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Overview


Awareness of the need for gender sensitive policies and principles of service has increased over the last decade.  In light of this, the Women’s Mental Health Action & Research Coalition (WMHARC) initiated the following research to examine the implementation of such policies throughout Ontario.  Where gender sensitive policies and principles were not in place, barriers to their implementation were identified.  This research included a survey, individual interviews, a focus group, and a teleconference.


Of the 82 community mental health organizations who responded to our survey, 35% have formal gender sensitive principles of service, policies, and programs in place.  A further 11% of respondents foresee a move on the part of their organization to create such principles, policies, and programs.  However, many respondents were supportive of the need for the creation of models of gender sensitive principles of service.


This research indicated that the main barriers to the implementation of gender sensitive principles of service and policies are as follows:

(Insufficient funding

(Emphasis on generic service delivery and needs of “individuals”

(Prevalence of medical model of women’s mental health

(Lack of concrete examples of gender sensitive principles of service

(Confusion about what counts as “gender sensitivity”

(Under – participation of women survivors/consumers in defining their own healing process and/or programs.

(Geographic isolation and the need for a support network


Teleconference and workshop participants echoed the views of survey respondents.  Both expressed a need for networking and coalition building among women survivors/consumers and service providers.


As a result of this study, the following recommendations have been made for future action and continued research:

(Networking strategies to counter isolation and disconnection

(Initiatives to increase the participation of women survivors/consumers at all levels of the mental health system

(Initiatives that bring together women service providers from the three fields of anti-violence work, mental health, and addictions.

(Creation of a model of gender sensitive principles of service/policy.

(Education and training materials which “translate” gender sensitive principles of service and policy into practice.

(Initiatives which explore bridging services which have radically different values

(Creation of a “Women’s Wellness Centre” based on a feminist and cultural relational model of interaction.

Barriers to the Implementation of Gender Sensitive Policy & Principles of Service

In Ontario’s Mental Health System


In 1993 the Ontario Provincial Government announced a plan of mental health services.  This was followed in 1999 by the release of “Making it Happen.”  Which further details implementation plans for the delivery of community based mental health services and supports.  This ongoing reform involves shifting primary responsibility for the delivery of mental health services away from hospitals and on to community mental health organizations.  While certain aspects of this reform were applauded within the feminist community, there was a concern that an emphasis on “people,” undifferentiated by gender and social location, might eclipse the mental health needs of women.


Feminist inspired critiques of the mental health reform were presented to the government.  In particular, the 1994 Ontario Federation of Community Mental Health and Addictions Programs’ Working Group on Women’s Issues in Mental Health and Addictions, wrote an in-depth discussion paper entitled “Why We Need to Change Mental Health Services to Meet the Needs of Women.” This discussion paper argued the need for gender sensitive principles of service and policy in the mental health system.  These would include a recognition and response to violence; sensitivity to diversity; reducing access barriers; and a women centred approached and emphasis to wellness.  The paper builds upon a decade of feminist research which documents the relationship between oppressive social realities and women’s mental health.


It is well established that as a result of differing socio-political positions, women’s needs often differ from those of men.  The mental health concerns of women are intimately related to their daily lives, relationships, and responsibilities.  These are influenced by a social structure where there is a perceived difference between men and women in terms of roles and power.  For example, women typically have a disproportionate responsibility for care giving (Cogan, 1998).  Another example of this can be seen in the staggering statistics surrounding the occurrence of sexual and physical violence within women’s lives (Ristock 1995; Hartung 1998; Mowbray 1992; Owens-Manley 1999; Prior 1999; Walsh 1994; Campbell & Raja 1999; Dykeman 1999).


It must not be overlooked that mental health needs vary amongst individual women as a result of multiple forms of oppression, including racism, homophobia, ageism, ableism, and poverty (Allen 1997; Bauer & Rodriguez 2000; De La cancela et al. 1998; Garnets 1993; Greene 1995; Hays 1996).  Power imbalances between women can also occur.  Principles of service and policy must take into account the reality of the ‘interlocking oppressions’ faced by women.


