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ABSTRACT

The present study examined socio-cultural constraints to rxomen's access to health in

Pakhtun society. The study was quantitative in natue' Stratified random sampling

techlique was used for selecting the respondents' A total of 3 15 respondents were

selected from three districts Mardan, Dir upper and Swat from Khyber-palhtunkhwa.

Thein.depthinterviewmethodwasusedtocollecttheinformationfromtherespondents.

Theresearchinstrumentwasself-constructedandreliabilityoftheinterviewschedule

was checked through the validation test' Based on the objectives and hlpotheses stated

for the study, correlation, chi-square tests were appliecl' The findings revealed significant

relationship between culnre codes and religious codes' custom of Parda and practice of

health seeking, educational status and checkup in pregnancy and sharing about illness in

the family and company to doctor by family member' The result of chi-square found

highly significant. It is thus considered that the women face socio-cultural constraints in

accesstohealthfacilitiesinPakhtunsociety.lnadditiontothatpublicandprivate

patriarchy has articulated in Pakhtun structure'

On the basis of the present study it was suggested that medi4 civil society' community

groups, academia and religious leaders should join hands with govemment to bring a

change in the Pakhtun culture' Govemment should also concentrate on the missing

facilities in the health providing institutions'

x
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INTRODUCTION



CTIAPTER ONE

INTRODUCTION

1.1. Background

Women's health is closely linked to their social status' At global level'

particularly in Pakistan, inequality between women and men started from birth and

continued till death. Due to women,s gender roles they become ill. Evidence shows that

women are biologically healthier than men' and a result have a natural border in tbrms of

expected life span. This biological advantage is completely cancelled out in many South

Asian societies with women's social disadvantage'

Mostly in Pakistan and especially in Pakhtun society' women are deprived of their basic

rights as comPare to men, both within and beyond the family sphere' Women through out

their life endure inequity based on gender' the expression of which range ftom

preferential treatrnent ofboys in provision offood and health care' to rape' dowry death

and female infanticide. Women are expected to leave best food for male while eat last by

her, while managing the entire family affaires' This often results in undernourishment'

andwhichisonereasonbehindthehighrateofmorbidityandmortalityofwomenin

South Asia.

Women constitute about fifty percent of the population of Pakistan The majority of them

havebeensubjectedtovarioussocialandlegatdisabilitiesandtheresultoftheseneglects

are in term of low productivity, illiteracy and poor heal'Jr have been enormous' Her

physical weakness and economic dependency on rheir family and the community brought

furtherdeteriorationinherposition.Societyhaveinrobbedherindividuality,treatedher



asapdvateproPerty,whichgivesrisetotheevilsofpropitiation'femaleinfanticideand

traffcking in women, Pakistani women suffering ftom health crisis' and especially in

Pakhtun society, tlere are various social, cultural and economic constraints which

decrease the status of women. According to the Pathan' women are for home or for grave

, they have no right in the decision making process i:: the family' they did not decide their

health matter, even in Pakhrun society women car not go alone to the doctor' if there is

no female doctor then the strict custom and tadition cause women poor health' Because

of the social and culhral bond which restricted women to home'

Even after more than sixty years of independence, medical facilities especially for

women and children are almost non existent in Pakistan and especially in Pakhtun

society, with rhe prevalence of male dominancy' patriarchic culrural' conservative

thinking, strict customs and tradition and religious misperception are causes of women

poor health in Pakhtun society' As a result their health standards are extemely low'

especiallyinruralareas,Inviewofthisfact,alongwithgeneralhealthfacilitieswhich

are needed both for men and women, special medical services are needed for women and

children.

The patriarchic system and male dominancy not ever decrease women health status but it

alsocreatesothersocial,psychologicalandeconomicprobleminPakistanandespecially

in Pakhtun society. Male member are responsible for the productive activities outside the

home while women are expected to be responsible for indoor activities' In almost

globally, women are restricted and have less access to economic resoruces and contol

overeconomicresources,thisleadtoinequalityinbalanceofpowerthatfavormen'the



girl and boy are discriminated in school enrollment' The imbalance in power measure

withliteracy,laborforceparticipation,landownershipandaccesstohealth(WIN'2007)'

Men are empowered and socialized as independent while women are expected to be

dependent on men for economic resources Men are not showing their emotions and

pressue to women (WHO, 1999)'

AFeministPost.Structuralistperspectiveonhea]thhassuggestionforincreasing

awareness on issues that cause difference, imbalance & i.nequalities in women's health

care. lt seeks to expose and change & coDvert social' political and economic power

structues that lead to prevention and resistance for evaluation and comprehensive

teatment receiving forcefully by women' Furthermore a feminist post structualist

perspective trying to clariff and amend the slight and determined biases present in our

healthcaresystemthatmarginalizethewomen,saccesstohealth.Frombackhistory,itis

observed that knowledge has a source for using the male as the example for disease

management,diagnosticpractice,anddecisiontakingatclinicallevel(Engoren'2002)'

Women,shealthisimportantespeciallyindevelopingcountriessincetheirtraditionaland

culn[al identified role as family caregiver makes them chiefly responsible for the hea]th

seekingoftheirchildren,husband,andotherelderfamilymembersinthehome(Ishida,

2000).Women'sdominationisbadfortheirhealtharrdaccesstohealthfacilitiesinmost

developing countries, the mortality rates of females is higher as compare than those of

males ofall ages because women have less access to health care, decision making power

andbecausefemalechildrengetlowerlevelofnutritioninthiscontextadvancing

women,shealthcannotbedevelopfrompoliticaleffortstotrarrsformoppressivesocial

relationshipandinstitutionthatdenywomenofthefufundametrtalrightsandrightto



access to health facilities. If women are to fully enjoy their right to the higher possible

standard ofhealth we have to fight not only viruses and epidemics, but also cultural

traditions, customs, values and attitude (Sarkin, 2002)'

A classic definition ofaccess to health care has been given by Penchansky and

William Thomas in 1981[A]cess is an evaluate of the "fit" between characteristics of

providers and expectations ofclient and that this concept includes five reasonable distinct

scopeAccessibilify,Availability,Affordability,Accommodation,andAcceptability

(ButtairL 2008). In a patriarchal society where women are subordinate to men gender

these factors generally have determined consequences for their access to health care

facitities. Further more power relations between women and men &aw the limits of what

women may or may not do in access to health care (Hang leng, 2007)'

In developing countries, especially Pakistan lack ofaccess to health facilities is still an

important problem and issue for ruraVpoor social classes' Gender bias in health care

institutions has also been documented in the developing world which leads to poor health

access for women (Ojanug a,1992). The social determinants of a women health are also

very important especially in societies that favor male and patriarchal system exist their

social determents relate predominantly to gender norms and values which assign and

allocate different roles and va.lues to females and male, generally the disadvantage of

females in many societies is women's inferior status and subordinate role lead to social'

cultural, health and economic problems for women that men do not feel. women also

tend to be among the least well-educated people in a community and almost women in

rural areas are illiterate and low income and education mitigate severely against the

health ofand access to health facilities of such women (Skolink 2008). The struchre of

4



PakistanisocietyingeneralandPakhtunsocietyinparticulariswidelyacknowledgeto

be highly patriarchal clearly demarcated gender roles' responsibilities and large gender

differential in access to resources of all types exist like political empowerment, decision

atdomesticlevel,basicrighttoeducation,heathfacilitiesandsoon(Zubia"2003)'

lnSouthAsiawomenfrommuchperspectiveconsideredtheirselvesassubordinateto

men while male of the family considered all and all for those women and they are

dependent socially, culturally and economically their male family members' Women

have no permission for taking decision regarding their health checkup and treatrnent; they

have limited access to health facilities' Women are restricted from mobility because of

cultural constraints (Fikree,2004)' There are a number of areas where women

particularlythepooiestwomenexperiencegenderrelatedconstraintsandresistanceon

their access to health services. These include lack of transportation to take them to

services. Lack of alternate care for their families while they go to the treatment; refusal of

the spouse or head of the family to give permission for the treatment' lack of

humanitarian, sympathetic and culturally appropriate care; and their inhabit to afford

payment for health care for themselves' Once they permitted and gained access to health

care the quality of care that is provided for women is often inferior to that provided to

male member of the society. It cal also be unnecessarily time consuming because it is

frequently difficult and some time impossible for women to take trcatment for themselves

at the same time as they take their children for checkup and immunizations etc (JNDP'

2008).Theserviceswhichtheyreceivefrequentlyfailtoprovidethemwithanacceptable

degree of privacy and security. They are often not consulted about the treatment they

receive and are given little or no information about their health condition to health service



provider. The equal power relationship between women and men puts women on socio-

economicdisadvantagesandthishasbadeffectontheirhealth'accesstohealthfacilities

and well being (CWS' 2002). Women's health status will also vary with their economic'

political and social status. All over the world many million of women continue to be

deniedaccesstobasichealthcarefacilitiesasaresultofsocial,culhual,economicand

political inequalities. When they do receive services' there is evidence that women may

experience particular problems and issues in their relation with those who are paid to care

for them. To improve access to health services' many women will need better transport

facilities and child care arangement as well as more effective linancial supPort whatever

eambyownorfamilymembers.Accesstherangofhealthcaresettingitisalsoimportant

that women and men be treated with respect and equality. women should not be

humitiated by sexist behaviour for example or be damaged by discriminatory and unequal

practices. Men on the other hand should not be expected to live upto stereotypical

concepts of heterosexuality and masculinity' The economic' social and cultural and

demographic characteristics of different groups of women (and men) also need to be

understood and their implication for proper care and checkup respected' Looking at the

more technical aspect of the care, health care also need to be more aware of importance

of both sex and gender issues in formation approPriate treatrnent stategies (Vivierme

o,Connor,2003).Womenhealthconsideredi.nferiorbecarxeoftheirsubordinaterolein

thefamily.Womenarediscrimirratedsocially'culturatlyandpoliticallyincommunity

andfamily'Allthepoliciesfort}rewelfareofcitizensonlyfocusingonmaleinterestand

women are ignoring at all spare of life in policy implementation at gross root level' The

religiousandtraditionalleadersmisinterpretedthereligiousva]uesandtraditionalleaders



stengthen the cultual nonns for practicing in the society' Women in the assemblies have

representation but no interest in women issues to mainstream them in policy formation

and implementation (SOG, 2009). Women who suffer from domestic and workplace

violence and harassment are also confronted with a health care system which is not

equipped to deal with this problem appropriately often the consequences for health

caused by violence are not known and treaunent is insufficient (Vera Lasch' 2010)'

ThewomenhealthreportlggSconcludesthatwomenhealthisinexficablylinkedto

their status in society and family. It benefits from equality and suffers from

discrimination and violation (Lauri e,2007)' Within community' there are groups that

could be termed vuLnerable with regard to their state of health by virtue of their physical

mental, social, spiritual or economic status' It has been recognized that women all over

theworldarevulnerablegroupwithregardtotheirhealthstatusandpermissionforhealth

treatment (Narendr4 2007). Women in most places need more health services than men

but often have less access to health facilities (Git4 2010). There has been a growing

acceptarrcethatwomen,shealthdoesnotmeansolelyawomen'sreproductivehealthbut

rather the numerous health issues and needs that are distinctly different from men's

health issue (Wendee, 2001). Women's decision making process of reproductive

behaviourisnotorrlyshapedbysocio.culturalnormsbutalsobypolitical,economical

structure(Constanze,20l0)'Healthstatusandaccesstohealthcarestatisticsalsoshow

inequalities and discrimination between women through out the world and with in

particular politics and economics (Isabel, 2001). The studies on different sort of physical

activity on women's health are important and significant because women's physical

pattems are different from men (Laura & Gloria, 2008)' It is becoming increasingly



recogdzed that an individuals health status is determined not only by chance genetic

inheritance and the geographical availability of nuritional resoufces, but also by socio-

economic and socio-cultural forces (Grodin, 1999)' Due to barriers at service at

individual, familial and community level, the barriers are often manifestations of

women's low status, powerlessness and lack of autonomy and rights at domestic and

societallevel(Gita20lo).Socio.culruralandsocio.economicconstraintsonwomendoes

not allow them to utilize the available health services and resources among them is

gender discrimination in form of gender stereotype roles and duties assigned and

expectingfromgirlsandwomenwhichreducetheiraccesstoheatthfacilities.Women,s

health is determined by a multitude intenelated forces and factors such as the availability

ofhealthservices,byhereducationallevelandbyhersocio-economicandsocio-political

conditions,womenintheregionoftenlackaccesstohealthfacilitiesandservices

(Ramesh,2004).Thereisaneedtodoawaywiththesocialconstraintsandbarriers

restrictingwomenfromapproachinghealthservices(NaIendru2007).Institutional,legal,

socio-economic and socio-cultural constraints which women have been unable to escape

in any country have denied them access to opportunities that are available to men in

healthdepartrnentandbroadlyirrhealthsector(Eva,2000).Healthcareandhealthcart

not be isolated ftom the larger socio-economic and socio-political context in which they

occur: poverty both contribute to and also caused by poor health (Arachu' 2004)'

Women's vulnerabilities are enhanced by the discrimination to which they are subjected

in patriarchal societies. This includes their lack of access to information, education and

health services, recreational facilities and their inability to negotiate safe sexual practices

even with in marriage with her husband. Women are denied access to income and



property and have very less control over the family income' The responsibility for the

care of the family however lies with women. Decision to seek treatment for illness also

lies with the purported head of family and mainly by male family member (Shaila' 2006)'

Traditional and cultural beliefs play an important role in socio-cultural factors which

disadvantaged women in the society for access to health facilities (V.v devasi4 2009)'

Womenhaveverylowandsubordinatestarus,andthetaditionalandcustomarybeliefs

confine and defined them in their roles as mother and views' Women's low status is

confinedreflectedinphysicalabuse,limitedaccesstoeducationfacilitiesandlimited

access to health care services including family planning and delivery at hospital level

(Merey,2008). Life expectancy is the most common statistics used to gawage the health

ofa population whatever the population is male or female' It is appears globally at world

level that women are healthier than men since women have higher life expectancy in

mostdeveloPingcountries(WBG,2010)'Aconstraintindeterminingwomen'shealth

status in developing countries is the lack of health studies focusing in women health

issues(Sitthi-amron,2000).Indevelopingcountriestheaveragematemalmortalityrateis

480 deaths/I00,000 live births in deep conEast matemal mortality i-n u.S is only 8

deaths/100,000 live births (t NDP 2004).

1,2. Statement of the StudY:

Male and female are two important vehicles of social life. Both are very important

for each other for the smooth functioning ofsociety. In advance societies both male and

female share equal rights and facilities. Both play their role for the progress and

development of society and both having equal opportunity in all sphere oflife. But the

situation is different in Pakhtun society. ln Pakhtun society female are living in a very



1.3.

miserable condition. They do not have equal rights and facilities as like man. Although

womenzuefacingsomanyproblemsbutthebumingissueisthatofpoorhealthstandald

in these areas. women have no or less access to the modem health facilities. Some where

the rigid culture does not allow women to these facilities and in some areas they have no

health facilities because of the unavailability of health facilities in their areas' Women in

pakhtun society's faces various hurdles in their life and the health condition of women is

very weak due to various socio culh:ral and economic factors and causes of their poor

health some other causes may be patriarchal system, male dominalcy etc'

Objectives of the StudY

l. To identifi the socio-economic characteristics of respondents in Pakhtun

SocietY

2.Toidentiffthesocio.culturalconstraintstowomen'shealthaccessin

Pakhtun societY.

To identifi the availability of health resourceVfacilities in the area

To suggest policy measures to address the issue of women health in

Pakhtun society.

1.4. Purpose of the StudY

The purpose of this research activity is to know about the socio- cultural and

economic barricades' to women stipulated health in Pakhtun society. And also to know

about the level of patriarchal system, male dominancy, stict cultue and taditions, and

religions misperceptions which decrease the status of women in health sectors.

?

4.
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1.5. Signilicauce

This study is ofgreat significance in term of scholarship as well as practical step

to be taken for saving health institution as women. The study findings are great addition

to sociological knowledge and sociology of health. This has opened new area ofdebate in

teaching and research. The recommendations are important for govemment as well as

male member of the pakhtun society to adopt and ensure the women participation'

permission, protection and access to health facilities'

1.6, Limitation

The area of study for lhis research is containing highly populated three Districts

of I(hyber-Pakhtunkhwa which represent the Pakhtun society'

This research study focus on both urban and rural areas

Research was focus only on married women age group (16 year to 50 years ofage)

The respondent of the study was only married women

Gender discrimination is the focus of study in pakhtun society'

The theoretical model of the study shows the present status of the pakhtun women

in access to health facility in Khyber-Pakhtunkhwa. It has been concluded that the socio-

culttual constaints has a strong connection with women resistance from access to health

such as,

Pakhtunwali: one cultural constraint to women's access to health is Pakhtunwali.

Pakhtunwali is a term which is using in Pakhtun society by men for the status ofall

member of society. Men are considered superior aad decision maker in the family

especially regardiog the women matters.. Womsr are totally dependent on their decision

11



regarding their lives. Under Pakhnrnwali a men considered Begairate when women of

their family came out from their houses at the time of need' Due to Pakhtunwali women

are constrained and resisted to indoor.

