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ABSTRACT

EXPERIENCES OF PREGNANCY, CHILDBIRTH AND POST-PARTUM
PERIOD IN URBAN AND SUBURBAN IMMIGRANT PAKISTANI WOMEN

By
Rubab Itrat Qureshi

A body of research suggests that immigrants arrive in the U.S. in good health, a healthy
immigrant effect. As immigrants acculturate and absorb dominant cultural norms
(measured by proxy variables such as language preference, employment, smoking and
alcohol consumption), their health status deteriorates. There is a need to understand how
immigrants adapt to a changed social and cultural environment and how this may
influence health.

A study of pregnancy, childbirth and the postpartum period in immigrant
Pakistani women living in New Jersey explored the interface of culture, immigration and
health. The study employed a three pronged approach. Census data were analyzed to
identify areas with the largest Pakistani immigrant populations in New Jersey. A sample
of 26 women from urban (Jersey City) and suburban (Parsippany and Edison) towns were
then interviewed, and tours of their neighborhoods were undertaken to describe their
environments.

The in-depth interview data revealed that the pregnancy experience of these
women was influenced by the timing of their pregnancy, the quality of their social
networks, socio-economic status, and knowledge and ease of negotiation of the U.S.
healthcare system. Initially, these women experienced a weakening of social networks
and a fall in socio-economic status. Moreover, women who experienced a pregnancy

soon after immigrating to the U.S. also encountered a healthcare system that was difficult




to navigate. These women adapted by building new networks (friends and neighbors),
strengthening kinship ties (in-laws), investing in relationships (exchange of favors) and
consequently deepening embeddedness in these new networks. These new networks also
functioned as conduits of information that facilitated the obtaining of healthcare. Social
networks in Pakistan were linked via a range of transnational mechanisms.

Differences in socio-cultural adaptation occurred based on urban and suburban
location, and these influenced the women’s pregnancy experience. Urban and suburban
networks differed in composition (e. g urban networks were comprised of other Pakistani
immigrants vs. suburban networks that Weré more diverse) and collective social capital,
and these women used their social capitai to address different needs and to achieve
different goals. Urban women tended to be more conservative in their adaptations and
maintained old social patterns, while suburban women were comparatively more flexible.
Additionally, these individual adaptations have collectively shaped urban and suburban

Pakistani immigrant communities.
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CHAPTER 1

THE RESEARCH PROBLEM

1.1 Introduction

The United States has one of the largest and most culturally diverse immigrant
populations in the world. Immigrants are also the fastest growing segment of the U.S.
population. Between 1990 and 2000, the U.S. immigrant population increased by 57%.
By 2050, the immigrant population is expected to triple (Malone, 2003).

Asians represent a large proportion of the U.S. immigrant population. The U.S.
Census Bureau estimates that Asians comprise 26% of the foreign-born and nearly 5% of
the total U.S. population (Census, 2005; Jayasankar, 2005; Yan, 2004). This population
is in itself quite diverse with the largest numbers of immigrants coming from China, the
Philippines and India.

A majority of Asian immigrants reside in proximity to urban, gateway cities such
as Los Angeles, New York and Chicago (Batalova, 2008; Foner, 2000). New Jersey is
one center of Asian settlement, due in large part to the state’s proximity to New York
City and Philadelphia, and also because of the state’s many fine universities. In 2000,
New Jersey had the third-largest Asian population among the 50 states (Census, 2005).
From 1990 to 2000, New Jersey’s Asian population nearly doubled. In contrast, the
nationwide Asian growth rate was just 13% (Census, 2005).

South Asians (individuals from India, Pakistan, Bangladesh and S.ri Lanka)
comprise an important and growing segment of the U.S. immigrant population (Kandhar,
2005). Sizable ethnic enclaves of South Asians reside in the urban environs of Queens

and Brooklyn in New York City, and in Jersey City, New Jersey. Additionally, a




significant number of South Asians reside in suburban areas such as Edison and Iselin
Middlesex County in New Jersey (Kandhar, 2005).

Immigration requires substantial adaptations to a new environment and a new
culture (Hattar-Pollara & Meleis, 1995; Hertz, 1993; Uppaluri, Schumm, & Lauderdale,
2001). Numerous problems must be solved, ranging from housing and employment
issues to the establishment of new social networks and the maintenance of old
relationships (Hertz, 1993; Messias & Rubio, 2004). Additionally, the migrant
encounters a new culture and new set of social structures, and must learn in varying
degrees how to navigate under these new conditions (Messias & Rubio, 2004).

Pregnancy, particularly the first pregnancy, also requires substantial adjustments
in social status, provision for the health of the fetus and mother, and preparations for the
new child. In all societies, pregnancy is a major event. Tradition, culture and the family
play a vital role during pregnancy, childbirth and the post-partum period in South Asian
countries such as Pakistan and India (N. Ali, Azam, S. Noor, R., 2004; Farugi, 2004;
Mead, 1967b). Therefore, immigration places pregnant women in a unique situation- a
‘ new environment where they may not have any family member present and their
’ traditional practices of pregnancy may not be observed (Hattar-Pollara & Meleis, 1995;
; Messias & Rubio, 2004; Tsianakas & Liamputtong, 2002). Additionally, the pregnant
woman and her family are likely to encounter formal and informal healthcare systems
that are substantially different from those in their country of origin (Stephen, Foote,
Hendershot, & Schoenborn, 1994). The combination of pregnancy and immigration,

therefore, require multiple adaptations to a new environment and within a relatively short

space of time (Hertz, 1993). As a culturally important event, pregnancy provides




occasion for a focused encounter between the immigrant and the host culture and social

system.

1.2 Problem Statement

Immigrant health declines as time spent in the U.S. increases. Researchers have tried to
explain this problem using different theories, models and concepts. Increasingly culture
has been used as a variable (L. M. Hunt, Comer, B., 2004). It is theorized that as
immigrants absorb native cultural norms their health outcomes deteriorate (L. M. Hunt,
Comer, B., 2004). These health outcomes include, but are not limited to, low birth weight
babies and increasing incidence of early onset of diseases like diabetes and hypertension.
The cultural norms are usually measured by proxy variables such as preferred language,
entering the job market and other social markers such as smoking and alcohol
consumption. Although, these variables may play a significant role in predicting health
outcomes, they fall short in examining the core cultural practices and what happens when
an individual migrates to a new environment. Change is not limited to the acquisition of
dominant cultural practices of the new environment, but also comprised of a loss of
social, cultural and physical native environments. The question arises as to how do new

immigrants adapt to their new surroundings? What changes take place and how do they

cope?




1.3 Research Questions

This was a descriptive, exploratory study of Pakistani immigrant women’s experiences
during pregnancy, childbirth and post-partum periods. It addressed the following
questions:
e  What are the cultural practices of immigrant Pakistani women pre and post-
migration with respect to pregnancy, childbirth and post-partum?

¢ How do socio-cultural changes influence their childbearing experience?

e What factors influence Pakistani tmmigrant women’s experience with the U.S. .
healthcare system? :

* How do Pakistani immigrant women adapt to their new social environment?
e  What is the importance of transnational ties in the pregnancy process?

e Do socio-economic status and place of residence (suburban vs. urban) mﬂuence
adjustment to the U.S. and childbearing experience?

1.4 Significance of the Research

1.4.1 Scarcity of Literature

Although there has been immense interest in immigrant health, very little research has
been conducted on South Asians of Pakistani descent. Most of the available data is
population based with little detail with respect to different ethnicities. It should be noted
that a majority of studies (Antecol, 2006; Biddle, 2003; McDonald & Kennedy, 2004;
Stephen, et al., 1994; Williams, 2005) use population-based surveys that employ self-

reported or self-rated data. One of the limitations of these studies is the lack of individual




or group histories. Another criticism concerns the application of western based models to
explain behaviors of people of eastern origins (Katalanos, 1994). Katalanos (1994) argues
that recent South East Asian immigrants hold health beliefs that are different from those
of healthcare professionals in the U.S. and this leads to miscommunication and
misunderstanding of information. These differences can have important effects on health
processes, especially in health related situations such as patient-physician or patient —

nurse encounters.

