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   Foreword   

 The lived experiences of women from  racialized  1  communities around mental 
health issues both as survivors and as service providers have been my primary focus, 
along with other community activists, on how to best address these issues within the 
mental health system. A report arising from the  Healing Journey  (1996) study, con-
ducted in Toronto, demonstrated that important commonalities were evident in the 
entrenched lack of choices for racialized women in terms of their economic circum-
stances, support systems and the type of mental health care they need. The study 
found that such constraints point directly to racism as a structuring factor in how 
women become ill and how they are treated by the mental health system. 

 Racialized women face many barriers in the mental health care system. The use 
of Western biomedical model as the universal standard of intervention for people 
experiencing mental health problems has been found ineffective and costly espe-
cially in addressing diverse needs. The practical effect of the dominance of this 
model of care is the subjugation of indigenous and traditional practices in promot-
ing wellness and in dealing with mental health concerns. Highly quantifi able and 
evidence-based interventions are seen as scientifi c and legitimate, while the health 
beliefs and practices of racialized and immigrant populations are discounted, 
rejected and regarded as “not scientifi c” and “not modern” (Fernando, 2010). 

 Considering the systemic barriers experienced by individuals and families, espe-
cially women, from racialized communities who are experiencing mental health 
problems, we in Toronto founded Across Boundaries: An Ethnoracial Mental Health 
Centre (launched in 1995) where we developed a holistic model of care within an 
anti-racism/anti-oppression (AR/AO) framework. Community-based research, edu-
cation and training, organizational change and service delivery were the key com-
ponents of our AR/AO working framework. Using a community development 
approach, grounded in social justice and health equity principles, we developed 

1   “The term racialized person or racialized group is preferred over racial minority, visible minority, 
person of colour or non-White as it recognizes the dynamic and complex process by which racial 
categories are socially produced by dominant groups in ways that entrench social inequalities and 
marginalization.” Ontario Human Rights Commission, 2009. 
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programmes that are relevant in meeting the needs of individuals from racialized 
groups. Because of the dominance of the universally standardized Eurocentric val-
ues in the mental health system, it is important that there is an organizational change 
process to ensure that decision-makers are diverse and representative of the people 
they serve. Providing AR/AO education and training to both service providers and 
service users is key in giving them the opportunity to discuss experiences of oppres-
sion and thus understanding the impact of racism on their mental health. 

 Developing programmes and services within a holistic approach requires the 
input of service users, their families and communities. The process demands the 
creation of a safe, comfortable and supportive environment where women, men, and 
youth feel empowered and their voices are heard. Their lived experiences, including 
the impact of colonization, globalization and internalized oppression in their lives, 
are explicated and highly considered. The inclusion of indigenous, traditional, cul-
tural and communal forms of healing is essential in addressing their diverse needs. 
Self-care and awareness of our whole being (body, mind and soul) are key to our 
holistic model of care and in promoting mental health and wellness. Considering the 
assertion of racialized groups especially women in taking control of their own 
health a more integrative approach in mental health will provide them choices and 
the supports they need. 

 I congratulate and salute the women and men who contributed their work in this 
book. I am inspired by how the authors of each chapter have well articulated the 
strength and resilience of women globally in their struggle for justice and equality.

  Toronto     Martha     Ocampo   
  Winter 2015 

  References 

  Across Boundaries: An Ethnoracial Mental Health Centre. (1996). The healing journey: A report 
on ethnoracial communities and mental health within an anti-racism framework.  

  Fernando, S. (2010).  Mental health, race and culture  (3rd ed.). London: Palgrave, Macmillan.     
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  Introduction: A Systems Appro ach 
to Women’s Mental Health   

 In 2000 the World Health Organization released its “Women’s mental health: An 
evidence based review” (WHO, 2000). The document brought attention to the need 
to move away from focus on individual factors to the larger environmental infl u-
ences affecting women which limit “their opportunities to control the determinants 
of their health” (p. 7). While scholarly attention on women’s mental health contin-
ues to be a vibrant fi eld of enquiry, disciplinary boundaries and theoretical position-
ing have often led to a separate focus either at the individual level or at the larger 
socio-economic-political level. In reality the two simultaneously affect the experi-
ence of each and every woman across the globe. 

 The study of mental health and health care in the health fi eld has been infl u-
enced by positivist underpinnings and its focus on objectivity. In recent decades, 
interdisciplinary health researchers have also infused postpositivism to their 
understanding of individual differences in response to health behaviour, and quali-
tative health researchers have drawn from critical theory in their analyses of the 
continuing gender differences that disadvantage women’s health and access to 
health care across social groups. In nursing, some scholars have applied a con-
structivist approach to understanding women’s health experiences that remain 
close to women’s own voices. 

 This book focuses on the social and societal context of women’s mental health. 
Drawing from multidisciplinary perspectives and scholarship, it pays particular 
attention to how women’s mental health is experienced at the personal level, yet it 
is infl uenced by their relationships and interacts with the larger societal context. 

    Resistance and Resilience Go Hand in Hand 

 Resistance and resilience are often considered as separate constructs. We argue that, 
as it applies to women’s mental health, they go hand in hand. To survive women 
need to resist and yet to thrive they must be resilient. Women resist so to protect the 
welfare of their children and families and, often lastly, themselves. They resist 
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discrimination, power imbalances, and violence in personal relationships, work set-
tings, and communities. They live resilient lives in constantly adapting to the chang-
ing forces that go with life transitions. 

 As the chapters in the book show, women from all places of life and the globe do 
this. But to survive and thrive women (and men) need helpful and fair systems of 
support around them. Such systems are overlapping and exert infl uence from 
broader structural levels (Part I of book) to community support (Part II), and these 
have an infl uence on women (Part VI). Particular experiences (Part IV) and disad-
vantaged positions (Part V) place continuous duress on women and can lead to 
cycles of marginalization if health and social services are not inclusive and gender 
sensitive (Part III).  

    Part I: Structural Determinants of Women’s Mental Health 

 The chapters in Part I explore some of the systemic, societal-level infl uences (i.e. 
structural determinants) that have an impact on women’s mental health around the 
world. For example, Buettgen, Gorman, and Rioux discuss systemic labour market 
and sociocultural barriers and opportunities to employment for women with various 
types of disabilities in India, Nepal, and Bangladesh. Pakistan is a neighbouring 
country that is beset with political instability, violence, and terrorism (Khan, 
Rafi que, & Bawani), and it is in this context that Khan et al. present the voices of 
urban and rural women at the community level concerning mental health while also 
examining the mental health services and research on mental health in Pakistan. 

 The other two chapters in Part I are contextualized in the Northern Hemisphere, 
yet the structural issues they address are of worldwide concern. For example, 
Armstrong explores how restructuring and the application of managerial models bor-
rowed from the for-profi t sector to health care have drastically increased the demands 
of paid and unpaid health care work, with negative consequences for women’s health 
and well-being. Women’s mental health is not only affected by their conditions of 
work but also, in their gendered role as caregivers, women experience mental health 
issues in particular ways (Armstrong). In addition to role burden and gendered work 
roles, violence against women is a societal issue in most, if not all, countries of the 
world. In their chapter, Stuckless and Toner examine the reasons for, and the costs 
and consequences of, intimate partner violence in Canada and the USA.  

    Part II: Community, Social Support, 
and Women’s Mental Health 

 As suggested earlier, to survive and thrive within societal contexts that are often-
times challenging, women need helpful and fair systems of support around them. 
Part II of the book presents four chapters that shed light on how community and 
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social support infl uence women’s resistance and resilience. Three of the four chap-
ters in this section explore issues associated with immigration and resettlement in 
different countries. Aroian and Uddin studied social support and depression in mar-
ried Arab Muslim immigrant women who settled in metropolitan Detroit in the 
American Midwest. While a number of immigration- and integration-related factors 
were associated with greater depression, husband support was the only social sup-
port variable associated with lower depression (Aroian & Uddin). In addition to 
immediate and extended family, one’s ethnic community can be an important source 
of support for immigrants, as Dastjerdi discusses. In particular, being connected to 
one’s ethnic community had a positive effect on mental health, well-being, and sat-
isfaction with life among the older Iranian immigrant women in her study, con-
ducted in Toronto, Canada. Killian conducted a study with a heterogeneous sample 
of female newcomers living in the greater Toronto area. He found that social support 
in the community was a crucial factor in newcomer women’s mental health, while 
disruption of the social networks and communities in the country of origin, lan-
guage barriers, and cultural differences contributed to isolation and lack of support, 
often leading to a decrease in mental health following settlement in Canada. 

 Other community-level factors that have an impact on women’s mental health 
are socio-economic conditions, gendered inequalities, and violence against women, 
as discussed in the fourth chapter in this section, which focuses on Italy. Given the 
sociological and political changes in Italy over the past 30 years, the authors’ rec-
ommendations to advance women’s mental health include extension and revision of 
the rights and duties attributed to families; the creation of a stronger network of 
opportunities for sharing burdens and providing mutual support; providing services 
to help women; and relieving women’s burdens through improved social policies 
(Guidugli, Barbaranelli, & Giacomantonio).  

    Part III: Health and Social Services, Resistance, 
and Women’s Mental Health 

 The chapters in Part III explore how overlapping systemic forces infl uence health 
and social services and how women experience these, generating resistance and 
resilience. One of the issues addressed is the widespread use/abuse of benzodiaze-
pine drugs by Brazilian women (Silveira & Costa Martins), which could be viewed 
as a kind of resistance against the pressures of modern living. Driven by scientifi c 
medicine and capitalism, this epidemic of addiction to benzodiazepines suggests a 
cultural response to the “discontent of civilization” (Silveira & Costa Martins) that 
is linked to women’s gendered identity. This situation calls for critical enquiry into 
who benefi ts, who suffers, and why women are so vulnerable (Silveira & Costa 
Martins). Another social phenomenon that suggests resistance is that of eating dis-
orders (EDs). Canadian authors LaMarre and Rice examine the tensions between 
biomedical discourses concerning EDs and the discourses found in treatment 
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settings for EDs, where individuals attempting to follow a recovery prescription 
may experience incongruities with Western societal expectations for “healthy bod-
ies” (LaMarre & Rice). 

 In some cultures, females are rigidly confi ned to gender roles dictated by social 
and religious conventions and are not permitted to openly express their thoughts and 
feelings. The resultant repression of emotions can give rise to the phenomenon of 
somatization (Firoozabadi, Bellissimo, & Ghanizadeh). Firoozabadi et al. describe 
somatization disorder as “characterized by frequent and recurring physical pain and 
other complaints that require medical attention”. In discussing the fi ndings of their 
study with Iranian women, they conclude that, “for these women, somatization may 
be an inevitable and viable solution for expressing their profound personal dissatis-
faction” (Firoozabadi et al.). In a sense, somatization may be a way for women to 
resist oppression, and this brings them into contact with the health system. 

 Another issue that brings women into contact with health and social services is 
sexual violence. Sexual violence is a widespread issue that crosses socio-economic 
categories and has long-term mental health consequences (Reis, Ramiro, & Gaspar 
de Matos). Based on the fi ndings from a study with Portuguese women who experi-
enced sexual violence, Reis et al. advocate for changing the culture that allows for 
violence. Also needed are programmes that help women to build social and personal 
competences that will be protective and mitigate risks for sexual violence. Moreover, 
to help women rebuild and recover their lives after violence, they need counselling, 
relocation, fi nancial support and employment, and medical and legal support. Such 
wide-ranging initiatives will require cross-sector collaboration and strategic inter-
ventions that include health care providers, religious and societal leaders, non- 
governmental organizations, and police (Reis, Ramiro, & Gaspar de Matos).  

    Part IV: Displacement, Migration, Resettlement, and Women’s 
Mental Health 

 Displacement, migration, and resettlement are experiences that place particular 
duress on women and can lead to marginalization and mental health problems, as 
discussed in the chapters in Part IV. For example, Gakuba, Sall, Fokou, and Kouakou 
explored the mental health and resilience of young women refugees in urban con-
texts in Senegal and Ivory Coast, West Africa. The fi ndings indicated that women’s 
mental health problems related to their pre-migration experiences, as well as post-
migration conditions experienced in the host country, including poverty, problems 
of cultural adaptation, family separation, and sexual abuse. This study points to the 
need for programmes promoting integration of women refugees (Gakuba et al.). 

 Countries that experience a large infl ux of immigration may be hard pressed to 
provide the needed supports to facilitate the integration of newcomers into their new 
country. South Korea is one country that has seen an increase in immigration in 
recent years, including migration for the purpose of marriage. However, non-Korean 
women often experience social insecurities and mental health issues following 
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marriage to Korean men (Kim & Kim). Indeed, depression in non-Korean 
women residing in Korea after marriage to Korean men is almost twice the rate 
of depression found in the general population. Clearly, mental health promotion 
policies for migrant women in South Korea need to be developed and imple-
mented (Kim & Kim). 

 Post-migration adaptation is typically viewed as a personal matter, and when the 
health of immigrant women deteriorates, “this is often attributed to personal fac-
tors” (Bohr & Hynie). This view ignores the “broader social and economic chal-
lenges faced by women” as the caregivers of their families, as well as “the cultural 
strengths that underlie their resilience” (Bohr & Hynie). Accordingly, policies to 
promote immigrant women’s mental health should include the allocation of neces-
sary resources to immigrant communities (Bohr & Hynie). 

 While immigration can present challenges to women’s mental health, this is not 
inevitable. Based on fi ndings of a study with immigrant populations in Switzerland, 
Simona Moussa, Pecoraro, and Ruedin argue that socio-economic factors, espe-
cially level of education and labour market status, and feeling in control of one’s life 
are basic to women’s mental health. Accordingly, strategies to promote women’s 
mental health should focus on improving health and well-being, generally, for 
immigrants and non-immigrants alike, through strategies like facilitating labour 
force participation by offering training for low-skilled women. 

 It is to be expected that refugee and immigrant women of low socio-economic 
status would have diffi culties adjusting to their new country, given the multiplicity 
of overlapping personal and structural challenges that they experience, as discussed 
in the earlier chapters in Part IV. And yet, struggles to adapt and concomitant mental 
health issues are not unique to women from marginalized groups. For example, 
Kirschbaum Nitkin’s auto-ethnographic essay describes her struggles as an estab-
lished professional who emigrated from Brazil to Canada. For her, this transition 
was experienced as a threat to her identity and a loss of continuity, until she eventu-
ally “reinvented” herself and reconnected with her identity. While a personal 
account, her experience is likely one shared by many who relocate to a different 
country, and acknowledgment of this reality would likely go a long way towards 
strengthening women’s resilience and promoting mental health.  

    Part V: Poverty, Marginalization, and Women’s Mental Health 

 The chapters in Part V speak to the reality that poverty and marginalization place 
persons in disadvantaged positions under continuous duress. Such conditions may 
precipitate or worsen mental health problems, and these may be further exacerbated 
if health and social services are not inclusive and gender sensitive. All three chap-
ters in this section are set in Canada, which, although a wealthy country, has consid-
erable disparities. Among those experiencing the greatest disparities are women 
living with homelessness. These individuals are often ignored and blamed for their 
predicament. And yet, when their stories are listened to, it becomes evident that 
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their poverty and suffering are reinforced by an array of political, economic, and 
social structures aligned against them (Daiski). Notwithstanding physical problems, 
mental anguish, and emotional distress, the women in Daiski’s study show surpris-
ing resilience, and this seems to underscore their human dignity. Accordingly, 
Daiski writes, “To bring about change, counter discourses based in empathy and 
ethics need to be developed, accompanied by more equitable policies.” 

 Early motherhood is another life circumstance accompanied by multiple, over-
lapping challenges that can negatively impact women’s mental health. Findings of 
an institutional ethnography study conducted by Kurtz-Landy and Sword show 
“how social constructs such as gender, class, welfare and maternity benefi t policy, 
and medical and societal discourses on childbirth and early motherhood are 
embedded in the women’s daily lives and limit their choices in caring for their 
families and themselves”. Policy makers and health care providers must pay atten-
tion to the challenges experienced by postpartum women who are socio-econom-
ically disadvantaged, if the mental health inequities they experience are to be 
addressed. 

 Another population in Canada (and elsewhere) that experience mental health 
inequities is that of women whose identity is centred at the intersections of ageing, 
racialization, and low socio-economic status (Islam, Khanlou, & Tamim). 
Notwithstanding their vulnerability, “older adult women who are socially engaged 
and able to take part in physical activity enjoy high levels of mental health and well- 
being and low levels of perceived stress” (Islam et al.). This research fi nding speaks 
to the need for community recreation programmes which can help older women to 
improve both their physical and mental health.  

    Part VI: Motherhood, Resilience, and Women’s Mental Health 

 The experience of motherhood offers both great rewards and great challenges. It is 
an experience that is shaped by women’s intersecting identities (e.g. gender, race, 
social class) and the societal contexts in which it is enacted (e.g. family, work, 
neighbourhoods), as well as broader societal structures and policies (e.g. gender 
equality policies, income distribution, role burden, peace, and security) within 
countries. Accordingly, the chapters in this section explore different aspects of 
motherhood in relation to resilience and women’s mental health in diverse contexts 
and settings. 

 Ratcliff, Sharapova, and Gakuba note that “immigrant women in developed 
countries experience worse pregnancy outcomes than native women and are at high 
risk for antenatal depression and anxiety”. Findings from a study with immigrant 
women with antenatal depression attending a birth preparation programme in 
Geneva, Switzerland, prompted these authors to highlight that in order to enhance 
maternal mental well-being, there is a need for “multidimensional programs to 
address psychosocial, cultural and obstetric issues simultaneously” (Ratcliff et al.). 
In particular, it is important to overcome communication barriers and help women 
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preserve some of their cultural traditions as they transition from pregnancy and birth 
to motherhood. 

 The mental health of mothers is particularly important to consider, given that 
maternal mental health also affects the health and well-being of children (Hynie, 
Umubyeyi, Gasanganwa, Bohr, McGrath, & Umuziga). And yet, low and middle 
income countries may lack the resources to make maternal mental health a priority. 
However, current work being done in Rwanda, a country still recovering from the 
genocide in 1994, suggests that building a community/peer support approach to 
maternal depression could help to reduce its impact on women and their children, 
while at the same time making mental health a family and community-wide issue 
(Hynie et al.). 

 After giving birth safely, mothers around the world are primarily responsible for 
ensuring the safe passage of their offspring through childhood. Yet, for mothers liv-
ing in marginalized neighbourhoods, this responsibility can be diffi cult to fulfi l, 
especially when youths engage in subcultures that involve guns. Bailey, Akhtar, and 
Clarke describe the social and cultural complexities embedded in the post-homicide 
experiences of Black mothers in Toronto, Canada, who have lost a child to gun vio-
lence. The qualitative study shows how “the racial stigma of gun-violent death 
infl uenced how these mothers construed their loss and built resilience.” Thus, their 
loss is not only an individual experience but also, “a cultural and social phenome-
non” (Bailey et al.). This understanding sheds light on the need for appropriate 
interventions and policies, as well as further research on how best to support resil-
ience in mothers who lose children to gun violence. 

 While some mothers experience the trauma of losing a child though violence, 
others suffer the tragedy of perinatal loss. This is a loss that may leave mothers feel-
ing isolated and alone with their grief, since they have lost not only the baby but also 
an imagined future with the child. Grieving this loss makes the work of mothering 
other children, who are also bereaved, particularly diffi cult, as Jonas-Simpson 
describes in her chapter. Thus, supporting bereaved mothers as they mother their 
bereaved children is very important to the mental health and well-being of women 
and children (Jonas-Simpson).  

    A Positive Future for Women’s Mental Health 
If All Systems Work Together 

 To make strides in promoting women’s mental health, from local initiatives to global 
movements, practice and policy need to be informed by scholarship from diverse 
disciplines. To our knowledge, this book is unique in its range of multidisciplinary 
contributors who advance a broad perspective of the social and societal contexts of 
women’s mental health. Authors contributing to the book bring a distinct and, at the 
same time, complementary understanding of women’s mental health in contempo-
rary society. In addition, while a signifi cant number of contributions are from 
Canada, an international understanding of similarities and differences in women’s 
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mental health is attained given the considerable number of contributions from 
scholars from around the globe. Women’s experiences in Bangladesh, Brazil, 
Canada, India, Iran, Italy, Ivory Coast, Nepal, Pakistan, Portugal, Rwanda, Senegal, 
South Korea, Switzerland, and the USA are examined. 

 Another unique feature of the book is that it attempts to bridge theory and 
research to practice and policy by including an implications section and a response 
section for each chapter. In this manner, the book goes beyond describing academic 
perspectives to including the voices of a range of stakeholders in women’s mental 
health who represent community members, practitioners, and policy makers. 

 Lastly, and most importantly, we hope that the book helps shift the paradigm of 
women’s mental health from a defi cit-based model to a positive and systems-based 
understanding. Rather than focusing primarily on pathologies or defi cits located 
within individuals, the social and societal contexts of women’s mental health are 
addressed. We believe the book informs multidisciplinary approaches to women’s 
mental health that attend not only to problems and challenges but also to positive 
aspects of mental health, such as women’s agency and resilience.

     Nazilla     Khanlou    
    F.     Beryl     Pilkington     
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    Chapter 1   
 Employment, Poverty, Disability 
and Gender: A Rights Approach 
for Women with Disabilities in India, 
Nepal and Bangladesh 

             Alexis     Buettgen     ,     Rachel     Gorman    ,     Marcia     Rioux    , 
    Kuhu     Das    , and     Soumya     Vinayan   

            Introduction 

 Employment can be a pathway to increased income, empowerment, quality of life 
and well-being. But for people with disabilities, especially women with disabilities, 
job opportunities in almost all countries are limited and employment supports are 
inadequate (Brown & Brown,  2003 ; Morrow, Wasik, Cohen, & Perry,  2009 ; 
Wiggett-Barnard & Swartz,  2012 ). Despite legislative improvements in recent years 
and international recognition of the need for employment to reduce poverty among 
women with disabilities, there is a glaring gap in knowledge, research, services and 
supports to meet their socio-economic interests and needs, especially in the Global 
South (ILO,  2011 ; UN General Assembly,  2007 ; WHO & World Bank,  2011 ). This 
chapter presents a literature and document review to help fi ll this gap in knowledge 
and awareness. 

 From a critical disability theory perspective, we discuss how employment and 
poverty affect the empowerment and well-being of women with disabilities in India, 
Nepal and Bangladesh. Critical disability theory addresses the social, cultural, political 
and economic factors that contribute to disability, marginalization and  dis - citizenship  
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(Barnes & Mercer,  2010 ; Oliver,  1990 ; Pothier & Devlin,  2006 ; Thomas,  1999 ). 
Critical disability theory challenges conventional understandings of disability as 
dependent on assumptions that characterize disability as an individual misfortune. 
The theory brings evidence of the social construction of disability to the forefront of 
thinking about “normal” versus “abnormal” and contends that achieving equality, 
well-being and empowerment for people with disabilities is not an issue of medi-
cine, health, rehabilitation or charity; rather it is a question of politics, power and 
powerlessness (Pothier & Devlin,  2006 ). 

 Historically and currently, much of the mainstream literature on disability and 
employment focuses on the need to “cure”, “modify”, “rehabilitate” and train indi-
viduals with disabilities to better fi t into the labour market. This places the onus of 
responsibility on the individual rather than looking to societal norms, values and 
practices that could be modifi ed to better accommodate and include people with 
disabilities. Critical disability theorists, researchers and activists have raised key 
questions about the individualization and medicalization of disability within the 
context of capitalist society leading to a growing body of evidence to help explain 
systemic marginalization, oppression and the deprivation of people with disabilities 
(e.g., Gleeson,  1997 ; Linton,  1998 ; Oliver,  1990 ; Rioux,  2003 ; Scull,  1984 ; Szasz, 
 1974 ). Oliver ( 1990 ) and others (e.g., Davis,  2002 ; Gleeson,  1997 ) indicate that in 
a capitalist economy, work is the defi ning quality of human worth. Thus, if a person 
is not involved in work, she is dependent on charity and considered not worthy of 
the dignity and rights afforded to people who are included in this social process. 
This perspective has led to a broad conceptualization of the goals and purpose of the 
disability movement which is to seek full citizenship: equality, liberty and dignity 
for all. Based on the need for system-level change, these goals require radical trans-
formation in the way society perceives and acts towards people with disabilities, 
especially women with disabilities. 

 In national contexts where there is no guaranteed income such as those found in 
India, Nepal and Bangladesh, people are dependent for their livelihood on the income 
they earn. Usually, work performance is based on a so-called average or norm that 
may exclude people with disabilities, viewing them as incapable of meeting employ-
ment standards. This exclusion has undoubtedly led to the persistently high unem-
ployment rate among people with disabilities, now a worldwide concern (OECD, 
 2009 ; UN General Assembly,  2007 ; WHO & World Bank,  2011 ). 

 For our purposes, disability is defi ned here in accordance with international 
standards set forth in the UN Convention on the Rights of Persons with Disabilities 
(UNCRPD) which states:

  Persons with disabilities include those who have long-term physical, mental, intellectual or 
sensory impairments which in interaction with various barriers may hinder their full and 
effective participation in society on an equal basis with others. 

   The Convention was adopted by the UN in 2006 which marked a shift in views 
on disability from a social welfare to a human rights issue. As of December 2013 
the UNCRPD has been ratifi ed by more than 100 countries, including India, Nepal 
and Bangladesh (  www.un.org/disabilities    ). Ratifi cation of the Convention implies 
that states accept their legal obligation under the UNCRPD and enact the necessary 
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legislation. The UNCRPD explicitly addresses employment in Article 27 “to prohibit 
discrimination in job-related matters, promote self-employment, entrepreneurship 
and starting one’s own business, employ persons with disabilities in the public 
sector [and] promote their employment in the private sector …”. 

 Employment is described in this chapter in terms of wage labour and self- 
employment. Wage labour includes remuneration paid by an employer (either public 
or private) to an employee. Self-employment is generating one’s own income directly 
from a consumer as opposed to being an employee. Unemployment includes people 
who are without paid work but actively seeking employment. Underemployment 
refers to a situation in which the wages earned are insuffi cient for the worker; per-
haps because they are working part-time and would prefer full- time work, or their 
education, skills and experience make them overqualifi ed beyond the requirements 
for the job. Un-waged and under-waged employment refers to work that is not 
remunerated. 

 In this chapter, we recognize the interrelationship of class/caste, ethnicity, gen-
der and disability. We will begin our chapter with a brief overview of the problem 
of un/underemployment of women with disabilities in India, Nepal and Bangladesh. 
Next, we will present the systemic labour market, socio-cultural and individual bar-
riers and opportunities to employment for women with disabilities. Our discussion 
provides an overview of grassroots initiatives that promote economic well-being for 
women and men with disabilities in India, Nepal and Bangladesh. We conclude with 
recommendations to improve employment outcomes as a social determinant of 
health. We argue that access to paid employment as a human right, outlined in the 
UNCRPD, has specifi c relevance for women with disabilities. Further, if we are to 
consider “mental health” from the perspective of women with disabilities, we must 
simultaneously attend to discrimination against women with psycho-social disabili-
ties (who may or may not be otherwise disabled) and to distress related to a greater 
likelihood of experiencing social exclusion, violence, oppression, and economic 
insecurity.  

    Review of Literature 

 Researchers and international agencies are starting to take note of the need to 
understand and address the links between poverty, disability and gender. For example, 
the recent World Report on Disability (WHO & World Bank,  2011 ) notes that

  In developed and developing countries, working age persons with disabilities experience 
signifi cantly lower employment rates … than persons without disabilities. Lower rates of 
labour market participation are one of the important pathways through which disability may 
lead to poverty. (p. 235) 

   The report also notes that women with disabilities and people with psycho-social 
impairments may experience greater disadvantages in many settings than men with 
disabilities and those who experience physical or sensory impairments. 
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 Inclusion of the needs and interests of people with disabilities for global poverty 
reduction was exemplifi ed in the Millennium Development Goals (MDGs). 
The MDGs is a worldwide initiative to establish a joint agenda for addressing key 
development issues by 2015 including poverty, education and gender equality 
(  www.un.org/millenniumgoals    ). While originally ignoring disability, in September 
2010 the UN General Assembly adopted a resolution recognizing that people with 
disabilities must be included in policies and actions so that they can benefi t from 
poverty reduction efforts and progress can be made towards achieving the MDGs 
(UN General Assembly,  2010 ). Prior to this resolution, the Ministerial Declaration 
of July 2010 emphasized the “need to ensure women with disabilities are not subject 
to multiple or aggravated forms of discrimination, or excluded from participation in 
the implementation of the MDGs” (UN Economic and Social Council, 2010 cited in 
WHO and World Bank,  2011 , p. 12). This recognition of the needs and interests of 
people with disabilities was highlighted again in September 2013 when another UN 
High Level Meeting of the General Assembly came together to specifi cally develop 
a disability inclusive development agenda towards 2015 and beyond (UN General 
Assembly,  2013 ). 

 In India, Nepal and Bangladesh, there is a limited amount of research to dem-
onstrate the extent of social exclusion, poverty and un/underemployment of peo-
ple with disabilities, particularly women with disabilities. However, we know that 
the three countries experience similar regional economic challenges, gender ineq-
uities and barriers to the realization of human rights for people with disabilities 
(e.g., Miles,  2007 ; UNESCAP,  2012 ). Estimated disability prevalence rates vary 
widely across countries, depending on the defi nition and conceptualization of dis-
ability, research methods used and under-reporting due to stigma and other factors 
(WHO and World Bank,  2011 ). We use some specifi c population numbers below, 
with the understanding that the actual number of people with disabilities may be 
much higher.    1  

    India 

 India has a population of more than 1.2 billion people. In 2012 UNESCAP 
(UN Economic and Social Commission for Asia and the Pacifi c) estimates indi-
cated that there are more than 21 million people with disabilities in India, of which 
more than nine million are women with disabilities. 

 India has become one of the world’s fastest growing economies, but faces 
challenges of poverty, corruption, malnutrition and inadequate public health care. 
Khambatta and Inderfurth ( 2012 ) point out that only 24 % of India’s 478 million 
strong labour force consists of women, with almost half of these women exiting 

1   Poverty for women is also understated in the regions’ offi cial statistics because poverty measures 
are often captured at the household level rather than at the individual level. Individual measures of 
poverty identify substantial gender differences that are masked when measured at the household 
level (Vijay, Lahoti, and Swaminathan,  2013 ). 
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the labour force before they reach the middle of their career. Recent human rights 
monitoring by people with disabilities in India also reported that, 

   Despite legislation supporting disability rights and the ratifi cation of several UN treaties, 
public authorities have been unable to bring about change to advance the human rights of 
many Indians with disabilities. (Disability Rights Promotion International,  2009 , p. 1) 

   This rights monitoring report indicated that women with disabilities experience 
greater incidences of discrimination from family members and society than men 
with disabilities. 

 The World Bank ( 2007 ) reported that employment rates for women and men with 
disabilities in India have fallen steadily since the 1990s. This report noted, 

   All categories of PWD [people with disabilities] have employment rates below the general 
population average. However, employment rates vary sharply by type of disability, with 
those with mental illness, mental retardation [ sic ] and visual disabilities having very low 
employment rates at one extreme … and those with speech and locomotor disabilities hav-
ing employment rates above those of the average for disabled people. (p. 86) 

   These fi ndings suggest that it is important to consider specifi c dimensions of 
discrimination against women and men with psycho-social disabilities and to track 
barriers and opportunities experienced by people with psycho-social disabilities.  

    Nepal 

 Nepal has a population of about 30 million people including approximately 104,000 
people with disabilities, of which more than 56,000 are women with disabilities 
(UNESCAP,  2012 ). Nepal is a landlocked country, bordered by two major world 
economies, with China to the north and India to the south, east and west. 

 Nepal was a monarchy from the eighteenth century to 2008, after a decade-long 
civil war and weeks of mass protests abolished the monarchy to establish a federal 
multiparty representative democratic republic. The country’s civil strife and armed 
confl ict resulted in an increase in the number of people becoming disabled. The newly 
formed democracy has led to important social policy shifts emphasizing rights for 
women and people with disabilities; however, capital investment has been limited 
during this period, and there have been few opportunities to develop trade and employ-
ment prospects, thus many Nepali citizens (mostly male) move to other countries in 
search of work (Lokshin   , Bontch-Osmolovski, & Glinskaya,  2010 ). 

 According to the Nepal Disabled Women’s Association (NDWA) many people 
are guided by religious beliefs and superstitions that view disability as a result of sins 
committed in past lives and “ill omens” ( 2007 ). Many people with disabilities, 
especially women, are hidden from the social arena, are believed incapable of inde-
pendence and denied opportunities for income generation. According to the NDWA, 

   Economic inclusion is an important aspect of social inclusion. Unless a person has a modest 
source of income on her own, she cannot lead her life effectively. Thus, access to income 
generating activities and source of livelihood is an important indicator of the social inclusion 
of disabled women. (p. 24) 
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   This emphasis on the importance of access to paid employment for women 
with disabilities points to the vital connection between employment and social 
well-being.  

    Bangladesh 

 Bangladesh has a population of nearly 150 million people. UNESCAP ( 2012 ) 
estimates more than 13 million people with disabilities in the country including 
more than six million women with disabilities. 

 Bangladesh became an independent state in 1971 after the Bangladesh Liberation 
War resulted in the separation and independence of the region from Pakistan, which 
itself was created through the partition of India in 1947. After independence the new 
state proclaimed a secular multiparty democracy and endured decades of poverty, 
famine, political turmoil and military coups. Bangladesh is a developing nation with 
a growing economy but with one of the lowest per capita incomes in the world (UN 
Development Programme,  2013 ). 

 A recent article by Šiška and Habib ( 2013 ) argues that women with disabilities 
are the most deprived in the country. Based on these authors’ experiences in 
Bangladesh, they found that some people with physical or visual impairments in 
rural areas are involved in small business such as “running a tea stall or grocery” 
(p. 398), but in the city most people are found begging in the streets or engaged in 
some form of self-employment. Citing Anam et al. ( 2002 ), only a small percentage 
(3 %) of women with disabilities are engaged in full-time income generating work 
and that this work is often confi ned to handicrafts and tailoring. 

 The Women with Disabilities Development Foundation of Bangladesh (WDDF, 
 2010 ) note that many women across disability groups struggle to fi nd work, many 
of whom living in poverty. The WDDF argues that government initiatives “fail to 
seriously consider the specifi c needs of women with disabilities” (p. 7). Furthermore, 
the needs of women with intellectual and psycho-social disabilities are especially 
“absent” from activities for people with disabilities.  

    Barriers to Employment 

 There are several overlapping barriers to employment, social well-being and 
empowerment for women with disabilities across India, Nepal and Bangladesh. 
These barriers can be attributed, in part, to the second-degree citizenship experi-
enced by women with disabilities in comparison to men (Dhungana,  2006 ; NDWA, 
 2007 ). For example, many Nepali women with disabilities do not have identity or 
citizenship cards which means they are unable to vote or participate in political 
processes (NDWA,  2007 ). According to previous literature and world survey reports 
(e.g., UN Division for the Advancement of Women,  2009 ; WHO & World Bank,  2011 ), 
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women with and without disabilities in South Asia do not have equal access to 
basic needs and opportunities for personal development such as education and 
employment. 

 We will highlight three barriers to employment including violence and abuse, 
exclusion from education and training, and structural challenges which exemplify 
the  dis -citizenship of women with disabilities in India, Nepal and Bangladesh. 
These barriers are often cited as reasons why women with disabilities are prevented 
from participation in the labour market, however do not represent an exhaustive list. 

  Violence and abuse : In conditions of extreme poverty within India, Nepal and 
Bangladesh, women with disabilities can be denied their basic needs for food, health 
care, education and shelter. Women with disabilities may lack their families’ sup-
port in terms of love and personal growth compared to other members of the family, 
including men with disabilities, because of dominant patriarchal norms and values 
(Creating Resources for Empowerment in Action,  2012 ; Dhungana,  2006 ). Many 
women with disabilities are restricted to their homes due to family overprotection, 
shame caused by social biases and inaccessible environments (ibid). As such, 
women with disabilities are often extremely neglected, isolated and may be unaware 
of their options for participation in vocational or relational life. 

 The NDWA ( 2007 ) reports “the emotional and economical dependency of disabled 
women … makes them more vulnerable to sexual abuse and to be silent about their 
trauma for fear of losing what little dignity they may have” (p. 34). Most women with 
disabilities experience some form of sexual, physical, psychological or economic 
(e.g., exploitation) abuse from their families or husbands. Psychological violence 
occurs in the form of verbal abuse, threats and exclusion from social activities which 
can cause feelings of emotional disturbance, loneliness, isolation, etc. (Dhungana, 
 2006 ; NDWA,  2007 ). Dhungana ( 2006 ) notes, “From the very beginning the qualities 
of shame, fear, passivity, and dependence on others are instilled in disabled girls and 
women” (p. 135). These reports are drawn from the Nepal context and echo Canadian 
studies emphasizing the prevalence of violence and abuse experienced by women 
with disabilities (e.g., Benedet & Grant,  2014 ; Brownridge,  2006 ). 

  Exclusion from education and training : In relation to the profound neglect of 
women with disabilities, lack of education and skill training is another reason why 
women with disabilities are prevented from participating in the labour market. 
Access to education is affected by physical accessibility of training and education 
institutions, availability of support services (e.g., Braille, sign language, special 
education for learning impairments), teacher and peer attitudes, as well as family 
fi nances (Disability Rights Promotion International,  2009 ; NDWA,  2007 ). Moreover, 
pedagogical theory can be inherently exclusionary within “fl awed notions of meri-
tocracy [as] powerful inhibitors to the right to education for those who are perceived 
as ‘different’” (Rioux,  2013 , p. 131). This exclusion is exaggerated in South Asian 
countries where traditional teaching is rote learning (   Clarke,  2003 ; Rioux,  2013 ). 
Public and governmental attitudes refl ect a hegemony favouring the idea that the 
economic well-being of nations is dependent on schools training a productive labour 
force which often excludes people, especially women, with disabilities (Rioux,  2013 ). 
The inference here is that disability is a condition inherent to an individual rather 
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than the structural and pedagogical practices of education and training institutions. 
However, focusing on the skill development of individuals does not address the 
wider issue of discrimination towards women with disabilities, nor does it necessarily 
meet the needs of employers or the labour market. 

 Women with disabilities may also be excluded from education opportunities 
because of gendered occupational expectations (Kabeer,  2012 ; NDWA,  2007 ). For 
example, men are expected to gain employment and earn income for their families, 
whereas women may be expected to get married, be beautiful, care for children and 
take care of household domestic responsibilities. Some working women are expected 
by their husbands and parents to continue to discharge their traditional domestic 
duties while maintaining employment which may result in compromised well-being 
due to role strain and limited opportunities for education or training (Andrade, 
Postma, & Abraham,  1999 ; Kabeer,  2012 ). 

  Structural challenges : The overall absence of regular, salaried, formal jobs in the 
region is another reason why there are so many un/underemployed and un/under- 
waged women and men with disabilities. For many women, the alternative to formal 
employment is unpaid or poorly paid work on family farms or other enterprises, 
petty vending, domestic service or manual wage labour (Kabeer,  2012 ). Structural 
challenges in the region mean that “improvements in the employability of individ-
ual women will not compensate for the overall dearth of decent employment oppor-
tunities” (p. 37). Even those women who are involved in income generating activities 
may not have regular income, and jobs are gender stereotyped. For example, many 
women are working in tailoring, housekeeping, handicrafts making, etc. within the 
informal economy. Informal, unregulated employment is common in the region. 
When labour laws do exist they are often not enforced and frequently violated 
(Kanbur, 2009 cited in Kabeer,  2012 ). 

 Kabeer’s ( 2012 ) extensive review of women’s economic empowerment in low 
income countries, including India, Nepal and Bangladesh, raises important con-
cerns about the resilience of the gender division of unpaid labour and poor quality 
jobs. Given these concerns, she asks, “Can we assume that all women will want to 
undertake paid work … and can we assume that paid work for women is necessarily 
empowering?” (p. 17). It is safe to say that women, including women with disabili-
ties, should have the same freedom as men to choose to work if they want to. We 
argue that poor women, of whom women with disabilities are disproportionately 
represented, have little choice but to fi nd a source of income for themselves and 
their families. As the lack of access to decent work is a major cause of poverty 
among women, paid labour is the primary means through which to earn a living 
(UN Division for the Advancement of Women,  2009 ).  

    Opportunities 

 While these barriers may seem overwhelming, there are opportunities for transfor-
mative change. At the policy level, increasing employment for women and men 
with disabilities is written in policy and planning documents in India, Nepal and 
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Bangladesh. While implementation continues to be a challenge (Disability Rights 
Promotion International,  2009 ; Kabeer,  2012 ), the expressed recognition of the 
needs of women with disabilities is a step in the right direction and provides some 
opportunity for leverage. For example, in 2007 the Government of India’s Planning 
Commission developed the  Eleventh Five Year Plan  ( 2007 –2012) for inclusive 
growth to improve the economic conditions of the Indian population through a 
variety of social, economic and institutional means. Relevant objectives outlined in 
the Plan include improving income and reducing poverty, promoting rural and urban 
development, improving the education and skills of India’s population and promo-
tion of social development (e.g., improving the health and status of women, children 
and vulnerable populations). 

 In Nepal, after the 2006 Democracy Movement ( Loktantra ) and revolution, 
citizens are starting to realize the importance of social inclusion (NDWA,  2007 ). 
For instance, the Government of Nepal’s  National Policy and Plan of Action on 
Disability  (NPPAD,  2006 ) identifi es the need to target employment interventions 
for persons with disabilities allowing them to contribute to Nepal’s economy and 
society. The NPPAD includes a 10-year plan to improve access to basic services, 
facilities and opportunities for equal participation of women and men with disabili-
ties. The NPPAD highlights 17 national priorities including research, awareness and 
advocacy, training and employment, education, women and disability. 

 In Bangladesh, the  National Women Development Policy ,  2011  calls for new laws 
that support women’s rights to training and employment opportunities and participa-
tion in the formulation and implementation of economic policies. In  2005 , the 
Government of Bangladesh Planning Commission also released a  National Strategy 
for Accelerated Poverty Reduction  which set explicit goals for employment, education 
(emphasis on women) and making governance work for the poor and vulnerable 
groups (e.g., women and persons with disabilities). The Disability Rights Act 2010 is 
another comprehensive piece of legislation which intends to mainstream people with 
disabilities in infrastructure development initiatives including transportation and 
access to information (Bangladesh Legal Aid and Services Trust, n.d.).   

    Discussion 

 There is more work to be done to help promote the economic empowerment and 
social well-being of women with disabilities in South Asia and other parts of the 
world. The collective voice and political action of women with disabilities at the 
grassroots level can play a signifi cant role in addressing the multiplicity of con-
straints underpinning their disadvantaged position in the labour market. For women, 
disabled or not, Kabeer ( 2012 ) notes that, 

   The organizational capacity of working women, whether they are self-employed or wage 
workers, may be the missing ingredient that can help to transform women’s access to paid 
work into an economic pathway to empowerment and citizenship … Organizing around 
issues particular to their sector and making demands to the state are strategies that enhance 
their identity, not only as workers, but as citizens.” (p. 49) 
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   In India, Nepal and Bangladesh there are a few grassroots organizations run by 
women with disabilities for women with disabilities to address barriers and provide 
information and social, emotional and practical peer supports. Some examples of 
these organizations include the Subhi Association of Women with Disabilities in 
India (  www.awwdindia.net    ), and the previously mentioned Nepal Disabled 
Women’s Association (  http://www.ndwa.org.np/    ) and the Women with Disabilities 
Development Foundation of Bangladesh (  http://www.wddfbd.org/    ). These organi-
zations work with women with various types of disabilities to build their capacity, 
empowerment, self-esteem and confi dence to enable them to live a dignifi ed life. 
Using a rights-based approach, these organizations advocate for equal access to 
education, health, employment, social security and protection from violence. 

 Self-help groups present similar opportunities to build capacity for collective 
voice and action among people with disabilities and women. Self-help groups can 
have direct economic pay-offs, as these groups may be more likely to gain access 
to bank loans for livelihood activities (e.g., self-employment initiatives), provide 
fi nancial management and marketing training to members and allow women to 
realize economies of scale to their productive efforts (Pandolfelli et al. 2008 cited 
in Kabeer,  2012 ). 

 There is also increasing attention paid to the need for vocational training of 
women and men with disabilities. For example, Youth4Jobs in India (  http://www.
youth4jobs.org/    ) provides employment training and work placements for youth, 
including girls, with disabilities. Training includes life skills development, labour 
market knowledge, communication skills and vocational skills. Training sessions are 
also offered to employers and co-workers to increase their knowledge of disability, 
accommodation and inclusion. Youth4Jobs work directly with employers to sponsor 
work placements and provide ongoing support to help maintain employment of 
youth with disabilities. 

 Another example is Entire Power in Social Action (EPSA) in Nepal (  http://
epsanepal.org/    ) operated by women with disabilities for women with disabilities. 
EPSA provides skill development training in candle making, liquid soap making, 
hand knitting, felting, etc. Products are sold in markets and profi ts are shared 
between the organization and the women who make them. Women may also receive 
skill training to start their own business. Shared housing is provided for women 
experiencing homelessness. Social and emotional peer supports are another key 
aspect of their work. 

 In Bangladesh, the Women Chamber of Commerce & Industry (BWCCI) is the 
first chamber of commerce in the country exclusively working on women’s 
economic and social empowerment (  http://www.bwcci-bd.org/    ). BWCCI is a non- 
profi t, non-political organization whose aim is to encourage and strengthen 
women’s participation in the private sector as entrepreneurs through promoting a 
“women friendly” business environment. With a strong community voice, BWCCI 
lobbies for women entrepreneurs to assist their growth and to improve their social 
and economic prospects. BWCCI is actively working towards the inclusion of 
women with disabilities in the labour market and has offered concrete business 
development training.  
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    Implications 

 The relationship between employment and improved “mental health” is well 
documented (e.g., Dooley,  2003 ; Zabkiewicz,  2010 ). As we have described, there is 
an important link between employment, increased income, empowerment, quality 
of life and well-being. As such, we recommend improving the employment out-
comes for women with disabilities as a social determinant of health. 

 We recommend ending employer discrimination against women with disabili-
ties, including psycho-social disabilities. There have to be legislative initiatives that 
make it incumbent on employers to hire people with disabilities coupled with incen-
tives for women to be included in the labour market. This is the case in both the 
global north and the global south. Compulsory training should be provided for 
employers to increase their knowledge and understanding of the needs, interests, 
skills and abilities of women with disabilities to promote greater sensitivity and 
accommodation, and to recognize the contributions that a more expansive labour 
force can provide. There has to be a business case from government and employer 
associations to enable employers to recognize the benefi ts of increasing employ-
ment of women with disabilities both from an economic and a social perspective. 
Marginalizing and isolating a large group of the population is not a good business 
strategy and not a good government strategy and potentially leads to social unrest. 
Governments need to mandate political participation of women in the government 
at all levels to ensure that women’s issues are included in any legislative and policy 
initiatives. 

 Besides the structural and legislative changes to enable women with disabilities 
to gain and maintain decent employment, women may also need social and emo-
tional support to cope with their traditional lack of political participation and the 
abuse and violence they may face. Education and training needs to be expanded to 
include social and emotional support as well as needed skills in leadership develop-
ment, vocational skills (based on labour market analyses), fi nancial education, mar-
keting and business development. 

 Action has to be at the micro-, meso- and macro-level. At the grassroots level, 
organizations of women with disabilities in India, Nepal and Bangladesh argue for 
the need for organizing and raising the voices of women with disabilities. The Subhi 
Association in India works to organize women and girls with disabilities at different 
levels of society from the village to the district and the state to create a united 
platform for sharing the oppression they face and to voice their rights. The WDDF 
of Bangladesh suggests that there is a need for a shift in public perceptions in addi-
tion to implementation of government policies to promote increased employment of 
women with disabilities in Bangladesh. There is also a need for “more support 
for women’s self-initiatives and sharing of their successes” (WDDF,  2010 , p. 3). 
The NDWA suggests that there is a need to increase knowledge of government and 
non- governmental women’s organizations among women with disabilities and to 
educate women’s organizations about the specifi c needs and interests of women 
with disabilities. 
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 To support the efforts of these grassroots organizations, Disability Rights 
Promotion International (DRPI,   http://drpi.research.yorku.ca/    ) is working to establish 
a holistic and sustainable global system to monitor the human rights of people with 
disabilities. The DRPI-AWARE project (Asian Workplace Approach that Respects 
Equality) has recently begun using this holistic approach to identify and address the 
barriers people with disabilities experience when trying to participate in the labour 
force and to address the right to work that is found in the UNCRPD. 

 These are important goals that recognize employment as a strategic pathway out 
of poverty and oppression towards economic empowerment and increased quality 
of life. We see the possibilities for a process that increases access to and control over 
resources and opportunities including jobs, fi nancial services, skills development 
and market information. Equal access to paid employment as a human right benefi ts 
us all as we increase recognition and respect for human diversity in all its beauty 
and utility.     

     Response #1 

       Kuhu     Das   
  Association for Women with Disabilities, 
  West Bengal,   India  
 e-mail: kuhuawwd@gmail.com   

 Women with disabilities are the most marginalized group of women in Indian soci-
ety. They face multiple discriminations, are deprived of all political, social and eco-
nomic opportunities and continue to be left out of decision-making processes. 
Women with disabilities are subjected to high rates of domestic, psychological, 
physical, sexual violence and abuse but mostly are not reported due to multiple 
reasons. 

 The following statements clearly refl ects that women with disabilities face dis-
crimination due to gender and disability which severely affects their economic life 
leading to poverty:

  The majority of women with disabilities in India suffer the  triple discrimination of being 
female, being disabled and being poor . A quarter of all women with disabilities seldom 
manage three meals a day. (   World Bank,  2007 , p. 14) 

 … Indeed not only are they a socially invisible category but their plight is worse than 
both men with disabilities and other non-disabled women. Being powerless, isolated and 
anonymous, women with disabilities are extremely vulnerable to abuse and violence. 
(Government of India,  2006 , p. 92) 

 Disabled woman, in India, working full time earns only 56 per cent of the salary of a 
full-time employed disabled man. In fact, disabled women earn the lowest wages compared 
to disabled men or non-disabled women. ( Rao, n.d. , p. 3) 

   The World Report on Disability ( 2011 ) enumerates the employment rates of 
women with disabilities is only 20.1 % in low income countries and 19.6 % for all 
(high and low income) countries. In comparison, the employment rate for men with 
disabilities in low income countries is 58.6 %. 
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 Myths and misconceptions about men and women with disabilities and their 
potential and/or ability to work are deeply rooted into the mindset of people due to 
stereotypes and cultural practices over centuries. Women with disabilities are caught 
in a vicious cycle of gender, disability and discrimination leading to unemployment/
lack of income generation opportunities and thus leading to dependency and 
poverty. 

 Lack of equal opportunity for education and training creates a big gap that a 
woman with a disability needs to compete for her employability in both the orga-
nized and unorganized labour market. On the one hand, the social stigma and nega-
tive attitude of the society reduce the scope of work or employment opportunities 
for a decent livelihood. On the other hand, low education, lack of skill, lack of sup-
port services such as aids and assistive devices to enhance mobility or reduce hear-
ing or visual impairments and lack of exposure create lack of self-confi dence and 
courage to fi ght back discrimination. This leads to mostly confi nement at home or 
rehabilitation centres and dependence on others even for daily needs. In due course, 
poverty becomes inevitably a part of life of most of women with disabilities and 
overcoming it becomes impossible for them.  

    Response #2 

       Soumya     Vinayan   
  Council for Social Development, Southern Regional Centre, 
  Hyderabad,   India  
 e-mail: soumyavinayan@gmail.com   

 Through the lens of critical disability studies these authors have clearly brought out 
the multiple barriers women with disabilities face in India, Nepal and Bangladesh. 
These barriers range across socio-political-cultural and economic realms and deeply 
hamper the rights of women with disabilities. The authors have captured these 
realities through review of literature. 

