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Overview


Phase One:  Barriers to the Implementation of Gender Sensitive Policy and Principles of Service in Ontario’s Mental health System (2001) highlights the need for and implementation of gender sensitive and specific policies, principles and programs throughout the mental health system.  In order that these are planned and implemented, service providers and consumer/survivors have stressed the need for women to have a voice within the current atmosphere of mental health reform.


In an attempt to provide a forum in which to hear women’s voices, a series of province wide focus groups and individual interviews involving seventy-five women were held throughout Ontario.  Each participant had or is currently using the mental health system and attention was paid to those who are normally overlooked, i.e., women living in northern or rural areas, francophones, women from diverse cultural communities and lesbian, bisexual and transgendered women.


The following areas were highlighted as concerns for women within the mental health system:

· Inadequate and insufficient services are provided through the mental health system for women particularly those living in isolated communities.

· Women often shift through a series of services and professionals before finding one that meets their needs.  However, for some women these choices are not available.

· Women’s service needs are relational in nature.

· Family doctors are often used as the main source of support.  Family doctors may not be informed about women’s mental health issues.

· Many women have adopted a holistic view of mental health that is largely unsupported by the current system.

· Individual assertiveness about one’s needs and strengths is the basis of being an informed and active participant within the system.  It is difficult to be assertive when in crisis.

· Psychiatrists often do not meet the needs of women.

· Poverty, stigma, a lack of information about mental health services and isolation are key barriers for women trying to access the mental health system.

· Although needed for obtaining services, the use of labels perpetuates myths and stigma.

· Women who use the mental health system have often been abused in childhood and or within an intimate relationship.

· Many women do not feel believed, respected, listened to, or taken seriously within the mental health system.

· Women are often treated with medications alone.

· Mental health reform has negatively impacted upon the services that women receive.

A series of recommendations have been developed as a result of this report.  Included are the following:

· Development and delivery of a training module about women specific mental health needs including trauma

· Provincial wide advocacy for women specific mental health services.

· Provincial wide visioning groups of the development of women’s mental health centers.

· Research directed from within communities examining the experiences of First Nations women in the mental health system.

Kitchen Table Project:  Evaluating the Experiences of Women 

within the Mental Health System Since Reform
Although mental health is within the jurisdiction of provincial governments, Health Canada’s (1888) publication of “Mental Health For Canadians:  Striking a Balance”  has acted as a guide for mental health reform.  “The policy’s three implementation strategies include fostering public participation, strengthening community health services and coordinating public policy.”
  These are reflected within the Ontario Government’s mental health reform strategies.


In 1988, the provincial government published the report entitled “Building Community Support for People:  A Plan for Mental Health Reform in Ontario”  (commonly known as the Graham Report).  This plan emphasized the need for consumers and their supports to participate in the planning, operation and evaluation of mental health services.  The report also stressed the need for mental health services to “become integrated and coordinated” so that the needs of “individuals with serious mental illnesses and their families be given first priority.”


Using the Graham Report as a basis for a thorough mental health reform strategy, the provincial government released “Putting people First”  (1993), “Making it Happen:  Implementation Plan for Mental Health Reform”  (1999) and “Making it Happen:  Operational Framework  for the delivery of Mental Health Services and Supports” (1999).  Ontario’s plan for mental health reform shifts responsibility for the delivery of mental health services onto the community.  Included in this plan is the development of comprehensive crisis support initiatives; emergency services; intensive services within hospitals; intensive case management services;  specialized services;  assertive community treatment teams (PACT) and mobile outreach teams.  A key feature of Ontario’s mental health reform strategy is improving access to the mental health system.


One component of mental health reform is a differentiation between levels of need.  The plan underscored the need for specialized services for the elderly and those with dual disorders as well as emergency and crisis services for individuals who are experiencing symptoms of a mental illness.  However, first priority in the delivery of mental health services is given to those diagnosed with a serious mental illness (SMI).  This designation is based on the level of disability or impact that symptoms have on an individual’s life; the persistence of the disorder including intermittent symptoms and a diagnosis classified as serious with the DSM IV Revised, e.g., schizophrenia and mood disorders.


Included in mental health reform strategies is a recognition of the need for gender sensitive policies, principles and programs.  The Women’s Issues in Mental Health and Addiction’s Programs Working Group (1994) strongly supported this recommendation noting that the creation and implementation of such policies, principles and programs would stress women specific needs and issues, diversity amongst women and women centred approaches to healing.  Despite this recognition, recent research surveying 82 mental health organizations throughout the province found that only 24 of these (29%) had gender sensitive policies and procedures in place within their organization.  Of the 58 organizations who did not have gender sensitive policies and procedures, “only 11% (6). . . contend that there is movement towards the creation of these within their organizations.”


Despite this, research clearly indicates that women are often oppressed within the mental health system.4 The intersecting oppressions of gender and mental illness combined with those surrounding race, ethnicity, class, sexual orientation, age ability and spirituality result in the inadequate and/or inappropriate provision of services and resources.
 
 
 This can result in a lengthened use of the mental health system 
  
, increased medical problems 
 
 
  and the feminization of “mental illness”.  12 
 
  
 
 
 
 
  In addition, women specific issues such as violence, trauma and post partum depression are often ignored, pathologized and/or misconstrued.  10 
 
 
 


Several additional barriers have been reported to affect women’s ability and/or willingness to access the mental health system.  These include a lack of transportation linked with geographical isolation 
; poverty 21 
 
 
 
 
, a lack of recognition of the unique needs of women from diverse cultural communities 6 7 
 
, homophobia or transphobia 
 
, fear and abuse and/or actual abuse from within the mental health system 
 
 and stigma.  
 
 
 
 


Stigma is exacerbated by labels given with diagnoses and effects women’s self esteem 
 
 38, education 16 12; housing 24 25 26 and ability to acquire and maintain a support system. 38 42 46  Due to stigma, women are often seen as unfit parents if they are labeled with a mental illness.38 43  Women experiencing an addiction (s) as well as mental health issues are at an increased risk of being stigmatized.


Fear of stigma has increased during mental health reform when obtaining needed services is often dependent on being labeled as seriously mentally ill.20 As a result, women often are viewed as nothing more than the label (s) they have been given. 44 45
One additional terrible consequence is that the label, developed tentatively and perhaps even (sometimes) applied in a humane fashion, is taken as if it represented total, unchangeable and absolute truths about human behaviour, motives and distress.31
This identity becomes integrated into women’s perceptions of themselves and can become their main source of self identification.31  When this occurs, women often limit their social activities to those connected to the mental health system.  This reinforces and maintains self labeling and does not allow for identifying development outside of this label.  It can also exacerbate external stigma, prejudice and abuse.


The current research is designed to collect information about the reality of women’s experiences within the mental health system and as a result of the mental health system.  This research will be used to assess the effectiveness of existing resources and services in meeting women’s needs.  The environment in which women receive services will be analyzed.  Further, this evaluation will build upon existing knowledge examining the impact of mental health reform on the services that women are receiving.


The results of this research will also serve as a collective voice of women throughout the province outlining their strengths, needs and concerns about the current mental health system.  As a result, participants will directly and indirectly become involved in mental health planning and evaluation.  Such involvement has been stressed in the Ontario Government’s plan for mental health reform.  Finally, this project will serve to create, maintain and strengthen a provincial wide coalition of consumer/survivors, supports and service providers (also recommended by Ontario Ministry of Health, 1999).

