cont'd.

Who did you see?
Did they understand Pukhtia
Who translated for you?
Did you feel that the doctor/nurse, understood what was wrong?
Did they try?
Did you feel they wanted to help?
What did they do? - say?
Did you understand what was happening?
What advice did they give?
Did the treatment work?

Was it easy or hard for you?
In what ways?

Did you return?
Why (not)?

EDid you try other remedies after?

It is not easy if a mother of small children is ill. Generally
do other women help out? Is it possible here?

What did your friends do for you last time?
Was thes typical?
What aid your husband do?

b) COild's illness:

When was the last time your child was ill?
Can you tell me about it?
What was wrong?
What did you think was wrong first?
What did you do?
Do you have a relative or friend who knows more about illness

etc. than you do?
Did you ask them?
Did you give any home treatments?
Who is there in your community who understands these things?
Did you ask their advice?...—
What did they advise you?
Did you call a doctor?
What made you do so? After how long was this?

Did he come to you or did you go to the clinic?

c) Hospitalisation:

Have any of the children in your family ever been in hospital here?
Who?
How old were they?
What was wrong?
When was it?
Can you tell me about it?
How long was it for?
Which hospital?
Was it possible for you to visit?
How long did you stay?
How did you feel about this?
Were they able to communicate with the staff?

Was it a frightening experience - for the child - for you?
What is your main memory of it now?

4hct iS niS/1-1 0-r min mgm0173 of I now (Exelor)
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—
Individual Interviews with Pathan Mothers	 2. 

E. Experience of stress 

1. Present Psychological disturbance 

GHQ 30 item scale
Langner 22 item scale

2. Own specific experience of disturbed or distressed mood 

Do you sometimes feel very low in spirits or restless or
unsettled?

Tell me how it feels, in your own words?

(Suggestions, do not use — do you get aches and pains?
— feel tired or restless?
— cry a lot, feel things are unreal?
— want to be alone, cannot bear to be alone?

What Pushto word do you use to describe feeling this way?
When was the last time you felt this way?

_ Was there any reason you could see for it?
How lorlltdid it last?
What did you do about it?
Does telling someone how you feel help?
Does talking about your troubles help?
Who do you talk to when you are feeling like this?

3.	 Specific history of severe disturbance 

Has it ever go so bad that you/someone you know well have had to
— go to bed, couldn't cope?
— seek outside help?
— take medicine?

(Self/other)
When was this?
Can you tell me about what happened?
Had anything happened in your/their life which had

aig-Turbed you/them?
Why do you think you/they felt that way at that time?
What did you/they do about it?
What did your/their husband — say?

— do?
Did you ask advice?
From whom?
Why them?
Was this helpful?
Who is there in your own community who has special understanding

of these things?

Did you/they go to them?
Why (not)?
Did you/they go to the doctor?
Why (not)?

cont'cl
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E. Experience if stress cont'd.

3.	 Specific history of severe disturbance cont'd.

What did he - say?
- do?

Were you/they able to explain what seemed to be wrong or
did someone speak for you/them?

Did you/they feel that the problem was understood?
What did your/their friends and family think of the situation?
Was there much loss of izzat in having to admit difficulties?
Did you/they receive treatment?
What sort - talking?

- medictoloileation?
- hospitalisation - where?

Did you feel that this was the best thing to happen?
How long was it before you/they felt better?
What do you think was the most helpful part of what happened?
What.was the worst part?



15

Group Record Sheet 

Group Letter:

First Visit 

Date:

Address:

Persons Present:

(underline houseowner
and/or key member)

Topics Covered:

Subsequent Visits 

Date
	

Location 
	

Present
	

Topics covered 
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Group Record Sheet (cont'd.)