 The main aim of these comments are to throw light on certain arguments which I 
fi nd relevant to the discussion on employment for people with disabilities especially 
women. First, I would like to bring to notice the argument of Kannabiran ( 2013 ) in 
her work on conceptualizing “ability” in the context of labour. She contests the prem-
ise of associating employment with “able-bodied” which completely marginalizes 
the disabled. People with disabilities form part of non-working adults who then are 
at the receiving end of welfare programmes. This non-recognition of “ability” to 
work is the root cause of the vicious circle of poverty, discrimination and oppression 
suffered by people with disabilities in general and women in particular. As per the 
2001 India Census, of the total disabled, only 22 % were categorized as work-
ers. In the case of women workers, the proportion of working women with disabili-
ties fell sharply to 13 % in contrast to 28 % in the case of men with disabilities. 
Thus, a larger portion of people with disabilities are categorized as non- workers, and 
within the working population, the share of women is marginal. 
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 Notwithstanding these statistics, there are many initiatives which have fi nally 
recognized the entitlements of people with disabilities as workers. For example, 
Self    Help Groups (SHGs) are exclusively made up of people with disabilities in the 
rural and urban areas under the fl agship programmes of Government of Andhra 
Pradesh, a federal state in Southern India. 2  These initiatives promote the inclusive 
development of persons with disabilities by enhancing their livelihood, functioning 
and integration with the community. Similarly, the Government of Andhra Pradesh 
recognized the inclusion of people with disabilities within the Andhra Pradesh 
Employment Guarantee Scheme through a notifi cation in 2006 (Kannabiran,  2013 ). 
There are several clauses within the series of government orders which refl ect the 
contested contours of gender and disability (such as allotment of care giving and 
service responsibilities to disabled women). The    recognition of “vikalangula kooli” 
deserves appreciation, and the formation of disabled worker’s collectives across every 
district and mandal of the state is monitored by a network of community- based orga-
nizations which mediates between the workers and the government is pointed out in 
the study. These arguments and initiatives, in my opinion, would give new focus in 
entitling people with disabilities as workers in the realm of disability studies.   
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    Chapter 2   
 The Mental Health of Health Care Workers: 
A Woman’s Issue? 

             Pat     Armstrong       and     Irene     Jansen   

            Introduction 

 In this chapter, I explore the issue of the mental health of health care workers from the 
vantage point of a feminist political economist concerned with equity for and among 
women. As is the case with much of political economy, paid and unpaid work is a 
primary focus because such work is the basis on which we acquire not only our means 
of survival but also much of our meaning and our social relations. Mental health, 
broadly defi ned to include anxiety, depression, undue stress and addictions, as well as 
other more traditional symptoms, I understood as a work- related issue and as shaped 
by relations of power. As the Mental Health Commission of Canada ( 2013 ) put it:

  The workplace can be a strong contributor to mental wellbeing, giving people the opportunity 
to feel productive and achieve their potential. Yet it can also be a stressful environment 
that contributes to the rise of mental health problems and illnesses such as depression and 
anxiety. (p. 1) 

   Nevertheless, there is a shortage of research focusing on workplace mental health 
in Canada (Roberts & Grimes,  2011 ) and very little of the research that we do have 
takes gender into account (Messing,  1998 ). 

 In this chapter, I address the specifi c case of health care work. A major employer 
in Canada, the health and social assistance industry has the highest number of days 
lost per worker per year due to illness or disability (Statistics Canada,  2013 ). Equally 
important, mental disorders are a growing cause of long-term disability, represent-
ing almost a third of workplace disability claims (Sairanen, Matzanke, & Smeall, 
 2011 ). Moreover, unpaid care providers constitute a mainly invisible and equally 
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large health care labour force. Research suggests that the impact of providing such 
care can be profound, especially for women and especially on their mental health 
(Armstrong,  2013 ). 

 Drawing on our recent comparative research in long-term care (Armstrong, 
Armstrong, & Scott-Dixon,  2009 ), I illustrate how restructuring and new manage-
rial models taken from the for-profi t sector have dramatically increased the demands 
of health care work. I use these data to identify some areas where research needs to 
be done. What I have to say is at least as much about raising questions as it is about 
providing answers; at least as much about presenting an argument as it is about 
providing evidence. But I do want to begin with the evidence for my argument and 
my questions. 

 First, however, I should explain briefl y where I am coming from in terms of my 
theoretical approach. I am a feminist political economist, which for me means start-
ing with how people provide for their food, shelter, jobs, joy and the next generation 
and how they work together to accomplish these, or not, and to make change. From 
this perspective, states, markets, ideas, discourses, civil society and the determi-
nants of health are understood not as independent variables but rather as interrelated 
parts of the same whole, albeit ones that may be in confl ict. They set the context of 
and possibilities for health, although women are understood as active in shaping that 
context. Political economy involves asking whose interests are served and recogniz-
ing inequalities in power. The feminist part means starting from where women are, 
about working for equity for and among women, and about recognizing the integral 
role households and communities play. For strategic and analytical reasons, this 
sometimes means talking about women as a group, while always asking which 
women, and sometimes talking about particular groups of women (Armstrong & 
Armstrong,  2004 ). In keeping with the literature on the determinants of health, 
which shows the critical roles food, clean environments, records and social supports 
play within care, I defi ne health care workers broadly to include everyone who 
works in the health and social service sector, including those who cook, clean, do 
laundry and clerical work for pay and those who provide unpaid care at home and 
in the community (Armstrong et al.,  2009 ). This includes those who do care work 
without pay, in and out of the formal economy. This approach shapes what I identify 
as the relevant questions and how I develop my argument. You may have quite dif-
ferent questions and arguments if you take another approach. 

 So let me turn to the evidence on which I base my argument for why the mental 
health of health care workers is an issue worth raising.  

    The Evidence for a Focus on the Mental Health of Health 
Care Workers 

 Given that most of us spend the majority of our days doing work and this is the way 
most of us get the means to survive, it is not surprising that work is central to our 
mental health. Mental health, broadly defi ned to include anxiety, depression, undue 
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stress and addictions, as well as other more traditional symptoms, is increasingly 
recognized as a work-related issue. This may seem incredibly obvious but actually 
our research in the fi eld is still quite limited. 

 According to the Scientifi c Advisory Committee to The Global Business and 
Economic Roundtable on Addiction and Mental Health ( 2002 ):

  The workplace as a social environment has a major infl uence on the mental health of all 
who labour within it. The same environment can also infl uence the likelihood that certain 
employees will develop addiction-related problems. At the same time, people bring personal 
problems to the workplace with them. These problems interact with different types of social 
environments in the workplace so that they are either more or less likely to result in threats 
to health and productivity. (p. iii) 

   While this report talks about work in general, some recent research has drawn 
our attention to the specifi c case of health care work. 

 Speaking as the Chair of the Mental Health Commission of Canada, Dr. Michael 
Kirby ( 2008 ) identifi ed the mental health of health care workers as a critical issue to 
address (p. 1). He wrote specifi cally about “mental health care providers”, suggest-
ing that it is primarily those caring for those with mental health issues who suffer 
and that the problem is primarily the patients for whom they provide care (Kirby, 
 2008 , p. 1). However, all those who provide care are at risk and the risk is at least as 
much the result of the resources available and the way work is organized as it is a 
result of patient or resident diagnosis. 

 The health sector is a major employer in Canada. More than one in ten people 
counted as employed works in the health and social assistance sector. And as I indi-
cated earlier, this is now the sector with the highest number of days lost per worker 
per year due to illness or disability. Of course, not all these absences can be attrib-
uted to mental health issues, although we do know that mental health problems 
often become physical health ones too and that mental health is a concern among 
health care workers. According to Annalee Yassi and Tina Hancock ( 2005 ), “mental 
disorders are the fastest growing cause of long-term disability in HCWs in BC, as 
elsewhere” (p. 35). A national survey of nurses (Shields & Wilkins,  2006 ), for 
example, found that “close to 1 in 10 nurses (9 % of both women and men) had 
experienced depression compared with 7 % of all employed women and 4 % of all 
employed men” (p. 61). A similar percentage of nurses takes antidepressants and do 
so at rates higher than other workers (Shields & Wilkins,  2006 , p. 63). 

 Health care work has always been demanding, with, for example, nurses working 
regular evening shifts more likely to report poor mental health (Shields & Wilkins, 
 2006 , p. 72). Workloads are also important, with staffi ng levels that are the main 
factor in workloads having a particularly critical impact on mental health. Staffi ng 
levels in Canada are lower than in, for example, Nordic countries, and our research 
on long-term care shows that working short-staffed and without suffi cient time or 
resources leaves Canadian workers feeling inadequate and demoralized (Armstrong 
et al.,  2009 ). When asked how often they felt “inadequate” because residents were 
not receiving the care they should, two out of fi ve of personal support workers said 
they felt inadequate “all or most of the time” while almost all the rest said they 
“sometimes” felt inadequate (Armstrong, Banerjee et al.,  2009 , Table 19). In the focus 
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groups, workers provided examples like not being able to take time to explain to 
residents why they have to go back to their room, not being able to sit with residents 
when they are crying, or not allowing residents to chew their food. Speaking of 
having to feed three or four residents at a time, one care worker remarked that “It’s 
horrible when you’re shoving [food] in there”. As a PSW in our study put it: “I go 
home after most busy evening shifts feeling exhausted and discouraged because I 
was only able to do the minimum because I ran out of time”. Feeling horrible about 
the care you provide is not good for mental health. 

 A host of research, beginning with Kerasek ( 1979 ), also indicates that lack of 
control and limited decision-making latitude can contribute to mental health prob-
lems. Research focused on health care workers (Landsbergis,  1988 ) has shown that 
heavy workloads combined with low decision-making latitude create stress that 
often contributes to mental illness. In our survey of personal support workers in 
long-term care, only a quarter of the Canadian workers said they could affect the 
planning of their days always or most of the time and more than one in four said 
there was too much monitoring of their work. Only a quarter said they usually 
received suffi cient information about workplace changes. 

 Experiencing violence can also have a negative impact on mental health. Nearly 
half of the personal support workers in our survey reported that physical violence 
occurred more or less every day, although they felt they had no time to, or even the 
option of, reporting this violence. Another quarter said that they experienced vio-
lence on a weekly basis. The focus group participants made it abundantly clear that 
violence is a constant and ongoing part of the job. One spoke for many when saying: 
I’ve been punched in the face several times. I’ve been punched in the jaw several 
times. Getting hit. Having your wrists twisted …. Pulling and shoving at you. I mean 
that’s a day-to-day thing … . Violence is an everyday occurrence”. 

 Unwanted sexual attention was also commonly experienced by the personal sup-
port workers in our survey, with nearly a third saying they experienced unwanted 
sexual attention on a daily or weekly basis and another 40 % saying it happened at 
least once a month. And racism is too frequently reported by those in our survey. All 
take a toll on women’s mental health. 

 This evidence is about those who do paid work. There is also a largely invisible 
and equally large health care labour force—the unpaid providers. Various studies 
have shown that between 85 and 90 % of what is often termed informal care is pro-
vided outside the home (Denton,  1997 ). And these fi gures do not include the unpaid 
care that the paid care workers put in as unpaid overtime (Baines,  2004 ). Although 
the studies I have quoted earlier do not mention this large labour force, there is 
research suggesting that the impact on the mental health of providing such care can 
be profound. 

 Research by Cochrane, Goering, and Rogers ( 2002 ), for example, indicates that 
these unpaid care workers have higher rates of affective and anxiety disorders than do 
non-care providers and that they use mental health services twice as much. Unpaid 
care providers whose fi rst language is neither English nor French are especially at risk 
(Meshefedjian, McCusker, Bellavance, & Baumgarten,  1998 ). A Queen’s university 
thesis suggests that immigrants may be particularly vulnerable to depression when 
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they provide unpaid care, with those without outside help being especially vulnerable 
(Dhawan,  1998 ). In Canada, “across caregiving types, ethnic groups and geographic 
location, many women reported that caregiving led to feelings of depression and help-
lessness” (Brannen,  2006 ). The more hours involved, the greater the stress. The more 
severe the health problems of those with care needs, the more severe the health 
consequences for those doing the unpaid care work (CIHI,  2010 ). 

 In short, my fi rst argument then is that there is a growing body of evidence to 
indicate that health care work can be dangerous to mental health.  

    The Evidence That the Mental Health of Health Care 
Workers Is a Women’s Issue 

 This takes me to my second argument, namely, that the mental health of health care 
workers is a women’s issue. 

 First of all, almost a fi fth of all employed women work in this sector, and they 
account for over 80 % of the health care labour force. More than nine out of ten 
Registered Nurses (RNs) and Registered Nursing Assistants (RNAs) are women, 
and this is the case for therapists as well. Women are also most of the cooks, clean-
ers, and dietary and laundry workers in health services as well (Armstrong et al., 
 2009 ). Women from racialized groups are disproportionately found employed as 
personal support workers and in cleaning, laundry and dietary work (Armstrong 
et al.,  2009 ). 

 Equally important, women do the overwhelming majority of unpaid, personal 
care. While men are doing more unpaid care, especially when it comes to things like 
taking their mothers grocery shopping or caring for their male partner, women pro-
vide the bulk of the care that is required every day and that involves feeding, chang-
ing, toileting and bathing (Cranswick & Dosman,  2008 ). And it is this kind of daily 
demand that is most likely to lead to mental health issues. The load is also dispro-
portionate among women because some women can afford to pay others to do the 
work and many of those others are from racialized groups. 

 So this is a woman’s issue in part because this is primarily women’s work. But it 
is also a women’s issue because women’s mental health is defi ned, experienced and 
treated differently from that of men. And it is women who are the most likely to be 
thought of as bringing their personal and family problems to paid work. Women are 
more likely than men to seek help for mental distress, to be diagnosed with mental 
health problems, and to be hospitalized as a result. For example, the Public Health 
Agency of Canada ( 2002 ) reports that “Hospitalizations for mood disorders in 
general hospitals are approximately one and a half times higher among women than 
men”. The consequences of mental health problems are also often different for 
women. A study from Statistics Canada (Gilmour,  2008 ) reports, for instance, that 
“The risk of heart disease was signifi cantly higher for women who had depression, 
but not for men” (p. 7). We know from research by Katherine Lippel and Anette 
Sikka ( 2010 ) that when women experience and report mental health problems at 
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work, these are seldom recognized as a result of work and even less likely to be 
compensated as a workplace illness. 

 Women’s work experiences in and out of the labour force play an important role, 
and so do cultural meanings attached to women and their work. As the European 
Agency for Safety and Health at Work ( 2003 ) makes clear in its report on Gender 
Issues in Health and Safety at Work, women report more work-related stress in part 
because:

  Women are more exposed to some specifi c stressors because of: the type of work they do; 
their position in the hierarchy of work organizations; discrimination, sexual harassment; 
their situation outside work. (p. 47) 

   This report also highlights the mental impact of bullying and violence, things 
women are much more likely than men to experience in their paid and unpaid care 
work. Similarly, women are more likely than men to lack control over their work 
and to have limited decision-making power. 

 Health care could be the model for what the Agency is talking about. It is not 
viewed as dangerous work, in spite of the highest injury and illness rates in part 
because it is women who do the work. Although women account for four out of fi ve 
workers in health services, women do not, in the main, hold positions of power and 
many often have both little control over their work and limited decision-making 
power. 

 As is the case with many of the conditions women face at work, violence is often 
understood as just part of care work and something women fi nd easier to take than 
do men. As a result of this and of their feelings of inadequacy, many workers leave 
work so preoccupied that they are unable to sleep. In our survey of personal support 
workers in long-term care, nearly half said they sometimes or often lose sleep 
because of their work and 18 % said it happened all or most of the time. Research 
by Donna Baines ( 2004 ) indicates that women are signifi cantly more likely than 
men to put in extra unpaid hours at their paid jobs to make up for the care defi cit. 
This, too, can have consequences for sleep patterns and for mental health. 

 Given that women also do the bulk of the domestic chores and care work at 
home, it is not surprising that women are the most likely to feel stress from doing 
what is often referred to as balancing work and family life. The stress may be felt 
particularly by women who work in health care because they often go home to face 
similar kinds of demands there. Asked what impact reforms had on their home life, 
women in an earlier research project said “No sex”, a phrase that for them summed 
up their inability to function at home, let alone have any pleasure (Armstrong, 
Jansen, Connell, & Jones,  2000 ). 

 In short, my second argument is that the mental health of health care workers is 
a women’s issue not only because most of them are women and because their condi-
tions of work and of commitment differ from those of men but also because women 
experience mental health differently from men, have their mental health issues 
treated differently from those of men and have other jobs at home that exacerbate 
the stress. It may well be the case that as caregivers they experience and express—or 
fail to express—their mental health issues in particular ways.  
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    Discussion 

 Much of the literature on mental health and health care work focuses on the person 
requiring care, and both stress and violence are understood as primarily resulting from 
the nature of the work. However, our political economy approach looks to the restruc-
turing that has dramatically increased the demands of care work and the ways new 
managerial models taken from the for-profi t sector are applied in health services. 

 Health care reforms mean that only the most acutely ill stay in hospitals, making 
the work of their care more intense. At the same time, the ratio of direct care workers 
to patients has declined. Similarly, those admitted to long-term residential care have 
much more complex health issues compared to the past but the number of care provid-
ers per resident has declined rather than increased. The result is that more and more 
complex care must be provided at home, where it is mainly women who do the unpaid 
health care work. In long-term care especially, reforms have handed over more of the 
service to for-profi t fi rms, and research demonstrates that the employers seeking 
profi ts hire fewer care providers per resident than is the case in the not-for- profi t sector 
(McGregor & Ronald,  2011 ). At the same time, new managerial strategies have 
focused on doing more with less in the public sector as well. They have also stressed 
accountability, understood as constant recording and monitoring, both of which 
reduce workers’ control and limit decision-making. 

 As Annalee Yassi and Tina Hancock ( 2005 ) explain:

  Studies on the impact of cost-reduction strategies report signifi cant increases in staff 
depression, anxiety and emotional exhaustion among HCWs. Key job stress factors associ-
ated with ill health among HCWs were work overload, pressure at work, lack of participa-
tion in decision-making, poor social support, unsupportive leadership, lack of 
communication/feedback, staff shortages or unpredictable staffi ng, scheduling or long 
work hours and confl ict between work and family remands. (p. 35) 

   The nurses survey, for example, found that those who had been assaulted, emo-
tionally abused or who had reported an injury to the Workers’ Compensation Board 
were more likely to report that the quality of care had declined. 1  

 We understand this monitoring and failure to hire enough staff to allow workers to 
provide the care they want to provide and know should be provided as a form a struc-
tural violence. It is structural because it is about factors such as workload and it is 
violence because it violates the workers’ very sense of self (Banerjee et al.,  2012 ). 
Our research shows such structural violence in the case of personal support work-
ers—the providers of most direct care—who are deeply committed to caring well. 
Listen to this worker: “It’s heartbreaking when you leave and you know that say a 
resident has been upset and you haven’t had the time to sit and talk to that resident 
… . it hurts … You leave the building. And that goes home with you, you know”. 
Or another: “It really makes me feel personally bad when I know in my heart how 

1   Based on analysis done on the detailed fi ndings of Statistics Canada’s 2005 National Survey of 
the Work and Health of Nurses for our study “Nurses at Risk: Exploring gender and race in work-
place illness, injury and violence”, SSHRC Standard Research Grant, Pat Armstrong, Principal 
Investigator, 2008–2011. 
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somebody should be cared for, how you know that you would like to receive care 
yourself, how you believe that your family members should receive care”. 

 Our research (Armstrong et al.,  2009 ) also demonstrates that these stresses on 
mental health do not all result from the necessary nature of health care work or from 
the residents. Our survey of personal support workers included those employed in 
Nordic countries. Although the resident population is quite similar in all countries and 
women in all these countries do the overwhelming majority of the work, comparisons 
among responses in the various countries demonstrate that conditions are a critical 
component in mental health. For example, while more than one in three Canadian 
workers said they often worry about changes that will make their work more diffi cult, 
this was the case for just one in ten Danish workers (p. 115). Canadian workers were 
twice as likely as Danish workers to say they felt inadequate all or most of the time 
(p. 113). Only 4 % of Danish workers said their work almost always kept them awake 
at night, but 17 % of Canadians said this was the case (p. 114). More than two out of 
fi ve Canadians said they almost always feel mentally exhausted, compared to less than 
one in ten of the Danish workers (p. 122). Perhaps most startling, Canadians were 
almost six times as likely to say they face violence on a more or less daily basis 
(p.130). These are all indicators of mental health conditions. 

 The reasons for this discrepancy are not hard to fi nd. Nearly half the Canadian 
workers, compared to a quarter of the Danes, said they worked short-staffed almost 
daily (Armstrong et al.,  2009 : Table 5). While Danish workers said they usually 
helped just over six residents on a day shift, Canadians said they helped closer to 20 
(Armstrong et al.,  2009 : Table 4). The proportion of Canadian workers who said they 
had too much to do all or most of the time was almost twice as high as Danes (p. 63). 
While only a quarter of Canadians said they can affect the planning of their day all or 
most of the time, this was the case for two-thirds of the Danish workers (p. 75). Danish 
workers were also much more likely to say they strongly disagreed with the statement 
that there was too much monitoring and control (36.3 % vs. 17.9 %). 

 In sum, Danish workers had more control over their work and their day, experi-
ence much less monitoring and had signifi cantly lighter workloads. Not surpris-
ingly, they were much less likely to feel inadequate, to stay awake at night worrying 
about their work, to feel mentally exhausted and to experience violence. In other 
words, they had better mental health even though the kinds of residents for whom 
they provide care are very similar to Canada. The care services in the Nordic coun-
tries are primarily not-for-profi t, and there has not been the same stress on monitor-
ing and doing more with less. Although health care has necessary stresses, many of 
the current stresses in Canada are not necessary.  

    Implications 

 I have made two arguments, based on the existing evidence, and I promised ques-
tions. So let me turn fi nally to those questions and the spaces for further research. 
There are way too many to detail here but let me highlight two broad categories, 
with sub-categories, given that I am an academic. 
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 First, what aspects of health care work support good mental health, which ones 
undermine it, and what aspects can be changed and what are necessary aspects of 
the work? 

 Clearly such levels of violence are not a necessary part of care work. Or consider 
the research indicating that, compared with nurses in women’s health, paediatrics, 
and general practice, emergency nurses were 3.5 times as likely to use marijuana or 
cocaine; oncology and administration nurses were twice as likely to engage in binge 
drinking and psychiatric nurses were most likely to smoke. This clearly suggests 
that work in health care can shape addictions among women (Shields & Wilkins, 
 2006 ). To what extent do these differences primarily refl ect necessary demands and 
to what extent do they refl ect the way work is organized and gender is understood 
and practised? And even in the case of clearly necessary aspects of the work, such 
as the need for 24-h care, we should ask how we can organize the work to minimize 
the mental health consequences for women. For instance, women are signifi cantly 
more likely than men to work rotating shifts that disrupt their body rhythms and 
family life (Williams,  2008 ). They are also more likely to work unpredictable shifts, 
with similar consequences. Is this necessary? 

 Second, what are the specifi c issues for those who do the paid and unpaid care 
work and to what extent are these related to women’s bodies? 

 As Helen Malson and Mervat Nasser ( 2007 ) say in their provocatively titled 
chapter “At Risk By Reason of Gender”, “the answer to the question of why women 
appear more susceptible to mental health problems than men remains elusive” 
(p. 12). I am not trying to suggest that we need to search for answers to the old 
nature/nurture debate because, like Fausto-Sterling ( 2000 ), I agree that bodies can-
not be separated from the relations and conditions in which they are embedded. I 
am, however, suggesting that we cannot leave out differences in bodies and in doing 
so must provide a gender analysis. 

 Such an analysis locates these bodies in the environments of paid and unpaid 
work, going beyond the simple task of collecting data by sex or comparing males and 
females (as so much of the current research does, if it does consider gender at all) to 
understanding women’s mental health within the context of their daily lives. It means 
beginning with the assumption that gender matters. It also means asking which 
women are affected in what ways. While it is useful to lump women together for the 
purposes of drawing attention to segregation, power, bodies and other overall pat-
terns, we need to know much more about the mental health consequences for women 
in different social, geographic, economic, occupational and relational locations. 

 These are two huge questions, but ones we need to address if we are to develop 
strategies that promote women’s mental health.      

    Response 

       Irene     Jansen    
  Equality at Canadian Union of Public Employees, 
  Ottawa,   ON,   Canada    
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 I agree with Dr. Armstrong that:

•    Mental health is a women’s issue, for the reasons articulated.  
•   Health care workers experience high levels of workplace violence, much of it 

structural and preventable, and that violence negatively affects their mental 
health.  

•   Women in different social and economic positions are affected differently.  
•   Working conditions are caring conditions—patients, residents and clients (users) 

are harmed too.  
•   Quality of work and care are deteriorating with restructuring and privatization.  
•   Preventing workers from providing good quality care violates workers’ as well 

as users’ dignity and well-being.    

 CUPE has taken up these issues, most recently in campaigns for better residen-
tial long-term care (Jansen,  2011 ) and a new pan-Canadian health accord (Canadian 
Union of Public Employees,  2013 ). 

 In this response, I will suggest research topics and fl ag unions’ role in women 
workers’ mental health, focusing on paid work. 

    Research Gaps 

 On women health care workers’ mental health, we need research on the following 
questions:

    1.    What are the work-related mental health concerns of care aides, support workers 
and other frontline 2  providers—and what are the causes? In other words, do 
occupational health disparities exist by class within the health care workforce? 
Most studies of health care workers look at nurses and other “regulated profes-
sionals”; Pat Armstrong and her colleagues are a notable exception. 

 Sub-questions might include: What are the particular patterns, determinants 
and consequences of addictions for frontline workers? What is the role of trauma 
and grief in workers’ mental health? As one example, workers and residents 
often grow close, even like family, yet in most cases workers get no time to 
grieve or even recognition for their loss, when a resident dies.   

   2.    Do racism, colonialism, ableism, homophobia and transphobia further marginalize 
some women and harm their mental health—and in turn harm co-workers, 
families and users? How do different forms of oppression intersect and jointly 
affect women’s mental health? How have changes in the framing of workplace 
violence (e.g., bullying, respectful workplaces, psychological safety) impacted 

2   I use the term “frontline” workers here to refer to care aides (personal support workers), assistants 
in rehabilitation and other therapies and support workers (cleaners, food service workers, laundry 
workers and other low-paying and devalued jobs in health care). Regulated professionals also 
work frontline. I want to avoid the term “unregulated” because all health care work is regulated, 
even outside of the self-regulation colleges system, and “frontline” is a more positive term. 
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equity-seeking groups? Very little research is done on workplace oppression and 
mental health from the perspective of frontline workers and intersectionality, 
particularly in Canada. In fact, we even lack good data on the demographics and 
employment of frontline workers.   

   3.    What are the impacts of privatization on low-paid women workers’ mental health? 
Privatization occurs at many levels—governance, fi nancing, ownership, manage-
ment and delivery—and negatively affects health care workers and users in many 
ways, as Dr. Armstrong and other researchers have shown (Jansen,  2011 ). 
We need to better understand the experiences of low-paid health care workers and 
the ripple effects, using an intersectional analysis and studying Canadian 
workplaces.   

   4.    How does rising precarious employment affect women workers’ mental health? 
Employers in the health care sector, as elsewhere, are fragmenting jobs into part- 
time, casual, split shift and other precarious work arrangements. Precarity is 
associated with negative health outcomes (Underhill, Lippel, & Quinlan,  2011 ). 
Women, racialized persons and immigrants are disproportionately represented 
among precariously employed workers (Law Commission of Ontario,  2012 ).   

   5.    What are the impacts of unions and worker empowerment in challenging work-
place injustice and violence and improving women’s mental health from an 
intersectional perspective—and where do we fall short?      

    The Role of Unions 

 Unions advocate for workplace justice, psychologically healthy workplaces and better 
public services. We mobilize workers to defend and advance their rights and the rights 
of health system users. We support members and challenge harassment, violence and 
other unhealthy working conditions—and the underlying causes—through:

•    Member education  
•   Helping workers navigate complaint and grievance processes  
•   Achieving accommodations for workers  
•   Supporting good resolution of confl icts  
•   Negotiating leaves, health benefi ts and disability income security  
•   Bargaining and policy campaigns, often in coalitions    

 In terms of occupational health, workers have achieved safer workplaces primarily 
by organizing through their unions (Trades Union Congress,  2011 ). 

 CUPE Equality, where I work, is currently involved in several research projects 
related to women’s mental health. We are involved in a cross-Canada survey on 
domestic violence and the workplace led by the Canadian Labour Congress and 
Western University. 3  CUPE is also a partner in a Canadian Research Institute for 

3   All Canadian workers 15 years of age or older were invited to complete the survey by 6 June 
2014.  http://cupe.ca/health-and-safety/safe-home-isnt-fi ll-survey 
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the Advancement of Women project looking at the impacts of changes to public 
services on diverse groups of women. 4  Within that project, CUPE and others are 
studying the impacts of precarious employment on women in the public sector. 
Finally, we are part of an internal project to update CUPE’s member education 
curricula and material on workplace harassment, violence and psychologically safe 
workplaces. Beyond the Equality Branch, sector-based and occupational health 
staff and activists are also involved in research on women’s mental health. 

 We welcome more academic–community collaborations like this book and like 
the  Re-Imagining Long-Term Car e research project led by Dr. Armstrong, in which 
CUPE is a partner. 

 Dr. Armstrong presents in this chapter an important analysis and key questions 
on women’s mental health. In my response, I have identifi ed some of the concerns 
and questions of CUPE women health care members—and how they are responding 
through their union. I hope that readers are inspired to investigate and act in solidarity 
with frontline workers to improve women’s mental health.    

       Irene     Jansen  I work as an Equality Offi cer at the Canadian Union of Public Employees (CUPE) 
and have worked a lot with our health care membership. CUPE represents roughly 190,000 health 
care workers, over 80 % of them women.
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    Chapter 3   
 Social and Societal Context of Women’s 
Mental Health, What Women Want, What 
They Get: Gap Analysis in Pakistan of Mental 
Health Services, Polices and Research 

             Kausar     Saeed     Khan      ,     Ghazala     Rafi que     ,     Sohail     Amir     Ali     Bawani     ,  
   Fatema     Hasan    , and     Anis     Haroon   

            Introduction 

  It’s no bed of roses!  Pakistan is a country with a predominantly Muslim population, 
which has divisions based on religious sects, class and ethnicity (some prefer to call 
themselves ‘nations’) residing in urban, rural and mountainous areas of Pakistan. 
The rural areas can be further demarcated according to different ecological zones of 
the country—dry and arid, desert, riverine, coastal, to name some important regions. 
Pakistani society is deeply stratifi ed. There are the rich and the very rich, the poor 
and the very poor, and the middle class with some variations within it. It embodies 
a pluralism that is held together by a constitution that acknowledges equality of all 
citizens but endorses some discriminatory laws that impact women negatively (Bari 
& Pal,  2000 ). It has confl icting ideologies—with capitalism as the primary develop-
ment paradigm, but systematically and consistently critiqued by socialist-oriented 
individuals and groups. Whereas constitutionally there is right to life, to education, 
and medical care, ground realities present a different picture. State expenditure on 
the social sector remains abysmally low, the military and debt servicing consume 
most of the budget. On the one hand, Pakistan is a nuclear country and has 
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developed a nuclear programme as a deterrent to India’s nuclear power; on the other 
hand, poverty continues to be a major challenge. 

 In recent years violence in Pakistan has rapidly expanded to include brutal killings 
by the Taliban, which also include bomb blasts at shrines, mosques and shopping 
areas. The impact of such violence and growing insurgency on the mental state of the 
ordinary people has also been documented. Khalily    ( 2011 ) found very high preva-
lence of psychological distress and post-traumatic stress disorder (PTSD) among 
those people who have lost a dear one in the Swat Valley of Khyber Pakhtoonkhwa. 
There are other militant and extremist religious groups that target different ethnic 
groups, gender and minorities, in various forms of violence, including burning down 
whole villages. Criminal gangs also operate with impunity killing at will; and the 
state is also accused of extra-judicial killings and abductions (HRCP,  2012 ). 

 Women face violence and discrimination on a daily basis. Several traditions such 
as  karo-kari  (honour killing),  watta satta  (exchange marriages) and  vani  (child mar-
riages) are part of the Pakistani culture, and the Pakistani society also seems to 
condone the traditions of dowry and dowry killing (Niaz,  2004 ; Perveen,  2013 ). 
Many women face humiliation; physical, sexual, verbal and emotional violence at 
the hands of their husband and in-laws, predominantly the mother-in-law; poverty 
and household debts compound the problems (Niaz,  2004 ). For some women no 
respite is available from the drudgery of everyday life, no social support is available, 
and there are few opportunities for recreation, especially for those women who are 
at the lowest rung of the social stratum. 

 Moreover, many women are deprived of education, training and work opportuni-
ties (Bari & Pal,  2000 ), and it must be noted that these women also per force need 
to work after marriage and into their old age. Educated or not, women in general 
have a subordinate position and are not made part of the household decision-making 
process and tend to have no control over their life (Ali et al.,  2011 ). How women 
deal with the stresses they experience, what resources are available, and what they 
can access are determined by their social context shaped by their class and social 
category. For example, a woman in a rich feudal group may face more social barri-
ers to have access to health care resources compared to an urban middle class 
woman who is less controlled by her kith and kin. Although the cost of care may not 
be an issue for some, it plays a major role in the life of most women, because 
Pakistan does not have a national health service that provides free care to all. 
Women’s practical needs are abound and compounded by not being met by various 
factors, their strategic interests 1  are ignored. 2  It is therefore not surprising that 
women in Pakistan are found to be more depressed than men (Mirza & Jenkins, 
 2004 ); married women attempt suicide because of the stresses of marriage (Khan & 

1   Strategic interests refer to women’s decision-making—decision about when to marry, whom to 
marry, when to have a child, how many children to be in a family; to pursue their interests; to pur-
sue employment. In short, what is the extent of women’s control over their lives. 
2   The distinction between women’s practical needs and strategic interests is well established in the 
feminist literature. This distinction is also to be found in many gender training manuals. See refer-
ences to Molyneux and Moser in Wieringa ( 1994 ). 
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Reza,  1998 ) or that young, educated married and unmarried women in a northern 
area of Pakistan were more vulnerable to psychiatric morbidity and more likely to 
attempt suicide (Khan, Ahmed, & Khan,  2009 ). 

 The stresses women experience are linked to their social position, and access to 
resources available are also linked to their social position, as the society does not 
have a universal health system for all. Juxtaposed with this reality is the growth of 
health services, policies and research. Whether these developments are meaningful 
to the distressed woman is explored in this chapter.  

    Evolution of Mental Health Care in Pakistan 

  Realities, Needs, Challenges!  Historically, the fi rst mention of mental health service 
provision in the Indo-Pak subcontinent is found in the colonial era with the enforce-
ment of the fi rst Indian Lunacy Act in 1858. This led to the establishment of asy-
lums all over India. This Act was replaced by the Indian Lunacy Act 1912 raising 
the asylums status from merely being a place of confi nement, for dangerous persons 
or those with severe mental disorders, to a place where patients would be brought 
for advice and treatment (Munogee,  2007 ). At the time of independence in 1947 
Pakistan inherited the Indian Lunacy Act 1912 and three asylum-like hospitals in 
very poor conditions and with no mental health professionals and very poor condi-
tions (Gadit,  2007a ). Pakistan is amongst the 60 % of countries globally that have a 
mental health policy (WHO,  2005 ), however, it has evidently not been translated 
into practice (Gadit,  2007b ; Irfan,  2010 ). The mental health policy was fi rst formu-
lated in 1997 with emphasis on advocacy, promotion, prevention, treatment, reha-
bilitation and inter-sectoral collaboration. Subsequently, a national mental health 
plan and a national health programme were formulated in 1986 and implemented in 
2001(Irfan,  2010 ). The mental health policy and the mental health plan were revised 
in 2003 (WHO,  2009 ). The mental health ordinance was enacted in 2001, replacing 
the outdated Lunacy act of 1912; however it lacks the clarity of specifi c roles for 
government sectors and non-governmental organizations pertaining to the effective-
ness in actions and programmes for mental health (Gadit,  2007a ,  2007b ). 

 In spite of all these policy developments, mental health is not integrated into 
national health policies or the health system and services in Pakistan. The word 
‘mental health’ appeared only once in the National Health Policy 2001. It is placed 
under the heading ‘third year plan of the public sector development programmes’ 
(Annexure III, pp. 18–19) stating that there are 275 programmes available on the 
theme and 310 are required, and a gap of 35 still persists. The National Health 
Policy 2001 was revised as National Health Policy 2009, ZERO DRAFT and again 
mental health is mentioned once, but introduced with an additional jargon of 
‘Psychological rehabilitation’. Annexure III of the document placed it under the 
heading of Essential Service Delivery Packages (ESDP) being offered to the citi-
zens in the Rural Health Centers (p. 30). It is not meant for Basic Health Units that 
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are by and large located all over Pakistan, and in some areas issues of violence and 
security are now a grave concern. 

 Pakistan has a public health sector that is meant to be free but is riddled with 
problems; there is a wide gap between the needs and the resources available to 
address mental health issues. Over the years psychiatric units have been established 
in the major Government teaching hospitals and later many small private psychiatric 
hospitals were opened throughout the country. However, majority of these are 
located in large cities (Gadit,  2007a ) and inaccessible to a vast majority of the popu-
lation living in small cities and rural areas. 

 According to WHO-AIMS report ( 2005 ) out of the total health care budget only 
0.4 % is allocated to mental health; there are 342 psychiatrists and 478 psycholo-
gists. Only about 24 beds are allocated for psychiatric services per million popula-
tion, and only 2–3 health professionals including psychologists and social workers 
are available per million population (Saxena, Sharan, Garrido, & Saraceno,  2006 ). 
Moreover, the utilization of mental health services is poor with a preference to seek 
help from non-professional faith and traditional healers due to the stigma attached 
to the mental illness (Ansari et al.,  2008 ). The situation is worse for women with 
mental health issues. 

 Health and education are perennial low priorities for Pakistan. The private sector 
is active in both these sectors and functions with minimal, if any, regulations. Issues 
of quality and cost of service are left to the provider. It is a  Lassie-faire  arrange-
ment. 3  There is considerable philanthropy in Pakistan (Bonbright & Azfar,  2000 ), 
and some free health and education services are also available, but no universal 
health coverage is provided by the State, and high levels of ‘out of pocket payments’ 
for health care exists. Furthermore, quality of care remains questionable and there 
are no established standards or monitoring of quality of care. 

 This responsibility is left to the discretion of health care institutions/providers. 
None of these efforts, however, refl ect awareness of the sociocultural conditions 
which shape women’s life and also impact their access to services and/or resources 
that would ameliorate their mental conditions.  

    Mental Health Research in Pakistan 

  Science and Evidence!  Scholarly and grey literature was searched using three elec-
tronic databases, CINAHL, PubMed and Science Direct. Studies published between 
January 1995 and August 2010 were accessed. The search primarily focused on anxi-
ety and depressive disorders and the keywords used in various combinations included 

3   Laissez-faire (French: “allow to do”), policy of minimum governmental interference in the eco-
nomic affairs of individuals and  society . The origin of the term is uncertain, but folklore suggests 
that it is derived from the answer  Jean-Baptiste Colbert , controller general of  fi nance  under King 
Louis XIV of France, received when he asked industrialists what the government could do to help 
business: “Leave us alone.” ( http://www.britannica.com/EBchecked/topic/328028/laissez-faire ) 
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Pakistan; women; mental health; female; mother; anxiety; depression; stress; vio-
lence and suicide. Psychiatric illnesses and disorders such as schizophrenia, bipolar 
disorders, seizure disorders, obsessive–compulsive disorders were excluded from 
the search. The total number of studies retrieved after removing duplications was 
116 and out of these 76 were fi nally reviewed. 

 The review found four major mental health problems being studied, i.e. depres-
sion, anxiety, suicide/suicidal ideation/emotional stress and violence; seven differ-
ent methodologies used to understand women’s health (surveys, case control studies, 
quasi-experimental studies, observational studies, narrative analysis, interview 
analysis and descriptive case series) and four major strands of research studies:

    1.    Studies estimating prevalence of psychological conditions (anxiety, depression 
or suicidal ideation)   

   2.    Studies examining relationship/association between different mental health prob-
lems and socio-demographic factors with specifi c women’s health outcomes   

   3.    Understanding women’s coping strategies during mental and psychological 
problems and illnesses     

 Intervention studies seeking reduction in different clinical conditions (such as 
depression and anxiety) by the use of counselling techniques with women and care 
providers for women’s better health outcome. Anxiety and depression are two most 
prominent clinical conditions (Gulamani, Shaikh, & Chagani,  2013 ) followed by 
suicidal ideation and emotional stress (Khan et al.,  2009 ; Khan & Ali Hyder,  2006 ; 
Khan & Reza,  1998 ). Studies on domestic violence (Ayub et al.,  2009 ; Karmaliani 
et al.,  2011 ), violence during pregnancy and other illnesses (Ali, Israr, Ali, Janjua 
et al.,  2009 ; Karmaliani et al.,  2009 ) and marital rape (Ali et al.,  2009 ) are commons 
forms of violence infl icted upon women (Ali, Mogren, & Krantz,  2013 ). Majority 
of the studies on mental health in women have focused on adult women or reproduc-
tive age women, particularly married women. Furthermore, studies have concen-
trated on a specifi c age group, phase of reproductive life or marital status of women. 
To put it differently, categories used for women were adult women, mothers, preg-
nant women, married women, pregnancy, reproductive age, reproductive health, and 
reproductive, sexual rights. 

 Though depression and anxiety prevails among all ages, the reproductive phase is 
the most concentrated area of mental health research. Antenatal care (Ali et al., 
 2012 ), prenatal depression (Zahidie, Kazi, Fatmi, Bhatti, & Dureshahwar,  2011 ), 
postnatal depression (Husain et al.,  2011 ), postpartum depression (Gulamani et al., 
 2013 ) and perinatal period (Zahidie & Jamali,  2013 ) are some important reference 
points the literature uses to link mental disorders with pregnancy. It is interesting to 
observe that no single study was found examining psychological problems or psychi-
atric illnesses among young girls or young/unmarried women living with parents. 

 Marriage and pregnancy are two major events that signifi cantly affect women’s 
level of anxiety and depression (Ali et al.,  2012 ). Gender inequality and disadvantage 
in form of taboos (e.g., secondary infertility) and discriminatory social norms (pref-
erence for son) increases the level of stress and emotional distress. Moreover, lack of 
social support, low opportunities to vent negative feeling and lack of involvement in 
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decision-making are other major risk factors; low socio economic condition and 
household debt also puts women on the verge of sickness (Rahman & Creed,  2007 ; 
Zahidie et al.,  2011 ). Mentally ill women are more stigmatized, and being alone with 
problems and unable to access health care facilities, they suffer from worse clinical 
(development of psychological disorder) and social outcomes (Ayub et al.,  2009 ). 

 Two studies focused on understanding socio-economic and demographic    factors 
that put women into different mental disorders (Ali & Zuberi,  2012 ; Qadir, Khan, 
Medhin, & Prince,  2011 ). Few studies also showed what social practices make 
women vulnerable or protective of the level of anxiety and depression women expe-
rience. For instance, livelihood practices (e.g., fi shing community), locality (urban/
rural), family type (nuclear/extended) and family dynamics may increase or decrease 
the level of anxiety and depression (Naeem et al.,  2008 ). At least two studies 
(Mumford et al.,  2000 ; Qadir et al.,  2011 ) have established that the socio-economic 
status is not a signifi cant protective factor of women as commonly perceived. 
However, level of education may positively impact women’s psychological health 
and well-being. 

 Studies also mentioned how women cope with mental and psychological disor-
ders, especially those women who are ill, either due to depression and anxiety or 
because of being affected by any form of violence. Women have primarily been 
repressing their emotions if violence is imposed upon them or whenever they are 
going through severe depressive condition (Zakar, Zakar, & Kramer,  2012 ). 
Increased involvement in religious activity, positive distraction through mingling 
with family members and neighbours also enable them to survive with their mental 
conditions (Zakar, Zakar, Hornberg, & Kraemer,  2012 ). Interaction with family 
members and neighbours especially strengthens their coping mechanism (Khan, 
 2012 ; Rafi que,  2010 ). Additionally, alternative medicine or indigenous healing 
practices are also an important space for women to deal with their mental and psy-
chological suffering (Saeed, Gater, Hussain, & Mubbashar,  2000 ). This is especially 
done in the rural context of Pakistan where treatment from illnesses is sought from 
faith healers than a physician. 

 Another set of studies that were found were intervention studies (Ali, Ali, Azam, 
Khuwaja et al.,  2010 ) that go beyond knowledge generation process and address 
women’s mental health problems as they face them. These studies include interven-
tions such as supportive and cognitive behavioural counselling by minimally trained 
community health workers, economic skills development, women’s empowerment 
programmes, microcredit programmes and counselling husbands (Ali et al.,  2010 ; 
Karmaliani et al.,  2011 ; Rahman et al.,  2012 ). The focus of these interventions 
is primarily on those women who are anxious, depressed or abused by their 
husbands. 

 The studies reviewed have mostly measured the prevalence of mental health 
problems and their impact but have failed to answer how and also why women suf-
fer from psychological and psychiatric disorders and illnesses. This means that 
what goes into women’s social contexts is less explored and examined for an ade-
quate understanding of women’s mental health. Surveys, case control studies and 
use of few qualitative tools like interviews, observations, and focus group 
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 discussions have proved inadequate to answer these questions. Other    methodologi-
cal traditions, preferably from social sciences that have the capacity to go beyond 
questionnaires and screening tools could be used to explore women’s other phases 
of life to see what is happening to them in the larger social context. Further, lack of 
operational studies conducted in this area indicates that intervention studies are the 
least tried methods for dealing with mental disorders. 

 To conclude, research on women’s mental health in Pakistan is dominated by the 
positivist framework (Guba,  1994 ) which assumes that only scientifi c knowledge 
can reveal the truth about reality (pp. 109–110). It thus tends to focus more on the 
clinical aspects of care and ignores the social and contextual problems which require 
a different paradigm of understanding. A major gap in all the research literature is 
the absence of application of the fi ndings to programmes and policies that could 
benefi t women with mental health problems. Research thus appears isolated and 
disconnected with measures that could benefi t women.  

    Women’s Understanding of Mental Health 

  Quality of Life Matters!  This section is an account of how urban and rural poor 
women from two provinces of Pakistan (Sindh and Baluchistan) understand mental 
health. These fi ndings are from two studies: One was part of a multi-country study 
on women’s empowerment titled ‘Women’s empowerment in Muslim Contexts’. 
A participatory action research approach was taken which facilitated women to be 
the analysts of their own lives. Its framework of inquiry included facilitating women 
to discuss what they understood by health, and with the help of a picture they dis-
cussed what makes women happy and unhappy. They also deliberated over what 
constitutes mental health (Aziz, Shams, & Khan,  2011 ). In Pakistan, the study was 
conducted in Sindh in 2007–2008. The second study was a part of a large quasi 
experimental design conducted under an ‘Early Childhood Development Project’ in 
three districts of Baluchistan in 2012. Information was collected on women’s men-
tal health through focus groups discussions and in-depth interviews. A semi- 
structured guide was used to explore women’s understanding of health and mental 
health, symptoms and effect of mental health problems on women’s life, attitude 
towards women with mental health issues, coping mechanism and availability of 
social support and mental health services. 

 A multi-voice narrative is used to present how women interpret mental health. 
It is a well-recognized part of narrative research, and instead of including statements 
of different women, several voices are collated to present an overview of what 
women say ( Heikkinen, n.d. ). 

 Sindh, historically the cradle of an ancient civilization, is still governed by feu-
dalism which means small number of families ruling the life of large number of 
people who work on their lands. Education has made inroads in Sindh and there is 
a growing middle class, but the poor, whether in urban or rural settings, are gov-
erned more by their sociocultural norms rather than formal laws of the country. 
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Baluchistan is a rugged and sparsely populated province of Pakistan, and here trib-
alism governs the life of women and men, especially the poor. 

 Women’s understanding of the state of mental well-being was refl ected in their 
use of the word or contentment or  sukoon . The following understanding is drawn 
from both urban and rural sites of a study on women’s empowerment in Sindh (Aziz 
et al.,  2011 ).

  Mental contentment (pursukoon) is mental health; to be able to listen attentively, and be in 
a state of wellbeing (khushgawariyat) … if there is mental health, there will be decision 
making; if our mental wellbeing is good, we shall be able to make right decisions. 

   There were interactions with women’s groups around different stages of life and 
their experiences in those stages. In these discussions again, the word  sukoon  (con-
tentment) was frequently used.

  If there is ‘ sukoon ’ in the home there will be no illness and people will be healthy … 
 when I am happy my mind gets ‘ sukoon ’, I am fresh and I feel like working … . 
 ‘When I went out, to visit mother and grandmother’ I felt  sukoon . … ‘when I got mar-

ried I got sukoon, when I was an adolescent I was worried’ … ‘ jawani ’ (youth, pre-marital 
part of life) was without worries, there was  sukoon , after marriage there were restrictions’ 
… Children are a source of happiness, and when they become adult then ‘ sukoon ’ comes’. 

 Contentment ‘ Sukoon ’ … it is a gift of God; it gives happiness; there will be no mental 
tension, and when this happens there will be health … . you get  sukoon  by remembering 
God; if there is nobody in the house, woman will have  sukoon  … if people are not con-
tended (not  pursukoon ) then their heart and mind will not be happy and will not work 

 We labour before marriage and after marriage; there are children now, but no  sukoon . 
 There is no  sukoon  in any stage of life. 

   Women in Baluchistan, though coming from a very different, background had 
similar understanding.

  Mental health is mental contentment ( sukoon ) … . If our mind is healthy and is content, 
then we can think well; worries and too much of thinking effects mental health; any thought 
which causes worry impacts mental health; 

 Many women linked self-governance and empowerment with mental health. 
 If there is self-governance there will be ‘ sukoon ’ … ‘if our mind is healthy and our mind 

has ‘ sukoon ’, then we can think well. 
 When she is self-governed ( khudmukhtar ) she will be mentally OK … . If she is men-

tally worried, she will not be able to be self-governed; if she is mentally ok, then she will be 
able to be self-governed; if her mind is okay then she can become self-governed. 

 One of the women also de-linked self-governance with being worried. 
 … if I am mentally worried and I am self-governed, and if I wish to go to Sukkhar then 

I will be able to go. 

   This same approach of asking women about mental health was also taken with a 
group of all illiterate rural women living in a remote village. Interestingly, there was 
not much variation in the understanding of mental health by illiterate women in a 
village, and educated, working women in a rural setting. Both groups were from the 
same district in Sindh, Pakistan.

  If health is good then we will travel and we will enjoy it … everything will feel good; there 
will be no backache, no headache, no heartache … if there is no health, then even people 
will not be liked. 
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   On the other hand, participants in both provinces described a mentally unhealthy 
woman as one who also has lots of physical complaints, is easily irritable, gets 
angry on little things, is not happy, complains of lack of sleep, has lost interest and 
is unable to take care of the family.

  One who is not mentally happy, will not talk much; will not be attentive, ‘after we have 
spoken with her and ask her, she will ask what we had said’ … if mind is not ok, then heart 
also will not be happy and nobody would be liked … A woman who is not mentally well, 
will be weak, will sleep, tie a bandage on her head, will not listen to anybody. 

   Interestingly women’s perception of their identity, self-image, status and role 
defi ned by the society also defi ned the wider concept of health. Fulfi lment of the 
expectations of the family and successfully performing household chores are con-
sidered an important characteristic of a healthy woman.

  (A woman) who can look after her children, can also perform household chores is healthy 
… A healthy woman does all her work on time, takes good care of her husband, her home, 
if she is not healthy then she cannot take care of her husband her home or anything … A 
(healthy woman) has no mental tension, is contended (pursukoon), can look after her chil-
dren, if health is not good she cannot do anything correctly. 

   Poverty and economic hardship came out as the main causes of mental health 
problems in rural areas from both provinces.

  Husbands do not work, so wives fi ght with them and take stress … If there is money then 
there will be happiness, then human beings will be liked, if there is no happiness nothing will 
be liked. What society says will not be liked, and [the person] would be ill and be isolated. 

   Strained relationship with husband, negative attitude of the in-laws, domestic 
violence and lack of social support were other risk factors identifi ed by the study 
participants. Some women were not allowed to interact with their own family mem-
bers due to the restrictions imposed by the husband.