Besharma: Women in pakhtun society considered Besharma when they came out from

theirfamilywithoutinformingtheirfamilymalemembers.Womenwhoaretalkingwith

male members in society at the time of need considered Besharma and Behaia due to

which men strictly prohibited women fiom outside visits of the house'

Begairate:inpakhtunsocietythosemenwhoarenotcontrollirrgtheirfamilywomen

and permitting women for visit to doctor considered Begairate' Due to this social stigma

men resisting women from health facility and when women visit with out husband and

Nang: women are considered the property of men in pakhrun society' When some one

talks to their women and facilitate them in health facility thus the men considered it 0rat

their women have unfair relation with that person due to which they committee an

offence against that person.

Gharibie: Gharibie is a term which is considered economic consEaint to women's access

tohealthinpakhrunsociety.InpakhrunsocietymenareresPonsibleforeamingarrd

firlfilling the needs of the family while women are subordinate than men and restricted to

indoor.Duetooverburdenonmentheyprioritizetheirfamilyneedswherewomenhealth

considered inferior than men and children of the family. So Gharibie considered

constraint to women's access to health in pakhtun society'

Sater: Sater is a term which is used for parda in pakhtun society under religious

interpretation for women. Religious mollas preaching that " Haz'a ya da kor day ya da
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gor" women are for home or for grave. They preaching to men that women are your

subordinate and Allah ask from you regarding yollr women. They resist the use of

modem technology in treatment due to which men using traditional "Korany Totkay" for

women treatment.

Berozgare: one economic constraint to women's access to health in pakhtun society is

Berozgue of men. Those men who are not doing any labor work and have no major

income source they not permitting women to go to health facility for treatrnent due to no

money.

Unpar: Unpar term using in Pakhtun society for those people who are uneducated.

Majority of the pakhtun men are uneducated due to their ignorance women have no

acceSs to health facility.

Ghairate: Ghairate is term in pakhtun society usiDg for women exploitation and violence.

Those women who visit to health facility and show their body for physically examination

to doctor considered unfair with husband and family. Those women are killed on the

name of Ghairate. So Ghairate is a constraint on women access to health facility.

Kamakla: Kamakla a term in pakhtun socieu using by men regarding women ability to

cost vote and choose representative for their own rights and protection. Men considered

that women have no thinking so how they select a leader to represent tlem. In pakhtun

society it is famous for women that "Ko Da Hazo Pozay Na Vay No Ghol Ba Ye

Khwaral".
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CHAPTERTWO

LITERATI]RE REVIEW

This literature review examines the general literature on women's health and their

access to health facilities in developing countries, and explains the leading factors and

causes ofpoor health and the factors that prevetrt women's access to health care services.

A focus on socio-cultural and limited access to health care services as the leading causes

of women's poor health status is center stage'

Women in Pakistan face bigger and severe challenges as they are offered fewer

opportunities than men in access to health facilities' More than half of the women suffer

frompovertyofopportunitiesintermofaccesstoincome,healthfacilities,education

facilities compared to a little over a tired in the case of men in the society (Singh, 2009)'

AccordingtoKapilKapoorDespiteconsiderableimprovementirrequalityoflifeover

time, the general level of human deprivation for women as compare to men in Pakistan

remains high. The fertility rate in developing country Pakistan is around 4.7 children per

women; maternal mortality rate stand at 500 /100,000 live births (Kapoor' 2009)'

According to Arachu Castro Women need permission from male family members to

attend health centers for treatment and checkup (social) having a low income and the

convenience ofhome crue (economic) and the distance to health centers (physical) are all

factors constraints women's ability to access to health services (Arachu Castro, 2004)'

Womenabilirytoobtainhealthcareservicesisconstrainedisinreachingaplaceof

health service delivering having decided to seek health cale, a women has now to over

come a service ofother obstacles, such as health facilities far away, distance fiom the

health center and lack of time and economic resources. In many cultrues and societies a
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women may or y travel if accompanied by male family member' elder women from the

husband family and therefore his convenience and interest become a determining factor

for male family member. If there is no female health service provider in health center,

womenmaynotexpressa]ltheirconcemstomalehealthserviceprovider.Individuals

andcommunitylevelconstraintsarecomposedoftwomainelementstowomenpoor

health access. Problem women face as a result of being poor, illiterate and power less at

familylevel,duetofactorincludingclass,race,religionorethnicityandproblemsarising

from the fact that women in a patriarchal society which has' inherent gender based

discriminationandgenderedbasedviolence(Ravindran,1995).SharynJanesstatedthat

Poverty dramatically affects women's health and women access to health facilities' Poor

women have limited access to health care services and preventive health care services,

whichresultindelayof,diagnoseofdiseasesandinjuryandresultleadtoshorterlife

spans (Karen, 2009).

Georg Pfeffer discussed that health status of the women which includes their

physical,mentalandsocialconditioninadditiontotheirbiologicalandphysiological

problems is also affected by the prevailing norms, values and attitude ofsociety in

general and family in particular (Georg Pfeffer' 1999)

Gendered cultural and social constraints make access to medicines and health services

moredilficultforwomenwhentheyneedpermissionfromherhusbandoranyothermale

members of the household to seek ueatrnent. The social, political and economic

consequences of some infections diseases may also be gteater for women examples some

conditions are attributed to sexual behaviour which is seen zts un-acceptable for women
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andwhichmearrswomenreceivingtreatrnentarestigmatizedandleadstobrokenof

family relation (PaYne. 2006).

According to Kelly Lee & Jeft Collin Un-equal gender relations affect men and women's

choices in relation to health or employment and tend to deepen economic and social

inequalities and discrimination based on race, class, sexual orientation and age etc. using

a gender perspective to understand health is therefore importantly about analyzing the

different power relations, customs, raditions and norms that are reflected in almost all

levels of life including economic and political changes at the world level (Kelly, 2005)'

Womenrrnequalaccessanddistributiontoresourcesincludinghealthcareservicesiswell

known in which stark gender disparity and discrimination are a reality (Jejeebhoy, 1995)'

The un-skilled, ignorant and poor debtors and hence un-qualified in practice' for credit

facilitiesorfortheupgradingofskillsinequalitiesseverallybarrierstheabilityofwomen

and adolescent girls to acquire good health facilities and women centered health services'

At the household level there disparities ranslate into a Iack of autonomy, less decision

makingpowerandcentraloverhouseholdresourcesbothmaterialandknowledgewomen

have little decision making authority and Aeedom of movement few women including

workingwomenhaveanycontroloverthehouseholdeconomicresources.Seclusion

practicesandotherbehaviouralnormsandvaluesfirrtherreinforcewomen,slackof

freedom of movement, selfconfidence and their acceptance ofself-denial including in

matterslelatingtohealthseeking,accesstohealthfacilitiesandfoodintake.Poorquality

of care can inhibit women from seeking health care, women lack of autonomy in decision

making or movement is also an important barrier on women's health seeking. Distance

from the health centers and lack of time and economic lesowces. ln many cultures a
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women may only travel if accompanied by a male family member and therefore his

convenience and interest become a determining factor. Even ifa woman begins

treatrnent, the opportunity cost of follow-up may be high for her to continue with and

complete her treatment (Kistiana, 2009).

"The inJluence of women's independence on the Lse of health corc and occess lo health

lacilities appears to be as inPorlonl as other known determindnts such qs education

Women dependency on men for economic survival has been a Principal barrier to

women's control over their rcproductive behovior in developing countries especial

reference to Pakistan. Employmenl can increase women's economic autonorT ' economic

stability and reProduclive health status becouse il raises qwareness and provides new

ideqs, behavior and opPortunilies lhrough interdction with other PeoPle outside the

lamily and community (Shorna, 2007) "

Socially and economically dependent women on men restricted fiom checkup' Women

are waiting for permission from her male family members when they go for checkuP or

treatment. Women need a guideline from male family members that what type of health

treatnenttheytakeformhealthserviceprovideratthetimeofvisittodoctor(WHo,

2003).Women'sinsomecountriesatgloballevelconstainedtomobilityandaccessto

health care due to discriminatory norms and values in the society and family @ekho,

1992).

Womenfeelshameandduetoprivacyissuetheynotpermittedmalehealthproviderth

physically examine them (Auerbach, 1982)'

"Place of residence can olso be an importanl Iactor of the use ol modern heallh care

resources lor childbirth. A higher proporlion of births in urban areas occur in modern

health core facilities compared lo rural areas where all most women deliver at home

(Paal, ?002) ".
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The health of women in developing countries is also challenged by socio-cultural and

socio-economic factors such as low education level, age and marital status, women

unemployment(William,2000).Cultureandtaditionofafamilyorsocietyinfluence

women,s poor health access through inherent inequalities and discrimination in the social

system. Gender also affects access, pushing women into gender specific role assigned by

societyinlargethatnegativelyinfluencetheirhealthorforcethemtoseekpermissionto

obtain health care from the male member of the family @uentes-markides, 1992)'

Perry and Gesler (2000) found limited physical access to health care to be a major

constraintinimprovedhealthlimitedaccessisespeciallyimportantinruralareaswhere

there are fewer health care facilities and villages may be physically isolated from one

another and far away fiom health facilities. Another barrier in rural areas is that travel

time often takes longer per kilometer tlan in urban areas due to poor quality ofroads'

unavailability oftransport facility and the buden ofhaving to use several modes of

transportation(Perry,2000).organizationalbarrierssuchaslongwaitingtimeinhealth

service facility, lack of equipments and shortage ofdoctors and nurses also constraint

access to health care services (Allman, 1992)'

ln 199't,Taylor and Dower reported that sometimes overwhelming constraints may

alsoencouragewomenindevelopingcountiestotumtotraditionalmedicalpracticesand

consult with raditional birth attendant (Taylor, 1997). As women on many developing

countries are expected to conform to social and gender roles, responsibilities and remains

at home due to cultural constraints to perform household work' they can not develop

economicindependence.Asaresulttheymaybeunabletoaffordservices'especially

si.nceesserrtialgoodssuchasfoodandeducationmustbepurchasedbeforehealth
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checkup and teatment thus their access to health cale services limited due to food and

education (Yoder, 1989). A review was conducted in which point out in which indicate a

number of constraints that affect women's health condition and their access to health

facilities. These factors consist of social and economic constlaints (MoH, 2006).

Poverty and women health have strong relation. In relation to one another it is stated that

illness id because ofpoverty white ill health condition cause of poverty (OanlL 2006)'

Educated people have good health condition as compare to illiterate people. Education

brings economic stability and independency among' the people regarding the choice of

place for delivery which constraint by financial issues (MoH' 2006)'

Mostlywomendeliverathomewhichreflectthehealthcarestarrdardandavailable

resoulcesregardinghealthcareinthearea.Indevelopingcountriesmostlymorethanhalf

of the married women deliver at home' The reasons behind women's delivery at home are

transportation uravailabitity, faraway the health facility centers' mountainous areas'

economic instability and strongly follow-up the rules made by male of the society and

family (NHS, 2001 -2002).

Followingaretheimportantfactorswhichcontibutetolesistanceofwomen,saccessto

health centers for treatment in Pakhtun society' Socio-cultural and economic'

demographic,environmental,lifestyleandhygienicarealltheimportantfactors'Health

services provided to women are different in urban, nual and mountains areas in pakhtun

society. Among the constraints hansport facility un-presence' long waiting, financial

problems, behavioural and attitude change of health facilitator, custom aod traditions

(Asia-pacific Population Joumal, March 2004).
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Even when health care facility is geographical near and tlansportation available they may

be psychological constraint such as women's knowledge and sense her subordination

position and role in family decision making. In fact, in some cases health facilities are

located in close proximity to women but because of the lack of confldentiality and

privacy in reproductive health choices and services, some women may travel out side

their communities for health seeking. Lack oftransport to reach health care facilities is a

major factor contributing to matemal deaths and women poor health access in time of

emergency (Boateny,2006). Women's lack ofaccess to social, economic' education and

other political resources have made them unable to protect their own health and take

checkup on time and the hea.lth of their children especially women living with in

developing countries. In early, 1990',s Geoffrey Rose (1994) wrote in the book title the

strategy of preventive medicine that the primary constraint of ill health and diseases,

includingwomen,sreproductivehealtharemain]ysocialandeconomic&thatremedies

must also be social and economic (Ashgate, 2010)' Poverty is the major cause of the poor

heath care of women. Poor health victimizes women and children. women does not use

health care facilities as often as they need and like part ofthe reason women do not use

health care facilities enough is that rural women are denied access to health services

through decision made at the household level by her husband or any other male member

of the family because their husband do not wish their wives to show their bodies to a

male doctor for a medical physical examination. Alother reason women do not use health

care facilities enough is that the health care system does not adequately address women's

health needs. Existing health facilities particular in rural areas zlre short health care
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personnel and limited equipments (particularly women), basic drugs, pharmaceutical

equipments and medical supplies are limited in health centers (Gebremedin, 2002).

Matemal and reproductive health care services are well developed patriarchal constructs

ofwhat constraints 'women health' form constraints to access and effective keep out

certail groups of women from easily accessing health care. Heath care access can be seen

to be affected by three sets of major factors 1. The characteristics of the population

seeking health care 2. The structue ofthe health center 3. The behaviour of health

professional and health service providers (B.w, 2001). Especially women severally

restricted access to health care due to lack ofqualified health service provider/staff and

health workers. A significant part of health facilities currently do not have female health

service provider/staffwhich substantially restricts and constraint female access to health

care (IMF,2006). For women access to health care facility means much more than just

distance and location it includes the extent to which services care appropriate, culturally

and affordable safe (Isabel Dyck, 2001). stategies to affect health behaviour need to

contol of all there involved in making health seeking decisions (B W' 2005)'

Lack ofor low levels of education and low social status of women in many families and

societies seriously constrain the access of women to health care services. with out the

permissionofahusbandoramalefamilymemberorwithouthaveamalerelativetake

womel to the heaith services which also constaints attendance, even when women need

emergency care such as duri-ng complication ofPregnancy, cultural and social constraints

some time prevent them from seeking such care and inhabit their husbands ftom taking

them for treatment and checkup (Skolink' 2008).
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Mobility constraints in our society play a large role in peI petuating gender gap in health

out comes. Barriers women face in seeking health care include on decision making at

domestic level regarding her heaith condition and access to information Women thus

face a series of daunting resistance to seeking timely health care, even if il well-

fimstioning facility is available near by and the household can offer the treatrnent and

checkup @.W, 2005). the most persistent consequences of women's economically

disadvantaged position are those resulting form poverty unequal access to health care;

lack of i::formation on sexual and reproductive issue and available services inadequate

nutition,resistancefromeducationandgain-fulemploymentandtheinabilitytotalksafe

sex or spacing ofpregnancy. Violence against women including sexual violence is also

because ofpoverty. Some health challenges affect both men and women's but because

they have a greater or different impact on women they require responses that are

personalized specially got women's need' Traditional differences may also affect the

perception of health illness, prevention and access to health care' and the lack of mutual

undersrandingofhealth,illrressandtreaunentitsriskandbenefithisinsinuationforboth

health service providers ald women as patient' (Vera Lasch' 2010) The women health

report 1998 concludes that women health is inextricably linked to their subordinate status

insociety.Itbenefitsfromequalityandsuffersfromgenderdiscrimination(Laurie'

2007). Many times women have to wait for their husband's or any elder male member of

the family permission in order to seek care or the women her may not recognized that she

hasacomplicationthatrequiredtreatment.otherwomenrequireeconomicresourcesin

order to access to the available transportation but she has not money to access healttr

facility (Laurie, 2007).
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Thereisaneedtodoawaywiththesocio-culturalconstraintsresistingwomenfrom

approaching health facilities and services (Narendr4 2007). women lack of control over

economic resources is widespread. While the majority of rural lndian women are

economically playing active role, their work goes largely uno rganized and poorly paid

(Narendra,2007).Thelackoffemalemedicalpersonnelinthehealthfacilitiesitselfa

reflectionofgenderbiasineducationoppornmityisanimportantbarricadetoutilization

of health services for many women (Gita,20l0)' Women's decision making process of

reproductive behaviour at domestic tevel is not only shaped by socio-cultural norms but

also by economic and political structure (Constanze' 2010)' Health status and access to

health care statistics also show inequalities and difference between wonien at global level

and with in particular politics and economics (Isabel' 2001)'

Thestudiesondifferentkindsofphysicalactivityonwomen,shealthareimportant

because there is difference between women's physical pattems and men (Laura & Gloria

2008). Feminist scholars and social scientist have criticism on biomedical model that

discounts the socially constructed barriers on women's health such as social norms'

culture, traditions, codes, and practices (Guang,2010)' Health worse condition is not

because of genetic diseases and mountains areas but rather socio-cultural barriers

responsible for poor health condition (Grodin, 1999). Traditional forces empirically that

women,snatualplaceisinthehomeandthattheirnatulalfunctionsinlherearingof

children and nursing ofelders must always be protected can not imagine that women can

aspke to achieve the same advance in areas of male-gendered activities as a men

(J.Annas, 1999). Difirculties in access to health facilities either due to Geographical

Distance, Socio-economic Distance, socio-cultural distance and Gender Distance it is said
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thathealthofsocietyisreflectfromthehealthofitsfemalepopulation.Womenare

largely excluded from decision making at domestic level especia.lly when they face health

issues, women have limited access and contol over Iesources restricted their mobility