Group Letter:

Points arising from interviews 

Date	 Points to follow up or of note 



a 1-7

Checklist of topics to cover 
with groups 

.	 Topics 
	

Covered	 Date

, Explanation — women
—'men

A. Childbirth in England 

1. Birth experience here c/f in N.W.F.P.
2. Contraception and Timing of Family
3. Norms re. discussion of pregnancy
4. Self care in pregnancy
5. Hospital Stay
6. Social experience of , birth and

religious customs

B. Rearing Young Children in England 

1. General — Being a Mother
2. Child Rearing here c/f in Pakistan
3. Concerns and concrete practices
4. Reference Group and Support systems
5. Comparisons with Britich childrearing
6. Aspirations

; C. Being Oathan Woman in Bradford — stresses and supports 

4

/ 1. Purdah -
2. FamilPorganisation
3. Events and Festivals
4. Religious observance
5. Use of English
6. Dress

D. Illness and Treatment 

1
1. General alternative facilities in

the area
2. NHS facilities

, 3. Seeking treatment
4. Supt in times of sickness

E. Experience of stress 

1. Recognition
2. Causation
3. Response
4. Acknowledged distress in other(s)

and outcomes
5. Comparing stress situations

Termination
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Group Discussion with Pathan Mothers 	 2. 

A. Childbirth in England 

Many of you have had a baby born here and some of you have had
children born in Pakistan too.

1.	 Birth experience here c/f in N.W.F.P. 

If you were at home, where would you have a baby - at home
or in hospital. What would happen and who would be there.
What are the special customs connected with it?

Which way of doing things do you think is better? Why?

Some English women prefer to have babies at home and this
is sometimes possible if the home is suitable and it is
not the first baby.
Would you want to do this?
Why (not)?
What is different about how you live here compared with
Pakistan pat you prefer a hospital delivery here?

2.); Contraception and Timing of family 

I waitedr 5 years after I was married before I had a baby.
You usually have a family soon. Why is that?
What about contraception (p6-1) - which methods do you
think are best? Why?
How do you find out about all these things and decide
what is best? Are there religious guidelines? How do
you know what they are?
What do you think is best for the mother - a lot of
children or a few? Who should decide?

3. Norms re. discussion of pregnancy 

When-c-I—Eim expecting a baby one of the first things I
do is tell my parents and my parents-in-law. But you
don't, do you?
Who can you talk to about it?
How do other people find out?
How has migration changed this?

4. Self care in pregnancy 

Are there special customs associated with pregnancy?
What about going out?
Things to eat/not eat, do/not do? Hot and cold foods?
Who advises about all this?

Do you go to the ante-natal classes arranged here?
Is it difficult to go? Does anyone there speak Pushto?
Do you understand the advice given - does it make
sense to you? How far do you follow it?

Who do you think is the best person to advise someone
having their first baby - relatives, friends, professionals?
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A. Childbirth in England cont'd.

5.	 Hospital Stay 

When I had a baby in Pakistan, the nurses laughed at me

because I didn't understand them and my ways were different.

How is it for you here in hospital?

What happens at delivery time - is there anyone with yoc

who knows English?

Do you understand what happens?

Is it all right to have anaesthetic - are you able to ask for it?

Many English women have their husbands with them. What do you

think of this idea?

At home in the village your female relatives would be there -

are they present at the birth? Does it feel strange here to

be alone?

What about after the birth? Are you able to understand the

hospital routine and get what you want? Are any of the

hospital rules especially difficult for a Muslim woman?

What about the ideas of not washing for 40 days - do

women still keep to that?

- Do the hospital staff get cross with you when you can't

understind - do people laugh?

Social experience of birth and religious customs 

What happens when you take the baby home?

How much help do you get e.g. with the other children

and housework?

At home you would get more, wouldn't you?

Do you get very tired?
Do people try to visit when you have a new baby - in
hospital - at home? Is it important to do this?

Do they bring gifts?

What are the religious customs? Do they involve a party?
'azan, siinat, head shaving)
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Group Discussion with Pathan Mothers 2. 

B. Rearing Young Children in England 

1. General - Being a Mother 

Is the time with young children a good time for a woman?
What do you like about having young children?
What do you not like about having young children?

2. Child Rearing here c/f in Pakistan 

What are the main differences between bringing children up
here and in Pakistan?
What are these differences due to?
How does this affect the mother? What things are easier
for her here and what things are harder? Why?
How much do mothers here help each other with their children?
What prevents them doing more together?

3. Concerns ar .11 concrete practices 

What do you think are the most important things for young children?
What ttyfngs do you worry about most in respect of your children?