Methodology
Participants


Seventy-five (75) women throughout the province of Ontario participated in focus groups or individual interviews that focused on their experiences within the mental health system.  Women involved in the study came from diverse backgrounds including those living in rural, urban and northern communities (63), recent immigrants or refugees (7) (lived in Canada for less than 12 years), and those who identify as lesbian, bisexual and/or transgendered (5).

Distribution of Target Populations

All lesbian, bisexual and transgendered women as well as women from diverse cultural communities lived in urban areas.  Five (5) Francophone women participated in the study.  Participants were diverse in age as well as their length of involvement in the mental health system.

Length of Involvement

               in the Mental Health System

Age Distribution of Participants


In an attempt to hear women’s voices throughout the province, participants were gathered from a variety of geographic locations including Kenora (4), Schreiber (7), Marathon (4), Timmins (11), Sudbury (5), Smith Falls (7), Strathroy (12), London (13) Guelph (2) and Goderich (10).  Participants were recruited through postings placed in local mental health centers, hospitals, women’s services and addictions services.  Service providers in these agencies also directly advertised the groups through word of mouth.  Each participant gave informed consent to the use of data and examples collected in this report.

Focus Groups


Focus groups were held across the province during the months of October and November, 2001.  Whenever possible, two focus groups were held in each location.  Due to a limited number of participants, Schreiber, Marathon and Smith Falls each held one focus group.  Focus groups included between 3 to 6 participants and were 3 hours in length.  Please refer to Appendix A for a list of focus group questions.


Facilitators and on site supervisors were fully involved in the development of the focus groups through participation in two teleconferences.  Each teleconference also included members of the Kitchen Table Project Steering Committee and the project coordinator.  During the first teleconference, a discussion ensued regarding the barriers faced by women in the mental health system.  The strengths of the current mental health system were also discussed.  Special attention was paid to issues specific to those living in diverse geographical locations as well as those who may experience discrimination within the system due to sexual orientation, gender identity, race and/or culture.  Questions were developed during this teleconference to elicit information regarding both the strengths and barriers in the mental health system.


Four women participated in a pilot focus group held in London.  Throughout the group, women were encouraged to critique the focus group questions in terms of relevance, clarity and ability to elicit answers.  Women were also asked to pose questions that had not been included in the format.  With this information, focus group questions were finalized.

Facilitators


Focus groups were co-facilitated by women who have had personal experience in the mental health system.  For many facilitators, this provided employment, employment training, re-entry into the work force and an opportunity for personal growth.  Facilitators were recruited through mental health agencies, associated agencies and employment centers in each geographical location.  Facilitators were supervised by an on site supervisor who was a staff member of a local agency and acted as a liaison with WMHAARC.  Site supervisors and focus group facilitators were trained via teleconference.  Each focus group facilitator participated in an individual interview using the focus group questions as a guide.  The purpose of this was to allow the facilitators to fully participate in the project and share their personal experiences as well as become familiar with the role of the participants.

Individual Interviews


Due to multiple barriers to participation, multicultural as well as lesbian/bisexual and transgendered women preferred to speak individually with the primary investigator.  Despite the number of individuals representing these individuals was very small.  Barriers to participation are explored in the discussion section.  Individual interviews used the same questions as the focus groups and lasted between 1 hour and 1 hour and 45 minutes.  Interviews took place in participants homes or at a community health center in London.

Personal Information Forms


All participants and focus group facilitators in the study were required to fill out a personal information form.  (Please see Appendix B for a copy of this form which was used to gather basic information about participants as well as participant’s personal definitions of mental health.)  In addition, participants were asked whether services provided through the mental health system had supported their definition of mental health.

Analysis


Each focus group and individual interview was audio taped and transcribed.  Through the use of open coding and conditional/consequence matrices, qualitative analysis was used to draw out themes within the information gathered.  Micro and macro conditions present within the mental health system were linked with the themes gathered from the data.  These were then connected back to available research.


Individual definitions of mental health were separated into two categories:  medical and holistic.  Those designated as medical defined mental health from a disease model perspective, e.g., “mental health means being sick in your head”.  Those that were assigned to the holistic category pointed to the connections between the mind, body, spirit, emotions and social environment.  For example, one woman wrote that “mental health means being at peace with oneself and having harmony in all aspects of my life.”  Definitions were compared with length of involvement in the mental health system and overall satisfaction.

Results

Services used By Participants

	Women have to shift through many services and professionals before they find one that meets their needs.  Many women state that even when they find a professional whom they can work with, building trust takes time and consistency of service.


Participants used between 1 and 12 services each.  The majority of participants used between 2 and 4 services during their involvement with the mental health system.  At times, these services were used concurrently but more often than not participants used each service consecutively.  The number of services used by participants were similar regardless of the time they had been involved in the mental health system.  The services used include both traditional mental health services, e.g., hospitals and the Canadian Mental Health Association, and related services including addictions services, sexual assault centers and shelters.  Ninety percent (90%) of women were not satisfied with services received from psychiatrists.  Reasons for this dissatisfaction included feeling unsupported and/or judged; being seen as a label and not as a person; being given an inadequate amount of time during appointments and being treated with medications alone.  As a result, many women sought assistance separate from or in addition to psychiatrists.

	“You  have to say what you want and what you need from people or you will not get your needs met.  You have to seek professionals yourselves if you want something.”


Several women stated that they had to be 

assertive within the mental health system in order to get their needs met and receive the services that they needed/wanted.  Instead of receiving referrals, women often had to seek out professionals and services themselves.  This was especially true if the services they were seeking were alternative and/or non-medical.  Financial barriers and long waiting lists often prevent women from obtaining the assistance that they need or would like to receive.

	“I ended up having to go out of  town for service.  Not because there are no doctors here.  I just couldn’t find one that worked for me.”



Women also indicated that they were often reluctant to seek a second opinion due to fear of losing the help that they  had already secured.  Three women spoke of incidences where searching for a second opinion had been met with opposition and even anger from the original psychiatrist or mental health worker.

Participants Definitions of Mental Health

	A higher number of participants defined mental health holistically than those who defined it from a medical model perspective.  Although support for this definition seems to be rising, many women do not feel that they receive services reflecting this change.



Of the 56 participants that responded to this question, 37 individuals provided holistic definitions of mental health whereas 19 participants provided medical definitions.  (Please see Appendix C for women’s definitions of mental health.)  Then length that individuals were involved in the mental health system may have affected their definition of the term “mental health.”  Eighty one percent (81% or 22O of those who had used the system for 10 years or less defined mental health in a holist manner.   Only 52%(15) of those who have used the system for more than ten years used this type of definition.            

	“Feeling at “home” within yourself. Believing in yourself and not being looked down upon.  Believing in yourself as equal to others.”
	  However, 48% (14) of those who have

    used the system for over 10 years          


	“Sometimes it helped me.  The medicine did.”


 defined mental health using a medical model whereas 19% (5) who had used the system for 10 years or less did the same. Of those who provided holistic definitions, 21 (58%) believed that the mental health system did not provide service that supported their defintion; 9 (24%) felt that the service provided met their definition and 7 (19%) believed that whether the service was provided that supported their definition was dependent on the situation and the service provider. 

	“People who suffer from depression, anxiety and panic attacks.”
	These results differ from those who provided 


medical definitions.  Two (10%) felt that the service provided did not support their definition; 16 (84%) believed that the service provided coincided with their definition and 1 (5%) believed that this was situational in nature.  

Perceptions of Help

Based on Definition of Mental Health

	“The mental health system seems to think they know better than I know myself.  The system needs to listen to us.