  … due to home environment (women) suffer from mental illness, husband does not take 
care, attitudes are not good … If a woman is not mentally well and fi ghts with her husband, 
then it can result in physical violence by the husband … Some husbands are strict and all 
the distress leads to sickness in the women … Some men do not allow women to meet their 
siblings and family and this also leads to mental illness in women. 

   Women expressed that no attention is paid to mental health of women in their 
home and community; no medical services are available in the community and 
neighbourhood; services are available only in big cities and majority of the people 
visit religious faith healer ( Maulvi ) for such ailments. Coping strategy advised and 
used by participants is mostly ‘praying’ (faith in God’). Some of the participants 
reported that sharing the issue with husband or with someone helps her if she has 
trusting relationship.

  There are no government health services in our area, (private) doctors are there but they do 
not take care of the patients … We do not go to doctor for the treatment we prefer religious 
person ( Maulvi ) … we take treatment from ‘ Maulvi ’, who gives ‘ taweez ’ (sacred words 
written on small piece of paper, wrapped in a cloth and worn as a locket) … If a woman 
recites Holy Quran she will get better. 
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       Discussion and Framework for Advancing Mental 
Health of Women 

  From Awareness to Action!  The domain of mental health is not entirely dormant in 
Pakistan. There is a mental health ordinance which provides legal cover to some 
mental health issues. Mental health is mentioned in some policy documents, no mat-
ter in how cursory a manner. A spattering of services is available, but their effective-
ness is not systematically monitored as they are not an integral part of the public 
health surveys. 4  Research on mental health is also being undertaken, but how it links 
with policies and programmes is diffi cult to ascertain. While this indifference pre-
vails, there are women, especially of poor communities, who carry a burden of 
mental stress and can identify what is needed to ensure their mental well-being. 
This raises the question: what is the relationship between research, policies and 
programmes with what women are saying about mental health. The answer is: there 
seems to be no relationship, and this absence of relevance between services, research 
and policies to women’s understanding of health are the gaps between these three 
domains (of research, service and policies) and women. These gaps raise several 
questions. Namely, why is mental health not a priority like reproductive health? 
Why are the obvious stressors on women’s life not on the agenda of policy makers? 
Why has mental health not been mainstreamed in the Primary Health Care system 
of Pakistan? Why is the impact of violence and anarchy on the lives of the vulner-
able not addressed by researchers as well as health providers? 

 Mental well-being is not simply the absence of mental disorder; it is a state of 
mind inextricably linked with daily life. The Commission on Social Determinants 
of Health (CSDH) report ( 2008 ) unequivocally recommends that daily lives of 
women have to improve as it will lead to better health outcomes in a generation 
(Marmot, Friel, Bell, Houweling, & Taylor,  2008 ). If women’s daily life is to 
improve then it is understandable to say their mental well-being should improve. It 
seems a monumental task to mainstream mental health in the health sector, and 
especially within the Primary Health Care (PHC) programmes that alone reach out 
to communities and subscribe to community participation as advocated by the PHC 
Declaration of 1978. 

 There is a global struggle to keep social determinants of health afl oat. WHO in 
1948 gave the world a defi nition of health, and it was: ‘Health is a state of complete 
physical, mental and social well-being and not merely the absence of disease or 
infi rmity’ (WHO,  1948 ). Thirty years later, in 1978, WHO gathered its state 

4   Pakistan has two major surveys that take place on a regular basis: (1) Pakistan Demographic and 
health Survey, 2013, provides no information on mental health and (2) Pakistan Social and Living 
Standards Measurement Survey. Both do not provide any data that could help monitor the mental 
health of women. 
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 members to a conference and the PHC Declaration of the conference reiterated the 
WHO defi nition of health. Thus, physical, mental and social well-being remained 
the central feature for understanding health. Thirty years later, 2008, WHO-CSDH 
issued its report, which again stressed on issues of equity and addressing the condi-
tions in life that lead to poor health outcomes. Its fi rst recommendation ‘Improve 
Daily Living Conditions’ poses a challenge to all public health professionals. While 
better off regions of the world (Europe, Australia, Canada, Japan) have shown suc-
cess in addressing the social determinants of health, developing countries, barring 
some examples, like that of Sri Lanka, have not been able to demonstrate improve-
ments in the well-being of their population, especially the marginalized, the poor 
and disenfranchised. What has persisted in the developing world is the clinical 
model of health, and the challenges emanating from this model persist. This strug-
gle is not unlike the women’s struggle against patriarchy and hegemonic masculini-
ties. However, women’s movements offer a model of persistence and determination 
which could be emulated by health professionals conceptually driven by the mean-
ing of health as well-being. 

 If the fi eld of mental health has lagged behind in developing preventive and pro-
motive programmes, and fi nding a place within Primary Health Care and the larger 
health systems and policies, this neglect cannot justify a continuation of this indif-
ference. There is a growing number of people and institutions who recognize the 
social determinants of mental health and the need to address them. The need of the 
day is to bring together those determined to take forward the well-being model, 
whether from the perspective of physical, mental or social well-being. 

 A framework for mental health within the larger rubric of social determinants of 
health could help guide the advocacy work needed for women’s mental health. A 
framework evolved in the process of the research project, women’s empowerment 
in Muslim contexts, and was constructed to capture the research design as it was 
being implemented. It was thus not an adoption or adaptation of any available 
framework of women’s empowerment. The framework is based on four sets of 
concepts:

    1.    Three levels for analyzing the context (WEMC,  2008 ) of women’s well-being 
(Fig.  3.1 ): 

   (a)    Micro-level—women at the household level.   
  (b)     Meso-level, which consists of the socio cultural environment that governs 

women’s lives and includes the customary practices that are often more 
powerful than the laws of the country.   

  (c)    Macro-level—this is where policies are made.    

      2.    Identifi cation of mental health issues and their social determinants.   
   3.    Factors that facilitate women’s empowerment and factors that impede women’s 

empowerment.   
   4.    Participatory approach for facilitating women’s empowerment for challenging 

the social determinants of health.      
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    Conclusion 

  What Needs to Be Done?  Pakistan is caught in an impasse—what women say they 
need for their mental well-being is not on the radar of mental health researchers, 
service providers and policy makers. To overcome this situation mental health 
researchers need to get attuned to the issues being raised by women. Sociocultural 
and political barriers (from non-responsiveness of the state to politics of everyday 
life) in the society are the major obstructs in women’s well-being. Psychological 
morbidities, from which majority of the women suffer, are actually the result of the 
nature of day-to-day living conditions. Studies from this perspective would be sig-
nifi cant for answering the questions pertaining to improvements in women’s mental 
health in Pakistan. If women’s assessment of the causes of their mental health is to 
be taken seriously, then women would need to become partners in exercises of 
understanding and action. Women who suffer the pain and burden of poor mental 

Mental Health Issues:
Happiness/unhappiness; satisfaction/dissatisfaction
High/low self-esteem
Stress/stress-managed

Social
Determinants
Economic status
Violence
Education
Social support
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  Fig. 3.1    This framework can be used for developing programs and research questions for an inte-
grated approach to women’s mental wellbeing       
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health, and who bear the brunt of psychological disorders most, need to get priority 
in becoming partners in the diagnosis and treatment of their own health. Mental 
health researchers could also consider building alliances with the many NGOs in 
Pakistan who work at the community level. The NGOs have integrated gender 
equality into their programmes. They recognize the social barriers that women face 
because of their social position, but they are not linked with the mental health pro-
fessionals to address women’s mental well- being. This partnership is likely to 
immensely contribute to supporting interventions for women’s rights and to under-
stand and remove the psychological barriers to women’s development. This partner-
ship between mental health researchers, NGOs and women living with poor mental 
health would provide a large enough base to shape policies and programmes for 
mental health. Three recommendations can be drawn from this conclusion:

    1.    Mental health research to integrate the principles of participatory action research 
by inducting women-research-subjects as equal partners in advocacy for remov-
ing the factors that construct poor mental health.   

   2.    Mental health researchers to forge partnership with NGOs working at the com-
munity level with women, so that mental well-being becomes integrated in 
efforts for realizing women’s rights.   

   3.    Mental health researchers and NGOs to expand the voices of women to policy 
makers and service providers.    

       Acknowledgement   We would like to thank Ms. Sanober Mubeen and Dr. Yusra Sajid for their 
support in literature search and review of the document.  

     Response #1 

    Fatema     Hasan               

   Trapped      in my being     
 Life! 
 O life of mine! 
 I have no grievance against you 
 None, whatsoever 
 There’s nothing that hasn’t changed 
 Nothing that I’ve not acquired. 
 Why is it then that I don’t feel happy 
 A feeling of distress haunts me 
 A briery, prickly notion makes me restless 
 I feel something is amiss in my life 
 A smoldering fi re, I apprehend 
 Will fl are up into a confl agration 
 My home and hearth 
 My peaceful existence 
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 Would come to an end. 
 I am a bulwark of defense 
 around my near and dear ones 
 I’m at ease with my environ 
 Satisfi ed with my children, my husband, my family 
 Content with their going and coming time schedule 
 Their presence on breakfast table or evening tea 
 I’ve no gripe against in-laws 
 No grouse against kith and kin 
 Nothing, indeed, that might create tension 
 Cause distress. 
 My home is a paradise incarnate 
 A refuge and a shelter 
 Peacefulness, placidity is my own creation … 
 I always thought my life was a sheltered haven 
 Harmony and restful quietude is the norm 
 In my day to day life … but 
 For some days 
 I have been feeling a thorn prick my heart 
 A burning itch, as it were, getting sharp 
 An itch that perhaps 
 might, for a moment, be bearable for me. 
 Was it an insufferable dream or an illusion? 
 I felt I have wings—self-grown, 
 I am fl ying somewhere, far away, above and high, embraced by the space, 
 Leaving this daily life behind … 
 I am happy, God knows why I am feeling so. 
 Then it was 
 That all of a sudden 
 A beckoning call, a cry from below 
 Made me wake up, pull me down … 
 Down into a chasm, a gorge of dejection 
 I fell down and down 
 I got entangled—fi nally losing myself. 
 No longer am I a distinct ‘self’ now. 
 No longer do I have any relationship with any one 
 No affi nity at all. 
 In a house I am, but 
 The house is not my own. 
 I have nothing … indeed, nothing at all. 
 Why and wherefore did it happen? 
 Indeed, I don’t know. 
 I don’t know at all. 
 ********** 
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       Response #2 

    Anis     Haroon                   

 (Translated by Kausar S. Khan, Ghazala Rafi que, Sohail Bawani)
   Listen to my needs  
 When ill, I cannot go to a doctor 
 either there is no money, or husband has no time. 
 When a cow is stricken, treatment is rapid 
 Is cow more valuable than me? 
 Yes. It is, for it provides milk; 
 but I also give milk to children 
 I bear the weight all household work. 
 I also need attention 
 I am not noisy, so nobody listens. 
 If I speak, 
 I am called impatient, petulant, and short of reason 
 My tired body needs rest 
 My mind needs peace 
 My heart has desires. 
 Why this restriction on my mobility and movements? 
 Why this violence on me? 
 Violence destroys homes, 
 destroys mental tranquility 
 Would somebody ask me what I wish? 
 Without health there is nothing, 
 no happiness without respect 
 I carry the weight of body and heart 
 They say my home is heaven 
 Yes. It is heaven, but for my husband and children 
 I made it so with hard work and sacrifi ces. 
 I want to be part of this heaven 
 How is this to be? 
 It is possible only if I’m accepted as equal 
 And my pain and suffering are addressed 
 I need few words of respect and love; 
 Acknowledgement of my importance 
 I need also to feel 
 that I am an equal being; 
 part of decisions made. 
 I am not a servant, nor a soul-less body 
 My mind thinks, and my heart has a rhythm 
 I need recreation too 
 I want to share what my heart says, with those who are mine 
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 See what it is to understand me as an equal being 
 This home would really be heaven 
 For you and also me. 
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    Chapter 4   
 Perspectives on Violence Against Women: 
Social, Health, and Societal Consequences 
of Inter-partner Violence 

             Noreen     Stuckless      ,     Brenda     Toner      ,   and     Naila     Butt     

            Introduction 

 Violence against women is an increasingly serious problem that is endemic world-
wide and affects all ages—the unborn, girls, and young and elderly adults. The 
United Nation’s defi nition of violence against women is

  Any act of gender-based violence that results in, or is likely to result in, physical, sexual or 
psychological harm or suffering to women, including threats of such acts, coercion or arbi-
trary deprivation of liberty, whether occurring in public or in private life. (WHO,  2013 , p. 1) 

   Inter-partner violence (IPV) and intimate partner femicide (IPF) have substantial 
costs in human suffering and health and justice-related societal costs and concern 
families, law enforcement offi cials, and health care providers (   Henderson, 
Bartholomew, Trinke, & Kwong,  2005 ; Varcoe et al.,  2011 ). 

 In 1991 Patricia Allen, a young lawyer in Ottawa, Ontario, was murdered by her 
ex-husband with a crossbow after numerous unheeded warnings to the police who 
said they could not act without actual violence being committed. Although anti- 
stalking legislation was passed in 1993 in Canada, time passed has had little effect 
in stemming this violence. Twenty-three years later, a newspaper clipping fi le 
includes excerpts from newspapers across Ontario giving evidence of 490 women 
who were killed by their partners or ex-partners over the 20 years since the 1989 
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Montreal Massacre (Kingston Frontenac Anti-Violence Coordinating Committee, 
 2010 ). The prevalence of domestic violence assaults crosses all income, educa-
tional, and socio-demographic groupings. 

 Smith and Segal ( 2014 ) offer a defi nitive defi nition of domestic violence:

  Domestic violence and abuse does not discriminate. It happens among heterosexual couples 
and in same-sex partnerships. It occurs within all age ranges, ethnic backgrounds, and eco-
nomic levels … The bottom line is that abusive behavior is never acceptable, whether it’s 
coming from a man, a woman, a teenager, or an older adult. [You] deserve to feel valued. 
(Smith & Segal,  2014 ) 

   As well as the physical and emotional consequences for the abused women, the 
societal costs of IPV in Canada are over $6.9 billion/year (Varcoe et al.,  2011 ), a 
truly alarming fi gure. In this chapter we will examine the reasons, costs and conse-
quences of IPV and IPF beginning with the following literature review.  

    Literature Review 

 Estimates of wife battering in the USA indicate that between two and four million 
women are physically assaulted by their male partners annually and that one-quarter 
of American women face a lifetime risk of domestic violence (Wright, Wright, & 
Issac,  1997 ). Similarly, “Over a quarter (29 %) of Canadian women have been 
assaulted by a spouse. Forty-fi ve percent of women assaulted by a male partner suf-
fered physical injury. Injuries included bruising, cuts, scratches, burns, broken 
bones, fractures, internal injuries and miscarriages” (O’Donovan,  2006 , 
pp. 111–112). 

 Reports of lethal violence (IPF) are as disturbing. In Canada, on average a 
woman is killed every 6 days (Beattie & Cotter,  2010 ). In the USA in 2005, 1,181 
women were murdered by an intimate partner, an average of three women every day 
(Statistics Canada,  2009 ). However, the effects of wife battering reach beyond the 
physical trauma itself. What does interpersonal violence entail? 

    The ‘What’ of Inter-partner Violence 

 Although the majority of abused women are teenagers and adults, all ages of women 
can be at risk. In a review of cases of child abuse in the USA, Wright et al. ( 1997 ) 
reported that between 30 and 59 % of accused mothers were themselves battered. 
Girls are targets of abuse more than boys, suffering 70 % of family-related sexual 
assaults (Fitzgerald,  1999 ). The elderly are also at risk. Spousal homicide accounts 
for 30 % of murdered women over the age of 65. An example is Mary Russell, 81, 
who died from a bleed to the brain after an assault by her 88-year-old husband 
(Taylor,  2011 ). A particular concern is the report of 1,200 murdered or missing 
aboriginal women in Canada (Amnesty International Canada,  2011 ). 
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 While verbal and psychological abuse cause great distress to abused women 
(Stop Violence Against Women,  2014 ) the incidence of physical spousal battering 
and homicide is also of increasing concern. In particular, IPV and IPF have substan-
tial costs in human suffering and health and justice-related societal costs (Krug, 
Dahlberg, Mercy, Zwu, & Lozano,  2002 ).  

    Non-lethal Intimate Partner Violence (IPV) 

 UNICEF defi nes non-lethal violence as 

   Any act of gender-based violence that results in, or is likely to result in, physical, sexual or 
psychological harm or suffering to women, including threats of such acts, coercion or arbi-
trary deprivation of liberty, whether occurring in public or in private life (UNICEF,  2000 , 
p. 2). 

   The statistics concerning abuse against women are startling. “Women were 
nearly eight times more likely to be victimized by a spouse than were men: 31 % of 
female victims were attacked by a spouse” (Fitzgerald,  1999 , p. 11). There are 
numerous instances when wives were assaulted a number of times (Sinha,  2012 ). 
This abuse does not necessarily stop after women leave the abusive relationship. 
Women who were already separated reported abuse they were still experiencing 
including being pushed, choked, punched, raped, and receiving sprains, cuts, and 
broken bones (Fleury, Sullivan, & Bybee,  2000 ).  

    Intimate Partner Femicide 

 IPF, the killing of women by their current or former intimate partners, is a serious 
problem worldwide and one that is often associated with a previous history of non- 
lethal intimate partner violence (Krug et al.,  2002 ). IPF is the single most common 
form of homicide perpetrated against women (Wilson & Daly,  1992 ), and wives are 
over three times more likely to be killed by their spouses in Canada than are hus-
bands (Sinha,  2012 ). Between 1974 and 1990, 1,435 women were murdered by their 
husbands in Canada, and in the UK, in 2009, at least 101 women died at the hands 
of husband, boyfriend, or ex (Statistics Canada,  2009 ).  

    The “Why” of Intimate Partner Violence 

 A number of theories, explanations, and rationales for intimate partner abuse have 
been offered over the years. Campbell ( 1992 ) suggested that no single factor offers 
an exhaustive explanation for wife battering or wife killing. A non-exhaustive 
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discussion of factors associated with domestic violence discussed below includes 
patriarchal justifi cations, issues of control and power, estrangement, and social sup-
port issues. Each proposes to explain, in part, why domestic violence is such a part 
of the lives of numerous women in our North American society. 

  Patriarchal Justifi cations for Wife Battering : Men have had the social and cul-
tural rights in patriarchal communities to exert a control which legitimizes batter-
ing, rape, and often times femicide (McCue,  2008 ). Although the most extreme 
behaviours are less prevalent, women’s subordination and inferior roles are still 
present in North American society (Smith,  1990 ). Smith ( 1990 ) proposed that there 
had been very little research examining a feminist view of the relationship between 
patriarchy and violence against women (i.e. that patriarchy is the foremost basis for 
wife battering). To examine the impact of patriarchy on individuals, he conducted a 
study with 604 women and examined the relationship between the husband’s patri-
archal beliefs, socio-economic variables, and wife battering. The level of patriarchy 
was measured by the Patriarchal Beliefs Index which included items that measured 
beliefs about male power over women in a marriage and items that endorsed vio-
lence against women who did not adhere to their role in a patriarchal society. The 
extent of wife battering was measured by the Confl ict Tactics Scale (Straus,  1979 ). 
Smith’s interviewers asked for elaboration after a CTS item was endorsed. The fi nd-
ings indicated that there was a strong positive relationship between patriarchal 
beliefs and wife battering and that both patriarchal beliefs and wife battering were 
negatively related to socio-economic factors. Smith’s study supported the feminist 
thesis that men with stronger patriarchal beliefs are more likely to physically abuse 
their spouses than are those men who do not profess patriarchal convictions. 

  Power and Control : Wilson and Daly ( 1993 ) argued that wife battering was an 
attempt by husbands to exert “coercive control” (p. 12) over their wives. This 
Coercive Controlling Violence (CCV) was referred to by Kelly and Johnson ( 2008 ) 
as “a pattern of emotionally abusive intimidation, coercion and control coupled with 
physical violence against partners” (p. 478). They suggested that such control by 
“assaults and threats” (p. 12) would not be allowed against strangers. However, they 
proposed that, until fairly recently, there was a de facto acceptance of violence 
against wives because of the view that the husband had legal rights to his wife and 
that others had no right to interfere in his treatment of her. 

 Another conclusion, reached by Ellis and Stuckless ( 1996 ), is that battered wives 
have less decision-making power. In a study examining marital decision-making 
among separated women participating in mediation ( N  = 102) and lawyer negotia-
tions ( N  = 79), they found that abused women had signifi cantly less power in 
decision- making in the areas of money, moving, friends, vacations, and sex in com-
parison with their partners than non abused women had in comparison with their 
partners. Similarly, Frieze ( 1992 ) reported that the fi ndings of a study with 137 
battered wives indicated that subjects with violent husbands had less power in the 
area of decision-making. 

  Estrangement / Separation : Leaving an abusive relationship does not always 
mean that the violence will stop (Varcoe et al.,  2011 ). Canadian and US survey clas-
sifi cations of separated and divorced women showed substantial evidence of 
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 physical violence against the estranged wives. The lack of control or power over a 
wife who has left a relationship often results in violence against the wives. 
Estrangement is one of the strongest predictors of wife battering. Seventy-fi ve per-
cent of women killed by their batterers are murdered when they attempt to leave or 
have left an abusive relationship (Burczycka & Cotter,  2011 ) and in a third of the 
cases the violence increased in severity on separation. Block ( 2000 ) found that 40 % 
of femicides were precipitated when the woman has left or planned to leave the 
abusive relationship. Campbell, Rose, Kub, and Nedd ( 1998 ) countered that staying 
in the abusive relationship is always unhealthy. Gartner, Dawson, and Crawford 
( 1994 ) concluded that:

  The predominance of men’s rage over separation as a motive in intimate femicides has no 
obvious counterpart in killings of men—even killings of men by their intimate female part-
ners. We agree with others who see this motive as a refl ection of the sexual proprietariness 
of males toward their intimate female partners (p. 26). 

   Husbands’ threats to kill their wives if they leave should not be taken lightly. The 
fi rst few months immediately following the separation are particularly dangerous 
for the separated wives. Families and friends of murdered spouses suggest that pos-
sible motivations include jealousy, accusations of infi delity, and anger at the pend-
ing separation (Wilson & Daly,  1994 ). The cyclical pattern of estrangement and 
reconciliation when the husband convinces the wife to return to the marriage and 
then beats her again is quite evident in cases of both lethal and non-lethal battering. 
This is referred to as the  Cycle of Abuse . 

 The separation itself, however, is not always solely responsible for increased 
abuse, and the question arises about why some separated women are beaten or killed 
by their partners while the majority are not. Circumstances that transpire after the 
separation often are contributing factors in the abuse. Ellis and Stuckless ( 1996 ) 
proposed that one factor is the legal process used to fi nalize the separation (i.e. 
whether the woman participated in mediation or lawyer negotiations). The fi ndings 
of a 3-year longitudinal study they conducted, in which 169 mediation clients and 
192 lawyer clients responded to questions about pre-separation and post-separation 
abuse, indicated that equal levels of pre-separation serious abuse were reported by 
both groups. However, one year after the processing of the separations, the lawyer 
clients reported higher levels of serious abuse than were reported by the mediation 
clients. 

 These fi ndings suggested that while estrangement was a strong factor in wife 
battering and uxoricide, the separation itself does not always contribute to abuse. In 
fact, the results of the longitudinal study indicated that separation generally tended 
to reduce the likelihood of violence when the whole sample was taken into consid-
eration. There were also indications, however, that for a number of women, fear of 
their husband increased after separation, while fear reported by husbands initially 
decreased dramatically during the same period. Whether there was wife battering 
appeared to depend on other factors as well, in particular, the presence of patriarchal 
ideas of dominance and control.  
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    Why Don’t Battered Women Leave the Abusive Relationship? 

 Reportedly, in Saskatchewan, Canada, 63 % of the battered women had been 
assaulted by an intimate partner more than once, and 32 % of them more than ten 
times before they fi nally left the abusive relationship (Fisher,  2001 ). Why don’t 
women leave? A number of reasons have been proposed. 

  An Abused Woman ’ s Choices :    Grundy ( 2012 ) said that a woman in a violent 
relationship has only two choices, and both of them are bad: (1)  She could leave the 
batterer . In that case, she loses: economic security; how the community regards her; 
the partner whom she loves regardless of his violent behaviour towards her; the sup-
port of family and church members, who traditionally believe she should put up 
with everything to keep her family together; and since battered women are in the 
greatest danger when they leave their batterer, she may face stalking, threats, vio-
lence, and even death. (2)  If she stays with her partner , she risks: losing her chil-
dren; losing even more self-esteem; pain, terror, humiliation, abuse; and, fi nally, she 
risks death. As Grundy comments, “and regardless of her choice, she will be met 
with incredulity: “Why didn’t you just leave the fi rst time he hit you?” (p. 1). 

  Social Support Issues : A fi nal consideration of factors associated with domestic 
violence focuses on social support issues. Failure of a support system before and/or 
after a woman leaves an abusive relationship can force the woman and her children 
to either remain with or return to the abusive spouse. A qualitative study was con-
ducted in Toronto, Canada, with the assistance of the Metro Action Committee on 
Public Violence Against Women and Children (METRAC), with abused women 
residing in shelters and with workers in the fi eld to examine social support issues 
(Stuckless & Toner,  1998 ). The themes that emerged from this study were incorpo-
rated in questionnaire items and interview questions in a study examining how 
domestic violence victims and survivors had delayed leaving and are physiologi-
cally and psychologically affected by events following separation from a violent 
abusive relationship. 

 Seven different grouping of issues emerged from the qualitative analysis: safety 
and shelter issues, issues surrounding children, interpersonal relationships and sup-
port, fi nancial and employment issues, language and cultural issues, fear and the 
criminal justice system, and health issues. 

 The greatest immediate deterrent to leaving the abuser involved a place to stay 
after leaving the abusive relationship. The women said that fear of their husband had 
kept them from fl eeing, particularly when they did not know where to go. They 
understood that the greatest time of danger would be after they left, and they did not 
believe that the justice system and courts would protect them. The police response 
varies by individual offi cers, many whom are very supportive, while others are not. 
Who responds to a domestic call is extremely important since it is up to the indi-
vidual offi cer if the woman is to be referred to the Victim Support team. Frequently 
charges are stayed by the imposition of peace bonds or restraining orders which 
often are very ineffective.  
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    Health Costs and Consequences of Inter-partner Violence 

 As described next, there are consequences for the abused women and also fi nancial 
costs to society as a result of IPV. 

  Physical and Psychological Consequences : Statistics Canada ( 2000 ) reported 
that 29 % of Canadian women were assaulted by their partners and 45 % of them 
suffered physical injuries—bruising, cuts, scratches, burns, broken bones, fractures, 
internal injuries, and miscarriages. IPV affects every aspect of an abused person’s 
life, harming their physical and mental health, their ability to work, and their rela-
tionships with their children and other loved ones. Being abused can destroy a per-
son’s sense of self-effi cacy, self-esteem, and self-worth. It can lead to depression, 
anxiety, and post-traumatic stress disorder (Rodgers & Norman,  2004 ). In the USA, 
some women’s attempt to cope may result in substance abuse (alcohol, drugs, or 
smoking) but this can further endanger physical and mental health (Shipway,  2004 ). 

 Finally, there is evidence that women are affected by IPV more than men are. 
Women and men were asked about their feelings after being abused by their partners 
and the women reported that, compared to the men, they were far more fearful and 
afraid for their children and suffered more from depression, sleeping problems, and 
anxiety attacks, and had lower self-esteem (GSS,  2000 ). 

  Financial Costs of Inter - partner Abuse : Health costs associated with violence 
against women are extremely high. Canadian health costs for women after they 
leave the abusive relationship are $6.9 billion/year or $13,162.39/year for each 
woman (Varcoe et al.,  2011 ). Health costs in other countries showed similar 
amounts: in the USA (2003) it was $5.8 billion; in the UK (2004) the total costs 
were 23 billion pounds; and in Australia (2009) the total costs were $13.9 billion 
(Varcoe et al.,  2011 ). Yodanis, Godenzi, and Stanko ( 2000 ) concluded that it was no 
longer possible to treat violence against women as a “private” problem, since it is 
unquestionably a ‘public’ problem that costs society substantially. 

 Varcoe et al.’s ( 2011 ) excellent study made a thorough examination of the costs 
associated with IPV. Three hundred and nine women were interviewed about their 
service needs and usage following a departure from an abusive relationship with a 
man within the previous 3 years. It was found that things did not always get better 
after separating from a violent spouse; often many consequences continue to plague 
abused women well after their relationships are over, disrupting their lives, often at 
great public expense. 

 Women who leave the abusive relationship face a “critical life transition” and 
require assistance from social, health, and legal services. These women who have 
ended relationships involving intimate partner violence continue to face persistent 
health issues, legal troubles, and economic burdens—a cost spread across private 
and public domains. There is a signifi cant reliance on public services such as hospi-
talization, X-rays, visits to the doctor, and child protection workers, as well as pri-
vate services such as dentistry and counselling. Food banks account for 80 % of the 
non-health, private, third-party costs. Women who have left violent partners went to 
emergency units 24 times per month per 100 women (at $180 per visit) as compared 
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to the Canadian female norm for the same age group of 1.18 ER visits per month per 
100 women. In addition, they require more employment insurance and use legal aid 
more frequently than other women. The $4,212.28 per woman per year that is 
incurred by the public purse is directly attributable to violence. 

 Varcoe et al. ( 2011 ) concluded that leaving an abusive partner “is not a panacea” 
(p. 376). After leaving the abuser, the women used a number of services including 
private and public health services, HIV testing, food banks, and legal and social 
services. The cost of those services is a burden to all Canadians. “This study signals 
the need for more comprehensive social responses to violence against women and 
in particular IPV, so that fi rst, violence is not tolerated, and second, when violence 
occurs, support continues after separation from an abusive partner” (Varcoe et al., 
 2011 , p. 376).   

    Discussion 

 We have identifi ed a number of issues that could lead to mental health problems for 
victims of domestic violence. However, identifi cation is not suffi cient. What is 
being done to address these social, medical, and psychological problems suffered 
by women at the hands of their abusive partners? What remains to be done? We 
discuss answers to these questions, next. 

    Treatment of Domestic Violence Victims’ Mental Health Issues 

 One of the most important responsibilities of mental health practitioners is to help 
victims of domestic violence deal with resultant mental health issues. Of particular 
concern is that battered women suffering from these disorders are more prone to 
revictimization (Rodgers & Norman,  2004 ). While PTSD is the most common con-
sequence of physical and emotional abuse at the hands of their abusive partner, 
women frequently also suffer from depression and anxiety. The therapy of choice 
for PTSD and other mental health illnesses is Cognitive Behavioral Therapy (Iverson 
et al.,  2011 ) in individual or group therapy sessions. Other interventions such as role 
play group therapy have also been shown to be effective (Sax,  2012 ). 

 Another way to alleviate mental distress is to deal with other sources of these 
disorders. A great deal of depression and anxiety experienced by battered women 
results from a number of life stressors including the inability to make their abuse 
known, diffi culty in fi nding shelter and safety, and severe problems with the crimi-
nal justice system.  
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    Identifi cation of Abuse 

 A major diffi culty is the disclosure or diagnosis of domestic violence. Newton 
( 2001 ) suggests that as many as ten times as many incidents of domestic violence 
are committed than are reported by the US Bureau of Justice   . Women frequently 
present with numerous physical injuries in doctors’ offi ces, clinics, and emergency 
rooms but are not queried about abuse and do not volunteer the information that they 
have been beaten. Newton ( 2001 ) reports that only 1 % of family doctors screen 
their female patients for evidence of physical and/or mental abuse they suffered at 
the hands of their their abusive partners. Suggested reasons for women’s reluctance 
to disclose abuse include patriarchal gender roles, fear of the abusive partner, embar-
rassment, lack of trust, and resistance on the part of health care providers to ask 
questions (Rodriguez, Quiroga, & Bauer,  1996 ). 

 Means of addressing this problem of non-disclosure are to raise the awareness of 
the health care professionals to the problem of domestic violence (Orloff,  1996 ) and 
to give them tools to work with. The latter includes the development of protocols or 
measures that can be used in the emergency department and other front line care 
facilities to provide direct questioning or screening about domestic violence. 
Identifi ed abuse victims can then be offered counselling and medical and legal assis-
tance. However, although a number of screening measures, such as the Woman Abuse 
Screening Tool for family practices (Brown, Lent, Schmidt, & Sas,  2000 ) and proto-
cols for emergency rooms (e.g. St. Joseph’s Health Centre Woman Abuse Protocol; 
Gabinet,  1996 ), have been written, emergency room personnel are most often reluc-
tant to make use of the material and to ask questions about domestic violence. They 
rationalize this lack of action by querying how they would manage a positive response 
given their busy caseloads. This response is prevalent even in hospitals where 24-h 
support for abused women is available. Hotch, Grunfeld, Mackay, and Ritch ( 1996 ) 
conducted a survey of Canadian hospitals investigating responses to abused women. 
They found that only 13 % of all hospitals screened women for abuse. In addition, 
only 33 % of hospitals that had policies re: domestic violence screened women for 
abuse   . In other instances, women would return to their abusive partners, undiag-
nosed, only to make future visits to health services with yet other injuries. More 
recently, in the USA, results of a study conducted by Rodriguez et al. ( 1996 ) that 
looked at the percentage of abused women identifi ed as domestic violence victims in 
emergency rooms found that “72 % were never identifi ed as victims of abuse” (p. 2). 

  Shelters and the Need for More Permanent Housing : In a 3-month period in 
2002, numerous women were killed by current or estranged partners (Sev’er,  2002 ). 
Sev’er contended that many women were murdered because they did not have a 
place of safety to go to even though steps such as arresting the abusers and issuing 
restraining orders were taken to prevent the abuse. Similarly Morrow ( 2002 ) argued 
that women could not leave the abusive partner if they did not have a place to go or 
day care for the children. They need shelters and then housing they can afford. 
Trainor ( 1999 ) raised a disturbing issue. While a suggested way of preventing femi-
cide is to prevent contact between an abused woman and her abusive partner, yet, in 
the USA and Canada, a man who beats and rapes his female partner is able to stay 
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in his own home while the woman and children must sometimes move to a shelter. 
This disrupts the women’s lives and work, and the children must change schools and 
lose friends to avoid being traced by their father. 

 Still, the battered women’s alternatives are improved by providing shelters, hot-
lines, and other services that help make it possible to leave their relationships. 
Shelters provide abused women and their children with a place of safety, services 
and opportunities for child care, job preparation, group meetings, and counselling 
(Stuckless & Toner,  1998 ). In the USA, over the past 25 years, numerous nonprofi t 
groups have augmented the funds supplied by various levels of government that 
contribute to increasing the availability of services for battered women (Farmer & 
Tiefenthaler,  2003 ). 

 Rodgers and MacDonald ( 2000 ) reported that 29 % of women in 1998 who were 
residing in shelters at the time had contacted the police about the last incident that 
caused them to go to the shelter and that arrests were made in 86 % of the cases. In 
Ontario, Canada, unfortunately, women who had to leave shelters after a short or 
medium stay often had to return to the abusive relationship because of lack of 
affordable housing and jobs since waiting times for battered women can range from 
3 weeks to 5 years even though they are given priority for housing (OAITH,  1998 ). 
The women reported that abuse was a common reason for their admissions (71 %). 
Most of them (67 %) were looking for shelter from current partners, and most 
(60 %) had not reported the abuse to police (Burczycka & Cotter,  2011 ). More shel-
ter space has become available. Statistics Canada revealed that there were slightly 
more shelters and beds in Canada in 2010 compared to 2008 (Burczycka & Cotter, 
 2011 ). There were 593 shelters for abused women operating in Canada, an increase 
of 24, and there were 11,461 beds available in shelters across Canada, an increase 
of 7 % from 2 years earlier. “Between April 1, 2009 and March 31, 2010 there were 
over 64,500 admissions of women to shelters across Canada … up 2 % from 
2007/2008” (Burczycka & Cotter,  2011 , p. 4). 

 It does appear that shelters at times can protect women from abuse. In the USA, 
compared to women who were not in shelters, women who did have access reported 
60–70 % fewer assaults in the year following their time in the shelters (Campbell & 
Wolf,  2012 ). However, waiting lists are still quite lengthy, particularly in urban 
centres, and women often are required to leave the shelters to make room for others, 
even though they may be unable to fi nd other housing. Waiting lists are shorter in 
smaller communities, but then the social support system that the women require to 
be able to work if they have children most likely would not be available (Taylor- 
Butts,  2005 ). Women may have no recourse other than to return back to their home. 
On any given day in Canada, more than 3,300 women (along with their 3,000 chil-
dren) are forced to sleep in an emergency shelter to escape domestic violence. Yet, 
every night, about 200 women are turned away because the shelters are full 
(Burczycka & Cotter,  2011 ). Alternative accommodation was found for a small 
number of the women, but most were forced to look for other shelters or to return to 
their abusive partner after a short period of time. Since many women are threatened, 
stalked, and killed by their former partner, shelters often have a policy to keep the 
location a secret to prevent the abusive partner contacting his partner or children. 
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This, however, can be diffi cult for the children and their schooling and friends 
(Minnesota Advocates for Human Rights: Shelters and Safehouses,  2003 ). 

  Responses by the Criminal Justice System : Three main changes have been imple-
mented in Ontario over the last few years to address issues raised by abuse victims. 
The fi rst is that police offi cers may lay charges themselves against an abusive part-
ner, ensuring criminal charges even if the victim decides not to press charges or 
decides afterwards to withdraw the charges. The second is the establishment of 
Victim/Witness Assistance Programs, and the third is the establishment of dedicated 
Domestic Violence Courts. 

  Domestic Violence Courts  ( DVC ): A major programme in the USA and Canada 
for attempting to protect abused partners and prevent re-assault or femicide is the 
establishment of Domestic Violence Courts (DVC), designed solely for charges 
related to intimate partner abuse. In the USA there are more than 200 Domestic 
Violence Courts representing an important strategy for handling domestic violence 
cases. In Ontario there are 54 DVCs across the province (Ministry of the Attorney- 
General & Ontario,  2014 ). The courts handle a jurisdiction’s domestic violence 
cases on a separate calendar and are presided over by specially assigned judges with 
expertise in these unique legal and personal issues (Cissner, Labriola, & Rempel, 
 2013 ). The purpose of these courts is to make it more effi cient to prosecute domestic 
assault cases, have earlier trials, and provide more support to the victims (Bunge, 
 2002 ). The victim must agree to the procedures and offender participation while the 
offender must agree to plead guilty and attend a compulsory counselling pro-
gramme. Earlier trial dates can be set so women are spared the 1 and 2 year waits 
they had to endure. A number of procedures are used, such as 911 tapes, photo-
graphs of victims’ injuries, victim’s statements taken as early as possible on audio 
and video tapes, and photographs taken at the crime scene. This information reduces 
the reliance on the victim’s testimony that formerly caused cases to be dismissed 
when the abused woman refused to testify, often out of fear of the abusive spouse or 
fi nancial concern for her children. The Victim/Witness Assistance Program plays an 
important role in supporting the abused woman through the court stages and the 
writing of the Victim Impact Statement. 

 Johnson and Fraser ( 2011 ) examined whether the Domestic Violence Courts in 
Ontario can make women safer. Sessions with focus groups and workshops revealed 
that the participants had positive experiences with many elements of the Domestic 
Violence Court Program. They reported 

   an increase in the number of cases reported to the police and an increase in arrest rates; a 
reduction in attrition (or dropping off) as cases fl ow through the criminal justice system; a 
speedier response to these cases in court; better supports available for victims throughout 
the criminal justice process, and better referrals to community agencies, and improved risk 
assessment (p. 7). 

   However, as well, the women reported that they felt that they lacked choice and 
control over critical decisions during court proceedings and that there were still 
court delays although not as long as previously. 
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 IPV and IPF remain to be severe problems for the individuals involved and soci-
ety in general as women continue to be assaulted and murdered in a mainly patriar-
chal society. In particular, the costs of health services related to domestic violence 
are enormous and are increasing year by year. Yet, there are encouraging signs that 
these issues are being more consistently recognized. Positive steps, especially 
domestic assault shelters and specialty justice courts, are being taken to protect and 
care for the abused women. However, much more remains to be done.   

    Implications for Women’s Health 

 Based on the situation described above, we have a number of recommendations that 
we believe would enhance support for abused women. We recommend, fi rst, that 
health practitioners have mandatory training in handling cases of violence against 
women. In particular, there should be more concentration on diagnosing and allevi-
ating depression and anxiety resulting from domestic violence. Second, judges 
should have mandatory training in handling cases of violence against women. Third, 
more funds should be allocated for shelters and building community capacity 
through information and awareness for prevention of violence. Fourth, there needs 
to be more employment and housing opportunities and support services for women, 
as we know that women who are employed cannot continue their paid work because 
of a lack of day care. A woman without a job will fi nd it very diffi cult to leave an 
abusive relationship. Finally, there needs to be more initiatives and funding mod-
elled on the  Impact of Family Violence Conference  reports.      

    Response 

    Naila     Butt, M.D., M.P.H.       Social Services Network 
        e-mail: nbutt@socialservicesnetwork.org  

 I would like to begin with some of my own experiences and the research conducted 
by my organization Social Services Network in addressing the issue of violence 
against women. Growing up in a developing country, I felt frustrated with regards 
to the discrimination faced by women based on gender inequality, poverty, illiteracy 
and the so-called faith that was being used as a way to exert and maintain patriarchy. 
Son preference, sexual violence and harassment, child marriages, limited opportu-
nities for women to pursue their education, and career and employment, as well as 
executing their reproductive rights, are some of the challenges faced by women. 

 I have also been acutely aware and grateful of the fact that I am one of the few 
fortunate women who achieved higher education, qualifi cation, and position thanks 
to the male in my life—my father, who hails from the tribal area in Pakistan, where 
it is still a taboo to educate girls and female literacy is less than 7 %. His strong faith 
in women’s rights, equality, and empowerment encouraged me to pursue my dream 
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of becoming a doctor. I am truly blessed and recognize the power of conviction, 
knowledge, and enabling environments in bringing change. My moral obligation 
has always motivated and inspired me in my work especially with women and chil-
dren and to change the status quo. 

 With my background as a health professional and in community development I 
am also aware that women make up one half of the world’s human capital. 
Empowering and educating girls and women as well as leveraging their talent and 
leadership fully in the global economy, politics, and society are fundamental ele-
ments of succeeding and prospering in an ever more competitive world and a reality 
to reckon with. 

 The Global Gender Gap Report 2012 (Hausmann, Tyson, & Zahidi,  2012 ), pub-
lished by the World Economic Forum, quantifi es the magnitude of gender-based 
disparities based on economic participation, educational attainment, health and sur-
vival, and political empowerment. Although it is no surprise that the Gender Gap 
Index 2012 (out of 135 countries) for a developing country like Pakistan is 134 
while that for Canada it is 21, what was shocking for me when I immigrated to 
Canada “the land of equal opportunity and freedom of choice” was that for some 
communities the gap remained the same. It was heart breaking for me to see stereo-
typical images of Muslims, Sikhs, and South Asians being highlighted in the media 
as barbaric, tribal communities. My initial reaction was biased and judgmental and 
I was under the impression like others that some communities were bringing their 
cultural baggage and their versions of Islam and faith to Canada and just did not 
want to change the status quo despite the fact that there were so many opportunities. 
However, when I delved deeper into the issues through the work and the research 
conducted by my organization “Social Services Network” which works predomi-
nantly with immigrant South Asian communities, I changed my perspective. Over 
the last few years we have focused particularly on this issue by holding an annual 
 Impact of Family Violence Conference  with the theme, “A community development 
approach to addressing the issue of violence in South Asian communities”. This 
conference brings together all stakeholders including Police, Children’s Aid Society, 
schools, shelters, community agencies, and policy makers. The discourse over the 
last three years family violence conferences has yielded the results described below. 

 Family violence and violence against women are not unique to the South Asian 
community. All ethnic, racial, religious communities, sociocultural and economic 
strata, and faith groups experience their own manifestation of violence against 
women, seniors, and children. However, some women are more vulnerable and are 
more likely to experience violence, including women with disabilities, language 
and cultural barriers, young women, and Aboriginal women. 

 What started off as a discussion by a small group of volunteers concerned about 
addressing the issue of family violence in their community in York region is now a 
province-wide initiative, quickly catching national attention as word of our cross- 
sectoral movement is reaching concerned communities across the Greater Toronto 
Area and beyond. 

 The majority of participants in the Conference in 2011, 2012, and 2013 were in 
agreement that concepts of honour, religion, and culture provide an easy, simplistic 
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explanation to the complex problems faced by South Asian families in Canada. 
What we are witnessing is a different type of patriarchy that uses the weapons of 
“culture” and “religion” to justify and legitimize it. 

 The ultimate goal of the provincial conference is to build the capacity of any 
given local community. Through the community development model, South Asian 
community leaders—women, seniors, men, and youth—with mainstream champi-
ons take the lead in mobilizing their local neighbourhoods to build safe and violence- 
free communities for South Asian women, seniors, and youth.   
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    Chapter 5   
 Stress, Social Support, and Depression in Arab 
Muslim Immigrant Women in the Detroit Area 
of the USA 

             Karen     Aroian      ,     Nizam     Uddin     , and     Darshana     Ullah    

            Introduction 

 It is well known that immigrant women are at risk for depression due to the plethora 
of stressors and life circumstances associated with migration and resettlement (Dunn 
& O’Brien,  2010 ; Mourad & Carolan,  2010 ; Torres & Wallace,  2013 ).    It is also well 
known that social support, which is material and instrumental aid and emotional 
support in the form of positive affect and affi rmation (Cohen, Underwood, & Gottlieb, 
 2000 ), is an important psychosocial resource that mitigates depression risk in immi-
grant and general populations (Aroian, Norris, de Chávez, Fernández, & Averasturi, 
 2008 ; Cohen et al.,  2000 ; Hiott, Grzywacz, Arcury, & Quandt,  2006 ; Levitt, Lane, & 
Levitt,  2005 ; Miller, Sorokin, & Fogg,  2013 ; Remennick,  2005 ). 

 Social support arises from social relationships with people who are part of one’s 
personal network of signifi cant others, typically people who are considered friends and 
close relations (Cohen et al.,  2000 ). However, immigration involves leaving signifi cant 
relationships behind in the homeland and this erosion of social support from the home-
land results in social support defi cits in the resettlement country (Llacer, Zunzunegui, 
del Amo, Mazarrasa, & Bolumar,  2007 ; Simich, Beiser, & Mawani,  2003 ). Many 
immigrant women emigrate as a nuclear rather than as an extended family and even if 
they resettle in a neighborhood with other immigrants from their homeland, these 
people may not be close relations or even prior acquaintances. Unfortunately, social 
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support defi cits in the resettlement country occur when stressors and life circumstances 
associated with immigration are creating high demands for social support. 

 Overcoming social support defi cits may be problematic for Arab Muslim immigrant 
women, particularly for those who are traditional in their cultural orientation. 
According to scholars about Arab culture, family, including extended family, is the most 
important social unit for Arabs and a key source of Arab women’s social support 
(Aloud & Rathur,  2009 ; Awad, Martinez, & Amer,  2013 ; Beitin & Aprahamian, 
 2014 ; Khan,  2006 ). Social support defi cits for Arab Muslim women may also stem 
from traditional Islamic norms about wife and mother as the dominant female gender 
role (Read,  2004 ). Traditional gender roles limit women’s participation in nondo-
mestic spheres of life, such as work and school, and in turn restrict access to extra-
familial sources of social support (Mollenhorst, Volker, & Flap,  2008 ). Thus, many 
married Arab Muslim immigrant women may have little recourse but to rely heavily 
on husbands for social support at a time when husbands may be poorly equipped to 
meet this need. First, husbands may be unaccustomed to providing spousal support 
because of cultural norms about the role of extended family. Second, like marital 
couples in other immigrant groups, they may be overwhelmed by their own immi-
gration demands (Aroian, Spitzer, & Bell,  1996 ). 

 Source of social support and provider effects of differential sources of social 
support on depression have not been studied in Arab Muslim immigrant women. 
This study investigated the relationship between source of social support (husband, 
extended family, and friends), demographic characteristics, immigration demands, 
daily hassles, and depression in married Arab Muslim immigrant women to the 
USA. Identifying the effects of different sources of social support in context with 
risk factors for depression will assist clinicians and policy makers to develop inter-
ventions and programs that are specifi cally designed to ameliorate risk factors and 
address social support defi cits.  

    Method 

    Sample 

 The sample consisted of 538 married Arab Muslim immigrant women living in 
metropolitan Detroit, an area in the Midwestern United States with a large, ethnically 
dense population of Arab Muslim immigrant families. Although there is no one Arab 
identity and Arab Muslims are a heterogeneous group (Sulelman,  2010 ), local 
cultural experts described the Arab Muslim immigrant population living in metro-
politan Detroit as highly traditional. 

 To participate, the women had to self-identify as Arab Muslim and have emi-
grated since 1989. The year of earliest possible emigration was originally 1990 
because Arab Muslim emigration to Detroit began in earnest in 1990 in response to 
the fi rst Gulf war [Earlier waves of Arabs to the Detroit area were mostly Christians 
(David,  1999 ).] However, the 1990 criterion was modifi ed to 1989 because women 
who emigrated one year earlier expressed interest in participating in the study. 
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Reading and English ability were not criteria for study participation because data 
collection occurred verbally and respondents had the choice of participating in 
English or Arabic. The majority of women (97 %) chose Arabic. 

 The sample was recruited purposively through network sampling by 12 Arabic 
speaking research assistants who were also Arab immigrants living and working in 
the local Arab community. The research assistants were purposefully selected to be 
representative of the countries of origin for the local study population so that recruit-
ment from their networks would yield similar representation. The research assistants 
verbally advertised the study and recruited interested participants during informal 
day-to-day contact with Arab Muslims. See Aroian, Katz, and Kulwicki ( 2006 ) for 
further details about recruitment. 

    Data Collection and Adapting the Measures 

 The research assistants collected the data from January 2004 through November 
2006. Data were collected in the women’s homes after obtaining informed consent. 
The women were given $60 for their time. 

 The women were verbally asked to respond to a battery of measures, including a 
demographic and migration questionnaire, the Demands of Immigration Scale 
(DIS; Aroian, Norris, Tran, & Schappler-Morris,  1998 ), the Daily Hassles Scale 
(DHS: Kanner, Coyne, Schaefer, & Lazarus,  1981 ), an adapted version of the 
Multidimensional Scale of Perceived Social Support (MSPSS: Zimit   , Dahlem, 
Zimet, & Farley,  1988 )—the MSPSS-AW (Aroian, Templin, & Ramaswamy, 
 2010 )—and the Center for Epidemiological Depression Scale (CES-D; Radloff, 
 1977 ). Prior to administration, the measures were evaluated and modifi ed for cultural 
appropriateness. Five cultural informants who were experts in the local culture as a 
function of being Arab immigrant women and social service providers in the Arab 
community evaluated every item in the measures for cultural relevance. Of note is 
that they described the local Arab Muslim community as highly traditional. Based on 
their recommendations, we added content about certain life circumstances that are 
specifi c to Arab Muslims and modifi ed or deleted content that might be interpreted 
as potentially offensive due to local interpretations of Islam. 

 Arabic language versions of the measures were developed through translation, 
back translation, and committee consensus. Translation was symmetrical, aiming at 
loyalty of meaning and equal familiarity in both languages (Werner & Campbell, 
1970). A committee of fi ve bilingual immigrants from the primary countries of 
origin for study population (i.e., Lebanon, Iraq, and Yemen) further evaluated the 
translation, resolving disagreement and achieving consensus before accepting the 
fi nal version. Although there are different dialects of Arabic, the committee was 
able to reach consensus on terms that would be understandable to the local study 
population. See Aroian ( 2013 ) for more details about the cultural adaptation and 
translation procedures. 

 The Demands of Immigration Scale (DIS) measures immigration-related stressors 
about loss, not feeling at home, novelty, occupation, language, and discrimination 
(Aroian et al.,  1998 ). Respondents rate along a 6-point scale ranging from  not at all  
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(0)  to very much  (5), the extent to which they had been distressed within the last 3 
months by each of the stated demands. A “not applicable” option, also rated as zero, 
was available for those who did not have work experience outside of the home. 
A mean total score was calculated by summing the 23 items in the scale. A higher 
score indicated greater exposure to immigration-related stressors. The reliability 
and validity of the DIS has been established with various immigrant groups, includ-
ing Arabs (Aroian et al.,  1998 ; Aroian,  2003 ; Aroian, Kaskiri, & Templin,  2008 ). 

