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The study aims to investigate the impact of cultural factors along with the influence of religious followings and practice on mental health of elderly females in Pakistan. Sample was consisted of 45 married females with an age range of 55 to 75 years from three villages near Lahore city. Data was collected using semi-structured interview technique. Substantive codes were derived out from these interviews. The analyses revealed that females were experiencing lower self-esteem, distorted self-image, and lack of empowerment and limited choices in life because of the marked gender discrimination within the villages.  This, along with financial and emotional dependence on male members of their families (e.g. spouse or sons), was having a negative impact on women’s mental health. Further results suggested that women who had greater involvement in religious practices and rituals were more contented, more satisfied with their lives, complained less about their physical health and had healthier attitudes towards their culture, as well as themselves as compared to those who placed less importance on religious practice. Limitations of the study are also discussed.  

Pakistan is a developing country and like every emergent state it’s facing the challenges of poverty, hunger, unemployment and many undesirable and unwanted social customs like male dominance and feminine inadequacy etc. Being an Islam republic the law of the land gives equal rights to both men and women but this is out of practice because of women’s ignorance and male supremacy.  The prevailing culture particularly that in the rural areas disgraces women as an inferior beings and subordinates to men (Hakim, and Aziz, 1998). Their male counterparts suppress them emotionally, and socially. All their rights are restricted in the name of modesty, protection and safety. They are possessed as a property and are even subject to domestic violence. This is also lead by a basic perception that a man’s honor resides in the action of women in his house. Because of this great responsibility women are denied of their basic human rights like to get education, to have choices in life, to claim any financial independence etc. 

This story is true not only for Pakistani women but for South-Asian and African females as well. The preference for male child is a universal phenomenon. According to Hanmer (1981), all over the world only five societies prefer female child on a male child.   The situation is even worse in India where prenatal sex diagnostic technique is used for sex selection (Nath and Land 1994). Termination of pregnancies of female fetus is more frequent there because of socioeconomic pressure on parents (Booth, Verma, and Beri,  1994). The sex of older children and maternal formal education are also found contributing factors in this scenario. Indian government has enforced prenatal diagnostic technique (PNDT) act 2003 to prevent this act of cruelty. The main purpose of this law is to condemn deprivation of women’s right to live.

In short urban females in many aspects are equivalent to men and are enjoying their rights in South Asia particularly in Pakistan. They are competing men in every walk of life.  This picture is entirely different in slum and rural areas. There, female are clearly oppressed, restricted to mobility, right to educate and job. In a society, they are sexually harassed as well as raped. At family level birth of boy is more commemorated than female child. In Pakistan, gender-based violence undermines women’s autonomy (Niaz, 2004). Female who try to get rid of the norms of society are stigmatized in rural areas in Pakistan. 

Impact of Brutal Culture on Women:


South- Asia is among the poorest region in the world. It’s facing several economical and social challenges. Even health issues are badly neglected here and when it comes to women’s health, the situation is even worse (Niaz and Hassan, 2006). Talking about women’s health is only about their physical health associated with family planning, child bearing etc. Their mental well being is totally neglected. In a meta analysis, Reddy and Chandrasekhar (1998) explored 13 epidemiological studies conducted in different parts of India. The analysis revealed 64.8 prevalence rate of mental disorders among per 1000 women. Further investigation showed higher frequency of neurosis, affective disorders and organic neurosis among women as compare to men.  According to record of Ministry of health and family (1999) women were committing suicide more often than men and ratio was 3:1 in Bangladesh. From the same source, it was exposed that female’s ratio, who were suffering from mental disorders, was twice more than male.


In Pakistan women have several reasons to remain in abusive relation like fear of being stigmatizing by the society, lack of support by friends and family, concern for children, (Niaz, 1997) emotional as well as financial dependence etc. Psychological impact of this kind of relationship is even more severe in nature. Such kind of negative experiences lower women’s self esteem and bring them to the greater risk of mental insanities like depression, suicide, alcohol or drug abuse (Niaz, 1997) etc. Khan (1998) explained that most important reason of women committing suicide was conflict with husbands or in-laws. 