According to participants, the mental health system is currently more supportive of holistic definitions than in the past.  Thirty-six percent (36% or 8) of women who have been in the mental health system for 10 years or less reported that the system supported their holistic definition of mental health.  This is compared to only 16% (3) of individuals who had used the mental health system for 10 years.  Comparatively, 50% (11) of participants who have used the system for 10 years or less felt that the system did not support their holistic definition and 15% (3) felt that this definition was supported only some of the time.  This differs from 73 % (55) of individuals who have  used the system for more than ten years and feel that their holistic definition of mental health has not been supported throughout this time.  Whether this is due to a higher number of external referrals or a change within the mental health system cannot be concluded from the material gathered.

Holistic Health

	The longer women use the mental health system the more likely they are to adopt a traditional definition of mental health.  This is supported through the use of medications to control both symptoms and individuals.



Of the 75 participants, only 11 (15%) believe that the treatment that they have received within the mental health system has been holistic.  Forty-one percent (41% or 31) state that their only treatment has been in the form of medications whereas 44% (33) believe that they have received both emotional support and medications.  Women often felt that they had to fight to receive more services than were offered.

Degree of Holistic Treatment

Respect for Personal, Spiritual or Cultural Beliefs

	“I find that the system itself is still more prone to English.  Sometimes, like myself, when I write about emotions or anything like that or talk about myself, I express myself in French.  And sometimes I am not able to do that in a structured system.”


Of 38 respondents whose first language was not English, 18% (7) of women were able to use their own language within the mental health systems.  Many of these were Francophones who were living in communities with a high likelihood of hiring bilingual staff.  For many, first language counseling were not available when participating in group activities within a facility.  Women stressed the need for this to be made available regardless of the service (s) that they are accessing.

	“This place encourages you to speak French if it is your language.  But when you live in a group home  you are often not allowed to even watch a TV program in your own language.”



Twenty-one percent (21% or 8) were able to use traditional healing methods within the system.  This included a recognition and respect for alternative medicine; the ability to speak about one’s spiritual beliefs; the use of personal beliefs and traditions within counseling and referrals to nontraditional practitioners.  

	“I did not really feel that cultural needs were met within the mental health system.  Personal beliefs did not enter into the equation.  They seem to just wash over this.”



Sixty – one percent (61% or 23) of respondents felt that there was a lack of recognition of personal/cultural beliefs and/or traditions within the mental health system.  This included a lack of recognition of the role of spirituality in healing; inappropriate, inconsistent or nonexistent use of interpreters; a lack of recognition of cultural values, roles or community dynamics and a lack of respect for individual desires or beliefs.

Feelings of Validation and Respect

	Many women speak of their psychiatrist as someone who just “dished out the medication.”  In general, women state that their psychiatrists do not listen to them or believe them; will not accept any information from women regarding alternative treatment options; have extremely time limited slots during which they ask form questions; and do not allow time for women to talk about what they need to or want to. Women stressed that many interventions were based on needs and problems defined and perpetuated by the mental health system and not by the women themselves.


Overall, women reported a lack of validation from psychiatrists.  Of those who felt validated part or all of the time, validation came when using services other than psychiatrists.

	“I would definitely say that I feel believed and listened to.  The mental health workers that have talked to me have taken me seriously.  There have never been any judgements or anything.  They have backed me up completely – even when I have doubted myself.



Of the 75 respondents, 40% (30) felt validated within the mental health system.  This feeling often came after women had seen several professionals or been to many services.  Feelings of validation were the result of feeling respected, listened to, connected, reaffirmed, believed and cared for.  Many women felt validated in the program or with the counsellor that they were involved with at the time of the project.  However, many had been involved with multiple services prior to their present arrangements.  


Women in rural areas were more likely to state that they felt validated in their relationship with their counselor than those in urban areas.  These women have more opportunities to develop long term relationships with service providers.  However, this does not transfer to their relationships with psychiatrists who tend to provide inconsistent services in rural areas.

Feelings of Validation within the Mental Health System

	“The nurse treated me as a very incompetent person, which I am not.”


Twenty-six percent (35% or 26) of women did not feel validated in the system.  Many reported having experienced abuse within the mental health system; professionals not listening to their needs or choices; having their needs defined by the mental health system; being given medication to control them; and not being given adequate time with their service provider.


Some women (25% or 19) stated that they felt validated 50% of the time.  This was often situational and dependent upon the service provider.

	There was this one nurse who used to talk to me all the time.  I think that she really believed me and believed in me.  But the other staff wouldn’t give me the time of day.  When I tried to talk to them, they were often rude and belligerent.


Feminization of Mental  Illness

	Women’s reactions, physical illnesses and mental illnesses were often feminized within the system.


	“I was just diagnosed with full fledged menopause. When I talked to my worker said “oh so that has been your problem with your depression.” So the minute you are diagnosed with menopause that is it.  You can say that all my problems are stemming from that.  Never mind that I have been in violent relationships right from when I was a child.”



Several women reported being told that they were overreacting or being melodramatic in their emotional response to a variety of situations. Some believed that the concerns they presented were dismissed by doctors as just a “women thing.” One woman was asked to leave a hospital because she was wearing makeup and therefore did not look the way a depressed women “ought to look.”  While 8 women stated that specific emotional reactions related to biology were ignored, e.g., to menopause, post partum depression or menstruation, others felt that their mental health concerns were minimized and believed to have strictly a biological basis.

	“I went to the hospital one time and said that I really needed a rest. The doctor would not admit me.  He just kept talking about how nice I looked with my lipstick on and all of that. . . And I find that you are judged sometimes when you are that way (mentally ill).  That they think that women (who are depressed) are a mess and they don’t clean their hair and they don’t do this and they don’t do that.”


Availability of Women Specific Services

	Women do not feel believed, listened to, taken seriously or respected within the mental health system. The number of those who felt this way increases when they try to speak of women specific issues.


	“At the (trauma specific agency) . . . I felt listened to. My counselor seemed to understand how the violence I had experienced would affect me. And she had training to help me deal with these issues.”



Of the 75 women responding to this question, 6 (8%) said that women specific services were provided.  Many of these women spoke of non-traditional services, e.g., women specific mental health counseling, residential addiction treatment facilities, shelters/trauma specific services and mental health satellite offices in rural communities.  Women specific programs included those that were supportive, nonjudgmental and specialized in providing assistance for women who have experienced trauma, are in abusive relationships and/or have experienced emotional shifts due to hormonal changes, e.g., post partum depression.

	I would never mention how I felt when I was premenstrual.  God knows when it will come back to haunt you or what they will diagnose you as because of it.



Thirteen percent (13% or 10) of women felt that staff were knowledgeable about women specific issues and 25% (19) felt that there was a recognition of the issues.  These included childhood abuse, violence in relationships, menopause, premenstrual symptoms and post partum depression.  Again, many of those who felt understood were using nontraditional services. Even though the issue of abuse, violence in relationships and the affects of changing hormone levels were recognized, women could not talk about them within the system. Responses to women specific issues were dependent on the staff member and service being used, and, at times, resulted in referrals.  


Thirty-nine percent (39% or 29) felt that there was no understanding of women’s issues within the mental health system. Some women felt that these concerns would be used against them in the future. Therefore, they chose not to mention them.

Recognition of Women Specific Issues

In the Mental Health System
Experiences of Abuse and Trauma

	Several participants spoke of being abused within the system. This included all forms of abuse perpetrated by “consumers,” volunteers and staff.  Abuse from staff included clear breaches of professional boundaries; breaches of confidentiality within the community; physical and sexual assaults; sexual relationships; demeaning comments and verbal assaults.