1.4.2 Birth Outcomes

A nation’s health can be assessed using multiple indicators. One of the indicators used by
The World Health Organization is the birth weight of babies born in a country. The U.S.
has a relatively high low birth weight rate and ranks low among developed nations on this
indicator. Minority populations have a disproportionate burden of disease in the U.S.
(DHHS, 2005b). U.S. born blacks and Hispanics are twice as likely, to have a low birth
weight baby than U.S. born whites (J. W. Collins & David, 2004; J. W. Collins & Shay,
1994; Cruﬁp, Lipsky, & Mueller, 1999; Guendelman & English, 1995). Immigrant
blacks, Hispanics and Asians fare better and have rates of low birth weight that are more
comparable to the white population (J. W. Collins, Wu, & David, 2002; Crump, et al.,
1999; Doucet, Baumgarten, & Infante-Rivard, 1992; Fuentes-Afflick, Hessol, & Perez-
Stable, 1998). Unlike other immigrant groups, first generation South Asian women tend
to have a higher incidence of low birth weight and this tends to increase with subsequent
generations (Gould, Madan, Qin, & Chavez, 2003; Margetts, Mohd Yusof, Al Dallal, &
Jackson, 2002). Unfortunately little is known about this segment of the immigrant

population. The United Kingdom, home to a large South Asian community, does offer




some population based studies that corroborate the high incidence of low birth weight,

but very little detailed, in-depth information is available.

1.4.3 The Immigrant Pregnancy, Childbirth and Post-partum Experience

In all societies, pregnancy is a major event. Culture and family play a central role during
pregnancy, childbirth and the post-partum periods (Mead, 1967b). Immigration brings
new challenges to pregnant women and their families. In a new environment these
women may not have family members, who can provide assistance with their pregnancy
and childcare. Traditional practices observed in their country of origin may not be
possible in a new environment (Hattar-Pollara & Meleis, 1995; Messias & Rubio, 2004;
Tsianakas & Liamputtong, 2002). The pregnant woman and her family are likely to
encounter formal and informal healthcare systems that are substantially different from
those in their country of origin (Stephen, et al., 1994).

Pregnancy also provides the occasion for focused encounters among immigrant
women and their families and the host culture and its healthcare system. The study of
pregnancy, childbirth and post-partum periods provided an opportunity to explore the
interface of culture, immigration and health. It also provided insights into the role of

cultural, social, economic and physical environmental change in relation to health.

1.4.4 Social and Cultural Context

A literature search also highlighted the need for research on the social and cultural
environment and practices of Pakistani immigrant women in Pakistan and in the U.S.
This research provided context to their lives and experiences in Pakistan and the U.S. It

also helped in understanding how Pakistani immigrant women adapted to their new social

and cultural context after immigration to the U.S., what was the influence of urban or




suburban environments, if there was any, and how this adaptation influenced their
experience of pregnancy, childbirth and the post-partum period here in the United States.
This research identified the social and cultural needs of pregnant Pakistani immigrant
women and provided a basis for better understanding and development of culturally

sensitive and holistic healthcare for them (DHHS, 2005b; Jayasankar, 2005).

1.4.5 Place of Residence: Urban vs. Suburban

The largest numbers of immigrants live in gateway cities such as New York, Los

‘Angeles, Miami and Chicago (Foner, 2000). New York has the highest numbers (2.9

million), followed by Los Angeles with 1.5 million. Although some of the ‘new’
immigrants reside in these urban neighborhoods that were home to immigrants from the
first wave of migration in the early twentieth century, most immigrants today are better
integrated and live wherever they can afford. Asian immigrants have moved into more
affluent neighborhoods with the greatest ecase (Foner, 2000).

Since residential choice is not limited for many new immigrants ethnic enclaves
exist which may house more than one ethnic minority group or poly-ethnic in nature
(Foner, 2000). Some enclaves are more a concentration of businesses than residences
representing enclaves of networks rather than actual space. Although there are large
numbers of Asian Indian businesses in Jackson Heights, New York, many business
owners do not live there, but in suburban Long Island (Foner, 2000). Nearly half of all
Pakistani immigrants in the U.S. live in the urban centers of New York City, Houston,

Chicago and Los Angeles (ACS, 2006).




CHAPTER 2

REVIEW OF LITERATURE- PART 1

2.1 Immigration and the U.S.

The immigrant popuiatién is the fastest growing segment of the U.S. population. Between
1990 and 2000 the U.S. population grew 13% and nearly 40% of this population growth
was attributable to migration of foreign-born individuals. In this period the foreign born
population increased 57% from 19.8 to 31.1 million (Malone, 2003; Walker, 2007). The
Census Bureau estimates that the Hispanic and Asian populations will triple by 2050
(Bergman, 2004). |

In 2000, the US population consisted of 70% Whites, 12.3% Blacks and 12.5%
belonged to a ‘race’ other than white or black (Hobbs, 2002). The Census and the Office
of Management and Budget categorizes population groups by using ‘race’ as a proxy for
common geographic origins, family ancestry, language and traditions. Hence, the 12.5%
belonging to the race “other than white or black” included people of Hispanic, Spanish or
Latino, Asian Indian,r Chinese, Filipino, Japanese, Korean, Vietnamese, Native Hawaiian,
other Pacific Islander and other Indian descents (Census, 2005; Williams, 2005). Of the
foreign-born individuals, those of Hispanic, Latino or Spanish origin comprised 52%,

while 25% came from Asia (Larsen, 2004; Malone, 2003).




2.2 Health and Immigration

2.2.1 Changing Immigrant Health Status

Generally recent immigrants are in better health than those who have been in the U.S. for
longer periods of time (Antecol, 2006; McDonald & Kennedy, 2004; Stephen, et al.,
1994; Williams, 2005). Recent immigrants are healthier than immigrants who have lived
in the U.S. for ten years or more years (Antecol, 2006; Guendelman & English, 1995;
Stephen, et al., 1994; Williams, 2005). Similar findings have been reported in other
countries with large immigrant populations such as Canada (McDonald & Kennedy,
2004) and Australia (Biddlie, 2003).

Another important finding is that instead of converging towards the mean of the
general population, immigrant health tends to deteriorate with time (Antecol, 2006). This
health phenomenon is contributing to rising health disparities between the majority white

and the numerical minorities (African Americans and immigrants) (Fennelly, 2005).

2.2.2 Birth Qutcomes

Birth weights of babies born to foreign-born mothers are generally greater than their U.S-
born counterparts and in some cases higher than those of whites (Forna, Jamieson,
Sanders, & Lindsay, 2003; Fuentes-Afflick, et al., 1998; Guendelman, et al., 1999).
Babies of Mexican-born Hispanic women in California have higher birth weights than
those of white mothers (Guendelman, English, & Chavez, 1995). Babies of foreign-born
blacks are consistently larger than those of U.S.-born blacks (J. W. Collins, et al., 2002).
Incidence of low birth weight increases as length of residence in the U.S.
increases (Crump, et al., 1999; Guendelman & English, 1995). Guendelman and English

(1995) found a 51% increase in low birth weight rates among immigrants who had lived
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in California more than 5 years (Guendelman & English, 1995). Rates of low birth weight
increase with each subsequent generation among blacks of Caribbean origin (J. W.
Collins, et al., 2002)

Rao et al. (2006) found that Pakistani/Indian women had the highest incidence of
low birth weight (11.5%) among Asian Americans with full term deliveries. In the United
Kingdom, Margetts and Yusof (2002) found a similar situation among women of
Southeast Asian origin. Low birth weight was higher among babies born to immigrant
parents than the white population. Higher rates of low birth weight and infant mortality

persisted through subsequent generations of immigrants (Margetts, et al., 2002).