 The Daily Hassles Scale (DHS) measures everyday problems with family, 
health, money, neighbors, work, and other areas of daily life (Kanner et al.,  1981 ). 
In this study, we added a potential everyday hassle for Muslim women—religious 
obligations. Although religion is not typically conceptualized as a hassle, the obli-
gations it incurs can be, such as when religious obligations involve preparing spe-
cial meals and entertaining guests. In addition, we omitted an item about alcohol 
use. Each hassle was measured on a 4-point scale, ranging from did not happen or 
was not annoying to extremely annoying. The total score was calculated by sum-
ming ratings for all of the items. High scores on both measures indicate greater 
exposure to stressors. 

 Perceived adequacy of social support from husband, family members other than 
husband, and friends was measured by the MSPSS-AW (Aroian et al.,  2010 ). The 
MSPSS-AW was an adapted version of the original Multidimensional Scale of 
Perceived Social Support (MSPSS; Zimet, et al.,  1988 ). The original MSPSS 
assesses perceived adequacy of support from family, friends, and a “special person.” 
Special person was intended to refer to a particularly close relationship that could 
be of a romantic nature. We substituted “husband” for “special person” in the 
MSPSS-AW. With regard to the Family subscale, respondents were instructed that 
husband was to be considered separately from other family members. The original 
7-point scale ranging from very strongly disagree (1) to very strongly agree (7) was 
modifi ed to 3 points. Arabs, like select other ethnic groups (Hui & Triandis,  1989 ; 
Marin & Marin,  1991 ), are less likely to use middle response categories when pre-
sented with these many options. The three points were coded disagree (1), neutral 
(4), and agree (7) to maintain comparability with prior versions of the scale. High 
scores indicated more social support. The revised version had excellent construct 
and concurrent validity (Aroian et al.,  2010 ). 

 Depression was measured by the Center for Epidemiological Studies-Depression 
Scale (CES-D; Radloff,  1977 ). The CES-D assesses the presence of depressive 
symptoms based upon how respondents felt during the prior week. Items were 
scored from 0 (rarely) to 3 (most or all of the time), with a high score refl ecting 
increased depressive symptomatology. The CES-D has documented reliability and 
validity with Arabs (Ghubash, Daradkeh, Al-Naseri, Al-Bloushi, & Al-Daheri, 
 2000 ). 

 Sociodemographic variables included the woman’s age, years living in the USA, 
family income, country of origin, English speaking ability, number of adults in addi-
tion to husband living in the household, immigrant status (refugee, non- refugee), 
and the woman’s and her husband’s employment and education.  
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    Data Analysis 

 ANCOVA and multiple regression were used to determine the relationship between 
demographic variables; immigration demands; daily hassles; social support from 
husband, extended family and friends; and depression. To meet standard statistical 
assumptions, the square root of CES-D scores was used as the depression scores. 
Family income was not included in the ANCOVA and regression analyses because 
of the amount of missing data for this variable. All calculations and analyses were 
carried out using SAS 9.2. An analysis of residuals obtained from the fi nal regres-
sion analysis indicated that there were fi ve outliers. These fi ve outliers were deleted 
and results presented here are based on 533 observations.    

    Findings 

    Descriptive Results 

 Demographic characteristics are displayed in Table  5.1 . The majority of the study 
participants had less than a high school education, were homemakers not employed 
outside the home, and had a yearly family income of less than $20,000. Most of 
the study participants who were from Iraq were refugees (97.4 %), whereas only 
2.8–6.3 % of the study participants from Lebanon, Yemen, and other Arab countries 
were refugees.

   The mean total CES-D score was 18.96 (SD = 11.68), indicating that the study 
participants, on average were “signifi cantly” or “mildly” depressed (The CES-D 
cutscore for signifi cant or mild depression is 16, which is indicative of experiencing 
six symptoms of depression for most of the previous week or a majority of depres-
sion symptoms for 1 or 2 days; Radloff,  1977 ). 

 Mean scores from the MSPSS-A are displayed in Table  5.2 . The mean for the 
total scale was 5.51 (SD = 1.10), indicating that perceived social support scores were 
in the higher range given the possible range of 1–7. The highest mean score was for 
the Husband subscale, followed by the Family and Friend subscales, indicating that 
the husband was perceived to provide the most social support followed by family 
and friends, respectively.

     Univariate Analyses 

 Using SAS Proc Reg with one independent variable at a time, the univariate regression 
analysis indicated that the study participants differed signifi cantly in their depres-
sion scores by their age, education, language ability, demands of immigration, daily 
hassles, social support from husband, country of origin, and husband’s education 
and employment status but not by the study participant’s employment, length of 
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time living in the USA, or number of adults living in the home. Study participant’s 
older age ( t  = 3.51,  p  = 0.0005), greater immigration demands ( t  = 12.11,  p  < 0.0001), 
and more daily hassles ( t  = 11.53,  p  < 0.0001) were positively associated with 
depression whereas social support from husband ( t  = −6.71,  p  < 0.0001) was 

  Table 5.1    Sociodemographic 
characteristics of participants 
( N  = 533)  

 Variable   M  (SD) or % 

 Mother’s age (years)  40.24 (6.47) 
 Country of origin 

 Iraq  43.7 
 Lebanon  33.8 
 Yemen  13.5 
 Other Arab country a   9.0 

 Length of time in the USA (years)  8.25 (4.21) 
 Immigration status 

 Refugee  44.5 
 Immigrant  47.7 
 Tourist, student, or work visa  7.9 

 Woman’s education 
 Less than high school  64.6 
 Greater than high school  35.5 

 Woman’s employment 
 Homemakers  87.6 
 Employed full- or part-time  12.4 

 Husband’s education 
 Less than HS  50.0 
 High school/some college  30.0 
 College degree  20.0 

 Husband’s employment 
 Full- or part-time  64.4 
 Unemployed  17.8 
 Other b   17.8 

 Family income c  
 <20,000  58.5 
 20–60,000  19.89 
 >60,000  1.31 

   a Jordan, Kuwait, Egypt, Morocco, Saudi Arabia, Palestine, 
Syria, or the United Arab Emirates 
  b Retired, medical leave, or disabled 
  c Percent based on women who reported family income,  n  = 360  

 Husband  Friends  Family  Total 

  M  a   6.43  4.34  5.75  5.51 
 SD  1.36  2.04  1.63  1.10 

   a Total scale and subscale scores are averaged over items 
(range = 1–7)  

   Table 5.2       Means and 
standard deviations for each 
of the subscales and the total 
MSPSS   
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negatively associated with depression. In addition, study participants with less than 
a high school education were more depressed than those with a high school or 
higher education ( t  = 3.07,  p  = .0022). Study participants who did not speak English 
were more depressed than those who spoke at least some English ( t  = 5.76,  p  < .0001). 
Study participants from Iraq were more depressed than non-Iraqi study participants 
( t  = 6.03,  p  < .0001), whereas study participants from Yemen ( t  = −3.28,  p  < .0011) 
and Lebanon ( t  = −2.05,  p -value 0.0408) were less depressed than non-Yemeni and 
non-Lebanese study participants, respectively. Study participants with unemployed 
husbands who were not looking for work ( t  = 4.75,  p  < .0001) were more depressed 
than those with husbands who were retired, on medical leave, or unemployed but 
looking for work. Study participants whose husbands had less than a high school 
education ( t  = 2.90,  p  = .0039) were more depressed than those with husbands with a 
high school or higher education.    

    Multiple Regression 

 Social support from husband, immigration demands, daily hassles, country of 
origin, English language ability, years living in the USA, age, husband’s employment/
job seeking, and number of extended family in the home explained 40 % of the vari-
ance in depression ( F (10,521) = 34.44,  p  < 0.0001). Higher support from husband 
and English ability were associated with lower depression, whereas greater immi-
gration demands and daily hassles, older age, not speaking English, being from 
Lebanon or Iraq, living with a greater number of extended family members, more 
years living in the USA, and having a husband who is unemployed and not looking 
for work were associated with greater depression. See Table  5.3 . Almost all of the 
role relationships with these adults living in the home were extended family 
members.

  Table 5.3    Multiple 
regression analysis for 
variables signifi cantly 
predicting depression  

 Predictors in the model  Beta   t -value 

 Social support from husband  −0.1336  −5.35 ****  
 Demands of immigration  0.4198  7.62 ****  
 Daily hassles  0.1645  5.49 ****  
 Iraq  0.1110  3.63 ***  
 Lebanon  0.0778  2.57 **  
 English ability  −0.0806  −3.42 ***  
 Number of adults living in household  0.4932  2.22 *  
 Husband unemployed and not looking  0.1269  3.37 ***  
 Age  0.0047  2.65 **  
 Length of time in the USA  0.0075  2.74 **  

   *  p  < .05;  **  p  < .01;  ***  p  < .001;  ****  p  < .001  
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       Discussion 

 The women in this study, on average, reported “signifi cant” or “mild” depression. 
This incidence of depression is consistent with the literature about immigration as 
stressful (Dunn & O’Brien,  2010 ; Mourad & Carolan,  2010 ; Torres & Wallace, 
 2013 ). However, the fairly high level of social support found in this study is not 
consistent with the literature about social support defi cits in immigrant women 
(Llacer et al.,  2007 ; Simich et al.,  2003 ). One possible explanation about the level 
of social support obtained in this study pertains to the average length of time the 
women were living in the USA. It may be that this amount of time in the USA 
( M  = 8.25 years; SD = 4.21) was suffi cient for them to rebuild social networks to 
replace those left behind in the homeland. Rebuilding social networks may have 
also been facilitated by the fact that the study took place in metropolitan Detroit, an 
area known for its large community of Arab Muslim immigrants. Living in a dense 
community of Arab Muslim immigrants meant that the women did not have to over-
come linguistic or cultural barriers to establish friendships. Another possible expla-
nation is that the assumption about the erosion of premigration sources of social 
support refl ects an outdated idea of social support. Perhaps proximity is no longer 
relevant because of contemporary technology like Skype and social networking sites 
like Facebook, which facilitate maintaining social relationships across geographic 
boundaries. Unfortunately, this study did not inquire about how social support was 
accessed so it is not possible to address this explanation. 

 It is noteworthy that among the social support variables, only support from 
husband performed as expected (i.e., signifi cantly inversely related to depression). 
This fi nding, combined with the high level of husband support obtained in this 
study, challenges the belief that Arab husbands are ill equipped to provide spousal 
support. It may be that both the women in this study and their husbands have accul-
turated to the family structure that is prevalent in North America, the nuclear family 
where spousal support and its salutatory effects are normative (Cutrona,  1996 ). On the 
other hand, marital relationships in the Arab world are undergoing change (Beitin & 
Aprahamian,  2014 ) and husbands may have already been a major premigration 
source of Arab women’s social support. Regardless of whether husband support was 
preexisting or evolved post-migration, study fi ndings about the relationship between 
the number of adults living in the home and depression suggest that if extended 
family members are available in the resettlement country, it is better for women’s 
mental health if extended family members live in another household. 

 Most of the fi ndings about what explained depression in Arab Muslim immigrant 
women were expected. A number of studies about immigrants’ psychological risk 
document the signifi cance of education, employment, language ability, and various 
types of stressors for negative psychological outcomes (Breslau, Davis, Peterson, & 
Schultz,  2000 ; Kaltman, Green, Mete, Shara, & Miranda,  2010 ; Khuwaja, Selwyn, 
Kapadia, McCurdy, & Khuwaja,  2007 ; Takeuchi et al.,  2007 ). Although one type of 
stressor, premigration trauma, was not measured in this study, premigration trauma 

K. Aroian et al.



77

is a likely explanation for why women from Iraq and Lebanon were more depressed 
than women from Yemen and other Arab countries. Regarding Iraq, almost all of the 
women from this country were refugees based on political persecution of Shiites by 
Sadam Hussein’s regime. Torture, imprisonment, and other traumatic events are 
documented as highly prevalent in these refugees (Jamil, Nassar-McMillan, & 
Lambert,  2007 ). In addition, both Lebanon and Iraq are war-torn countries and the 
psychological effects of being exposed to war are also well known (Breslau et al., 
 2000 ). Likelihood of premigration trauma also explains the unexpected fi nding 
about higher depression in women who had lived more years in the USA. In this 
study, years living in the USA was confounded with country of origin whereby 
women from Iraq had been living in the USA signifi cantly more and women from 
Yemen had been living in the USA signifi cantly fewer years. 

 Notwithstanding the fi nding that spousal support was the only social support 
variable signifi cantly related to women’s depression, some of the other study fi nd-
ings suggest that traditional cultural norms are still operative for the women in this 
study. Although the women reported high levels of social support from friends, the 
insignifi cance of friend support for depression may be because relying on friends 
for social support is contrary to cultural norms about the division between family 
and nonfamily. Although there is some literature about friends functioning as “fi c-
tive kin” for immigrants (Ebaugh & Curry,  2000 ), fi ndings from our study suggest 
that supportive friends are not a viable substitute for family for Arab Muslim 
women, at least not during the relatively recent resettlement years. The fi nding that 
husband’s unemployment was only signifi cantly related to the woman’s depression 
if he was “not looking for work” is also consistent with traditional Islamic gender 
role expectations that delegate the domestic sphere to women and the occupa-
tional/breadwinner sphere to men. The employment categories that were not sig-
nifi cant for depression in this study—retirement, medical disability, and being 
unemployed  but looking for work —are perhaps more acceptable to traditional 
Muslim women than having a husband who should be in the workforce but is not 
making an effort. 

 A limitation of the study is that it was confi ned to one geographic area and one 
local population of Arab Muslim immigrants, those residing in Metropolitan Detroit. 
According to cultural informants, Arab Muslim immigrants in metropolitan Detroit 
are highly traditional. This description is also consistent with the demographic pro-
fi le of the study sample, specifi cally the high percent of women who were not work-
ing outside of the home (87.6 %) and had less than a high school education (64.6 %). 
According to Reed’s ( 2004 ) survey of Middle Eastern women in the USA, Middle 
Eastern women who are Muslim and those with lower education and not working 
outside of the home are more likely to endorse traditional gender roles. Therefore, 
fi ndings from our study should be interpreted as generalizable only to those Arab 
Muslim women who fi t the study sample’s demographic profi le. It is important to 
keep in mind that not all Arab Americans are highly traditional and that there is 
substantial variation in this regard (Sulelman,  2010 ).  
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    Implications 

 Study fi ndings provide direction for practice, policy, and future research. Clinicians 
working with married Arab Muslim immigrant women should assess spousal support 
and the effect of living with extended family. They should screen all immigrant women 
routinely for depression but pay particular attention to those who are older, have less 
education, do not speak English, are from countries where premigration trauma is 
likely, and have unemployed husbands. When husbands are unemployed, clinicians 
should inquire about the husband’s intent or efforts to secure employment. 

 With regard to policy, programs are needed to help immigrant women learn 
English even if the women, like those in our study, live in ethnic communities where 
Arabic is the primary language. English speaking ability will promote biculturalism 
and extend social networks to potentially include the possibility of obtaining social 
support from people who are not Arabic speakers. 

 Research is needed to explore how living with extended family and husbands’ job 
seeking efforts are related to Arab Muslim immigrant women’s mental health as well 
as to explore the special needs of those women who are older and less educated.      

    Response 

    Darshana     Ullah   
  Florida Hospital, 
  Orlando,   FL,   USA    

 I was a single young woman when I emigrated from India to the USA, and I had to 
deal with many issues as a young adult to adjust to a new society, place, and culture; 
however, because I emigrated with my parents, some of the issues discussed in this 
study were not applicable to me. Later, as a married Muslim woman living near 
Detroit (the geographical area of the study), I ran across some of the Muslim immi-
grant woman that the study focused on. These women were friends, coworkers, and/
or just friendly shoppers I came in contact with. I do agree with the assumptions 
highlighted in the chapter that stressors and social support affect the rate and sever-
ity of the depression. However, I also want to point out that the observed fi ndings 
are rather limited to the Detroit area. The climate in the Detroit area may not be as 
conducive (because extremely cold weather for almost 4–5 months of the year, etc.) 
for Arab Muslim women immigrants as in other parts of the USA (e.g., California, 
Florida, Texas) where warmer weather and the sociocultural environment would be 
more adaptable. 

 Overall, this study is well designed with a good sample size. I believe this type 
of study is valuable in the area of women’s mental health. In the current health care 
system, it is very important for clinicians to treat individuals clinically as well as 
taking into account the mind, body, and spirit aspects. Mental health is an area of 
health care that is often overlooked in the case of individuals, possibly because 
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symptoms are not physically measureable and visible like other common illnesses. 
Findings from these types of studies could help clinicians identify potential risk for 
depression in a given population and the steps needed to help and avoid symptoms. 
This study found that greater support from husbands was associated with lower 
depression. Clinicians can use this fi nding to help wives by instructing husbands to 
focus more of their attention on providing support. Community programs could also 
be developed to teach husbands how to assist with spousal support, thus further 
lower depression for spouse, or if the spouse is already suffering from depression to 
help with the severity of the symptoms. 

 We as a society can use the fi nding of the chapter to help fi ght depression. The 
two areas that I feel have the greatest impact are increasing support and awareness 
from husbands, and eliminating the language/communication barrier. I agree that 
programs should be set up to help the immigrant women to read, write, and speak 
the English language. The greater the ability these women have in the English lan-
guage, the less their depression scores would be. In my opinion, we can apply these 
fi ndings to different immigrant groups (although this phenomenon and/or situation 
is rather common among nonimmigrants as well). In fact, not only it is common 
with female gender but also male population/immigrants also suffer similar situations 
(including depression) when they are not in harmony (supportive good relation) 
with their female partners. I hope society’s efforts can lead to a lower depression 
rate in women, which will lead to a happier community and a happier nation.   
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    Chapter 6   
 Social Factors Affecting the Well-Being 
and Mental Health of Elderly Iranian 
Immigrant Women in Canada 

             Mahdieh     Dastjerdi       and     Afkham     Mardukhi    

            Introduction 

 As an immigrant who has a close contact with the Iranian community, I realized that 
the voice and needs of elderly immigrants have not been taken into full consideration. 
This may compromise their mental health and well-being. Mental health comprises 
three domains, namely emotional well-being, psychological well-being, and social 
well-being (Srivastava,  2007 ). One’s well-being and mental health are affected by 
many factors including immigration. Of note is the fact that Canada is growing older 
and its elderly, immigrant population is growing at a fast rate. It is well documented 
that immigration, either voluntary or by force, is a stressful event that has a consider-
able effect on the aging process and on one’s state of well-being (Dossa,  2004a ). 

 One reason for this is that through immigration, individuals lose both the control 
over their lives and their familiar connections. The migration experience has been 
labelled a crisis of discontinuity (Marris,  1975 ). Immigrants lose their close connec-
tion with their culture and this loss affects their defi nition of themselves.    People 
defi ne themselves through their identity and their sociocultural and socio-economic 
connections. As well, immigrants lose their connection with the world which has 
become unfamiliar to them. There may also be a loss of social status from that 
which they had in their home countries, communities, and families. The effects of 
these losses and the additional stresses of immigration are magnifi ed when the com-
plexity of aging is factored in. 

 There are a signifi cant number of immigrants and refugees living in Canada. 
Iranian seniors who immigrated to Canada did so individually through the immigration 
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or refugee process, or through sponsorship programmes. Overall, these  immigrants 
are not well informed about the supports and resources available to them. This is 
problematic as seen by a study that showed that the amount of social support received 
by immigrants and refugees determined their feelings of isolation versus belonging 
(Kelaher, Potts, & Manderson,  2001 ). Additionally, there is a gap in immigrants’ 
fundamental understanding of the social needs that exist when immigrating. Little 
literature exists on the connection between well-being and mental health and the 
social needs of elderly immigrants, especially elderly, Iranian women.  

    Literature Review and Findings 

 In Canada, the number of seniors is projected to increase from 4.2 to 9.8 million 
between 2005 and 2036, representing an increase from 13.2 to 24.5 % of the total 
population (Statistics Canada,  2006 ,  2008 ). Because the number of seniors in Canada 
is increasing, more attention needs to be given to their well-being and mental health 
and to providing them with the needed physical and emotional supports. 

 Toronto is Canada’s most densely populated metropolitan area (Statistics Canada, 
 2007 ). Almost one in four visible minority persons in Canada resides in Toronto 
(Statistics Canada,  2008 ). According to Statistics Canada ( 2006 ), more than 80 % of 
Iranian seniors in Canada live in a metropolitan area such as Toronto. Ornstein ( 2006 ) 
reported that 20 % of the Iranian population in Toronto was between 45 and 64 years 
of age, 7 % was between 65 and 74 years of age, and 3 % was 74 years old or older. 
Iranians have a very different culture and language than the mainstream Canadian 
population. Iranian immigrants typically speak Farsi (Persian) which ranked ninth 
(1.2 %) out of the top ten languages in Canada. 

 Torres ( 2001 ,  2006 ) studied Iranian, older adult immigrants living in Sweden. 
She found that their defi nition of growing old in Sweden had been shaped by two 
cultures. Ghazinour, Richter, and Eisemann ( 2004 ) also studied older, adult Iranians 
in Sweden. They found positive relationships between sense of coherence, coping 
mechanisms, social support, and quality of life and well-being. The researchers con-
cluded that individuals who develop a high sense of coherence are able to cope more 
effectively with stressful life events. Seniors who immigrate late in life tend to suffer 
from social isolation and the inability to re-establish social networks. This can be 
explained by the diffi culty grasping the host country’s language and adapting to its 
lifestyle (Emami, Torres, Lipson, & Ekman,  2000 ; Emami, Benner, & Ekman,  2001 ; 
Karimi Moghari,  2003 ; Ikels,  1998 ; Torres,  1995 ). 

 Studies of Iranian immigrant women showed that some of them suffered from 
extreme feelings of frustration and depression following their attempts to adjust to 
a foreign culture and language (Dossa,  1999 ,  2004a ,  2004b ). According to Dossa, 
gender differences exist in the success of resettlement and in the acquisition of 
resources and information and these vary based on one’s ethnicity. Thus, it is well 
documented that gender differences are one of the most important contributing factors 
in resettlement, accessing resources and information (Dossa,  2004a ). 
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 The aim of this study was to explore the effect of social factors on the well-being 
and mental health of elderly Iranian immigrant women in Canada. Data were 
collected using Munhall’s ( 2012 ) narrative research data collection procedures, 
such as conducting face-to-face interviews with key informants and following up 
with additional interviews to add detail, fi ll in gaps, and check meanings and interpre-
tations. Eight female participants were recruited through two Iranian community-
based organizations in Toronto, using snowball sampling and personal networks. 
The eligibility criteria were as follows: (1) speaks either Farsi/Persian or English; (2) 
is 65 years of age or older; and (3) has immigrated to Canada. 

 The original study, “Discovering successful aging,” received approval from York 
University’s Board of Ethics in 2011. Interviews for this part of study were com-
pleted in 2013. Interviews were conducted by trained, Iranian-Canadian, bilingual/
bicultural research assistants. Interviews lasted between 45 and 90 min. Participants 
ranged from 65 to 78 years of age (mean: 68.25 years) and their length of stay in 
Canada ranged from 1 to 15 years (mean: 5 years). Participants were interviewed 
individually in a location where they felt comfortable and safe, such as a community 
centre. Depending on participants’ preference, interviews were recorded and tran-
scribed, or notes were taken. To ensure the accuracy of data, translation and back 
translation to English and Farsi were applied by professional interpreters. 

 Participants signed consent forms and were notifi ed that study participation was 
completely voluntary and could be stopped at any time without any negative conse-
quence. Participants were assured that all information collected would be held for 
2 years and their name would not appear in any report or publication of the research. 
Instead, pseudonyms were given to participants. The interviews were semi- 
structured and consisted of open-ended questions that allowed participants to elabo-
rate on issues that were relevant to their life experiences. The interviews started with 
background questions, such as marital status (3 married, 3 widowed, and 2 divorced), 
education (4 elementary level, 2 high school level, and 2 college/university level), 
immigration status (2 immigrants, 1 refugee, and 5 sponsored), and level of profi -
ciency in English (4 low, 2 medium, and 2 high). This was followed by a broad 
opening question, such as “Tell me about your life and experiences in Canada”. 
Interviews became more structured and focused on integration and social aspect of 
their life as the study progressed (Richards & Morse,  2012 ). 

 Narrative inquiry, which is based on interpretation, was used as the methodology 
(Clandinen & Connelly,  2000 ). Narrative inquiry involves the interpretation of 
people’s stories and makes sense of the events in their lives and their actions through 
interviews and observation (Ambrosini & Bowman,  2001 ; Linde,  2001 ). In narrative 
inquiry, researchers gather information through storytelling (Clandinen & Connelly, 
 2000 ). Connelly and Clandenin ( 1990 ) pointed out that “Humans are storytelling 
organisms who individually and collectively lead storied lives. Thus, the study of 
narrative is the study of the ways humans experience the world” (p. 2). 

 Narrative inquiry is a collaboration between researcher and participants over 
time, in a place or series of places, and in social interaction with milieus. In this 
approach, “an inquirer enters this matrix in the midst and progresses in this same 
spirit, concluding the inquiry still in the midst of living and telling, reliving and 
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retelling, the stories of the experience that make up people’s lives, both individual 
and social…narrative inquiry is stories lived and told” (Clandinen & Connelly,  2000 , 
p. 20). Narrative inquiry is “interested in sense-making, meaning-making, construc-
tions, and reconstructions” of the “truth of a life story” (Munhall,  2012 , p. 424). 
Therefore, narrative inquiry is more than life stories; it is a way of understanding 
experience and explores the way meanings about life stories were built up, decon-
structed, and reconstructed (Munhall,  2012 ). 

 Theoretically, narrative inquiry is located within the interpretive paradigm of 
human science research, and it contributes to our understanding of the perceptions 
of the research participants and their life world. One of the aims of interpretive para-
digm is to “make the invisible visible” (Kvale,  1996 , p. 53). Through storytelling, 
complex tacit knowledge can be transferred and it is considered a source of implicit 
communication, understanding, and meaning making (Ambrosini & Bowman, 
 2001 ; Linde,  2001 ). Narrative inquiry was used to explain and understand the infl u-
ence of social factors on well-being and mental health of elderly Iranian immigrant 
women in Canada. In this interactive dialog, participants were invited to share their 
story of their lives in Canada. Knowledge gained by these stories can provide an 
opportunity for Canadian institutions to create programmes tailored to the needs of 
the elderly immigrants. 

 Themes that were identifi ed as signifi cant factors contributing to the well-being 
and mental health of the elderly Iranian women participants include English profi -
ciency and educational background, community-based activities and volunteering, 
access to public transportation, socio-economic status, and immigration status. 
These themes are discussed next. 

    English Profi ciency and Educational Background 

 Language profi ciency emerged as a major contributor to well-being and mental 
health. Communication is considered to be one of the important determinants of 
successful adaptation to life in a new country. Participants said that non-existent or 
low English profi ciency barred them from becoming integrated into their host coun-
try, Canada. Educational background was also important and was closely related to 
English profi ciency. It can be hypothesized that the higher the English profi ciency 
and educational status, the faster the integration occurred and the better the partici-
pants’ well-being and mental health. As well, a higher level of English profi ciency 
apparently helped participants enjoy their life in Canada. They indicated that the 
language barrier was one of the most signifi cant barriers to the formation of com-
munity connections and integration into society and it had a negative effect on their 
well-being and mental health:

  I don’t have a formal education. I did not learn English at young age. I started learning 
English since I moved to Canada. At my age, it is hard to learn, memorize, remember, and 
apply the new language. I know some simple sentences, but when I want to talk, I feel frustrated 
and cannot use it. I am afraid to go out and walk a bit far from my house. I am afraid of 
taking buses. Most of the time, when I am out, I feel a bitter taste in my mouth. My heart 
beat is racing. (Maryam, 70 years old) 
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 I received a Bachelor of Communication from Iran when I was young. I had the 
opportunity to live in London for fi ve years with my husband. I learned English there. Since 
I did not use it for a long time I forgot it. Upon my arrival in Canada, I registered for an English 
course at LINK program for two years. It was very helpful, had good teachers, and was free for 
newcomers. Since I learned English, I am more confi dent. It is like a winning a card to freedom. 
I am more mobile and do a lot of community activities and volunteering. I participate in differ-
ent events in the Iranian community, other communities, and national events. I feel satisfi ed 
when I help other Iranians who cannot speak English. (Soraya, 68 years old) 

       Community-Based Activities and Volunteering 

 Whether paid or unpaid, community-based, social engagement and volunteering 
evidently had positive effects on societal integration and well-being and mental health 
of elderly Iranian immigrant women living in Canada. Participants indicated that shar-
ing of experiences with each other led to social connectedness. Factors that seemed to 
directly infl uence social engagement and activities included English profi ciency, 
fi nancial freedom or support, proximity to the community centres, and access to pub-
lic transportation. Those who could not participate in social activities and volunteer-
ing expressed feelings of isolation. As well, they experienced delayed societal 
integration which further negatively impacted their well-being and mental health. It is 
worth noting that with a great deal of support from community service personnel and 
friends, those participants who faced barriers to being socially active were still able to 
continue to be socially active and enjoy their life and time in Canada:

  The fi rst two years, I was isolated, had no friends, no connections. I stayed at home all the 
time cooking, cleaning, and take care of my son’s family. I had an odd feeling, I was happy 
that I was living with my son and at the same time I was so sad and depressed and socially 
isolated. I had headaches every day. Once in the Mall I happened to meet another Iranian 
lady and she encouraged me to register for English program. That was a new beginning for 
me. Through the class I got connected to Iranian Women’s Organization of Ontario (IWOO) 
and became an active member. That changed my life. IWOO organization has lots of 
resources and potential for helping us. They have different programs that are open to all. 
(Najme, 69 years old) 

 I am in Toronto since 2000. I know the city very well and know how to get around. I am 
doing a lot of volunteer work with community. Through the community I am connected with 
other communities and am involved with many national events and activities. I help newcomers 
and share my information with them. That’s mutual happiness. (Pari, 65 years old) 

       Access to Public Transportation 

 Toronto is one of the metropolitan cities whose public transportation system has a 
good reputation. Although public transportation helps economically disadvantaged 
people get around, it is not consistent throughout Toronto and its surrounding areas. 
Those who live in areas with limited public transportation services fi nd it hard to 
be as mobile as they would want and do not enjoy public transportation much. 
As well, some of the seniors live with their children and have no choice in where their 
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children choose to live. The price of housing in the core of the city where the transpor-
tation system is better is considerably higher than in the outskirts, and it is unaffordable 
for some. Living in the suburbs can limit access to community services:

  Although there are very active Iranian communities such as IWOO, I cannot go there more 
often. I live with my son and his house is very far from the bus stop. In addition, I have to 
buy daily passes for two different areas and I cannot afford it. However, I participate in their 
activities from time to time and it is really helpful. When they have social events, I have 
good reason to go there and enjoy the events. These sorts of events and activities are pivotal 
to our well-being and mental health. (Mina, 67 years old) 

 I live with my daughter; her house is right in the North York area. I have access to almost 
all facilities. That’s really helpful. I can walk to YMCA and use their wonderful facilities 
with reasonable price or free. I have access to most Iranian communities by foot or by public 
transportation. Sometimes my daughter or my friends give me ride to there. Even a very cold 
winter doesn’t keep me away from physical and social activities. (Shahla, 70 years old) 

       Socio-economic Status 

 Older adults with a secure income are more likely to live independently (Schumann 
& Robson,  2012 ). Being independent provides people with the opportunity to have 
power and control over their life and this leads to more opportunities to use facilities, 
increases social activity, expanded circle of friends, and increased general satisfac-
tion. As well, societal integration is facilitated and there are strong positive effects 
on their well-being and mental health. On the other hand, seniors who have fi nancial 
limitations become dependent and lose power and control over their life:

  I have no income and I am not eligible for old ages pension since I am in Canada for fi ve 
years. I am dependent to my son. I sold my house in Iran and brought the money here to help 
my son buy a house. The price of house in the city is very high and he could not afford it. 
Here I am with not enough money and very dependent for every little move. I am like live in 
a heaven shaped prison. It is beautiful, but I cannot enjoy it. I applied for affordable housing 
but I am in a very long waiting list. I feel blue most of the time. I feel I am useless and lost 
my dreams. I was very active and happy person. I gave ride to my friends in Iran and went to 
different social events and parties. I lost my connection even worse am not able to build new 
connections. To be connected to the larger community you need money. It is hard to keep up 
with many things without enough money in your pocket. (Banoo, 68 years old) 

 Thank God, I have enough money to live on. It creates a sense of security. Although 
there are so many good and free programs in our language or in English, you need money 
to access them. When you are old, even a fi ve dollar bill in your pocket makes a tremendous 
difference in your feeling, your satisfaction of your life, your independency, and your 
happiness. (Shahla, 70 years old) 

       Immigration Status 

 Immigration status has a direct effect on the lifestyle of individuals in their host 
countries. Individuals who have planned in advance to immigrate are more mentally 
ready for the challenges they will face. Usually, these people do not lose their 

M. Dastjerdi and A. Mardukhi



89

connection with their country of birth and they have more opportunity to return 
there for a long time or a shorter visit. According to immigration law ( 2013 ), to 
immigrate, one must bring enough money to support oneself and one’s family for at 
least a year. In comparison, those who come as refugees leave their country by force 
rather than by choice. Refugees can easily lose all of their belongings and connec-
tions overnight. For many political reasons, they are not able to return to their coun-
try. As well, some of them always keep their luggage ready so they can return to 
their country after the regime changes. 

    Refugees experience pre-migration trauma which affects their well-being and men-
tal health. It is really hard for people, especially in their old age, to resettle and integrate 
into their host countries. The experience faced by individuals who immigrate through 
a sponsorship programme can be different from that faced by immigrants and refugees. 
If their sponsors are settled and have a reasonably comfortable life, sponsored individu-
als more likely also enjoy their life in Canada. On the other hand, if sponsors have 
some fi nancial or other struggles, they are not able to provide a healthy, happy, and 
enjoyable life for those they sponsor, for example, their parents: 

   I live with my son. He immigrated to Canada about 10 years ago. He works hard and tries 
to provide us a comfortable life. He was bankrupted once. Financially, I am dependent to 
him and considering his situation, I cannot ask for more. Not having fi nancial dependency 
bars me from participating in many social events. (Zahra, 65 years old) 

        Discussion 

 Some immigrants suffer from social inequity and inequality due to disparity in 
accessing resources. Findings from this study suggest that their response to experi-
ences varies from situation to situation and depends on infl uencing factors. Their 
experience of resettlement depends on the degree of their losses and the degree they 
are able to adapt. If there is big difference between what they experienced in their 
homeland and what they experience in the host country, their well-being and mental 
health may be affected. This study revealed the integration process is a multi-factor, 
intertwined, and complex phenomenon that contributes to the well-being and 
mental health of older adult immigrants. Although all people who migrate to another 
country face many challenges, age and aging make this journey harder than it is for 
those who are younger. 

 Language profi ciency and socio-economic status affect other social factors and 
determine the success of accessing information. Language is more than merely 
translation. It is a means of communication about reality (Spradley,  1979 ). Limited 
language profi ciency in the new host country, lack of knowledge of using modern 
technology (Dastjerdi,  2007 ), and fi nancial limitation can marginalize older adults 
and interrupt the integration process. Social isolation in Canada is even greater for 
immigrant women who are less likely to speak French or English (Markovic, 
Manderson, & Kelaher,  2002 ). In one study conducted with Iranian immigrant 
women it was reported that most of the participants suffered from extreme feelings 
of frustration and depression following their attempts to adjust to a foreign culture 
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and language (Dossa;  1999 ,  2004a ,  2004b ) and this affected their well-being and 
mental health. In addition, they did not always express all of their needs to translators/
interpreters due to their fear of a confi dentiality breach. 

 Language barriers lead to social disconnectedness and feelings of being a 
stranger in one’s host country. Strangeness and lack of belonging, in turn, lead to 
an even greater level of disconnectedness from community (Ricoeur,  1992    ; 
Dastjerdi, Olson, & Ogilvie,  2012 ). This affects one’s self-confi dence and the way 
in which one views oneself in one’s host country. One reason for this is that a lack 
of English profi ciency and reduced socio-economic status can result in a loss of 
independence and control over one’s life. To learn about one’s new country and 
become integrated, individuals need to understand each other through intercon-
nectedness and this cannot be learned in isolation but rather through relationships 
with others. Being socially isolated delays integration and infl uences one’s well-being 
and mental health. 

 Individuals who have come from well-to-do backgrounds have a hard time asking 
for social support once they arrive in their host country and they often remain silent 
regarding their needs. The older immigrants are not young enough to be competitive 
in the job market. As well, those who are at retirement age are not in the stage of 
their life physically or mentally where they can return to full-time work and meet 
their social needs. Additional stresses that affect the well-being of immigrant 
women include poverty, unemployment, multiple-role burden, and social isolation 
(Beiser & Hou,  2001 ; Birerman, Ahmad, & Mawani,  2009 ; Dastjerdi et al.,  2012 ; 
Lie,  2002 ). Through immigration, individuals often become dependent on their 
children or other family members (Dastjerdi,  2007 ). This dependence creates a 
major change in many individuals’ lives, although the type and magnitude of the 
change varied between men and women. Additionally, immigrants often experience 
a role and gender hierarchy shift in their host country. Women often take active roles 
in making decisions about their lives (Boyd & Grieco,  2003 ). 

 Socio-economic status, social isolation, and language profi ciency are intertwined 
with community-based activities and volunteering and they all strongly infl uence an 
individual’s well-being and mental health. Being connected with one’s own ethnic 
community has a positive effect on promoting one’s mental health, well-being, and 
satisfaction with life. In general, this study showed that participants considered 
social activity and involvement in one’s ethnic community as leading factors in 
one’s well-being. However, for elderly Iranian women, volunteer work and involve-
ment in social and community-based activities were found to be the leading positive 
factors that contributed to well-being. 

 A lack of strong emotional support as well as needs not being met can lead to 
disempowerment. Empowerment is critically important. Having a positive role, a 
close connection with society, and established social networking can lead to empow-
erment, and individuals will be able to shape their access to available resources. As a 
result, empowerment can decrease social isolation and the onset of depression 
(Vissandjee, Apale, & Wieringa,  2009 ). Moreover, empowered individuals can get 
control over their own lives. This will lead to successful societal integration and will 
have a positive infl uence on individuals’ well-being and mental health.  
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    Implications 

 The results of this study can help elderly persons, their families, and therapists 
understand the social needs of this specifi c population. Moreover, the outcomes of this 
study help to provide ideas for effective and supportive services at the individual, 
group, and community levels, and that can aid in education, research, and policy for-
mation. First, given the cultural diversity of Canada, it is important for education 
programmes to have curriculum context about ethnicity, aging and their effects on 
well-being. Educational programmes should seek opportunities for students to work 
with immigrants, particularly those who have not yet acquired language skills. Having 
collaborative training programmes, offering support through collaborative pro-
grammes, and fostering cooperation among professions across cultures would enhance 
service providers’ understanding of elderly immigrants (Dastjerdi,  2007 ). Second, 
there is a need for comparative research involving elderly immigrants from different 
countries to explore similarities and differences in their life experiences. These studies 
should address the role of ethnicity and gender in the well-being of elderly immi-
grants. Third, aligned with Spitzer’s ( 2009 ) policy recommendation, the outcomes of 
this study demonstrate the importance of gender and diversity analysis in research and 
policy making. The results revealed the importance of gender, age, well-being, inte-
gration, and immigration status for policy making. This study puts out an urgent call 
for specifi c attention to older immigrant women’s needs to improve their mental 
health and well-being in the realm of research, policy, and practice. The relationship 
between social factors and post- migration integration in one immigrant group will 
likely help inform policy and practices that recognize the unique strengths and 
challenges of elderly immigrant women, generally, and promote their sense of 
belonging and participation in Canadian society. 

 Vissandjee, Hyman, Spitzer, Apale, and Kamrun ( 2007 ) suggest that we need to 
go beyond sex, gender or sexual orientation, and ethnicity and use an  intersectionality 
methodology to inform policy makers. Considering the importance of gender as a 
social determinant of health, in this study, I focused on elderly immigrant women. 
The fi ndings help in understanding the effect of gender on integration, well-being, 
and mental health.      

    Response 

    Afkham     Mardukhi   
  Iranian Women’s Organization of Ontario (IWOO), 
  Toronto,   ON,   Canada   
 e-mail: afi emardukhi@hotmail.com  

 The Iranian Women’s Organization of Ontario (IWOO) is committed to providing 
mental health and wellness support services to the elderly population in our new-
comer community. The IWOO is a registered, not-for-profi t organization established 
in Toronto, Canada, in 1989. IWOO is an association of volunteer women dedicated 
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to improving the lives of the Iranian women and Iranian families. We collaborate 
with our community partners in social and human service organizations and academia 
to research the needs and identify appropriate strategies to accommodate them. 
A collaboration with Dr. Mahdieh Dastjerdi from York University resulted in a 
comprehensive study and identifi ed needs of the Farsi speaking elderly and gaps in 
providing services for them. 

 Dr. Dastjerdi’s study reemphasized the importance of connections and networking 
opportunities within people’s own ethnic community and its direct impact on their 
mental health, quality of life, and wellness. Findings provided us with a more 
in-depth understanding to examine our service gaps. 

 The issues and challenges faced by elders refocused us in our programming. We 
included seniors in our programme development strategies and engaged them to sit 
on our advisory and planning committees, board of directors, and strategic develop-
ment opportunities. This approach gave our seniors a safe place to volunteer, put 
their experience and expertise to work, and feel empowered to contribute to running 
their affairs. Our internal surveys show that since we have engaged seniors in a multi-
layer approach as in programme developers and programme users, the participation 
has dramatically increased and client satisfaction was improved. The seniors have 
become advocates for the programmes and taken direct part in outreach and promo-
tion of programmes. The volunteer capacity of seniors has been a great added value 
for our organization. Their families have testifi ed that their parents are happier and 
live a more purposeful life and their visits to doctors offi ces have been reduced. 

 As service providers are learning from Dr. Dastjerdi’s study, we have reserved a 
role for elders in the community to take a more active part in decision-making and 
in how the organization plans for them. This approach and seniors’ direct recom-
mendations have allowed us to introduce many new initiatives such as a literary club 
and a community kitchen where programme participants, volunteers, and staff 
converge and spend a very productive and enjoyable time together. They write their 
memoirs, poetry, and short stories. In a simple kitchen-like setting they mix and 
match ingredients to produce healthy snacks and food to enjoy during the pro-
gramme and take home. 

 The buzz in the hall where IWOO holds its programmes is happy, productive, 
and extremely friendly. We have incorporated a diverse array of programmes in our 
new approach such as fi nancial literacy, visits to the elders who get sick, company 
to hospital visits, and translation services. In summary, Dr. Dastjerdi’s study has 
been instrumental for the older adult population in the Iranian community, for our 
organization, and for the broader community to look at the issues of seniors from a 
different and more positive lens. 

 IWOO continues to provide social-educational weekly setting for elders of both 
genders where they have the opportunity to socialize, engage in leisure activities, 
enjoy nutritious meals and snacks, and participate in educational workshops.    They 
are encouraged to re-learn ways to look after themselves effectively and with more 
independence. 

 The problems associated with social isolation, immigration, defi ciency in 
resources are reduced signifi cantly as a more collective approach is set to deal with 
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macro- and micro-issues. The learning for IWOO in the past couple of years has been 
positively altering its organizational vision and has helped in establishing alliances 
and partnerships with other organizations and community members. 

 In 2009, IWOO adopted a new vision and elected a slate of Board of Directors 
who were committed to a strategic planning that would be current, transparent, and 
refl ective of the needs of the    Iranian-Canadian community members who have 
come from diverse backgrounds and mostly as a result of the political upheaval and 
uncertainties in Iran. The Board along with other IWOO volunteers and staff has 
successfully established the organization’s presence in the community and through 
their immeasurable hours of dedicated work developed regular programmes and 
services. 

 Since 2009, IWOO has worked in collaborations and partnerships and has 
established ongoing partnerships with many prominent service organizations to 
implement a service delivery model based on best practices in the sector to deliver 
quality programmes. Every year, over 50 educational workshops and presentations 
are offered to the community on weekly schedules. IWOO is also actively engaged 
in upholding the cultural and national celebrations and participates in many indoor 
and outdoor festivities on an ongoing basis. 

 IWOO is committed to assisting Iranian women and their families to overcoming 
barriers and empower them to become contributing members to the broader com-
munity. Our partnership with York University and Dr. Dastjerdi has assisted IWOO 
to enter a new phase of intellectual growth and enriched programme capacity.   
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    Chapter 7   
 The Resettlement Blues: The Role of Social 
Support in Newcomer Women’s Mental 
Health 

             Kyle     D.     Killian       and     Sabine     Lehr    

            Introduction 

 About 250,000 newcomers enter Canada each year (Beiser,  2005 ; Government of 
Canada,  2012 ), with about 10 % of the annual infl ow of newcomers comprising refu-
gees (Yu, Ouellet, & Warmington,  2007 ), and 20 % of the Canadian population now 
being fi rst generation immigrants (Ng, Wilkins, Gendron, & Berthelot,  2005 ). 
Immigration and resettlement entail opportunities and challenges for newcomer and, for 
most, a common challenge is change in availability of social support and social net-
works, resulting in signifi cant decreases in perceived and experienced social support 
during the initial years in the host country (Killian & Khanlou,  2011 ). Adequate social 
support is associated with well-being and mental health, whereas lack of social support 
is considered to be a risk factor for psychological stress and mental illness (Puyat,  2013 ). 
Disruptions to social support have been linked to elevated risk of depression, especially 
in women, a population particularly vulnerable to distress during the process of resettle-
ment (Crooks, Hynie, Killian, Giesbrecht, & Castleden,  2011 ). Social support infl u-
ences mental health, with adequate levels  acting as a buffer against mental illness, and 
lack of social support being considered a risk factor for mental illness (Klineberg et al., 
 2006 ). Some evidence suggests that women value social support more than men and are 
particularly vulnerable when this resource decreases (Balaji et al.,  2007 ). 
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 First, emerging fi ndings regarding social support and women’s mental health are 
reviewed. Second, the study’s methods and fi ndings are presented. Finally, barriers 
to mental health care for newcomers to Canada and implications for clinical prac-
tice are discussed.  

    Review of the Literature 

 Since the 1980s, a consensus has developed across the literature of multiple disciplines 
indicating that the concept of social support has multiple meanings and that it is 
measured quite differently across studies (Barerra,  1986 ;    Bloom,  1990 ; Turner, 
 1983 ). Even though the term “social support” appears to suggest a single construct, 
closer examination reveals the multidimensional nature of the construct (Killian & 
Khanlou,  2011 ). Social networks (Brugha et al.,  1990 ; Schaefer, Coyne, & Lazarus, 
 1981 ), social ties (Cannuscio et al.,  2004 ), and social intimacy (Turner,  1983 ) are all 
associated with social support. Cobb’s ( 1976 ) defi nition of social support—
“information leading the subject to believe he is cared for and loved, esteemed, and 
member of a network of mutual obligations” (p. 305)—impacted later work in this area 
(Turner,  1983 ). In addition, Wellman ( 1999 ) identifi ed the following components: 
companionship, emotional aid, fi nancial aid, and small and large services. 

    Social Support and Women’s Mental Health 

 Studies have explored the relationship between social support and health outcomes. 
Unchino, Cacioppo, and Kiecolt-Glaser ( 1996 ) reviewed 81 studies and found that 
social support impacts physiological mechanisms, identifying positive cardiovascular, 
immune system, and endocrine health effects. The relationship between social sup-
port and stress and distress, self-concept, and depression has also been investigated. 
Although the preponderance of studies reveal a positive relationship between social 
support and mental health outcomes, the causal paths are neither simple nor uniform 
(Killian & Khanlou,  2011 ). For example, social support may be a gendered experi-
ence. Drawing from their qualitative study of social support for immigrants and 
refugees in Canada, Simich, Beiswer, Stewart, and Mwakarimba ( 2005 ) found that 
service providers and policy makers perceived social support as important in immi-
grant settlement and health, but that the systemic issues of limited resources and 
lack of integration of policies and programmes constrain service providers’ abilities 
to meet newcomers’ needs. However, Tang, Oatley, and Toner ( 2007 ) found that 
there was no main effect for social support on mental health in Chinese female 
immigrants to Canada and no buffer between life events and diffi culties and mental 
health, so research fi ndings remain mixed.  
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    Context of Study 

 To meet labour market targets and stave off population decline, Canada receives immi-
grants from diverse cultural and socio-economic backgrounds (Beaujot & Kerr,  2003 ). 
Upon arrival, immigrants who choose to leave their countries to come to Canada 
are frequently healthier than the Canadian population (Ahmad et al.,  2005 ; Ng,  2011 ). 
A portion of this phenomenon can be attributed to Canada’s pre- immigration health 
screening strategy, frequently referred to as the “healthy immigrant effect” (Killian & 
Khanlou,  2011 ; Newbold,  2005 ). However, immigrants’ physical and mental health 
deteriorates over time (McDonald & Kennedy,  2004 ), particularly for those emigrating 
from non-European countries (Ng et al.,  2005 ). 

 The disruption of social networks during migration trajectory and the process of 
resettlement post-migration can cause mental distress (Pumariega, Rothe, & 
Pumariega,  2005 ). Female newcomers are a population particularly vulnerable to 
distress during resettlement (Crooks et al.,  2011 ; Killian & Khanlou,  2011 ; Miller    
et al.  2006 ; Yakushko & Chronister,  2005 ). Female immigrants are also more likely 
than male immigrants to experience isolation as a result of sociocultural and linguistic 
barriers. Thus, providing mental health services to female newcomers is important, 
as the scenarios in which newcomers fi nd themselves may be deleterious to their 
well-being (Killian & Khanlou,  2011 ). The overriding purpose in conducting this 
study was to investigate the following research question: Is there a signifi cant posi-
tive relationship between social support and mental health (defi ned as less severe 
symptoms of anxiety and depression) in female newcomers? The fi ndings have 
implications for community-based mental health promotion.   

    Method 

    Sample 

 Data were collected as part of a multi-method study conducted by the primary 
author and a team of researchers affi liated with a health policy institute at a large 
university in Ontario. The team cooperated with managers of three neighbourhood 
centres in Toronto to recruit female newcomers to participate in a brief research 
survey and a series of interviews and focus groups, the fi ndings for which are 
reported (Crooks et al.,  2011 ). The participants were female newcomers ( N  = 62) 
living in the Greater Toronto area in 2008 and had emigrated from various Caribbean 
islands (i.e., Grenada, Virgin Islands, St. Lucia, St. Vincent, Cuba) ( n  = 16, 23.3 %), 
Columbia ( n  = 12, 20 %), Pakistan ( n  = 10, 16.7 %), Mexico ( n  = 6, 10 %), Brazil 
( n  = 6, 10 %), Portugal ( n  = 4, 6.66 %), Angola ( n  = 4, 6.66 %), and the Azores ( n  = 4, 
6.66 %). Participants ranged in age from 22 to 58 with a mean age of 38.9 and had 
lived in Canada from 1 to 11 years with a mean stay of 4 years.    Regarding the new-
comers’ legal status, 10.7 % were non-status, 28.6 % were refugee claimants in 
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process, 42.9 % were landed immigrants or approved refugees, 14.3 % were perma-
nent residents, and 3.6 % were naturalized Canadian citizens (6.6 % did not specify 
their current legal standing). Eighty-three percent of newcomers reported some 
form of health coverage and 17 % reported having no health insurance.    The number 
of children ranged from 0 to 5, with 16.7 % of women having no children, 20 % 
having one child, 23.3 % having two children, 16.7 % having three children, 16.7 % 
having four children, and 6.7 % having fi ve children.  