	“I was held down. Forced to take drugs and have needles put in me.  And all because I was angry.  Angry because I wasn’t getting any help.  Angry because I wasn’t being listened to.  Once when I was sitting quietly in my room, I was yelled at by a nurse because she did not like what I was reading.  She dragged me to the seclusion room where the whole thing was monitored by a camera and made me put on a hospital gown.  And then left me there for hours.  Patients looked in the windows at me and I wasn’t allowed to have my stuff.  I think that they were the one’s who made me crazy.  This was only 6 years ago.”

	“They are afraid to touch these issues let alone talk about them.”


Six percent (5) of women spoke of abuse from within the mental health system. Eighty percent (60) of participants spoke of either childhood abuse and/or violence in current relationships. Reactions to trauma are often used as signifiers of mental illness.

	I entered the mental health system because I was overwhelmed by memories of abuse.  And this was not understood.  I was treated with drugs when what I needed was a listening ear.  I was placed on a co-ed ward where I was followed by one man who wanted a relationship with me.  I got into trouble when I could not sleep at night because of the nightmares.  I went into the mental health system seeking refuge and a space to deal with the abuse I had experienced at the hands of my family and my partner.  I came out of the mental health system having to deal with the abuse I received within the system.  I ask you – do you think that was helpful?


Barriers to Obtaining Service

	After facing multiple barriers in the mental health systems, many women rely on their family doctor for prescriptions and counseling. While some of these individuals are very supportive and informed, many are not.  Several women stated that their family doctor was not properly informed about medication, diagnosis, women’s health issues, mental health and community referrals.


	“You need money to get services and anyone with a fixed income would know – you don’t have money. We can’t choose who we are going to see or what services we want because in the unofficial two tier system that is in Ontario, the poor don’t have the luxury of choice.”

	“They need education in schools. Kids and teens need to know that mental health is no different than physical health. It is not something to be scared of and can happen to anyone. They need to know where they can go for help and what their rights are.”


Poverty, fear of stigma and a lack of information about mental health resources were named most frequently as barriers to obtaining mental health services. Poverty affected women in several different ways:  increasing and maintaining isolation; affecting women’s ability to pay for services; impacting upon mobility and access to services and affecting women’s self esteem. Women feared that accessing the mental health system would result in a decrease in the benefits they receive particularly if they required hospitalization.  Many women spoke of financial assistance programs negatively, e.g., the Trillium Funds.  When using these programs, women have to be able to front the money needed for services or transportation.  This fee for service will than be reimbursed to them by the fund.  However, many women do not have the financial resources to initially pay for se4rvices even if they will be receiving a reimbursement.  


Fifty women stated that there was inadequate information within their geographic area about mental health. This did not seem to be linked to a specific geographical area or group. Women were not able to obtain resources, information or referrals from family doctors as general practitioners often did not have knowledge of mental health. Public education about mental health was not made available within schools or to the general public.


Isolation of women who use the mental health system was stated as a significant barrier to obtaining services, healing, self-esteem and gaining support.  Isolation may be self-imposed by women or may be a result of stigma.  Other barriers included lack of services provided; lack of child care provision; personal boundaries and privacy concerns; abuse in an intimate relationship; past negative experiences within the system; fear of losing one’s children; cultural beliefs clashing with the medical model and fear of hospitalization.

Barriers to Obtaining Service

Impact of Using the System on Your Life

	Several women lost the support of both family and friends through their involvement with the mental health system and due to the resulting stigma.

	The use of labels was seen as two-fold.  On one hand, women spoke of the need for a label in order to begin working on issues; to normalize what they are going through; to receive services reserved for those labeled with SMI’s and to receive financial assistance.  However, women also spoke of the permanency of labels; the difficulty of changing a label if they have been misdiagnosed; the all encompassing nature of labels and the fact that labels often beget more labels.


	“I found more support within the system than out of it.  At least they knew what I was going through.  I guess peer support was the best.”


Women felt that they both received support and felt a lack of support from within the mental health system.  Over half of the women in the focus groups have arrived at a place of comfort with their service providers.  This is one of the main sources of support closely followed by support groups and services.  Even though many women lost the support of family and friends, many retained one supportive individual in their lives or found another. Many mothers derived support from their children regardless of their age.


Women reported losing both partners and friends as a result of stigma.  Many of these individuals felt that the woman was different because of her diagnosis. As a result of this stigma, partners and friends were often afraid of “setting the individual off”

	“They look at me differently now. They tell me that they think that the person they used to know was just a lie. What lie? That was me.  I am still the same.  If I broke my leg, they would have the same reaction.”


Some participants (15) indicated that using the mental health system had positive effects on their relationships. These included increased communication; increased feelings of self esteem and self worth in friendship and selectivity in obtaining friends and partners.

	“It made me more sensitive about people and their feelings. I think that I can relate better to them when they come to me with an issue or a problem.”



Overwhelmingly, women spoke of the impact of using the mental health system on their financial status.  Many are living in poverty and rely on social assistance to survive. Often women experienced increased stigma and decreased self esteem as a result of receiving social assistance.  Due to the current state of their mental health or to stigma, it is often impossible for women to obtain or retain employment.  Many women also entered the mental health system while in university and have found it impossible to return to school without support.

Impact of Using the System

On Relationships
	“I have been labeled with six or seven different things. And I often ask myself “Who am I?”  All I know is that I am a nut.  No wonder people do not want me in their lives.”


As a result of stigma and being labeled with a mental illness, many women (31) began to self label as mentally ill.  This label became the main source of self identity and as such affected self esteem, social interactions and involvement in activities outside of the mental health system.


Women also reported several other effects of using the mental health system. These included a lowered view of self; a lack of housing options; diet changes; life perspectives changes and the need to slow down.

Affects of Using System 

On Participants

A majority of women (65%) spoke of the impact of using the mental health system on their role as a parent. For some women, having children was the motivating factor for seeking help and maintaining their health. These women often wanted to act as a positive role model for their children. For others, fear of losing their children prevented them from seeking help. Seven women spoke of the impact of frequent hospitalizations on their children.  Women who were poor and/or single were more likely to have their children removed from their home than those who were married. While many women stated that through learning more about themselves they have been better able to connect with their children, the same women are scared of the effects their illness has had on their children. Many women felt a sense of shame and guilt over some of their children’s actions, behaviours or illnesses subsequent to their involvement with the system. Seven women spoke of their children’s involvement with the mental health or judicial system. Thirty  (30) women were afraid for their children’s future mental health.

Level of Participation in Treatment

	Many women state that they are happy within the system because they have now learnt “who they can talk to, who they can trust and who they cannot.” It becomes the responsibility of individual women to determine the safety of the situation.



Forty-two percent (31) of women stated that they were able to be active participants in their treatment or healing.  Again, many women claimed they were only able to do so after they found a professional who they could work with and trust.  Women who felt that they were fully informed and given choices were often those who sought information about their options, treatment and medication and were able to be assertive about their needs and wishes.


The remaining 58% (44) of women did not feel that they had been an active participants in their treatment.  Many felt that they had not been given the opportunity to do so or that they had been ignored or chastised when they tried to do so.  Several women felt that they were not given enough information to become active participants.  The charts below indicate the information received by women about their diagnosis, medication and treatment.  Many were clearly uninformed by professionals within the mental health system.

Information About Medication and Diagnosis

Information Received About Treatment

	Case management has done wonders.  Now everyone knows about me.


Impacts of Mental Health Reform

	It seems like the mental health system is changing and there is nobody out there.



Three positive impacts of mental health reform were mentioned by women.  These included an increased use of case management; shorter hospitalizations; and outreach services.  Two women also have seen a historical change in the care given within the system based on beliefs surrounding the origin of mental illness, i.e., there is more support for biological rather than behavioural explanations of mental health.