Many of' . the everyday things here are different to what you're
used to in Pakistan e.g.

a) Use of nappies - I couldn't buy them when I was in Peshawar -
do mothers there potty train their children? Do you do it here?

b) What games do the children play most? There seem to be more
special toys here too - do your children have a lot more than
you did as a child.

c) I noticed that children in Pakist:In don't have a set bedtime
like ours do? Do yours here?

d) How much do your husbands help here with the children?
Is this more than it would be at home - do they ever

o'cl-range the nappies?

e) What about feeding? Many Muslim women say it is the child's
right (hug) to drink its mother's milk. Is this right?
Is this in the Qu I ran shah? But I've seen a lot of women
here bottle feeding. Why is this?
Is it true that you don't seem to have as much milk here?
Why do you think this is?
Someone said it might be because of "awaz" - hearing the
voices of other women with new babies in hospital. Is this
a common idea?

f) What foods do you usually give next - are there some
traditional Pakistani foods for young babies?
How early do they like curry and strong foods?

g) A lot of English women say that girls are more naughty
than boys. What do you think? Why is this?
Do you treat boys and girls differently?

cant 'd
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B. Rearing Young Children in England cont'd.

4. Reference Group and Support systems 

Who do you think is the best person to discuss your children
with and to ask for advice it you are worried?
Would this be different if you were at home e.g. would you
ask your own mother more 	 What do you do here?
Who helps you most with the children?

Do you go to the clinic for advice over problems of handling
i.e. when the children are not ill but when you are not
sure what to do?
Can you understand what the health visitor is saying when
she visits you?
What do you think she comes for?
What does she do when she comes? Why?
Do you think she is a good person to advise you about
your children? Why/not?

5. Comparisons with British childrearing 

- When I was in Pakistan, I used to think that your children
were also well behaved.
Here some Pakistani woman said that English children
were better behaved.
What do you think?
Are there any differences overall?
What do you think they are, and why?

5	 Aspirations 

When you think about the future for your children, what
sorts of things do you hope for? What are ycu afraid of?
Do you think they will become more like English people?
Does this worry you? In what ways?

—



2.	 Family organisation 

You seeirto have a fairly fixed idea of whose job it is to
one sistersome things, wife another,

another. Is this true?
are a husband's job?
are a wife's job?

do what - husband does
one th0g, the other
What sorts of things
What sorts of things
What about visiting other
are there rules about who
Are all these patterns of
Pakistan? Why are they?
What responsibilities does

"afsos" OE "khushhali" -for

go?
different to in

people
should
things here

hertohas. 3usuallya woman

22
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'Group Discussion with Pathan Mothers 	 2. 

C. Being a Pathan Woman in Bradford - stresses and supports 

We've talked a bit about the things involved in being a mother. But your
life is not just concerned with your children. Today I'd like to think
about some of the other things. Being a wife must be different here to
in Pakistan. So must other occasions and duties as members of a family.
Then there are a woman's own concerns.

1.	 Purdah

When English women see you, they can't understand how you can
accept living in purdah, not going out without a veil. Can
you tell me why its good and why you do it this way?
What does it involve?
How strictly is purdah observed here?
Is keeping purdah in England very different from keeping it
in Pakistan? In what ways?
Do people laugh at you wearing a burga?

parents and her husband's parents?
How are these changed by living in England?
Are these changes good or bad, do you think?
Do they make life easier or harder for you?
Do you think your husband b concerns and worries e.g. re
unertIrinyment, affect you more here than they would in Pakistan?
In what ways are the responsibilities of a wife different
here to in Pakistan?

3.	 Events and Festivals 

Weddings and funerals are big family occasions in Pakistan,
aren't they? I suppose many of you have been unable to
attend such events since being here.
How do you cope with these things - sending gifts - condolences -
going back?
Do most people return home to be married? What about Pathan weddings
in England? They must be very different occasions.	 In what ways?
And what happens when someone dies here?
Other festivals of course are more regular. How is Eid celebrated
amongst Pathans in Britain? Does it feel very different? Can you
buy the things you need? How easy or difficult is it to keep the
fast - no sirens at itfari time!! and others are not celebrating
at Eid?
Often it is at such times that people feel most cut off from their own

homeland - is it this way for you?
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C. Being a Pathan woman in Brad ford — stresses and supports cont'd.

4. Religious observance 

Where is the nearest mosque?

Is there a Pathan Malwi?

Do most people say their prayers regularly and keep fast?

Many women have said I should become a Muslim — what is

special about it?

5. Use of English 

Is it ever a problem that you can't speak English?

When?

What would be the best solution do you think — to employ

interpreters, or for the workers to learn Pukfito,or for

you to learn English?