The repercussions of ignoring the differential mental health needs of women have been well documented (Caplan 1997; Fischbach & Herbert 1997; Brown 1995; Dennerstein 1993).  These include more costly services such as repeated hospitalization or inappropriate medication use, and an inability to access services.  As well, ‘gender neutral’ policies in mental health targeting the treatment of ‘mental disodrders’ often lead to gendered outcomes (Quinn 1996; Oss, Yennie & Birch, 1998; Turner & Avison 1998; Walters & Denton 1997).  For example, in contrast to men, women are frequently diagnosed with and treated for depression without consideration for their social location or life circumstances.


In their 1999 document “Making It Happen Framework,” the Ontario Provincial Government acknowledges that:

The needs of consumers which pertain to age, gender, sexual orientation, limitations and/or challenges (physical, developmental disabilities, medical 

issues), language, culture, race, economic standing, creed, education, past or present experiences (substance abuse, sexual abuse, violence, homelessness, involvement with the forensic system etc.) will be incorporated into service delivery (Making It Happen Framework, 4).


Despite the commitment of the Ontario Provincial Government to integrate a gender analysis into principles of service within the mental health system, efforts on the part of the members of WMHARC to promote women’s concerns have been met with resistance.  This resistance lead to the following research questions.  Are gender sensitive principles of service and policy in place within community mental health services throughout Ontario?  If so, do these principles and policies address issues of violence, racism, and poverty in women’s lives?  If such principles and policies are not widespread, what are the barriers to their implementation?


To this end, three primary objectives were established for this research.  The first was to establish whether formal gender sensitive principles of service and policies are in place within community mental health services throughout Ontario.  Second, where such principles of services and policies are not formally in place, to identify the barriers to their implementation.  Third, to establish a connection with female service providers, consumers, and policy makers in the mental health and addiction fields in an effort to create a province-wide network.  This network would advocate for mental health services for women as well as make recommendations to overcome identified barriers to the implementation of gender sensitive policies and principles.


The underlying principles of this research is that women’s mental health needs differ from those of men.  Therefore principles of service and policies which acknowledge this difference are necessary for the adequate service of women’s mental health needs.  While gender sensitive principles and policies a lone are not enough to ensure that women’s needs are met within the mental health system, they are a necessary prerequisite.  They may function as a formal commitment to the on-going process of integrating “gender sensitivity” into an organization’s services and operations.


For this research, WMHARC a) conducted a survey of community mental health services in Ontario, and b) organized a province wide teleconference addressing these issues.

Methodology


In an effort to identify the barriers to the implementation of gender sensitive policies and principles, community mental health organizations throughout Ontario were surveyed.  This was accomplished by creating a brief five page questionnaire consisting of both closed and open-ended questions where participants were invited to elaborate upon their answers if so desired.  See Appendix A for a copy of the survey.  Questionnaires were sent to participants though both Canada post and electronic mail.


The survey was originally composed by women service providers, consumer/survivors, and activists who attended a preliminary WMHARC planning meeting.  In the survivors and women mental health service providers outside of WMHARC.  This was accomplished by holding a focus group with 9 women survivors/consumers of mental area and represented a diversity of backgrounds, including race, class, sexuality, and disability.  See Appendix B for the format of the focus group.


Furthermore, in the development of the survey, open ended interviews were conducted with 5 women service providers from an array of community mental health organizations.  Interviews were seen as an opportunity to identify and discuss issues of importance.  Please see Appendix C for a copy of the interview format.


The survey was sent to two hundred and eighty community mental health organizations throughout Ontario.  The same included 150 members of the Ontario Federation of Community Mental Health Services.  The remaining 130 participating organizations were selected via networking and extensive internet searches.  In addition to community mental health organizations, all seven psychiatric hospitals as well as nine PAC teams in Ontario were included in this study.


The same consisted primarily of community mental health organizations that provide service to both men and women.  Only 10 organizations who responded serve women only.  The initial sample included community mental health organizations and hospitals that provide services to racially and ethno/culturally diverse communities as well as organizations serving rural, working class/poor and lesbian/gay/bisexual populations.


