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PREFACE

Women are drawers of water, hewers of wood, labourers, preparers of
tood, bearers of children, educators, heaith care providers, producers, and
decision-makers. Although they are central to caring for families and
communities, to production and reproduction, they are accorded unequal
status. Throughout the world they are overworked and undervalued. Their
subardination makes it more difficult for them to cope with the many
demands made upon them whether of a physical, social or emotional nature.
Women are more vulnerable than men to sex exploitation and violence, to
poverty and malnutrition, to environmental degradation, 10 chronic diseases
which are often exacerbated by pregnancy and lactation, and to the
debilitating effects of harmful traditional practices.

There is, however, a growing recognition that the stresses imposed on
women affect their physical, emotional and mental well-being. Epidemiologic
evidence is accumulating that links mental disorders with alienation,
powerlessness and poverty, conditions most frequently experienced by
women. Significant changes are taking place in beliefs and expectations
about women’s roles and identities in the context of community, family and
work. Increasingly, attempts are made to define, understand and explain the
female experience. Women's groups around the world are taking the issue
into their own hands and searching for their own culturally appropriate
solutions to the issue of women'’s mental health,

This document is the first in a series jointly produced by WHQ's
Division of Family Health and the Division of Mental Health around the
general theme of women and mental health. The aim of the series is to
create a forum to debate issues related to women's mental health and to
their contribution to mental health care. This debate will contribute to the
general reappraisal of women’s health problems, giving long overdue
recognition to their strength and steadfastness in coping with the myriad
problems that assail themn, and pointing out future directions for research and
action to address women’s needs.

The Division of Family Health is proud to be associated with the
development of this document together with colleagues in the Division of
Mental Health and will continue to strive to improve the health and weli-being

of the world’s women.
\7&5\ ’ ’:/’

by Director, Division of Family Health 4
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It gives me great pleasure to introduce the first issue of a series of
publications dealing with women and mental health. The need for an
adequate review of knowledge in this area has been repeatedly stressed. Its
availability shouid facilitate and stimulate action programmes. The volume
prepared by Dr Dennerstein and her colleagues springs from a joint initiative
by the Maternal Health and Safe Motherhood Programme and the Division of
Mental Health. We hope that the production of other volumes will also
invoive our colleagues in the Division of Family Health and in other Divisions
of WHO,

Several among these are already prepared., The second issue prepared
in consultation with AMRO will present the bibliography of publications
dealing with women and mental health and include publications which
appeared in the Spanish and Portuguese languages in Latin American
countries.

A third issue will present the situation concerning mental health and
women in Spain. It was prepared by members of the WHO Collaborating
Centre for Research and Training in Spain. [t is expected that other requests
describing the situation in Japan, Brazil and Italy will be prepared by
collaborating centres in those countries.

The authors of the current volume have every reason to be proud of
their work. They have produced an excellent appraisal of the situation
concerning mental health and psychosocial aspects of women'’s health. Their
review is based on literature in English and it deals mainly with developed
courdries. This, however, is a logical consequence of the scarcity of
publications from developing countries and of difficulties accessing literature
in languages other than English.

We are hoping that this series will stimulate work in countries and that
it will help to draw attention to the importance of promoting mental health in

women worldwide.
by Director, Division of Mental Health @w
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HEALTH, WOMEN'S HEALTH AND MENTAL HEALTH CONCEPTS

Health is a relative state of existence, multidimensional and specific for
each individual. In 1946 the World Heaith Organization defined heaith as "a
state of complete physical, mental and social well-being and not merely the
absence of disease or infirmity”. On 12 September 1978 the Alma Ata
Declaration reaffirmed this definition and outlined a fundamental health strategy
of health promotion and of preventive health services. The Second International
Conference on Health Promotion held in Adelaide in 1988 identified "Supporting
the Health of Women” in the recommendations of four action areas. The issue
of "women’s health™ as a separate field has emerged relatively recently.
Historically the health needs of women were recognized largely in relation to
women’s reproductive functioning as in obstetrics and gynaecology, and family
planning. There has been general recognition that although women live longer
than men in most of the developed world, women suffer from more acute and
chronic symptoms and use health services more frequently. A major health
problem area for women is that of mental health. Mental heaith cannot be
separated from total health. The dichotomy between body and mind is seen as
a product of Western scientific thinking.