	“The cutbacks have hurt everyone.  When you are not ready to be released from the hospital, they still do.”

	“I go to them and talk to them and leave there in tears wondering “When am I going to get help?”  Do I have to commit suicide to get it?”


Most women found that mental health reform had no impact on services or had a negative impact.  The most frequent responses describing the negative impacts of mental health reform include loss of services particularly within rural communities; the loss of facilities including hospitals; a lack of transitional services for those leaving hospitals; difficulties entering hospitals; the need to be labeled with a serious mental illness in order to enter the system and the loss of accompanying services, e.g. recreation.  Women also were impacted by decreased around the clock services; lack of available and affordable housing; lack of community preparedness for deinstitutionalisation; current patient advocacy providing ineffective safety measure; and increased travel needed to reach services.

Combining Mental Health and Addiction Services


Twelve women (16%) conveyed that they had or have had an addiction.  Eleven (92%) of these women believed that it would be useful to combine mental health and addiction services.  Suggestions ranged from having these two services located in the same building to having service providers trained in both mental health and addictions within each system.  Benefits of combining mental health and addictions services were seen as a centralized location creating easy access; one entry/intake point into both systems; a recognition and understanding of addictions; a recognition and understanding of addictions; a recognition of the connections between addictions and mental health and the availability of specialized service providers trained in both fields.  The woman who did not support the linking of the two services believed that combining two areas that carry such a high degree of stigma would only serve to increase the consequences of this.

Coping and Healing Within the System


When participants were asked what had helped the most in their healing and recovery, several women stated that gaining a network of supportive professionals and non professionals has been the most useful.  The network included nonjudgmental and accepting social workers, case workers, family doctors, agencies, peer support workers, peers, family and friends.  Four women stated that being believed and hearing the right words at the right time from these individuals changed their view of themselves, the challenges they were facing and their belief in their ability to heal.  Through the support of others as well as the trust developed in these relationships, many women stated they were able to accept their mental health issue and begin to work on becoming healthy.


Women also believed that having access to confidential services and a safe place helped them in their healing.  Less frequently noted were learning about one’s feelings and being able to express them; leaning from mistakes; increased self esteem; seeking professional and non professional help; having a drop in space available and not being labeled.  Many women have also developed personal coping techniques.  Often these are outside of those taught in the mental health system.  The graph below depicts the most frequently discussed coping techniques.  (Please see Appendix D for a full list of coping skill used by women.)

Personal Coping Techniques

Rural Communities

	Many rural and rural/northern communities have insufficient services.  This includes professionals, facilities and services; inconsistent services by traveling locum psyhiatrists; the need to use out of town services and a lack of finances and transportation to do so and a lack of community supports upon return to their community.


Women in rural communities both in the north and south often have to travel to larger 

	“I see lots of advertisements for services in larger communities and I wonder why we do not get those services here at all.”


centers to receive services.  Eighty percent of those from rural areas state that at one time they had received out of town services.  Due to winter weather conditions, poverty and a lack of transportation, this is at times impossible for women.  Receiving services outside of one’s community also separates individuals from their communities making reintegration even more difficult upon return.  Finally, using services outside of one’s community can reinforce the special and severe nature of mental illness.


In many northern rural communities, traveling psychiatrists are used to meet the needs of those with diagnosed mental illnesses.  These doctors are available once a month and do not provide consistent services, e.g., there might be different doctors visiting each month.  Women stated that they find it difficult to trust traveling psychiatrists as they are unable to form relationships with them.  Women are also unable to state their needs or concerns during appointments as most of the allotted time is spent familiarizing the psychiatrist with their case.

	“Than you are taken out of the country and put into the city which is a place that my not be good for you culturally.”



Women from rural communities stated that there was a distinct rural culture that is not taken into account within the mental health system.  Using services outside of an individual’s community is seen as placing them in a culture that was foreign to them.

Multicultural Communities
	Coming from another culture I do not speak the English language and you don’t get services in your own language.


Women stated that they were inconsistently provided with interpreters within the mental health system.  Women from multicultural communities whose first language was not English were often asked to use family members and/or friends as interpreters.  While this felt safe for many, some did not feel they could be open and honest due to the lack of confidentiality this arrangement presented.  Women from diverse cultural communities spoke of feeling depreciated due to a lack of knowledge of or skill using the English language.

	“Here are some things that might be good for you culturally that might not be good for me.  For example, women asked certain questions may get offended.



Two women stated that there was no recognition of multicultural family roles or community values within the psychiatric community.  Both women stated that this lack of recognition often made them appear mentally ill because they did not fit in or follow traditionally Western beliefs or roles.  Also, women were often asked questions that they were unable to or were uncomfortable answering because they were about topics culturally forbidden to women.

	“I got a job and I remember going and I was very happy because I felt useful.  But I was scared of being there because I couldn’t speak English.  I was scared that people wouldn’t like me or that I would do something wrong.  And I liked my boss cause he cared about me and no one else did.  I was afraid of doing something wrong in case he wouldn’t like me anymore.  And I started getting really scared and I couldn’t sleep.”



As mentioned above women were often not provided with adequate or confidential interpreters.  As a result, appointments were short and psychiatrists often relied on referring doctor’s notes and available interpreter’s subjective description of symptoms.  Trauma may have occurred in a woman’s country of origin is often overlooked and ignored.  Women were diagnosed quickly, were told that they were sick and medication was often the only treatment provided.  Many women took this medication without question, believing that Western doctors knew what was best for them.

	“My psychiatrist gave me medication to fix me.  He said that I had an illness in my head.  I believed that this would help me.  Western doctors and medication is very smart and knows everything.”


Lesbian, Bisexual and Transgendered
The majority of lesbian and bisexual participants (4) stated that they do not disclose their sexuality for fear of judgement.  One woman reported that her psychiatrist knows that she is bisexual and has no problems with this.  She is able to speak openly about her life and experiences.  Another woman who disclosed her sexual orientation at a hospital was not allowed to share a room with other patients.


Both transgendered women interviewed spoke of being required to take on the label of Gender Identity Disorder in order to receive service.  As a result of this, women often experienced abuse from society and within the system; judgements from within the system; increased stigmatization; and lowered self esteem.

	“For a long time, I was told (within the mental health system) that I was just confused, “what I was going through was a phase” and I “just needed to do more guy stuff.”  I was told by psychiatrists to “go do normal guy stuff” like “play rugby, join the army, date women, get married and have kids.”  I told them that doesn’t have anything to do with my body being incongruent.  They ignored me.  I just needed to have some basic surgery, but instead I suffered through a lot of therapeutic moralizing. . . Plus everybody I saw had a pretty definite idea about what a women is or is not. . . Then I was told all abut how women dress, walk, talk, behave and which sex was normal to sleep with. . . In general, I found the mental health system a mass of contradictions”


Mental Health Centre for Women

	“I do (think that this is needed) because women have been treated very differently than men all along in many different cultures.  You k now they do not see women as someone who should have a voice.  So therefore, this can lead to terrible depressions.  Especially when you come to a new culture because it is a shock whey they get to a new culture that treats women completely differently.  So we have to have a place where we could go and learn what women are able to do and what women are capable of in the community.”


	“I feel that if there was more funding than there could be a better system and no waiting list and not necessarily just for women.  Because that is a kind of stigmatization too if you think about it.  It will – it seems like its only women that need to have a mental health centre.”