Eighty two of the 280 Ontario organizations targeted responded to the survey (29%).


The survey was also sent to 120 mental health organizations across Canada in an attempt to compare the use of gender sensitive policies and principles in different geographical locations.  However, as only 18 of these surveys were returned, this section of the study was not completed.


Through teleconferencing and a workshop, a round table discussion of issues arising from survey data took place.  All survey respondents were invited to set up satellite sites for the teleconference.  Representatives from 9 community mental health, addictions, and consumer organizations accessed the teleconference from 6 sites within Ontario:  Sudbury, Toronto, Peterborough, Windsor, Chatham, and Ottawa.  Four guest speakers; Lynne Raskin, acting as moderator, Linda, Hawkins, Lori Hawkins, Lori Weldon, and Anne Oakley, joined 10 London members of WMHARC to facilitate discussion.  For speakers biographies please see Appendix D.  Thirty eight women participated in the teleconference/workshop.

Research Findings

Focus Group and Service Provider Interviews

Responses from participants in both the consumer/survivor focus group and the service providers’ interviews were similar.  The following themes emerged during this phase of the study:

· Inadequate attention is paid to the links between violence and mental health concerns.  Violence affects women’s lives, relations with others, ability to access mental health services, and sense of self.

· The predominant view within the mental health system is the medical model. This model explains “mental illness” in biological or neuro-chemical terms and discounts social, political, and systemic influences.  Furthermore, this model promotes stereotypes and presupposes a mind/body dichotomy reducing individuals to their diagnostic label.  Treatment is often limited to pharmaceutical aids.  Oppressed women are often further pathologized under the medical model.

· When women made an attempt to control their treatment, they were often labeled as ‘hysterical’ or ‘unbelievable’.

· Physcial health problems of women with mental health issues are often ignored or trivialized.  The connection between their physical health and their mental health is often obscured.  At times, physical complaints are ignored or seen as a symptom of mental illness

· Over-medication is a problem for many women.  This is in part due to the use of pharmaceutical drugs to treat mental illness.  One woman consumer/survivor forcefully stated:  “It’s ironic that they break us of addictions to drugs and alcohol, only to get us addicted to meds.”

· Caught between economic & mental health systems, women consumer/survivor are often encouraged to remain dependent on the welfare system, e.g., being well enough to work can result in lost befits.  This system does not encourage ‘mental health.’

· Mental health professionals often ignore the importance and effects of relationships in women’s lives.  Relations with children, partners and parents impact both women’s mental health needs and their ability to access services.  In addition, homosexual relationships are often ignored by mental health professionals.

· Women’s feelings of isolation are often amplified within the mental health system.  A sense of isolation originates from the following sources:  societal stereotypes about mental health resulting in stigmatisation; inadequate services; services not being provided in women’s dominant languages; remote living situations; and a lack of transportation.

· Safe, affordable, and supported accommodations are difficult to find.  Women’s only residences rarely exist and those that do are often not available to women who have children.  Residences that house both men and women do not pay adequate attention to the safety concerns of female residents.  

· Service providers emphasized the need for the widespread education of policy makers, service providers and consumers regarding the unique mental health needs of women.  Such training needs to include information about socio-political influences which give rise to mental health concerns.

Survey

The following information and statistics have been compiled from the 82 completed surveys.

Gender Sensitive Policies and Principles

· 29 out of 82 (35%) of respondents reported that gender sensitive principles of service were in place within their organization.  24 our of 82 (29%) have formal gender sensitive policies in place.

· Organizations that had gender sensitive policies and principles of practice in place often did not formally recognize violence and/or oppression within these.

· Of the 29 organizations that have formal gender sensitive principles of service, the following address forms of violence and/ or oppression:  violence (93%); stereotypes (89%); poverty (83%);  racism  (76%); homophobia (69%); ableism (65%); and ageism (65%).

· Of the 24 organizations that have formal gender sensitive policies, the following address forms of violence and oppression:  violence (79%); stereotypes (79%); racism (63%); homophobia (58%); poverty (58%); ableism (58%) and ageism (58%).