    Instruments 

 The primary author selected the scales used to collect data on participants’ community 
social support and psychological distress, inputted the data into SPSS, and con-
ducted the statistical analyses. The Oslo Social Support Scale (OSSS) (Dalgard, 
Bjork, & Tambs,  1995 ) was used to measure participants’ reported levels of com-
munity social support. The OSSS is a composite index of social support items 
considered to be the best predictors of mental health. The three items are: How easy 
can you get help from neighbours if you should need it (very easy, easy, possible, 
diffi cult, very diffi cult)? How many people are so close to you that you can count on 
them if you have serious problems (   none, 1–2, 3–5, 5+)? How much concern do 
people show in what you are doing (a lot, some, uncertain, little, no)? An index is 
achieved by summing the raw scores, which has a range of 3–14. A score of 3–8 
is “poor support”, 9–11 is “moderate support”, and 12–14 is “strong support”. The 
predictive validity of the OSSS with respect to psychological distress has been cor-
roborated by numerous studies (e.g. Abiola, Udofi a, & Zakari,  2013 ; Boen, Dalgard, 
& Bjertness,  2012 ; Padula & Sullivan,  2006 ). In the current study, Cronbach’s alpha 
reliability was 0.67. 

 The Mental Health Inventory (MHI-5) (Veit & Ware,  1983 ) from the RAND 
SF-36 questionnaire (Ware, Snow, Kosinski, & Gandek,  1993 ) measures the occur-
rence and extent of anxiety- and depression-related distress states during the past 
month and was used to tap symptoms of psychological distress. This fi ve-question 
questionnaire is used to screen for depressive symptoms and well-being (Berwick 
et al.,  1991 ) and is administered as a paper-and-pencil questionnaire. The instru-
ment contains the following questions: How much of the time during the last month 
have you: (1) been a very nervous person?; (2) felt downhearted and blue? (3) felt 
calm and peaceful? (4) felt so down in the dumps that nothing could cheer you up? 
and (5) been a happy person? For each question the subjects were asked to choose 
the frequency with which each item had occurred (1 = always to 6 = never), with 
higher scores indicating stronger mental health/less psychological distress. For two 
items that enquired about positive feelings, scoring was reversed. In the current 
study, Cronbach’s alpha reliability for the MHI-5 was 0.75.   
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    Findings 

 The reported levels of community support on the Oslo Social Support Scale ranged 
from 4 to 12, with 73.7 % of female newcomers reporting low social support (scores 
of 4–9), 26.3 % reporting moderate levels of social support (scores of 10–12), and 
none reporting high social support (scores of 13–14). Scores on the Oslo Social 
Support Scale were positively related to the participating women’s level of reported 
mental health (MHI-5) (Pearson’s  r  = .76.5,  p  < .001). A regression procedure found 
that 53 % (Adjusted R-Square) of the dependent variable of newcomers’ score on 
the MHI-5 was accounted for by their score on the independent variable of Social 
Support ( F  = 19.097,  p  = .001). Nineteen percent of the sample reported a total score 
of 22 or lower on the MHI-5, suggesting a likely diagnosis of a common mental 
disorder, such as depression and anxiety (van den Beukel et al.,  2012 ; Kelly, 
Dunstan, Lloyd, & Fone,  2008 ). Number of children had no signifi cant associations 
with either reported community social support or distress.  

    Discussion 

 The signifi cant impact of social and community support on mental health indicators 
found in this study suggests the importance of enhancing community social net-
works, and the prevalence of signifi cant symptoms of anxiety and depression in the 
sample may indicate the importance of efforts to increase utilization of culturally 
sensitive health services in newcomer communities (Crooks et al.,  2011 ). In Canada, 
treatment for mental illness (e.g. anxiety disorders and depression) rests signifi -
cantly on the primary care system (Canadian Psychological Association,  2003 ). 
Dependence on primary care is especially acute for immigrants lacking access to 
specialists because of lack of status or linguistic barriers (Killian & Khanlou,  2011 ). 
Primary care practitioners are essential to the identifi cation and management of 
common mental disorders or mood disorders (Pauzé, Gagné, & Pautler,  2005 ). 
Front-line workers such as settlement workers, social workers, counsellors, nurses, 
and family doctors are frequently the fi rst contact for clients experiencing mental 
illness and are instrumental in linking immigrants with a range of services in addi-
tion to providing ongoing care (Haworth, Powell, Burley, & Bell,  2004 ), including 
primary mental health care, which can be delivered in the home, community, or 
clinical settings. 

 Lindert, Schouler-Ocak, Heinz, and Priebe ( 2008 ) pointed to an association 
between immigration status and lower rates of use of mental health services, even 
when universal health insurance is available. An apparent barrier to health care 
experienced by immigrants is language differences (Kirmayer et al.,  2007 ). 
However, even when language translation is provided, immigrants may continue 
not to access certain health services (Bhagat et al.,  2002 ; Zanchetta & Poureslami, 
 2006 ). In addition, cultural differences, including social, religious, geographic, 
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and economic factors, can pose signifi cant barriers (Gagnon,  2004 ; Whitley, 
Kirmayer, & Groleau,  2006 ). Furthermore, immigrants many times do not know 
 where  to access health care (Wu, Penning, & Schimmele,  2005 ), which is itself a 
signifi cant barrier. Female immigrants reluctant to use public health services have 
elaborated on their perception that physicians are quick to write scripts and are 
not available for suffi cient amounts of time to fully understand their specifi c con-
text and make an informed diagnosis of their health status (Crooks et al.,  2011 ; 
Whitley et al.,  2006 ). 

 Other factors include management of cultural differences (Dyck,  2006 ) associ-
ated with both access to and utilization of health care services (Lawrence & Kearns, 
 2005 ; Wang et al.,  2007 ). Understanding these factors and associated issues requires 
an exploration of place (Smith & Easterlow,  2005 ). Within the discipline of geography, 
place has two principal meanings: a portion of geographic space and a lens for look-
ing at the world (Cresswell,  2004 ). In terms of physical place/location, Foley and 
Platzer ( 2007 ) have endeavoured to map immigrants’ access to health care. From a 
social place perspective, immigrants have poorer access to health care when com-
pared to their non-immigrant counterparts (Quan et al.,  2006 ). In addition, the chal-
lenges immigrants face with regard to accessing health care also can be attributed to 
dominant ideologies concerning the  meaning  of health and social issues (Crooks 
et al.,  2011 ). Different population groups (e.g. immigrants and non- immigrants) 
ascribe different understandings of health, disease, and the use of health services 
(Blais & Maiga,  1999 ; Killian & Khanlou,  2011 ; Lindert et al.,  2008 ). Further com-
plicating the picture is intersectionality whereby gender (Curtis & Lawson,  2000 ) 
marital status, socio-economic status, and acculturative factors (Chaudhry, Fink, 
Gelberg, & Brook,  2003 ) intersect with one another to further infl uence the mean-
ings of health, illness, and health services. This is the reason that Canadian immi-
grants from different cultural groups, and within the same groups, but differing 
along the axes of gender, SES, and acculturation, report different types of unmet 
health care needs, even when residing in the same communities (Dunn & Dyck, 
 2000 ; Killian & Khanlou,  2011 ).  

    Implications 

 Helping professionals outside the formal primary care system, such as social work-
ers, family therapists, and counsellors, are well positioned to assist female newcom-
ers in coping with stress, occasionally in collaboration with primary care providers 
(Crooks et al.,  2011 ; McDaniel, Doherty, & Hepworth,  2013 ). This is an important 
consideration, since many newcomers can access specialist care only by paying out-
of- pocket. Neighbourhood centres located in local communities where newcomers 
live and work can be attractive sources of services and support (Haque, Khanlou, 
Montesanti, & Roche,  2010 ). Research has shown (Crooks et al.,  2011 ) that new-
comer women are looking to establish a sense of community, to develop social 
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networks within their own neighbourhoods, and to use local services offered there. 
Front-line workers are uniquely positioned to participate in newcomers’ community-
based networks of care if they are fully fl uent in the newcomers’ languages and can 
negotiate the cultural norms that can pose barriers to care. Providers who are sensitive 
to culture-specifi c non-verbal signals of respect and listening can work to break down 
some of these barriers. In a multi-method participatory research study conducted in 
two urban centres in western and central Canada, Stewart et al. ( 2011 ) delivered 
culturally tailored interventions designed to meet support needs and preferences of 
two refugee groups. The researchers found there were signifi cant increases in 
perceived support and social integration and signifi cant decreases in loneliness 
following the interventions, and the refugees reported that they had learned how to 
seek services and supports and how to cope with challenges faced by refugees. 
Such culturally tailored interventions could increase the utilization of mental health 
services in neighbourhood centres already reaching out to specifi c newcomer 
communities. 

 Health and helping professionals should be sensitive to processes in which 
female newcomers engage upon arrival in the host country that can be stressful and 
exacerbate symptoms of mental distress (Crooks et al.,  2011 ). Mental stressors 
include coping with “factors such as a new local culture, lack of familiarity with 
place-based norms, fears over personal safety in public and private space, an eroded 
sense of community, and learning how to gain cultural, linguistic, geographic, and 
fi nancial access to health and social care” (Crooks et al.,  2011 , p. 146). Crooks et al. 
( 2011 ) concluded that providers should recognize that “if health services are them-
selves experienced as mentally stressful this may deter female newcomers from 
pursuing them, such as persisting in accessing care when system navigation barriers 
are encountered” (p. 148). Further, in light of the intense stigma often associated 
with mental health issues in many cultures, local providers must be able to enquire 
about mental health status in a respectful, culturally sensitive manner. Specifi c cul-
turally tailored interventions that meet the support needs and preferences of target 
newcomer communities can teach them how to seek health services and supports 
and cope with challenges of being in a new space/place (Jeffery & Murison,  2011 ). 
Service providers and policy infl uencers can also integrate consideration of female 
newcomers’ mental health into the other spheres of their lives as adjustment pro-
cesses (Crooks et al.,  2011 ; Jeffery & Murison,  2011 ) persist for years following 
arrival in a place that one day may be called “home”.     
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    Where Are You From? 

 “Where are you from?” is a question often asked of newcomers when they interact 
with those deemed to make up “mainstream society”. The seemingly innocent ques-
tion points to a reality that newcomers sometimes desperately try to shed: the fact 
that they are different from those in the “mainstream” by virtue of their origin. 
Instead of fi tting neatly into Canada’s cultural mosaic, the question “Where are you 
from?” serves as a constant reminder of their difference, their otherness, their not-
quite- belonging. And yet, if they attempt to answer this question, they are often met 
with little more than a cursory expression of interest, a fl eeting moment during 
which the newcomer may hope for some empathy and understanding that their 
social interactions may deviate from those of “mainstream” Canadians. Frequently, 
though, when interacting with persons in private or organizational spheres, the 
expectation that follows this question is that newcomers will conduct themselves 
just like any Canadian-born person. There is little comprehension in the general 
public that newcomers’ social worlds and the social worlds of those born in Canada 
may be light years apart. 

 As discussed in this chapter, social supports in the community play a vital role in 
bridging the gap between newcomers’ social worlds and their surrounding environ-
ment. For the past 2 years, I have worked in Victoria’s settlement sector with the 
newcomer community, and I have witnessed fi rst-hand the importance of settlement 
agencies in the early stages after arrival. In my organization, when a newcomer is 
asked, “Where are you from?” he or she understands that the answer to this question 
elicits compassion and a culturally and linguistically appropriate response to the 
person’s life situation. Even though our staff are not counsellors in the professional 
sense of the term, they do counsel and provide emotional support to persons with 
challenging and trauma-laden backgrounds and to those who are experiencing psy-
chological problems as a result of the migration experience itself. Our staff mem-
bers act as sociocultural brokers as they accompany newcomers during their fi rst 
visits to institutions that can be intimidating and alien places for those from differ-
ent cultural and ethnic backgrounds: a medical offi ce, social service agency, or the 
school where their children are enrolled. 

 In communities outside the main metropolitan centres that receive the vast major-
ity of newcomers (Montreal, Toronto, Vancouver), there is enhanced pressure on 
settlement workers to provide psycho-social support to newcomers. Victoria has a 
very limited number of interculturally trained psychologists, and most recent new-
comers do not have health benefi ts or suffi cient assets that allow them to attend ses-
sions with a trained counsellor. The situation is particularly severe for those who fall 
through the cracks because they are not eligible for any settlement supports from 
government-funded programmes. Among those most affected are refugee claimants 
and the majority of temporary foreign workers, with both groups frequently experi-
encing more stressors than other groups of newcomers. Cuts to the Interim Federal 
Health Program that came into effect in 2012 have cut off refugee claimants partially 
or entirely from receiving necessary health care. Among them are extremely vulner-
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able claimants, such as survivors of torture and people with severe health problems 
or disabilities (Canadian Council for Refugees [CCR],  2013b ). 

 Temporary foreign workers (migrant workers) are another group who receive 
less favourable treatment. Often regarded as the “disposable” segment of the work-
force, they experience frequent human rights abuses and discrimination due to a 
lack of legal protection. Migrant workers are not eligible for any support under 
federally funded settlement programmes. A number of Canadian provinces have 
taken steps to address these workers’ precarious situation; however, my home province 
of British Columbia—host to over 74,000 temporary foreign workers on 1 December 
2012—received an overall “C” grade in a national report card on migrant workers 
issued by the Canadian Council for Refugees (CCR,  2013a ). 

 Community organizations and institutional forms of settlement support are vitally 
important for the social and psychological well-being of newcomers; however, 
equally important is the broad involvement of the community and the public in creat-
ing a welcoming environment in which newcomers can thrive socially, mentally, and 
economically. In my organization, we say that newcomers have successfully settled 
in their new country when they do not see a need any longer to visit a settlement 
agency. This necessitates that the community at large develop their capacity to 
support newcomers with diverse backgrounds. The Inter-Cultural Association of 
Greater Victoria leads a Community Partnership Network (CPN) that consists of 
over 100 member organizations committed to welcoming and integrating newcom-
ers into Victoria’s communities, workplaces, and institutions. We provide diversity 
training for CPN staff members and diversity summits where community leaders 
can exchange ideas and experiences and enhance their intercultural competences. 
We hope that, over time, Victoria will become a community where all newcomers, 
regardless of immigration status and eligibility for government funding, will receive 
culturally sensitive social supports through specialized agencies, mainstream agen-
cies, and/or the community at large. 

 I conclude my response with a short dialogical poem that I wrote while refl ecting 
on a day at work when we helped a woman with mental–emotional challenges who 
was not deemed eligible for services by our governmental funding agency due to her 
immigration status. I should note that the dialogue is based on the reality of the situ-
ation, but otherwise fi ctional, and is obviously not refl ective of how our settlement 
advisor interacted with this person.

   Woman from nowhere  
 “Where are you from?” 

 “Vengo de ninguna parte”. 
 “Do you speak English?” 

 “No hablo inglés”. 
 “Can I see your immigration paper?” 

 “No paper”. 
 “I am sorry, but you are ineligible for services”. 

 “Ineligible? No comprendo”. 
 “It means we cannot help you”. 

 “No help? Am I not a human being? What means ‘Welcome BC’?” 
 “It’s only for those with status”. 

7 Social Support in Newcomer Women’s Mental Health
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 “Ministry has taken my children. Landlord has taken my house. Husband has taken my 
self-respect. Now you take my dignity.—You ask where I am from?” 

 “Yes…” 
 “I am from the depths of despair. I am from the heights of deceit. I am from the darkness of a 

contorted soul”. 
 “I am really sorry”. 

 “I come from nowhere. I am nowhere. I am going nowhere. There is nowhere to go”. 

        Acknowledgments This study was funded by a grant from the Lupina Foundation “Perceptions 
and Experiences of Immigrant Women’s Well-being, Distress, and Mental Health: Implications for 
Mental Health Services and Providers”, May–November, 2007.
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    Chapter 8   
 Refl ections on Current Societal and Social 
Context of Women’s Mental Health in Italy 

             Sara     Podio     Guidugli     ,     Claudio     Barbaranelli    ,     Chiara     Giacomantonio    , 
    Domenico     Di Giorgio    , and     Marta     Gramazio   

               Introduction 

 This chapter presents a review of the current situation of women in Italy by focusing 
especially on the impact of Italian social and economic conditions on women’s 
physical and mental health. In particular the chapter addresses the following three 
issues: (a) socio-economic conditions and gender inequalities as a framework for 
the prevalence of mental disorders among Italian women; (b) violence against 
women as a negative issue impacting on women’s physical and mental health; (c) 
status of health and mental health of immigrant women in Italy. 

 We adopted as a framework the defi nition of  Mental Health  given by the World 
Health Organization:

  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 (WHO,  2000 , p. 11). 

   Accordingly, women’s mental health is a major public health issue (Piccinelli & 
Homen,  1997 ). A  gendered  social determinants model offers a coherent framework 
for examining relevant factors that impact women’s mental health. From this point 

        S.  P.   Guidugli      (*) •    C.   Barbaranelli    
  Department of Psychology ,  Sapienza University of Rome ,   Rome ,  Italy   
 e-mail: sarapodio@tiscali.it   

    C.   Giacomantonio    
  Central Operational Service of the Italian State Police ,   Rome ,  Italy    

    D.   Di Giorgio    •    M.   Gramazio   
  Counterfeiting Prevention Unit, AIFA—Italian Medicines Agency , 
  Via del Tritone ,  Rome ,  Italy    

mailto:sarapodio@tiscali.it


112

of view, relevant factors exerting infl uence on the status of women’s mental health, 
among others, are the socio-cultural environment and the availability of health ser-
vices, the gap of power existing in relations between men and women, life demands 
and life events, stressors, social and community support and resilience, and other 
personal characteristics. The complexity of these factors can have a protective or risk 
role in affecting women’s mental health. 

 Women’s health thus is tightly interconnected to their position and status in the 
society. Accordingly, economic factors and women’s social position are robustly and 
negatively related to women’s global health, both physical and mental (Arber,  1997 ; 
Blue, Ducci, Jaswal, Ludermir, & Harpham,  1995 ; Macran, Clarke, Sloggett, & 
Bethune,  1994 ; Najman,  1993 ). It is necessary, therefore, to adopt a congruent theo-
retical framework that takes into consideration these aspects, that is a social model to 
account for the possible physical and mental health sequels of distressing events 
experienced by women. This should not be restricted to reproductive aspects, in 
accordance to an old view of women’s role in society, but must also incorporate the 
impact of poverty, single parenthood, employment status and low wages, prejudice 
and discrimination, and the overall costs of different forms of caring work, which is, 
mostly, unpaid work.  

     Socio-economic Conditions and Gender Inequalities 
as a Framework for the Prevalence of Mental Disorders 
in Italian Women 

    Socio-economic Framework 

 The condition of Italian women’s equality in the exercise of political rights is 
relatively a recent conquest: universal suffrage in Italy was recognized only at the 
institutional referendum between monarchy and republic on 2 June 1946. If, how-
ever, it is now about three generations of women who have the right to political 
equality, much more recent is the achievement of civil equality; in fact only in 1974 
the right to divorce has been enshrined. It was in 1975 that Italy endorsed the new 
Family Law, which equates the rights and duties of the spouses, and only 3 years 
later the right to abortion was fi nally recognized. 

 Data from Human Development Report ( 2009 ) ranked Italy 15° on the overall 
 Gender related Development Index  (GDI) and 21° in the overall  Gender 
Empowerment Measure  (GEM), two widely used indicators of gender development. 
However, more recent data on the Global Gender Gap Index (GGGI) place Italy at 
80° rank in 2012 (Hausman, Tyson, & Zahidi,  2012 ) and at 71° in 2013 (World 
Economic Forum,  2013) . Italy’s ranking is one of the lowest in the high-income 
countries. If Gender Gap Sub-indexes are considered, Italy rankings are: 97 in eco-
nomic participation and opportunity (with a ranking of 124 in wage equality for 
similar work, and of 89 in labor force participation); 65 in educational attainment; 
72 in health and survival; and 44 in political empowerment. 
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 As far as the work dimension is concerned, signifi cant gaps are present in the 
Italian labor market especially when considering women not seeking employment 
because they are held back by family commitments and care duties. This is largely due 
to the absence of policies to promote work-life balance facilitating the introduction 
or reintegration in the labor market of women who are inactive for family reasons. 
Another impressive aspect of gender divide across Italian regions becomes evident 
if one considers the  time  dimension, in particular time devoted to the care of children 
of the household, and  free  time. This aspect calls for the structure of Italian social 
system, characterized by lack of nursery schools. This situation results in a relevant 
burden of caring work falling on women’s shoulders, namely at home for their families, 
children or nephews. 

 These    data show that the effect of cuts in the social wage or social welfare or 
other forms of disinvestment in social capital fall down most heavily on women, 
thus exacerbating gender inequality, and especially for women who have the respon-
sibility for children, and are single head of households.  

    Prevalence of Mental Disorders in Italy 

 The    aforementioned gaps and gender inequalities in socio-economic factors rever-
berate clearly in the role that gender has in differential exposure to mental health 
risks and differences in mental health outcomes. In this regard we can consider 
Italian prevalence data of mental disorders from the  European Study on the 
Epidemiology of Mental Disorders  (ESEMeD-WMH, De Girolamo, Alonso, & 
Vilagut,  2006 ; De Girolamo et al.,  2006 ). Considering 12-months prevalence, 
signifi cant differences due to gender emerged in the prevalence rates of “Any mental 
disorder”, “Any Mood disorder”, “Any Anxiety disorder”, “Major depression”, 
“Generalized anxiety”, “Specifi c phobia”, and “Agoraphobia”, with women’s prev-
alence rates higher than men’s. Considering lifetime prevalence, there are not only 
the signifi cant differences reported above, but also differences in “Panic disorders” 
(with higher rates for women) and in “Any alcohol disorder” and “Alcohol abuse” 
(with lower rates for women). Data for alcohol abuse are further confi rmed by the 
survey conducted by the Italian Institute for Statistics—ISTAT ( 2013a ) where rates 
for males were higher than rates for females regarding yearly, daily, occasional 
alcohol consumption, as well as for binge drinking. 

 Considering gender as a risk factor, women are nearly three times more likely than 
men to have suffered from a “Any mental disorder” in the previous 12 months. The 
probability is even higher in the case of “Any Anxiety disorder” (odd ratio, OR = 3.8), 
while slightly decreases in the case of “Any Mood disorder” (OR = 2.5), but is is lower 
compared to men in the case of “Abuse disorders” and “Alcohol dependence” 
(OR = 0.4). Considering    marital status and employment status as risk factors, having 
been previously married or being unemployed is associated with twice as likely to 
have suffered from a mood disorder in the past 12 months. Even the status of being a 
housewife is associated with a higher probability of having suffered from “Any men-
tal disorder” (OR = 1.9), and in particular an anxiety disorder (OR = 2.1) or a affective 
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mood (OR = 1.7). Regarding comorbidity, women are fi ve times more likely to report 
a comorbid mood and anxiety disorder than man (OR = 5.8). 

 Further evidence of women’s higher prevalence rates in mental disorders comes 
from a survey conducted by National Research Council—CNR in 2011 (  http://
www.epid.ifc.cnr.it/    ) using a sample of 12,000 subjects representative of the Italian 
population aged 15–64. It was found that 17.5 % of the sample used at least once in 
the lifetime anti-anxiety drugs, sleeping tablets and tranquilizers: in particular, 
while 13.3 %, of users were male, 20.7 % were females. 7.9 % of the sample used 
at least once in the last 12 months anti-anxiety drugs, sleeping tablets and tranquil-
izers, 6.1 % males and 9.4 % females. Finally, 3.7 % of the sample used at least once 
in the last 30 days anti-anxiety drugs, sleeping tablets and tranquilizers, 2.8 % males 
and 4.5 % females. These survey results are confi rmed by objective data from AIFA 
( 2013 ) where rates related to the purchase of psycho-active drugs is higher for 
women especially in the over 35 years old age classes. 

 In summary, epidemiological studies conducted in Italy are consistent with an 
overall picture where mental disorders have higher prevalence among women with 
respect to men. This is particularly evident as far as anxiety disorders and mood 
disorders are concerned. Women display higher prevalence rates in the consumption 
of sleeping and psychoactive drugs. These results may point out not only to the 
higher number of stressors that impacts women’s life, but also to women’s cultural 
function of expressing the “emotional côté” to which they are traditionally gender 
socialized, and differing gender role expectation for men.   

    Violence Against Women 

 Violence against women (VAW) is not only a moral, legal and social problem, but it 
constitutes a remarkable negative health issue that is now well ascertained. Jordan, 
Campbell, and Follingstad ( 2010 ) in their review observe that the impact of intimate 
partner violence (IPV), stalking, rape, and psychological aggression on women’s 
mental health is strong: this kind of violence is related to most forms of non-organic 
mental distress and disorders. The most represented is depression, frequently in 
comorbidity with anxiety disorders (Gleason,  1993 ; Plichta & Weisman,  1995 ). 
Kilpatrick, Acierno, Resnick, Saunders, and Best ( 1997 ) found a robust correlation 
between IPV and post-traumatic stress disorders (PTSD). In particular this is true as 
far as sexual violence is concerned and in fact many victims report symptoms con-
sistent with PTSD (for a review see Campbell, Dworkin, & Cabral,  2009 ). 
Considering the effects of psychological violence on women, the outcome of deni-
gration affects self-esteem, and the typical outcome is depression and\or anxiety. 
This kind of perverse psychological violence can be very severe leading not only to 
depression, but for example to a style of learned helplessness and passiveness. 
Also being threatened and frightened and being restricted and controlled leads to 
depression, anxiety, and passive attitudes. Stalking has on average the same pattern 
of outcomes, common to all VAW’s, depression, anxiety, and intense stress in general 
(Davis, Coker, & Sanderson,  2002 ). 

S.P. Guidugli et al.

http://www.epid.ifc.cnr.it/
http://www.epid.ifc.cnr.it/


115

 Before discussing sexual violence and related crimes in Italy, a preamble is 
necessary with regard to the methodology used by the Department of Public Security 
of the Italian Ministry of the Interior to carry out their strategic crime analysis. 
The criminal context analysis can be made on the basis of the info-investigative 
reports sent by the local police units to the central police offi ces. As to the Italian 
State Police, this kind of analysis is made by the Central Operational Service ( SCO ) 
of the Central Anti-Crime Directorate of the Italian State Police. The role of  SCO  
has been consolidated over the years even in monitoring and stimulating the inves-
tigations and the prevention activities carried out in the fi ght against the so-called 
“gender- based violence”. Such a phenomenon is particularly complex and includes 
several types of violations of fundamental human rights. 

 The word  femicide  comes from criminology to indicate  murders of women com-
mitted by men against them for the only very fact they are women . This category of 
crime includes not only the murders of women perpetrated by their partners or ex- 
partners, but also the killings of girls murdered by their fathers since they refuse an 
imposed marriage or when they refuse the pervasive control over their lives as well 
as their sexual choices exerted by their relatives. 

 As can be seen from Table  8.1 , in 2010, 2011 and 2012, respectively 157, 170 
and 160 women’s murders were committed (about the 30 % of the registered mur-
ders, i.e. 530 in 2010, 552 in 2011 and 528 in 2012). The homicides of women can-
not be all included in the  femicide , a category that cannot be monitored statistically 
since it isn’t considered by the Italian legislation as an autonomous type of crime. 
However, the analysis of each single crime shows that most of the homicides com-
mitted against female victims (about 70 %) occur in the framework of a family- 
affective relationship and are mainly perpetrated by partners or ex partners: therefore 
they can be included in the wider “gender-based violence” category, and in particu-
lar, in the “domestic violence” and “stalking” subcategories.

   As a matter of fact, a typical crime related to “gender-based violence” is the so- 
called “stalking” offense. Table  8.2  reports the data related to this crime. Stalking in 
Italy regards mostly women: in fact, while stalked women were 8,163 in 2012, 
stalked men were 2,387. Moreover, stalking increased dramatically from 2009 for 
both genders (from 3,747 in 2009 to 8,163 in 2012 for women, and from 998 in 
2009 to 2,387 in 2012 for men).

   Sexual violence is another type of crime strictly connected to gender-based vio-
lence (art. 609-bis c.p.). As reported by the Annual Parliamentary Reports on Law 

 Year 

 Female victims  Male victims  Total 

  N   %   N   %   N  

 2010  157  29.63  373  70.37  530 
 2011  170  30.80  382  69.20  552 
 2012  160  30.30  368  69.70  528 
 Total  487  1,123  1,610 

   Source : Central Directorate of Criminal Police—Criminal 
Analysis Service, documents until 31 December 2013 by 
Central Anticrime Directorate of the State Police, Central 
Operational Service  

   Table 8.1    Victims of 
homicide   
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Enforcement Activities, on “Public Order Security and Organized Crime”, in more 
than 90 % of the violence cases, victims were women, most of them were Italian 
(66.56 %), among the others there were Romanian (10.35 %) and Moroccan 
(2.68 %). Similar proportions resulted in 2011, when 90 % of the victims were 
women, 67.76 % Italian, 10.16 % Romanian and 2.56 % Moroccan. Also in 2012 
these proportions were confi rmed: 90 % of the victims were women, 68.04 % 
Italian, 9.12 % Romanian and 2.71 % Moroccan. Generally speaking, the analysis 
of each criminal event registered in Italy, indicates that gender-based violence is 
widespread all over the Italian territory and is transversal to socio-economic levels. 
The victims are mainly Italian women, however the number of foreign victims 
reporting violent events which occur in their private lives is increasing. 

 In relation to the  femicide : the accurate analysis of single events, based on inves-
tigative data processing, revealed, in many cases, previous situations of confl icts not 
formally reported to the police. The paradox resulting from this fact is that the easily 
predictable crimes, and consequently the easily preventable ones, are the most dif-
fi cult to be predicted and prevented. The reason is that the  unreported number  of 
crimes committed is much higher than the number of reported crimes or of the 
offenses reported with no details about a predictable dramatic violence escalation. 
Therefore, the fact is that only when a murder has been committed, we realize that, 
despite the lack of the victims’ detailed reports, in most cases something could have 
been done. This does not mean that every  femicide  is an  announced death . It is pos-
sible, however, to identify some risk factors in order to develop and implement 
intervention and case management strategies aimed at thoroughly protecting the 
victim. The main reason why the victims of domestic violence do not report the 
violent events is their  shame . Most of the times, they feel guilty, they fear retalia-
tions against their children, furthermore they do not trust the police and judicial 
authority or they consider the violent event as a private fact to keep hidden. So, it is 
perfectly clear that the report to the police is absolutely essential to enable the police 
and the judicial authority to make use of any available protection measure. The most 
recent legislation (Law 119, dated 15 October 2013), by considering the peculiar 
characteristics of such a phenomenon, improved special measures to combat and 
prevent all those crimes included in the domestic violence category. 

 In conclusion, the life of a woman experiencing violence is characterized by fear 
and helplessness. Ultimately there is a deep need for empowering, relieving, helping, 

 Year 

 Female victims  Male victims  Total 

  N   %   N   %   N  

 2010  5,111  83.66  998  16.34  6,109 
 2011  7,081  77.10  2,104  22.90  9,185 
 2012  8,163  77.37  2,387  22.63  10,550 
 Total  20,355  5,489  25,844 

   Source : Central Directorate of Criminal Police—Criminal 
Analysis Service, documents until 31 December 2013 by Central 
Anticrime Directorate of the State Police, Central Operational 
Service  

   Table 8.2    Victims of 
stalking   
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sheltering women across cultures and this is a global urge for both developing and 
developed countries. The good practices and initiatives operated by the Italian 
Police go in this direction. In this regard it is worth mentioning the recent Italian 
legislation Law 119, dated October 15, 2013) especially as far as the measures 
against violence in family relationships is concerned, establishing that the violent 
offender must keep away from the family residence thus preventing the victim to 
suffer further traumas and troubles, mainly if there are under age children. This new 
law is also aimed at protecting against domestic abuse, enabling the victim to obtain 
protection from a civil court before making a formal criminal report to the police. 
In accordance to the  spirit  of this new law there are also different prevention initia-
tives of the State Police in cooperation with NGOs and social services to help the 
victims to escape the violence escalation and to prevent its possible reiteration, as 
well as training programs directed to police personnel on issues such as domestic 
violence, stalking, violence against women, fi ght against discriminatory acts.  

    Health and Mental Health of Women Immigrant 

 Just as for other countries in South Europe, over the last 20 years Italy passed, 
rapidly and unexpectedly, from being a country of emigration to being a country of 
immigration. In Italy, the increase of foreign residents was approximately three mil-
lion units over the last decade. ISTAT ( 2011 ) has recorded about four million and 
400,000 foreign residents (53 % women), but according to the estimate of Caritas 
( 2010 ) we have reached about fi ve millions (1 immigrant every 12 residents), 
including residents not yet regularized. Given the diffi culties to meet the require-
ments of the law in force, obtaining the Italian citizenship is still uncommon, with a 
high rate of rejection of the requests. The fi rst comprehensive immigration law was 
the Bill of March 6 1998 (GU n.59, 12-3-1998—Suppl. Ord. n. 40). More recently, 
this act has been modifi ed by the Bill of July 30 2002 (GU n. 199, 26-8-2002—
Suppl. Ord   .), the so-called “Bossi-Fini”, that introduced changes relative to the right 
of asylum and modifi ed the in force system as to the residence permit. This act 
introduces a more restrictive set of rules for those immigrants who are found without 
papers, including compulsory repatriation. 

 Attitudes towards diversity, cultural stereotypes, prejudice and beliefs, in-group 
vs. out-group processes, are, among other, constructs used by the social psychologist 
to explain the psychological processes underlying the interactions among immigrants 
and resident people (e.g., Brown, Capozza, & Licciardello,  2007 ). As demonstrated 
by a vast literature on acculturation processes (Berry,  1992 ), the interconnection 
between variables having to do with the receiving society, and variables having to 
do with acculturation gives rise to complex cross-sections of multicultural social 
realities. Hence, we can observe double or seemingly contradictory encounter 
modalities with the host culture (e.g., Berry,  1997 ). Due to the fact that the attitudes 
toward newcomers are chosen, with patterns hard to evaluate, it is of paramount 
importance to try and understand in depth what characterizes interacting societies, 
and hence the distances and similarities among cultures. 
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 In this debate, another interesting point of view is represented by ethno- psychiatry. 
This approach is advocated by many directions to improve the understanding of 
immigrants’ help request in the fi eld of mental health (Inghilleri,  2000 ). 
This approach to the cultural specifi city of mental health and mental disorders chal-
lenges the habits and values of clinical passivity such as generalizing self-referential 
models of the self and the society, and also points out the need for revising the same 
nosographic defi nitions as well as clinical instruments for the assessment and for the 
care. There is a deep need for exchanging narratively the experience of the disease in 
a context of real capacity of being  intercultural  for the operators receiving the stories 
of the newcomers (Cardamone,  2011 ; Inghilleri,  2000 ). Within this framework, new 
psychotherapeutic and rehabilitative practices have been developed to better encoun-
ter “the others”, that are not only asking for a professional help, but are even bringing 
complexity and richness to our culturally determined subjective understanding. 
The debate for introducing this relatively new framework in diagnosing and treating 
immigrants’ mental health is felt at many levels also in Italy, as testifi ed by the 
national meeting on “Immigrants’ mental health in Italy” that was held in Florence 
in 2011 (Cardamone,  2011 ). The urgency of this topic is further confi rmed by the 
American Psychological Association which considers immigrants’ mental health as 
one of the major problems of public health, at least in Countries of older historical 
multicultural background (APA—American Psychological,  2006 ). 

 ISTAT’s report  Health and use of health services of the foreign population in 
Italy  based on data of 2005 provides a comprehensive picture of immigrants’ health 
and access to the Sanitary system, but very little is said about what concerns their 
mental health (ISTAT,  2008 ). In contrast to other European countries (e.g., Germany 
and France) immigration is not a traditional structural component of Italian society 
and the actual economic crisis does not facilitate the funds for researchers and prac-
titioners of the mental health fi eld to investigate the dimensions of a dynamic mul-
ticultural context of the ongoing and relatively young process of acceptance and 
integration of the newcomers. Considering physical health, ISTAT designs Italy as 
a country where the needs and requests of the immigrant population are in line with 
the Italian population’s one, and immigrants compared to Italians are on average in 
better health conditions. These data, however, represent the typical profi le of the 
majority of immigrants, namely fi rst generation immigrants moving especially to 
pursue work projects having on their side as  currency trading  a good health capital. 
Many bureaucratic and communicative obstacles must be yet kept in mind while 
interpreting these data with an excessive optimistic lens. Accordingly, the better 
self-perception of health that immigrants display compared to Italians may be 
attributable to the fact that the sample of immigrants consists only of regular resi-
dents in Italy. 

 Some efforts to explore the reality of immigrants’ mental health in Italy have 
been made through regional initiatives particularly in Center-North regions (in 
particular, Tuscany and Emilia Romagna) that have shown also a smaller gender 
gap (see the IGGI values reported above) and are, historically, regions where civic 
virtues are more prevalent (Putnam,  1993 ). These remarkable local initiatives should 
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be funded at a national level for each region in order to obtain a deeper understanding 
of the relevant issues related to mental health and, specifi cally, of the most frail part 
of the population, namely immigrant women. Immigrant women are exposed to 
many well documented risk variables related to negative mental health outcomes. 

 Many studies have taken into account several variables related to the resettle-
ment experienced by the newcomers as well as the impact that these factors exert 
on mental health. Pernice and Brook ( 1996 ), for example, examined self-reported 
symptoms of anxiety and depression among Southeast Asian refugees, immigrants 
from Pacifi c Islands and British immigrants to New Zealand. Their fi ndings sug-
gest that immigration-related factors such as being discriminated, the lack of a 
network of friends in the host-country, employment conditions etc., have a signifi -
cant effect on the reported scores of depression and anxiety. The American 
Psychological Association (APA,  2006 ) provides an assessment of the situation to 
ethically guide psychologists, in line with the commitment to fi ght discrimination 
and prejudice that have demonstrated their detrimental impact on mental and social 
health. The policies put in place by APA concern, among others, initiatives condemn-
ing expressing prejudice, employing stereotypes, and engaging in discrimination in 
any forms (APA,  2006 ). 

 Moreover APA claims for increasing research in the fi eld aiming at gathering 
empirically-based recommendations to improve the immigration-related policies. 
The attention must be put on those categories intrinsically more at risk of experienc-
ing conditions of threat to mental health, such as women and children, so as to 
contrast distress and adverse health outcomes. Beiser and Hou ( 2002 ) tested the 
effects of poverty on mental health of three different samples of children in Canada, 
namely Canadian-born children, children born abroad, and children of non- 
immigrant families. Results showed how the fi rst two groups where two times more 
exposed to poverty compared to the group of children of the receiving-society. The 
authors found a mediation effect on poverty by variables such as belonging to a 
single-parent family and other dysfunctional characteristics of the families. 

 The research on the benefi cial contribution to societal wellbeing attributable to 
its members’ mental health is highlighted as well as the need to integrate the infor-
mation derived from many sources in developing research projects (e.g., mixed 
methods designs, community based participatory research, etc.). Additionally   , a 
challenging change of perspective to be adopted is suggested: focusing not only on 
the implicit stressors linked to post-migration factors, but conversely giving cen-
trality on the cultural benefi ts of cultural diversity to create true multicultural soci-
eties and to enhance individual capacities that immigrants display in coping with 
much hardship and heavy life demands, especially their  resilience  (Khanlou & 
Jackson,  2010 ). 

 In conclusion immigrant women are subjected, at least, to two different sources 
of stressors: one deriving from the fact of being women, the other deriving from 
their immigration status. It    is not unreasonable to consider that factors that act in 
determining the gender gap are further exacerbated by the specifi c condition of 
being an immigrant in a foreign country.  
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    Discussion 

 Although a relatively recent attempt to pursuing better and well structured policies 
for women was made in 2008 towards the  First intersectorial plans for women’s 
health  developed by Livia Turco’s ministry, the Italian situation in the sector of poli-
cies directed to women has limited this. The  intermediate  generation, the middle 
generation of women, is divided between two competing care needs: the one for the 
previous generation and that for their children. The fragility of the Italian welfare 
state social policies in supporting this generation of women subject to multiple 
sources of the so called  caregiver’s burden  is evident. Our social policies have been 
historically not only defi cient in terms of quantity, but of quality. 

 This has happened in practice in terms of a demand for women to be the pre-
ferred target and the conscripts operators without right of appeal. The Italian wel-
fare state, belonging to the so-called Mediterranean welfare states, has been and 
continues to be characterized by what a major Italian sociologist Chiara Saraceno 
( 2003 ) defi nes as a welfare system that doesn’t addresses its social policies to the 
family but, at the opposite, leans on the family as its  informal partner of welfare , 
relying on the culture that emphasizes the role of women’s sacrifi ce and mutual sup-
port between relatives across generations. Recently this role, fi rst-implicit/informal, 
has become explicit in the political debate. On the one hand, there is an increase in 
average life expectancy, On the other hand we are witnessing since years to the 
phenomenon of the  long family of the young adult , thus the young adult and very 
often for economic reasons must remain in charge of the family in the face of con-
siderable efforts of emancipation (Scabini & Cigoli,  2000 ). 

 The deep economic crisis resulted in additional burdens on families, decline in pur-
chasing power, and many other indicators of deprivation such as not being able to cope 
with expenses, or for example not being able to put together in 2 days two complete 
meals with proteins and so on (ISTAT,  2013b , see also Revelli,  2010 ). The condition of 
deprivation, generalized to a wide spectrum of individuals and families, is leading to a 
further increase in the risk factors related to poverty and therefore the likely onset of 
mental disorders among the most fragile, particularly among women. 

 The liberalization of markets has led to more and more precarious forms of 
employment and, for the same type of employment, women’s wages are always 
lower on average than those of males. This asymmetry creates an unfavorable state 
for women, especially those with children, in the familiar and societal contexts. The 
Italian Constitution defi nes the family as  a natural society founded on marriage , but 
the historical-economic transformative processes that induced changes in the struc-
ture of the family forms, thus leading to the so-called nuclear family, is reducing its 
average dimensions so that the emphasis is ontologically mostly on the individual. 
There are many types of families that co-exist in the country, however; single-parent 
families, where the parent is almost always the single mother, suffer signifi cantly 
from deprivation, and the weight of this leads to the usual disadvantage that triggers 
suffering in society and degenerates into illness and mental distress. In addition, the 
 reconstituted  families deriving from divorces or separations are made of more 
nuclei, thus  de facto  constituting contemporary forms of new  extended  families.  
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    Implications 

 Given the welfare state’s lightweight and the family is continuously transforming its 
shapes, we recommend to extend the range of recognition of relationships and fami-
lies, and to review critically the set of rights and duties that are attributed to the  new  
families (Saraceno,  2012 ). In fact, through the above-mentioned reform of Family 
Law in 1975, there has been a substantial renovation of the relationships within the 
 legal families , however, the situation is quite different for families and de facto 
couples. This appears clearly in front of the death of one of the partners or the ter-
mination of the de facto relationship. Italian law does not provide any form of rec-
ognition and protection of the remaining partner (usually the woman). In addition, 
regardless of the length of cohabitation, in case of death of one of the partners there 
is no survivor’s pension. Finally, children born from relationships between 
non- cohabiting parents who cease their relationship are entrusted in full to the parent 
(in general, the mother) with whom they cohabit who has all the responsibilities and 
powers. The diffi culty of legislating in this fi eld is due to many factors, involving 
regulatory models and family concepts traditionally strong and confl icting. If, then, 
the new couples and families are “weak”, and cohabitation is not a criterion to see 
recognized legal rights, all new types of families are in need of ad hoc legal recogni-
tion (Saraceno,  2003 ). 

 Perceived social support is one of the variables that have a more decisive impact 
on the mental health of women. In this regard we recommend creating a stronger 
network of opportunities for sharing burdens and providing mutual support as well 
as supplying services designated and designed to help women carrying the weight 
of the new emergencies. This would contribute encourage economic growth as 
amply documented in the literature. However, interventions guided by social cogni-
tive theories successfully promoted social change in Africa, Asia, and Latin 
America, by changing people’s sense of effi cacy through educational-entertainment 
programs devised for promoting literacy, adopting family planning methods, rising 
the status of women by supporting gender equality in opportunities for social and 
education growth, and reducing spousal abuse (Bandura,  2004 ). Creative and edu-
cational oriented use of entertainment programs could eventually induce cultural 
changes also in the Italian context. 

 Removing loads from women’s shoulders and improving social policies for 
women, would cooperate in concert to restore a level of greater perceived general 
well-being and would decrease many risk factors that are likely to expose women to 
multiple adverse health outcomes. This issue has substantial political implications. 
It calls for the social policies that have been performed in the last years in order to 
improve the balance of work, life and family, and to reduce the reconciliation bur-
den (i.e., the effort a woman has to spend in organizing and managing her family 
life). While in the Italian public administration the law actually sets “quote rosa” 
(i.e., ladies share), corresponding to 33–50 % of women presence in almost all posi-
tions, this “de jure” implementation of women empowerment was not supported by 
concrete actions to reduce the reconciliation burden thus allowing women to pursue 
their career as well as to improve their own private life. The need for concrete 
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policies aimed at improving public services for women and for infants, and at 
introducing measures that would encourage sharing of family chores, has been 
repeatedly raised by Italian president Giorgio Napolitano (e.g., in the speeches 
given during the International Women’s days).      

    Response 

    Domenico     Di     Giorgio and        Marta     Gramazio    
  Counterfeiting Prevention Unit, 
 AIFA—Italian Medicines Agency, 
  Via del Tritone,   Rome,   Italy    

    Consumption of Psychoactive and “Life Style Saving” 
Medicines Aimed at Improving Physical Appearance 
and Performance in Italian Women 

 There are different ways in which we can keep track of women’s mental health. One of 
these has to do with medicines consumption and especially consumptions of those 
medicines that are indicative of a state of suffering, because they can be useful to 
cope with it or with the social and psychological demands that are causing this 
suffering. While this topic has been partly addressed in Sect.  2  of this chapter, with 
this response section we want to deal especially with the new channels like Internet 
through which medicines can be made available. 

    The Demand for Medicines: Focus on Female Customers 

 Internet represents the easier alternative way of access to medicines with respect to 
pharmacies; in many countries customers use the Web for buying both life and life- style 
saving medicines. Most of this demand is related to male customers (e.g., medicines 
for sexual dysfunctions, and for improving performance in sporting activities). 
The demand from female customers is focused on different products, but with similar 
roots:  life-style  saving medicines in connection with some  behavioral/social models  
requesting an effort for being in compliance with some specifi c conditions (e.g., age, 
physical appearance). The most requested products between Italian female customers 
are the following, ordered by decreasing relevance: 

  Slimming Products : The relevant incidence of slimming products from Italian female 
customers was confi rmed by the results of three surveys conducted by AIFA and 
Sapienza University of Rome between 2010 and 2013, where  slimming products  
were ranked as the most requested product, with a growing share of buyers between 
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female customers (from 5.4 % in to 6.7 % in 2013). This result is in line with the 
available data related to the prevalence of eating disorders between Italian female 
population: according to the Ministries of Health and of the Equal Opportunities, 
about three million Italians suffer from eating disorders, 95 % of them being women. 
Since 2010, when  sibutramine , the strongest slimming pharmaceutical ingredient, 
was withdrawn from the EU market due to its bad risk/benefi t ratio, the market for 
this  miracle medicine  moved from the pharmacies to the Web. Even the packaging 
of the most common illegal  sibutramine  preparations (e.g.,  Slimex ) evocate the 
reference physical model: the blister containing the  sibutramine  capsules is  skinny 
top model -shaped. Slimming products are currently sold also under the appearance 
of  natural tea/coffee/food preparation ; the usual composition often includes also 
other ingredients aimed at granting a quick, slow term slimming action, as for 
instance  phenoftaleine , a laxative ingredient forbidden in Europe for the same reasons 
explained for  sibutramine . 

  Bleaching Creams : In Italy, the prevalence of the use of bleaching products between 
African immigrant females, being 43.9 % between women under 35 years, and 
35.9 % between women over 35 years is in line with the one observed in many stud-
ies performed in Africa. The request for products changing the appearance and color 
of the skin is usually satisfi ed by the illegal offer on the fi eld (bleaching creams, e.g.., 
steroid creams for dermatological diseases) and on the Web (melanotan, injectable 
tanning preparation). As for the slimming products, also in the case of bleaching 
creams the risk/benefi t profi le of the product for its cosmetic use is absolutely unac-
ceptable; nevertheless, black women buy large quantities of the creams from  ethnic 
shops  on the fi eld, starting long term treatments, considering the possible side effects 
as non relevant with respect to the expected positive results in terms of social desir-
ability and performance. 

  “Surgery substitute” products: injectable botox and breast enlarging products : The 
request for surgery modifi cation of the physical appearance is growing all around 
Europe; in parallel, also the  miracle medicines  aimed at avoiding the surgery (e.g., 
 natural products  promising breast enlargement), and/or to perform home  surgery (e.g., 
injectable botulin toxin and similar medicinal products for  rejuvenating  skin) found a 
place on the market, both on the Web and on the fi eld (in illegal beauty centers). 

  Female Sexual Activities Enhancers : Some female sexual activities enhancers were 
seized during our monitoring activities. There are not so many preparation granting a 
real effect, according to the available studies; the market for this kind of products should 
be looked at more in terms of fraud than in terms of illegal medicines distribution. 

  Psychoactive Drugs for Working Performance : The recent UK case of a young nurse 
who died because of the side effect of psychoactive medicines bought on the Web 
for improving her working performance, being under the pressure of a tight shift 
schedule, made a strong impression worldwide; even if there is no current evidence 
for similar behaviors in Italy, the frequent seizures of non approved psychoactive 
products (stimulants, antidepressants) during the post parcels inspections may be an 
indication of a growing trend we will keep under monitoring.  
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    Conclusion 

 All the medicines discussed above are clearly related to behavioral/social models 
which are currently accepted and promoted between women. The fall of adherence to 
these models can have a signifi cant impact on women’s mental health giving rise to 
the need of medicines to control diseases (e.g., anti-depressives), to modify the body 
to achieve the target “accepted” model (e.g., slimming products), or to help in sustain-
ing the burden of activities (e.g., psychoactive drugs). It is then important that the 
activities of AIFA take into consideration not only the enforcement of existing regula-
tion, but also  the reduction of the demand . AIFA devoted many resources in this area: 
between 2010 and 2014, 3 market profi ling surveys were delivered for having a clear 
picture of the psycho-social drivers of the demand for illegal medicines, and specifi c 
studies on risk communication were developed. In the view of the implementation of 
these new rules, AIFA started a broad cooperation with universities, with a specifi c 
focus on communication sciences and psychology, also in order to develop proper 
communication initiatives for counteracting the effects of the above mentioned female 
social models, in particular among children and adolescents.     
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    Chapter 9   
 Women’s Benzodiazepine Abuse: 
A Psychoanalytic Approach 

             Lia     Carneiro     Silveira     ,     Isabella     Costa     Martins     , and     Zenilda      Rodrigues   

               Introduction 

 The birth of modern medicine goes back to the seventeenth century and is marked by 
a rapprochement between clinical practice and scientifi c thought, with the creation 
of a new way of discussing disease and how to intervene in it. The “Cartesian 
moment” is, to Foucault ( 2006 ), the historical landmark of the beginning of the 
Modern Age, and it starts when we admit that what gives access to the truth—the 
conditions under which the subject can have access to the truth—is knowledge, and 
knowledge only. The characteristics of this thinking are based on the researcher’s 
neutrality and on the need of application of the scientifi c method. According to this 
method, knowing means to quantify, to divide, and to classify in order to achieve a 
“formulation of laws, in light of the regularities observed, directed towards previewing 
the future behavior of phenomena” (Santos,  2009 , pp. 27–28). These characteristics 
of modern science have as a goal reducing the world’s complexity, making it acces-
sible to rational thought’s categories. 

 Medicine, as almost every area of knowledge that aimed to be taken seriously in 
the Modern Age, tried to establish its scientifi c basis to claim its value of truth. 
In the work entitled “The Birth of Clinic”, Foucault ( 2004 ) shows the path medicine 
followed to become an empirical science. However, as a science, it is imperative to 
have a defi ned object, thus reducing the complexity of the experience to something 
that could be submitted to the conditions of regularity, predictability, and general-
ization demanded. It is the reduction of the disease to the sick person’s body, 
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with its anatomic localization, that will allow medicine to adjust to scientifi c criteria. 
The modern clinic, a guided medical model, has therefore, as a primal characteristic, 
the fact of being based on the observation of the alterations provoked by the disease 
in the body. By objectifying the body through the way one looks at it, the modern 
clinic can handle the scientifi c variables. 