Four concepts of normality in mental health are provided by Offer and
Sabshin (1984). The first perspective is that of normality as health, a traditional
medical-psychiatric approach which focuses on defining pathology. Thus
normality is the absence of pathology. The second perspective is that of
normality as utopia or the ideal. This perspective is propounded by
psychoanalytic and humanistic theorists who define normality as ideal
functioning or self-actualisation. Critics of this approach comment that ideal
functioning is seldom realized. Further, in other cultures such as that of the
New Zealand Maori, this concentration on the individual is considered the
antithesis of mental health. Interdependence rather than independence is
valued. The third perspective is that of normality as "average". This perspective
is employed by sociologists and is based on the normal distribution with the
middle range seen as normat and both extremes as deviant. Thus normal may
not mean asymptomatic. The fourth perspective is that of normality as
transactional systems. Normal behaviour is the end result of interacting
systems which change over time as a function of development and the type of
environment,

This transactional approach is further developed in the Canadian Report:
Mental Health for all Canadians (1988). This report utilizes the World Health
Organization’s description of mental life as “inner experience linked to
interpersonal group experience” (World Health Organization Report, 1981).
Mental life thus combines together experience of three kinds: cognitive
experiences (perceptions, thinking processes); affective experiences {emotions,
moods, feelings); and relational experiences {the way in which people interact
with each other and the environment). Increasing recognition of the importance
of external forces such as social and economic factors, relationships, physical
and organisational environments have led to a broader concept of mental health.
instead of mental health consisting of the individual’s characteristics it becomes
a resource enabling an individual to interact with the group and opportunities
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and influences in the environment. The definition developed therefore reflects
values and goals of the desired society: "Mental health is the capacity of the
individual, the group and the environment to interact with one another in ways
that promote subjective well-being, the optimal development and use of mental
abilities (cognitive, affective and relational), the achievement of individual and
collective goals consistent with justice and the attainment and preservation of
conditions of fundamental equality”.

This definition does not define mental heaith in the terms of mental
disorder, nor does it imply that mental health and mental disorder are opposite
poles on a single continuum. Mental disorders are but one of a number of
possible obstacles to the individual’s utilisation of inner strengths and resources.
Other obstacles may be physical iliness, poverty, or discriminatory social
attitudes, all of which more commonly affect women. Mental disorder may be
defined as a recognized medically diagnosabie illness that results in the
significant impairment of an individual’s cognitive, affective or relational
abilities. Mental disorders result from biological, developmental or psychosocial
factors. The opposite of mental disorder would be a complete absence of
symptoms. A mental health continbum on the other hand would have two
poles of optimal mental health and poor mental health. Optimal mental health
would imply that individual, group and environmental factors work together
effectively ensuring: - subjective well-being, optimal development and use of
mental abilities, and achievement of goals consistent with justice and equality.
Minimal mental health resuits from conflict between individual, group and
environmental factors producing subjective distress, impairment or
underdevelopment of mental abilities, failure to achieve goals, destructive
behaviours and entrenchment of inequities. This definition offers hope for those
who suffer from chronic mental disorders, a broader range of strategies to
address mental health goals and makes unnecessary the need to describe goals
in psychiatric terms. Further it acknowledges that the distribution of power
among individuals, groups and their environments is a crucial determinant of
mental heaith.