As a final open discussion question, women were asked whether they felt that there is a need for a mental health agency that focuses specifically on the needs of women.  Of the 60 women who responded to this question, 13 (22%) believed that there is no need for this and 47 (78%) believed that there is a need.  Thos who stated that a center should not be opened that focuses on women specific needs believe that this could cause further segregation and differentiation between women and men; would not provide an environment which reflected society; places further responsibility on the women to become well; and ignore the need to create a better system for all – not just women.  

Despite these objections, 78% of the participants felt that there is a need for women specific mental health centers.  Many feel that if these are to provide care which focuses on women centred issues, they will have to reflect a holistic framework.  Some women suggested the need for a general women’s clinic that included mental and physical health; child care; a family counseling center, trained and specialized staff; addiction services and trauma counseling.  It is believed that a multi-service center will decrease stigma.  In addition, creating a drop in center as part of this space would assure that women’s needs are met at any time and not just at a point of crisis.

	Those of us who have multiple concerns, e.g., sexual abuse, addictions and mental health need somewhere to go that is safe and supportive.  Even more than that we need somewhere to go where people know what we are talking about and believe us.”


	It would look and feel like the women who use it.  It would reflect women’s collective, community and individual narrative that give voice to the persons that they are, as they are, both within and outside of the box of social constructs – what society defines women as.  It would be a women centred space, meaning that it would reflect and support the lived realities of women.

At a working level I see there’s a real need to have something set up that would address education in all areas of wellness such as health maintenance, illness prevention and medical treatment.

It would not reflect those so called social norms that socially, emotionally and spiritually disavow women’s voices, and compromise gender equity and quality of life.  It would challenge the status quo. . . that burns women out.

“Breaking down and debunking the myths that bind women would be critical for good mental health.”


Women specified that the centre would have to feel safe.  One way in which this could be accomplished is if women participated fully and equally in the development of policies, principles and programs.  As well, women would like to see a centre open that is not dependent upon labels or financial status to participate in all activities.

Discussion


While the mental health system at times provides services that meet the needs of women, the delivery of such services is inconsistent in nature.  In general, women do not feel respected, listened to, or believed within the mental health system. In addition, women living in rural areas as well as those whose first language is not English are less likely than those who speak English and/or who live in urban areas to receive services that are women centred and specific.


Despite attention payed to sexism, racism, classism and homophobia in the last decade and within mental health reform documents, inequalities and abuse based on these beliefs is still present within the mental health system.  This can be seen through the inadequate and at times nonexistent use of interpreters; homophobic reactions to lesbians and bisexuals’ and the creation of differential services for those from differing socioeconomic backgrounds.  Perhaps the most pervasive evidence of inequality within the mental health system is the feminisation of women’s mental health.


Women presenting to the system with “symptoms” as a result of the acculturation stress were often labeled with a psychiatric illness.  All seven women from diverse cultural communities interviewed had been diagnosed with a mental illness within two years of their arrival.  Symptoms included grief reactions, isolation, fear in social situation, depression and anxiety.  Symptoms were not recognized as being part of a natural process of adjusting to a new culture and the loss associated with relocating nore were women spoken to about their reactions or adjustment to relocating.  This “easy fix” by Western society is a form of racism that fails to take into account the unique and individual experiences of immigrant or refugee.  Instead of creating a system that is sensitive and responsible to new Canadians, the mental health system relies on a “quick fix” model that masks the presenting issues and ignores the voice of women through the lack of provision of interpreters.


Just as acculturation issues are often passed over and ignored so are women’s experiences of trauma and violence.  Instead of recognizing “symptoms” as trauma reactions and helping individuals to understand and cope with these, professionals in the mental health system often pigeon hold women into a variety of diagnoses.  Many women will receive multiple labels while involved in the system.  Even when reactions to trauma are recognized, they are often pathologized by being attributed labels of mental illness, e.g., Post Traumatic Stress Disorder, Bipolar Disorder and Dissociative Identity Disorder.


Mental health reform has accentuated the unofficial presence of a two tier system of mental health.  This can be seen in the elimination of services in rural communities as well as the underfunding of women specific services.  For those who are poor and/or who do not have access to transportation, admittance to services can be difficult and at times, denied.  Societies’ inability to cope with individuals returning to the community as a result of dinstitutionalisation creates homelessness and increased instability.  The result of two tiered services is a lack of affordable, appropriate and useful services for the poor, particularly women.  In the end, this results in increased periods of crisis and increased use of the mental health system.


As a result of prioritizing mental health services for those with SMI, women are finding that frequently they have to accept a SMI label (serious mental illness) to obtain services.  Many women who have situational mental health concerns are unable to receive services from the mental health system, e.g. depression related to a miscarriage.  When a label of a SMI is adopted, women’s mental health concerns are no longer viewed as reaction to life situations or situational but as permanent, long term and an attribute of the individual labeled.  This leads to increased stigma and self labelling.


Although this study interviewed a low number of transgendered women, it is clear that their needs are not being met within the system.  The women interviewed indicated a high level of stigma attached to gender identity as well as a tendency for the mental health system to pathologized individuals.  These findings correspond with existing research in this area.47 48 Further research should allow for the voice of transgendered women to continue to be heard as well as their concerns, needs, desires and opinions to be integrated into the mental health system.  Western society in general as well as the mental health system needs to reevaluate the stringent gender roles and concepts of identity based on biology currently used.  There is a need to move from a male/female gender classification to one that adequately reflects the reality of individuals instead of pathologizing those who do not follow the status quo.


Lesbian and bisexual women as well as women from diverse cultural communities were under represented within this study.  Barriers included fear of stigma within social or cultural groups and fear of decreased confidentiality.  Lesbian and bisexual women had an increased fear regarding a lack of confidentiality due to the intimate and small nature of many gay communities.  The size of communities alone decreased anonymity within focus groups.


Transgendered women had similar fears of breaches in confidentiality as many transgendered womn selectively disclosed their gender orientation to those who would be supportive, nonjudgemental and respectful.   Combining lesbian and bisexual women with transgendered women in the focus groups also created a barrier as the gay community has not necessarily been supportive of transgendered individuals and being transgendered does not correspond with one’s sexual orientation.  As a result of this, the focus groups may not have a safe or accessible format for transgendred women to participate in the project.  In addition , as many transgendered women are forced to become involved with the mental health system and locate themselves within the label of gender identity disorder in order to receive support and medical attention, individuals may fear that an open critique of the mental health system may result in a loss of service that cannot be received elsewhere.


Women from diverse cultural communities faced multiple language barriers when participating in focus groups.  The need for multiple language interpreters within each group would have made focus groups confusing, time consuming and frustrating for those involved.  Due to past trauma directly linked to freedom of speech, women feared sharing personal information or opinions within a group context.  Finally, within many cultural groups, mental health is a forbidden and/or private topic that is not shared with others.  This affected the overall number of participants from this group.


In an attempt to decrease these barriers, women from these groups were interviewed on an individual basis.  Unfortunately, this approach decreased both the number of women who could be interviewed and the geographic location from which participants were pooled.  There may also be a difference in the information gathered during individual interviews compared to focus groups.  It is essential that further studies examining the experiences lesbian/bisexual and women from diverse cultural communities’  within the mental health system include those living in isolated communities.  Individual interviews with insured confidentiality should be conducted throughout the province with lesbian, bisexual and transgendered women to collect this information.  It is important to decrease fears of confidentiality, breaches and lack of anonymity by ensuring that the interviewer is not connected to the gay community.


Although cultural interpreters were available for all participants whose first language was not English, this was not requested.  This may have affected the quality of the interviews.  Within multicultural communities it is imperative that future research take into consideration language barriers and differing views of mental health.  It may be necessary to have an interpreter available throughout the session that can be used if requested.