 As stated by Simanke ( 2002 ):

  The individual, as an object for medical science, is constituted thanks to the expulsion of 
everything that is part of the subjective dimension of the patient: the disease is, then, identifi ed 
as a real process of alteration of tissues which the anatomo-clinical method treats and 
unveils with its approach: the patients’ speech, a subjective and misleading complaint, is 
deprecated in benefi t of the silence of the corpse. (p. 22) 

   During the nineteenth and twentieth centuries, we have watched a growing 
expansion of this model, pervaded by undeniable advances in the control and elimina-
tion of various pathologies. However, this dissemination of scientifi c thought had as 
one of its consequences a growing process of medicalization of life, including emo-
tions, feelings and thoughts, reducing the complexity of human suffering to a series of 
observable and quantifi able variables. In this model, the intervention has been mostly 
based on drugs allied, sometimes, to interventions on a behavioural basis. 

 The increasing abuse of benzodiazepine substances is localized within this model 
as a fact that is already set as a complex problem of public health. Due to this drug’s 
high potential for dependence and tolerance development, we can consider that this 
abuse should be regarded as a type of chemical dependence, not only licit but also 
stimulated by today’s health model. 

 It is important to highlight that studies carried out in Brazil in the last decade 
have outlined the consumption profi le of these drugs, pointing out, as one of its 
main characteristics, predominance among the female population (2–3 times more 
common than in men) (Almeida   , Coutinho, & Pepe,  1994 ;    Kapczinski et al.,  2001 ; 
Karniol et al.,  1986 ). The analysis developed on this issue put the phenomenon in a 
context of social vulnerability to which females would be more exposed. From this 
perspective, benzodiazepine appears as a device for the medicalization of the suffer-
ing, aiming towards the disciplining of female bodies. 

 According to the concept of gender, the prevalence of benzodiazepine misuse among 
women can be explained based on the questions of social dynamics and power relations, 
where there would be a proper “control of one gender over the other or even of a social 
group over another” (Mendonça,  2011 , p. 49). From this perspective, the female gender 
is historically observed as subdued to the male in a society where relations of power are 
widely asymmetrical. Considering how women are put in today’s context—overloaded 
by tasks in daily life, in a reality which, many times, is not considered during treat-
ment—that this would lead to an immediate solution, which would be the use of anxio-
lytics as a way to cope or to solve problems (Carvalho & Dimenstein,  2003 ). 

 These issues must certainly be considered when it comes to thinking particularly 
about social insertion. However, when we go deeper into gender peculiarities, it is 
possible to think about the issue of anxiolytic misuse among women from a dimension 
of singularity; fi rst because, assuming every subject’s specifi city, femininity can-
not be considered in a homogeneous and standardized form. As stated by feminist 
philosopher Simone de Beauvoir ( 1980 , p. 09), “One is not born, but rather becomes, 
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a woman”, and this “becoming a woman” is something built in each person’s singularity. 
Second   , the drug not only takes part in an objective plan, where its biochemical action 
is considered, but is also an element of the symbolic world and, as such, is to be taken 
by subjects in their network of signifying construction (Laurent,  2004 ). 1  

 Psychoanalysis is a fi eld of knowledge that brings contributions to this discussion, 
as it allows us to examine femininity from the perspective of the unconscious subject, 
as something that is built on its relation with desire. This is so because, for psycho-
analysis, the male or female position is not a natural or even socially built matter. 
It is a position that the subject assumes facing its encounter with castration. 

 Sigmund Freud proposed this concept of desire and of construction of the sexed 
position in the beginning of the nineteenth century, from his studies of hysterical 
patients from the Victorian era. He realized that the symptoms of these women 
could be read and that they had some truth regarding the unconscious subject. Later, 
in the fi rst half of the twentieth century, a psychoanalyst called Jacques Lacan 
became interested about the Freudian formulations and dedicated his time to take 
from them what was therein structural and, as such, ahistorical: it revolves around 
the approach to language each person has and the effects that this approach will 
have for the structure of the psyche. It is in this sense that this study can be seen 
from a psychoanalytical perspective and has as an objective to discuss the concept 
of femininity, to think about the contributions of this fi eld of knowledge to the 
analysis of the problematic of benzodiazepine misuse among women. 

 Lacan (1972–1973/ 1985 ) goes beyond the Freudian elaboration. The psychoanalyst 
questions the phallic discussion among the post-Freudians, claiming the phallus as the 
determiner in the sexual structuration in face of castration, and he discusses the relation 
of the subject towards the phallic structure. He situates the sexual position as divided 
into a “total phallic” one (the masculine side) and a “non-total phallic” position (where 
he places the feminine enjoyment). This statement indicates that the feminine is sub-
mitted to another order, which surpasses the phallic registration. There is not a sole 
signifi cant that answers what it is to be a woman, because there is always something 
that escapes. Thus “ The  Woman” as a universal does not exist, but there are women, 
each one dealing with her own subjectivity and enjoyment.  

    Benzodiazepine in Contemporaneity 

 Psychic suffering, if inherent to the human condition, has assumed its own shape in 
contemporaneity. The increasing depression manifestations, phobic symptoms, and 
compulsions towards intense social, political, and environmental transformations 
are evident. 

1   It is noteworthy that the pharmaceutical industry has already been sensing this symbolic nuance 
of the drug for a while. The invention of the name allows for a propagation and acceptance of the 
drug by the market, having an effect of an embedded action in the commercial name, creating 
consequences of signifi cance: “Tranxilium” (referring to tranquility), “Serenid” (to serenity), 
“Librium” (to liberty). Patients often even refuse to have a different commercial name for the same 
substance, claiming that it would not have the same action. 
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 In the 1950s, the use of chemical substances has modifi ed the scenery of the 
treatment of madness. Until that point, therapy had been done basically by shock and 
containment in straitjackets. Among these drugs were psychotropics, which are drugs 
that started being used because they have a direct action on the central nervous system, 
which would produce behaviour, mood, and cognition alterations and could frequently 
lead to dependence. From this perspective, benzodiazepine drugs represented a mar-
ket revolution in the beginning of the 1960s, replacing barbiturates—drugs that led to 
serious side effects—with those other drugs, considered safer. They were rapidly 
incorporated to the treatment of depression and anxiety in the decades that followed. 
Thus, there was a dissemination of this class of psychotropics, and it became one of 
the most consumed drugs worldwide (Goodman & Gilman,  1996 ). 

 Benzodiazepines have clinical indications for cases of insomnia, anxiety, alcohol 
intoxication, musculoskeletal spasm, convulsive disorders, and as adjuvant for local 
and general anaesthesia (Kaplan & Sadock,  1999 ). However, its prescription today 
goes far beyond conditions for which the drug has been recommended, for instance, 
“to help the patient feel useful”, “allow the patient to work properly in their social 
or professional life”, “to take a break from their problems or reduce the pain” 
(Nordon & Hubner,  2009 ). 

 We can clearly see here how benzodiazepines are used as an answer for a certain 
uneasiness, peculiar to our days, and inserted in the process of medicalization of this 
uneasiness. Besides, on another capital aspect, the pharmaceutical industry appears as a 
big investor in advertising, entering the therapeutic relationship between professionals, 
and patients and stimulating, with fi nancial benefi ts, the prescription of these drugs. 

 Other than the issues mentioned above on benzodiazepine misuse, we still have 
the matter of the abuse related to the prescription period. The World Health 
Organization recommends the prescription of benzodiazepine for periods from 2 to 
4 weeks at most, and only in cases of anxiety or intense insomnia. Nevertheless, 
these drugs are often used for an indeterminate period, having as side effects depen-
dence, tolerance, and a potential for a withdrawal syndrome. 

 The dependence phenomenon can be understood for the permanence of consump-
tion of the drug even after the elimination of the symptoms that took one to the initial 
treatment. In other words, the user cannot stop using the substance. Tolerance is 
defi ned by the need to progressively increase dosage to obtain the same initial effect, 
with a consequent superior risk of toxicity and dependence. Besides, the user is con-
fronted with withdrawal syndrome when risking to interrupt intake all of a sudden, 
which causes symptoms like agitation, insomnia, trembling, irritability, sweating, 
headaches, and, eventually, convulsions.  

    Discussion 

 With the scenario presented above, we can infer that we are dealing with a process of 
reifi cation of human suffering, which starts to be confi gured as an object to gener-
ate surplus value, in the form of benzodiazepine. The logic that grounds this 
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phenomenon takes all suffering as something incompatible with human experience—
something that, therefore, needs to be eliminated. 

 The imperatives of money, success, fame, and glamour as a promise of happiness 
are inserted in contemporary culture (smile, you are being videotaped! It’s the motto 
of capitalism), and women seem to occupy a place reserved in this dissemination of 
the “imperative of enjoyment”. More and more products are introduced as aesthetic 
and ethical values, generated to create needs of consumption. According to this 
logic, there is no space for desiring something, for the useless, for the lack of some-
thing. Thus, benzodiazepine comes along as one of the products that promise hap-
piness, protecting the subject from all uneasiness in contemporaneity. 

 Psychoanalysis developed in the beginning of the twentieth century, going 
against science’s expectation, which is the paradigm of truth access in our civiliza-
tion. The project of modern positivist science was that, through knowledge, it would 
be possible to eliminate what indicates, in humankind, its limitation, its fi nitude, its 
suffering, and its feeling of absence. The psychoanalytic speech questions this pro-
cess of rejection of the subject, promoted by the encounter of capitalism and mod-
ern science, because it considers the subject as a singular being, measured by the 
introduction in the fi eld of language and by the logic of the unconscious. 

 To Freud (1930), uneasiness is, actually, a consequence of life itself in civiliza-
tion, to which science is a contributor. To the Viennese analyst, what human beings 
desire in life is happiness. However, we not only want to experience happiness fl eet-
ingly but we also want to be happy and stay that way. The problem is that the pro-
gramme of this search for happiness by humankind is in “disagreement with the 
whole world, both with the macrocosm and the microcosm. There is no possibility 
for it to be executed: all of the universe’s rules are opposed to it” (Freud, 1930/ 1996 , 
p. 95). This happens because the institutions of laws that allow us to live in civiliza-
tion demand from us that we sacrifi ce a share of driving satisfaction. 

 This demand is present in every kind of social production, in every historical 
moment. Capitalism, however, adopts a very specifi c strategy towards this uneasi-
ness: the offer of objects that supposedly could fi ll the emptiness around which the 
subject is organized. 

 Psychoanalysis, on the other hand, bets that where there is lack of something 
there is the desire. If there is no room for this absence, for emptiness, in the logic of 
capitalism, the subjects remain limited only to the need of “having more and more”, 
occluding any possibility of unveiling the enigma of their own desire. Thus, sealing 
this lack is equivalent to silencing desire. This is what we fi nd in clinical practice, 
where what we see are cheerless, impotent, depressed subjects. Thus, according to 
Roudinesco ( 2000 ):

  […] the more you promise the end of psychic suffering through the intake of pills, that 
never do more than suspend symptoms or transform a personality, the more the disap-
pointed subject turns later to physical or magical treatments. (p. 22) 

   At fi rst sight, one could think that what we have in front of us is merely a 
technical phenomenon, but it is noteworthy that there is also a political dimension 
to it. Medical-scientifi c thought reaches its peak in a historical moment measured by 
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consolidation of modern capitalism and    has as a fundamental basis the proposition 
of minimal State intervention with the consequent regulation of society by the 
 market, the liberal ideology, where the basic cell is the individuals in their power 
of producing and consuming, and the accumulation of capital from the exploration 
of surplus value. 

 If we consider the characteristics of the medical-scientifi c model (anatomo- 
pathological concept of disease, increasing medicalization of behaviours and emo-
tions, and drug intervention aiming towards an elimination of pain), approximating 
them to the characteristics of the capitalist model (the individual as force; produc-
tion, consumption and the valuing of goods in their capacity of generating profi t), we 
can see a perfect match which, through the annulment of desire and the adaptation of 
behaviour, works to maintain the instituted production mode. As stated by Quinet 
( 2002 ): “Medicine today appears, more than ever, as a product of the conjunction of 
science with the capitalist speech” (p. 84). 

 Thus, when analyzing the phenomenon under a wider perspective, we can see 
how the combination of the benzodiazepine properties with scientifi c medicine and 
the capitalist production mode has opened room for an epidemic of a very peculiar 
chemical dependence, not only socially accepted but also stimulated. That is because 
the substance appears with a strong potential for serving both dimensions in this 
process. On the one hand, it comes to support a body that works for the production 
mode, to respond to the needs of capitalism, without showing any uneasiness or pain. 
On the other hand, it shows to be greatly profi table for the pharmaceutical industry, 
becoming the most consumed drug in the world, and with a captive audience. 

 Having said this about where benzodiazepines are in the modern logic of capital-
ism, there are still a few considerations left to be made about the predominance of 
the abuse of this substance among women. To do so, we will use the concept of 
femininity, as suggested by psychoanalysis. 

    Femininity and Psychoanalysis in the Abuse of Benzodiazepines 

 What does a woman want? This was the question raised by the creator of psycho-
analysis, Sigmund Freud, when he started getting interested in the pain of those that 
medicine qualifi ed as “hysterical”, who were considered pretenders for presenting 
symptoms without any proof of organic cause. 

 When confronted with the enigma presented by femininity, Freud (1923/ 2011 ) 
admitted a certain impotence towards this dimension of the feminine, which he even 
called the “obscure continent”. However, until admitting this impossibility, the 
author advanced in important points to understand the relation between sexuality 
and femininity. 

 Initially, it is important to say that the assumption of a sexual position is not only 
a matter of social role. It is intimately connected to the subjective constitution itself. 
An important discovery by Freud in this area was on the existence of an infantile 
sexuality (Freud, 1905/ 1996 ). It is not at adolescence that subjects are defi ned in 
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relation to their identifi cations and choice of sexual object. Sexuality is present 
since the most remote childhood, taking form of partial satisfactions. Since the child 
is still deprived of moral feelings (like shame or revulsion, for instance), the phase 
called pregenital is marked by satisfactions that involve sucking, spitting, biting 
(characteristic of the oral phase) and playing with their own faeces, releasing or 
retaining excrements (particular from the anal phase). These satisfactions are expe-
riences in the relation with the maternal other. 

 Another discovery by Freud—that still causes impact today—is the fact that, until 
a certain phase of life (when about 5 or 7 years old), the child still does not realize 
the existence of a sexual difference. In fact, in child psyche, only one sexual organ is 
considered: the male, the penis, presented as the primacy of the phallus (Freud, 
1923/ 2011 ). 

 Thus, both the boy and the girl consider themselves as having a phallus and this, 
just as in other phases during the living of our drives’ satisfactions, is going to be 
directed to the maternal other. After recognizing and manipulating his sexual organ, 
the boy enters Oedipus phase and has the mother as an object of love to be con-
quered. The interdiction of incest, founder of civilization as a human experience, 
appears in this moment as a law pronounced by the father that forbids satisfaction 
with the mother. 

 Freud (1925/ 2011 ) points out that this law is understood by the child as a threat 
of castration pronounced by the father or his substitutes. But this threat will only be 
taken seriously when he discovers the anatomic difference between the sexes, when 
he discovers that women, just like his mother, do not have phallus. 

 From this moment on, a confl ict is instituted between narcissistic interest caused 
by the fear of losing that part of the body and the abandonment of Oedipal desires.    2  
Here, for the fi rst time, the child will be confronted with the need of taking a position 
towards the sexual partition. However, the paths to be followed by the boy and the 
girl are quite different. 

 When Oedipus is considered normal, the boy gives up the idea of investing his 
love in the mother as a way of preserving the organ he thought was threatened. 
Thus, under the threat of castration, he overcomes Oedipus complex, putting an end 
to the erotic relation with the mother and starting to identify with the father to build 
his masculine position with other women (Freud, 1925/ 2011 ). 

 Overcoming the Oedipus complex demands an even bigger effort from the girl. 
Initially, the mother is also the fi rst object of love and, as said before, the girl also 
sees herself provided with the phallus. However, when she realizes the sexual differ-
ence, a comparative analysis takes place in noticing her organ equivalent to a penis, 
the clitoris, and the one she notices that exists in the boy. In this childish compari-
son, she feels like she is at a disadvantage, an anatomic inferiority. It is important to 
say that this position is not a theory by Freud on what would be feminine. It is a 
theory that the child creates to explain the sexual difference that distresses her. 

2   Freud refers to the Greek tragedy “Oedipus the King” to give a name to this experience by which 
every subject has once desired to sleep with his mother and to kill his father, repeating in their 
fantasies the story of the tragic Sophoclean hero. 
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 In this childish theorizing process, the girl will consider herself as a victim of 
castration, making the mother liable for having made her castrated. Furthermore, 
there are a few reasons that lead the girl to keep distance from her mother, like jeal-
ousy, the early weaning the inability of loving satisfaction. However, the strongest 
trigger of castration happens when she realizes that the mother is also castrated. 
This discovery will induce a change of object for the girl: she abandons the invest-
ment in the mother and starts to head for the father as the one who has the phallus. 

 A few decades later, this theorizing was revisited by another psychoanalyst, the 
French Jacques Lacan. To Lacan ( 1985 ), the matter of masculine/feminine was 
 considered from a logical positioning of the subject in relation to sexual difference. 
To understand how he formalizes this logic, fi rst it is necessary for us to see all 
Freudian articulation around Oedipus and castration as something which results 
from the fact that we are beings of language. 

 A being of language is not simply defi ned by its ability for speaking. But it is 
related to the fact that, to approach the world, it is necessary to name it, and to do 
so, one must reach for a signifi er. Signifi ers are elements that constitute language 
and are distinguished by their difference from one another: day–night; clear–dark, 
male–female. Furthermore, according to Lacan (1960/ 1998 ) a signifi er is what rep-
resents the subject to another signifi er. The signifi er “woman” represents a subject 
for the signifi er “man” (p. 833). 

 Lacan says, along with Freud, that in the unconscious there is only one signifi er 
to name what is sexual: the phallic signifi er. It is not about the penis, as one could 
imagine from the elaboration of what we summarized above. But it’s about a signifi er 
that appears in the place of something that lacks where something was expected to 
be. It would be expected from the mother, as the other who responds to the child’s 
demands, that she would have the phallus, as an answer to the enigma of sex. The 
answer that would fi ll in the gap of knowledge about sex is what the phallus comes 
to mean with its absence. Finding out that the mother does not have a phallus will 
have its consequences to the subjective organization of the child, and this includes 
the notion of identity itself, of reality and of position towards the partition of sexes. 

 The Oedipus complex myth tries to explain how this organization is going to 
happen. In the fi rst moment of Oedipus, the child is taken by the mother as a phallic 
substitute. It is, therefore, the object that could respond for what she lacks. But she 
is not just a mother, but a woman, and, in this fi eld, the mother’s desire cannot be 
responded to by the child. As a woman, it is the phallus that points to where her 
desire is. We are in the second moment of Oedipus, where the child fi nds out that 
the mother is deprived of a phallus, deprived by the father who pronounces a double- 
hand law. To the child, an Oedipal law is formulated as “you shall not sleep with 
your mother” and, to the mother, the law says “you shall not reintegrate the product 
of your womb” (Lacan, 1957–1958/ 1999 ). 

 This is a double interdiction that opens up a space where the child can be placed 
as a subject of desire and not only as an object of the mother’s desire. Another 
dimension is opened up, where the subjects will be called to construct their own 
answer to the enigma of desire. From the side of men, we have a construction that 
comes very close to the answer developed by Freud. When being confronted with 
the mother’s phallic lack, the boy (here understood as the one who puts himself on 
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the masculine side) locates the father as the holder of what could respond to the 
woman’s desire—in other words, as the holder of the phallus. There is one who has 
a phallus, and that is the father. It is by identifying with the father that the boy will 
take his phallic insignia and will, in the right moment, be able to turn to a woman as 
the object of his desire (Lacan,  1999 ). 

 From the side of the woman, however, things are not solved this way only. It is 
correct that, as a talking being, as a subject of language, she is also submitted to the 
phallic rule. It is in the other of the social speech that she is going to search for the 
constellation of insignia with which she is going to defi ne herself in a given moment. 
According to Gallano ( 2011 ), these constellations, as effects of speech, vary from 
one society to another. “You cannot compare the traces that defi ne the social being 
of Taliban women, for instance, with the traces of the social being in a liberal, devel-
oped western society” (p. 60). The whole feminist speech reveals the imposture of 
these signifi ers to defi ne what a woman is, because it is about something prescribed 
by the “social master”. 

 So, if in the symbolic plane there is only one signifi er to defi ne what is sexual (the 
phallic signifi er), how could the female person subjectify herself as a woman, if in this 
plane she defi nes herself exactly for not having a phallus? She cannot take the signifi er 
coming from the father to name her “being a woman”, because this would put her on 
the masculine side. She does not fi nd this answer from the mother’s side either, since 
the mother, as a woman, is also castrated. This leads Lacan to formulate that the woman 
is not-all phallic, which is not the same as saying that she is not phallic. 

 Let us see. The phallic order is what organizes the world of meanings (signifi ed). 
We associate a meaning to our experiences because we are submitted to language, and 
it is the phallus that gives it coherence. When he says that women are not-all phallic, 
Lacan ( 1985 ) is signifying that, despite being submitted to the phallic order, the 
phallic signifi cant is not enough to signify what a woman is. Besides the position of 
enjoyment, there is something that is put as supplementary to the phallic enjoyment. 
This “something” cannot be named exactly because it is placed as something in the 
body itself. Lacan ( 1985 ) named this the “other enjoyment”, 3   in contraposition to 
the “phallic enjoyment”. 

3   The defi nition of “enjoyment” or “jouissance” is outlined from the concept that psychism is not 
ruled only by the seeking of pleasure. What Freud realizes from his clinical experience is that the 
subject is situated from a repetition, and that what is repeated is not the experiences that give 
people pleasure, but a certain position that is articulated with a certain suffering (beyond plain 
pleasure). Lacan returns to those Freudian elaborations to formulate the concept of “jouissance”. 
To Lacan, we can only talk about enjoyment from a speaking subject, because it is the fact that we 
enter the fi eld of language that conditions enjoyment to its two aspects: to one side, the “phallic 
enjoyment”, which is determined from the “language ciphering of the body enjoyment, which 
takes place on an unconscious level” (Vallas,  2001 , p. 59). This ciphering process fi nds its limit on 
the body, where an impossible-to-be-named enjoyment lies. This is why on the other aspect of 
enjoyment, we have what Lacan called “other enjoyment”, which is the jouissance of the body, 
from a body that enjoys itself, ruling out any possibility of language articulation (Vallas,  2001 , 
p. 46). Thus, the concept of enjoyment in psychoanalysis takes us to a repetition (of signifi cance, 
of ways of naming) but also repetition of a body experience that cannot be named. In this repeti-
tion, there is something that ties an extraction of satisfaction from the subject, at the same time that 
it brings to the present something from its suffering. Thus, talking about “an enjoyment position” 
for each subject as something that makes him/her unique. 
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 Thus, it is not the case to say that women are out from the phallic order; rather 
that they are divided between the phallic order and an enjoyment that it is supple-
mentary to them. For being submitted to the phallic order, women are inserted into 
the social bond through symbols that give them a place in speech. We can even real-
ize that, nowadays, the constellation of insignia that defi ned them in the social plane 
has been properly questioned, and we fi nd ourselves in a situation where women do 
not need to be the ones who stay at home taking care of the children while the men 
go to work. They have expanded their social space and, at least in some societies, 
they can intend to occupy any place that man also occupies. As subjects of lan-
guage, women occupy political roles, the chairmanship of great companies, steer 
airplanes, etc. In the social plane, women can claim an equality position in relation 
to men. 

 In some geographic and economic layers, the situation of women being oppressed 
by an enormous social inequality in relation to men certainly still exists; for example, 
women are regularly raped, mutilated in their bodies, assaulted by their partners, and 
prevented from the access to basic health services and education. In these extreme 
situations, the question about “being a woman” is usually answered by a silent 
 suffering, which cannot even be mentioned since women do not even have their basic 
citizen rights preserved. 

 But this is not the only position women occupy in our days. In a certain moment 
of history, they claimed: “we are equal, except for the fact that you have a penis and 
I don’t. But not having a penis doesn’t make me any less than you are!” And this is 
true. However, though this responds for what she is in social terms, it does not 
respond for her enjoyment mode. When it comes to love encounters, woman and 
man do not meet as equals. Not even homosexual couples do. It is the difference that 
makes a possibility of an encounter possible. It is because I believe that the other 
person has what I lack that there is involvement and desire. And this is such because 
desire aims for satisfaction seeking in the other what the subject supposes that can 
satisfy it. And this poses a question of whether it is really possible to fi nd something 
that satisfi es desire. 

 As stated by Lacan ( 2012 ), the matter, in terms of  enjoyment , is not about 
“someone who sees themselves as a man or a woman, but about considering that 
there are women for the boys and men for the girls. It is conceiving alterity in terms 
of differences for each other” (p. 33). Or, according to Gallano ( 2011 ) “a man–
woman relationship, that could acquire a meaning from speech, has nothing to say 
about the types of relationships that exist between men and women, from the sexual 
point of view” (p. 76). 

 What responds for “being a woman” at the moment of a sexual encounter with a 
man, then? Social phenomena and the suffering we collect in the clinic indicate all 
sorts of disconnections. A woman can postpone or even avoid motherhood through 
contraceptives, focusing on her studies and work; she can fi nish her working hours 
with a “happy hour”, have a few drinks and end her evening in bed with someone 
she just met. She can approach the man in a social situation and demonstrate her 
desire. These are situations that could not be imagined a few decades ago and are 
clearly a result of all the militancy and fi ghting for women’s rights. 
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 Nevertheless, even for the “modern woman”, there is still complaint about 
 disconnection in the encounter with the opposite sex: there are not enough interest-
ing men, they do not call the next day, they do not satisfy the demand for love. What 
is unveiled here is that there is something about the feminine dimension that cannot 
be responded to with the phallic logic. This cannot be solved by possessions: having 
a car, a degree, having someone to love, having a baby. There is something that goes 
beyond, and that can be confi gured as an orifi ce, a hole that cannot be fi lled, because 
it’s related to the fi eld of desire. 

 The fi eld of desire, to psychoanalysis, has necessarily to involve lacking. The 
symbolic world, the world of words, cannot cover the entire experience. By entering 
language we seek to translate what comes to us through the body (as perception) in 
words. However, in everything we try to name, there is always a loss included, and 
this is such because words have a limit, and they can never express the whole expe-
rience—this loss is felt by the subject as a lack of satisfaction. It is only by getting 
through castration and accepting this loss of enjoyment, imposed by the fact that we 
are talking beings, that we can come through as beings of desire. The feminine posi-
tion is the one in which a person is directly on the side of what stays out of language. 
She is another,  heteros , to herself (Gallano,  2011 ). 

 Men certainly have to deal with this heteros dimension too. If he approaches a 
woman to satisfy his desire, he needs to consider her from her “not-all phallic” 
dimension and in her alterity dimension. This also brings a series of clinical matters 
that come today to the side of the man: phenomena that question his virility (impo-
tence, premature ejaculation, etc.) and the very diffi culty of fi nding the insignias 
that could defi ne him as a man. But since this text is about dealing with being a 
woman, we will not go deeper into any masculine dilemmas. Now we will consider 
the consequences of this concept of female to approach medicalization and benzo-
diazepine misuse in health practices and policies.   

    Implications for Health Practices and Policies 

 If we consider what we developed in the previous section, we could briefl y affi rm 
that (a) The uneasiness that has been treated today derives from a constitutive lack 
that allows both men and women to humanize properly, entering civilization through 
language and establishing social bonds with others; (b) this lack requires us to 
defi ne a position towards it, whether from the masculine side (all phallic) or from 
the feminine side (not-all phallic). 

 We can infer from the above that the female position summons the one that localizes 
in this position to deal twofold with absence: on the one hand, while submitted to the 
phallic norm that governs the entry into civilization, as every talking being. On the 
other hand, in relation to her own sexual position, which is impossible of being 
completely covered by this phallic logic; so, according to our argument, being in a 
situation of double intimacy with this lack which science tries to medicalize, women 
would end up being more frequently seduced by the promise of benzodiazepines. 
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 It is certainly a theory that needs and deserves to be questioned and better 
developed. But, if we start from there, we can ask ourselves: what are the conse-
quences of this formalization on femininity to health policies and practices? What 
other possibilities could arise for us to think about, when it comes to the issue of 
women dealing with contemporary uneasiness, other than medicalization and ben-
zodiazepine misuse? 

 Our text does not intend to present any fi nal questions, but it is possible to 
formulate some considerations on this subject: First, psychic suffering cannot be 
reduced to biochemical or neurological alterations. It is necessary to consider that 
suffering is not a disease and that a certain amount of it is even necessary for us to 
constitute as subjects. The cure ideal that permeates the health fi eld intends to elimi-
nate symptoms as the focus of treatment. The symptom (as a phenomenon) could 
even disappear, but it continues to fi nd other ways to tell its truth—an unconscious 
truth, which results in a message about what induces it (   Quinet,  2011 ). 

 Second, from this concept of symptom as an unconscious truth, health profes-
sionals cannot occupy the place of a specialist. They need to be open to the other 
person’s speech. They need to be interested in what the other person has to say. This 
often mobilizes anguish, and that is why we are usually in a hurry to respond to 
demand with immediate solutions, like the prescription of benzodiazepines. 
Expanding the period between listening to the complaint and giving a response can 
help the subject with the development of their issues, and thus the subject takes part 
in resolving what they are complaining about (Silveira,  2013 ). 

 In addition, this understanding of femininity makes us question today’s health 
policies, in which women frequently are only defi ned for their anatomic confi gura-
tion and for their reproductive capacity (Aguiar, Silveira, & Dourado,  2011 ). 
Considering that it is not the anatomic localization that defi nes a woman demands 
listening to the issues related to psychic suffering while taking the position of each 
subject towards her desire into account. What creates the possibility of space for 
femininity is the plurality of speech, the possibility of constructing their singularity 
in a handmade way (Gallano,  2011 ). 

 So, we need to ask ourselves what would be the necessary education to perform 
this listening to psychic suffering in mental health. To become a good surgeon, a 
professional does not necessarily need to have gone through surgery. It would be 
absurd to even expect that from surgeons. But, according to psychoanalysis, listening 
to someone else necessarily involves dealing with one’s own absences. Only then we 
can sustain this empty space where the other person will be able to put his/her issues. 
That is why it is the only method of “treatment” that requires those who want to 
practice it to submit themselves to the same treatment (Freud,  1996 /1976). 

 Finally, the professional who works in the mental health fi eld is required to take 
an ethical position towards the injunctions of the social–economic production mode 
in which we are inserted. The mere fact of occupying a spot as health professionals 
already puts us in a situation of having to “handle the world’s misery”, as stated by 
Lacan ( 1993 /1974); in other words, it summons us to give some sort of answer to 
the uneasiness. In today’s scenario, this answer comes easily in the form of medical-
ization. However, giving answers that do not hold the subjects liable for their ethical 
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position means taking a position in support of the capitalist speech, aiming towards 
maintaining its normative order. It is necessary for us to be able to raise the question: 
How do we take a position from inside this speech without reinforcing it? How can 
we make it possible for our work not to be supportive of sufferings from medicaliza-
tion, of restraining docile bodies in support of the production of added value? These 
are a few questions we will leave open and ask professionals in health to discuss 
them. We hope the refl ections presented herein can somehow serve to trigger this 
discussion.      

    Response 

    Zenilda     Rodrigues        
        e-mail: zenildacantora@gmail.com  

    My Struggle Against Anxiety 

    Control your anxiety, 
 And your impulsive side. 
 Don’t exaggerate on pills, 
 Like anti-depressives. 
 Avoid going to doctors, 
 And some palliatives. 
 Forget the DIENPAX, 
 And also DIAZEPAN. 
 Valium of 5 or 10, 
 Nor at night, or in the sun. 
 Exercise you mind, 
 And you may have fun. 
 Whenever the angst or sadness arrives, 
 Send them both away. 
 This will make you feel better, 
 Take this advice to you, 
 And to anyone you can say. 
 Do your party, always look for joy 
 You may have some. 
 Sadness gives you none. 
 Walk safe by all the way. 
 For life is not a life, 
 If she rushes another day. 
 Medicines are not the treatment, 
 To fi ght against depression. 
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 Your “directions” are in yourself, 
 Read them with attention. 
 Be strong, conquer your fear, 
 Control the situation. 
 Try to keep you mind engaged, 
 Say no to harmful ideas. 
 Don’t let yourself be fooled, 
 Take your decision, Maria. 
 No anxiolytic in your life, 
 Be a person very alive. 
 Make something different sometimes. 
 Change the place of the furniture 
 If you don’t have what to do, 
 You can make up your case. 
 Make you hair, 
 Look at your pretty face. 
 Don’t let melancholia, 
 Trespass upon you heart. 
 Defeat it anyway, 
 Be the lord of your own mind, 
 Do the things your own way. 
 Medicines make you sleepy and fat. 
 I’m a living proof of that. 
 Never more I’ve taken any pill, 
 In this abstinence, I insist. 
 Faith in God was my strongest drill. 
 It wasn’t easy to me, 
 Getting out of this nightmare. 
 I fought with both my hands, 
 With my soul, I had some care. 
 Today I’m a happy woman, 
 A woman quite rare   .    
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    Chapter 10   
 Unrecoverable? Prescriptions and Possibilities 
for Eating Disorder Recovery 

             Andrea     LaMarre      ,     Carla     Rice     , and     Merryl     Bear     

            Introduction 

 In an image-centric world where body size has currency and prescriptions for 
“healthy eating” abound, it seems as though western society itself suffers from dis-
ordered eating. What is “normal” eating? When do healthy eating practices cross 
the line into the abnormal? Messages about bodies, weight, and food circulate 
around gender, socioeconomic status, ethnicity, and culture, informing women of 
the options available to them for their bodies and eating practices. However, women 
are not simply passive recipients of these messages; their own body histories, per-
sonal experiences, and desires inform their interpretations of and responses to these 
prescriptions for health. 

 EDs have been conceptualized in turn as conformity to cultural pressures toward 
femininity and as a reaction to narrow social scripts. Interpretations of eating behav-
iours are tinged with moral undertones tied into social location (e.g., weight, class, 
ethnicity). While the ultrathin body is abnormalized through medical discourses and 
pathologized through diagnosis, the fat body is vilifi ed, representing laziness and 
lack of control. Little space is left for recognition of those individuals whose eating 
practices are perceived to be at odds with their size. ED recovery is often tied up in 
attaining a normal weight; what happens when “over-” or normal weight individuals 
desire recovery? Further, what is recovery, and how does one attain it? This tension 
raises many questions including whether normal eating exists and whether it neces-
sarily leads to healthy weight. 
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 In this chapter, we explore eating problems through a feminist, post-structuralist 
frame, examining how EDs come to impact and interact with women’s mental 
health. Our focus is on how discourses work to open or close the option of recovery. 
We begin by providing a history of “mainstream” conceptualizations of EDs, then 
turn to examine feminist understandings, highlighting the problematics of the nor-
mal/pathological divide. We attend to recent scholarship on health communications 
as body pedagogies or biopedagogies, the loose collection of information, advice 
and instruction about bodies and health, often moralizing or lecturing in tone, that 
works to control people using praise and shame alongside expert knowledge to urge 
conformity to eating and weight norms (Rice,  2014 ,  2015 ). 

 These theoretical perspectives inform our exploration of medical discourses 
about recovery from EDs, which prescribe “normalized” eating (three meals plus 
two snacks a day) and “weight restoration” (reaching a minimum healthy weight). 
We suggest that there is, within medical models for ED treatment, a biopedagogy of 
recovery that creates standards for eating and weight to which individuals “in recov-
ery” or “recovered” are expected to adhere. Recovery biopedagogies differ markedly 
from prescriptions for health and weight offered to the general population, particu-
larly those urging obesity prevention. We conclude that biopedagogies of the healthy 
body circulating within mainstream culture may confl ict with those at work in ED 
treatment contexts in ways that may render some individuals “unrecoverable”.  

    Review of the Literature 

    Conventional and Critical Discourses on Eating Disorders 

 Eating disorders are typically explored as phenomena affecting primarily middle- to 
upper-class white females (Nasser & Malson,  2009 ). Girls with EDs, particularly 
anorexia, have been constructed as “emaciated, refusing to eat in circumstances of 
plenty, often engaged in fi erce battles with parents at dinner-time” (Bordo,  2009 , 
p. 47). The anorexic female has been conceptualized as “femme fatale,” an object of 
desirable vulnerability (Moulding,  2009 ) and as embodying the pursuit of saint-
hood, seeking moral absolution through the denial of food (Day & Keys,  2009 ). 
Anorexia has also been glamorized, as some claim a desire to “catch” “the anorex-
ic’s” famed control (Eckermann,  2009 ). Cultural scripts surrounding ED subjectiv-
ity are brought into relief against a backdrop that prescribes healthy eating to the 
masses, offering up weight loss tips and exercise imperatives to responsible citizens. 
Both fat and thin bodies are presented for scrutiny, displayed as spectacles of trans-
gression from bodily norms (Lupton,  2013 ). 

 Analysts interested in understanding the representation of bodies have decon-
structed a discourse of contagion concerning both EDs and obesity. Paradoxically, 
EDs have been sensationalized in both mass media and in critiques of media 
 representations alike, portrayed as things that women can catch (Burke,  2006 ). A 
discourse of contagion is evident, too, in obesity epidemic rhetoric, wherein obesity 
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is now understood as a  communicable disease, out of control and rapidly spreading 
(Gard,  2011 ; Gard & Wright,  2005 ). The body is subject to scrutiny from the out-
side in; responsible citizens are expected to straddle the contradictory extremes of 
capitalist consumer culture and imperatives to restrict intake in the name of health 
(Lupton,  2013 ). Within this cultural optic, understandings of EDs are colored by 
both biomedical and feminist discourses, taken up and deployed by social actors 
including health care providers and people experiencing distress.  

    Biomedical Discourses on Eating Disorders 

 Biomedical discourse offers up a popular understanding of what it means to “have 
an eating disorder,” defi ning EDs according to clinical criteria based on physical 
and psychological symptomatology (e.g., following the  Diagnostic and Statistical 
Manual  ( DSM )). The ability to seek and obtain diagnosis often impacts the avail-
ability of treatment, as well as the ability to see oneself as worthy of treatment. The 
DSM-IV categorized EDs into three primary diagnoses: anorexia, bulimia, and eat-
ing disorder not otherwise specifi ed (ED-NOS). These diagnostic categories have 
been criticized for failing to recognize wide variability in individuals’ symptom 
presentation (Becker, Eddy, & Perloe,  2009 ; Wonderlich, Joiner, Keel, Williamson, 
& Crosby,  2007 ); in the DSM-IV, up to 60 % of diagnoses fell into the ED-NOS 
category (Fairburn & Bohn,  2005 ; Wade, Crosby, & Martin,  2006 ). The lack of 
cross-cultural applicability of certain criteria for anorexia, in particular “excessive 
fear of weight gain,” has also been problematized, particularly as certain groups of 
racialized individuals may not present with this symptom (Katzman & Lee,  1997 ). 

 Solutions to classifi cation problems have ranged from creating one “catch all” 
diagnosis to separating EDs into six mutually exclusive categories (Wonderlich 
et al.,  2007 ). Some suggest that EDs might be better placed on a continuum, rather 
than as discrete groupings of symptoms, due to frequently observed diagnostic 
crossover (e.g., Shisslak, Crago, & Estes,  1995 ). The DSM-V (2013) has expanded 
upon diagnostic categories, loosening criteria for anorexia and bulimia and reimag-
ining ED-NOS as “other specifi ed feeding and eating disorders” (OSFED). While 
some argue that this re-visioning improves upon the “poorly defi ned and highly 
heterogeneous entity generated by exclusion” (Helverskov et al.,  2011 , p. 303) that 
was ED-NOS, this reimagining is not widely accepted as an adequate answer to the 
puzzling dilemma of how to understand EDs. 

 Though some have praised the expanded classifi cation in the DSM-IV, there are 
a number of critiques that can be leveled at ED categorizations in  any  iteration of 
this tome; whether categories can effi ciently articulate the needs of individuals is 
hotly debated. Diagnosed individuals may reject the label they are given 
(Boughtwood & Halse,  2010 ; Shohet,  2007 ). Individual stories of struggle and/or 
recovery do not always fi t treatment-prescribed models of change (Boughtwood & 
Halse,  2010 ; Gremillion,  2003 ); this may be particularly true in cases where affected 
individuals do not fi t the prototypical “eating disordered” mold. Treatment systems 
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have been criticized for their tendency to rely on clinical interpretations of those 
with EDs as inherently untrustworthy and in need of highly regimented treatment 
that may actually engender deeper resistance (Gremillion,  2003 ; Maisel, Epston, & 
Borden,  2004 ). 

 Relying on DSM categorizations may hierarchize EDs (Ison & Kent,  2010 ). 
Anorexia nervosa (AN), taking the “gold” position, was classifi ed in the DSM-IV as 
the “refusal” to maintain one’s weight at/above “minimally normal” (85 %) weight 
for age and height and a number of body weight/shape-related criteria including the 
denial of the seriousness of the disorder (American Psychiatric Association,  2000 ). 
Though the DSM-V allows for a less explicitly gendered description of the disorder 
(via the removal of the amenorrhea criterion) and for greater clinician fl exibility in 
diagnosis, AN will likely retain its status as an ED in the extreme. Popular interpre-
tations of AN seem to begin and end with the DSM weight criteria: anorexia is often 
represented as wholly constituted by, and constitutive of, extreme thinness (Ferreday, 
 2003 ; Warin,  2010 ). 

 Bulimia nervosa (BN) is often positioned at the opposite end of the eating disor-
der spectrum, with bulimic behavior symbolizing a loss of control over bodily appe-
tites (Eckermann,  2009 ; Wonderlich et al.,  2007 ). Among DSM-IV criteria for BN 
are the consumption of a much larger amount of food than considered normal in a 
short period of time and “inappropriate compensatory behavior” (American 
Psychiatric Association,  2000 ). BN may even be understood as less serious than 
AN, as sufferers may never exhibit externally evident symptoms (Burns,  2004 , 
 2009 ). Stories about BN are often obscured in discussions about EDs, and the 
bulimic body, with its more normal appearance, is interpreted differently than the 
anorexic body (Burns,  2004 ). When it is told, the “story of the bulimic” typically 
presented features an Anglo, upper- to middle-class woman of college age who lives 
in a Westernized society and suffers from low self-esteem, anxiety, self-doubt, and 
hopelessness (Duran, Cashion, Gerber, & Mendez-Ybanez,  2000 ). 

 Despite the popular understanding that anorexia and bulimia constitute the EDs 
de facto, many individuals do not fall into either of these strictly delineated catego-
ries. Instead, unseen women and men may transition between or engage in eating 
behaviors that defy categorization and yet interrupt lives and cause distress 
(Wonderlich et al.,  2007 ). Notably, most men and “non-white” women are diagnosed 
with ED-NOS if they are diagnosed at all, compounding the diffi culty of attempting 
to create relevant ED categorization schema (Wonderlich et al.,  2007 ). While this last 
category has captured the attention of the media of late, and has also been explored 
in the popular psychological literature (e.g., Thomas & Schaefer,  2013 ), ED-NOS/
OSFED, is not yet well understood, often presented as a problem diagnosis. 

 Despite conundrums in establishing suffi cient discrete biomedical understand-
ing, there remains a persistent desire in the literature to solve the “problem” repre-
sented by EDs, accompanied by an acknowledgement of the diffi culty of doing so. 
EDs are particularly diffi cult to treat, with recovery rates reported around 50 % for 
individuals with DSM-IV diagnosed disorders (Fedyszyn & Sullivan,  2007 ; 
Steinhausen, Rauss-Mason, & Seidel,  1991 ). Importantly, outcome studies  reporting 
this relatively low recovery rate take into account only  diagnosed  cases; individuals 
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included in the statistics are those who have sought and obtained medical attention 
for their disorder; those who struggle “subclinically” with food and/or exercise and/
or body image are omitted. Where treatment is sought and obtained, it may not be 
effective; empirical support for treatment protocols is still lacking, despite strong 
efforts from practitioner-researchers to establish effective means of attending to dis-
tress. The question of treatment continues to plague those seeking standard proto-
cols to address these tenacious, complex problems (Strober & Johnson  2012 ), and 
the relative effectiveness of various approaches such as psychodynamic therapies, 
cognitive behavioural therapy, and family-based treatment has not yet been ade-
quately determined (Wade, Byrne, & Touyz,  2013 ).  

    Critical Feminist Discourses on Eating Dis/Orders 

 Moving away from framing of EDs as individual pathology, early feminist work 
focused on sociocultural environments, for example thin-ideal internalization, 
largely posited to stem from Western media. Capitalizing on the West’s obsession 
with excess and, at once, with beauty, EDs were seen as an obvious by-product of 
broader cultural values in which sufferers were embedded (e.g., Bordo,  1993 ). 
Many researchers investigating EDs in the West and, increasingly, worldwide have 
studied limited ethno-cultural samples, leading to the assumption that EDs impact 
only a specifi c subset of people (Becker,  2004a ). Explanations for their increasing 
presence in non-western countries have focused on the impacts of “Westernization,” 
implicitly advancing the hypothesis that EDs elsewhere are caused by the transplan-
tation of Western values. This perspective is laden with the assumption that all 
countries necessarily undergo a process of transformation whereby EDs come to 
infi ltrate society through increased consumption of Western media (Nasser & 
Malson,  2009 ). 

 Recently, feminist scholars have expanded their theorizing beyond examining 
the impacts of the Western media. Deeper-delving cross-cultural analyses con-
ducted in Fiji (Becker,  2004b ), Japan (Pike & Borovy,  2004 ) and Hong Kong 
(Katzman & Lee,  1997 ) reveal a need to look beyond body image and thin white 
ideals to understand EDs in various contexts. By perceiving the individual as a pas-
sive recipient of media messages, a critical piece of agency, the individual’s ability 
to act in their social world, is overlooked (Burns,  2009 ). As post-structuralist femi-
nist analyses have long argued, it is critical to implicate sociohistorical contexts in 
analysis (Hepworth,  1999 ; Malson,  1998 ) and to see beyond a tacit understanding 
of eating disordered individuals as passive victims. 

 In reading the feminist literature around disordered eating, a tension emerges: 
EDs are described as a means of subverting patriarchy by taking control of the body 
on the one hand and as a manifestation of the internalization of sexist cultural norms 
on the other. Seeing EDs as a way to wrest control and exercise voice in an oppres-
sive society has been a popular feminist explanation for eating disordered  symptoms 
since the second wave (Chernin,  1985 ; Orbach,  1986 ). Alternatively, understanding 
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EDs as the ultimate expression of conformity to Western cultural ideals is an often-
cited reading of disordered eating (Day & Keys,  2009 ). As this debate suggests, the 
eating disordered body can be read in multiple ways (Malson,  2009 ); categorizing 
EDs into fi nite boxes limits our ability to situate disordered eating both as an indi-
vidual experience and within the broader social milieu (Rice,  2009 ). 

 As we have alluded to thus far, weight status and restoration have been major 
foci of research, diagnosis, and treatment, with many assumptions made about indi-
viduals’ subjectivity based on their size. EDs may change the look and function of 
the body; however, focusing solely on the  appearance  of the body may externalize 
agency and gloss over lived experience (Burns,  2009 ). Some feminist critiques pro-
pose bringing the body back in to centralize the lived experience of disordered eat-
ing (e.g., Warin,  2010 ) and to better understand how individuals with EDs perceive 
and experience their bodies.  

    Bringing the Body Back In 

 Perhaps nowhere does the need to bring the body into analysis surface more clearly 
as in relation to the idea of recovery. Attending to embodied ED experiences may 
enable critical researchers to better understand the diffi culty of attaining recovery 
when one’s body already conforms to or exceeds social norms for healthy bodies. 
Despite a medical abjection of the ultrathin body, “healthy thin” or normal bodies 
are viewed as morally, medically, and aesthetically desirable (Saguy & Ward,  2011 ). 
Meanwhile, the fat body is constructed as unattractive, unhealthy, and indicative of 
a lack of personal restraint and control (Rice,  2007 ). In the wake of moral panic 
associated with the apparent obesity epidemic, fatness has become even more highly 
stigmatized (Saguy & Ward,  2011 ). How can fat individuals attain recovery from an 
eating disorder if their body size already exceeds the norm? Adding body size to the 
recovery equation highlights the diffi culties of adopting a too-narrow notion of 
recovery that remains tied up in medical parameters of health and ill health and that 
does not account for a diversity of embodied recovery experiences. 

 The very topic of recovery is highly subjective and the patient’s perspective is 
often neglected in analysis of the construct (Darcy et al.,  2010 ; Hardin,  2003 ). 
Recovery tends to be defi ned in terms of physical, behavioral, and psychological 
aspects, as dictated by the medical community (Bardone-Cone et al.  2010 ). 
Treatment programs generally rely on weight stabilization as an outcome criterion 
(Gremillion,  2003 ), which may either under- or overestimate the prevalence of 
“true” recovery (Malson et al.,  2011 ). While the need for “psychological recovery” 
is often recognized (Bardone-Cone et al.  2010 ), this is generally measured using the 
EDE-Q, a questionnaire considered the gold standard for assessing EDs (Wade 
et al.,  2013 ) established based on community norms that may or may not fi t the 
context or individual for whom it is being used. 

 Doctors may interpret recovery to mean fully adhering to the rules and structures 
of a treatment program, while patients may view this adherence as a means to an 
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end: getting out of the hospital (Boughtwood & Halse,  2010 ). Viewing those 
engaged in treatment as subverting goals of programs to “escape” treatment regimes 
risks replicating the idea that individuals suffering from eating disorders are 
“sneaky” or untrustworthy (Maisel et al.,  2004 ). Frequently employed treatment 
modalities, such as the imposition of parameters for weight gain, meal surveillance, 
and forced hospitalization, may not fi t with what individuals see as effective and 
may in some ways replicate the surveillance and control individuals exert while 
engaging in “symptoms” (Gremillion,  2003 ). More holistic, participatory, and indi-
vidualized services and treatments, including narrative therapy approaches, may be 
more acceptable to some patients attempting to recover. 

 Individuals’ embodiments and social identities may play a role in shaping thoughts 
around and desires for recovery (Ison & Kent,  2010 ). Few scholars have examined 
how biomedical defi nitions, compounded with classifi cations for recovery, may 
impact the extent to which those with EDs (diagnosed or undiagnosed) feel that this 
construct is available to them. The question of whether privileging a “full recovery” 
as currently (under)conceptualized alienates those who continue to struggle remains; 
are we simply establishing new criteria of excellent bodily management for individu-
als to attain, replacing one set of disciplinary practices for another? Centralizing 
embodied experience reveals how the strong emphasis on weight as a major marker 
of health within ED recovery discourses and health discourses more generally may 
have unintended harmful effects. This may be especially true in social contexts 
where populations receive lessons about healthy bodies through bio-pedagogical 
ways of teaching, which have come to dominate obesity prevention efforts in neolib-
eral times. Attending to embodied ED experiences may enable critical researchers to 
orient to the diffi culties of attaining recovery for individuals whose bodies already 
conform to or exceed weight norms taught via biopedagogies.   

    Discussion 

    Biopedagogies of Eating and Weight 

 According to Leahy, biopedagogies are “assemblages” (Leahy,  2009 , p. 177) of 
information, instructions, and directives about how to live, how to be embodied, 
how to understand “health,” and what to do to be healthy (Harwood,  2009 ) and 
avoid risk (Fullagar,  2009 ). These instructions are transmitted in formal educational 
contexts and in media, health care settings, families, leisure spaces, and everyday 
interactions (Rail,  2012 ; Rich,  2010 ,  2011 ). Critical health scholars have argued that 
ours is a “totally pedagogized society” (Bernstein,  2001 , pp. 365–366), which insti-
tutes “systems of control from instruction” (MacNeill & Rail,  2010 , p. 179) in all 
aspects of social life (Evans & Rich,  2011 ). As noted by these researchers, many 
current bio-pedagogical instructions seek to “solve the problem” of unhealthy bod-
ies and of the obesity epidemic (Rice,  2015 ; Wright,  2009 ). While biopedagogies 
may apply specialized instructions to manage anomalies categorized as incurable 
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(e.g., certain intellectual and physical impairments), those differences deemed modi-
fi able or correctable are most often targeted for normalization (e.g., fatness and EDs) 
(Harwood,  2010 ; van Amsterdam, Knoppers, Claringbould, & Jongmans,  2012 ). 