2.2.3 Biomedical Factors

2.2.3.1 Risk Factors. To assess immigrant health, Kandula, Kersey & Lurie
(2004) examined ten indicators of health included in the public health objectives of
Healthy People 2010. These health indicators include: physical activity, overweight and
obesity, tobacco use, substance abuse, responsible sexual behavior, mental health, injury
and violence and environmental quality. The researchers found that:

e Although immigrants are involved in more manual labor, if physical activity is
conceptualized as exercise then, immigrants reported less physical activity than
the general population (Kandula, Kersey, & Lurie, 2004). However higher
socio-economic status is associated with higher rates of exercise (Jonnalagadda
& Diwan, 2005).

¢ Although tobacco and substance abuse is less common among recent immigrants

it tends to increase with longer residence time in the U.S. (Guendelman &
English, 1995).

e Obesity increased over time with more women than men affected (Antecol,
2006). Recent immigrants have lower Body Mass Index than those who had
been U.S. residents more than 10 years. South Asian women are more likely to
become obese after several years in the U.S. (Jonnalagadda & Diwan, 2005).
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2.2.3.2 Health Care. Access to care is the gateway to better health and depends
on a range of factors. The most significant variable is affordability of both medical care
and health insurance both of which depend upon the socioeconomic status of an
immigrant. Immigrants are less likely to have health insurance than the rest of the
population (Kandula, et al., 2004). Non-citizens cannot apply for Medicaid for five years
after entering the country. Individual states offer health insurance for children, but many
immigrant families do not apply even though they may be eligible because of linguistic
and cultural barriers and lack of familiarity with the U.S. healthcare system. Cultural
barriers include stigma associated with receiving-government aid, fear of disclosing use
of traditional medicines and practices, and procuring medications from their countries of
origin to healthcare providers (Kandula, et al., 2004)
Some facts about immigrant healthcare include the following

e Immigrants are less likely to have health insurance than the general population

because of legal status, ineligibility for Medicaid and existence of cultural
barriers (Kandula, et al., 2004).

e  Approximately 45% of immigrant children have not completed recommended
immunizations (Kandula, et al., 2004).

2.2.3.3 Mortality Rates. Immigrants have lower mortality rates than their native
born counterparts. Using mortality rates as an indicator of immigrant health, Williams
(2005) found that immigrant mortality rates were lower than the white population. Age
adjusted mortality rates for Hispanics 14 years and younger are comparable to those of
whites, but higher for the 14- 35 year olds. After age 35 the mortality rate for Hispanics
falls below that of whites. However, Williams (2005) identifies three limitations in

calculating mortality rates including, undercounting of undocumented aliens, younger age
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of immigrants and preference by older immigrants to return to their countries of birth to
die.

Infant mortality rates are generally lower among babies born to foreign born
mothers than among their U.S. born counterpaﬁs (Singh & Yu, 1996). However, there is

no information existing on South Asians.

2.2.4 Human Ecology

2.2.4.1 Culture. | The interest in using culture as a variable in immigrant health
research has risen over the last decade (Hunt et al. 2004, found more than 2000 articles
indexed on acculturation since 1996 ‘on Medline) (L. M.V Hunt, Comer, B., 2004).
increasingly culture is being used as a ‘defaﬁlt’ variable in health related research on
immigrants to explain health outcomes (L. M. Hunt, 2005).

Although culture plays a role in health outcomes, measures of acculturation
(levels of acculturation) alone only partially explore the immigrant experience and its’
influence on health. These measures are simplistic and use proxy variables such as
preferred language (native tongue or English) and residential preference (ethnic
neighborhood or more integrated neighborhoods) and ignore the complexity and diversity
of cultures. Culture is multidimensional and includes the social, economic and physical
environment of individuals in a society.

Understanding the role of culture in health requires a broader inquiry with an
emphasis on immigrant voice. It also requires that cultural inquiry to be situated within a
social, economic, physical environmental context in the case of immigrants and this

research provided that opportunity.
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2.2.4.2 Environment. There is growing empirical evidence of neighborhood
effects on health (Diez Roux, et al., 2001) Higher incidence of heart diseases, allergic
conditions, adverse birth outcomes, infectious diseases (Tuberculosis, AIDS), diabetes
and obesity prevail in urban populations (DHHS, 2005a). Impoverished neighborhoods
have long been linked with morbid health outcomes (J. W. Collins, Jr. & Shay, 1994;
Diez Roux, 2004; Diez Roux, et al., 2001) Among blacks, the incidence of low birth
weight increases as median income declines (J. W. Collins & David, 1990). Unlike
blacks, Hispanics rarely resid¢ in hypersegregatedA neighborhoods and poverty per se is
not ‘directly associated with low birth weight as was residence in impoverished
communities. Hispanics in impoverished‘ neighborﬁoods have low birth weight rates
similar to blacks (J. W. Collins, Jr. & Shay, 1994).

2.2.4.3 Social Structure. Social structure cannot remain unchanged upon
immigration (Foner, 1997). Although immigrants may try to shape their social structure
in the context of their pre-migration social culture, some changes are inevitable.
Imnﬁgrants adapt to their new social environment by reconstructing and redefining their
social structure. Where extended families played a central role in their home countries,
the immigrant may not have many family members in their new environment.
Vietnamese immigrants create ‘fictive’ kinship within their social circle when there are
no siblings or kin in their host country (Kibria, 1993). There may be compromises and
gender roles may be reconstructed in order to survive. Women may participate more
actively in public life and gain access to social and economic resources as a result of
economic need (Kibria, 1993). Marriage patterns undergo reconstruction. Sometimes the

demographic composition of an immigrant group (e.g. disproportionate male to female
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ratio) reshapes these patterns (Foner, 1997). In some cases adaptation to a new
environment is met with resistance, Pakistani immigrants to the United Kingdom go to
great lengths to ensure that their children marry within their extended family or kin even
though the rate of such marriages is much lower in Pakistan. Another arena for change
and adaptation are family dependencies. As immigrants retire they may be financially
independent and their cultural preference of living with their children (so that they are

taken care of in old age) may change for a more independent retirement (Foner, 1997).

2.2.5 Immigrant Health and Socio-economic Status

Socioeconomic status is comprised of various factors. These include (but are not limited
to) immigration status, level of education, languége skills and type of employment. This
has translated into immigrants being employed in a variety of jobs and as a result their
incomes vary widely. From elected officials to taxi cab drivers and day iaborers,
immigrants make up a sizeable chunk of the United States’ labor force. This stratification
has several implications. It not only indicates a wide range of incomes, but also other
factors that are related to employment such as type of health insurance (if any) and the
place of residence.

Socioeconomic circumstances play an important role in health outcomes. Both
health insurance status and place of residence greatly influence the immigrant health
experience. However research indicates that there are some health problems that are more
prevalent in immigrants in general regardless of their socioeconomic status. Among these
is a higher risk of early onset type II diabetes and increased incidence of low birth weight

as time of residence in the U.S. increases. Research does indicate that the prevalence is

higher at the lower end of the socioeconomic spectrum.
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2.3 Toward a Theory of Immigrant Health

Interest in the healthy immigrant effect, the decline in immigrant health and role of
culture in health has grown in recent years. To understand immigrant health issues the
central question arises: what causes the deterioration in health? Health is a multi-
dimensional condition and subject to multi-causality rather than a mono-centric etiology.

To develop a conceptual framework I will begin with

definitions of health, social and physical environments
e review of complementary theories and
e draw an integrative, holistic conceptual framework,

e as a guide to understand experiences of pregnancy, childbirth and the post-
partum periods in immigrant Pakistani women in the U.S.

2.3.1 Definitions

2.3.1.1 Health. The International Health Conference in 1946 adopted the following
definition of health and appears as such in the Preamble to the Constitution of the World
Health Organization.

‘Health is a state of complete physical, mental and social well-
being and not merely the absence of disease or infirmity’ (W.H.O, 1946).