The long and arduous struggle for women’s rights, for equality with men
in palitical, economic, social, cultural and civil rights is described by Aldaba-Lim
{1991). In 1979 the United Nations General Assembly adopted the 30-article
Convention on the Elimination of All Forms of Discrimination Against Women.
By April 1891, 104 member states had ratified the Convention. Nevertheless, a
nurmber of countries including India, Pakistan and the USA had not yet ratified
the convention. There remains a wide gap between reality and plans. At least
444 million Asian women are illiterate, with rural women at the bottom and
urban males at the top of the literacy pyramid. Some villages have no literate
women. The proportion of women as illiterates has increased in the last 25
years. Although there have been some signs of progress, women'’s
development is lagging behind in many countries. The lesson of the UN Decade
for Women is, "If the world is going to change for women, women must
change it".

The last decades have seen increasing recognition of the pervasive and
destructive effects of gender inequalities and the stresses that differentially
affect women by virtue of their unequal social status especially in their family
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roles. Circumstances and conditions that society accepts as normal or ordinary
often lead to mental health problems in women. Women face dilemmas and
conflicts in the contexts of marriage, family relationships, reproduction,
childrearing, divorce, aging, education, and work. Stresses that have more
impact on women and may contribute to a higher risk for depression include:
physical and sexual abuse; sexual harassment; sex discrimination: unwanted
pregnancy; divorce; poverty and powerlessness. Epidemiological data link
mental disorder with alienation, powerlessness, and poverty, conditions more
commonly experienced by women (Russo, 1985),

Theories and Therapists

Significant changes have taken place in our beliefs and expectations
about women’s roles and identities in the contexts of work, family, and
community over the last decades. During the same time period there has been
an explosion of knowledge which signifies the attempt to understand and
explain the female experience. This new scholarship has identified sex bias in
psycholagical theories and methods.

Webster and Ipema (1286) itlustrate how the "world view™ taken by a
therapist will affect what is defined as a problem, what is seen as appropriate
intervention and what constitutes success when evaluating an outcome. A

historical look at theories and philosophies illustrates how powerful they are in
determining how problems are interpreted. During the middle ages, signs of
dementia were treated by skull trepidation, to release the evil spirits. During the
Renaissance it was believed that any woman who claimed to have power to
heal was a witch who could be cured only by torture or death. In the last
century recalcitrant or wilful women were treated by cophorectomy. Showalter
(1987) described how Darwinian ideas led to the view that biolagy determined
destiny "there is sex in mind as well as in body”. Female physiology marked
women "“for very different offices in life from those of men". Theories of sex
differences were elaborated into highly prescriptive traditional sex-roles and
used to control female behaviour. Consequently women were viewed as
domestic and maternal. Medical ideology fostered the view that a woman’'s
biological system predisposed her to ill-health and failure. In short, women
were viewed as inherently sick, predisposed by their constitutions. Hygiene
manuals preached a cause-effect relationship between female sexual
transgression and ill-health reinforcing the connection between women's social
role and her health status. The two major feminist texts {Chesler's "Women
and Madness", 1972, & Showalter’s "Women, Madness and English Culture,
1830 - 1980", 1987) have highlighted the equivalence of "madness™ and
"femininity”, and described fashions in the presentation of women’s symptoms
and in the (usually) male medical response. The concept of the "hysterical
fernale™ was born. Women were repeatedly diagnosed and treated for what
feminist writers viewed as culturally determined behaviour patterns women used
to deal with the situational anxieties created by their restricted social life.

Plath once remarked that as a woman you are dammed anyway; if you
are normal you are mad by implication and if you are abnormal you are mad by
definition (Calvert, 1979),
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The Freudian view of women as passive, inferior and receptive has
profoundly influenced all successive theories. Some theories, such as
behaviourism, seemed to ignore women altogether. Women and women’s role
is discussed by the learned helplessness theory of depression which links
depression to low self-esteem and powerlessness.