(Milind,2001). women's talked about other serious problems and issues in public health

facilities that are not exclusive of the crises period but women are not helped when

patient demand is higher employees are underpaid, supplies are scared and hospitals are

riddledbysocialconllict(Barbara,2010).Theremovaloffinancial,physicalandcultura]

barriers for utilization of health care services is a key measure for ad&essing gender-

based inequalities and gender based violence (Vera Lasch' 2010)' In some cultures'

social.cultrualnorms,socio-economicstatusandpracticerestrictsocialandphysical

contact between women patient and male health service providers. This lack of iemale's

doctors and healtl service provider may in some context be serious constraint for women

toaccesstohealthcare,checkupandtreatment'Genderinequalitiesmayalsobemanifest

in the ways men and women are treated by the health care system' Evidence suggests that

both female and male health care providers may be gendered biased in their perception of

patientpreferencesandtheirproblems(VeraLasch,2010).ConfidentialandPrivacyare

not always ensured and information about treatrnent options is not always provided. Lack

of time, economic resources is an increasingly important barrier for poor people to utilize

health care services for women patient (Vera Lasch, 2010)'

Service factor include high tansportation, distance to services, parda, mobility, limited

women's information regarding health, unknowing about health facility available in area'

men control over decision making, usiag local method of treatment, and self medication

@ean, 2006). women with own income tend to rate their health as better than women
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with out then economic resources (Suzanne, 2009). Institutional, legal, socio-economic

and socio-cultural constraints which women have been unable to escape in any country

have denied them access to opportunities that are available to men in health sector (Ev4

2000). of course in many other cultual societies ttrere are few formal or stuctual

barriers to women receiving equitable attention and consideration with in any

Programme. But constraints may lie in attitude ofhelplessness, acceptance and

depression of women @admini, 2010). Compared with men, women are disempowered

all over the world. However their levels of disempowerment are differing in developed

and less developed countries' Broadly speaking low status among women is associated

with large family size and this of course is linked to poverty' Many cultural and

traditional practices that are widely prevalent in the LDC's force and fall women hto a

situation in which their health is compromised (Theodore, 2007). The interplay between

gender and class can be important in relation to access to health care facilities, even in

high income counties with universal health insurance' A part from gender, class and

race, ethnicity and caste are other constraints that impose upon causes to access to health

care (Gitasen, 2010). women living i-n poverty tend to have limited access to formal

institution that might offer assistance in resisting violence and provision of health

facilities. These include health, education, social, psychological, legal and police

services, law enforcement agencies (Francine' 2001).

unequal health outcome may reflect the fact that health services are imbalanced between

men and women. certain health needs are gender specific and ale often linked to

reproductive in the case ofwomen. The poor and disadvantaged persons enjoy less access

to health care services generally, women may be at great disadvantaged because their
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well being is cultually and socially discounted with in the family because men make the

key decision about women health consultation and expenditure or because women's

mobility in the public domain in restricted due to local culture and traditiors (Nalia,

2003). Socio-cultural and socio-economic constraints on women does not allow them to

utilize the available health care services among them is gender discrimination in fomr of

gender stereotype roles, assigned to girls and women by their families which reduce their

access to health facilities . women's health is determined by a multitude of interrelated

forces such as the availability of health services, by her educational level and by her

socio-economic and Socio-cultural conditions women in the region often lacks access to

health facilities and services at the time of poor health condition (Ramesh, 2004). women

domestic responsibilities including care of children, nursing of ill person in the family

restrict women,s mobility and the time available to seek health care (Tessa, 1999).

Gender relations, structure household's responsibilities, priorities, access to finance and

other assets which may determine teatment or predispose women's willingness, to

expend resources on their own health. Power relations with in household also inlluence

the distribution ofresources and women decision regarding health checkup and treatrnent

(Tessa" 1999). Women's poor health determined by social, cultural constmints and it is

greatly interlink with economic condition of the family, restriction on political

mairstreaming is responsible for bad health condition of women (PHM, 2005-2006).

Access to appropriate quality health care was limited in several ways but by far the most

significant limited way was the substantial and in some cases increasing distance that

women had to &ive, the cost in term of time and financial reason, lack of providers and

delay in accessing health care. ln addition to the stuctural barriers there are also social
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barriers that limit access to quality and timely health care access by women' A particular

challengere.latestoperceivedconstraintsonprivacy,confidentialityandanonymityin

rural, mountains and remote communities which can out as a barrier to women seeking

health care (Jerurie, 2007). Discrimination in provision ofhealth facility make an

importantconstraintwhichrealizewomen'sthattheirhealthisnotmuchimportantthan

men,women'shavemoreindoorresponsibilitiesandtheyarerestrictedduetomobility

and financial constraints. In traditional societies women's realize that their home work

andfamilycaringismuchimportantthantheirhealth.Womenareallowedtotaketheir

kids for treatment while when they going for own checkup need permission ftom male

member and some one comPany her to doctor (WHO' 2010)' Shame and discomfiture can

lead to unwillingness on the part of women to share disease condition with family

members and heath providers (Jennifer, 1996)' Women's not knowing that where go for

treatment and how take the health services from the center also language change with

somedistancesonotunderstzuldingclearlythelanguageofhealthserviceprovider.

Beside these barriers stigma, privacy' hold of male member on women also resists

women,sfrombettertreatmentregardingtheirillhealth(Dinsesh,2011).Socialand

culturalbarrierssuchassocialdisadvantages,culturalhealthbeliefsandvalues'

discrimination, inequality and culturally irsensitive health care provider may also serve a

risk factor or many interferes with health care access (Ano' 2007)'

The lack of social, cultural and legal support for the empowerment of women can be seen

askeyfactorscontributinginpoormatemalhealthandhighlatesofmaternalmoaality

(Norman, 2008)'
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Traditional and customary beliefs play a vital role in culnral and social factors which

disadvantaged women in the society Every social grouping in the world has specific

traditional and cultural practices and beliefs, some of which are beneficial to all while

other are harmirl to a specific gloup' such as women' The indicators which decide the

status of women range ftom respected, harassed, neglected to gender discrimination and

traditionalrolechangeoccursduetosocio-culturalandsocio-economicbarriers(V'V

devasi42009).Women,srighttohealthrequirestheremovalallconstraintsinterfering

with access to health services, education and information including in the area of sexual

and reproductive health (Andra, 2009)' Belief and attitudes that may hamper heaith

education and foster continued health clisparities include prejudices, poor traditional and

cultural communication resulting in misunderstanding, lack of understanding or

acceptance of the concept of preventive health behaviour' fatalistic attitude ofthe women

toward illness, family unwilling to seek care until the problem uue severe' inadequate

health knowledge, Iiteracy, strong beliefon traditional remedies' the lack ofa cultural

concept of mental health, and the cultural rules made by the male members of the family

about women and what may or may not be discussed with in family and with healtlt

service provider (Sade, 2009).

Women from social, traditional, cuttural and religious sects may be uncomfortable being

examined by a male doctor or health service provider because ofthere constraints to

accessing to health care, the health status of women tend to be worse than ofthe men'

Access to health care is co-related with wealth, prestige, respect and education but it is

also related to power. Some time power is strengthen by cultural systems while some

time culture resist all practices against the society whatever. for betterment or destruction
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(Kathryn, 2008). An obstacle in determining women's health status in developing

countries is the lack ofhealth studies focusing in women's health issues (sitthi-amron &

Somrong thong 2000). In the 1948 constitution of the wHo health is defined as "a state of

complete Physicat, mental, & socidl well'being and not merely the absence ofdkease or infirmity"

(W.H.O, 2003). The susceptibility of women in developing countries to these poor health

conditions is a direct resulting ofpoverty, inferior socio-cultural status; limited access to

health care services poverty contributes to poor health through economic dependence

poor nutrition, substandard housing, and limited access to sanitation and safe drinking

water (Buor, 2004). With out financial resources, women are unable to obtain nurition &

adequatehousingthatprotect&improvetheiroverallhealthconditioninthesociety

@uor, 2004). Sexual transmitted diseases, particularly HIV & AIDs are increasingly

contributing to poor women's ill health in developing countries" 'women infected with

HIV may be unable to provide care when ill to their family, nursing of ill persons and

theycanpassondiseasestotheirchildrenwhichgivingbirth&breastfeeding(Cohen,

1998). Health issue for women in developing countries is caused by poverty' socio-

economic & socio cultural factors. Poverty is defined as "the denial of opportunities ttnd

choices must basic to human development" (tNDP-2004). The low socio-cultural status of

women can also negatively influence women's heatth access and tleatment in developing

countries since a major barrier to improved health is the inequality between men &

women. Health polices, created by male policy makers, often fail to consider gender'

(zddi, 1996). Advanced transportation facility is often non-existent in developing

countries and health care may be un attainable if the means of traasportation are

inadequate or time consuming such as walking, bicycling, using the bus (Purry &

Geseler, 2000). Women inadequate knowledge regarding heaith complication and issues,
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ofvarioustypesofservicesprovidedataheatthcarefacilitylowerstheavailabilityof

services through simple lack of awareness on health issues (Penchansky & Thoma, 1998)'

otherwomenrequiremoneyinordertoaccesstotheavailabletransportationbutshehas

not financial resources (Laurie, 2007)' ln some cultures' social-culhral and socio-

economicnormsandpracticerestrictsocialandphysicalcontactbetweenwomenpatient

and male providers' This lack of females doctors may in some context be serious barriers

for women to access to health care and treatment and to talk openly regarding health

issue. Women who live in poverty and less educated like have limited access to health

facilities and strongly obey the rules made by the men in the family and society'

Women,switheaminghavegoodhealthconditionduetoavailingthehealthfacilities

(Suzarure, 2009). Gender relations struchue, household's responsibilities' priorities and

access to finance and other assets which may determine treatrnent or predispose women's

wil'lingness, to expend resources on their own health' Power relations between male and

fema]ewithinhouseholda.lsoinfluencettredistributionofresources(Tessa,1999).In

reality women's health is largely determined by social and economic barriers it is

diffrcult to separate out reproductive righu and health from economic' social and political

rights and needs (such as land rights, food security and communal harmony that impact

on economically poor women's lives @eople Health Movement' 2005-2006)'

Women's cultural barriers include fear of stigmq sham and lack of validation of

depressive symptoms by family and society @insesh,20l1)'

Health professionals were often dismissive, treating women as though they were stupid'

Thewomenspokeofalackoftrustandfeltnoconlidentialityandprivacyintheir

treaurent interest with health sewice providers. They felt that their experiences were
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cheapening by the heal0r care system (Nancy' 2007)' Age, ethnicity and income

inlluenced the women's health status and her health condition. Due to these issues

women are not able to Eeat economically and afforded medicine due to limited economic

resources ofthe family, women facing transportation hurdle at the time of access to

health facilities (Philip, 2003). In rural areas the barriers of time, financial matters, and

travel often prevent many women from obtaining necessary health care yet many of the

health service providers that these women are requesting are relatively easy to teach

(san&a, 2010). constraints that limit their access to health care such as distance from

their home to available appropriate health facilities, lack of tansportation at the time of

emergency and more critically economic and social barriers (Narasaiah' 2004)'

Lackofaccesstohealthcarefacilitiesandlackofhea]thinsuranceareamongthemost

important stressom cited by rural women although rural women generally describe the

geographic and temporal constraint that they face in term ofaccessing the health care

system.Fromaruralresidencethecostofhealthcareisbyforthemostdominantbarrier

cited access to care and availability ofservices are problems in nual areas (Raymond,

2006). Another study conducted in Pakistan found that the quality ofa women

interpersonal ties, particularly with her mother in law and husband were important in

terms ofher ability to access to resouces including health cale facilities (Git4 2010).

The security situation that prevailed in the year after the U'S led attack severely

hampered women's full and equal access to health care facilities at global level (Sanja,

2010). The World Bank reports that in cultual and taditional societies where parents

prefer sons over daughters, boys recive a larger share of the limited family resources

whatever financial, educational etc they got more food and better health care. Lower
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educational attainment by women, whatever due to poverty oI gender bias; also affect

their health in latest life. According to 'wHo "socio-economic status, literacy and access to

healthserviceshaveastrongimPdctonthedevelopmento|noncommlmicablediseaseandthe

delivery of health care " (Padmini,20l0). Several studies have indicate that although men

and women may share a number of problems and issues resulting from geographic

location, living conditions and ethnicity gender inequality and discrimination places

womeninavulnerablesituationregardingtheirhealth(A|ice,2002).Themajorbarrierto

womenaccessinghealthserviceswasalackoftrustbetweenhealthserviceproviderarrd

the community persons. Health services for indigenous women have largely been

influencedbythepoliticalwillandcommrrnitydemandsratherthanbasedonanalalysis

of community need (Lenore, 1998)' Gender discrimination damages the physical and

mental health mitlion of girls and women access the globe and also of boys and men

despite the many tangible it gives men tbrough resources, power' authority' decision

making and control (Otlin, 2007). Gender inequalities make women more vulnerable to

various diseases and associated morbidity and mortaliry from socio-cultural and socio-

economicperspectivewomeninlndianfirrdthemselvesinsubordinatepositionwhile

menthemastelofthewomen.Thisgenderinequalityinhealthcareaccessbecomesmore

obvious when the women are unemployed, widowed, illiterate' separated or dependent on

other. The combination of apparent ill health and lack of support mechanisms conhibute

to a poor quality of life among poor women (Milind' 2004)'

Low socio-economic status is associated with higher incidence and occurrence of health

problems. The high cost ofhealth care not only deepens the poverty that is already barely

gettingbybutalsocaneconomicallydeshoymiddte-classfamilies(Linda,2011).

Feminist Post structuralism:
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The perspective, applied to health, examines the construction of meaning' power

relationship and the importance of language as it affect, contemporary health care

decision. It seeks to identify and expose biases that marginalize the health care needs of

women and to contribute to health care inequalities for their population. Additionally, a

feminist post Stuctualist perspective seeks to develop new knowledge for understanding

gender differences and discrimination (Arslanian-Engoren' 2002)' Late 20s cennry

feministadoptedthePost-stnrcturalistphilosophyofFoucaulttheFrenchsocial

philosopher to analyze and challenge constructs of meaning and relationship ofpower in

modem society (Foucault, 1972). Many contemporary Feminist hold Foucault writing

because they challenged the notion ofa fixed meaning, a unified subjectivity and control

theories ofpower (weedon, 1999). There beliefs provided the theoretical foundation for

feminist to challenge, examine and deconstruct pariarchal conversation' social

institutions and power relationships that disadvantage and oppress women in modem

society. Moreover, his ideas provided a different and creative way ofthinking about the

politics of contexh.ral instruction of social meaning (Scott, 1994)' Foucault wanted to

identify,investigatearrdexposet}osemodernculturalandtraditionalpracticesandrituals

thattheatenedthetheoreticalequalirypersistedbylawandbysomepoliticalphilosopher

@regfus, 1992). T o achieve this objective, Foucault study the set of rules on which

statementarepredicated,consideredadditionalnrlesthatcouldproducesimiiar

statement, and questioned why any one particular statement appeared rather than another.

Feminist Post Structualist Analysis

A feminist post structualist analysis results when gender issues are included into a post

structural framework. It is a mean of understandiog' exposing and changing hierarchal
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socialnetworksthatusepowertosilenceandmarginalizeddiscursivediscoursesrelated

togender.PostStructuralistfeministseektotransformgenderdismsions'todevelopnew

ways of accepting sexual differences (Weedon, 1997)' and to uncover anthropocentric

biaseswithinsocially,traditionally,cultwallyandpoliticallyestablishedinstitutions

(Gravey, 19997). That result in the domination of women' With in a post Structuralist

theoretical perspective, three principles are significant: 1' Language' 2' Subjectivity & 3'

Power @ickson, 1990). Language: Language remains the cental focus of a feminist

post structualist analysis. It is the mechadsm by which the build of femininity and

masculinityaredefined,characterizedandintemalizedinsociallyandculturallyspecific

way (Scott, 1994). Language the common factor in the analysis ofsocial organization'

social meaning, power, and individual consciousness (Weedon' 1997)' is how one makes

sense and meaning of one's world @oering, 1992)' Socially specific meaning is

constituted with in language, not by the individual who utters the word' but by society at

large level (Weedon, 1997). Language not only give's voice to women's experiences that

donotnecessarilyrepresentthedominantdiscourse'butitcanalsobeusedtoconvey

differences in similarities. Depending upon the socio-cultural and political position and

focus of the keen observer. Different qpe of observation and experiences may be

encountered and verbally conveyed.

Subjectivity:AccordingtoWeedon(1997)Subjectivityisconsciousandunconscious

thoughts and emotions that allow any one to make sense ofone's self and to understand

and realize one's relationship to the world globally An individual's perception of own

self, but rather also shape the gaining of gendered subjectivity' by ass:ming current

meaning and values for behaviour. lndividuals ale construct" whose subjectivity is
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arbitated by social discourse and cultual pmctices not by individual motivations and

intentions (Alcoff, 1995).