This study was to include women of First Nations descent.  Similar barriers were faced when trying to obtain participants, e.g., fear of stigma.  As a result of the above mentioned barriers, First Nations women did not participate in the study.  Individuals from within First Nation communities believe that research examining the experiences of First Nations women should be directed from within First Nations communities because of the conflict between traditional native healing and the western mental health system.  It is believed that this conflict would be better understood if integrated into research if this such research was from within th4e First Nations community.  Also, such a study would allow for diversity within the First Nations community to be addressed.  Similar to the groups addressed above, it is recommended that the experience of women of First Nation descent would be heard through research conducted by First Nation communities.  This would allow First Nations women to have their own voice instead of having their voice appropriated by dominant culture.

Conclusions and Recommendations


It has been almost fourteen years since the rhetoric of mental health reform first stressed the importance of consumer involvement within the mental health system; integrated services; specialized service providers; access for all and gender sensitive policies, procedures and programs.  This research reflects that conducted by British Columbia Centre for Excellence in Women’s Health49 and clearly indicates that women still experience oppression, abuse, a lack of involvement in their treatment and a lack of specialized services within the system.  Despite this, women have used community resources, friends, family personal strengths and coping skills to increase their health and navigate through the mental health system.


It is through hearing the voices of women that the mental health system can begin to reflect changes that will result in a gender sensitive mental heath system.  The following recommendations have been derived form this report.  Several have been suggested by the participants within the study.

· Development and delivery of a province-wide training module emphasizing anti-oppressive practices and gender sensitive mental health concerns and needs for all those working within the mental health system.  This would provide consistent and ongoing training to professionals and would also be used within education programs.  This model could be based on the Relational/Cultural Healing Model developed at the Stone Centre. 50
· Support for the training of mental health and addictions practitioners to use the Routine Universal Comprehensive Screening (RUCS) protocol developed by the Task Force on the Health Effects of Woman Abuse.  This would provide for early detection and screening of past and present trauma in women’s life and result in a system response that reflects this awareness.  Training would include information on the importance of using trained interpreters when interacting with women whose first language is not English

· Development of a public education module about mental health that can be used in a variety of settings.  Included in this are information packages and resources that can be made specific to communities throughout Ontario.

· Provincial wide advocacy at both individual agency and systems levels for the development of women specific mental health policies, principles, procedures and programs.

· Province wide visioning groups with women who are or have used the system for the development of women’s mental health centers.

· Development and maintenance of a province-wide coalition of service providers and consumer/survivors resulting in the increased involvement of those using the system in policy development, advocacy and mental health reform.  The purpose of this would provide ongoing education and information; advocacy; support; conference notices; stress a higher accountability of professionals and funding bodies; increased opportunities for participatory action research and unity.

· Advocacy for additional resources in rural areas including consistent psychiatric care, recreation facilities and travel bursaries as well as nonjudgemental services for lesbian/bisexual, transgendered and women from diverse cultural communities.

· Further research stemming from the following communities on women’s experience within the mental health system regarding lesbian and bisexual, transgendered and multicultural individuals.

· Advocacy for a First Nations mental health workers connected with a First Nations agency to further research regarding the experience of First Nation Women within the mental health system.  Development of an honorarium to assist in the development of funding proposals for this project.
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Appendix A

Focus Groups Questions

Structured Section

1.  Tell me how the mental health system has dealt with your whole person, e.g., your  

physical emotional mental, cultural and spiritual needs.

2.  How have you been able to express your cultural/personal beliefs or traditions     within the mental health system?

3.  Many women using the mental health system have experienced issues specific to   women, e.g., post partum depression, menopause, trauma, and/or violence.  In what    way do you think the mental health system understands and addresses these concerns.

4.  What were three barriers have made it difficult for you to obtain the assistance that you have needed?

5.  As you may know, mental health and addictions programs are always separated.  In your experience, if you could receive both of these services in one location, how would this benefit your healing/recovery.

6.  What have been some of the effects of being labeled with a mental illness or using the mental health system?

7.  Have you felt believed, listened to and/or taken seriously when seeking help or receiving treatment?

8.  Do you feel that you have been fully informed about your diagnosis, treatment, and/or medication use?

9.  In what ways have you been an active participant in your treatment/healing?

10.  How has being a consumer of the mental health system affected other areas of your life?

11.  How has being a consumer of the mental health system affected other areas of your life?

12. If you are a mother, how has your involvement in the mental health system affected this role?

13.  Many changes have occurred in the mental health system over the past ten years, e.g., hospital closures, re defining mental illness, and changes to services.  How have these changes affected you?

14.  Is there something that could have been offered to you that would have been helpful that was not?

15.  What is one thing about your treatment or healing that has helped you the most?

16.  What are some of the ways that you have come up with that have helped you to increase or maintain your mental health?

Rural Specific Questions

17.  What are your concerns bout confidentiality for women using the mental health system?

18.  Travel and distance is often a facto in receiving services.  How does this impact upon you?

Northern Specific Questions

17.  Do you feel that there is confidentiality within your area for women using the mental health system?

18.  Travel and distance is often a factor in receiving services.  How does this impact upon you?

19.  Do you feel that there are consistent, coordinated services provided by psychiatrists and/or specialists in your area?

20.  If not, what are the effects of this?

21.  Does the distance of services affect your support system in your community?

Lesbian, Bisexual and Transgender Specific Questions

Do you feel that the mental health system has been open and accepting of your sexuality?

Have you ever experienced discrimination within the system due to your sexuality?

Have you ever had your sexual orientation “blamed” on mental illness?

Multicultural

17.Are services provided in your first language and if not, have interpreters been provided?

18. Does the use of an interpreter affect your ability to communicate with service providers?

19.  How do cultural and/ or religious beliefs affect your ability to seek assistance?

Final Unstructured Question

1st part – go around

Do you feel that there is a need for a mental health agency that focuses specifically on the needs of women?

2nd part – as open discussion


If a mental health agency or centre was created which looked specifically at the needs of women, what would it look like.  How could women feel encouraged to voice their needs and be active participants in their healing?  How could we make this a safe environment?  What could be useful about it?

Appendix B

Information Sheets

Age: Please circle one category

18 - 25

26 - 35

36 - 45

46 - 55

56 - 65

66 – above

Number of years involved with the mental health system: __________________

Type of Involvement with the Mental Health System:  Please circle as many as apply to you

Hospital






In Person Crisis Services

Canadian Mental Health Association



Crisis Lines

Private Therapist





PACT Team

Mental Health Centre





Supportive Housing

Women’s Mental Health Centre



Shelters

Addictions Counselling




Trauma Related Counselling

Other:  please specify ______________________________________________________

What does the term “Mental Health” mean to you?

Has your definition of mental health been supported by the mental health system?

Please circle one and provide a brief explanation

Yes



No

Appendix D

Definitions of Mental Health

What Does the Term Mental Health Mean To You?

· Mental health means not being tired and having energy.  It means not letting things bother me and being able to be more social able rather than staying in.  It means doing more with my child.

· Holistic health

· Treating me as a whole person not just a nut case

· Feeling “at home” within yourself.  Believing in yourself and not being looked down upon.  Accepting yourself as equal to others.

· Should be a service which helps me to cope with my problems that occur in my daily life.  Basically they want it to mean that I am crazy – so here have a pill and go away and leave us alone.

· It is something to do with what kind of stress you have.  Feeling good in my mind.  Liking myself.  Feeling worthy.  Having energy.

· Wellness in mind body and spirit.

· Mental health means to me being sound mentally, physically, socially, and spiritually.