Rigidity towards sex differences and gender-roles persisted into the late
1970s. Evidence for the persistence of sex-role stereotyping in health care is
found in studies such as that of Broverman et al (1970). This study found that
when considering men and women, clinicians maintained parallel distinctions in
their concepts of what behaviourally is healthy or pathological. A double
standard of mental health existed. A healthy woman was seen as having traits
which differed from those of mentally healthy men or healthy human beings.
This placed women in a double-bind as either rejecting feminine behaviour or
being feminine at the cost of being a healthy human being. Others suggest that
the amount of gender-reiated bias among experienced practitioners is
comparatively small. Nevertheless the documented experience indicates a need
for health care practitioners, particularly those in the area of mental health
where subjective judgements are commonplace and there is the exercise of
power over the lives of others, to be constantly aware of possible sex
discrimination in providing service.

Therapy is criticized for attempting to fit women back into the situation in
which they became mentally ill, and for failing to look at the necessity for social
change. Sex-role stereotyping has limited the roles for women and necessitated
greater role adjustments than for men. Criticisms of psychology documented by
Webster (1988) include the potential for finding individual pathology and
"treating it" in lieu of identifying the social causes of the problems and
addressing them. Other criticisms pertain to the problems of subjectivity, and
the narrowness of focus. Therapy may distort women’s experiences and
contribute to women’s oppression. Of special concern is the problem of sexual
abuse of clients by psychotherapists, perhaps the ultimate abuse of the power
relationship inherent in the psychotherapy process. Women's differential rates
of depression associated with marriage, with having children, and with work
outside the home all put into question the wisdom of fostering women'’s
traditional roles.

The need for new ways to understand women and to help them deal
more effectively with problems unique to them, as well as problems which may
affect women differently has led to new approaches to therapy for women,
such as consciousness raising groups. Diffentiation was made between therapy
which is non-sexist (attempts to avoid sex-role stereotyping which discriminates
against either sex) and therapy which is feminist (goes further and guestions the
power relationships inherent in any therapy process and calls for new ways to
provide an egalitarian experience in therapy which might facilitate learning about
women’s experiences, rather than telling women what their experiences are or
should be). Feminists have made a large impact on the mental health system in
their campaign against violence against women and development of alternative
models of service such as rape crisis centres and refuges for battered women.
New attitudes and knowledge from feminist critiques have helped develop
preventative programs and led to legislative change. Examples of the
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contribution made by feminists include the feminist analysis of eating disorders
which views these problems as occurring in societies which have limiting sex
stereotypes and which promote a body image ideal that is impossible for most
women to achieve. Thus more than 30% of those who suffer from eating
disorders are women. Where women are a distinct minority and services cater
largely for men, feminist energy has gone into the development of women-
oriented services, such as special alcohol services. A major area requiring
further attention is the position of women in psychiatric institutions which may
include sexism, neglect and trauma as well as sexual abuse,

Today many developmental and psychological theories still present the
male experience as normative and ignore or negatively evaluate women’'s
differences in relation to these norms. Consideration of the female experience
and its context is essential to developing better theories, and in providing
relevant and empowering strategies {O'Rourke, 1984).

Current research together with social change will help in producing a new
conception of women. Differences between men and women do not mean that
one is weaker than the other, rather there is a need to seek explanations for
differences in order to provide a higher standard of health for men and women
(O’'Rourke, 1984).

2. MEASUREMENT OF OUTCOMES

Most health measures focus on physical and psychological ill-health.
Examples include mortality and morbidity measures. Well-being measures will
become increasingly important as health services shift emphasis from the
provision of curative services to the prevention of ill-health (Kilgour, 1991} and
focus on health promotion and quality of life. Health behaviours are activities
engaged in to promote or protect one’s health, and include breast examination,
cervical cytology, medication, diet change. Self-perceived health asks the
individual to comparatively rate his or her health as worse, the same or better
than others her age. Self-perception has been shown to be a significant
indicant of health (Mossey & Shapiro, 1982).