Power: In Post Stucturalist theory, power is not identical to knowledge; power and

knowledge are mutually dependent upon one another with power generating knowledge

and knowledge initiating power. Power and knowledge are used to conceptualize the

relationship between languages, social institution, and individual's consciousness and are

analysis exercised in relation to resistance @ichson, 1990). A Post StructuIalist

perspective on access to health has suggestion for increasing awareness of issue that

cause barriers to women's health access. It seeks to expose and change the power

structure present in economic, social, cultural religious and political institutions of

Pak}tun society that prevent and resist women form access to bette, h"alth in the area.

Feminist Post Skucturalist perspective wants to decrease and demolish discrimination in

health sector, which leads to women's poor health access (Arslanian-Engoren, 2002).
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3.1. Methodolory

Social research is the method which verifying the fact and their results, their

sequences, interrelationship, informal explanation and the natural laws systemically that

rules them (Fatrni4 2007).

The major objective of this chapter, therefore, is to explain various tools and techniques

of research along with statistical tests and operational definitions of the concepts being

used in this research.

3,2. Universe

The universe of the present study consists of six union councils (Par Hotti, Katti Garhi,

Telegram, sheen, Dir Bazaar & Palam) of five selected Tehsils (Mardan, Katlang,

Khwazakhaila, charbagh & Dir) of three selected Districts (Mardan, Swat & Dir upper)

of Khyber-Pakhtru*hwa.

3.3. Sample

For this research activity probability sampling type was used in this type sampling

stratified random sampling was used. The researcher was selected 315 respondents in

stratify random sampling through proportionate method. The stratified random sampling

was passing through the following process. Respondents from each district were selected

through proportionate method. The target population was married women population

between l6-50 years of age.
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3.4. Sample Frame

District wise

population

District Mardan

District Swat

Total

population

1,460, r 00

t,424,241

Women

population

620,100

697878

523,020

1,840,998

Married

women aged

16-50 year

3,12,115

3,45,518

4,20,005

10,77,638

Sample size as

responded

91

101

r23

31s

District Dir (U) 797,852

Total : 03 Districts 3,682,193

@yberpakhhrnkhwa. gov Pk) -20 I o

3.5. Tools of Data Collection

Interviewschedule&Questionnairewereusedbyresearcherforcollecthgthe

data.

3.6. Method of Interviewing

This research study was totally based on women's access to health in those tl[ee

districts of Khyber-Pakhnu*hw4 which were cultural sensitive and in the range Taliban

militant. Thus for collecting the relevant data of the research the researcher forms a

group of qualified women interviewer for each district. Each group was comprised offive

women which was lead by a team leader. Before starting the data collection from the

respondents the researcher arranged a training workshop for the selected women gtoups

in district Mardan. ln training workshop the researcher discussed in details the scope and

objectives of the research. Questionnaire and interview schedule was shared with survey

team. He discussed one by one each and every question ofthe questionnaire/interview
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schedule after discussing the practical session of filling the questionnaire/interview

schedule from interviewers one become respondent and one collect the data as

interviewer. After successful one day workshop the groups send to their located districts

for data collection with a Workplan for collection of data'

3.7. Field Exercise

The field experience during data collection was very hard because ofcollecting

from hilly area also due to winter season and cool weather the interviewer faced

difficulty in collecting the data. The main difficulty was experienced that the

respondents were involve in farming and making enterprise material due to which

they had no more free time for the interviewer . They did not klow the purpose

and objective of the social research, some ofthem did not consider the researcher

a student and took it as an NGO persons collecting data for America and west'

The interviewers were feel threat from Taliban because the district swat and dir

upper both were targeted by talibanization.

Therefore the interviewers collected data before 2pm every day also most of the

time was consumed in explaining the objectives of the study to the respondents.

Few of the respondents request for relief both they are affected by flood and

crises.Some of the respondents were found hesitant to discussed about their health

issues and access to matemity home during their pregrrancy. The interviewers had

to assue them that the information would be kept conlidential. Moreover, they

were realized the importance of information revealed by them'
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3.8. STATISTICAL ANALYSIS

3.E.1. Percentage

Percentage was used by the researcher for various categories to bring it in

comparable form from the present study' The percentages were calculated by

following formula.

Formula:

Percentage = * 100

Where:

F = FrequencY

N = Total Number

3.8.2. Chi-Square

Researcher applied Chi-square test to examine the level of association

between independent and dependent variables' 12 was computed by following formula'

(o-")2

x2 =E

Where

O = Observed values

e = Expected va.lues

E = Total sum

F

N
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Tokaowthesignificanceoftheassociationbetweentheattributes,thecalculated

valuesofthechi.squarewerecomparedwithcorrespondingtableat0.05levelof

significance at a given degree offreedom- Degree offreedom was calculated as:

d.f. = G-1) (c-l)

Where..r''and..c,'arethenumberofrowsarrdcolumnsrespectively.Theresult

was considered significant if the calculated value of Chi-square was greater than

the table value. Otherwise it was considered as a non-significant'

3.g3. Gamma Statistics

In present study the Gamma Statistical test was applied by researcher to ascertain

the relationship between two and more than two independent and dependent variable'

Formula for gamma test as under.

NS.ND

Gamma=

NS+ND

Wlere NS = Same order Pails

ND = Different order Pairs

3.9. CONCEPTUAL FRAMEWORK

3.9.1. Social

There are norms in society and the leaming of these norms in-groups is called

social. whatever one finds in his environment are culture and the activities in which he

participates become social for him"

Living in a group life and integate to the other structures of the society along with

haring of different moments is called social'
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3.9.2. Culture: Culture is the Customs, Beliefs, Art' Way of life and Social organization

ofa particular country or gtoup

3.9.3. Constraints: Cons[aints mean that hurdle/obstacle in the way of women which

affect it in dailY activity.

3.9.4. Health

According to the world health organization Health is "A state of complete

physical, mental and social well-being and not merely' The absence ofdisease or

infirrnitY"
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RESULTS AI\D DISCUSSION

chapter number four focusing on Analysis and interpretation ofdata. This chapter

is much important and contains both quantitative and qualitative date and discussion. In

this chapter researcher proofthe hypothesis ofresearch as true or false'

This chapter presents the analysis and interpretation ofdata' This deals with the

background information about the respondents in both quantity and quality shape'

Table No' 4.1. Age in complete years

Age of the resPondents

Upto 25 Years

2G30 Years

31-35 years

3H0 Years

41 & above Years

Total

Frequency

20

'160

g
50

31

315

Percent

6.3

50.7

'17.o

16.00

10.0

't00.0

Table No. 4.1 shows the age of the respondents' 50'7 percent respondents were in

the age group 26-30 years, while 17.0 percent of the respondents belonging to age goup

of31-35yearsandaminimum6.3percentoftherespondentswereinttreageoftheupto

25 years.
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Table No. 4.2. Occupation of the respondents

Occupation of the

respondents

Govemment Job

Farming

Lawyer

Self Employ

Housewife

Total

Frequency

39

33

89
.151

315

Percent

12.4

10.5

1.0

25.3

47 .9

100.0

Table No. 4.2 indicate the respoDdent occupation' Maximum 47'09 percent

women respondents were housewife, while 28.3 percent respondents self employ and 1.0

percent the minimum respondent was lawyer. The above table shows that a large number

of respondents were housewife.

It is evident from the above table that 47.9 percent women house wife because of Parda

in Pakhtun societY

Table No. 4.3. Husband occuPation

Husband occupation

Business

Govemment Job

Farming

Doctor

Engineer

Lawyer

Any Other

Total

Died

Total

Frequency

93

48

108

5

17

31

307'

I
315

Percent

29.5

15.2

34.3

1.6

1.6

5.4

9.8

97.5

2.5

100.0

+ 08 respondents were widow

Table No. 4.3 shows the husband occupation of the respondents. Among the total

respondents 34.3 percent respondents husband doing farming, then the second large 29.5
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percent doing business, minimum l'6 percent of the respondent husbands were lawyer &

engineers. Beside the maximum and minimum percentage of the respondents 2'5 percent

respondent husbands were died.

The above table indicates that most of the husbands were doing farming as occupation

because of low education

Table No. 4.4. Monthly income from all sources

Monthly income

0001-5000

5001-10000

10001-15000

Above 15000

Total

45 14.3

96 305

FrequencY Percent

92

82

315

29.2

26.0

100.0

Table No. 4.4 indicates the monthly income of whble family of the respondents'

Amongthetotalrespondentsmaximum30.5percentrespondentssharethattheirfamily

incomefa]linthecategoryof500l.10000Rupees,whi,lethesecondIarge2g.2percentof

the respondents fall in the category of 10001-15000 rupees per month and l4'3 percent

the minimum respondents fall in category of0001-5000 Rupees per month'

The above table No. 02 & 03 evident that maximum respondents were house wife and

husband doing farming that's why monthly income were less than ten thousand per

month from all sources
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Table No. 4.5. Current marital status

Pattern of living

Separated

Divorced

\Mdow

Living with husbands

Total

Frequency

11

2

I
294

3'15

Percent

3.5

.7

2.5

93.3

100.0

TableNo.4'5showsthecu[entstatusoftherespondent.Amongthetotai

respondents a maximum 93.3 percent respondents were currently living with their

husbands while 3.5 percent respondents were separated' 2'5 percent respondents were

widow while a minimum 0.6 percent respondents were divorced'

The above table evident that most of the respondent livi-ng with their husband as

subordinate and obey the rules made by husband

Table No. 4.6. Age at the time of marriage

Age at time of marriage

1G14 Years

1S18 Years

1*22 Yeats

above than 22 Years

Total

Frequency

23
,t54

1t6

22

315

Percent

7.3

48.9

36.8

7.0

'100.0

Table No. 4.6 shows the age of the respondents at the time of marriage' Among

the total respondents a maximum 48.9 percent respondents fall in a category of 15-18

years of age, while the minimum 7 0 percent respondent's age at the time of marriage

was above than 22 yearc. So the table shows that a maximum percentage of the

respondents married at 15-18 years ofage.
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Theabovetableevidentthatamaximumnumberofrespondentsmarriedbelowtheageof

eighteenyearsbecauseinPakhtuncultwewomenwerenotconsideredincomesoulce.

Table No. 4,7.TYPe of marriage

Type of marriage

Arranged

Choice

Anange & BY choice

Total

Frequency

290

14

11

315

Percent

92.'l

4.4

3.5

100.0

Table No. 4.7 indicate the type of marriage of the respondent' Among all the

respondents a maximum 92.1 percent respondent marriage decision was taken by their

family and 4.4 percent respondents married on their own choice while the minimum 3 5

percent respondents answered that their marriage was the combination of both choice and

arranged by the familY elders.

The above table indicates the Pakhtun rigid culture that women were not allowed to

choice her Iife partner and the family male members were *re decision maker about her

marriage.
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Table No. 4.8. Consultation regarding marriage

Consultation regarding

marriage

Yes

No

Total

Frequency

48

267

3t5

Percent

15.2

84.8

100.0

Table No. 4.8 shows the consultation with respondents by their family members

regarding their marriage' Among the total respondents a maximun 84'8 percent

respondentswerenotconsultedduringthedecisionoftheirmarriagewhiletheremaining

15.2 percent respondents were consulted by their family regarding marriage'

The above table evident rhat the-decision maker at all level for women was the male

members and the decision made under rules made by the male members of the family'

Table No. 4.9. Consulting person at the time of marriage

Consultation Person
Father

Mother

Brother

Sister

Relatives

Frequency

I
26

2

4

7

48'

Percent

14.75

54.16

4.1

8.3

'14.58

'100.0

iT" tabl" is 
"*tension 

of table number 4.8

Table No. 4.9 shows the consultation person with respondents for their marriage'

Amongl5.2percentrespondentsamaximrrmS.3percentwereconsultedbymotherwhile

the minimum 0.6 percent respondents were consults by brother for their marriage'

The above table evident that if at the time of mariage a consultation was necessary so

most of the time mother consult the daughter because in Pakhtun traditions male
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members of the family considered it weakness that a male talk to daughter legarding her

willingness

Table No. 4.10. Type of familY

Type of family
Nuclear

Joint

Extended

Total

Frequency

93

175

47

315

Percent

29.5

55.6

14.9

1oo.o

Table No. 4.10 shows the type of family in which the respondent living' Among

+Se total 315 respondents a maximum 55.6 percent respondents living in the joint family

system,29.5 percent respondents liviDg in nuclear family type while the minimum 14.9

percent respondents living in extended family type.

The above table showing the important asPect of the Pakhtun society that most of the

people living in joint family system as under Pakhtun rules made by male members of the

family. In Pakhtun society no one have the permission to separate from joint family

system until the permission of the elder male members.

49



Table No.4.11. Educational status

Educational Status

llliterale

Primary

Middle

Metric

lntermedlate

Graduate

Any other

Total

Frequency

163

64

23

17

7

'13

28

315

Percent

51.8

20.3

7.3

5.4

2.2

4.1

8_9

100.0

TableNo.4.llindicatetherespondentstatusofeducation.Amongthetotal

respondents a maximum 42.9 percent respondents just knowing that how to write her

name and calculation ofthe money and they were considered literate, while second

maximum20.3percentrespondentsweleatthelevelofprimaryeducation,S.9percent

respondents were illiterate while the minimum 2.2 percent respondents were

intermediate.

The above table evident that in Pakhtun society women were not allowed to came out

side the fow walls of the home that's why most of the women respondents were illiterate'

The women were strictly obeyed the rules and regulation made by male members
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Tabte No. 4.12. Number of male children

Male children

1

2

3

4

Total

No male children

Total

Frequency

93

127

63

13

1

297

18

315

Percent

29.s

40.3

20.o

4.1

.3

94.3

5.7

100.0

TableNo.4.l2showsthetotalnumberofmalechildrenoftherespondents.

Among the total respondents 94.3 percent respondent have their male children while the

remaining 5.7 percent respondents not given birth to male chil&en'

The above table highlight the important aspect of the Pakhtun society that all most all the

respondents were have the male children because in Pakhtun cultwe it's the sign of

strongest family
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Table No. 4.13. Number of Female children

Female children

1

2

3

4

Total

No female children

Total

Frequency

97

139

69

5

3'10

315

Percent

30.8

44.1

21 .9

'1.6

98.4

1.6

100.0

TableNo.4.l3showsthetotalnumberoffemalechildrenoftherespondents.

Among the total respondents 98.4 percent respondent have their female children while

the remaining I .6 percent respondents not given birth to female children'

The above table highlighting the issue that most ofthe respondents have female children

this is not because they want female children rather this is because of wish for more male

children leads to increase in the number of female children's

Table No. 4.14. Perception regarding overall health

Perception

regarding health

Average

Poor

Total

Frequency

270

45

315

Percent

85.7

't4.3

100.0

Table No. 4.14 shows the perception of the respondents regarding their

overall health. Among the total respondents a maximum 85.7 percent respondent feels

their health average while 14.3 percent respondents have poor health every time.

The above table showing that most of the women perception regarding illness is average

because in Pakhtun society most of the time the women collecting wood in hilly areas,
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bringing water, cattle rearing, nursing ofelders in the family and preparing food for all

family that's why the not feel good health most of the time'

Table No. 4.15. Perception regarding illness

Perception regardirg

illness

Laziness

, Tiredness

Sleeping long time

Disability

Pregnancy

Any other

Tctal

Frequency

12

25

23

48

198

9

315

Percent

3.E

7.9

7.3

15.2

62.9

2.9

100.0

Table No. 4.15 indicate the perception regarding illness among the respondents'

Among the total respondents a maximum 52.9 percent respond about pregnancy as

illness, while 15.2 percent respondent fall disabiliry in the category of illness and the

minimum 2.9 percent respond any other for type of illness'

The above table indicates that pregnancy was the major illness. most of the women were

not properly doing checkup at the time ofpregnancy because in Pakhtun society women

were strictly observe parda and its considered sham by the male member that at the time

of pregnancy women go out side the family for checkup' Due to such sham of the male

members and strict Parda women face a lot of trouble in pregaancy time'
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Table No. 4.16. Frequency of illness

Frequency of illness

Very frequently

Some time

Total

Frequency

108

207

315

Percent

34.3

65.7

100.0

ffif i[ness among the resPondents. 65'7 percent

respond that they fall in illness some time while the minimum 34.3 percent respondents

were very ftequentlY ill.

As above table No. 4.16 indicate the pregnancy of women as main illness that's why

beside the pregnancy the women not considered other illness as serious. So in this table

women respond that beside pregnancy they fall some time in illness'

Table No.4.17. Occurren"" ofchrooi" diseases

Occurrence of chronic

diseases

Yes

No

Total

Frequency

50

265

315

Percent

'15.9

84.'l

100.0

TableNo.4.lTshowsthechronicdiseasesinrespondents.Amongthetotal

respondents a maximum 84.1 percent respondents have no chronic diseases while the

remaining 15.9 percent respondents faced the chronic diseases'

The above table high.lighting that most time women doing hard and continues work in

side the home so not feel chronic diseases
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Table No. 4.18. Chronic diseases in parent's family

chronic diseases in

parent's famiIY
yes

No

Total

Frequency

65

250

315

Percent

20.6

79.4

r00.0

TableNo.4.l8showsthechronicdiseasesintherespondentparent'sfamily.