· Only 11% of those who do not have gender sensitive policies and principles contend that there is movement towards the creation of these within their organization.

Barriers to Implementation

· Using the survey categories, respondents observed barriers to the implementation of gender sensitive policies and principles as follows:  inadequate funding 49%; perception that women’s needs are addressed in generic programs 38%; inadequate gender equity training for service providers, policy makers and program developers 30%; and the perception that women’s needs do not differ from men’s 23%.

· Additional barriers that were identified include limited time; limited personnel; failure of consumers to voice their needs; maintenance of the status quo; and lack of models for gender sensitive policies and principles.

Threats to Existing Gender Sensitive Policies and Principles

· Respondents indicated that the following are threats to existing gender sensitive policies and principles:  inadequate funding; the belief that women’s needs were met by generic programming; government prioritized funding for gender neutral services; funding cuts to programs using feminist, and/or anti – oppression models; a lack of gender analysis and equity education/training ; and a lack of human resource and time.

Services for Women

· 66% of our respondents concur that the needs of women accessing their services differ from the needs of men

· 12 out of  82 (15%) of respondents stated that their organization does not have women-specific programming.  85% of organization sampled have at least one program for women.

· 32 out of 82 (39%) of respondents believe that their program is effective in meeting the needs of women.

Recognition of Abuse in Intake Process

· Only 76 out of 82 (93%) of respondents replied to questions about their intake process.  72% include abuse screening as part of their intake.  Of these organizations, 40% do not have formal gender sensitive principles of service or policies.

· The remaining 21 of 76 (26%) of respondents have an intake process that does not ask about violence and/ or abuse.  Of these, 18 of 21 (86%) do not have gender sensitive principles of service of policies.  Only 3 of 21(14%) have women – specific programming.

Consumer/Survivors Role in the Development of Policies, Principles, and Programs

· Most community mental health organizations indicated that women consumer/survivor play a limited role in the development of principles, policies and programs.  This extended to decision making regarding the daily operation of services.  Participation was often limited to representation of a single consumers/survivors on a board of directors; and or feed-back via monthly or yearly questionnaires.

· Some respondents were not certain whether consumer/survivors had any involvement in their organization.

Future Programs and/ or Policies Needed to Meet the Needs of Women

· Community wide gender equity training and education

· Creating of and /or use of alternative to the medical model

· Creation of a women’s clinic or centre

· Mandating the use of an anti-violence perspective in the development and implementation of programs and policies

· Development of policies addressing diversity issues

· Provision of child care and respite care programs

· Creation and implementation of women-only groups and programs

· Increased housing options for women

· Adequate funding for women’s programs

· Creation of further trauma programs

· Creation of employment programs

· Programs developed for single mothers

· Development and maintenance of long-term community based individual counseling

· Integration of services

· Provision of transportation to programs

Additional Comments

· The survey provided room for respondents to elaborate on concerns.  One theme that emerged was that service providers, like women survivors/consumers, experience isolation.  Many feel disenfranchised within the mental health system.

Respondents voiced an interest in connecting with other service providers and women consumer/ survivors to discuss issues regarding women’s mental health. To this end, 67 of 82 (81%) respondents chose to participate in a WMHARC network.

Teleconference and Workshop

The following themes arose from the teleconference and workshop:

· The need for collective strategizing on the part of women.

· The importance of the place of feminist goals and practices in mainstream mental health needs to be stressed.

· Institutionalized racism and classism create a barrier for some women.  Service providers need to examine the power that is held both by their position and their organization in order to eradicate these barriers in an attempt to create better access for women.

· Isolation of both rural and urban women creates barriers to accessing services.

· Awareness of the barriers faced by native women within the mental health system and society. 

· Women consumer/ survivor involvement crucial to effective mental health services.

· Women consumer/ survivor involvement crucial to effective mental health services.

· The medical model of mental illness often reduces people to their “diagnostic label” and fuels stereotypes.