Do you feel you would like to speak English?

Do your husbands want you to learn to speak English — why?

How often do you use English?

6. Dress 

Who makes your suits?

_ Is good cloth available? Are there any tailors?

Are theie many opportunities here to wear your jewelry?
- Do yourcopy Pakistani fashions or are there different ones here?
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Group Discussion with Pathan Mothers 	 2. 

D. Illness and Treatment 

1. General alternative facilities in the area 

Are there hagims working here as they do in Pakistan?

Do people use them — what for especially?
In Pakistan, a lot of people go to a malwi for help

in time of sickness, do they do that here?

I've heard that sometimes special healers come over from

Pakistan, do women go to see them much?

2. NHS facilities 

Who is your doctor?

Where is his surgery?

3. Seeking treatment 

If you or one of the children is ill what happens — who is consulted 0

— others in area?

— alternative facilities?

- flos doctor etc.?
7:-

Who goes to the doctor — can you go yourselves, if not, is this

—,,.due to purdah?

— . because of lack of English?

Are the doctors treatments usually helpful?

Why (not)?

What are the main problems for you in getting what you want?

What would improve things for you?

4.	 Support in times of sickness 

When someone is ill or in hospital, especially a woman, it

can make for difficulties at home.

Do you help each other out?
t do you do — look after children, go along, give advice,

explain what to expect or discuss what happened?

Is there anything you all find hard to understand in

connection with the health service?

If one of you has a headache or minor complaint, will the

others come and do her work, if not, why not?

Will husband do more?
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Group Discussion with Pathan Mothers 2. 

E. Experience of stress 

1.	 Recognition 

Most people have times when they feel very unhappy, that
they cannot carry on.

This happens to you too, doesn't it?
Do you feel happy most of the time?
Why (not)?
Do you think that it is easy for Pathan women to feel happy here?
Do you think that unhappiness can make people ill?
Does this often happen?
Do you think that such illness is the concern of doctors or

of someone else?
Who?
How do you know yourselves when you are upset?
How can you tell when your friends are?

look different - in what ways?
- performance (or non -performance) of role - which bits go first?
- alterat3nn of mood - vulnerability - distance?

What Pukhtu, words do you use to talk about feeling like this?

CausaYlon 

What sort of things make your women most unhappy?
Is becoming ill from extreme unhappiness to do with outside
circumstances or it it usually due to individual,
personal factors, do you think?

3.	 Response 

If one of you becomes very unhappy, what is the proper thing to do?
- talk to husband?
- talk to female family/friends?
- seek outside help - what sort, from whom?

- return home?
Is there a great loss of izzat if you admit to having
difficulties or if you become unable to do your work?

How does this affect who you will talk to about it?'

4.	 Acknowledged distress in other(s) and outcomes 

Do you know anyone - (especiallywomen) who has started to
behave strangely, become unable to cope with life here?

What has happened?
What PuOtoLwords do you use to talk about this sort of thing?
What sorts of help were offered by different sources?
Which sort of help is most effective and in what circumstances?
What are the disadvantages of National Health Service treatment?
The advantages?
Do you know of anyone who has been in a mental hospital here e.g.

Lynfield Mount? What difficulties are there for a Pathan woman
if she is in this situation?

CO
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E. Experience of stress cont'H.

5.	 Comparing stress situations 

What is the most difficult time of life for a woman do you think?
Do you think it is harder for Pathan women to be happy here than

it is for other women?
Why (not)?



Note

List of Initial Contacts 

An initial contact is the person to whom I am introduced by an outsider.
Some initial contacts are themselves respondents, some are not, but all of
them introduce me to others known to them — usually groups of people
amongst whom there will be one or two respondents.

An outsider is a professional who is in close contact with Pathan
people and who I approach to ask for an introduction into the community.

Selection of outsiders is done by myself on a fairly arbitrary basis.
They are people who seem interested in this research and its aims and
who offer help. They also seem to have strong positive links with the
Pathan people they know. Moreover, I want to be introduced to sections
of the Pathan community in separate parts of the city to achieve some
sort of spread of contact over the known areas of Pathan settlement,
and have selected the outsiders accordingly.

Selection of initial contacts is done by the outsiders on the basis
of how well they feel they know the initial contact and how sympathetic
they anticipate their response to a request to participate is likely
to be. I prefer to explain myself the aims of the work when I make
the initialecontact, but sometimes the outsider concerned prefers to
do this before taking me to meet them.