.AmongthetotalrespondentsamaximumTg.4percentrespondentsrespondthattheir

parcnts family have no chronic disease while the minimum 20.6 percent respond that

their parents family have the chronic disease'

. rn" above table evident that in Pakhtun society almost marriage was takes place with in

theirjoint family that,s why they k:row one another bitterly regarding any chronic disease

Table No. 4.19. Chronic diseases in husband's family

Chronic diseases in

husband's familY

Yes

No

Total

Frequency

39

276

315

Percent

12.4

87.6

100-0

Table No. 4.19 shows the chronic diseases in the respondent husband's family'

Among the total respondents a maximum 87.6 percent respondents respond that their

husband,s family have no chronic disease while the minimum i2.4 Percent resPond that

their husband's family have the chronic disease.
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The above table evident that in Pakhtun society almost marriage was takes place with in

their joint family that's why they know one another bitterly regarding any ckonic disease

Table No. 4.20. Sharing regarding illness in family

Sharing regarding

illness

Mother in Law

Falher in law

Husband

Sister in Law

Brolher in Law

Father

Mother

Toial

Frequency

168

27

70

9

2

4

35

315

Percent

53.3

8,6

22.2

2.9

.6

1.3

1 1.1

'100.0

Table No. 4.20 indicate the respondents sharing about their illness with other

family members. Among the total respondents a maximum 53'3 percent respondents

sharingtheirillnessmotherinlawandthesecondmaximum22.2percenlrespondent's

sharing about their illness with husband, while the minimum 0'6 percent respondent's

sharing with brother in law regarding their illness.

As the above table showing the another aspect of the Pakhtun society that women were

not so empowered to share about their any issue even about their health with male

members that,s why most of the women sharing about their illness mother in law.
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Table No. 4.21. Health seeking behaviour

Health seeking

behaviour

Doclor

Hakeem

Faith healer

Self medication

Traditional Birth Attendanl

Any other

Total

Frequency

70

28

35

69

106

7

3'15

Percent

22.2

8.9

1 1.1

21.9

33.7

2.2

100.0

Table No. 4.21 shows the health seeking of respondents at the time of illness.

Among the total respondents a maximum 33'7 percent respondents took the treatment

from TBA and2l.9 percent of the respondents doing self mi:dication at the time of ill

health, while the minimum 2.2 percenl respondents using any other ways for their

teatrnent.

The above table evident that most of the women in Pakhtun society at the time of

PregnancyonlyallowedtocheckuPandgivendeliveryundertheexPertlyofTraditional

Birth Attendant which leads not only to many complication rather even the death of the

women or new bom baby. In Pakhtun society women were not permitted to deliver in

hospital or private clinics with male doctor.
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Table No. 4.22. Company at the time of treatment

Company of family

Mother in Law

Father in lalY

Husband

Sister in Law

Brother in Law

Father

Mother

Sister

Any other

Total

Frequency

133

24

62

36

22

13

12

'10

3

315

Percent

42.2

7.6

19.7

11.4

7.0

4.'l

3.E

3.2

1.0

100.0

Table No. 4.22 shows the company of any family member with the respondent at

the time of keatment. Among the total respondents a maximum 42.2 percent respondents

were accompany by mother in law when respondent going for treatment and 19.7 percent

respondent were accompany by husband, while the 3.2 percent respondent accompany by

sister at the time of treatment.

The above table evident about the Pakhtun society that women were all most company by

mother in law at the time ofillness because in Pakhtun society its considered sham that

male members of the family go with women at the time of illness/ delivery to TBA clinic.
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Table No. 4.23. Affordability of medicines

Affordability of

medicines

Yes

No

Total

Frequency

u
231

315

Percent

26.7

73.3

100.0

.TableNo.4.23showstherespondentsfinancialaffordabilityofmedicines.

AmongallthetotalrespondentsamaximumT3.3percentrespondentsnotaffordedthe

price of medicines while the minimum 26.7 percent respondents afforded the price of

medicines.

The above table evident that most of tle women in Pakhtun society housewife and not

contributinginthefamilyeconomyduetowhichthemedicineswerenotaffordablefor

them.

Table No. 4.24. Sharing regarding pregrancy

Sharing regarding

pregnancy

Mother in Law

Husband

Sisier in Law

Total

Frequency

196

92

27

315

Percent

62.2

25.2

8.6

100.0

Table No. 4.24 showing the sharing of pregnancy with the family members'

Among the total respondents a maximum 62.2 percent respondents sharing about their

pregnancy with mother in law and 29.2 percent respondents sharing with husband about

their pregnancy, while the remaining minimum 8.6 percent respondents sharing with

sister in law regarding their pregnancy.
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As the above table evident that in Pakhtun society most of the women sharing about their

pregnancy with mother in ladwomen.

Tabte No. 4.25. Regular check ups during last pregnancy

Regular checking

during last pregtrancy

Yes

No

Total

Frequency

65

250

315

Percent

20.6

79.4

100.0

TableNo.4.25showingthecheckupdrrringlaspregnancy.Amongthetotal

respondents a maximum 79.4 percent respondents not checking regularly during last

pregnancywhiletheminimum20.6percentresPondentscheckingduringtheirpregnancy

to health service provider.

As the above table evident that in Pakhtun society women observe strict parda and

women are not permitted to travel alone that's why the women txere not checkup theil

pregDancy regularlY.

Table No. 4.26. Enough food during pregnancy

Enough food during

pregEancy
yes

No

Total

Frequency

90

225

315

Percent

28.6

71.4

100.0

Table No. 4.26 showing the food required during Pregnancy time' Among the

total respondents a maximum 71.4 percent respondents not taking enough food during
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pregnancy time while the minimum and remaining 28.6 percent respondents taking

enough food during pregnancY.

The above table indicates that in Pakhtun society women eating food after the male

members of the family thaf s why they have no enough food for eating in pregnancy &

daily routine.

Table No. 4.27.PI*e of last delivery

Place of last deliveta

Govemment HosPital

Private matemity home

l'lcme

Midwives clinic

Total

Frequency

32

90

't14

79

315

Percent

10.2

28.6

36.2

25.1

100.0

Table No. 4.27 indicate the last place of delivery by the respondent' Among the

total respondents a maximum 36.2 percent respondents given last delivery in home and

25.1 percent respondents given birth to last delivery in midwives clinic, while minimum

10.2 percent respondents given their last delivery in govemment hospital'

The above table evident that in Pakhtun society male have restriction on women's

mobility even for their health checkup that's why the delivery take place in home.
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Table No. 4.28. Reason of delivery at home

Reason of delivery at FrequencY Percent

24.O

'11.0

20.0

15.0

30.0

100.0

home

Lack of fansportation

Due to Privacy

Due lo Expenditure

TraditionsJCustoms

Pa.da

Tolal

27

13

23

17

34

1',t4

Table No. 4.28 shows the reason of delivery at home' Among the total

respondents maximum 30.0 percent respondents given birth in home due to Parda and

24.0 percent respondents given birth in home due to lack of transportation, while the third .

maximum 20.0 percent respondents due to expenditure given birth to last baby in home'

The above table evident that in Pakhtun society the male member restricted women as

their property from mobility due to Parda and the health facilities far away that's why due

to transportation the women were deliver at home.
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Table No. 4.29. Avaitability of health facilities in the area

Availability of health

facilities

MCHC

BHU

Clvil Dispensary

OHQH

THOH

Private Clinic

AnY other

Total

Frequency

35

75

57

58

47

41

2

315

Percent

11 .1

23.8

1E..t

,t8.4

14.9

13.0

.6

100.0

Table No. 4.29 shows the availability of health facilities in the area. Among the

total respondents a maximum 23.8 percent respondents know about the availability of

BI{U as health facility while the minimum 0.6 percent respondents identified any other

health facilities.

The above table shows the knowing of health facilities by women in their area. Most of

The women know BHU as health facility but the delivery of women takes place in home

because of Pakhtun tradition and privacy.
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Table No. 4.30. Time taken to access the health facility

Time taken to access

the health facility

01-15

1G30

More than 30 minutes

Total

Frequency Percent

46

85

1U

315

't4.6

26.9

58.5

100.0

Table No. 4.30 shows the respondents access to health facility. Among the total

respondents a maximum 58.5 percent respondents taking mole than 30 minutes to

reaching the health facility while a minimum 14.6 percent respondents taking 01-15

minutes for reaching health facility.

The above table evident that in Pakhhrn society due to distance the women were treating

by TBA at door step and male in Pakhtun society not giving preference to their health as

compare to male member of the family.

Table No. 4.31. Type of illness/diseases

Type of illness/ diseases

Depression

Pregnancy

Blood pressure

HePatitis

Sugar

Total

Frequency

28

124

43

50

70

315

Percent

8.9

39.4

13.7

'15.8

22.2

100.0

Table No. 4.3 I shows the different type of disease existing in the respondents'

Among the total respondents a maximum 39.4 percent respondents called pregnancy as
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an illness while second maximum 22.2 percent respondents shared regarding sugar as

illness/diseases prevail among the respondents.

The above table indicates that pregnancy was the majol illness. most of the women were

not properly doing checkup at the time of pregnancy because in Pakhtun society women

were strictly observe parda and its considered sham by the male member that at the time

of pregnancy women go out side the family for checkup. Due to such sham of the male

members and strict Parda women face a lot of Eouble in pregnancy time and they consult

Traditional Birth Attendant (TBA) for pregnancy. The other illness ignoring by male

member as saying that was due to tiredness nothing else.

Table No. 4,32. Place of treatment

Place of treatmetrt

MCHC

BHU

Civil Dispensary

OHQH

THOH

Private CIinic

Any other

Total

Frequency

47

83

oz

39

37

25

22

315

Percent

14.9

26.3
,t9.7

12_4

11.7

7.9

7.0

100.0

Table No. 4.32 shows the respondents place for checkup or treatment at the time

of illness. Among the total respondents a maximum 26.3 percent respondents

checking/treating their illness in Basic Hedth Unit while 7.9 percent respondents

checking/treating their illness in private clinics.

The above table shows that if women face some serious issues in their health so in

Pakhtun society they only permitted upto local available health faciliry for teatment.
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Table No. 4.33. Gender of health service provider/doctor

Gender of health

service provider/doctor

Male

Femal6

Total

Frequency

t90

125

315

Percent

60.3

39.7

100.0

Table No. 4.33 Shows the gender of the health service provider/doctor. Among

the total respondents a maximum 60.3 percent respond about the male health service

provider/doctor while the minimum 39.7 percent respond about female health service

provider.

The above table evident that in Pakhtun society women were not permi1ed for treatment

with out a male company if health service provider/doctor was male '

Table No. 4.34. Age of health service provider/doctor'

Age of health service FrequencY Percent

35.?

64.8

100.0

provider/doctor

31-40 years

Above forty years

Total

l tl
2M

3'15

Table No. 4.34 Shows the age ofthe health service provider/doctor. Among the

total respondents a maximum 64.8 percent respond about the category ofabove than forty

years ofage of service provider/doctot while the minimum 35.2 percent respond about

the category of 31-40 years of age of health service provider'
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The above table highlighting that women in Pakhtun society permitted for treatment to

male doctor if his age above than forty years because women's visit to young doctor in

Pakhtun society making negative image about the women character.

Tabte No. 4.35. Language of health service provider/doctor

Language

Pushlo

Urdu

Total

Frequency

306

9

315

Percent

97.1

2.9

100.0

Table No. 4.35 Shows the language of the health service provider/doctor. Among

the total respondents a maximum 97.1 percent respond about the Pushto while the

minimum 2.9 percent respond about Urdu language of health service provider'

The above table evident that most of the women checkup restricted by their male member

to doctor who speaking local language.

Tabte No. 4.36. Attitude of health service provider/doctor

Aftitude of health

service provider/doctor

Cooperative

Encouraging

Humanitarian

Bad

Total

Frequency

129

97

67

22

315

Percent

41.O

30.8

21 .3

7.O

100.0

Table No. 4.36 Shows the atitude of the health service provider/doctor. Among

the total respondents a maximum 40.0 percent respond about cooperative attitude of the

health service provider/doctor while the minimum 7.0 percent respond about bad attirude

of the health service provider.
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The above table shows that in Pakhtun society women for checkup & teatment permitted

mostly due to cooperative attitude and older age of the doctor.

Table No. 4.37. Person explaining health issues/problem to doctor

Person explaining

health issues/problem to

doctor

Mother in Law

Father in law

Husband

Sisler in Law

Brother in Law

Father

Mother

Sister

Any other

Total

Frequency

133

24

62

36

22

13

12

10

3

315

Percent

42.2

7.6

19.7

11.4

7.O

4.1

3.8

3.2

1.0

100.0

Table No. 4.37 shows about respondent's explanation to doctor regarding illness.

Among the total respondents a maximum 42.2 percent respondents shared about mother

in law and 19.7 percent respond regarding husband talking with health service

provider/doctor, while 7.6 percent respond toward father in law talking with health

service provider/doctor.

The above table evident that due to Pakhnul tradition and restriction on women talking

with out side male only 01 percent women talking to doctor regarding their illness.
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Table No, 4.38. Physical examination at the time of checkup

physical examination FrequencY Percent

42.5

57.5

1@.0

Yes

No

Total

1U
181

315

Table No. 4.38 shows about the physical e1ami131i61 6f the respondent by

doctorftealth service provider. Among the total respondents a maximum 57.5 percent

respondents arswered .No" about physical examination of the health service

provider/doctor, while the remaining minimum 42.5 percent respondents answered "Yes"

to physical examination.

The above table evident that most of the women not permitting doctor for physical

examination due to strict parda in Pakhtun society

Table No. 4.39. Asking about follow up visit by doctor/health service

Asking about follow uP FrequencY Percent

'100.0
visit by doctor

Yes 315

Table No. 4.39 indicate about the asking offollow up visit to the respondent by

health service provider/doctor. All of the 100.0 percent respondents answered "Yes" to

the follow up visits by health service provider/doctor.

The above table evident that all the respondents were asks for follow up visit but due to

work load and non seriousness of the male family members they not revisit for checkup.
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Table No. 4.40. Pattern of taking medicines

Pattern of taking

medicine

Regularly

Casually

Nol at all

Total

Frequency

215

E7

13

315

Percetrt

68.3

27 .6

4.'l

100.0

Table No. 4.40 shows the pattem of taking medicine by respondents' Among the

total respondents a maximum 68.3 percent respondents were taking medicine on regular

basis and 27.6 percent respondents taking medicine casually while 4'1 percent

respondent's not taking medicine.

Table No. 4.41. Follow uP visits

Follow up visit
Yes

No

Total

Frequency

132

'183

315

Percent

41.9

58.1

100.0

Table No. 4.41 shows about the follow up visits of respondents for checkup'

Among the total respondents a maximum 58.1 percent respondents have no follow up

visits for checkup while the remaining minimum 4l.9 percent respondents follow up

visits for check up to health service provider/doctor

The above table evident that due to women work load and non seriousness ofthe male

family members they not permitted for follow up visits.
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Table No. 4.42.A Pakhtun Culture/codes

Statements Total

Observe strict parda

Remain in home

Strictly adhere to her
husband

Restriction on alone
traveling

Accompany of male
member

Not talk to male doctor

Obedience to her husband

Sacrificing for family

Subordinate role in familY

Abide the rules made bY

male
Abide the decision taken

by male
Maintaing the supremacy

of her husband
Not bother about her

husband
Bear the problem alone

Not sharing own health
issue with male

Tu-ble No. 4.43e ,ho*s the opinion of respondents regarding remains in home to

great extend or to some extend. Among the total respondents a maximum 5 1.4 percent

respondents remain in home to great extend while the remaining minimum 48.6 percent

respondents agree to some extend. It shows the opinion of respondents regarding

observance strict parda. Among the total respondents a maximum 60.3 percent

Frequency and Percentage

To great extend To some extend

t2s(39;t)

1s3(48.6)

123(39.0)

131(40.6)

176(ss.9)

10s(33.3)

12s(39.7)

128(40.6)

127(40.3)

tz't(40.3)

127(40.3)

126(40.0)

127(40.1)

128(40.6)

126(40.0)

190(60.3)

162(s1.4)

192(61.0)

184(58.4)

139(44.1)

210(66.7)

190(60.3)

187(59.4)

188(59.7)

188(59.7)

188(s9.7)

189(60.0)

188(s9.7)

t87(s9.4)

189(60.0)

3ls (100%)

3ls (100%)

3ls (100%)

31s (100%)

31s (100%)

31s (100%)

31s (r00%)

31s (100%)

315 (100%)

315 (100%)

315 (100%)

3ls (1oo%)

31s (100%)

315 (100%)

31s (100%)