· Mental health means to me dealing with the mind.  What we think and feel about ourselves, circumstances, life, family, etc.  How we respond or react.  And the steps we take to obtain harmony.

· When your feelings and emotions get in the way of living.  THis can cause great pain.

· To be all that you can – no barriers mentally.  A balance of physical, emotional, mental and spiritual in one’s life that is true to that person.

· Being at peace with oneself and having harmony in all aspects of your live.

· Having peace of mind and any illness being able to cope both socially and emotionally.

· People that need help to live a normal life free from stress and mental illness.

· Always trying to attend your mental health – feeling good.  I feel I never will attain real mental health for a very long time.

· Mental health means easily assessable guidance and medication from within and without the system.  Or personally a feeling of generally coping with life and having some enthusiasm for it.

· Sustained feeling of well being.

· Mostly I see it as a subjective ideal.  It’s an umbrella term that idealizes som sense of normal within society.  And for me it means the ability to move beyond all the many socialized lies that I grew up with and still be authentic to myself and remain sociable/ human.  Mental health to me, is like the feeling of autonomy, because it’s the life you get to live, after you debunk what’s done to you.  Good mental health is peace of mind and the capacity to use it constructively in a second nature way.  I see the issue of mental health’s meaning, through four basic lenses.  These are me my senses via stimuli, what my body tells my mind’s eys, my sense of self after surviving my life, my gender-sex and sexual-orientation was never straight.  I knew I was different, not like my siblings  I know that different wasn’t ever welcome in my parent’s house.  So for me, mental health just never equaled being and behaving the so-called work – a –day idea of regular ordinariness.  Mental health’s meaning and being defined as me being removed from what I knew as normal.  Then it it evolved into a sense of normal just being a lot of numbered singularities, telling me that I was a minority and not an abnormality.  My questioning what’s normal anyhow, lead me to see that dogmatic thinking was the bane of my mental health.  Sot, it’s a thinking thing outside of it being things like biochemical imbalances and/or neurological issues.  My dea of mental health comes out of those things that people and professionals either denied or left unspoken, somehow.  Mental health was the opposite of being afraid.  It’s about how I feel about being me, as I am and my lived life (my state of mind and its physical effect).  I find writing this all up very painful, yet cathartic because I have lived a lifetime in fear, reprisal and abuse just for being me.  I think good mental health has a fluid quality to it.  It’s the capacity and ability that serves to acknowledge paradoxes within an opened understanding.  I live in a mind that is defined by multi-tracked thinking.  My being and becoming is not about static and/ or dogmatic attitudes.  I think mental health deep down asks the question of how’s your brain working/ hows your mind feel to you/ Is your thinking working okay?  And if it’s not whats that about anyhow?  I’m unimpressed with what gets passed off as the so-called socially normal, emotionally normal, as well as what passes for some sense of spiritual wellness (ie.:  religious/moral conservatism) regarding one’s being )the HOW I’m told to live out my life in the collective rat race via the media and religion).  For me the term mental health is rooted in the individual’s sense of self and not the ideas that the media and religion project on to folks.  I say this because in a lot of ways this is a matter of language, argumentation and explanation.  For me mental health, has at its root a sense of cognitive and emotive cohesion that affords me a comfortable/sustainable effect to live out my life with the vitality I need to live an active life around achieving goals and interacting with folks in a healthy way.  For me mental health is not about the canonizing happiness.  Those that are melancholic in their nature, get diss’d a lot, but the happy shinny peoples get cast as somehow/someway normal – That’s spooky.

· Being healthy emotionally and mentally.  Having the ability to be out in the world by working, playing, enjoying hobbies, friends and family.  Having a support system for the good and the difficult times.  Having doctors who act responsibly when prescribing medication.

· Able to function adequately in a community and achieve some sense of purpose.  

· Mental health means to me being able to function without fear all the time, being able to handle money, keep your temp, not abuse drugs and alcohol, or your loved ones.  Mental health is getting up in the morning and being ale to appreciate the sound of the bird, the wind in the trees.  Mental health is being able to interact well with other.

· Mental health means comfort in what you are doing especially in your what you are doing especially in your work and also contentment mentally how you are with problems in everyday life and also a good social and marital disposition.

· When you can live in harmony within yourself with  society as a whole – you are healthy.

· Harmonized balance of mental, emotional, spiritual and intellectual levels enhanced by physical well being.

· Wellness of mind, body, and spirit.

· The term mental health means that you think of yourself and how you feel about things and other people.

· Mental health to me means support and assistance without judgement.  I feel it is one of the most important factors facing our society.

· For me, it refers to how well an individual is aware or connected with their own mental health, emotional health and physical well being, it also involves a person’s coping skills when dealing with stress, trauma and crisis (either external or internal in nature).

· Because mental is always thought of negatively and defines me as either crazy or out of control not respected by some of those people who are in Authoritarian positions.  HELL.  Also the experiences that I have had with my past trauma has not been supported in trying to help me get some counseling of that I can return to society and live my life fully.

· Mental health means taking care of my emotional, physical and spiritual needs.

· It means have a better health for people who are having some kind of mental illness.  People need to be supported and treated as a whole person.  There needs to be support groups and services to help these individuals cope and live a normal life.

· The connection between our mind, body, soul and spirit.

· Ability to see oneself for our strengths and how we feel about ourselves as both individuals and members of society.  Living to one’s full capacity on a day to day basis.

· Mental health is a state of integration, well being, harmony and functionality between the body, mind and spirit from which one can be empowered on behalf of their own happiness and fulfillment, despite negative circumstances.

· Ability to function and be present in the moment without substances to numb feelings of depression, isolation, and shame. Sense of well – being and wholeness and purpose.  Knowing and accepting your self and others and the ability to set goals and boundaries.

· A state of wellness related to your concerns around your state of mind, emotional, spiritual, and psychological.

Medical

· Mental Breakdown

· Mental illness of their mind whether chemical or situation related.

· It means anything to do with your thought process or anything medical.

· It means anything to do with your thought process or anything medical.

· It means anything to do with your thought process or anything medical.

· It means we are sick and we need help with our sickness.

· Learning to Function in everyday life when one has a mental illness.

· Getting help and medication from those who are payed to care.

· The state of my mental health whether I am sane or insane or in the middle of a nervous breakdown.

· Experiencing a mental illness.

· It mans that we have trouble with our emotions, stress and we have trouble handing our everyday problems.

· Nervous breaking down

· Mental health disorder or other.

· Nervous breakdown and schizophrenia.

· People who suffer from depression, anxiety and panic attacks.

· From a long time consumer point of view.  I have no idea at all.

· Health means health not illness.  Mental health mean mental well being.

· Going to the doctor when you are feeling bad

· Health connotes that my illness can be controlled.  People often confuse the terms mental health and mentally challenged.

· Disorder of the mind.

Appendix E

Personal Coping Skills Used by Women

	· Social interaction

· Self directed learning

· Physical activities

· Reading for pleasure

· Taking time for oneself

· Volunteering or work

· Keeping busy

· Looking at or dealing with the past

· Taking medication regularly and paying attention to one’s body and mind

· Not judging oneself

· Hobbies

· Trying my best

· Discover nature

· Focus

· Accepting the Past

· Communicating with others


	· Developing a routine

· Simplifying Life

· Positive attitude

· Discover personal strengths

· Motivate onself

· Self reflection

· Women’s retreats

· Compliance with medical establishments

· Screening those in your life’

· Staying free from addictions

· Self acceptance

· Support groups

· Setting personal limits and boundaries

· Keeping a journal

· Listening to music/dancing

· Meditation

· Finding balance
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