2.3.1.2 Social Environment. For the purpose of this dissertation Cassel’s (1976)
definition of social environment is most suitable. He defined it as an environment where
psychosocial factors such as ‘dominance hierarchies, social disorganization, rapid social

change and status’ in society (marginal status and/or social isolation) play a central role

(Cassel, 1976, pp. 111, 113, 118).
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2.3.1.3 Physical Environment. Physical environment means living conditions and

includes housing and neighborhood.

2.3.2 Complementary Theories
2.3.2.1 The concept of social capital.
Background The concept of social capital has been developed independently in
economics, education and sociology (Stephens, 2008). The term was coined by an
educator in 1916 (Woolcock, 1998) and later used by various researchers; Jane Jacobs, an
urbanist, employed it to examine urban life in New York City (1961) and the economist
Glenn Loury (1977) used it in his critique of neoclassical theories of racial inequality
(Winter, 2000). The concept waé further developed extensively by Pierre Bourdieu, a
French sociologist, James Coleman, a sociological theorist, (1988) and Robert Putnam, a
political scientist (1993).
Defining social capital
Boprdieu defines social _papital as:

“the aggregate of the actual or potential resources which are linked

to possession of a durable network of more or less institutionalized
relationships of mutual acquaintance or recognition” (Bourdieu, 1986, p.

249).
Coleman defines social capital more for its function than for what it is. He defines
it as:
“It is not a single entity, but a variety of different entities, with two
elements in common: they all consist of some aspect of social structures,
and they facilitate certain actions of actors--- whether persons or corporate
actors--- within the structure” (Coleman, 1988b, p. S98).

Also, Coleman states:

“Social capital inheres in the structure of relations between actors
and among actors” (Coleman, 1988b, p. S98)




Putnam looks at a societal level and defines social capital as the “trust, norms and

networks™ that facilitate and enhance mutual benefit (Putnam, Leonardi, & Nanetti,
1993).
Applying the concept All three definitions are inherently similar. Their premise is
that social capital is a resource that an individual participating in a group can draw upon.
However there are some differences. These differences are highlighted rby their
application. Whereas Putnam’s definition is similar to Coleman’s, he conceptualizes it
somewhat differently. Putnam applies it to ‘system level’ behavior rather than at the
individual level as Coleman does. Bourdieu loéks at both individual (what Bourdieu
referé to as habitus) and community (field) levels. The field consists of networks that
enhance an individual’s social capital. However this enhancement is more of an
economic and political reward for participation. Bourdieu identifies three dimensions of
capital: economic, cultural and social capital (Bourdieu, 1986). The resource (capital)
lies, to name a few, in a “family name” and connections (networks). It needs investment
of time and money (group participation) by an individual to maintain and establish a
network. This ultimately results in economic and political gains.

Coleman’s more functional view looks at “aspects of social structure” (Coleman,
1988b). These aspects include the obligations and expectations, norms, channels of
information and (behavioral) sanctions. Participation here leads to enhancement of
human capital, but no reference is made to economic capital. Putnam’s application is
broader and incorporates individual participation at a micro level (bonding) with

ramifications at a macro, regional or societal scale (bridging).
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Social capital is shared. Unlike human capital, which is a private good, social
capital is a resource available to all participating members. “The stock of social capital
resides in network-relations rather than in individuals” (Hawe & Shiell, 2000, p. 873).
Elements of social capital Social capital is a resource. It can be classified into
structural and cognitive elements (Ziersch, 2005). Structural elements include the formal
and informal networks (Bourdieu), while cognitive elements are the trust and reciprocity
(Putnam) that an individual invests by participation in a group.

Social capital has also been conceptualized as an outcome (A Portes, 1998;
Ziersch, 2005). Portes views social support provided by family and kin as an outcome,

‘and measures social capital in terms of level of social support. Flow of information
(Hofferth, Boisjoly, & Duncan, 1995) and social cohesion (Macintyre & Ellaway, 2000)
are other outcomes of networks and social capital (Ziersch, 2005).

Yet another element is relational social capital (Woolcock, 1998). Woolcock
(1998), like Coleman, deﬁnes social capital in more practical terms: in terms of what it
does. He identifies two forms of relational social capital: embeddedness and autonomy.
This capital resides in an individual’s embeddedness in a network, whereas autonomy
extends to a wider network of family, kin and friends.

Hawe and Sheill (2000) point out that unlike economic capital, which may
depreciate over time, social capital does not. They argue that there is a multiplier effect
and one individual’s use of a network’s social capital does not reduce the stock.

Family as a source of social capital Group participation starts within a family

(Bourdieu, 1986; Coleman, 1988b; Putnam, 2000). Social capital is accumulated within

the family and accrued over time. It extends outwards to include networks within the
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extended family and friends. According to Putnam it extends from there to the
community and society. It is transmissible and passed from parents to their children and
has a powerful influence on outcomes. Some examples of this influence are presented
below.

Coleman (1988) looked at high school graduation rates and found that family
relations played an important part in predicting high school graduation. He found that the
mother-father relationship had a strong influence on their children’s education. Two
parent households had higher social capital and better outcomes (low drop out rates and
higher rate of high school graduation) when compared to single parent households
(Coleman, 1988b; Hao, 1994). He found that parental involvement in the lives of their
children (indicated high social capital) had a positive influence on the children (Coleman,
1988b).

To Bourdieu, social capital includes the position or social class of a family and
the economic and cultural capital they possess. Economic capital lies in wealth
accumulated by a family, and cultural capital includes education and tastes. It also
depends on the networks of a family. Social capital lies in the ability of an individual to
mobilize these networks and draw upon all these resources or social capital to ensure
success (A Portes, 1998). In turn the individual invests in this capital by reciprocating: by
investing time and money to maintain those networks.

Utilizing Bourdieu’s model of social capital, Larcau examined how social class
influences a child’s education (Lareau, 2000). She found that parents belonging to a

higher social class had vast resources (social capital) at their disposal and this translated

into a very different educational/school experience for their children when compared to
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children belonging to lower socio-economic class. Higher social capital was interpreted
as higher parental involvement and intervention. Thus tailoring the public school
experience to benefit an individual (Lareau, 2000).

Social capital also depends on the quality of networks (the social, economic and
cultural capital they possess, their density and how well members know each other).
Putnam argues that families are central to social capital. In fact he argues that loosening
of familial bonds leads to a decline in social capital (Putnam, 2000). According to
Putnam social capital lies in “social organization, such as civic participation, norms of

reciprocity and trust in others” (Putnam, 2000).

“Social capital and health Health is a complex outcome of biological,

physiological, social, environmental and economic determinants (Baum, 1999; Dahlgren,
1991; Marmot, 2003). Individual characteristics (such as age, sex, genetic
predispositions, the biological and physiological determinants), although central to
understanding health status, are subject to external influences such as social and
economic capital (Dahlgren, 1991; Kaplan, 1996). Economic capital can be measured by
educational attainment, type of employment, access to healthcare and housing, whereas
social capital contributes to attaining that economic capital. Lower economic status has
been linked to poor health (Marmot, 2003). Some research has shifted away from an
individual economic status, to a national level (Wilkinson, 1992). Wilkinson (1992)
found that national mortality rates were more closely related to income distribution than
individual income. Kawachi, Kennedy & Lochner (1997) found that mortality rates

increased as income inequality rose, which they theorized was the result of disinvestment

in social capital. Hence, economic capital is not exclusive of social capital (Kaplan, 1996;
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Kawachi, Kennedy, Lochner, & Prothrow-Stith, 1997). These studies measured social
trust, group membership and civic engagement and studied their relationship to health
(mortality rate). They found that income inequality erodes social trust and leads to
disinvestment in social capital (fall in group membership and civic engagement). This
appears to be one of the pathways through which a widening gap in incomes (between the
rich and the poor) exerts a negative effect on mortality rates (Kawachi, Kennedy,
Lochner, & Prothrow-Stith, 1997).