Even in 21st century, their families emotionally, sexually and physically harass women in slum areas of progressing countries like Pakistan. The reasons for these malicious actions and behaviors are the marked gender discrimination and second class status of women in society (Niaz and Hassan, 2006). Women are experiencing distorted self-image, lower self-esteem and restricted self-expression. 
The Role of Religion in Female’s Mental Health:

Participation in religious rituals or practicing religion is found to be favorable in improving quality of life (Gautam, Saito & Kai, 2007) particularly in elderly women. In a study, Gautam, Saito and Kai (2007) found the importance of practicing religion among older people in Nepal. They conducted face-to-face structured interviews with 489 older adults (247 men and 242 women) sixty years old and over. Analyses revealed that saying prayers was significantly related with lower level of depression. Further it was found that engagement in religious rituals was significantly associated with improved mental health.

These findings highlight the need to explore this phenomenon further in developing countries where mental health of older people particularly of females is at great risk. In developing countries particularly in Pakistan, women constitute 52% of whole population. Instead of discrimination and social prejudice based on gender, they are playing an important role in up lifting Pakistan’s economy. Keeping this in view, purpose of present study is to investigate the effect of gender stratified culture on older females’ mental health in Pakistan. The study will further explore the role of religious practices in this scenario. Because these cultural practices are more prevalent in slum and rural areas so the data was collected from the villages near the provisional capital Lahore only.

Method
Research Design:

The basic purpose of the research was to find out about the consequences of male dominated culture on females’ mental well being along with the significance of involvement in religious practices. As this is an unexplored area in the context of Pakistan, so qualitative design was considered as most effective way for an in depth exploration rather than quantitative methods. One-to-one semi structured interviews were conducted with older, married females in Pakistani villages. The research was responsive to pre-determined themes along with the raised issues during interviews. 

Sample:


The older females in Pakistani villages comprised population of this study. Three villages near Lahore city were selected based on similarities in culture, socioeconomic status, population size and literacy rate. Among these villages, list of older female, with an age range of 55 years to 75 years, was made with the help of heads of the villages. Only married females were selected then. In this filtered list, females who approximately resembled in terms of numbers of years being married, number of family members and children and economic status were contacted. Using convenience sampling technique, 45 females were finally selected as sample.  All these females were not literate and financially dependent on their husbands or sons.

Procedure:


After identifying the target population, females were approached at their houses. Using non-probability convenient sampling technique 45 females were selected as sample.  Females in the sample were resistant to give information about their personal and private matters so they were approached through well-reputed and highly respected people in each village. After rapport building, semi structured face-to-face interview was conducted with each participant. The audio taped interviews lasted between 10-15 minutes. Participants were interviewed in Punjabi, as it was there native language. Anonymity and confidentiality were assured. During interviews reflection back and encouragement techniques were used to have in depth information. Notes were also taken during interviews. The interviews were then transcribed for analyses.

Results

The researcher transcribed after completion of each interview. Interviewees were ascribed numbers, which were later on used in transcription and report. Grounded theory method was used to analyses data. There were four stages of analysis in this research. First of all, from the data collected, key points were marked with substantive or open codes. These codes were not only from the extracted text but the notes, taken during interviews were also reflected in. Second, codes were grouped into similar concepts for making them more workable and organized. Third, from these concepts, categories were formed which further provided basis for theory building, the fourth step. Following categories were derived out.

Gender Discrimination:


Women in Pakistani villages perceived them more disadvantaged than women in urban areas in the country.  Because of marked male dominance in society, females felt discouraged at great level. They were not allowed to seek education but were encouraged not to go to school; their fathers or other male head in the family selected their life partners, even in older age, their interruption in minor domestic issues were not tolerated. It was females’ shared understanding that males were to rule and females were to be ruled.   