 The concept of biopedagogy draws from philosopher Michel Foucault’s notion of 
biopower—the idea that governments regulate individuals and populations by 
imparting values and knowledge teaching people how to manage themselves in ways 
that fi t with state interests (Foucault,  1979 ,  1980 ). In contrast to sovereign power, 
biopower is focused on preserving, improving, and controlling life (bios) at individ-
ual and population levels; values become internalized by individuals, leading to the 
development of a self-monitoring, self-disciplining population (Harwood,  2009 ) and 
allowing for the control of deviants (van Amsterdam et al.,  2012 ). For example, 
schools place students under surveillance, instructing them on how to monitor their 
bodies/selves to become worthy, healthy, and productive citizens. This is done by 
evaluating fi tness levels, setting differentiated fi tness goals based on perceptions of 
impairments, sex, and age, checking lunchboxes for “bad” foods, and imparting 
notions of good character or citizenship, among other methods (Rice,  2014 ,  2015 ). 

 In the clinical context, eating disorder treatment programs likewise place the 
bodies of those in recovery under surveillance, closely monitoring individuals’ 
weights through frequent weigh ins, scrutinizing caloric intake through daily food 
journals and mandatory group meals, and supervising exercise routines by parsing 
out permissible types of activities. While these lessons can be benign or benefi cial, 
they also work to control through instruction: they defi ne the normal bodily self 
(healthily thin, fi t; mentally, physically, behaviorally normative) and proceed to 
label those who diverge from the norm (fat, unfi t; ultrathin; mentally, physically, 
behaviorally disabled/disordered), using praise and blame alongside expert knowl-
edge to urge conformity to norms or frame nonconformity as a problem of the failed 
or faulty body/mind. 

 In accordance with Foucault’s theory of subjectifi cation and self-discipline, bio- 
pedagogical instructions and directives are active, shaping subjectivity itself, rather 
than merely transmitting knowledge (Petherick,  2011 ). As Ellsworth writes, peda-
gogy (and therefore biopedagogy) is a “social relationship [that] is very close in. It 
gets right in there in your brain, your body, your heart, your sense of self, of the 
world, of others, and of possibilities and impossibilities in all those realms” 
(Ellsworth quoted in Leahy,  2009 , p. 177). The inculcation of affect, specifi cally 
through the internalization of shame and disgust (Evans, Rich, Allwood, & Davies, 
 2008 ), as well as pleasure and desire, is a key means by which bio-pedagogical 
instructions about bodily selves are taken in. In characterizing certain mental and 
physical types as normative (able-bodied, white, healthy, thin, male, fi t), biopedago-
gies uphold racism, sexism, sizism, and ableism (Azzarito,  2009 ). They also serve 
to deny the history and reality of sexism, classism, and sizism (MacNeill & Rail, 
 2010 ) that have constructed the desired mental and physical attributes as norms and 
continue to frustrate people’s efforts to embody them. 

 The ultimate objective of biopedagogy is to produce good biocitizens, individuals 
who internalize instructions for managing their bodies/selves to optimize their health, 
increase their productivity, and strengthen society (Murphy,  2009 ; Vesely,  2008 ). 
The “moral economy of hope” upheld by discourses of biocitizenship attributes to 
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the individual, full control over all aspects of embodied lives (Rose & Novas,  2005 , 
p. 442), positing that biocitizens can and must save the state from being forced to pay 
for costly biotechnological or social interventions that would improve individuals’ 
health and fi tness, or prevent unproductivity and untimely death (MacDonald, 
Wright, & Abbott,  2010 ). Good biocitizens produce and consume correctly and do 
not squander their “biovalue” (Rose & Novas,  2005 , p. 442). Because biopower is 
productive and “comes from everywhere” (Foucault,  1980 , p. 93), it is not totalizing; 
this allows for the development of resistance and divergent or critical positions 
(Harwood,  2009 ). 

 In our homogenizing, individualizing, and normalizing culture, health messages 
often function as biopedagogies: such messages typically carry instructions for how 
we should live in our bodies and establish a set of embodied norms to which we 
must conform. Biopedagogies teach those with nonnormative bodies, such as those 
labeled fat or eating disordered, that they should attain normative standards of 
being, especially in neoliberal contexts that download responsibility for health onto 
individuals regardless of their circumstances. In our concluding section, we unpack 
convergences and divergences in how eating disordered and fat bodies are talked 
about and pay particular attention to bio-pedagogical instructions about weight and 
eating in eating disorder treatment and broader health discourses.   

    Implications: An Embodied Approach to Recovery 

 Foregrounding embodied ED experiences in the wake of anti-obesity discourses 
raises the question of the availability of recovery to differently embodied individu-
als. Of particular note in recovery discourses are the ways in which bio-pedagogical 
instructions offered to recovering individuals differ markedly from prescriptions 
offered to those not labeled eating disordered. Recovery prescriptions often involve 
asking individuals to consciously and deliberately resist scripts around healthy eat-
ing. As Hardin ( 2003 ) suggests in her analysis of discourses around eating disorder 
recovery, “laboring and working on the self does not dissipate or waste away in 
recovery, instead, it is redefi ned” (p. 11). Individuals in recovery are required to 
self-surveil and to regulate their emotions, appetites, and other bodily experiences, 
enacting a discipline arguably at odds with that of weight-loss culture but possibly 
as demanding as their prior eating disorder regimes. Prescriptions and instructions 
for recovery allow individuals to pass as “normal eaters,” and yet the meal plans and 
metrics imposed via treatment may still signal difference. 

 Discourse analytic studies such as those by Hardin ( 2003 ) and Malson et al. 
( 2011 ) reveal the importance of examining recovery in social context. Doing so 
allows us to situate the diffi culty of recovery within a system of bio-pedagogical 
instruction that surveils and disciplines individuals’ bodies and bodily practices 
around food and weight. There is room, now, to engage more deeply with the 
embodied experience of recovery, bridging these strong discursive crosscurrents 
and addressing the impacts of various body pedagogies. If women “with” anorexia 
and in recovery are offered up to the gaze (Burke,  2006 ), and only “the really skinny 
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ones” are represented (Warin,  2010 ), where is there room for diversely embodied 
individuals to have their experiences with eating distress and recovery legitimized? 
How do diversely sized individuals with eating problems navigate the biomedical 
framing that pervades discourses surrounding these disorders and the contradictory 
bio- pedagogical directives that underpin recovery? 

 Bringing embodiment scholarship to bear is a necessary step to move beyond a 
reading of the eating disordered body that replicates dominant biomedical dis-
courses or even reifi es culture’s impact on the body. Though this critique is not new 
(see Lester,  1997 ), it has not gained as much traction over the past few decades as 
scholarship oriented toward fi nding and “correcting” the ED body. In light of strong 
weight loss biopedagogies circulating in society and the ways in which these 
instructions for living deeply confl ict with entrenched pedagogies for ED recovery, 
we must fi nd new ways of navigating tensions surrounding prescriptions for healthy 
bodies. Attending to the embodied experience of individuals attempting to recover 
from EDs from a number of social locations may offer new opportunities for work 
 with , rather than  on  or  for , those who are suffering from eating distress.      

    Response 

    Merryl     Bear,      
National Eating Disorder Information Centre, 
  Toronto,   ON,   Canada
    email: merryl.bear@uhn.ca  

    Prescriptions for Recovery: Hard to Swallow? 

 For over 20 years, I’ve begun most educational workshops on body concept and 
self-esteem by examining the societal messages contained in the words “fat” and 
“thin,” demonstrating that language is not neutral and may hold prescriptions for 
acceptability. The chapter spurred me to reexamine the role of prescriptions in ED 
treatment. Taking as point of reference mainstream Anglo culture and practice, I 
focus on some of these prescriptions and the challenges they may pose for individu-
als, treatment providers, and signifi cant others supporting the recovery process. 

    What Is the Problem? 

  Healthy eating, mechanical eating, and normal eating : For the purpose of this piece, 
“mainstream” prescriptive language arises out of biopedagogies where the domi-
nant discourse is around individual responsibility for attaining a healthy body. By 
obeying certain rules for eating and physical activity, one can achieve the desired/
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promised outcome of a normal weight as determined by the BMI, with a preference 
for a slender, toned body. Dichotomous and moralizing language seeps into these 
instructions: foods are either “good” (nutrient packed, low calorie) or “bad” (nutri-
ent poor, high calorie); similarly, there are good and bad eating and physical activity 
patterns. Ultimately, they endorse a narrow prescription for the way in which the 
“healthy eater” attains a “healthy weight” and hence a “healthy body”. 

 Alternative discourses about women’s weight and eating behaviors do exist, 
including an array of feminist theories, which may inform treatment (Jasper,  2015 , 
in print   ). One that is gaining traction is the Health At Every Size (HAES) model. 
This holistic approach builds on Ellyn Satter’s defi nition of normal eating as “fl ex-
ible and varying in response to your hunger, your schedule, your proximity to food 
and your feelings” (  www.EllynSatter.com    ). It includes occasional over eating or 
under eating while trusting that one’s body will self-regulate over time. To enhance 
well-being, HAES encourages individuals to engage in behaviors: normal, fl exible 
eating, enjoyable, sustainable physical activity, and overall caretaking and respect 
for one’s body. Body size is not seen as an arbiter of health, and proponents advo-
cate for an end to weight discrimination and the fetishization of thinness. How this 
approach may be taken up in practice and infl uence the outcome of ED treatment is 
yet to be determined.  

    Prescriptions for Body Practices to Support Recovery 

 For the individual being coached into ED recovery, normalizing eating typically 
requires, in biomedical terms, “mechanical” eating: food is viewed as medicine, 
taken in prescribed quantities and including all the food groups. This prescription 
follows mainstream nutritional injunctions in that eating is instrumental and focused 
on health. In one signifi cant respect, however, it is counter cultural: it usually 
demands the consumption of high-calorie, often low-nutrition edibles which are 
generally eliminated from the individual’s ED diet or are “trigger” items on which 
binges are based. 

 Fear for the affected individual’s life likely helps family members/signifi cant 
supporters initially align themselves with the injunctions. Likely familiar and 
largely replicating mainstream notions of healthy eating and weight, these prescrip-
tions may make it easier for those providing treatment and support to encourage or 
even coerce compliance.  

    Eat More, Eat Less 

 However, when treatment prescriptions for recovery are counter cultural, how might 
family members and other support providers respond? They too are located within 
mainstream body politics. Attempts by the treatment team to explicate the relation-
ship between the individual’s dichotomous eating disorder thoughts and feelings and 
their eating practices may unwittingly trigger discomfort or denial in family members 
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who may themselves hold such eating practices (though perhaps less extreme) as 
good and normal. Cognitive dissonance and discomfort with treatment team recom-
mendations that confl ict with internalized biopedagogies may make it diffi cult for 
family members to fully support the new rules instituted for recovery, and likely more 
so if the body of their loved one is at a size seen as desirable, healthy or already 
“too big”.  

    Be More Active, Be Less Active 

 The same can be said about treatment prescriptions pertaining to physical activity. 
In the mainstream, commitment to regular, limit-pushing exercise in the interests of 
health manifests in body shaping; weight control is admired and endorsed as a life-
style choice with moral superiority. In traditional ED treatments, physical activity is 
often restricted to limit the risk of medical complications or impediment to the 
recovery of developmental processes in children and adolescents. Managing access 
to physical activity may also be seen as prescribing balance or as a lever for treat-
ment compliance. However, family members and signifi cant others may view high 
degrees of physical activity to be essential, healthy outlets for the individual, as well 
as promoting a strong, healthy physique.  

    Get the Ideal Body, Get the Best Body 

 The prevailing body ideal of any given time is experienced differently by individuals 
based on their intersecting identities and social location. EDs occur in individuals 
along the full continuum of sizes and shapes, and of all races and genders. Treatment 
prescriptions for individuals who are fat, have physical disabilities, are racialized or 
who are queer, and/or trans- identifi ed need to be examined to see how they maintain 
or subvert power relations.  

    Where to from Here? 

 ED treatment providers may overestimate the neutrality of their prescriptive prac-
tices and underestimate the impact of their social locations and those of individuals 
with EDs, family members, and intimate others, including intimates’ cultural prac-
tices around food and weight. Unless these factors are addressed in treatment, the 
individual may return to an environment which un/wittingly undermines her recov-
ery processes, already at odds with mainstream messaging. There are promising 
articulations of ecological, feminist, and emotion-focused theories and practices, 
which centralize embodiment in ED health promotion, prevention, and treatment 
(e.g., Lafrance Robinson & Dolhanty,  2013 ; Neumark-Sztainer et al.,  2010 ; Piran & 
Teall,  2012 ). Recovery from eating disorders will remain a Herculean—or 
Sisyphean—task without a radical re-visioning of girls’ and women’s rights to live 
fully and with acceptance in the bodies that they inhabit.     
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    Chapter 11   
 Impact of Gender-Based Aggression 
on Women’s Mental Health in Portugal 

             Marta     Reis      ,     Lúcia     Ramiro     , and     Margarida     Gaspar     de Matos    

            Introduction 

 Violence against women is a signifi cant public health problem that has both short- 
and long-term physical and mental health consequences for women and their fami-
lies (World Health Organization [WHO],  2013 ). Sexual violence is a pervasive, yet, 
until recently, largely ignored violation of women’s human rights in most countries 
(Kohsin Wang & Rowley,  2007 ; WHO,  2005 ,  2013 ). The United Nations defi ne 
violence against women as “any act of gender-based violence that results in, or is 
likely to result in, physical, sexual or mental harm or suffering to women, including 
threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring 
in public or in private life” and identify the same characteristics and consequences 
for such behavior by an intimate partner or ex-partner (WHO,  2013 , p. 31). 

 Sexual violence is any sexual act, attempt to obtain a sexual act, or other act 
directed against a person’s sexuality using coercion, by any persons regardless of 
their relationship to the victim, in any setting. It includes rape, defi ned as the physi-
cally forced or otherwise coerced penetration of the vulva or anus with a penis, 
other body part, or object (Jewkes, Sen, & García-Moreno,  2002 ; WHO,  2013 ). In 
this study, sexual violence is defi ned as behavior carried out with the intent or result 
of making another person engage in sexual activity or sexual communication despite 
his or her unwillingness to do so (Krahé et al.,  2014 ). 

 Worldwide, more than one-third (35 %) of all women who have been in a rela-
tionship have experienced physical, psychological, and/or sexual violence by their 
intimate partner. Globally, 38 % of all murders of women are committed by intimate 
partners (WHO,  2013 ). In Portugal, 38 % of women have experienced physical, 
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psychological, and/or sexual violence since the age of 18 (Lisboa,  2008 ; Women 
Against Violence Europe,  2013 ). Portuguese criminal statistics indicate that there 
were 33,707 crimes of domestic violence in 2011, of which 27,507 of the victims 
were women. In 62 % of the cases, the perpetrator was a current partner and in 
20.4 % a former partner (Women Against Violence Europe,  2013 ). 

 Violence occurs across socioeconomic and demographic spectrums and is fre-
quently unreported by victims (Rennison,  2002 ; Tjaden & Thoennes,  2006 ). Sexual 
violence is associated with negative physical, sexual, and reproductive health effects 
and, as importantly, it is linked to profound long-term mental health consequences 
(Astbury & Jewkes,  2011 ; Jewkes et al.,  2002 ). According to WHO ( 2013 ), the risk 
factors for being a victim of intimate partner and sexual violence include low educa-
tion, witnessing violence between parents, exposure to abuse during childhood and 
to attitudes of acceptance towards violence and gender inequality; the risk factors 
for being a perpetrator include low education, exposure to child maltreatment or 
witnessing violence within the family, harmful use of alcohol, and attitudes of 
acceptance towards violence and gender inequality. 

 Regarding health consequences, violence against women can have fatal results 
so far as homicide or suicide (Astbury & Jewkes,  2011 ; Jewkes et al.,  2002 ). It can 
lead to injuries: 42 % of women who experienced violence infl icted by intimate 
partner reported injury (WHO,  2013 ). 

 Intimate partner violence and sexual violence can lead to unintended pregnan-
cies, induced abortions, gynecological problems, and sexually transmitted infec-
tions, including HIV. The WHO-2013 analysis found that women who had been 
physically or sexually abused were 1.5 times more likely to have a sexually trans-
mitted infection, including HIV, compared to women who have not experienced 
partner violence. They are also twice as likely to have an abortion (WHO,  2013 ). 

 These forms of violence can lead to depression, posttraumatic stress disorder, 
sleeping diffi culties, eating disorders, emotional distress, and suicide attempts. 
The same study found that women who have experienced intimate partner violence 
were almost twice as likely to experience depression and drinking problems. The 
rate was even higher for women who had experienced non-partner sexual violence 
(WHO,  2013 ). 

 Health effects can also include headaches, back pain, abdominal pain, fi bromyalgia, 
gastrointestinal disorders, limited mobility, and poor overall health (WHO,  2013 ). 

 According to several authors (Eriksson, Lindström, & Lilja,  2007 ; Rivera, 
López, Ramos, & Moreno,  2012 ), the possibility of coping with negative events 
without major damages in terms of well-being and personal health is often assessed 
through the sense of coherence (Antonovsky,  1987 ,  1993 ), which is considered a 
very comprehensive construct related to perceived understanding, to perceived 
management skills, and to perceived meaning of events. 

 The reach of violence against women has been felt by women across Portugal 
and around the world. Violence against women has been documented for decades as 
a legal and social justice problem, but as addressed in this chapter, it is also a sub-
stantial mental health concern. There are not many studies on this specifi c in 
Portugal. Therefore, the main aim of this chapter was to understand the frequency 
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of experiencing sexual victimization in Portuguese women, how it affected their 
well-being, and understanding the associations between sexual victimization, sex-
ual behavior, alcohol use, and sense of coherence. 

 Youth Sexual Aggression and Victimization (YSAV) is a project cofi nanced by 
the European Union in the framework of the Health Programme to address the issue 
of sexual aggression and victimization among young people. The project aims to 
build a multidisciplinary network of European experts in various member states, 
bringing together the knowledge on youth sexual aggression and victimization in a 
state-of-the-art database, developing a more harmonized way of measuring these 
issues and providing recommendations for strategic action to address the problem 
of youth sexual aggression under different circumstances in different EU member 
states (namely in Austria, Belgium, Cyprus, Greece, Lithuania, the Netherlands, 
Poland, Portugal, Slovakia, and Spain). Portugal is part of this group since 2010 
(  http://ysav.rutgerswpf.org/project-partners    ).  

    Methodology of Research 

    Sample of Research 

 A national convenience sample of 182 participants was collected through an online 
questionnaire among Portuguese women in 2012. Only young people 18 years old 
or older participated. Participation was anonymous and voluntary. The majority of 
women are of Portuguese nationality (98.4 %), university students (74.7 %), and the 
mean age was 23.3 years (SD = 3.08). Each person could participate only once and 
completing the questionnaire lasted between 20 and 30 min. 

 The study had the approval of a scientifi c committee, the National Ethics 
Committee (by the Hospital Santa Maria), and the Portuguese Commission for Data 
Protection and followed strictly all the guidelines for human rights protection.  

    Instrument and Procedures 

 The instrument used was a self-reported questionnaire developed by the YSAV 
Group and Krahé and Berger ( 2013 ) which aimed to assess unwanted sexual experi-
ences among young people. The questionnaire covers a wide range of questions, 
issues that relate to sociodemographic characteristics (age, nationality), victimiza-
tion (Yes/No), sexual and risk behavior (Age of fi rst sexual intercourse, number of 
partners with whom had sexual intercourse, having had sexual intercourse under the 
infl uence of alcohol—Yes/No), and selected items from the sense of coherence 
scale (SOC-29; Antonovsky,  1987 ,  1993 ; SOC-13; translated and adapted by Rivera 
et al.,  2012 ). A reduced SOC scale was used (13 items) and the original 1-to-7-point 
Likert-type scale was narrowed, combining the ratings 5, 6, and 7 together, comput-
ing a new “5” rating and labelling it to “very often to always.”  
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    Data Analysis 

 The data were analyzed using the Statistical Package for Social Sciences (version 
22 for Windows). Descriptive statistics including frequencies, means, and standard 
deviations was performed to give general descriptions of the data. 

 ANOVA was performed to examine differences in age of fi rst sexual intercourse, 
number of partners with which participants had sexual intercourse, and sense of 
coherence scores, for the subgroups that mentioned having been/not having been 
victims. Having had sexual intercourse under the infl uence of alcohol was com-
pared between the victims/not victims subgroups using the Chi-square ( χ  2 ) tests and 
adjusted residuals. The level for statistical signifi cance was set at  p  < .05. Only sig-
nifi cant results were discussed.  

    Findings 

 From the total sample, 24.2 % women were victims of aggression at least once. 
 Considering the whole sample, participants indicated that they had had their fi rst 

sexual intercourse at a mean age of 17 years old, the mean number of partners with 
whom they had sexual intercourse was 3.41 (SD = 4.22), and the majority reported 
not having had sexual intercourse under the infl uence of alcohol (72.3 %). 

 A signifi cant variation was found between having been/not having been victim 
of aggression in terms of number of partners with whom they had sexual intercourse 
( F  (1, 127) = 12.617,  p  < 0.001) and in relation to having had sexual intercourse 
under the infl uence of alcohol ( χ   2   (1) = 4.432;  p  < .05). The subgroup “victims” men-
tioned higher number of partners with whom they had sexual intercourse ( M  = 5.44; 
SD = 6.72) than the “not victims” subgroup ( M  = 2.62; SD = 2.33). On the other 
hand, the “not victims” subgroup indicated more frequently having had sexual 
intercourse under the infl uence of alcohol (87.7 %) than the “victims” subgroup 
(71.0 %) (see Table  11.1 ).

   Table 11.1    Difference between victims/non-victims subgroups and other sexual-related features 
and risks (ANOVA)   

 Victims 
( N  = 36) 

 Non-victims 
( N  = 93) 

 Total sample 
( N  = 129 a ) 

  F    p    M   SD   M   SD   M   SD 

 Age of fi rst sexual intercourse  17.19  1.7  16.78  3.15  16.9  2.82  0.547  n.s. 
 Number of partners with whom 
they had sexual intercourse 

  5.44    6.72   2.62  2.33  3.41  4.22  12.617  .001 

  N    %    N    %    N    %    χ  2    p  
 Having had sexual intercourse 
under the infl uence of alcohol 

 4.432  .035 

   Yes  22  71   71    87.7   31  27.7 
 No  9  29  10  12.3  81  72.3 

  Bold represents statistically signifi cant differences between groups 
  a The total numbers differ considering that some women have not replied to some parameters  
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   The distribution of each item of the sense of coherence scale is shown in 
Table  11.2 . The mean total score in relation to sense of coherence was 49.30 
(SD = 12.51): those in the “not victims” subgroup showing signifi cantly more sense 
of coherence ( M  = 53.84, SD = 13.88) than those in the “victims” subgroup 
[( M  = 47.54, SD = 11.56 ( F  (1, 109) = 5.923,  p  = 0.05)].

   Table 11.2    Difference between victims/non-victims subgroups and SOC (sense of coherence)   

 Rarely/never (1)  (2)  (3)  (4) 
 Very often/always 
(5 or higher) 

 1—How often do you have the feeling that you don’t really care about what goes on around 
you? ( N  = 138) 
    N    47   27  23  22  19 
   %   34.1   19.6  16.7  15.9  13.7 
 2—How often has it happened in the past that you were surprised by the behavior of people who 
you thought you knew well? ( N  = 138) 
    N   4  13  24  27   70  
   %  2.9  9.4  17.4  19.6   50.7  
 3—How often has it happened that people whom you counted on disappointed you? ( N  = 138) 
    N   4  17  26  22   69  
   %  2.9  12.3  18.8  15.9   50.1  
 4—How often do you have the feeling that you are being treated unfairly? ( N  = 137) 
    N   17  34  25  22   39  
   %  12.4  24.8  18.2  16.1   28.5  
 5—How often do you have the feeling that you are in an unfamiliar situation and don’t know 
what to do? ( N  = 136) 
    N   27   36   29  21  23 
   %  19.9   26.5   21.3  15.4  16.9 
 6—How often does it happen that you don’t quite understand your own feelings and ideas? 
( N  = 138) 
    N   23  32  24  21   38  
   %  16.7  23.2  17.4  15.2   27.5  
 7—How often does it happen that you have feelings inside that you would rather not feel? 
( N  = 138) 
    N   16  31  21  19   51  
   %  11.6  22.5  15.2  13.8   36.9  
 8—Many people—even those with a strong character—sometimes feel like losers in certain 
situations. How often have you felt this way in the past? ( N  = 138) 
    N   5  29  25  25   54  
   %  3.6  21.0  18.1  18.1   39.2  
 9—How often does it happen that you have the feeling that you don’t know exactly what’s about 
to happen? ( N  = 138) 
    N   12  29  25  30   42  
   %  8.7  21.0  18.1  21.7   30.5  

(continued)
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        Discussion 

 Our fi ndings regarding prevalence of victimization (28.2 %) are consistent with 
fi ndings of other countries that administered the same study. Between 20.4 % 
(Belgium) and 52.2 % (Netherlands) women reported at least one form of victimiza-
tion. The lowest rate was found in Lithuania (19.7 %) and the highest rate was found 
in the Netherlands (52.2 %) (Krahé et al.,  2014 ). 

 According to    Krahé, Berger, Vanwesenbeeck et al. (under review,  2015 ), victim-
ization rates were negatively correlated with sexual assertiveness and positively 
correlated with alcohol use in sexual encounters. National (Portuguese) fi ndings are 
somehow different but discrepancies must be addressed with caution since the 
national sample is small, and most discrepancies may indeed refer to very specifi c 
national features. The national results showed that women in the “not victim” sub-
group indicated having had sexual intercourse under the infl uence of alcohol more 
often than those in the “victims” subgroup. This is perhaps explained by the fact that 
most women are university students and they have a high education which is con-
sidered as a protective factor according to other studies (WHO,  2013 ). On the other 
hand, the women in the “victims” subgroup reported less sense of coherence and a 
higher number of partners with whom they had sexual intercourse, in comparison to 

Table 11.2 (continued)

 Rarely/never (1)  (2)  (3)  (4) 
 Very often/always 
(5 or higher) 

 10—How often do you have the feeling that there is little meaning in the things you do in your 
daily life? ( N  = 138) 
    N   28   39   28  25  18 
   %  20.3   28.3   20.3  18.1  13.0 
 11—How often do you have feelings that you’re not sure you can keep under control? ( N  = 138) 
    N   24   42   31  18  23 
   %  17.4   30.4   22.5  13.0  16.7 

 Don’t like it at all (1)  (2)  (3)  (4)  Like it a lot (5) 
 12—How do you think you are going to feel about the things you will do in the future? ( N  = 137) 
    N   –  –  3  11   123  
   %  –  –  2.2  8.0   89.8  
 13—How do you feel about the things you do every day? ( N  = 138) 
    N   1  3  10  27   97  
   %  0.7  2.2  7.2  19.6   70.3  

 Victims ( N  = 31)  Not victims ( N  = 80)  Total a  ( N  = 111) 
  M   SD   M   SD   M   SD 

  Total 
scale  

 47.54  11.56   53.84    13.88    49.30   12.51 

  Bold represents group with higher scores 
  a The total numbers differ considering that some women have not replied to some parameters  
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the women in the “non-victims” subgroup, meaning most probably that coherence 
is negatively related to issues like number of partners, which consequently may be 
considered a risk behavior. 

 Although the study is based on a small sample, results suggested strongly an 
association between sexual victimization and a low SOC, early onset of sexual 
intercourse, number of partners, and alcohol use, although the direction of this cau-
sality is still to be established. This research is also somehow limited in terms of the 
ability to generalize our fi ndings to Portuguese women. However, they do provide a 
starting point for future studies with larger number of women. 

 Support to victims, besides changing a whole culture that allows violence upon 
others, must include universal and selective programs that allow women to build 
social and personal competences, preventing early sexual onset, and potential risk 
situations associated with sexual intercourse (several partners and alcohol use dur-
ing sexual intercourse). 

 Interventions are needed for this group, as well as for those victims of physical, 
psychological, and/or sexual aggression, to prevent a range of physical and mental 
chronic and acute health consequences. 

 Future research is necessary to assess short- and long-term mental and physical 
health consequences of intimate partner violence by type and timing, as well as the 
health care costs of such violence. 

 For many women victims, contact with primary care providers may be the only 
opportunity for an effective intervention, because battering men are often very con-
trolling. By asking about intimate violence in this setting, health care providers can 
support victims, validate their concerns, and provide them with needed community 
and medical referrals and more appropriate health care. Asking about intimate vio-
lence can lead to earlier interventions to reduce violence in the home or to help 
women safely leave abusive relationships, provided that clinicians are supportive of 
their patients’ emotional and fi nancial needs and their need to work through diffi cult 
decisions in their own time. Early and effective interventions, both within the hos-
pital/clinic and in the larger community, are needed to reduce the negative health 
consequences of intimate partner violence and to reduce society’s tolerance of non-
fatal violence against women. 

 These fi ndings demonstrate the relevance of studies in this domain and helped 
understanding the role of psychology in this working fi eld and producing guidelines 
in terms of prevention and therapeutic interventions.  

    Implications 

 Gender-based aggression is still prevalent in Portugal at an alarming rate. Survivors 
experience diverse negative impacts of physical, sexual, and psychological aggres-
sion; there is no list of typical “symptoms” they should exhibit. What is shared is 
that such impacts are profound, affecting the physical and mental health of victims/
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survivors and their interpersonal relationships with family, friends, partners, col-
leagues, and so on. More than this, the impacts of aggression go beyond the indi-
vidual, to have a collective impact on the social well-being (Sullivan, McPartland, 
Price, & Cruza-Guet,  2013 ; Women Against Violence Europe,  2013 ). 

 The factors associated with violence in Portugal are having a low-economic sta-
tus, lacking of awareness about women’s rights, lacking education, false beliefs, 
imbalanced empowerment issues between men and women, male dominant social 
structure, and lacking support from the government (Lisboa,  2008 ). Support that 
helps women rebuilding and recovering their lives after violence should be a part of 
the intervention strategy, including counseling, relocation, fi nancial support, and 
employment. To perform an intervention with victimized women and provide them 
medical as well as judicial and legal support, new plans and interventional maps 
should be made within the society in collaboration with health team members, reli-
gious and societal leaders, NGOs, police department, and people from other similar 
groups. Such a strategic intervention should be implemented (Lisboa,  2008 ; Women 
Against Violence Europe,  2013 ). 

 More resources are needed to strengthen the prevention of intimate partner and 
sexual violence, including primary prevention, i.e., stopping it from happening in 
the fi rst place. 

 Regarding prevention, there is some evidence from some countries that school- 
based programs to prevent violence within dating relationships have shown effec-
tiveness. Several other primary prevention strategies—those that combine 
microfi nance with gender equality training; that promote communication and rela-
tionship skills within couples and communities; that reduce access to and harmful 
use of alcohol; and that change cultural gender norms—have shown some prom-
ise but need to be evaluated further (Capaldi & Langhinrichsen-Rohling,  2012 ; 
WHO,  2013 ) . 

 To achieve lasting change, it is important to enact legislation and develop poli-
cies that (a) address discrimination against women; (b) promote gender equality; (c) 
support women; and (d) help to move towards more peaceful cultural norms. 

 An appropriate response from the health sector can play an important role in the 
prevention of violence. Sensitization and education of health and other service pro-
viders are therefore another important strategy. To address fully the consequences of 
violence and the needs of victims/survivors requires a multi-sectorial response 
(Capaldi & Langhinrichsen-Rohling,  2012 ; WHO,  2013 ). Some strategies that can 
enhance this multi-sectorial response are developing technical guidance for 
evidence- based intimate partner and sexual violence victims since it may contribute 
to strengthen the health sector’s response to such violence. Another is disseminating 
information and supporting national efforts that focus on women’s rights and the 
prevention of violence against women through sex education at school context, 
preferably in collaboration with international agencies and organizations that aim to 
reduce/eliminate violence. Violence and gender-based aggression are substantial 
mental health concerns, and they require a multi-sectorial response in order for both 
intervention and prevention to be successful.      
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    Response 

 Another day… 
 Day in, day out, and the anguish lingers, afraid of breathing, thinking and even 

speaking… 
 Day in, day out, and it’s the exact same day; no changes, no beginnings… 
 Day in, day out, and one’s senses are offered more excuses, rejected by a sore 

soul, hunted, perspiring solitude and dejection… “It’s harder for me than for you, 
trust me”, you say to this beaten down body already used to the pain. That body, 
indeed the only one that keeps crawling after each “fall”, getting back to the auto-
matic state to which I’m confi ned, while the memories, those won’t cease, cannot 
cease and shall not forgive. 

 Day in, day out, and I can’t fi nd any path to follow, fear reigns and is king: I hear 
the steps on the stairs, a quiet key in the lock, a door that unlocks, a quick smile that 
introduces the typical fi nale: questioning, accusations, screaming, pain and more 
pain… fl esh twisting, a soul being torn down. And close by, closer than it should, as 
senses endlessly recall… hospital lights, the smell of ether, the crying of offspring, 
and disillusionment …deeply embedded in me. 

 Day in, day out, and I’m tired, exhausted. Enough torture, where are my little 
girl’s dreams: marriage and a “happily-ever-after” future? Where are my children, 
and their long lost smiles? Where is the love, the respect, the taking care of each 
other? This love smothers and tortures, annihilates hope and compromises the 
future… No, I dismiss this kind of love! No prior notice, that clear and simple. 

 Day in, day out,…but one of these days…it’ll be the day to stop… … 

 Anonymous 

 26 July 2013   
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    Chapter 12   
 Somatization as a Major Mode of Expression 
of Psychological Distress in Familial 
and Interpersonal Relationships Among 
Iranian Women 

             Ali     Firoozabadi     ,     Nick     Bellissimo      ,     Ahmad     Ghanizadeh     , 
and     Abrisham     Tanhatan     Nesseri    

            Introduction 

    Therapist: What can I do for you?  
  Patient: Doctor, my head and stomach are burning. My muscles ache and my 

hands are numb. Sometimes, I feel as if I don’t know what is happen-
ing around me. Everything seems dull and strange. I worry it is in my 
head because the doctors say nothing is physically wrong.  

  Therapist: Have there been any signifi cant changes in your life recently? Are you 
experiencing diffi culties in your marriage?  

  Patient: No, none.    

 This is an all-too-common exchange in Iran between a depressed female patient 
and her psychiatrist. Within the culture, sharing one’s inner thoughts is considered 
to be a sign of weakness. Psychiatric disorders, in particular, tend to be highly stig-
matized. As a result, Iranian women, especially those in low socioeconomic set-
tings, have a tendency to suppress their emotions. Unable to convey their inner 
feelings in words, women often experience physical and physiological ailments, or 
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somatization, as a means of communicating their suppressed feelings, especially 
anger. Clinical experience shows that regions with elevated rates of divorce and 
female suicide, especially by self-burning, also have high rates of somatization. 

 We analyzed the presenting symptoms of 380 adult Iranian women who suffer 
from depression. We compared the prevalence of physical and psychological symp-
toms against factors such as education, marital status, and area of residence. We also 
investigated cultural conventions that might infl uence the expression of depressive 
symptoms and explored their traumatogenic effect.  

    Review of Literature 

 Depression is a common mental health problem and a prevalent cause of disability 
worldwide (Akiskal,  2009 ). A recent survey showed a high rate of clinical depres-
sion in the Iranian population (Ferrari et al.,  2013 ). The prevalence of depression is 
more common among women than men (American Psychiatric Association,  2013 ) 
and negatively and vastly impacts quality of life. 

 Depression has been widely associated with patient complaints about physical 
and psychological ailments, also known as somatic symptoms. Somatization 
describes a process whereby the body expresses emotional confl icts that the indi-
vidual is not able to resolve. These confl icts become manifest as physical ailments 
or psychological complaints by the patient. It has been reported that somatization is 
the most common presentation of emotional distress in a number of countries (Issac, 
Janca, & Orley,  1996 ; Kirmayer,  1984 ; Kirmayer & Yung,  1998 ). Somatic symp-
toms, for example, are very common in depressed people in African countries 
(Okulate, Olayinka, & Jones,  2004 ). Nieuwsma found that social stigma was the 
primary determinant of somatic symptoms in depressed Indians (Nieuwsma,  2009 ). 
Additional research has indicated that Latin Americans and Hispanics are more 
prone to somatization than Anglos (Hulme,  1996 ; Lewis-Fernandez, Das, Alfonso, 
Weissman, & Olfson,  2005 ; Tofoli, Andrade, & Fortes,  2011 ). 

 A large World Health Organization study found that somatic symptoms were 
most common in Tehran, Iran (Sartorius, Jablensky, Gulbinat, & Ernberg,  1980 ). 
The tendency to somatize is also evident among immigrant populations living in the 
USA. For example, among depressed Chinese American adults, the most common 
symptoms are fatigue, insomnia, headache, cough, and pain (Yeung & Kam,  2005 ). 
In southern Iran, pain was the primary complaint for approximately 63 % of patients 
with major depression. Bodily problems, such as gastrointestinal (GI), heart, and 
respiratory diffi culties, were the most frequent complaints identifi ed by these patients 
(Seifsafari, Firoozabadi, Ghanizadeh, & Salehi,  2013 ). One research team also 
showed a relationship between anger suppression in women with somatization and 
anger proneness in men with somatization (Liu, Cohen, Schulz, & Waldinger,  2011 ). 

 Somatic symptoms, therefore, can be interpreted from a variety of cultural per-
spectives. Somatization itself may convey different meanings in different settings. 
One study found that the tendency to somatize depression did not vary between 
countries, but that “patients in some countries/cultures are more likely to complain 
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of physical and psychological symptoms than others” (Simon, VonKorff, Piccinelli, 
Fullerton, & Ormel,  1999 ). Many studies that show no signifi cant differences in 
somatization between different cultural groups are primarily completed in primary 
care settings, which may have an impact on a patient’s willingness to express his or 
her innermost feelings. As Kirmayer and Yung noted availability of health profes-
sionals and familiarity of the patient with the health care system an important factor 
infl uencing the presentation of complaints by patients (Kirmayer & Yung,  1998 ). 
Emotional support is an important need in patients with unexplained symptoms, but 
they often receive little support from clinicians (Salmon, Ring, Humphris, Davies, 
& Dowrick,  2009 ). 

 Somatization has shown a strong relationship with childhood trauma (Brown, 
Schraq, & Trimble,  2005 ; Gulec et al.,  2013 ; Waldinger, Schulz, Barsky, & Ahren, 
 2006 ). In several studies (Elkit & Christiansen,  2009 ; Ogden, Minton, & Pain,  2006 ; 
Salmon, Skaife, & Rhodes,  2003 ; Vega, Liria, & Perez,  2005 ; Waller et al.,  2000 ), 
researchers have established a relationship between somatization and traumatic 
experiences in childhood. Negative affectivity and feelings of incompetence pre-
dicted somatization in trauma survivors (Elkit & Christiansen,  2009 ). According to 
some researchers, somatization is a type of bodily dissociation. They point out two 
concepts of “somatoform” and “psychoform” dissociation to separate bodily and 
mental reactions to trauma (Nijenhuis,  2000 ; Van der Hart, Nijenhuis, & Steele, 
 2006 ; Waller et al.,  2000 ). 

 In this study, we examined the question of traumatogenic effect in the develop-
ment of unexplained physical and psychological symptoms. We recruited participants 
from a pool of outpatient clinics at Shiraz University of Medical Sciences, Shiraz, 
Iran, and used convenient sampling to recruit women who met the criteria of DSM-
IV-TR for major depression. The participants did not receive psychiatric treatment in 
the 3 months prior to evaluation, none had a history of substance abuse, and their 
somatic symptoms could not be explained by other medical conditions. This study 
was approved by the Ethics Committee of Shiraz University of Medical Sciences. 

 To summarize, we categorized the primary presenting complaints of each partici-
pant into one of the three groups: (a) pain, (b) physical symptoms other than pain, 
and (c) psychological. We evaluated the relationship between the complaints and 
the circumstances of each woman’s life, including education, marital status, and 
area of residence. Statistical analysis was performed using SPSS (version 17) by 
Chi-square, Fisher’s exact test, and regression analysis (to assess the impact of 
covariate variables, several separate regression analyses were performed) to exam-
ine the association between educational level, marital status, suicidal ideation, and 
area of residence and presenting complaints.  

    Findings 

 In this cross-sectional study, we examined the presenting symptoms of 380 depressed 
Iranian women in relation to variables such as education, marital status, and area of 
residence. 
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 The women, who were ages 15–81, represented diverse social circumstances: 166 
were rural and 214 were urban; and 276 were married, 9 were divorced, 57 were single, 
and 38 were widowed. Among the total participants, 110 were university graduates, 
12 were university students, 202 fi nished elementary school, and 56 were illiterate. 

 Table  12.1  specifi es the top 10 somatic complaints of the 380 participants; 256 
women (67.4 %) categorized their complaints as physical, meaning pain or physical 
symptoms other than pain. The two most common single symptoms were pain 
related and occurred in 110 participants: headaches (16.6 %) and pain in other parts 
of the body (12.4 %). Other physical symptoms, such GI, heart, and lung problems, 
fatigue, and insomnia, were the primary complaints for 146 women (38.4 %). The 
remaining 124 participants (32.6 %) reported psychological symptoms, including 
irritability, depression, forgetfulness, and anxiety.

   Table  12.2  shows the relationship between the presenting complaints described 
by the participants and their education: university graduate, university student, ele-
mentary school graduate, or illiterate. Regression analysis showed (data not shown) 
that university graduates report psychological symptoms as the primary symptom 
more frequently than they report pain. Fisher’s Exact test did not show any differ-
ences in frequency among the other three presenting complaints. Physical symp-
toms other than pain among married participants were present more often than 
psychological symptoms alone (Table  12.3 ). Table  12.4  shows that participants 
from rural backgrounds identifi ed physical complaints as their primary symptom 
more often than did urban participants ( P  < 0.001). Conversely, urban participants 

   Table 12.1    Frequency    of presenting complaints in depressed Iranian women   

 Complaint group/type  Frequency  Percent 

 Pain 
 Headache  63  16.6 
 Pain (other areas of body)  47  12.4 
  Subtotal   110  29 

 Physical symptoms other than pain 
 Gastrointestinal  29  7.6 
 Heart and lung  29  7.6 
 Lethargy (fatigue)  21  5.5 
 Insomnia  17  4.5 
 Other  50  13.2 
  Subtotal   146  38.4 

 Psychological 
 Irritability  35  9.2 
 Depressed mood  32  8.4 
 Forgetfulness  21  5.6 
 Anxiety  18  4.7 
 Other  18  4.7 
  Subtotal   124     32.6 

  Total   380 Participants     100 
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identifi ed psychological symptoms as their primary complaint more often than did 
their rural counterparts. Table  12.5  indicates that there was an association between 
suicidal ideation and the presentation of somatic symptoms ( P  < 0.003).

      Regression analysis was performed to examine the possible effect of covariate 
variables on dependent measures. Lower education was a predictor for having pain 
as the main presenting symptom (regression analysis not shown). However, the 
analysis showed no association between education and presenting with other somatic 

   Table 12.2    The relationship between education level and presenting symptoms in depressed 
Iranian women   

 Education level ( n = 380)  Pain,  n  (%)* 
 Physical symptoms 
other than pain,  n  (%) 

 Psychological 
symptoms,  n  (%) 

 University graduates (110)  22 (5.8)  34 (8.9)  54 (14.2) 
 University students (12)  2 (0.5)  6 (1.6)  4 (1.1) 
 Elementary school (202)  62 (16.3)  85 (22.4)  55 (14.5) 
 Illiterate (56)  24 (6.3)  21 (5.5)  11 (2.9) 

  *Percent of patients in the total sample population. Fisher’s exact test,  P  < 0.001  

   Table 12.3    The relationship between marital status and presenting symptoms in depressed Iranian 
women   

 Marital status  Pain,  n  (%)* 
 Physical symptoms 
other than pain,  n  (%) 

 Psychological 
symptoms,  n  (%) 

 Single (57)  9 (2.4)  22 (5.8)  26 (6.8) 
 Married (276)  90 (23.7)  109 (28.7)  77 (20.3) 
 Divorced (9)  2 (0.5)  3 (0.8)  4 (1.1) 
 Widowed (38)  9 (2.4)  12 (3.2)  17 (4.5) 

  *Percent of patients in the total sample population. Fisher’s Exact test,  P  < 0.05  

   Table 12.4    The relationship between area of residence and presenting complaints in depressed 
Iranian women   

 Area of residence  Pain,  n  (%)* 
 Physical symptoms 
other than pain,  n  (%) 

 Psychological 
symptoms,  n  (%) 

 Rural (166)  53 (13.9)  77 (20.3)  36 (9.5) 
 Urban (214)  57 (15.0)  69 (18.2)  88 (23.2) 

  *Percent of patients in the total sample population. Chi square: 16.59, df = 2,  P  = 0.01  

   Table 12.5    The relationship between suicidal ideation and presenting complaints in depressed 
Iranian women   

 Suicidal ideation  Pain,  n  (%)* 
 Physical symptoms 
other than pain,  n  (%) 

 Psychological 
symptoms,  n  (%) 

 With suicidal ideation (232)  77 (20.3)  94 (24.7)  61 (16.0) 
 Without suicidal ideation (148)  33 (8.7)  52 (13.7)  63 (16.6) 

  *Percent of patients in the total sample population. Chi square: 11.71, df = 2,  P  = 0.003  
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symptoms. There was a weak relationship between living in the rural areas and pain 
(odds ratio: 1.86), but a stronger relationship between living in rural areas and other 
somatic complaints (odds ratio: 2.64). Marriage was a strong predictor of having 
pain (odd ratio: 3.40) and other physical symptoms (odd ratio: 2.52) in depressed 
women. Also, by regression analysis, we confi rmed the initial analysis related to the 
relationship between suicidal ideation and the main presenting symptoms. Suicidal 
ideation had a negative relationship with somatic symptoms (pain and other somatic 
complaints). In other words, suicidal ideation is predictive of having psychological 
symptoms as the presenting complaints instead of somatic symptoms.  

    Discussion 

 Can cultural constraints become traumatogenic events that might explain the high 
prevalence of somatic symptoms in some cultures? At the moment, there is no 
defi nitive answer. Within our clinical practice in Iran, however, we do see that social 
prohibitions for emotional discharge among women, especially for those in a mari-
tal relationship, may play a role in repressed rage presenting as pain. In the psychi-
atric literature, somatization, in general, has a relationship with suppression of 
anger in women (Liu et al.,  2011 ). Engel was among the early authors to identify the 
relationship between repressed anger and chronic pain (Engel,  1959 ). Inhibiting the 
expression of anger may increase perceived pain (Burns, Quartana, & Bruehl, 
 2008 ). Anger toward oneself has been signifi cantly associated with pain and depres-
sion (Okifuji, Turk, & Curran,  1999 ). Another researcher concluded that pain symp-
toms are associated with severity and lower response rate in depressed Asian 
patients (Novick et al.,  2013 ). The severity of somatic symptoms has also been 
identifi ed as the most powerful index in predicting major depressive disorder out-
comes (Hung, Liu, Wang, Juang, & Yang,  2010 ). 

 In this study, physical symptoms—both with pain and without pain—were prev-
alent among 380 Iranian women suffering from depression. This trend was more 
pronounced among participants who have a lower level of education, who are 
 married, and who live in rural areas. The patients described headache (16.6 %) as 
the single most common symptom. 

 One might infer from our study that the participants’ depressed emotional state 
is presenting itself physically as head pain. Some researchers argue that pain serves 
as a defense against the awareness of psychological distress (Katon, Kleinman, & 
Rosen,  1982a ,  1982b ). Other authors have suggested that pain and depression have 
a shared neurologic pathway, and that norepinephrine–serotonin have a role in the 
modifi cation of both painful stimuli and depressed mood (Basbaum & Fields,  1978 ). 

 Our fi ndings are supported by other studies in developing countries (Kleinman, 
 2004 ; Nieuwsma,  2009 ; Parker, Cheah, & Roy,  2001 ). Nieuwsma ( 2009 ) noted 
that social stigma was an important determinant of somatic symptoms among 
Indian depressed patients. The stigmatization of depression is common in Iran, and    
psychiatric services are rare, a constellation of circumstances that may contribute to 
the frequency of somatic symptoms appearing among depressed patients. 
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 There is also considerable research on the important relationship between trau-
matic emotional experiences and organ function in the body (Ogden et al.,  2006 ). 
Experience of trauma is accompanied by hyperactivity in both the sympathetic and 
parasympathetic nervous systems. It is not surprising, therefore, that patients who 
have experienced emotional trauma describe symptoms of cardiac and pulmonary 
distress. 

 Traumatized individuals react to reminders of their experiences by fl ashbacks or 
disturbing replays of sensory memories. In these cases, the patient is not able to distin-
guish past from present, and the body reacts as if the trauma is happening now. The 
body clearly recalls facts that the mind tries to suppress. This form of internal escape, or 
dissociation, is a defense mechanism when escape is not possible in the corporeal world. 
Though the patient may try to suppress the traumatic memory, the body relives it. 

 Symbolically, the gut, heart, and lungs carry important meaning in cultures 
around the world. In Farsi (Persian language), these symbols are used to convey 
emotions. Speakers of Farsi express hateful attitudes using words associated with 
physical ailments, such as nausea. Feelings of affection, on the other hand, are sym-
bolized by images of or expressions about the heart. Shortness of breath can be a 
symbol of surprise, panic, and intimidation, or of a cry for help. 

 Participants in our study demonstrated a relatively high prevalence of GI (7.6 %) 
and cardiopulmonary (7.6 %) problems. Functional disorders of the digestive sys-
tem have been associated with psychological symptoms, such as depression, anxi-
ety, panic, and posttraumatic stress disorder (Mayer, Craske, & Naliboff,  2001 ). A 
study in primary clinics in the USA found that GI symptoms are associated signifi -
cantly with depression and anxiety in patients (Mussell et al.,  2008 ). One study 
reported that depressed, elderly Chinese patients “were more likely to have multiple 
medically unexplained somatic symptoms, particularly fatigue, insomnia, loss of 
appetite and GI problems” (Yu & Lee,  2012 , p. 119). 

 During the study, many participants (32.6 %) complained of psychological 
symptoms. Irritability (9.2 %) was the most prevalent psychological symptom they 
identifi ed, however, compared to other symptoms, such as depressed mood, 
 forgetfulness, and anxiety. According to the Diagnostic and Statistical Manual of 
Mental Disorders (DSM), depressed mood may not be present in children and ado-
lescents with major depression. Instead, depressed individuals may exhibit an irri-
table mood (American Psychiatric Association,  2013 ). 

 It is possible that depressed women in Iran and depressed children and adoles-
cents have something in common. Both are expected to follow behavior patterns 
dictated to them by their cultures. When they are unable to comply, and feel power-
less to effect change in their feelings or circumstances, their depressive condition 
might be experienced and expressed as irritability. 

 The control of emotions plays a dominant role in relationships in some cultures, 
especially among minorities compared to the dominant culture in the population. 
Some cultures do not allow direct expression of emotions. The resulting trauma 
experienced by the suppression of one’s emotions is closely related to somatization. 
Individuals with a history of traumatization, especially during early childhood, 
experience more bodily problems (Ogden et al.,  2006 ; Van der Hart et al.,  2006 ). It 
seems this phenomenon becomes a collective one in some societies. 
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 Some relationships and traditions have traumatogenic effects. In our clinical 
practice in Iran, women patients frequently speak of fears and worries about addi-
tional wives entering the family sphere and the marriage ending in divorce. Many 
marriages are arrangements based on family contracts and not on love and intimacy. 
They also describe anxiety associated with the inability to produce a son, infertility, 
menopause, and aging. These anxieties share the common denominators of fear of 
abandonment and fear of social ostracization. 

 Within some subcultures in Iran, women are second-order citizens with limited 
rights in the family and in society. It is common for them to live in a family group 
that includes other wives. Their circumstances appear absolute and infl exible. The 
important role of the clan and family minimize the role of the individual in the 
decision-making process. 