An Australia based study (Ziersch, 2005) found that informal networks had a
strong positive effect on mental health. Ziersch studied two suburban neighborhoods with
largely immigrant populations. Access to help, sense of control, home ownership and
high incomes were all correlated with better mental health. However Ziersch did not find
any strong relationship of these factors to physical health (Ziersch, 2005).

In a Russian study, Rose (2000) found that social capital increased both physical
and mental health levéls more than individual human capital. He examined the effect of
social capital on health and found that social exclusion or low levels of participation were
related to poor health. He also found that those with a high level of involvement in
informal networks reported worse emotional health. He attributed this to an anti-modern
sentiment in a post USSR era, hence more as an outcome of self imposed
ma.rginalization. He argued that high levels of involvement in informal networks worked
in favor of health in a ‘pre-modern’ societal context, whereas in a modern context this
may indicate a rejection of modernization and retreat from societal changes

(marginalization) (Rose, 2000). Sense of control was also highly correlated to better

mental and emotional health.
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In a study cardiologist Stewart Wolf found that an Italian-American community,

in Pennsylvania in the 1960s, suffered 50% lower rates of heart attacks than surrounding
communities. He found that this community exhibited close social relations, values such
as family and religious traditions and intra-ethnic marriages (Hawe & Shiell, 2000).
Loss of social capital Just as social capital is accumulated and accrued over time,
it can be lost. This may occur in two ways: structural and functional (Coleman, 1988a).
Structural deficiency refers to an absence of family, while functional refers to deficient
networks and relations between family members (Coleman, 1988a). Coleman argues that
the absence of the nuclear family (parents, aunts, uncles and grandparents) results in a
loss of social capital. There is also a loss when relationships are weak (functional) and
networks are not reliable. A decline in embeddedness within a community (weakening
bonds within networks) also results in loss of social capital (Coleman, 1988a).

Social capital can also be lost due to disinvestment. Disinvestment takes place
when individuals (in a group) do not invest time and money in a network (Putnam, 2000).
Decline in civic participation, membership in associations and loss of nuclear families
may all contribute to declining social capital (Putnam, 2000). A lack of social trust and
reciprocity can also lead to a weakening of bonds and networks and thus a further decline
in social capital.

Emigration and social capital Social capital reserves change with emigration.
Whereas émigrés usually perceive emigration as beneficial, Coleman (1990) and Putnam

(2000) disagree.

“Emigration devalues one’s social capital, for most of one’s social
connections must be left behind” (Putnam, 2000 pg. 390).
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Since family and kinship are core networks, any disruption will lead to a loss of
social capital, especially when an individual migrates to another geographical location
(Coleman, 1988a). Both Putnam and Coleman argue that ‘individual mobility’ will
weaken networks and lead to instability in social capital. As an individual relocates to a
new place, new networks may develop, but that takes investment of time as well as
acceptance into an already existing network that may prove problematic. A loss of social
capital may result in lack of trust in people, fewer networks, shrinking channels of
information and change in norms. A loss of sense of control may occur and change in
expectations and sanctions may result in further decline in social capital.

Bourdieu argues that social capital is not exclusive of cultural and economic
capital and hence is not a singular resource. He also argues that quality of networks and
the ability to mobilize that network (access to collective resources) is central to social
capital. There is also a differential in access to social capital for different members of a
group. Power relations (institutional and hierarchical family relations), investment of time
and money and how these are manifested through practice define access to a group’s
social capital. Thus immigrants’ transition to a new set of networks may take time and is
subject to all the conditions mentioned above.

Gender and social capital Habitus, field and their interface are central to
Bourdieu’s concept of social capital, and gender is an inherent part of habitus. The
interface of habitus and field is a crucial conjunction because both habitus and field are
mutable and are subject to changes. The field (social structure, societal norms,

sociological and economic environment) modulates behavior and defines gender identity

(part of habitus). However, roles are socially constructed. Thus field has a formative
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influence over habitus. Therefore the meaning and structure of social capital will differ
by gender. Social capital is embedded in participation, but structural elements of the field
can be different for men and women. Therefore, levels of participation are different.
Hodgkin (2008) examined the meaning of social capital for men and women, and found
that women reported high levels of informal social participation (bonding), such as in
social groups and community groups (Hodgkin, 2008). By contrast, men reported higher
levels of formal participation (bridging) such as trade unions, political parties, sports
clubs and social clubs (Hodgkin, 2008). Women who were more involved with informal
groups, built networks within family and friends. Civic involvement also differed along
gender lines. Women were more involved at the community level (E.g., schools). Women
reported that their local involvement was rooted in their role as mothers (involvement
was seen as crucial for their children’s success) (Hodgkin, 2008). Their gender and role
of mother influenced their level of social participation and definition of their social
capital. Gender differences are more pronounced in Pakistani society, where gender roles
are socially defined and are starkly different (Khan, 1999). Therefore social capital is not

gender neutral.

2.3.2.2 Adaptation.

Health as an outcome of adapfation Adaptation situates an individual in a social
and cultural context within the environment. Rappaport (1992) argues that the human
environment encompasses the physical, social and economic components as well as
other, symbolically conceived and socially constructed elements. He defines the latter as

the “political, social, economic, religious, legal, recreational and aesthetic conventions,
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and the physical products of organized activities, such as manufactured products,
machines, transformations of the landscape, and so on” (Rappaport, 1992, p. 3).

McElroy defines adaptation as a “process of change and adjustment”, that
increases a population’s chances of survival in a new environment (McElroy, 1990).
Adaptation also serves as a conceptual tool for organizing data on human responses to
environmental stressors, disease, and disability, loss and life transition. These responses
are varied and may include hormonal, immunologic, autonomic, cognitive and cultural
responses (Becker, 1980). Some of these adaptations may prove detrimental to health as
exemplified by the prevalence of sickle cell anemia' in the African American population.
Environmental factors such as residential location also have profound affects on health
(Diez Roux, et al., 2001).

Growing empirical evidence supports the existence of neighborhood effects on
health (Diez Roux, et al., 2001) Higher incidence of heart diseases, allergic conditions,
adverse birth outcomes, infectious diseases (Tuberculosis, AIDS), diabetes and obesity
prevail in urban populations (DHHS, 2005a). Impoverished neighborhoods have long
been linked with morbid health outcomes (J. W. Collins & D. Shay, 1994; Diez Roux,
2004; Diez Roux, et al., 2001). Among blacks, the incidence of low birth weight
increases as median income declines (J. W. Collins, David, R. J., 1990).

Background of adaptation In the 1960s, more research began to focus on the
influence of cultural variables on human biology (McElroy, 1990). Bio-cultural models
incorporated both, biological and socio-cultural variables in order to understand the

complexity of the evolutionary process of human adaptation to new physical and socio-

' This genetic mutation occurred (an evolutionary process) in Africa as a survival mechanism to combat
malaria. The gene protects against malaria but at higher altitudes causes hemoglobin to clump and red
blood cells to sickle, a shape that renders them more prone to damage (Beutler, 2006).
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cultural environments. There is “evidence that environmental stress and deterioration are
increasing, and the impact on the mental, physical and social health and well-being of
populations is more significant now than in any previous time in history” (Pederson,
1996), pg 1). Understanding human behavioral responses to the environment, allows for
preventing and limiting the negative impact of exposure. These responses constitute
adaptive coping which can help limit human suffering.