Murchie (1984} in a New Zealand study compared Maori women who
said their general health was good with those who said their health was "fair"
or "poor”. This study used measures of well-being, and ill-health and derived a
profite of factors associated with good health among Maori women. A woman
in good health was twice as likely to say she has no major worries; 1.5 times
as likely to say she has no frustration over her work situation; 3 times as likely
to be not at home with dependents; twice as likely to have no worries about her
children; 1.5 times as likely to be not primarily in home care.

Symptom checklists provide estimates of distress and demoralisation, but
do not permit classification of subjects into discrete disease categories and the
relationship between impairment ratings and specific diagnoses is not strong.
Depressive symptoms are the most common type of manifestation of
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psychological distress and are common to many and varied types of psychiatric
disorders.

A large survey was carried out in the Otago region in New Zeaiand and
focused on women’s mental health (Walton et al, 1990). The outcome measure
was the General Health Questionnaire (GHQ) which measures psychiatric
symptomatology. This study illustrates the way in which physical and social
factors may act to initiate or perpetuate mental ill-health. Poor physical health
and major marital problems were related to becoming mentally ill. Other factors
which correlated with psychiatric morbidity were: quality of social networks;
difficulties with alcohol; childhood sexual abuse; low socioeconomic status;
and adult experiences of sexual and physical abuse {Romans-Clarkson et al,
1990). Of those who became ill, 2/3 had recovered within one year. All of the
women who continued to be ill had suffered a major financial crisis (Walton et
al, 1990).

A United Kingdom general practice survey of women aged between 20
and 59 years found similar results (Ballinger & Smith, 1985). Separated and
divorced women had the highest risk of psychiatric morbidity and single women
had the lowest risk. Women with three or more children had higher GHQ
scores. High scores on the GHQ were associated with interpersonal relationship
problems with parents or husband, marital status, numbers of children, social
class, and gynaecologica! problems such as painful, heavy or irregular periods.

Gath and lles (1990) highlight the need to distinguish between depressed
mood {feelings of sadness familiar to everyone) and depressive disorder (a
syndrome which is less common but far more seripus). The features of
depressive disorder include depressed mood, loss of interest, energy, and
enjoyment, poor concentration, gloomy thoughts of guilt, worthiessness,
hopelessness or suicide, disturbances of appetite, weight, sleep, and sex drive
and slow speech or movement.

LaDue in an unpublished paper noted that all diagnostic criteria and
assessment methods rest on theoretical constructs about human behaviour,
normality and pathology. For example it is commonly assumed that auditory
hallucinations and disordered thoughts coupled with social withdrawal are
symptomatic of schizophrenia. Traditional practices of certain ethnic groups
may mean that symptoms reflect religious practices and are part of a healing
process rather than increasing pathology. The use of drugs, trance states,
withdrawal from one’s community and other "abnormal” behaviours need to be
viewed within a cultural, religious context before being deemed to be deviant
and/or detrimental. There appear to be few universals as regards pathological
behaviours with many groups having syndromes specific to only that group.
Thus standard assessment and diagnostic tests may not be appropriate for
minority groups and other cultures.
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3. GENDER DIFFERENCES IN MENTAL (ILL-) HEALTH

A range of studies indicate that women are disproportionately affected by
mental health problems and that their vulnerability is closely associated with
marital status, work and roles in society. The 1983 Australian Health Survey
found that 357,000 females and 197,000 males reported mentat health
problems.

Russo (1990) reports that epidemiological community-based studies
found that for the 15 diagnostic groups studied there were substantial gender
differences in prevalence rates of lifetime diagnoses. Women predominate in
major depression, agoraphobia, and simple phobia whereas men predominate in
antisocial personality and aicohol abuse/dependency. Women were more likely
than men to have received a diagnosis of dysthymia, obsessive-compulsive
disorder, somatization disorder, and panic disorder. No gender differences in
manic episode or cognitive impairment were apparent. It should be noted that
there is controversy about the inclusion of alcohol disorders {as well as drug and
personality disorders) in the definition of mental disorder as these disorders may
not cause personal distress or mental disorganisation. There were alsc marked
gender differences evident in the utilisation of mental health services in the
USA. Gender differences varied by marital status and race/ethnicity and cannot
be explained by biomedical models. Never married and separated/divorced men
have higher overall admission rates to mental health facilities than women in the
same marital status categories. In contrast, married women have higher
admission rates than married men. However this does not hold for all
diagnoses. These findings emphasize the importance of understanding complex
relationships among gender, ethnicity, sex-roles, and mental health. Research
has rarely considered such joint effects.