7l



respondents observe strict parda to great extend while the remaining minimum 39.7

percent respondents observe parda to some extend. It shows the opinion ofrespondents

regarding strictly adhere to her husband. Among the total respondents a maximum 61.0

percent respondents respond to great extend while the remaining minimum 39.0 percent

respondents respond to some extend. It shows the opinion ofrespondents regarding

restriction on traveling to great extend or to some extend. Among the total respondents a

maximum 58.4 percent respondents restriction on traveling to grcat extend while the

remaining minimum 41.6 percent respondents restriction to traveling to some extend. It

shows the opinion of respondents regarding accompany of husband or male family

member in traveling. Among the total respondents a maximum 55.9 percent respondents

accompany in traveling by husband or some male family member to some extend while

the remaining minimum 44.6 percent respondents accompany in traveling by husband or

some male family member to geat extend. It shows the opinion of respondents regarding

the restriction on respondents in talking with doctor/health service provider. Among the

total respondents a maximum 66.7 perccnt respondents were not allowed to talk to

doctorlhealth service provider upto geat extend while the remaining minimum 33.3

percent respondents were allowed to talk to doctor/health service provider upto some

extend. shows the opinion ofrespondents regardir:g obedience of husband. Among the

total respondents a maximum 60.3 percent respondents answered that women were

obedient to husband to great extend while the remaining minimum 46.7 percent

respondent answered to some extend. It shows the opilion ofrespondents regarding

sacrificing for family. Among the total respondents a maximum 59.4 percent respondents

answered that they were sacrificing for family to great extend while the remaining
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minimum 46.7 percent respondent answered their sacrificing for family to some extend. It

shows the opinion of respondents regarding subordinate role in the family. A6ent 1t.

total respondents a maximum 59.7 percent respondents answered that they were

subordinate role in the family to great extend while the remaining minimum 40.3 percent

respondent answered their subordinate role in the family to some extend. It shows the

opinion of respondents regarding abide the rules made by the male member. Among the

total respondents a maximum 59.7 percent respondents answeled that respondents abide

therulesmadebythemalemembertogleatextendwhiletheremainingminimum40.3

percent respondsal answered that respondents abide the rules made by the male members

to some extend. It shows the opinion ofrespondents regarding abide decisions made by

the male member. Among the total respondents a maximum 59'7 percent respondents

answered that respondents abide decisions made by the male member to great extend

while the remaining minimum 40.3 percent respondent answered that respondents abide

decisions made by the male member to some extend. It shows the opinion of respondents

regarding maintaining the supremacy ofher husband' Among the total respondents a

maximum 60.0 percent respondents answered maintaining the supremacy of her husband

to geat extend while the remaining minimum 46'0 percent respondent answered to

maintainingthesupremacyofherhusbandsomeextend.Itshowstheopinionof

respondents regarding not bother about her health' Among the total resPondents a

maximum 59.7 percent respondents ansr,ryslgd not bother about her health to $eat extend

while the remaining minimum 40.3 percent respondent answered not bother about her

health to some extend. It shows the opinion ofrespondents regarding bear the problem

alone. Among the total respondents a maximum 59.4 percent respondents answered bear
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rhe problem alone to great extend while the remaining minimum 40.6 percent respondent

bear the problem alone to some extend. It shows the opinion ofrespondents regarding not

sharing about her health problems with male members. Among the total respondents a

maximum 60.0 percent respondents answered that they were not sharing about her health

problems with male members to geat eKend while the remaining minimum 40.0 percent

respondent answered not shadng about her health problems with male members to some

extend.

TheabovetableevidentthatinPakhtunsocietywomenremaininhomeevenatt}letime

of serious illness they waiting for male member permission. The above table evident that

in Pakhtun society women strictly observe parda at the tine of checkup/treatment due to

which they were not physically examine by the doctor. The above table evident that in

pakhtun society women strictly adhere to her husband decision in all kind of activities

what ever related to her health or some thing else ' The above table evident that in

Pakhtun society women was resticted to travel alone out side the home' In Pakhrun

societythatwomenwasconsideredbadcharacterespeciallyinruralareas.Theabove

table evident that in Pakhtun society women was restricted to travel alone out side the

home'InPakhtunsocietythewomenwerepernittedtotravelalongherhusbandorother

male members in time of traveling. The above table evident that in Pakhtun society

women were not permitted to talked to doctor. Only the accompany person whatever her

mother in law, husband or any other male member were talked' The above table evident

that most of the women in Pakhtun society follow the order of the husband whatever he

said. The above table evident that most ofthe women in Pakhtun society sacrificing in

kind of obedience to her husband and family male members, caring and nursing of old
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persons,cookingandkeepinggoodqualityfoodformale,collectingwoodforcooking

and following all those rules which were form by male member of Pakhtun society' The

above table evident that in Pakhtun society women were play subordinate role and follow

the order and decision of male members. The above table evident that in Pakhtun society

women,swerefollowedtherules,orderanddecisionofmalemembers.Theabovetable

evident that in Pakhtun society all the rules made by male members and the women were

bound to follow these rules what ever for their better health and empowerment or not'

The above table evident that husbands in Pakhtun families have supremacy over wife and

wifewerefollowedandaccepthusbandsupremacy.Theabovetablehighlightthat

women in Pakhtun family utilize her energy for the farnily and in Pakhrun society women

realizethattheirhealthnotimportantthatotherfamilymatters.Theabovetableevident

thatwomeninPakhtunsocietybeartheirproblemalonenotshareswithhusbandand

othermalemembersbecausethatwomannotwanttoshowherweaktoherhusband.The

above table describes that woman in Pakhtun society not sharing health problem with

male due to their subordinate role in family'
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Table No. 4.42.8 Pakhtun Cultureicodes

Statements

Discussing only serious
issues

Telling only her mother in
law

Restriction on alone visit
to doctor

Not taking medicine
regularly

Consultation with local
healer

Not taking with doctor

Not telling detail to doctor

Women not allow doctor
for physical examination
Women consultafion with

TBA
Dislike modem

technology foe phYsical
examination

Not bother her husband
again and again for

checkup
Delivery at home

Local remedy at home

FrequencY and Percentage

To great ertend To some extend

Total

r26(40.0)

126(40.0)

128(40.6)

t2s(39.7)

129(41.0)

129(41.0)

128(40.6)

129(41.0)

t29(41.0)

128(40.6)

129(41.0)

126(40.0)

12s(39.7)

r 8e(60.0)

r 89(60.0)

187 (69.4)

r 90(60.3)

186(s9.0)

186(s9.0)

r 87(69.4)

186(s9.0)

186(59.0)

t87(69.4)

186(59.0)

189(60.0)

190(60.3)

3ls (100%)

31s (r00%)

31s (100%)

315 (r00%)

3ls (100%)

315 (1000/0)

315 (100%)

31s (100%)

315 (100%)

315 (100%)

3ls (100%)

3ls (r00%)

3ls (100%)

TableNo.4.43Bshowstheopinionofrespondentsregardingdiscussingorrly

serious health problems. Among the total respondents a maximum 60 0 percent

respondents answered that they were discussing only serious health problems to great

extend while the remaining minimum 40.0 percent respondent answered discussing only

serious health problems to some extend.
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It shows the opinion of respondents regarding telling only her mother in law

regarding her serious health problems. Among the total respondents a maximum 60.0

percent respondents answered that they were telling only her mother in law regarding her

serious health problems to great extend while the remaining minimum 40 0 percent

respondent answered telling only her mother in law regarding her serious health problems

to some extend. It shows the opinion ofrespondents regarding restriction on her alone

visit to doctor. Among the total respondents maximum 59'4 percent respond that they

were restriction on her alone visit to doctor to great extend while the remaining minimum

40.6 percent respondents answered restriction on her alone visit to doctor to some extend'

It shows the opinion of respondents regarding local remedy at home' Among the

total respondents maximum 60'3 percent respond that they were local remedy at home to

great extend while the remaining minimum 39'7 percent respondents answered local

remedy at home to some extend. It shows the opinion of respondents regarding not taking

medicine regularly. Among the total respondents maximum 60'3 percent respond that

theywerenottakingmedicineregularlytogreatextendwhiletheremainingminimum

39.7 percent respondents answered not taking medicine regularly to some extend. It

shows the opinion ofrespondents regarding consultation with local healers. Among the

total respondents maximum 59.0 percent respond that they were consulates with local

healers to great extend while the remaining minimum 41 .0 percent respondents answered

consulates with local healers to some eKend. It shows the opinion of respondents

regarding not talking with doctor. Among the total respondents maximum 59'4 percent

respondttrattheywerenottalkingwithdoctortogleatextendwhiletheremaining

minimum 40.6 percent respondents answered not talking with doctor to some extend. It
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shows the opinion ofrespondents regalding not telling the detail to health service

provider/doctor. Among the total respondents maximum 59'4 percent respond that they

were not telling the detail to health service provider/doctor to gleat extend while the

remaining minimum 40.6 percent respondents answered not telling the detail to health

service provider/doctor to some extend. It shows the opinion ofrespondents regarding not

allow a male doctor to examine physically. Among the total respondents maximum 59.0

percent respond that they were not allow a male doctor to examine physically to great

extend while the remaining minimum 41.0 percent respondents answered not allow a

male doctor to examine physically to some extend. It shows the opinion ofrespondents

regarding consultation first with Traditional Birth Attendant (TBA). Among the total

respondents maximum 59.0 percent respond that they were consultation first with

Traditional Birth Attendant (TBA) to geat exlend while the remaining minimum 41.0

percent respondents answered consultation fust with Traditional Birth Attendant (TBA)

to some extend. It shows the opinion of respondents regarding dislike use of modern

machinery of examination for treatment/checkup. Among the total resPondents maximum

59.4 percent respond that they were dislike use of modem machinery of examination for

treatmenUcheckup to great extend while the remaining minimum 40'6 percent

respondents answered dislike use of modem machinery of examination for

treatrnent/checkup to some extend. shows the opinion of respondents regarding not bother

her husband again and again for checkup. Among the total respondents maximum 59.0

percent respond that they were bother her husband again and again for checkup to great

extend while the remaining minimum 41.0 percent resPondents answered bother her

husband again and again for checkup to some extend. It shows the opinion of respondents
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regarding delivery at home. Among the total respondents maximum 60'0 percent respond

that they were deliver at home to great extend while the remaining minimum 40.0 percent

respondents answered were deliver at home to some extend' It shows the opinion of

respondents regarding local remedy at home' Among the total respondents maximum

50.3percentrespondthattheywerelocalremedyathometogreatextendwhilethe

remainingminimum3g.Tpercentrespondentsansweredlocalremedyathometosome

extend.

TheabovetablehighlightsthatwomeninPakhtunsocietyorrlysharingtheir

serious problems like pregnancy in the family and the other illness ignored which have

bad impact on their health. The above table evident that women's in Pakhtun families

have sharing about their serious problems only to mother in law because male not

consideredwomenhealthasseriousissueforthem.Theabovetableevidentthat

women's in Pakhtun society restricted by rules made by male family members from alone

visit to doctor for checkup' In Pakhtun society all those women's considered bad

character who visiting alone for doctor or any other health service provider and they were

considered the violator of the rules and code of Pakhtun society. The above table evident

that women,s in Pakhtun society taking some local remedy at home when they fell ill and

tley were not permitting by their male member on any reason' Some time the health

facility not available in local area so the male member giving them the medicine at home

level. The above table evident that women's in Pakhtun society were mostly illiterate

that's why they not taking medicine regularly and at once they recover from illness they

leavethecompletionoftakingmedicinecourseduetowhichtheyfacesameillnessafter

some time. The above table evident that women in the Pakhtun families not Permitted
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by male members to visit doctor fol treatment especially when the doctor faraway that's

why the women consulting the local healer for recovery from illness. The above table

evident that women in Pakhrun society were observe strict parda and under rules made by

male the women have no right to speak openly regarding her illness to doctor. The above

table evident that women in Pakhtun society were bound under rules made by male the

women have no right to telling openly regarding her illness to doctor. The above table

evident that a male doctor in Pakhtun society was with out permission not allowed to

examine women physically. Physical examination of women consideled the violation of

the Pakhtun codes and leads to dangerous results for doctor. The above table evident that

in Pakhtun society at time of pregnancy most of the women consulted Traditional Birth

Attendant (TBA) because or unaraitability of women doctor. No male want under the

Pakhrun traditions that a male examine or consulted for pregnancy' The above table

highlight that women in Pakhtun society dislike modem technology especially ulnasound

for treatment. They considered it as the violation ofprivacy and parda. The above table

evident that Pakhnn women not bother her husband again and again for checkup because

they considered male and their work superior than own health and indicate that in

Pakhtun sociery male have restriction on women's mobility even for their health checkup

that,s why the delivery take place in home. The above table evident that women's in

Pakhtun society taking some local remedy at home when they fell ill and they were not

p€rmitting by their male member on any reason. Some time the health facility not

available in local area so the male member giving them the medicine at home level.
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Table No. 4.43. Retigious Codes

Statements

God contolling the
whole nniverse

God made the women
subordinate

God contolling health
and illness

God cure even incurable
diseases

God loves the ill Person

God listen the ill Person

God dislil<e women who
alone tavel

God dislike women who
disobey husband

God dislike women who
discussing oPenlY

God dislike women who
talk to doctor openly
God order $omen to

Frequency and Percentage Total

To great ertend

r29 (41.0)

127(40.3)

128(40.6)

130(4r.3)

t32(41.9)

r37(43.s)

136(43.2)

r39(44.1)

132(41.9)

139(44.1)

132(41.9)

To some extend

180(59.0)

188(s9.7)

187(s9.4)

185(s8.7)

183(s8.1)

r 78(s6.s)

129(s6.8)

t76(ss.9)

r 83(s 8.1)

176(5s.9)

183(s8.1)

3ls (100%)

3ls (r00%)

3Is (100%)

3r5 (100%)

31s (100%)

3ls (100%)

315 (r00%)

3 15 (100%)

3rs (100%)

3ls (100%)

31s (r00%)

regarding God contolling of the

whole universe. Among the total respondents maximum 59.0 percent respond that God

controlling the whole universe to $eat extend while the remaining 41.0 percent respond

that God controlling the whole universe to some extend'

It shows the opinion of respondents regarding God made the women subordinate.

Among the total respondents maximum 59.7 percent respond that God made the women

subordinate to great extend while the remaining 40.3 percent respond that God made the

women subordinate to some extend.

8l



It shows the opinion of respondents regarding God controll'ing the health and

illness. Among the total respondents maximum 59.4 percent respond that God controlling

the health and illness to $eat extend while the remaining 40.6 percent respond that Cod

controlling the health and illness to some extend. It shows the opinion of respondents

regarding God cure even incurable diseases. Among the tota.l respondents maximum 58.7

percent respond that God cure even incwable diseases to great extend while the

remaining 41.3 percent respond that God cure even incurable diseases to some extend.

It shows the opinion of respondents regarding God loves the ill persons' Among

the total respondents maximum 58.1 percent respond that God loves the ill persons to

grcat extend while the remaining 41.9 percent respond that God loves the ill persons to

someextend.ItshowstheopinionofrespondentsregardingGodlistentheillpersons.

Among the total respondents maximum 56'5 percent respond that God listen the ill

persoDs to great extend while the remaining 43.5 percent respond that God listen the ill

persons to some extend. It shows the opinion ofrespondenb regarding God response to

women who go alone out side the home. Among the total lespondents maximum 56.8

percent respond that God response to women who go alone out side the home to gleat

extend while the remaining 43.2 percent respond that God response to women who go

alone out side the home to some extend. It shows the opinion of respondents regarding

God dislikes women who disobey the husband. Among the total respondents maximum

55.9 percent respond that God dislikes women who disobey the husband to great extend

while the remaining 44.1 percent respond that God dislikes women who disobey the

husband to some extend. It shows the opinion of respondents regarding God dislikes

women who discuses openly. Among the total respondents maximum 58' 1 percent
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respond that God dislikes women who discuses openJy to gleat extend while the

remaining 41.9 percent respond that God dislikes women who discuses openly to some

extend. It shows the opinion of respondents regarding God dislikes women to consult

male doctor. Among the total respondents maximum 55.9 percent respond that God

dislikes women to consult male doctor to geat exteDd while the remaining 214.1 percent

respond that God dislikes women to consult male doctor to some extend. It shows the

opinion of respondents regarding God order women to keep secrets' Among the total

respondents maximum 5 8.1 percent respond that God order a women to keep secrets to

great extend while the remaining 41.9 percent respond that God order a women to keep

secrets to some extend.

The above table shows that in Pakhtun society male beliefthat God controlling

the whole universe so they not taking women illness serious especially ofpregnancy and

they realize them to belief on God.

The above table evident that in Pakhnrn society men blackmailing by misinterpretation of

religious statements regarding women were rnde subordinate by God'

The above table evident that male realize to women regarding their health that God cule

even incurable disease due to that statement men giving less importance to women hea.lth.

The above table evident that male realize to women regarding God loves the ill

person due to that statement men ignoring the illness ofwomen. The above table evident

that male realize to women Iegalding God listen the ill person due to that statement men

ignoring the checkup of women.
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Testing of [Iypothesis
Ilypothesis No. 01. Higher the sharing regardir:g illness with mother in law higher will

be the companY of women to doctor

Table No. 4.82. An Association between sharing about illness in the family and

company to doctor bY familY member

Sbrrirg
Pcrsotr Moth.r io

Law

Mother 99

in Law 58.9%

Father 12

in law 44.4o/o

Husba 't7

ud 24.3Yo

Sister 3

in Law 33.3Yo

Brothe 1

rin 50.0%

Law
Fether 1

25.Oo/o

Mother 
_

Total 133
42.2%

Frthe Husbe
rio nd
l.w

15 24

8.9% 14.3o/o

35
11.',| 18.5%

o/o

531
7.1o/o 44.3o/o

12
1 't .1 22.20/o

!-

r in hcr
Law in

Irw
'19 11

1 1 .3 6.5%
%
52

18.5 7.4o/o

vo
11 6

15.7 8.6Vo
%
03

.1Yo 33.3
Y"

1-
50.0

Who comprDy you to doctor

Sistc Brot Frthcr Mother

Tota I

Sister Any
other

't 68

100.0
o/o

27

100.0
olo

70

100.0
%
I

100.0
%
2

100.0
%

't24
25.0 50.0 100.0
o/o Yo %
9'1 35

25.7 2.90k 100.0
Yo oh

'r0 3 315

3.20/0 1.0% 100.0
o/o

24 62 36 22

7.6Yo 19.7o/o 11.4 7.0%
vo

13 12

37.'lYo U.3o/.