Although, it is easy to understand the argument that adaptive responses of humans
to their environments have measurable health consequences, critics point out that cultural
adaptation is distinet from physiological adaptation (Alland, 1990). Alland (1990) argues
that cuitural adaptation occurs earlier than physiological adaptation. Cultural adaptation
occurs at many levels. Cultural adaptation, it can be argued, occurs in two ways: a
conservative adaptation in the form of transnationalism or establishment of ethnic
networks or both, or in the form of acculturation and assimilation. In the first scenario
they may try to keep their connection with their home countries viable. In this case they
keep connected by frequent visits, use of phone and the internet, business arrangements
and marriages: hence the term transnationals (Glick-Schiller, 1992). In some situations
people try to recreate their old social and cultural environments, and try not to adopt local
cultural norms (Berry, 1980). In the third situation they acculturate and assimilate
whereby they adopt some local cultural norms and shed some old practices to assimilate
(Berry, 1980). Adaptation thus cases the transition in a new or different environment.
Transnationalism Transnationalism is a process by which immigrants forge
and sustain networks and social connections between their countries of origin and the

country to which they have immigrated (Glick-Schiller, 1992). These connections are
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multi stranded and involve different depths of involvement. Some may involve family
relations (Shaw, 2001), others business connections (Shaw, 2001), and still others who
are involved in politics across international borders (Foner, 2000).

Many governments allow their citizens to hold dual citizenships. Mexico, Haiti
and the Dominican Republic are among many who allow their citizens to keep their
citizenship viable even after immigration to the U.S. According to Foner (2000),
immigrants from the Dominican Republic may participate in Dominican politics and vote
in elections by holding dual citizenship in both countries. Both Haiti and the Dominican
Republic have sizeable immigrant populations, especially in urban enclaves, and their
votes matter in U.S. elections. As a result many U.S. politicians travel to these nations to
campaign (Foner, 2000).

Social connections are also maintained by actively investing in family left behind
in home countries. Many immigrants send remittances to support their families. Some
invest in property. Others invest in businesses that are bilateral with branches in both
home and host countries (Shaw, 2001). Marriage is yet another mean of keeping old
networks viable. Many Pakistani immigrants in the U.K prefer to marry their children
within their families in Pakistan (Shaw, 2001). These arranged marriages help forge
stronger ties with their home country and sustain cultural and religious norms (Shaw,
2001).

Technological advances have played a central role in facilitating this network of

connections. Telephones, the internet, cheaper air fares and electronic money transfer

systems have enabled today’s immigrant to stay connected (Huynen, 2005).
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Today’s migrant is a product of a global community: a culturally, economically,

socially and politically global individual.

2.4 Framework
Stock of social capital An individual’s stock of social capital can be framed as

follows in Figure 2.1:

Habitus Field (Stock of Social Capital)
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Level Elements Elements Level
| | I ]
E Networks
Human m "1 -Informal
Capital Bl [ o B
Gender o T
Health n € i
Diet 4 4 d
Exercise i d d
Genes e M Social Structure g
Family n N Obligati i
Wealth g d orms, Obligations N
Education n
e . l g
$
s Channels of Information

Figure 2.1 Stock of social capital.
Source: (Bourdieu, 1986; Coleman, 1988b; Putnam, 2000; Woolcock, 1998).

An individual’s stock of social capital starts with the individual: Bourdieu’s habitus.
Habitus is defined by an individual’s human capital. This includes gender, health, wealth,
family connections and education. The field includes Putnam’s networks at micro
(bonding) and macro (bridging) levels. Micro level networks or bonding are a smaller,
more intimate network of family and friends, whereas bridging occurs when an individual

forms larger networks within a community and further beyond their intimate web of
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networks. The ability to muster support or the quality of these networks depends on the
degree of embeddedness within those networks, both formal (bridging) or informal
(bonding). Coleman believes that quality of networks can translate into enhancement of
social capital through channels of information and other forms of assistance, for example.
Embeddedness at the micro level also influences the social structure of a society since it
defines social norms and individual obligations to the group as a whole. Since social
capital is a shared resource, member participation and contribution enhances the stock to

individual social capital.

.



CHAPTER 3

REVIEW OF LITERATURE- PART 2

PAKISTAN: AN OVERVIEW

3.1 Demography

South Asia is comprised of Pakistan, India, Bangladesh, Nepal, Bhutan, Maldives and Sri
Lanka (UN, 2007). Historically part of the Indian subcontinent, Pakistan gained
independence from the British Raj and India and established herself as an Islamic
Republic in 1947. Nearly 97% of the population is Muslim (77% Sunni, 20% Shia) and
3% are citizens with other religions, including Christians and Hindus. Five major ethnic
groups reside in the country that occupy spatially, geographically, linguistically and
culturally distinct regions within the provinces (See attached map of Pakistan) (InfoPak,
2008). These are:

o Pu(iljabis, the largest of the ethnic groups, from the plains of Punjab bordering

India,

e Pathans from the North West Frontier Province, a mountainous terrain home to
the second tallest peak in the world, the Karakoram 2,

e Sindhis from Sind which is mostly desert and borders India to the East,

e Baluchis, from Baluchistan which is a plateau borders Iran to the West,

e  Muhajirs or immigrants from India at the time of partition (Gazdar, 2003;
InfoPak, 2008).

30
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The different ethnic groups speak different languages. In Pakistan eight major
languages are spoken with Punjabi spoken by 48% of the total population. This is
followed by Sindhi (spoken by 12% of the population), Saraiki, a Punjabi variant (by
10% of the population), followed by Pashto (8%), Baluchi (3%), Hindko (2%) and Barhui
(1%). Urdu, the official language, is the native language of the Muhajirs who comprise
8% of the total population. Native speakers of English and other tongues comprise 8% of
the population. English, however is taught to and spoken by many and is the de facto
ofﬁcial language (InfoPak, 2008).

Pakistan is mostly rural. Nearly 66% of the total population lives in villages and
34% live in urban areas. Most of the urban population (57%) lives in 12 cities with

populations more than 200,000. Major urban areas include the cities of Karachi (the

largest), Lahore and Faisalabad.
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Table 3.1 Population of Pakistan (U.N, 2007)

Population of Pakistan (2005)

Total Urban population 56079000
Total Rural Population 105072000
Total Male Population 81.3 Million
Total Female Population 76.8 Million
Net Migration -362000
Migration Rate : 2.4

Net International Migration -1239420
Girls to Boys Ratio of Enrollment in Tertiary Education 0.88

Girls to Boys Ratio of Enrollment in Secondary Education 0.75

Births Attended by Skilled Health Personnel in percent 31%
Contraceptive Use (any method) percent in 2001 29%
Fertility Rate 3.99

Source: United Nations Common Database, 2007 (U.N, 2007)

Overall literacy is low. The country wide literacy rate is 51% country wide (63%
for males and 39% for females). Literacy is higher in urban arcas (69%) than in rural

ones (41%).

3.2 Push Factors Favoring Emigration from Pakistan

South Asia is one of the poorest regions of the world with nearly 40% of the world’s
poorest residing in South Asian countries (Solimano, 2002). Although Pakistan’s Gross
Domestic Product (GDP) growth rate has increased from 5.7% in 2003 to 6.2% in 2006,
but nearly 32.6% of the population lives below the United Nation’s poverty line (of these
17% earn only $1/day) (U.N, 2007). The annual per capita income is $697 and the
inflation rate is 9% (U.N, 2007). Although people migrate for reasons such as religious or
political persecution, economy is the major driving force behind Pakistani migration
(Gazdar, 2003). To explore the conditions that favor migration further, a brief overview

of some indicators is presented below.
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3.2.1 Labor Force Participation

Labor force participation is a measure of the strength of an economy, and is the ratio of
people in the work force (employed, self employed and unemployed) to the total working
age population. According to by Pakistan’s Ministry of Labor and Overseas Pakistanis,
labor force participation is low as compared to other South Asian countries. Pakistan’s
labor force participation rate is 53% (Hayat, 2007). Most men age 15 and above (84%)
participate in the labor force, but few women (21%) work in the formal economy (Hayat,
2007). Women in rural éreas have a higher labor force participation rate (16%) than

women residing in urban areas (8%) (Hayat, 2007).

3.2.2 Employment

3.2.2.1 Types of employment. There are four major sectors of employment in
Pakistan: the agricultural, service, industry and trade sectors (Hayat, 2007). Since nearly
66% of the population lives in rural areas, historically more people were employed in
agriculture. However a steady decline in the share of agriculture has occurred in the total
economy over the past years whereas the share of services, industry and trade has gone
up (Hayat, 2007).