“My husband knows better what should we cook daily in our home. He is the one who decides where should we go, with whom we should meet and where should we stay. “We” means me and my daughters. Decisions about my daughter-in-law are taken by my son” (Participant 10, line 210-213).  

Mental health:


Females were depressed because of this gender-stratified culture. According to calculated frequencies from the data, 58% female in the sample felt stressful and they reported lower mental activeness.

“I feel restless and anxious most of the time. Because of this I remain irritated most of the time” (Participant 1, line 102).

“Sometimes I feel very low. I don’t want to participate in any social activity. I just want to be on my own. I feel so down that at the moment I want to get rid of my off springs even”  (Participant 15, line 311-312).

Physical Health:


Older females complained frequently about their physical health. This was their effort to seek attention and sympathy from others particularly their husbands or sons.

“I told him (her son) about my headaches so that he may take it seriously and give me some time in his busy schedule” (Participant 23, line 415).

“My daughter-in-law thinks that I am just lying about my physical health. According to her this is my trick to get his attention. But I know I simply want his love and affection” (Participant 40, line 232-233).
Self-Image and Self-Esteem:


Because of this depressive environment, female showed negative attitude towards their gender. They were not happy to have feminine grand children and just wanted to have boys as their kin. They assumed that females were good for nothing and they couldn’t bring any fortune with them in their families. They felt them as a burden and boys were treated superior even by these old ladies. 

“I am good for nothing. At this stage of life, I cant wok in fields. At my best I can just help in some domestic tasks like dish washing etc. An old lady is nothing but a burden on family and society” (Participant 37, line 110-112)
Lack of Empowerment and Limited Choice in Life:

“There is nothing in my hand.  I can’t even take decision about my life, I can’t wear a dress of my own choice, I can’t even eat what I want to, I can’t go to a place I like, I can’t even think what I want to. Please don’t discuss it with anybody. It’s a shameful fact of my life” (Participant 39, line 314-317).

Involvement in Religious Rituals:

Results showed that practicing religion brought hopes to females. Women who had greater involvement in religious practices and rituals were happy and satisfied with their lives. They had healthier attitudes towards their culture, as well as their gender as compared to those who placed less importance on religious practice. Because of having some activity in life, they didn’t think about those psychological problems that appeared in the form of physical pains, headaches, aches etc.

Theory Development:

In the light of these findings, categories are arranged in the following sequence:

Present study exposed the rude and brutal effect of gender discrimination and male dominance on females. Because of perceived humiliation by male at their homes, female lost their mental well being. They distorted their self-image and experienced low self-esteem. Their attention seeking behavior took them to complain about their physical imbalance.  But religion and practical implication of it brought some optimistic and healthy changes in females’ lives.

Conclusion:


Study showed that religious involvement could alter the view of life. This phenomenon is further needed to be explored in slum areas in South Asia especially in Pakistan where majority of females are deprived of their basic rights. These destitute produces aggressive tendencies in them and this can cause some uncertainties for the society in long term. Female are thought to bring up future generation in Pakistan. Their role as a mother is very significant in the formation of society. If they transfer their mental disturbance to next generation, this can lay the foundation of an unhealthy society. To avoid this disaster, women’s negativities and aggression need to be sort out by giving them equal rights to live. Religion can be very helpful in this entire scenario. For older females, religion can be the most appropriate therapy in rural areas of Pakistan where they are not allowed to seek any physical or psychological advice from the professionals in the field.   

Limitations:

There are certain limitations involved in this study to be addressed. First, the data was obtained from older females. Responses could be affected by social desirability. It would be appropriate to complement their opinion along with some other methods like observation, questionnaire etc in future research. Second limitation of the study was the indifferent and non-cooperative attitude of the participants. Older females were reluctant to talk about their personal and private issues. Third, data was collected from older females in a particular area; findings can’t be generalized beyond this group.
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