Further introductions take place — either to the rest of a group of
women of Which the initial contact is a member, in which case little
or no further selections are apparently involved; — or to women known
to the initial contact but from whose group he is excluded. This has
happened only where the initial contact was a man when I was activel.y
taken to several groups of relatives and neighbours. In the case of
a female initial contact further introductions are suggested during
the course of discussion later and new introductions .ade without
further recourse to an outsider and a new initial contact.

6th May , 1981.
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Lint of	 ton tact

Contresq.	 Ramp of outliner	 C..;ruups

introduced Liv	 conLac tet

2.

3.

4.

5.

6.
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Notes

List of Groups 

These groups are the configurations of people into which I enter when
I state an interest in meeting women with young children. They contain
some women who do have young children • (if they also speak Pul4htts, I
designate these respondents) and others who do not. Although I myself
speak Pukh t,s. and expressly say that I want to meet Pathan women, these
groups sometimes naturally include non RAfitu. sp reakers also.

The make up of the groups vary - sometimes they are sisters sharing a
house, sometimes friends or relatives who regularly meet together in
one house or another, sometimes they are less stable groupings of
women who do not often visit but chance to be together. Certainly
in the initial stages, the presence of other familiar people in the
groups seems to serve as a defence against the threat of an outsider
who in turn also offers amusement which other groups members may as
well share, so a group may be called together even when the respondent
chances to be found alone.

The social relations within the group and to outsiders become clearer
with increasing length of contact with the group.

In some ways the groups seem to serve as the individual's protection
and way of pciding whether or not to co-operate - this was more or

, less overtn one case. While we suggest that the husbands of
,.respondents can and should be asked for permission for us to speak
I with their wives, the women's own co-operation is seemingly partly
dependenti;on peer group reaction. This seems Ln he especially nu
where women do not wish to ask their husbands permission. It is
not therefore possible, even were it desirable, to insist on seeing
women alone and refuse to stay and make a relationship with the group.
It has therefore seemed sensible, and m pst in accordance with the
way the women naturally view their lives to conduct much of my
interviewing in the group setting. Since much of my interest is in
group norms of behaviour in times of illness, childbirth and in
rearing young children, this is not inappropriat7. Concepts of
health and illness are likely to be shared and may in fact be more
likely to emerge from group discussion.

Those,,pax.ts of my questionnaire which relate to specific individual
experience I have therefore separated off to be asked at a time when
the respondent is alone (either by accident or design).

Some of these groups are more static in membership than others. For
purposes of fieldwork, I designate a group as a new group when the
majority of its membership is different.

I designate a group by its usual place of meeting and a letter. This
letter represent the usual membership of that group - which is found

detailed in the group record sheet, together with changes of
membership.

As the groups are natural configurations, I cannot necessarily complete
my schedule of questionning with them all and cover all topics with
all groups.

6tt-t olcks. 191
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List of Groups

Group Lette	 Usual location/ 
	

NAme of 

address 
	

house owner/ 
key member 

Normal number Lompinte( 
of members 

1.

2.

3.

4.

5.

6.

7.

a.

9.

10.

11.

12.

13,

14.

15.

0
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Notes

List of respondents 

A respondent is a PuiditA speaking woman who has children under 5
years at the time of interview.

The purpose of this list is to identify and locate respondents for
the purposes of fieldwork.
The "name" may therefore be any identification used by the woman.
It is the response to "what can I call you?".
The "contact point" is not necessarily her address, though it may
well be. It is the response to "how/where can I contact you?".

Contact will probably have been made in the presence of a group
and much of the contact with the respondent will continue to
occur in the group setting. However, individual discussion with
each respondent will either occur naturally and/or be sought.

Thus, further details will be found on the relevant:

a. individual record sheet
b. group record sheet

providing that the details are such that have either come up in
interviews (4 been necessary to ask specifically.

6th NY'
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Mt-m/9	 Contact poinl/eare.:ln	 Group,	 ComplIted
letter(s) 

1.

3.
4.
5.
6.
7.
3.
9.
1u.
U.
12.
13.
14.
15.
16.
17. 41.

16.
t..

19.
20.
21.
22.
23,
24.
25.
26.
27.
213.
29.
30.
31.
32.
13.
14.
15.
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