3.2.2.2 Employment to population rate. A second measure of an economy’s
success is the employment to population rate (proportion of a country’s working age
population that is gainfully employed for wages, not including farmers and the self
employed) (Hayat, 2007). This is a measure of the economy’s ability to create
employment opportunities. In Pakistan the rate is 68% for men and 17% for women,
which means that 32% of working age men do not have a job opportunity which makes

migration an attractive option (Hayat, 2007).
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3.2.2.3 Unemployment. The unefnployment rate is an indicator of a nation’s
economy The overall unemployment rate in Pakistan is 6% (Elahi, 2006; Hayat, 2007).
The unemployment rate is 5.2% for males and 9% for females. In the under 25 age group
it is even higher. It is the highest for the 15 to 25 years age group. Their unemployment
rate comprises 43% of the total rate (Hayat, 2007). This is significant because this group
not only comprises 20% of the total population, but is also expected to be economically
active for a long time and high returns on educational and training investments are
expected from them. Poor economic conditions and lack of opportunities make migration

an option.

3.2.3 Trends in Migration

Two types of migration occur in developing countries: internal and international (Gazdar,
2003; 1.O.M, 2005). Whereas the poorest segments of the population, those who may be
low skilled or not educated, often migrate from one area within a country to another
(usually from rural to urban areas in search of work), those who have the means, skills
and education commonly opt to migrate internationally (Gazdar, 2003). As a result of
limited economic opportunities, Pakistan has a significant diaspora population: an
estimated 2 to 3 million people of Pakistani origin reside in developed countries (Gazdar,

2003).

3.2.4 Governmental Policy: Export of Manpower

Pakistan participates in extensive export of manpower (Hayat, 2007). Indeed emigration
is actively supported by the Pakistani government (Gazdar, 2003). There is a ministry in

charge of overseas Pakistanis that streamlines the emigration process by matching job

seekers with jobs overseas and addressing their concerns. As a result Pakistan’s net
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international migration rate is -2.4 as compared to India with a net rate of -0.3 (U.N,
2007). According to the Bureau of Emigration and Overseas Employment of Pakistan,
184,274 Pakistanis left to work abroad in 2006 alone. These émigrés included people
from a variety of professions and educational training (Foner, 2000; Hayat, 2007). The
majority of these émigrés work in the Gulf States such as Saudi Arabia, Kuwait and
United Arab Emirates. However a smaller proportion leaves to seek work in other
countries including the U.S.A (Gazdar, 2003; Hayat, 2007; Shah, 1983). These two
emigrating segments differ in that the Gulf market mainly recruits laborers and people
involved in trades such as carpenters and masons (Shah, 1983), whereas people migrating
to countries such as the U.S. or Canada are usually better educated and involved in
technical professions (Gazdar, 2003). Another difference is that international emigrants to
Europe, Australia and North America commonly settle permanently (Foner, 2000),
whereas the Gulf States may grant residency, but have no provisions for naturalization
(Gazdar, 2003; Shah, 1983). Most Gulf States also impose restrictions on family
immigration so emigrants to these areas usually leave their families in Pakistan while
they work overseas (Gazdar, 2003). In most cases it is the men who immigrate first and

families that follow.

3.2.5 Remittances and the Economy

Emigration may lead to a brain drain situation, but can also help boost the economy.
Therefore, although Pakistan suffers from a loss of skilled workers and labor, it receives
remittances from overseas workers (Bouhga-Hagbe, 2006). These come in the form of
capital and/or investments (Bouhga-Hagbe, 2006). Since a majority of the families of

these émigrés are living in Pakistan the men send home remittances to support their
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families. As a result of the sheer number of overseas Pakistanis, remittances contribute
significantly to Pakistan’s economy (Bouhga-Hagbe, 2006; Gazdar, 2003). In fact
emigrants’ remittances constitute a large proportion (4%) of Pakistan’s economy.
Emigrants almost always send money to their families back home (Bouhga-
Hagbe, 2006; Foner, 2000; Gazdar, 2003). This is especially true when they are the only
family member emigrating (Foner, 2000; Gazdar, 2003). Remittances contribute
significantly to a country’s economy in two ways: strengthening the national currency (by
inflow of foreign currencies) and their external positions by balancing of payments
(Bouhga-Hagbe, 2006). In Pakistan’s case this is significant since Pakistan remittances
comprise 4% of the GDP which is equivalent to 22% export goods or services (Bouhga-
Hagbe, 2006). Remittances from the U.S. comprise one third of the total remittances;
émigrés sent back $778 million in 2001-2002 (Gazdar, 2003). Therefore emigration is

highly desirable in this part of the world.

3.3 Pakistani Emigration to the U.S.

The history of Pakistani immigration to the U.S. is not a long one. In effect it began after
1965. Although Pakistanis immigrated to the U.S. before 1965, these were not large
numbers, due in part to Pakistan gaining independence in 1947 and also because U.S.
immigration laws severely limited the number of immigrant visas from Asian countries
until recent decades. The quota system in place since 1920 was based on national origin
and it was not until 1946 that reforms were introduced. The Luce-Celler Act of 1946
ended the 29 year old ban on South Asian immigration, but the annual number of visas
issued was quite limited (Batalova, 2008). The Immigration and Nationality Act

amendments of 1965 abolished the quota system and allocated 20% of permanent
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immigrant visas (out of a total 170,000) from countries outside the western hemisphere to
skilled professionals regardless of their country of origin (Keely, 1971). The second
salient feature of immigration reform was the inclusion of family reunification as a basis
for immigration on the preference list (Batalova, 2008; Foner, 2000; Keely, 1971). In the
case of Pakistanis, the earliest immigrants took advantage of the skilled visa category and
it was not until later that visas were sought on family reunification grounds (Batalova,
2008). Today’s Pakistani communities in the U.S. are a reflection of 1965 immigration

reforms.

3.3.1 Who Migrates

3.3.1.1 The highly skilled immigrants. | The 1965 law enabled immigrants
from Asian countries to immigrate to the U.S. in larger numbers (Foner, 2000). The
annual percentage of immigrants from Asia rose from 4.6% in 1953 to 15.8% in 1968
(Keely, 1971). Between 1953 and 1965, 1324 Pakistanis immigrated to the U.S. (166
annually); by 1967 that number had risen to 673 annually (Keely, 1971).

The significance of this change in immigration policy was twofold. On the one
hand the U.S. gained skilled and highly skilled workers. On the other hand the sending
countries experienced a loss of these same skilled people (Solimano, 2002). Before the
1965 amendments highly skilled professionals had originated from European countries;
the term ‘brain drain’ was coined to describe this phenomenon (Foner, 2000; Fortney,
1972). By the 1990s a large proportion of iﬁmigrmts were highly educated; nearly 40%
of the foreign born in the U.S. held a tertiary degree in their field of specialization
(Solimano, 2002). The U.S. is also one of the major educators of foreign students

(Gazdar, 2003; Solimano, 2002). Upon completion of their higher education in the U.S.
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many of these students later apply for change of visa status. In 1999 25% of the H1B
visas, (visa for highly skilled workers) were issued to students enrolled in U.S.
universities (Solimano, 2002).