· The feminist relational/ cultural model needs to be introduced into the mental health system.  This client centred model encourages women to take control of their mental health and the services that they access.  It promotes equality between the client, her therapist, and other team members.  Mental health providers are required to be self reflective and critical of their relationships with their client.

· There is a need for consumer/survivor driven economic development programs.

· It is important to recognize the vulnerabilities of women within the sex trade and how their needs are not met by mental health and addiction services.

· Women’s basic needs are often not met within the metnal health system.

· There is an urgent need for mainstream mental health and addiction services to understand the impact that poverty, isolation, and trauma have on the mental health of women

· Workshop participants generally agreed that gender sensitive policies are important, but insufficient for institutional change if they are not acted upon and integrated into the everyday practice of providing mental health care.

· There is a need for a holistic model of mental health.  A holist mental health model would:

· Challenge and enhance the medical model of mental health and treatment.

· Increase women consumer/survivor involvement in all areas of mental health services.

· Respect the diverse origins of women

· Situate mental health concerns within contexts of gender, race, class, sexuality, disability, age, oppression and the everyday relations women experience

· Recognize the differential power/privilege that exists amongst women

· Address the isolation experienced by both urban and rural women

· Support community economic development

· Advocate and create safe women- only residences mental health system.

Discussion

One theme emerging from this study is that there is ambiguity as to what constitutes “gender analysis”.  There was also a lack of consensus on the required content of gender sensitive principles of service and policy.


Gender sensitive principles, programs, and policies are not widespread in Ontario.  Although 66% of respondents agree that women’s mental health needs differ from the mental health needs of men, only 35% of respondents have formal gender sensitive principles of service and policy in place.


Reasons for the absence of gender sensitive principles, policies and programs were most often attributed to insufficiencies in funding, human resources, and time.  One respondent indicated that since mental health reform was introduced, there have been so many changes required of organizations that there was little time to devote to gender issues.


Some respondents suggested that the presence of women specific programming negated the need to integrate gender analysis throughout an organization’s programs.  Other respondents voiced concern that attention given to the gender specific needs of women automatically conflicts with an organization’s ability to address the gender specific needs of men.  There was also concern that by focusing on one form of analysis other issues would be lost, e.g., the effects of racism, poverty, and homophobia.  However, such an analysis involves looking at consumer/survivors from a client centred perspective.  This takes into account differences between individuals as well as their similarities.


If organizations are to adopt gender sensitive policies and principles a clear definition of gender sensitivity and analysis needs to be developed and disseminated.  This will lead to greater consistency throughout mental health organizations in Ontario.  


A second key theme emerging from this study is the prevalence of “generic” rather than client centred and/ or gender sensitive approaches to mental health services.  This approach is supported by a medical model of mental health which classifies mental illness without taking into account individual and societal factors.  From this approach, ‘illnesses’ are often portrayed as ‘best practice’.  Women and men who share a diagnosis are often portrayed as having more in common than not.  This was illustrated by some respondents reporting that their organization “prided itself” on providing mental health services regardless of gender.  This was perceived as “equitable.”


One way in which some respondents have included the needs of women in their programming is by including screening for abuse and violence in intake processes.  Many organization that included this in their intake process also had in place gender sensitive policies and principles.


Survey respondents repeatedly stated that the creation of women specific programming is dependent upon female consumers identifying the need for such programs as well as advocating for their creation.  However, many women who use mental health services are unable to identify or voice their concerns while involved in the system.  The ability of women consumer/ survivors to identify and voice gender specific needs might be enhanced if they are positioned within a upport network of consumer/survivors and service providers.  This emphasizes the importance networking and supports the involvement women consumer/survivors in program development processes.


Effective change within the mental health system cannot occur without significant involvement and leadership from women consumer/survivors.  However, systemic and societal constraints often prevent consumer/survivors from becoming involved.  For example, the perception that women consumer/survivors are incapable of acting and/ or speaking on their own behalf, undermines the credibility of women and leads to a dismissal of stated needs and opinions.