Sacial factors may aid women’s adjustments to certain disorders. For
example a different pattern but not prevalence level exists for schizophrenia,
where women appear to have a later onset by 4 - 6 years, shorter and fewer
hospitalisations, and better prognosis and greater support to remain at home,
Social factors contributing may include lessened social role expectations, more
social support and greater societal (and parental) tolerance of women'’s
schizophrenic symptoms (Report of the Health Care Committee, 1991},

Gove and Tudor (1973) had earlier argued that because of the roles
women occupy in Western society, women are more likely than men to have
emotional problems. Major reasons proposed were that: 1) men have two
sources of gratification - work and family, whereas women have only one -
family; 2} raising children and keeping house is frustrating; 3) the role of
housewife is relatively unstructured and invisible: 4) when a married woman
works she is in a less satisfactory position than the married male;

5} expectations confronting women are unclear and diffuse. These authors
noted that both community-based and treatment studies clearly showed that
more women than men have mental ill-health problems, However this applies to
married women and married men. Amongst the single, within each category
men were more likely to be mentally ill. Prior to World War ll more studies
show a higher rate of mental illness for men than for women indicating that
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social change has adversely affected women. Also in communities undergoing
economic depression, there was a higher incidence of mental iliness and the
rates were higher in men than in women. In contrast in an integrated French
Arcadian village - traditional, family orientated and culturally isolated, there were
lower overall rates of mental illness and women had lower rates than men.

Ibrahim (1980) in an earlier review of the relationship between marital
status and mental health found that married women experience higher rates of
mental disorders than married men, although single women exhibit rates of
mental disorders similar to or even lower than the rates shown for single men.
Married individuals of both sexes experience better physical health than the
unmarried. It would appear that being married as compared with being single is
generally associated with better physical health for both men and women, but is
not associated with better mental health for women unless they are gainfully
employed. Such employment under certain circumstances may have detrimental
consequences.

Ross et al (1983) tested the hypothesis that in societies which value the
family and the woman’s role in the home, psychological distress levels of
married men and women will be more similar. These authors utilized a
questionnaire to compare an Anglo-American community with a Mexican
community. The gap in psychological distress levels of married men and
women was less in Mexican culture than in Anglo culture. However, education
and the wife’s participation in the labour force affect marital satisfaction which
in turn affects the level of psycholagical distress. Education increases marital
satisfaction whereas paid employment decreases it. Wife's employment
decreases her psychological distress directly in both cultures. Parry and
Shapiro (1986) found that in the case of working class women, working outside
the home was associated with less depression where there was good social
support, but more depression where there was not good support.

Russo (1990) in her review noted that parenthood, particularly when
children are young, increases the symptoms of psychological distress for
women whether or not they work outside the home and these symptioms appear
to increase with the number of children living in the home. Whether or not
employment brings mental health costs or benefits to women depends
substantially on husband’s attitudes, and satisfaction with child care. For
employed mothers, if child care was accessible and hushands shared in it, -
depression rates were low. In contrast, employed mothers without accessible
child care and with sole responsibility for child care had extremely high
depression levels. For non-employed wives, children increased depression
levels. Rosenfield (1989) proposed that role overload causes greater symptoms
for the same reasons as low power: through lowering an individual’s sense of
personal control. Thus employment may trade one source of low control for
another. Personal control may also explain differences in symptomatology by
social class.

Depression

Depression,‘the most prevalent psychiatric condition, is the most
frequently encountered women’s health problem in many Western countries.