According to the United States Educational Foundation in Pakistan there are over
7000 Pakistani students enrolled in universities across the U.S. The Foundation allocates
over $30 million to the Pakistan-U.S. Fulbright Program to enable eligible students from
Pakistan to obtain higher education in the U.S. (USEFP, 2006). Representatives from
different U.S. universities visit colleges and universities across Pakistan to promote their
educational programs on a regular basis (USEFP, 2006). Test taking facilities, programs
to assist with application process. and advisory support are available to ease the process.
3.3.1.2 Family reunificétion. Many people immigrate when naturalized family
members take advantage of the family reunification visa program and sponsor their
immigration. In fact more immigrants are now entering the U.S. based on this aspect of
the immigration law than are skilled workers (Gazdar, 2003; 1.0.M, 2005). According to
the International Organization for Migration 19% of the total immigrant visas granted by
the U.S. in 2001 went to the skilled category whereas 70% went to the reunification
category (1.O.M, 2005).
3.2.1.3 Entrepreneurs. Third group immigrants are entrepreneurs- people involved
in international businesses (Solimano, 2002). Solimano points out that there is a
connection between ethnicity, entrepreneurship and migration, since some immigrant
groups may dominate or are concentrated in a particular type of business. Many

immigrant owned businesses start out as family run businesses with most of the family
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working in the same business. In fact immigrant entrepreneurship is one of the hallmarks

of the American history of immigration (Foner, 2000; Solimano, 2002).

3.4 Pakistani Society

3.4.1 Culture

Pakistan is one of the oldest continuously populated regions of the world. Her roots can
be traced back to the Indus V.alley Civilization some 5000 years ago. Subsequent
invasions by the Persians, Gréeks, Scythians, Arabs, Turks, Afghans, the Mughals (claim
Mongolian ancestry) and the English, the people have old traditions (U.N, 2007).
Religion plays a unifying role, but is secondary to ethnicity and kinship (Biradari), which
are central to defining cultural identities. Defining Pakistani culture is problématic
because it is derived from ethnicity and there are five numerically distinct ethnicities
(geographically local to regions) and thus five major cultures that define people. Though
they are distinct from each other, they have much in common and a society of shared
traditions has been forged.

Pakistan has a patriarchal society (Jejeebhoy, 2001). This is evident by patrilineal
descent, patrilocal residence and inheritance laws (Jejeebhoy, 2001; Winkvist & Akhtar,
2000). Men have much greater autonomy than women and have access to all types of
resources and very few limitations on mobility whereas women live a more
circumscribed life and play a dependent role (Khan, 1999; Mumtaz & Salway, 2007).
This is in accordance with an honor code (izzat) (Khan, 1999). Izzat is a multifaceted

concept and encompasses the reputation of a family, but most of it is concerned with

ensuring and protecting women’s virtue (Khan, 1999). Izzat prescribes purdah, which
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literally translated means ‘curtain’ (direct application is conceptualized as the burqa), but
in effec\:t means segregation of the sexes with limited contact (Khan, 1999). Limitations
on contact extend from not allowing girls to attend schools at all, to gender segregated
schools, to separate ‘women’ compartments in theaters and trains, to limitations on
mobility and autonomy. Purdah is also interpreted as a symbolic shelter that protects the
honor of women (Papanek, 1971). The world outside the home is considered dangerous
and women are perceived as vulnefable and in need of protection from unwanted
advances from men (Mumtai & Salway, 2005; Papanek, 1971). Women are viewed as
dependents and their domain .is their home while men are the providers, protectors and
bread winners (Khan, 1999; Winkvist & Akhtar, 2000).

Besides ethnicity, class plays an important role in Pakistani society. Class has
different meanings for rural and urban populations. In rural areas class depends on land
ownership: the larger the land holding, the greater social and economic status (Hussain,
2005). However many land owning families are now diversifying with investments in
industry and many maintain residences iin urban areas also. On the other hand urban
populations are more diverse and class stratification is complex. Urban populations
cannot be simply divided along economic lines. Occupation, education and kinship also
classify people (Hussain, 2005).

Family and kinship are a microcosm of Pakistani society (Gazdar, 2003).
Extended families or kin, who may not be blood relations, are called ‘biradari’. Biradaris
exist in all ethnic cultures in Pakistan, although they may be categorized as different
tribes (Yusufzai or Orakzai in Pushtuns) in N.W.F.P, Baluchistan (Marri) and Sind

(Bhutto), based on ancestral origin (zats or quom in Punjab; e.g, Rajputs or Awans ) or
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occupation (Gujjar, dairy farmers or Arain, farmers in Punjab) in others (Gazdar, 2003;
Hussain, 2005). In most cases the last name or family name identifies a person’s
belonging to a certain group. For example Benazir Bhutto belonged to the Bhutto tribe of
the Sind, a large land holding tribe.

Further social stratification is based on religious affiliation (Hussain, 2005).
Although nearly 98% of the country’s population is Muslim, religious affiliation is
multilayered. Sumnis and Shia have branches with different ancestral origins such as
Sayeds (also spelled as Sayyid or Syed), who claim to be direct descendents of the
Prophet Muhammed (Peace be upon him), but may be Shia or Sunni (Hussain, 2005).
Although these biradari’s have very little influence in everyday life (especially in urban
settings) they are especially important in decisions regarding marriage and a definite

preference is given to marriage within a biradari (Mumtaz & Salway, 2005).

3.4.2 Gender and Society

Large gender differences occur in nearly all aspects of Pakistani society: male to female
ratio, educational attainment, employment opportunities and political participation. See

Table 3.2 below.
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Table 3.2 Women’s Participation in Pakistan

Men Women
Sex Ratio 108 100
Literacy Rate 63% 32%
Labor Force Participation 84% 21%
Political Participation 82% 18%
(total seats in National Assembly)

Source: www.Infopak.gov.pk (Retrieved March 20, 2008)(InfoPak, 2008).

Gender disparities in educational attainment are significant. Overall literacy rate
(defined as the ability to read a newspaper in native language) is 63% for men and 39%
for women. The gap is even wider when urban to rural rates are compared. The women’s
literacy rate is 35% in urban areas whereas it is 7% in rural areas; only 1.2% had earned a
master’s degree.

For the few women who do obtain higher education the gender divide is evident
in the type of professional training undertaken by men and women. More women enroll
in the fields of medicine (55%) and education (75%) than in engineering (2.8%) or
agriculture (10%), since medicine and education are respected professions and acceptable
for women (Elahi, 2006). These professions also fit in with the concept of purdah since
contact will be limited to women (women mostly specialize in obstetrics and pediatrics
and teach at girl’s institutions), and they are not in competition with their male
counterparts (Papanek, 1971). Since the home is considered a woman’s domain there are

‘Home Economics’ colleges exclusively for women to prepare them for their roles as

housewives.
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Even after completion of their training and education many women do not
participate in the labor force. One reason for their low participation is the division of the
labor market along gender lines, another is a mismatch between education/skills and job
opportunities and most importantly marriage (Hayat, 2007). Marriage takes precedence
over a career (Papanek, 1971).

Although commonalities exist Pakistani women are not a homogenous group;

women’s autonomy is a reflection of local culture and there are differences depending on

ethnicity, region and clas‘s (WinkVist & Akhtar, 2000). Punjab is relatively more liberal
than the other provinces (N.-W.F.P or Sind and Baluchistan). Punjabi and Mohgjir
women, especially those living in urban areas, enjoy greater freedoms in autonomy,
mobility and opportunity and a relatively higher percentage lcomplete their education and
many pursue careers (Mumtaz & Salway, 2005). Labor participation is greater for
economically disadvantaged women in both rural and urban areas. However, because of
their lack of education these women are generally employed in poor paying labor work
such as domestic help or municipal cleaning in urban areas (Papanek, 1971). The overall
consensus is that a woman’s place is her home and working outside their home may
damage their ‘reputation’ and ‘prestige’ (Papanek, 1971).

3.4.2.1 Gender roles. Pakistan has a patriarchal society. Men have greater
authority in most spheres of life and women play a dependent role. This dependent role is
fostered by limiting women’s autonomy. Limitations on autonomy are defined by purdah
and izzat and implemented by patriarchy making women socially and economically
dependent on men. Jejeebhoy and Sathar studied a sample of Pakistani Punjabi women in

2001 and found that Pakistani women have limited authority over most of the family’s




decisions such as choice in marriage, economic decisions and even seeking healthcare.
Very few women choose their partner and matches are generally arranged by family
members (Jejeebhoy, 2001). Their autonomy is particularly limited when it comes to
economic