Although the Ontario Government stresses the need for a gender analysis in the development of the principles, policies, and programs, several respondents stated that government funding is applied to generic programming over that which is gender specific.  Thus the government’s contradicts itself by promoting sensitivity to gender, race and class while refusing to fund organizations which integrate his as part of their infrastructure.  The dichotomy of this stance serves as a barrier to the implementation of gender sensitive policies and principles.


While the survey was a useful tool for establishing a network of individuals and organizations concerned about women’s mental health services, respondents wrote very little outside of the contained questions.  The questions did not elicit in-depth responses.  Respondents who indicated that gender sensitive policies and principles were in place within their organization were contacted and asked and asked to forward a copy of these.  Only two did so.  Other respondents sent only their organization’s pamphlet.


Critiques were received regarding the researchers’ presumption that gender sensitive policies and principles are needed.  Survey respondents were not asked whether they believed a gender analysis is necessary before they were required to identify barriers to implementation.  Despite the fact that previous research establishes the importance of gender sensitivity in the creation and implementation of policies and principles, it is important to ask respondents directly whether they see a need for this.  A reluctance to acknowledge the need for gender sensitivity is in itself a barrier to the implementation of such policies and principles.


The relatively low response rate to the survey may have been in part due to inopportune timing as this portion of the research was conducted in the summer.  It is important to note that research findings are restricted to the number of responses received.  Lack of willingness to participate/respond is an intrinsic barrier in itself.

Conclusion


Women are the primary consumers of mental health services.  Gender sensitive principles of service and policy are not widespread, and movement towards their implementation is slow at best.  Women consumer/survivors and service providers are voicing the same needs today that have been voiced over the past decade.  These needs are as basic as to secure funding for women’s programs, child care, and transportation.  These findings further substantiate recommendations made by the Canadian Mental Health Association – Ontario Division.  As well, these recommendations reflect many of the Ontario government’s strategies for mental health implementation made in the “Making It Happen” document.


Gender sensitive policies and principles within organizations are the first step to meeting these needs.  Such policies and principles acknowledge and show an organization’s commitment to the specific needs of women.  (1996).  If the Ontario Government were to mandate these policies and principles, rather than merely recommend them, it would serve as a catalyst to their creation and implementation.


Further research is needed in this area so that the opinions of women consumer/ survivors can be heard.  Phase two of this research, the Kitchen Table Project, will involve a series of 22 focus groups held in communities throughout the province so that women can identify their needs and concerns as consumers in the mental health system.  Information gathered will also focus on the strengths and weaknesses of the current mental health system in meeting women’s mental health needs.


Both phases of research will foster and strengthen a province – wide network of consumer/survivors, service providers, and community organizations.  This is vital to information dissemination and the creation of a provincial voice advocating for gender sensitivity in mental health.  Such a network will help to develop initiative that bring women service providers together from the fields of anti-violence, mental health, and addictions.


Based on Phase One and Phase Two, the third phase of this research will focus upon the creation of a model of gender sensitive policies and principles of service.  This will be distributed across Ontario.  Training materials will also be included.
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Appendix A

Survey

Women’s Mental Health Action & Research Coalition

Identifying the Barriers to Gender Sensitive

Policies and Programs in the Mental Health system:  Phase 1
Please return this questionnaire to us by July 14, 2000 or as soon as you are able.  If you have questions or concerns, please contact us at:  WMHARC@execulink.com or 642-7630.

We hope that you will take the time to complete this survey.  Your identity and the identity of your organization will be kept confidential n all stages of our research.  Your time and expertise are greatly appreciated!

The purpose of our survey is to acquire information regarding the prevalence and nature of gender sensitive policies and programs in mental health services across Canada.  Wehre such policies and programs are not in place, we hope to identify the type of barriers to their implementation, and thereby, the changes within the mental health system needed to address these barriers.

Part 1:  Preliminaries

What are the two or three most common forms of mental illness addressed by your organization?

Approximately, what percentage of your clientele are women? _______

Do the needs of women differ from the needs of men who access your organization’s services?

________ Yes


___________ No

Does your intake process ask about sexual abuse and other forms of violence?