13 ',12

4.10h 3.8%

Chi-square = 4.663 E2 Significance = 0.00 Lambda = 0.42 Gamma = 0.050

The above table indicates the association between sharing of illness by respondent

in the family and comPany to respondent for checkup and treatrnent from doctor' The

sharing of illness by respondent was measued in seven categories; Mother in law, Father

in law, Husband, Sister in law, Brother in law, Father, Mother' The company of

respondent to doctor was measured by nine categories; Mother in law Father in law,
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Husband, sister in law, Brother in law, Father, Mother, Sister and Any other. The result in

the above table indicated that among 168 respondents 59 percent respondent sharing

regarding their illness with mother in law who company her to doctor for checkup or

teatment, among total 27 respondent 44.4 percent women sharing with her father ia law

and company her to doctor, among 70 respondents 44.3 percent women sharing with

husbands who company her to doctor for checkup or treatment, among 9 respondents

33.3 percent sharing with sister in law who company her to doctor, among 2 respondents

50 percent sharing brother in law who company her to doctor, among 4 respondents 25

percent sharing and company by her father to doctor for checkup and among 35

respondents 34.3 sharing with her mother who company her to doctor' Thus among the

total 315 respondents majority of the respondents share about their mother in law

regarding their illness and she company her to doctor for checkup and treatrnent'

The chi-square value (4.66) at 0.000 level of sigrrificance indicated that sharing of illness

with women in Pakhtun families were high and the women were company the

respondents for treatnent and checkup. There is higbly significant association between

the two variables.

Basic reason behind that in Pakhtun culture women are considered subordinate to theil

husband. This subordinate role of women does not allow her to share regarding their

illness with their husband or any other male member of the family. Mostly women share

about their illness to other women in the family and especially elder women company her

to doctor.
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Hypothesis No. 02. Lower level of education of the respondents lower will be the

checkup during pregnancY

Table No. 4.E3. AIr Association betweetr educational status and checkup in
preguancy

Educational status

Illiterate

Primary

Middle

Metric

Intermediate

Graduate

Post graduate

Total

Chi-square = 1'825

Checking regularly in PregnancY Total

Yes
3

't.8%
2

3.|Yo

8.7%
7

41.21/o

6

a5.7%.9

69.20/o
19

67 .9Yo
48

't5.2%

Significance = 0.00

No
160

98.2%
62

96.9%
2'l

91.3%
'to

58.8%
,l

14.3o/o

4

30.8%
9

32.1Yo
zol

84.EVo

Lambda:0.46

163

100.0%
64

100.0%
23

'100.0%
't7

100.0%
7

100.0%
13

100.00/o

20

100.0%
315

100.0%

Gamma = 0.037

The above table indicates the association ofeducational status of the Iespondent

which was calegoizad in seven levels; Illiterate, Primary, Middle, High, Intermediate,

Graduate and post graduate.

The respondent checkup regulfiity in pregrancy period was the second variable

measued in two categories; Yes & No.

The result indicated rhat among 163 illiterate respondents 98.2 percent not checking

regUlarly in pregnancy period while I .8 percent illiterate respondents checking regularly

in pregnancy. Among 64 primary educational level respondents 96.9 percent respondent
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not checking regulnly in pregnancy while 3.1 percent respondents checking regularly in

pregnancy. Among 23 middle level educated respondents 91.3 percent resPondents not go

for checkup of pregnancy while only 8.7 percent respondents checkup regularly in

pregnancy period. Among l7 metric level respondents 58.8 percent respondents no

checkup regularly in pregnancy wlttle 41'2 percent respondent checkup in pregnancy

period. Among the 7 intermediate level educated respondenls 14.3 percent respondents

not checkup regularly in pregnancy period while a major propodon 85'7 percent

respondents checkup regularly in pregaancy period. Among 13 graduate level educated

respondents a major proportion 69.2 percent respondent checkup regularly in pregnancy

period. Among the 28 post graduate level respondents 32.1 percent respondents not

checkup regularly in pregnancy while a major proportion 68 percent respondent checkup

regularly in pregnancy period. Thus from above detail description ofcross tabule it

become clear that majority of illiterate respondents not taking checkup regularly in

pregnancy period and majority ofeducated respondents especially from intermediate to

onward checkup regularly in pregnancy period.

The chi-square value (1.825) at 0.000 level of significance revealed that there is a high

significant and positive relation with the variable level ofeducation and checkup in

pregnancy period by the respondent.

Basic reason behind that is Pakhtun culture has strict t-aditions regarding parda for their

women. This does not allow women to get education and to visit for checkup during

preguucy on regular basis to doctor except Traditional Birth Attendants (TBAs) which

are available at village level.
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Ilypothesis No. 03. Strict parda observance restict women to talk to doctor

Tabte No.4.E4. Atr Association between custom ofParda and practice of health

seeking

Custom of parda

Some extend

Great extend

Total

Chi- square

practice of health seeking

Some ertend
103

82.4o/o
2

't.1Vo
105

33.3%

Great extend
22

17.6%
188

98.9%
210

66.7o/o

Total

125
100.0%

190
't00.00/o

315
100.0%

= 2.245 Significance = O.O0 Lambda = 0.42 Gamma = 0 003

The above table indicates the association between Pakhtun women should observe

stict parda and Pakhtun women should not talk to male doctor at the time of treatment or

checkup. The Pakhtun women observe strict parda was measued in two levels; to some

extend and to great extend and a Pakhnrn women should not talk to male doctor was also

measwed from to some extend and to great extend.

The data indicate that 2lol3l5 respondents 66.7 percent respondents observe stict parda

and not talk to doctor at the time of checkup and tleatrnent to great extend while only 105

(33.3%) respondents observe stict parda and not talk to doctor at the time ofcheckup and

treatnent to some extend. Thus the above table indicate that a majority propoltion

observe strict parda and not talk to male doctor at the time ofcheckup and heatment.

The chi-square v atue (2.24) at 0.000 level ofsigpificance indicated highly significant and

positive association between these two variables'

Basic reason behind that in Pakhtun culture women are observe strict parda and no

women is allowed to go out side the house with out parda even in an emergency and
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mostly they are restricted to their houses and they only follow those rules made by male

members. The women in Pakhtun society arc not allowed to visit lonely for checkup and

they are permitted only some elder women company her. As Pakhtun culture women have

no right to talk regarding her illness to male doctor only the elder women talk regarding

her illness to male doctor.

Hypothesis No. 04. There is stong link between cultual interpretation of pakhtun

taditions and religious teaching

Table No..4.85. An association of cultural codes and religious codes doctor

Cultural Cods

Soqe extend

Greit extend

Total

Religious Cods
Some extend

125
9?.70/o

14
7.5o/o
139

44.1%

Great extend
3

2.3%
't73

92.5Vo
176

55.9%

Total

128
100.0%

187
100.0%

315
100.0%

nr.: -^,,--^ = 2.506 Significance = 0.00 Lambda = 0'3i Gamma = 0'003
\.IU-lq uau I

The above table shows the association between cultural interPretation of pakhtun

traditions and religious teaching. The Pakhtun women should not talk to male doctol was

measured by two levels; to some extend and to geat extend while the God does not like

women to consult male doctor for checkup or Ueatment was measured by to some extend

and to great extend.

The table indicate that i761315 respondents which is 56 percent of the total respondents

not talk to doctor and they have strong belief that God does not like those women who

consult with male doctor for checkup and teatment while 44 pelcent respondents not talk

to doctor and answered that to some extend God does not like women who consult the

ma.le doctor for checkup or treatrnent at the time of illness'

89



The chi-square value (2.506) at 0.000 level of significance indicated highly significant

and positive association between these two variables.

Basic reason behind that in Pakhtun society male mostly the women are uneducated and

unaware regarding Islamic values thus male member preach them that God also not like

ihose women who talk to male doctor or any other male out side the family. In Pakhtun

culhre those women are considered bad character who talking to male out side the

family. As in Pakhtun culture women have no right to talk regarding her illness to male

doctor only the elder women talk regarding her illness to male doctor'
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Ilypothesis No. 05. Lower the monthly income of the respondents lower will be eating of

enough food during pregnancy

Table No. 4.86. An Association between the monthly income and eating of food

required in pregnancy

monthly income in Rupees Enough food during preguancy Total

000r-5000

s00l-10000

10001-15000

Above 15000

Total

Chi-square = 61.638

Yes
7

15.6%

15

15.6%

't7

18.5%

x1

622Yo

90

28.6%

No
38

84.4%

81

84.4Yo

75

81.syo

31

37.8o/o

225

71 .10/o

45

100.0
%
96

100.0
%
92

100.0
v"
82

'100.0

%
315

100.0
v"

Sigrrificance = 0.00 Lambda = O.OIZ Se*-3;i.02

Above table shows that there is a high level of significant association between the

respondent total monthly income in rupees and their eating ofenough food during

pregnancy period.

The family monthly income from all sources was measured in four levels; 0001-5000

R./m, 5001-10000 R/m, 10000- 15000 R/m and above than 15000 R/m. The respondents

eat ofenough food which is required in pregnancy period was categories at two level; Yes

and No.

The above table indicates that among 45 respondents which fall in first category 0001-

5000 R./m a majority proportion 84.4 percent respondents not take enough food in the
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pregnancy period while only I 5.6 percent respondents taking enough food in the

pregDancy period. Among 96 respondents a majority proportion 84.4 percent fall in

category 5001-10000R./m not take enough food in pregnancy period while only a limited

15.6 percent respondent eat enough food in pregnancy period' Among 92 respondents

which fall in 10001-15000 R./m category 81.5 percent respondents not eat enough food in

time ofpregnancy while the reaming I 8.5 percent respondents eat enough food in the

time of pregnancy period. Among 82 respondents which fall above 15000R/m from all

sources 37.8 percent not take enough food in the pregnancy period while majority

proportion 62.2 percent respondents eat enough food in the pregnancy period' Thus the

above table indicate that majority proportion which monthly income above than 15000

R./m eat enough food in pregnancy period while majority proportion which fall in

category 00ol-5000 R"/m not take enough food in pregnancy. Thus monthly income

stongly affect eat of enough food in pregaancy period.

The chi-square value (61 .63) at 0.000 level of significance indicated highJy significant

and positive association between these two variables.

Basic reason behind that is Pakhtun society women have no such importance as comparc

to male members of the family and male members are considered the eaming hand so

they have right to eat good quality and healthy food as compare to women whatever she

is in pregnancy period.
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CORRELATION

Women's
Access to
Health

Socio-Cultural
Constraints

Pearson
Correlation

Sig. (2-tailed)
N

Pearson
Conelation

Sig. (2-tailed)

Women's
Access to
Ilealth

I

315
.0932*t

.000
315

0.932**

.000
315

1

Socio-Cultural Constraints

The above table indicates the association between independent variables that is

Socio-cultual constraints and dependent variables (women's Access to Health). The

result ofthe correlation demonstrate highly significant relationship as (+*Correlation is

higNy significant at the 0.01 level (2-tailed), r (315) =0.932; p< 01' l=0'93xSince 93%

of the variance is shared, the association is obviously a strong one)

Further it authenficates the proposed hypothesis as valid that there is strong connection

and association between dependent and independent variables.

@01 level (2-tailed), r (3 t 5) =0 932; p<.01.

ofthe variance is shared, the association is obviously a strong one)
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CHAPTERFIVE

CONCLUSION

5.1. Summery

Despite the fact a lot of socio-cultural issues in Pakhtun society are still there in

women's access to health despite the fact women's still remain a lot of socio-cultural

issues in Pakhtun society to access irealth facilities. While many factors restricted

women,s access to health facilities in Pakhnrn society. The women subordinate role in the

family, lack of transportation, unavailability of heatth facilities, women have no decision

making power, early marriages, Pakhtun women's observe strict parda' disapproval of

physical examination by male family members, sharing of health condition by women's

mostly with their other women members of the family, lack of privacy, restriction on

women mobility, non seriousness of male member in women health condition, male are

the decision maker of the family matters, women's role as house wife, women's not

taking their health issue serious, lack ofuse of matemal health care services during

pregnancy, delivery mostly concluded by Traditional Birth Attendants (TBAs) at clinics

or homes, avoiding modem technology for checkup, male family recommending women

for faith healer, self mediation, lack of equipped medical professionals these above are

important factors contibuting to lack of women's access to health facilities in Pakhh:n

society.

Women in Pakhtun society are more likely to have births delivered at home.

"Traditionql birth ottendants (TBAs) still play a naior role in assisting the delivery and

in some hilly areas lhe percenlage ofusing unskilled birth attendanls is very higll
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The Provincial goternmenl has mode severul attemPts lo imProve health condition of the

women's by making health facilities in the orea more qccessible ond by improving

semice quality. However, lhe ulilbotion of the health care requires voluntar!

participalion rtom the male members ol the Pakhtun society lhemselves to decide if they

|9dnt to employ these services or no| "

Thus, underutilization of women's access to health facilities, particularly the lack usage

ofdelivery care is perhaps related not only to accessibility but also accePtability and

affordability by the Pakhtun families. Accessibility, affordability and acceptability of

women are related to their male member's attitudes, social inJluence and their self

efficacy towards health care rsage. The attitudes, social inJluence and self efficacy ofa

woman depend on her family environment, traditions, values, demographic

characteristics, economic, culture and most important the approval of male members of

the family.

The preceding chapters of this study have discussed and examined the pattems of

women's access to health facilities and their socio-cultural determinants. This last chapter

presents a sunmary of the major findings and some implications of the results in order to

give suggestions for future research and program strategies needed for the improvement

of women's access to health in Pakhtun society.

As stated in Chapter One, this study has four objectives. The fust objective is to identifr

the socio-economic characteristics of respondents in Pakhtun Society to examine the

influence of women's and their husband's characteristics as well as the women's

household variables on their access to health facilities in Pakhtun society. The second

objective is to identifo the socio-cultural constahts to women's health access in Pakhtun

society. In addressing the first and the second objectives, bivariate analyses have been
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used. The bivariate analysis has been based on tests ofassociation (chi-square tests). The

third objective of the study is to identifi the availability ofhealth resources/facilities in

the area. This objective focusing on the available resources for women's in health sector

in the area. The fourth objective of the study is to suggest policy measures to address the

issue of women health in Pakhtun society. Last objective focused that to provide

implications for future research and improving policies and programs for improving

women,s access to health care in Pakhtun society. with reference to the first, second and

third objectives, the major findings are presented in the first section of this chapter. The

research and policy implications are presented in a sepalate section in order to addless the

fourth objective.

5.2. Major Findings

I . Majority proportion i.e. 50.7 percent of the resPondent's belonged to age $oup

26-30 years. This finding shows that most of the respondents were young married

2.

women.

Majority proportion i.e. 47.9 percent of the respondent's was housewife. This

finding shows that most of the respondents were not permitted to do job or any

work out side the family in Pakltun society.

About one third proportion i.e. 34.3 percent of the respondent's was helping their

husbands in farming. This finding shows that most of the respondents were onJy

allowed for farming with their husband pemrission in Pakhtun society.

About one third proportion i.e. 30.5 percent ofthe respondent's monthly income

was between 5001-10000 rupees per month.

4.
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5. Majority proportion i.e. 93.3 percent of the respondent's was living with their

husband.

6. About halfofthe respondents 48.9 percent married under 18 years ofage. This

finding show that culture ofearly marriages is prevailing in pakhnrn society.

7. Majority of the respondents 92.1 percent marriage was arranged. The table shows

that in Pakhtun sociery women marriage decisions are taking by the male family

members.

8. Majority proportion 84.8 percent respondents were not consulted for their

marriage decision. This table shows that in Pakhtun society women are the

subordinate and property of male family members and they have full right to take

future decision of their women. '

9. Only 8.3 percent respondents was consulted by the male members in their

marriage decision.

10. Majority proponion 55.6 percent respondents were living in joint family system.

The table shows that in Pakhtun societyjoint family system strongly prevail and

male members lead the families.

I l. All most half 5l .8 percent respondents were illiterate. This table shows that right

of basic education for women is exploited in Pakhtun society.

12. Majority proportion 98.4 percent have female and 94.3 percent have male

children. This table shows that in Pakhtun sociery preference given to large family

size and most of the respondent living in joint family system.
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13. Majority proportion 85.7 percent respondent feel there health condition average

becaue of there subordinate position and domestic workload in joint family

system.

14. Majority proportion 63 percent respondent feel mostly illness in their health

condition. One of the reasons is women in Pakhtun society ignoring their illness

in respect of domestic work.