________ Yes


__________ No

Part II:  Gender Sensitive Principles of Service, Policies, and Programs

Various research studies into women’s mental health have identified a range of issues central to the lives of women which impact women’s experience of mental illness.  These same studies have made recommendations for gender sensitive policy and program development in order to render mental health services more effective in addressing the needs of women.  “Gender sensitive”  approaches to principles, policies and programs typically take into account the following feature of women’s lives which impact women’s mental health needs ( this is not an exhaustive list):

a. Sexual violence and abuse

b. Reproductive/sexuality concerns

c. Primary responsibility for the care of children or the elderly

d. The centrality of relationships to women’s lives

e. Cultural, medical and psychiatric stereotypes of women

f. Language and literacy

g. Racism

h. Homophobia

i. Ableism

j. Ageism

k. Poverty

l. Inadequate shelter and homelessness

5.  Does your organization have documented or formal principles of service which reflect a gender awareness with respect to wmen’s mental health needs?

_______ Yes


________ No [ skip to question 7]

6. If you answered “yes” to question 5, which of the above listed features of women’s lives are addressed by your organization’s principles of service?

_______ All of the above

_______ None of the above

_______ The following features (please circle):  a   b   c   d   e   f   g   h   i   j   k   l  

_______ Other (please specify): ________________________________________

Does your organization have documented or formal policies which reflect a gender awareness with respect to women’s mental health needs?

_____ Yes



No [ skip to question 9]

If you answered “yes” to question 7, which of the above listed features of women’s lives are addressed by your organization’s policies?

______ All of the above

______ None of the above

______ The following features (please circle):  a   b   c   d   e   f   g   h   i   j   k   l

_______ Other (please specify):_______________________________________

What programs do you have in place which reflect a gender awareness with respect to women’s mental health issues? [ If none, skip to question 11].

Are your organization’s gender sensitive principles, policies, and programs effective in meeting the needs of women?

______ Yes



_____ No (Please clarify)

Does your organization promote the needs of women in any other particular way?

Part III:  Barriers to Implementation

If your organization DOES NOT have gender sensitive principles of service, policies, or programs in place at this time:

i.) Is there any movement in your organization towards the creation of principles, policies, or programs of this nature? _______ Yes _______ No

ii.) What barriers would you identify as making it difficult to promote and implement such principles, policies and/or programs? (Check all those items which apply):

_____ The perception that women’s needs do not differ from the needs of men

_____ The perception that women’s needs are adequately addressed by the general program

_____ Inadequate gender equity training or education of staff:  service providers, policy makers, program developers, etc.

_____ Inadequate program funding

_____ Other (please be as specific as possible):

If your organization DOES have gender sensitive principles of service, policies, or programs in place at this time:

i) Please identify any hurdles that your organization had to address in their implementation.  (Please be as specific as possible).

ii) Please identify anything which might pose a threat to the continuation of these gender sensitive principles, policies and/or programs.

Part IV:  Policy and Program Development

Please describe the extent to which women consumers of mental health services are or were involved in the policy development and program planning of your organization.

Please identify other ways in which women consumers of mental health services have played, or currently play, an active role in your organization.

Are you involved in mental health reform planning at any level (local, provincial, federal, etc.)?

______Yes
(Please indicate level:_________)

______No [skip to question 18]

If you are involved in mental health reform planning:  please describe the extent to which gender analysis, or an awareness of the mental health needs specific to women, is being integrated into policy.

Given adequate resources, what policies or programs targeted to the needs of women, would you like to see introduced within your organization, or the mental health system, as a whole (provincially or federally)?

Thank you for answering our questions!  Feel free to use the remainder of this page to 

expand upon or clarify any of your answers

Participant/Organization Profile

This profile is for research purposes only and will be kept confidential.

Please return this form with your questionnaire.

What is your position within this organization (e.g., are you a service provider, a program director, etc.)? _________________


How long have you worked with this organization?  ________________

What is your sex or gender?  Female _______    Male _______  Other _________

Number of years your organization has been in operation: ___________

What is the mandate of your organization?