15. Majority proportion 66 percent respondent feel iltness some time in their health

which mean they only considered the main illness as illness. The main reason is

their less importance to health condition.

16. In response to chronic diseases majority 84.1 percent respondent answered that

they have no chronic disease.

17. ln response to parental family chronic diseases majority 80 percent respondent

answered that their parental family have no chronic disease.

18. In response to husband family chronic diseases majority 87.6 percent respondent

answered that their husband family have no chronic disease.

19. Half of the respondents 53 percent respondent's share about their illness with

mother in law in the husband family' The main reason is that in Pakhtun family

with in home the representative of the women is mother in law.

20. Almost one third of the respondent 34 percent seeking their health from

Traditional Birth Anendants (TBAs). This is because of the distance ofhealth

facitities, reuaction on mobility and less expensive as compare to other service

providers.
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21. Majority proportion 42.2 percent respondents company by mother in law for

checkup or treatment at the time of illness because of sharing their illness with

mother in law in Pakhtun families.

22. Majoity proportion 73.3 percent respondents not affording the medicine price

because ofpoverty. In Pakhtun society women considered less important as

compare to male members of the family that's why the family male considered

investment on their health as the waste of money.

23. Majority proportion 62.2 percent respotrdent sharing about their pregnancy to

mother in law. In Pakhtun society women have no right to share about pregnancy

with male member of the family. The male feel sham when women become

pregnant till their delivery.

24. Majority proportion 80 percent respondents not checkup in pregnancy period. In

Pakhtun society the women who are pregnant and going out side the home male

of that family feel sham in the society.

25. Majority proportion 74.1 percent respondents not taking enough food in

pregnancy period because in Pakhtun society women are not aware that in

pregnancy what need to eat and how much need to eat. The women giving

preference that male member of the family eat good, healthy food because t}rey

are the master of the family.

26. All most one third proportion 36.2 percent respondent last delivery takes place in

home. The main reason is the observance of strict parda, lack of transportation,

lack of women gynecologist and un-availability ofhealth facilities, equipments in

the health center and the expenses.
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27. One third 30 percent of the respondents answered that parda is the reason of

delivery at home. In Pakhtun families women are not allowed to go out side the

family with out male member permission and company of any one from the

family. In Pakhtun society women observe strict parda.

28. One of the forth proportion 24 percent respond that there is BHU facility available

in the area but with out adequate equipments and women doctor due to which they

are not permitted for treatment in BHU.

29. Majority proportion 59 percent respondents answered that health facilities

available faraway from their area where all health facilities available and they

cover more than 30 minutes traveling. The women in the area consult with TBAs

because of available at door step with less expense.

30. One third proportion 39 percent women respond that pregnancy is the main illness

which compels them to consult doctor or other health services provider' This

result shows that the other illness are not considered illness as much pregnancy'

31. one third proportion 30 percent respondent answered that they visiting BIIU for

treatment with mother in law or any other male family member but due to

unavailability ofhealth equipments and medicine the treatnent is not satisfactory

and no women health service provider available.

32. Majority proportion 60 percent respondents answered that male doctor available

in health facilities. Thus in Paktrtun society women are not permitted for

treatrnent from male doctor.
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33. Majoriry proportion 65 percent respondent share that the age of the male doctor

matter very much at the time of checkup and treatnent like they are permitted for

checkup to those male doctor whose age more than forty.

34. All most all the respondents 97 percent respondents answered that doctors

language is Pushto. In Pakhhm society women are mostly un educated and they

don't know any other language rather than Fushto so Punjabi, Urdu and other

language doctor cant survive in the area.

35. One third proportion 40 percent respondents show the result that doctor behaviour

is cooperative in the sense to attract patient next time.

36. ln response to talking with d oclor 42.2 percent mother in law talking with doctor

regarding women illness while the patient have no permission to talk to male

doctor in Pakhtun society.

37. A limited respondent visiting to male doctor for checkup and treatrnent among

those limited 43 percent respondent were physically examine by the doctor'

38. Hundred percent respondent answered that health service provider ask for regular

visits and re checkup.

39. Majority proportion 68 percent women respondent taki-ng medicine regularly till

there recovery when the women recover their health then they not completing and

finishing the medicine.

40. Majority proportion 58 percent respondent not re visiting for checkup. The main

reason of not re visiting is domestic work load and mobility restrictions in

Pakhtun society.
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4l. Majority proportion 60.3 percent respondent observe strict parda. Due to their

strict parda they are not permitted to go out side the family even in time of serious

illness.

42. Half of the respondents remain in home. In Pakhtun society women are

responsible for overall management of t}e home affaires thus their home

management more important than their own health.

43. Majoriry proportion 61 percent respondents in Pakhtun society strictly adhere to

her husband because husband is the Majazi Khuda of wife.

44. Majority proportion 58 percent respondents in Pakhtun society restricted to

their home and no permission of mobility.

45. Majority proportion 55.9 percent respondents were accompany by other family '

member for treatrnent or checkup thus when someone not free il the family she

suffer seriously from illness.

46. Majority proportion 66.7 percent due to Pakhhrn codes not permitted to talk to

male doctor.

47. Majority proportion 60.3 percent respondent must be obedient to her husband due

to Pakhtun traditions.

48. Majority proportion 59.4 percent respondents sacrificing in kind of health for

family. She doing work and managing family affaires despite their illness'

49. Majority proportion 59.7 percent respondent play their subordinate role in the

family as declare by the rules made by male members

50. Majority proportion 59.1 percent respondent abide the rule to great extend

Formby male members for thern.
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51 . Majority proportion 60 percent respondent abide the decision to great extend

taken by male members for them.

52. Majority proportion 60 percent respondent maintainilg the supremacy of her

husband.

53. Majority proportion 59.7 percent respondent not bothering to her husband

regarding her health.

54. Majority proportion 59.4 percent respondent bear the problem alone.

55. Majority proportion 60 percent respondent not sharing about her health with ma.le

members of the family.

56. Majority proportion 60 percent respondent discussing only her serious illaess with

in family.

57. Majority proportion 60 percent respondent telling her mother in law regarding

their illness because in husband families mother in law is the elder women and

responsible for other women in the family'

58. Majority proportion 59.4 percent respondent aDswered that in Pakhtun families

they are restricted from mobility by male members because tley are our master'

59. Majority proportion 60.3 percent respondent taking local remedy at home due to

restriction on mobility.

60. Majority proportion 60.3 percent respondent not taking medicine regularly once

they recover from illness.

61. Majority proportion 59 percent respondent consulting local healers because the

male are the eaming hand and they considered the high reatment an consumPtion

of money that's why the women consulting local healer for treatment.
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62. Majoily proportion 59.4 percent respondent were restricted by Pakhtun rules that

they not talk to male doctor.

63. Majority proportion 59 percent respondent were not telling detail regarding their

illness to male doctor due to privacy in Pakhtun traditions.

64. Majority proportion 59 percent respondent answered that due to rigid and strict

Pakhhur rules male doctor not allowed to physically examine the women and if

male member of the family know such kind of act from doctor it leads to death

penalty from the male members of the family.

65. Majority proportion 59 percent respondent consult TBAs for delivery because of

unavailability of women gynecologist. The delivery with TBAs mostly leads to

other physical complications in women body but in Pakhtun socierywomen have

no permission to deliver with male doctor.

66. Majoriry proportion 59.4 percent respondent were dislike the use ofmodem

technology for treatment due to Pakhtun code restriction and privacy.

67. Majority proportion 59 percent respondent were not bother her husband again and

again for checkup which leads to more bad health condition in women'

68. Majority proportion 60 percent respondent was delivered at home in Pakhtun

sociery due to privacy, unavailability of women gynecologist, lack of

tarsportation, strict parda and poverty'

69. Majority proportion 59 percent respondent were strong belief that God contolling

all the mafters so He do better for us in illness.

70. Majority proportion 59.7 percent respondent were strong belief that God made

women subordinate for their husband and other male have superiority over them.
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71. Majority proportion 59.4 percent respondent were strong beliefthat God

contolling illness with out teatment as well.

72. Majority proportion 58.7 percent respondent were strong belief that God cure

even incurable diseases.

73. Majority proportion 58. I percent respondent were strong belief that God love the

ill person.

74. Majority proportion 58.5 percent respondent were strong beliefthat God listen the

ill person.

75. Majority proportion 56.8 percent respondeDt were strong beliefthat God dislike

those women who go alone for checkup and reatment at the time of illness'

76. Majority proportion 55.9 percent respondent were strong beliefthat God disliko

those women who disobey the husband order whatever the order by husband'

71 . Majoity proportion 58.1 percent respondent were strong beliefthat God dislike

tlose women who discuses openly her illness to male doctor'

78. Majority proportion 55.9 percent respondent were strong belief that God dislike

those women who consult to male doctor.

19. Majoity proportion 58. I percent respondent was strong belief that God order

women to kept secret her illness and obey the order ofhusband'
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5.3. Recommendation & Policy Implication

It has been concluded from the above srudy that women's access to health in Pakhtun

society is constrained by socio-cultural factors. The following recommendations are

suggested by the researcher to overcome the socio-cultural constraints on women's

access to health facilities in Pakhtun Society.

o Covemment should focus on missing facilities in the hospitals. There is dire need

to appoint new doctors, placement of fiesh medical gladuates in far flung areas,

provision ofmodem diagnostic and treatnent equipments in the hospitals'

. Pakhtun culture represents the traditional outlook and appreciate the role ofTBA

in the culture, the emphasis should be laid to give them proper training regardilg

hygiene and efhcient use of modem equipments'

o Medi4 civil society, community groups, academia and religious leaders should

join hands with govemment to bring a change in the Pakhtun cultrue'
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APPENDX. A.

INTERYIEW SCIIT',DIILE

Socio- Cultural Constraints to Women's Access to Ilealth in Pakhtun Society

The interview schedule will be used for academic purposes and the information

given kept secretes and will be useful to reach to the facts.

The Researcher

Tehsill. Name of Disrict

U.C

2. Age ofthe respondent in complete year?

3. What is your occuPation?

1. Business o 2. Government Job o 3. Farming o 4. Doctor o 5' Engineer o

6. Lawyer o 7 . Self Employ o 8. Housewife o 9. Any other o

4. What is you Husband occuPation?

1. Business o 2. Government Job o 3. Farming o 4. Doctor o 5' Engineer o

6, Lawyer o 7. Self Employ o 8. Any other o

5. What is yoru family Montlly lncome from all sources ia Rupees?

l. 0001 - 5000 o 2. 5001-10000 o 3. 10,001-15000 o 4. Above 15000

o

6. What is yow current marital status? I . Separated o 2. Divorced o 3 '

Widow o

7. What was your age at time of marriage?
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l. l0 - 12 years ofage o 2. 13 - 15 years ofage o

3. 15 - l8 years ofage o 4. Above 18 years ofage o

8. What was your type of marriage?

l. Arranged o 2. Choice o 3. Aay other o

9. In case of arranged marriage were you consulted? l.Yeso 2.Noo

10. If "Yes" who consult with You?

l. Father o 2. Mother o 3. Brother o 4. Sister o 5. Close family member o 6'

Any other tr

I l. What is the Type of family you are living in?

l. Nuclear o 2. Joint. o 3. Extended o

12. What is your educational status?

1. lliterate o 2. Primary o 3. Middle o 4. Metric o 5. lntermediateo

6. Graduate o 7. AnY other. o

13. How many children do you have?

l. Number of male children

2. Number of female Children 3. Non o

14. How do you rate Your own health?

1. Excellent o2. Average o 3. Poor o

15. What do you think what illness is?

l. Lazinesso 2. tirednesso 3. Sleeping long time o 4. Disability o 5. Any other

tr

15. How often you feel ill?

1. Very frequently o A Some time o 3. Never o
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17. Do you have some chronic diseases? l. Yes o 2. No o

18. Do your parents have some chronic diseases? 1. Yeso 2.Noo

19. Does your husband's family have some ckonic diseases? 1. Yes o 2. No o

20. Whom do you share about your illness in family?

l. Mother in law o 2. Father in law o 3. Husband o 4. Sister in law o 5. Brother in

law o 5. Father o 7. Mother o 8. Sister o 9. Any other o

21. What is the method of treatment at time of illness?

l. Doctor o 2. Hakeem o 3. Faith healer o 4. Self medication o 5. Tradifional

birth attendant (TBA) o 6. Any other o

22. Who company you to the doctor?

l. Mother in law o 2. Father in law o 3. Husband o 4. Sister in law o 5. Brother in

law o 6. Father o 7. Mother o 8. Sister o 9. Any other o

23. Whatever the price of medicine affordable for you? 1. Yes o2.No o

24. When you become pregnant whom did you inform?

l. Mother in law o 2. Father in law o 3. Husband o 4. Sister in law o 5. Brother in

law o 6. Father o 7. Mother o 8. Sister o 9. Any other o

25. Did you checking regularly in pregnancy? l. Yes o 2. No o

26. Are you eating enough food which required in pregnancy period? l. Yes o 2. No

o

27. Where your last deliveries take place?

l. Govemment hospital o 2. Private matemity home o 3. Home o 4. Any there

place o

28. If delivery take place in home what was the reason?
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l. Lack of transportation tr 2. Due to privacy o 3. Due to confidentiality o 4.

Due to expenditure o 5. Traditions/customs o 6. Parda o 7. any other o

29. Do you know any facility available in your area?

L MCHC o 2. BHU o 3. Civil Dispensary o 4. DHQH o 5. THQH o 6. Private

clinic o 7. Any other o

30. How much distance in milutes you have to cover for ueatrnent?

1. 01 -l5o 2. 16-20o 3. Morethan20 o

31. What type ofdiseases forced you to consult doctor?

Name of diseases

1) ?)

32. Where you go for checkuP?

1. BHU o 2. Civil Dispensary o 3. DHQH o 4. THQH o 5. Private clinic o 6'

Any other o

33. What was the gender of health service provider at time of treatment?

1. Male o 2. Female o

34. What is the age ofdoctor/ health service provider in complete years?

1. Below 30 year of age o2.30- 35 years of age o 3. 36 
-40years 

of age

tr

4. above 40 years of age o

35. What was language ofdoctor/ health service provider?

1. Pushto o 2. Urdu o 3. English 4. Punjabi o 5. Any other o

36. What was the attitude of the doctor/ health service provider?

1. Cooperative o 2. Encouraging. o 3. Humanitarian o 4. Any other o

3)
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37. Who talked to doctor regarding your illness?

1. Mother in law o 2. Father in law o 3. Husband o 4. Mother o 5. Father o

6. Sister a 7. Sister in law o 8. By self o 9. Any other o

38. Doctor physically examine you during you visit? 1. Yes o 2. No o

39. Did health service provider ask for follow up visit? 1. Yes o 2. No o

40. How regularly you took medicine? 1. Regularly o 2. Casually o 3. not atoll o

41. Did you re visit to doctor? 1. Yes o 2. No o

42. upto what extend do you agree or disagree with the following statements of

Pakhtun Culture/codes which constaint women's access to health facilities

Statements

l. A Pakhtun women should

observe strict Parda

2. A Pakhtun women should

remain ln hsmg

3. A Pakhtun women should

strictly adhere to her husband

4. A Pakhtun women should not

tavel alone

5. A Pakhtun women should

accomp ly her husband in case

she has to travel

6. A Pakhtun women should not

, talk to some male

Some extend Great extend Not At all
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7. A Pakhtun women is a

symbol of chastity

8. A Pakhtun women should be

an obedient

9. A Pakhtun women should be

sacrificing

10. A Pakhtun Women should

play a subordinate role in the

family

I l. A Pakhtun Women should

only abide by the rules made bY

the male members

12. A Pakhtun Women should

abide by the decisions made by

male members

13. A Pakhtun Women should

maintain the supremacy of her

husband

14. A Pakhtun Women should

not bother about her health

15. A Pakhtun Women should

bear the problem alone

16. A Pakhtrm Women should
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not share her health problem

with male member/s

17. A Pakhtun Women should

only discus the serious health

problems

18. A Pakhtun Women should

only tell her mother in law

19. A Pakhhrn Women should

not visit doctor

20. A Pakhhm Women should

try some local remedy at home

21. A Pakhtun Women should

not take medicine

22. A Pakhtun Women should

consult some local healer

23. A Pakhtun Women should

not talk to doctor

24. A Pakhtun Women should

not tell the details to doctor

25. A Pakhtun Women should

not allow a male doctor to

examine physically

26. A Pakhtun Women should
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consult TBA frst

27. A Pakhtun Women should

avoid modern machinery of

examination

28. A Pakhtun Women should

not bother her husband again

and again for check ups

29. A Pakhtun Women should

be delivered at home

45. Upto what extend do you agree or disagree with the following religious statement

which constraints women's access to health facilities

Some ertent Great extend Not At allStatements

1. God is controlling the whole

universe

2. God has made the women

subordinate

3. God is confrolling the health

& ilhess

4. God can cure even incurable

diseases

5. God loves the ill person

6. God listens ill persons pray
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7. God does not like a women to

go alone

8. God does not like a woman to

disobey the husband

9. God does not like women to

discuss openly

10. God does not like women to

consult male doctor

I l. God orders a women to keep

secrets
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