Number of Full time employees:  ___________

Number of Part time employees: ___________

Number of Volunteers:  __________

How many of the above employees are women?  _______

How many of the above volunteers are women?  _______

Approximately, what percentage of your clientele is comprised of women? ________

Provide a brief demographic profile of the primary population your organization serves (in terms of sex, age, race, ethnicity, sexual orientation, disability, economic class etc.):

List the most common sources of referral to your organization’s services.  (Please rank 1st, 2nd 3rd . . . or N/A for ‘not applicable’):

Self  ________  Physician  __________  Other(s) (specify):  __________

Further comments (please use the back of this page):

Appendix B

Focus Group

Women’s Mental Health Action and Research Coalition (WMHARC)

Focus Group

May 5, 2000
Theme:  Barriers to adequate mental health services for women.

Statement of Purpose:  The purpose of this focus group is to ask you about your experiences as women consumers of the mental health system, in order to help us learn more about the following questions:


How does being a woman affect your mental health needs?


How well are you needs met by mental health services?


How might the mental health system change in order to meet your needs?

Focus Group Questions

Mental Health Needs

What life conditions affect your mental health?

Do you feel that being a woman affects your experience of mental health in any way?

Experiences of Mental Health Services

Which of your mental health needs HAVE been successfully met by the mental health system?

When/how has the system worked well for you?

Which of your mental health needs have NOT been met by the mental health sytem?

When/how has the system now worked well for you?

Changes to Mental Health Services

What would need to change in mental health services in order for you to feel that your mental health needs are being met?

Focus Group Participant Profile

1. How long have you accessed mental health services?

_____ Less than one year

_____ 1 to 2 years

_____ 2 to 5 years

_____ 5 or more years

2.  What type of mental health services have you accessed?

____ Psychiatrist

____ Community based mental health program

____ Hospital psychiatric care

____ Group Programs

____ Shelters (what kind)?

3.  Have you been diagnosed as having a mental illness?

____ yes ____ no  If yes, what type of illness? ____________

4.Have you taken medication for your illness? _____ yes ______ no

5. Age group (circle one):

[20-25]  [26-30]  [31-35]  [36-45]
  [46-55]  [55-65]  [65-75+]

6.  Do you have children?
____ yes ____ no


If yes, are you the child/children’s primary care giver? ____ yes _____ no

7. Do you have a disability? ____ yes _____ no

8. What is your race or ethnic background:  _______________

9. What is your means of economic support:  ______________

Appendix C

Interview Service Providers
1. Do the women who access your organization’s programs have needs that differ from the needs of men who access your programs?

2. A.  Does you organization have policy and principles of service which include sensitivity to issues (such as violence, sexual abuse, or poverty) which affect women?

B. If there is no formal policy or principles, are there informal rules of practice?

3. Are these principles of service, policies, programs effective?

4. Does you organization promote the needs of women in any other particular way?

5. What barriers would you identify as making it difficult to implement gender sensitive policies/programs OR to address the specific needs of women?

6. Do you see a need for gender sensitive policy, principles of service, programs?

7. Given adequate resources, what policies or programs would you like to see introduced within your organization or the Ontario mental health system as a whole, in order to meet the needs of women?

Appendix D

Tele-conference Leaders Biographies
Linda Hawkins is a psychiatric survivor who is employed as a support worker at a rural community mental health agency.

Anne Oakley is the Coordinator and a Psychotherapist at the Brief Psychotherapy Centre for Women in Toronto.  She was a founding member of the Coalition for Feminist Mental Health Services.  She has also worked for five years on the Provincial Advisory Committee for Mental Health in Ontario.

Lynne Raskin has been the director of a community based mental health services for eight years.  She is currently a policy analyst with the Ministry of Health and was the co-author of “From Margins to Centre”.

Lori Weldon is the HIV Program Consultant for Southwest Ontario at the centre for Addiction and Mental Health.  She has ten years of experience providing outreach, education, training, consultation and counseling with a dual focus on HIV/AIDS and addictions.