 In some rural areas, there are low levels of educated women who may be unaware 
of their human rights. Boys receive more attention than girls. Girls are neither taught 
nor encouraged to talk about their thoughts and emotions directly. Coercive meth-
ods instead of dialogue are used to solve interpersonal problems. Opposing opinions 
are met with dogmatism, bigotry, and intolerance. Yet, psychiatric care, which 
might be helpful in managing the demands of these oppressive conventions, is stig-
matized. Women are typically subjected to these cultural conventions throughout 
their development and then witness them reenacted with their own daughters. Such 
socially stressful circumstances are barriers to women realizing their potential and 
capabilities, and emotions no longer guide behavior for these individuals (van der 
Kolk, McFarlane, & Weisateh,  1996 ). 

 The classic image of the histrionic personality—self-centered, seductive, and 
dramatic—is not common among Iranian women, especially in rural areas. You fre-
quently see a woman wearing a head scarf and veil (chador) that covers her body and 
face entirely. Her attitude toward her husband is a combination of fear, submission, 
and respect. She sees her destiny as an inevitable and natural fate. She may speak in 
a hesitant or evasive manner. If asked about sexual issues, she will either not respond 
or respond with shame. Her strong religious background does not permit her to talk 
freely with a person of the opposite sex about sexuality, marital relationships, or 
sexual fantasies. If the woman has been a victim of abuse, she would not discuss it. 
If she has a loving feeling toward her therapist through transference, she would 
respond with guilt and try to repress it (Firoozabadi & Bahredar,  2006 ). 

 The body of the histrionic character is often used to attract the attention of others, 
whether by eroticism or illness (Horowitz,  1991 ). When culture inhibits free emo-
tional expression in childhood, especially in the father–daughter relationship, the 
body uses somatization to seek the attention of the parents. In a closed society, such 
as the one that exists to a certain degree in Iran, illness becomes an inevitable outlet 
for women who lack freedom to express their emotions. The body becomes a vehi-
cle for attention and help. 

 The effects of childhood suffering are variable, and they are dependent on later 
evaluation for meaning (Hollan,  2004 ). In some societies, psychological presentations 
of suffering are legitimized, while others sanction somatic expression (Gilman, King, 
Porter, Rousseau, & Showalter,  1993 ). These same researchers (Gilman et al.,  1993 ) 
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also refer to Mao’s China as a “society that condemned such performances as lapses 
into inadmissible subjectivism and political deviancy” (p. 228). Citizens were 
expected to repress feelings of resentment and anger and to redirect them into legiti-
mate forms of expression. As Hollan noted: “Available cultural resources may deter-
mine how a person incorporates his or her past” (p. 63).  

    Implications and Conclusion 

 The Diagnostic and Statistical Manual (DSM) criteria have not been able to capture 
the complex presentation of psychiatric symptoms in non-western cultures such as 
Iran (Ghanizadeh & Firoozabadi,  2012 ). While this defi ciency has not yet been 
resolved in the latest version of the DSM-V, one approach to circumvent the rela-
tively dominant pattern of somatization within the Iranian population is to revise 
medical school curriculum so that there is early exposure to somatization and how 
it may manifest and present within the Iranian population. 

 In addition, insight-oriented approaches have not been helpful for solving the 
emotional problems these women experience. The inability to think refl ectively in 
interpersonal relationships often prevents these women from talking directly about 
their problems during psychiatric interviews. Therefore, group therapy sessions 
may help somatic patients develop stress management, problem solving, and social 
skills. Furthermore, educational programs geared toward patients and their family 
members are merited to increase awareness and knowledge about the relationship 
between the body and mind. 

 Often times, these patients are diagnosed with a number of secondary symptoms 
such as cardiac, respiratory, and gastrointestinal disorders, and somatization is typi-
cally misdiagnosed and contributes to unnecessary and costly clinical assessments, 
which adds to the economic burden of an unhealthy population. A greater focus on 
somatization and nonspecifi c bodily complaints in Continuing Medical Education 
activities may go a long way toward improving detection of somatization and in 
establishing a long-term empathetic relationship with patients. 

 The inability to think directly and refl ectively leads to the development of sug-
gestibility, conformity, dependency, lack of autonomy, repression of affects, and 
passive-aggressive behaviors. These tendencies create a suitable atmosphere for 
surrendering personal identity and power and for delegating emotional authority to 
someone else. The body then becomes a vehicle of thoughts and emotions. 
Somatization, therefore, becomes a common presentation for Iranian women to 
express their feelings.      

    Response 

       Abrisham     Tanhatan     Nasseri    
  Center for Traditional Medicine and History of Medicine ,  School of Medicine, 
Shiraz University of Medical Sciences ,   Shiraz ,  Iran    
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    The Challenges of Being an Educated Woman 
in a Developing Country 

 In some developing countries, a woman encounters many challenges in life, includ-
ing maintaining her identity and self-cohesion along with her sense of autonomy 
and independence. In comparison to a male citizen, a woman encounters many more 
obstacles in achieving her goals. 

 For example, a preadolescent girl who is thinking about her future possibilities 
will fi nd few opportunities compared to her same-aged brother. Should she wish to 
continue her studies after high school, there would be very few choices available. 
A girl who is lucky enough to enter university and complete her studies still faces 
the challenge of fi nding a suitable job in a world of limited options. Furthermore, 
restricted access to some specialties considerably reduces a girl’s chances for suc-
cess compared to her male counterpart. 

 Marriage compounds these diffi culties. Many men demonstrate negative attitudes 
about women. They see a woman’s life circumscribed by two key functions: bearing 
children and raising children. There is no distinction between the concepts of moth-
erhood and womanhood. In some subcultures of Iran, a woman is not permitted to 
go out of the house without her husband’s approval. For most women, their assimila-
tion with these defi ned cultural expectations eventually lowers their personal expec-
tations for life and locks them into masochistic, codependent relationships. 

 A woman usually has to choose between bad and worse in the event of marital 
dissatisfaction. The decision to divorce remains the right of men, and there is no 
coherent social system to support a woman following a failed marriage. Often, a 
woman may become estranged from her children as custody is commonly awarded 
to the father and his family. 

 Each gender is presumed to have its own attributes in patriarchal societies: power 
and ability belong to men; weakness and vulnerability belong to women. An edu-
cated woman who wishes to be her husband’s equal runs the risk of igniting his 
vulnerable, narcissistic traits. A husband who is challenged in this way may feel 
inferior and try to prove his masculinity by creating a competitive and aggressive 
climate in the home. A similar dynamic dominates the work environment with male 
coworkers. 

 Given the cultural assumption of masculine power and ability, men do not see 
these confl icts as problems of their making. Most men are unable to take responsi-
bility for their contributions to familial problems. They are, therefore, also unwill-
ing to seek counseling to address marital discord. 

 In summary, a woman living in a developing country, especially if she is edu-
cated, faces challenges in balancing different roles. She carries the burden of sev-
eral, and occasionally mutually exclusive, duties. It often means that she must 
devote a great deal of her psychological and physical energy to managing her rela-
tionships and managing how she is perceived by society. When she cannot express 
her emotions directly, a woman has little choice but to discharge those emotions by 
indirect means—namely through somatization.    
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    Chapter 13   
 Mental Health and Resilience of Young 
African Women Refugees in Urban Context 
(Abidjan—Ivory Coast and Dakar—Senegal) 

                Théogène-Octave     Gakuba      ,     Mohamadou     Sall     ,     Gilbert     Fokou     , 
    Christiane     Kouakou     ,     Martin     Amalaman     , and     Solange     Kone   

                  Introduction 

 In the 1990s, a number of confl icts exploded in various parts of Africa, particularly 
in the Great Lakes region and in some West African countries. These situations of 
war or political violence that destabilize states politically, economically, and socio- 
culturally result in the loss of human lives and the exile of thousands of people, 
creating serious psychological consequences for the victims and society as a whole. 
According to statistics from the United Nations High Commissioner for Refugees 
(United Nations High Commissioner for Refugees,  2012 ), Africa is the continent 
with the highest number of refugees and displaced persons, with approximately 12 
million people being supported by the UNHCR. In Ivory Coast, the majority of 
refugees are Liberians (24,300, or 97.6 % in 2008). Other places of origin of refu-
gees are the Republic of Congo, the Democratic Republic of Congo, Sierra Leone, 
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Central African Republic, and Togo. Among the refugees, the majority (54 %) are 
female and the proportion of minors (under 18s) is 47 % (Organisation Internationale 
pour les Migrations,  2009 ). In a context characterised by a particularly diffi cult 
economic and social situation in the Ivory Coast, refugees are at high risk of poverty 
due to population displacement, isolation of children, violence, and particularly in 
the case of women, sexual abuse. Young people are exposed to diseases and epi-
demics, such as HIV/AIDS. This young vulnerable group is experiencing many 
diffi culties regarding social and professional integration in Abidjan and is facing 
problems with access to sustainable livelihoods due to the scarcity of jobs and 
employment insecurity. Their major concerns are related to basic human needs such 
as healthcare, education, social services, sanitation, and water supply. 

 In recent years, Senegal has become a destination for refugees from West Africa 
fl eeing confl icts that have plagued the region since 1991, including Liberia, Sierra 
Leone in 1993, Guinea Bissau (1998–1999), and Ivory Coast in 2002. According to 
statistics from the    United Nations High Commissioner for Refugees ( 2012 ), the 
four main countries of origin of refugees in Senegal were Mauritania, Rwanda, 
Liberia, and Sierra Leone. 

 In this study of Young African refugees in urban context, we focused on psycho- 
sociological aspects such as a sense of identity, and resilience, along with other 
characteristics of physical and mental health. We adapted the defi nition of health 
used by the World Health Organisation (WHO) that defi nes it as a “state of complete 
physical, mental and social well-being. Health is therefore not merely the absence 
of disease or infi rmity”. 1  

 In this chapter, however, we focus specifi cally on the mental health of young 
women refugees and their resilience. Senegal and Ivory Coast have been chosen 
as a place of study as they are countries, which host large numbers of refugees in 
West Africa.  

    Review of Literature 

 The theoretical framework of this chapter highlights the effects of migration on the 
health of refugees. In most cases, migrating people leave their country of origin due 
to war or political violence, situations that can have an impact on their psychologi-
cal well-being. Indeed, pre-migratory events experienced by refugees in their coun-
try of origin are compounded by the forced migration characterised by a period of 
acculturation in the country of asylum. The theoretical elements of resilience will 
show a view of promoting the mental health of refugees through consideration of 
their personal and social resources. 

1   Cf. Mental health: a state of well-being,   http://www.who.int/features/factfi les/mental_health/
en/ , accessed on 09/5/2014. 

T.-O. Gakuba et al.

http://www.who.int/features/factfiles/mental_health/en/
http://www.who.int/features/factfiles/mental_health/en/


187

    Mental Health of Newcomer Youth and Refugees 

 The effect of migration and exile on health is a major topic of research in migration 
studies. A large percentage of the literature suggests that migration can be a stressful 
process, with a potentially negative impact on mental health (Stillman, McKenzie, & 
Gibson,  2009 , p. 677). Indeed, economic circumstances, negative personal attitudes, 
and social isolation could affect a person’s physical and mental health. There is a 
dearth of research on the physical and mental health of young migrants (newcomers 
or youth of second generation). Many studies on immigrant health refl ect only the 
adult population or are limited to adolescent refugees’ mental health (Hyman,  2001 ). 
The study by    Anisef and Kilbride ( 2008 ) in Canada, for example, indicates that 
young immigrants aged 16–20 years old receive little attention in terms of their 
needs. Some young immigrants can have diffi culties with identity development, lan-
guage apprehension, lack of recognition for their prior learning experiences, and 
home-school values which frequently create confl icts in the host country. 

 Khanlou has examined mental health promotion among young immigrants in 
Canada (Khanlou,  2008 ; Khanlou & Crawford,  2006 ; Khanlou, Koh, & Mill,  2008 ; 
Khanlou et al.,  2002 ). Khanlou and Crawford ( 2006 ) indicate in a study on post- 
migratory experiences of newcomer female youth that there are many factors which 
impact their self-esteem coming from relationships, school experiences, achieve-
ments, lifestyle as well as the attitude they hold about themselves. The author insists 
on the necessity of multi-sectoral and context-specifi c mental health promotion pro-
grammes and policies in the supporting of newcomer females in order for them to 
achieve their aspirations. Khanlou et al. ( 2008 ) have also studied the relation between 
cultural identity and experiences of prejudice and discrimination of Afghan and 
Iranian immigrant youth in Canada. Findings indicate that “the importance of consid-
ering how youth’s cultural identities can be shaped by societal and global contexts and 
provide support for the concept of global valuation” 2  (Khanlou et al.,  2008 , p. 510). 

 There are few studies focusing on the consequences of forced migration among 
young people in Africa. We can, however, make reference to one research study 
based on the psychosocial impact of the Ivorian confl ict on migrant children return-
ing to Burkina Faso, research conducted by Behrendt and Mor Mbaye ( 2008 ) on 
behalf of Plan International, West Africa Regional Offi ce. This research focused on 
the Burkinabe children (aged between 10 and 20) repatriated during and after the 
Ivorian crisis (Tabou crisis in 1998 and the politico-military crisis in 2002). The 
study’s objective was to describe the mental health of children returnees, comparing 
them with a control group (i.e., children who lived in Burkina Faso and never 
migrated). The research study set out to identify the needs of returnee children in 
terms of emotional support based on their specifi c life context. The results of the 
research showed that children who have been repatriated are more often affected 

2   “Global valuation is defi ned as the prevailing societal-esteem of a particular cultural group; it 
entails how that group is judged by the post-migration society as well as levels of exposure to it 
(for example through mass media)” (Khanlou et al.,  2008 , p.497). 
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more negatively than those from the control group. Returnee children, especially 
girls, were often sad, expressed feelings of anger and frustration, and felt excluded 
from their peer groups. They also often experienced post-traumatic stress disorder. 
The study exposed that neither children, nor their parents at any point have received 
any psychological support.  

    Resilience 

 The concept of resilience in the domain of child and developmental psychology has 
been defi ned as the ability to function well, withstanding stress, adversity, and unfa-
vourable situations (Garmezy,  1985 ; Rutter,  1985 ,  1990 ). Resilience involves being 
able to recover from diffi culties or change, by mobilising personal resources or 
through the support of one’s family or community. Support provided in culturally 
meaningful ways, allowing a person to function as well as before and move ahead 
with one’s life (Barankin & Khanlou,  2007 ; Ungar,  2006 ). 

 According to Garmezy ( 1985 ), resilience factors include the following: (a) per-
sonality characteristics such as autonomy, self-esteem, positive social orientation; 
(b) a warm, united, and educationally consistent family; and (c) availability of exter-
nal support systems that encourage and strengthen the efforts of a child. 

 The development of resilience occurs from interaction: Interaction between per-
sonal characteristics (temperament, learning strengths, feeling and emotions, self- 
perception, way of thinking, adaptive skills, mental health, physical health), 
family-related factors (relation with parents and siblings, communication, parents’ 
health, attachment, family structure), community-related factors (support outside 
the family, friends, social network, culture, language, religion, ethnical group), and 
social factors (socio-economic situation, media infl uences, education, health, 
sports, socio-professional situation, political situation) (Khanlou and Wray,  2014 ). 
For these authors “a whole community approach is one in which the critical 
domains of resilience, family, school environment and community are integrated in 
the mission of fostering resilience through collaborative partnership and engage-
ment” (p. 76). 

 A number of studies in Africa have investigated resilience among children in 
diffi cult circumstances. For example, Barbarin, Richter, and DeWet ( 2001 ) exam-
ined the effects on children of exposure to direct and vicarious violence on the 
political, family, or community level in a sample of 625 six-year-old black South 
African children. Among other factors, positive family relationships were found to 
mitigate the adverse impact on all the assessed domains of children’s functioning. 
McAdam- Crisp ( 2003 ) was interested in factors that can enhance and limit resil-
ience of children in war zones (Ethiopia, Kenya and Rwanda). For McAdam-Crisp, 
it is very important to consider the cultural dimensions of mental health and the 
resilience of vulnerable children in these African countries.   
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    Methodology 

 We used qualitative methods (semi-structured interviews with young people and 
professionals from social and health circles) and quantitative methods (physical and 
mental health questionnaires) to gather and analyse data. We studied the resilience 
of young African refugees using the interview guide used by Gakuba ( 2004 ), which 
focuses on the individuals’ social and contextual resilience. 

 To obtain the information on the physical and mental health of young people, we 
used a questionnaire developed by the department specialising in a mental health of 
youth at the Haute Ecole de Santé de Neuchâtel in Switzerland, adapted to ensure 
its relevance to an African cultural context. The research team agreed on the ques-
tions contained in the questionnaire. The aspects of mental health covered in the 
questionnaire are focused on the general state of mental health, anxiety, self-esteem, 
and the consulting of a doctor or other health professional. 

 In Dakar and Abidjan, there was a sample of 123 young refugees aged 18–30 
years. The refugees interviewed in both cities are from countries that have experi-
enced civil war and violence. Like many other refugees from their countries, they 
have also decided to take the path of exile. The sample included youth who were 
refugees in the host country for at least 2 years. Most of these people did not have 
refugee status. However, some Liberians in Abidjan and Mauritanians in Dakar had 
refugee status and had lived in the host country for more than 15 years. A number of 
young people had no education. Others had fi nished high school and their university 
studies, but were unemployed or were employed in the informal sector. 

 This particular research also considered the testimonials of leaders from shelters 
and social associations as well as health professionals such as social workers, doc-
tors, and psychologists. The research also involved working with refugees’ public 
representatives, members of civil society associations and international organisa-
tions such as the UNHCR and UNICEF who were working with refugees. Youth 
recruitment was conducted through community leaders of refugees living in the 
Ivory Coast and Senegal. Within the Ivory Coast, we conducted 25 semi-structured 
interviews with young refugees, while in Senegal we completed 53 semi-structured 
interviews with young refugees. 

    Ethical Aspects 

 Before conducting the interviews, we explained to people who agreed to participate 
in the interviews the objectives of our study. We also asked the interviewees for 
permission to record the interviews, guaranteeing confi dentiality regarding any per-
sonal information gathered in the interviews. 

 In general, young people agreed to participate and answered questions and ques-
tionnaires without any obvious diffi culties. We recorded the interviews, which were 
then transcribed and analysed for their content. However, in some cases, refugees 
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who found themselves in a precarious fi nancial situation were expecting support 
from the research study. This expectation of support is always diffi cult to manage, 
especially from an ethical perspective when researchers are required to keep their 
distance. In some cases, a small amount of money was given to young refugees who 
were in a very vulnerable situation. 

 The research methodology prioritised workshops undertaken by the research 
team. The workshops involved group discussions as well as collaborative and for-
mative work. During the research process, three signifi cant workshops were 
 organised. The fi rst one was a methodological workshop held at the beginning of the 
research, permitting discussion of the research methods and elaborate of the plan-
ning study. The second was a mid-term workshop for evaluation of the work’s prog-
ress and for discussion on any preliminary results. The third workshop focused on 
common analysis of results and the fi nalising of the research study fi ndings.  

    Analysis 

 We used SPSS 18 for analysis of the quantitative data from the questionnaire regard-
ing mental health as well as the analysis of correlations between variables. For the 
analysis of semi-structured interviews, we used content analysis in order to under-
stand the meaning given by interviewees to different themes from the interview 
forms. The participants were grouped into different categories, depending on their 
characteristics (   Bardin,  1998 ). In addition to this analytical approach, case studies 
of young refugees were developed, taking into account personal stories and their 
migratory range.   

    Results 

 A summary of demographics of the young refugee participants in Abidjan and 
Dakar is presented in Tables  13.1  and  13.2  below. In Abidjan, 68 persons were inter-
viewed including 30 women and 38 men from Central African Republic, Chad, 
Congo, Democratic Republic of Congo, Liberia, and Rwanda. Many refugees were 
Liberians who fl ed the civil war in Liberia (1989–1992 and 1997–2003).

   Table 13.1    Demographics of 
young refugees in Abidjan   

 Nationality  Male  Female   N  

 Central African Republic  1  1 
 Chad  1  1 
 Congo  1  2  3 
 DRC  2  2 
 Liberia  23  29  52 
 Rwanda  3  6  9 
  Total    30    38    68  
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    In Dakar, 53 young people participated including 27 women and 28 men from 
Chad, Democratic Republic of Congo, Ethiopia, Ivory Coast, Guinea Conakry, 
Liberia, Mauritania, Rwanda, Sierra Leone, and Sudan. Many refugees were 
Mauritanians living in Senegal due to political violence in Mauritania. 

 The results from the analysis of the questionnaire data show that, in general, 
young women refugees in Dakar and Abidjan have a good perception of their mental 
health. Findings concerning mental health are summarised in Table  13.3 .

   In Abidjan, 60 % of women declared that they are in a good mental health. Those 
who said they are in very good mental health are 13 %, while 3 % reported excellent 
mental health. Only 5 % of women reported poor mental health. In Dakar, 8 % of 
women reported being in excellent health, 19 % said they are in very good health, 
and 35 % reported good mental health. We noted, however, that more female refu-
gees in Dakar (38 %) reported fair health in contrast to 18 % of women in Abidjan. 

 When asked whether in the past 6 months (at the time of the interview) there was 
a period where young people had felt particularly bad about themselves or anxious, 
the majority of women surveyed responded affi rmatively. In Abidjan, 68 % 
responded that they were anxious, whereas among men, the percentage of those 
who said they were anxious was equal (50 %) in relation to those who stated they 
did not experience anxiety. In Dakar, the majority of women reported anxiety (88 %) 
as did the majority of men (70 %). 

 Regarding the question about the loss of confi dence and self-esteem in the last 6 
months over a period of more than 15 days, 39 % of women refugees in Abidjan 
reported low self-esteem, in contrast with 20 % of men. In Dakar, 64 % of women 
reported low self-esteem against 72 % of men. 

   Table 13.3    General State of mental health by gender in Dakar and Abidjan   

 Place  Sex 

 General state of mental health 

 Passable  Bad  No response  Excellent  Very good  Good 

 Abidjan  Male  13 % (4)  20 % (6)  23 % (7)  13 % (4)  0 % (0)  30 % (9) 
 Female  3 % (1)  13 % (5)  60 % (23)  18 % (7)  5 % (2)  0 % (0) 

 Dakar  Male  10 % (3)  17 % (5)  43 % (13)  27 % (8)  3 % (1)  0 % (0) 
 Female  8 % (2)  19 % (5)  35 % (9)  38 % (10)  0 % (0)  0 % (0) 

   Table 13.2    Demographics of 
young refugees in Dakar   

 Nationality  Male  Female   N  

 Chad  2  2 
 DRC  2  1  3 
 Ethiopia  2    2 
 Ivory Coast  9  2  11 
 Guinea Conakry  1  4  5 
 Liberia  1  4  5 
 Mauritania  9  12  21 
 Rwanda  1  1 
 Sierra Leone  2  2  4 
 Soudan  2  2 
  Total    30    26    56  
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 Fatigue in the last 6 months (at the time of interview) over a period of more than 
15 days was confi rmed by 19 % of women in Abidjan and by 18 % of men. The 
fi ndings indicate that there is no signifi cant difference in the proportion of fatigue 
between men and women refugees in Abidjan. In Dakar, 79 % of women declared 
fatigue in contrast to the 64 % of men. 

 The fatigue confi rmed by refugees is primarily related to employment and edu-
cation in Dakar (77 % of women and 63 % of men) as well as in Abidjan (85 % of 
women versus 94 % of men). Family-related events were indicated by 71 % 
of women and 32 % of men in Dakar, whereas, in Abidjan the fi gure was 48 % of 
women and 25 % of men. Finally, events related to health were mentioned by 60 % 
of women in Abidjan in contrast to 37 % of women, and in Dakar, women who 
mentioned these events represented 72 % of women contrasting with 50 % of men. 

 When the young refugees were asked if they had consulted a health professional 
when they were not feeling well, only 18 % of men in Abidjan (4 persons) responded 
affi rmatively and no women indicated they had. In Dakar, 48 % of men had con-
sulted a health professional and 40 % of women. In both cities, the refugees were 
examined mainly by general practitioners and a few by psychiatrists and psycholo-
gists. With regard to mental health problems, the majority of the population did not 
consult doctors due to religious reasons, believing that God could heal them. 

 The crosstabs between the mental health of female refugees and socioeconomic 
variables shows a dependency between mental health and two variables: housing, 
and access to health services. Findings indicate a dependency between mental 
health and housing conditions. Housing is a major problem for young refugees who 
live in dilapidated houses without utilities such as water or electricity. Some refu-
gees do not have even basic housing and have to live on the streets. 

 The relationship between mental health and housing is statistically signifi cant at 
0.1 (10 %). Likewise, there is also a dependency between mental health and access 
to health services. The relationship is statistically signifi cant at 0.1 (10 %). The 
signifi cance portends that housing conditions and access to health service infl uence 
the mental health of female refugees. 3   

    Rita’s Case Study: A Female Refugee in Abidjan 

 Rita is a 30-year-old Liberian refugee and a mother of two children. She has lived 
in the Ivory Coast since 1994 after passing through Guinea. Along with her family, 
Rita fl ed the atrocities of the war that had begun in Liberia in 1989. Rita lost her 
Father during these bloody events.

  When it started, people wanted to kill us because we said that our dad worked with the 
government. They killed him in front of us and our Mother was very scared because they 
said they would come back and kill us, they already looked for us. We had to leave very 
quickly and hide in the forest. Even when we were on the way, only by the grace of God 

3   Due to the smallness of the sample, although, we had in the crosstabs, some cells with counts of 
less than 5, we have used the chi square. 
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they have not killed our mother. We walked for weeks before reaching the border of Guinea 
and we took cars to enter the country. (Rita, 30 years, Liberian refugee in Abidjan, transla-
tion from French) 

   When asked about the living conditions in Guinea, Rita stated that she preferred 
not to think too much about it because it was a terrifying time in her life. The refu-
gees lived in indescribable conditions. When the family was able to come back 
together and reunite in 1994, she decided to migrate to the Ivory Coast where her 
mother knew some people. When the family fi nally arrived in Abidjan after a brief 
time in Dannané (an Ivorian town near the Liberian border), the mother began a 
small business in order to feed her family. 

    Living Conditions 

 Rita admitted that she had huge diffi culties with integrating initially because of 
cultural differences, and in particular, due to the language barrier. Rita stated that:

  I often used sign language to communicate with people. Usually people understand 
instantly. When you use gesticulation to communicate, they understand what you are trying 
to say and they say it, then you repeat. That’s how I managed to adapt. 

   When Rita arrived in the Ivory Coast, she attended two years of primary school. 
Thanks to the efforts of her mother, there was a chance she would complete high 
school. However, she did not manage to graduate from high school. Rita’s high 
school dream fell apart when her mother died. With great sadness she found employ-
ment within the sex industry.

  Especially in Abobo where we lived before, people isolated us. They told us that you 
Liberians you will not live here as in your own country. If you want to put your little table 
for your small business, you are told that the place is not for you, you must leave. You were 
forced to stay at home. Because of all that I had to leave Abobo to come here in Dokui but 
it is always the same. I think that perhaps it is their right, because every time they tell us that 
the country is for them, it is their country and that they will make you regret. It bothers us 
and it really makes us afraid. 

   This situation Rita was in was exacerbated by the socio-political crisis in 2011 
when in particular Liberians were accused of being Liberian mercenaries and 
involved in the violence.  

    Personal and Social Resources 

 Besides the feelings of rejection and discrimination which Rita suffered in the Ivory 
Coast, she also encountered other social problems, such as a lack of qualifi cations 
which affected her career prospects, often leading to precarious and sometimes dan-
gerous activities such as, prostitution. She stated:

  I’m not going to lie to you. At night, as I had no means and as there was no one to look after 
me, I went out to seduce boys. This is even where I found the dad of my children. I followed 
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one of my comrades and at night we went out to seduce men to earn money. We were selling 
ourselves. (Rita, 30 years, Liberian refugee in Abidjan, translation from French) 

   Although Rita was not particularly proud of herself, she thought she did not have 
many ways to meet her needs and especially those of her two children. The diffi cult 
situation in which Rita lived did not allow her to develop professionally nor create 
suffi cient social networks.   

    Resilience of Female Refugees in Abidjan and Dakar 

 In Dakar and Abidjan, young female refugees pinpointed some of their personal 
characteristics which allowed them to overcome their diffi culties and stress of 
forced migration. Those personal characteristics included the ability to fi nd a proj-
ect, to adapt and be self-dependent, as well as relying on religion and of course their 
optimism. A project would usually involve using their own resources investing in 
educational pursuits in order to improve their socio-professional situation. Also, 
religion played an important part in the process of overcoming trauma. The reli-
gious beliefs which taught some of the participants in the research to forgive as well 
as fi nd courage and confi dence remained important for some in the process of over-
coming the traumas following distressing events. For some refugees, singing in a 
choir helped them to forget the bad experiences. One of the refugee women referred 
to religion in the following terms:

  In all circumstances, I can say that God healed me because I used to be frightened at night, 
I cried and I had nightmares. After, the prayers helped me. I would go to the church and they 
would pray for me, I would also pray and fast. Now everything is good. (Central African 
refugee in Dakar, 25 years old, translation from French) 

   Refugees who were interviewed mentioned how in addition to the importance of 
social and educational structures, such as schools and community, family and close 
friends should also be viewed as equally important. In Senegal, the refugees found 
comfort in a community. This comfort gleaned from community means that those 
refugees regroup almost exclusively according to their origin. The community plat-
form provides a system of support for its members. The refugees do not just help 
one another; they also may borrow money from other refugees, organise and share 
community meals alongside other events. The groups of origin speak their own 
language and marry within their community. 

 However, shared resources among the community are not enough to overcome 
all the diffi culties that young refugees struggle with, especially regarding the needs 
of women, in particular. In actual fact, many members of the refugee community 
had fi nancial problems, as indicated by this interviewee:

  Here, I have nothing and no one; I am alone. The whole community is the same; everyone 
is in the same situation. At times, I am wondering: will my situation change one day? (…) 
These are questions I ask myself every day. I have no support or even institutional help. 
(Guinea refugee in Dakar, 25 years old, translation from French) 
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   Similar to those in Dakar, refugees from the Ivory Coast are also organised into well-
structured communities. Associations forged among the refugees are an important 
social resource for their members, helping them to overcome their diffi culties. 
The associations are not only between UNHCR intermediaries and the communities; 
they also form an important social network, providing support and assistance to mem-
bers in diffi culty. Meetings of the members of these associations often revolve around 
cultural events, outings, or friendly ceremonies, which may be happy or unhappy 
social events (birth, deaths, or national holidays), can forge links within a community 
and, as a result, potentially create conditions for a harmonious life. 

 The social integration of refugees in the Ivory Coast was facilitated by an inte-
grative policy, allowing people who have experienced atrocities in their country of 
origin to live in a community setting. Refugees from Abidjan recognised the impor-
tance and the value of living in harmony with local Ivoirians in their neighbour-
hoods, especially as there was no evidence of a centre of support for young refugees 
in the Ivory Coast. These refugees integrated into society and used their own means 
to build a social network, one of the major indicators of social participation.  

    Discussion 

 The results of this research show that young refugees, both women and men, in 
Abidjan and in Dakar live in diffi cult conditions. Indeed, in order to obtain refugee 
status, one must meet a number of requirements and follow lengthy procedures. The 
precariousness of residence permits places refugees in a situation of uncertainty for 
the future. Such prolonged waiting in states of stress has a negative psychological 
effect on individuals. The people have diffi culty fi nding work and realizing their 
projects. 

 Pre-migration and migration situations of refugees who have fl ed civil war in 
their country of origin also have adverse consequences regarding the mental health 
of refugees, particularly for women. In some cases, women say they were raped or 
forced into prostitution in order to survive. In both cities (Abidjan and Dakar), refu-
gees said they were victims of discrimination and were stigmatised based on the 
socio-political context of the host country they found themselves in. Liberian refu-
gees in Abidjan were victims of negative treatment in their host countries. 

 The diffi cult living conditions of refugees affect women in particular and lead 
many to develop a state of anxiety. About 80 % of Dakar women indicated signs of 
anxiety as well as fatigue of 79 %; that is the majority of the refugee population. 
This level of anxiety and fatigue could be accounted for by the very high cost of 
living in Dakar as well as the much hotter climate. In Senegal, the asylum proce-
dures are also long and generally result in rejection of the asylum applications, 
forcing many refugees to live illegally without access to employment and social 
services. In Abidjan, the insecurity that prevailed in this city, at the time of the 
research, is linked to anxiety among the interviewed refugees. 
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 Further evidence of everyday life discrimination faced by young refugees includ-
ing women in Dakar and Abidjan having a signifi cant impact on their mental health 
can be found in other research (DuBois et al.,  2002 ; Jakinskaja-Lahti & Liebkind, 
 2001 ; Khanlou et al.,  2008 ; Verkuyten,  2002 ; Yao & Lee,  2005 ). 

 In addition, the research results also show that in both cities, fatigue mentioned 
by the refugees is primarily related to diffi culties with employment and education. 
Indeed, psychological diffi culties will occur among migrants when certain condi-
tions complicate the process of acculturation. These diffi culties include problems 
with fi nding a job or mismatches between the level of education and the employ-
ment being sought. Only a few young refugees are able to access training and uni-
versity education as the majority of people lack fi nancial resources. Scholarships 
awarded by the UNHCR are insuffi cient and are often limited to secondary educa-
tion only. Ultimately the diffi culties which come from fatigue lead to a sense of 
worthlessness, low self-esteem, and a lack of social and professional fulfi lment 
(Devarenne-Megas,  2003 ). 

 Despite the presence of mental health problems among the refugee women, few 
people asked for help. Also, those who did seek advice consulted GPs, not psychia-
trists or psychologists. Certain health professionals (psychiatrists and psycholo-
gists) are signifi cantly under-represented and the population has little knowledge 
and understanding of what support they can give. This situation exists as the two 
disciplines are taught at few universities and as degree programmes they are 
under-developed. 

 Access to healthcare in the Ivory Coast and Senegal is still a serious problem for 
the refugees, which is exacerbated by the lack of the fi nancial means required to 
cover the medical fees. However, it is important to state that the UNHCR has a duty 
to cover all medical fees incurred by vulnerable refugees, such as children, pregnant 
women, and the elderly. Furthermore, the refugee communities play an important 
role in attempting to ensure an acceptable level of health and well-being of vulner-
able and discriminated people. This input from communities supports those in need 
to regain the feeling of being valued, and their sense of identity and belonging to the 
community is developed. As specifi ed by Noh and Kaspar ( 2003 ), the existence of 
social self-support structures within a community helps people to stand up to dis-
crimination and provides protection against stressors. Furthermore, fi ndings from 
Khanlou et al.’s ( 2008 ) research suggested that the existence of vital communities 
can become an important factor in nurturing the resilience of young migrants.  

    Conclusion and Implications 

 In the study discussed in this chapter, we have shown how the mental health of refu-
gees and in particular of women refugees in two cities in Africa (Abidjan, Dakar) is 
a problem for these host countries. Most refugee women are in a vulnerable 
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situation, creating a negative impact on their mental health, and added to this, refu-
gee women unfortunately also have problems accessing healthcare for a number of 
reasons. Access to appropriate healthcare is prevented by the obvious fi nancial con-
siderations also, due to the lack of a specialist infrastructure adapted to meet the 
needs of refugees, and more specifi cally those who are the victims of sexual 
violence. 

 The promotion of mental health of the refugee women requires adequate mea-
sures in order to integrate them. Promotion of services and integration should be 
implemented by public authorities. Measures which might be taken could include:

 –    Accelerate the procedures people have to follow to obtain refugee status in order 
to prevent the situation of prolonged vulnerability  

 –   Facilitate access to employment, professional training, schools, or university for 
young refugee women  

 –   Assist female refugees access to decent housing  
 –   Initiate and introduce actions to fi ght against the prejudices, discrimination, and 

racism directed towards refugee women  
 –   Support refugee communities regarding their socio-cultural activities. For exam-

ple, discussion groups led by actual members of the communities could support 
and help their members to overcome the traumas associated with forced 
migration    

 The promotion of good mental health status for young refugee women in Africa 
requires not only provision of easy access to healthcare, but also education and 
health education regarding achieving and maintaining positive mental health. 
There is a need for specialist health professionals such as psychiatrists, psycholo-
gists, doctors, and nurses to care for and support refugees. In addition, it is neces-
sary to put in place a systematic approach specialising in mental health treatment 
of refugees and immigrants. There is a need for the integration and promotion of 
mental health intervention strategies within the public health policy of the coun-
tries of resettlement, with specifi c attention paid to addressing the special needs of 
refugee women.     

     Response 

       Martin     Amalaman                     
Péléforo Gon Coulibaly University of Khorogo ,   Khorogo ,  Ivory Coast  
 e-mail: martialmalaman@yahoo.fr    

Solange Kone
Association de Soutien à l’Auto-Promotion Sanitaire Urbaine (ASAPSU) , 
  Abidjan,   Ivory Coast   
 e-mail: konesol@yahoo.fr   

  The experience of the ASAPSU in the management of medical care of young refugees 
with mental health problems in Abidjan (Ivory Coast)  
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 The Non-Governmental Organisation the  Association de Soutien à l’Auto- 
Promotion sanitaire Urbaine  (ASAPSU) was created May 19th, 1989 in the Ivory 
Coast. The ASAPSU is the organisation responsible for the medical management of 
urban refugees in Abidjan and the Ivory Coast. Within this mission, the ASAPSU 
organises healthcare for refugees; however, the association does not have suffi cient 
infrastructure to adequately support the health of refugees. In this context, the 
ASAPSU has signed agreements with public and private health facilities. Thus, 
urban refugees in Abidjan in cases of sickness have an infrastructure to rely on for 
the following benefi ts:-

 –    Four community health centres  
 –   A referral hospital: Hôpital Militaire d’Abidjan (HMA)  
 –   Three University Hospitals (CHU) in Abidjan. These are the CHU of Cocody, 

Yopougon, and Treicheville  
 –   An agreement with pharmacies to purchase drugs in Abidjan  
 –   Medical support and pharmaceutical expenses covered for refugees between 

80 % and 100 %, depending on the circumstances and vulnerabilities  
 –   A medical team of three doctors and social services made up of three social 

workers from the ASAPSU in place to serve urban refugees who are or who 
become sick    

 However, it has been identifi ed within this study how there is a lack of psychiatric 
and other mental health specialists within the teams implementing activities along-
side the ASAPSU medical assistance which is in place to care and support urban 
refugees in Abidjan. In addition, there is no current activity regarding the develop-
ment of programmes to promote positive mental health for refugees including urban 
refugees in Abidjan, within the UNHCR framework, and its implementing partners. 
The question may arise as to how the ASAPSU handles cases of mental health in 
general and in particular the poor mental health status of young female refugees. 

 As indicated above, the NGO in question lacks health specialists and an appro-
priate structure to support refugees with mental health problems. When there are 
cases of mental health issues, medical services delivered by the ASAPSU are able 
to transfer patients to specialised governmental institutions in Abidjan, the psychi-
atric hospital of Bingerville. Psychiatric services and care for the mentally ill are the 
responsibility of the National Institute Public Health (Institut National de Santé 
Publique—INSP) in Adjamé. 

 The procedures for the medical care of people with mental health issues are the 
same for all cases that occur and there is no difference in the case of young refugee 
women. However, on the level of standard operating procedures, the UNHCR 
requires a fi nancial contribution from refugees of approximately 20 % for consulta-
tions and medical services; the remaining 80 % of the overall cost is covered by the 
UNHCR. This measure, however, does not apply to those with mental health prob-
lems. The fees for people with mental health problems are covered in their entirety, 
100 % of any medical expenses. Social support (transport, food …) is also adminis-
tered to the individuals with health issues by the ASAPSU.
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    Chapter 14   
 Mental Health in Non-Korean Women 
Residing in South Korea Following Marriage 
to Korean Men: Literature Review 

                Hyun-Sil     Kim      ,     Hun-Soo     Kim      , and     Leai     Tupas    

            Introduction 

 As transnational migration has become common worldwide, the number of immi-
grants coming into South Korea has signifi cantly increased. In 2013 alone, the total 
number of the immigrants was 1,445,631 including naturalized residents, foreign 
residents, and children with immigrant background (total population of Korea: 
50,948,272); this represented a 93.4 % increase over the number in 2005, for an 
average annual increase of 10.3 % over the 9 year period (Ministry of Gender 
Equality & Family,  2013 ). Within this trend, it is important to note that the change 
in the number of male and female migrants differs greatly. While the number of 
males migrating to South Korea since 1995 increased by 44.3 %, there was an 
increase of 150.5 % in female migrants during the same period (Kim,  2006 ). Since 
the mid-1990s, females have accounted for the majority of the increase in the num-
ber of migrants entering the country (Kim,  2006 ). Male migration is generally 
work-related, whereas female migration into South Korea typically occurs through 
international marriages (here, intermarriage between Korean men and non-Korean 
women), which have become increasingly common in the country (Seol, Lee, & 
Cho,  2006 ). In 1990, only 619 marriages were formally registered between foreign 
females and Korean males, while 31,180 such marriages were registered in 2005 
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(9.9 % of the total number of marriages registered that year) (Seol et al.,  2006 ). 
Since 2008, the number of international marriage in the country is on decrease 
(8.7 % of the total number of marriages registered in 2012), but it is steadily main-
taining at their current ratio (about 8 % of total number of marriage) (Ministry of 
Gender Equality & Family,  2013 ). 

 Notably, although the number of marriages between Korean males and foreign 
females has generally increased over the past two decades, the trend rose sharply 
beginning in 2000. This was due to the introduction of new modalities for interna-
tional marriages, and the emergence of new countries of origin for these “brides” 
(Kim,  2010 ). Until the early 1990s, the foreign female spouses of Korean males 
mostly came from the United States of America and Japan. However, after diplo-
matic relations were opened with China in 1992, there was an increase in the num-
ber of international marriages between Korean males and ethnic Korean-Chinese 
females. For various reasons, including the government’s tight control of disguised 
marriage to Korean-Chinese females, the marriages between Korean males and 
Korean-Chinese females decreased beginning in the late 1990s. At this point, how-
ever, the number of marriages between Korean males and females from the 
Philippines, Thailand, and other Southeast Asian countries began to increase. Early 
in the new millennium, most international marriages involving males from South 
Korea were with Korean-Chinese females and occurred through marriage agencies 
(the so-called “marriage brokers”), and personal contact. Marriages involving 
females from Japan, the Philippines, and Thailand were typically arranged through 
the Unifi cation Church (Kim,  2010 ). More recently, however, there has been a sharp 
increase in the number of international marriages between Korean male and 
Vietnamese females arranged through marriage agencies. Also, there has been sig-
nifi cant increase in the number of female migrants from Mongolia, Central Asia, 
and areas of the former Union of Soviet Socialist Republics (Kim,  2010 ). As of 
January 2013, there were 128,826 female marriage migrants in South Korea. Of 
them, 41.4 % were from China, 26.4 % were from Vietnam, 8.1 % were from Japan, 
6.9 % were from the Philippines, and 17.2 % were from Thailand, Mongol, and 
other South-east Asian countries (Ministry of Gender Equality & Family,  2013 ). 

 This rise in international marriage migration has presented serious challenges for 
Korea. Generally, the conventional ideologies portray Korea as a country of one 
race, one culture, and one language, with little interest in receiving immigrants; 
however, the growing number of immigrants has disrupted Korea’s homogenous 
monoculture. Indeed, there are signs that Korea has reached a turning point, with an 
increasingly permanent and visible migrant population challenging the country’s 
national identity. Korean is therefore struggling to deal with both its changing iden-
tity and the growing issues surrounding international marriage migration. This arti-
cle explores the background of marriage migration to South Korea, social 
insecurities, and mental health issues in non-Korean women residing in South Korea 
following marriage to Korean men. In addition, comparison with native Korean 
women, some aspects of Korean governmental policies for the social integration 
and health promotion of these women are discussed.  
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    Current Status and Mental Health Issue of International 
Marriage Migrant Women 

    Background of Marriage Migration to Korea: Delayed 
Marriage and Single Women 

 Women in South Korea have experienced great social changes in recent years fol-
lowing the miracle on the Han River—South Korea’s postwar economic growth, 
including rapid industrialization, technological achievement, education boom, and 
modernization. In particular, women’s social status over the last 30 years has 
become practically equal to that of men in many social sectors such as job opportu-
nities, legal rights, access to the higher education, political participation, and in 
many other areas. First of all, Korean women have experienced great advances in 
terms of equal rights to education that came along with modernization and eco-
nomic development. Surprisingly, women’s university entrance rate (82.4 %) has 
been exceeding men’s university entrance rate (81.6 %) since 2009 (Statistics Korea, 
 2011 ). The proportion of women with bachelor’s degrees was only 37.0 % in 1985, 
but increased to 49.1 % in 2008. Moreover, the proportion of women with master’s 
and doctoral degrees during the same period increased by 28.6 % and 19.3 %, 
respectively (Statistics Korea,  2011 ). It seems that there is a little disparity between 
men and women in terms of the number of people who hold bachelors’ and master’s 
degree due to the increase in women’s participation in higher education. In fact, 
gender disparity in the opportunity of higher education has been gradually disap-
pearing in this country. Nevertheless, the number of women who hold a doctoral 
degree was 4,274 in 2013, which was much lower than that of men (12,625) (Korean 
Educational Statistics Service,  2013 ). Although it is only gradual, the rate of women 
participating labor market has also been increased to 56.2 % in 2013 from 53.9 % in 
2008. This rate is still low in comparison to the rate of the western countries such as 
the U.S. (67.8 %), Denmark (76.1 %), and France (66.1 %) (Statistics Korea,  2013 ). 
However, despite all these evidences of apparent gender-equality, the true nature of 
the improvement of women’s social status and gender equality has been questioned 
because of the persistent problems such as scarcity of women in professional fi elds, 
imbalance in division of household labor, increase in sexual and domestic violence 
against women, prevalent belief of gender-role differences, and other factors. In 
spite of rapid improvement in women’s social status, it may mean that Korea is still 
a highly patriarchal society. 

 In response to these changes and challenges, many young and highly educated 
Korean women have developed a trend that a marriage in her life is an option, not 
an obligation. Today, one in fi ve women in her 30s in Korea is single, while the ratio 
is one in three in Seoul, the capital city of Korea, according to Statistics Korea 
( 2011 ). Although accurate statistical data on the number of single women is unavail-
able, experts believe around 40 % of working women in their 30s are single, which 
is in line with what the Health Insurance Review and Assessment Service estimates 
(Olson,  2011 ). Similarly, it is well-known that young people are also delaying 
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 marriage in some of western countries including Europe. It is a popular among pub-
lic intellectuals to speak about the dissolution of the family and the decline in mar-
riage as a social institution (Michael,  2005 ). However, many of the countries of 
Southeast and East Asia including South Korea have actually run ahead of the coun-
tries of northern and western Europe in proportions effectively single, if we take 
into account the high prevalence of cohabiting relationships in northern and western 
Europe, many of which produce children (Jones,  2006 ). The trends are such as to 
indicate that in some countries of the region (Japan, Thailand, Myanmar, Singapore, 
for example) we may be moving to a situation where 15 % of women or more 
remain single at the end of their reproductive period. Similarly, the situation in 
South Korea is not an exceptional case. In particular, South Korea was the lowest 
ranked country among OECD countries in terms of total fertility rate (1.08) in 2005. 
Although the rate increased to 1.24 in 2010 (Organization for Economic Cooperation 
& Development,  2011 ) due to the recent maternity benefi t (for example, maternity 
leave for father, subsidy for fostering young children, etc.) that has been provided 
by the Korean government, South Korea is still the country entrapped in the low 
fertility trap. Sinking of South Korea’s fertility to very low levels since 1995 appears 
to be entirely the result of marriage trends (Jones,  2006 ). We also believe that South 
Korea’s very low fertility rate is one of the important contributing factors to very 
rapid increase of the aging population of this country. 

 On a careful observation, delayed marriage of young population in South Korea, 
like many East and Southeast countries, can be linked to the changes in employment 
patterns that are related to rapid economic development and quickly advancing edu-
cational levels of women. In traditional Korean society, women had received little 
formal education. Formal education system for Korean women was not available 
until the late nineteenth and early twentieth century when Christian missionaries 
began establishing schools for young women. However, the growing number of 
women receiving a college education means that their gender-role has changed from 
that of their mothers and grandmothers. Not surprisingly, many college-educated 
women plan independent careers and challenge the traditional system of parents 
selecting their marriage partners. As for the number of childbirth, women with an 
elementary school education have 3.64 children on average, while those with col-
lege degrees have on average of only 1.69 children. However, in contradiction to her 
educational achievement and modern change, Korean women still adhere to the tra-
ditional attitude that their husbands must be better off than they are in all areas. Thus, 
it will be very diffi cult for them to fi nd anyone to marry. On the one hand, traditional 
arranged marriage system has collapsed and women, who no longer need a husband 
for fi nancial security, are delaying their marriages. Given the changing balance in 
the pool of potential spouses, with a much higher ratio of well-educated women to 
well-educated men than before, traditional attitudes to marriage are getting in the 
way (Jones,  2013 ). But, after all these changes related to the institution of marriage, 
women still prefer to marry up, while men are often reluctant to marry a woman who 
has better education and stronger earning power than they do. Effective matchmak-
ing procedures have not yet been established to replace the traditional arranged mar-
riage systems. At the end, the circumstances prevent a large portion of young South 
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Koreans from fi nding their marriage partners, although they would prefer to marry. 
On the other hand, there are people who made conscious decision to remain single 
in order to avoid what goes along with marriage—having children, the stresses of 
managing a career and child rearing, and caring for parents-in- law as they age. 
Uncertainty in the labor market and the high fi nancial costs of raising children are 
also relevant issues. The exact ratio of singles by choice and singles by circumstance 
is still unclear. Whatever the reasons may be, as the number of unmarried women 
increases, the feminization of poverty—a phenomenon in which women represent 
disproportionate percentages of the world’s poor—has also becoming a serious 
social issue in this country. Although the participation rate of women in economic 
activity has steadily increased to 56.2 % in 2013 from 48.3 % in 2000, it is diffi cult 
for women to escape from poverty due to gender inequality in the labor market. 

 As contrasted with change in women’s perspective, many men in South Korea 
still hope to fi nd a more traditional and more obedient wife. This discrepancy in 
mate choice between men and women—or between women and men—explains the 
success of matchmaking agencies specialized in helping South Korean men fi nd 
Korean-Chinese or South Asian wives. Although the Hojuje (family register sys-
tem) in South Korea—Hoju means the head of family and has always been a man—
was abolished on January 1, 2008, the country is still male-dominated society and a 
patriarchal ideology has rooted deeply in Korean’s life. Therefore, matchmaking 
challenges in South Korea are one of the social problems rising on the surface for a 
variety of reasons. In response to this dilemma, international marriage is becoming 
an alternative choice to Korean men. To provide context for the paper, below we will 
briefl y introduce social insecurities and health problems of international marriage 
migrant women in South Korea prior to our review of their mental health issues. 
Hereafter, non-Korean women residing in South Korea following marriage to 
Korean men refers to international marriage migrant women.   

    The Social Insecurities and Health Problems of International 
Marriage Migrant Women in South Korea 

 In general, women migrating through international marriages face various diffi cul-
ties. First of all, one aspect of international marriage that is seen as a serious prob-
lem in Korea is the commercialization of marriages by certain international marriage 
agencies and religious groups. These marriage arrangements are typically selected 
by economically marginalized Korean males who are unable to secure Korean 
females as their spouses. The foreign females entering into such marriages are usu-
ally from countries that are less developed than Korea, and this imbalance in eco-
nomic standards can foster the exploitation of the migrant women through unequal 
gender structures, discrimination, and even the violation of their human rights (Kim, 
 2006 ). In these marriage arrangements, the problem most frequently noted by inter-
national marriage migrant women is lack of accurate information about their 
spouses. One survey found that one out of every four or fi ve migrant women reported 
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that there were falsehoods in the pre-migration information she received regarding 
her potential spouse (Seol et al.,  2006 ). Furthermore, these women may be exposed 
to illegal activities, violence, exploitation, and various forms of family abuse. In a 
recent survey conducted by the Korean Ministry of Health and Welfare, 21.5 % of 
international marriage migrant women reported emotional or verbal abuse, 13.4 % 
reported having been physically abused, 5.2 % reported having been sexually 
abused, and 22.5 % reported having been neglected (Korean Statistical Information 
Service,  2011 ). This high prevalence of abuse results from the commercialized mar-
riage process, which may create the idea that the female has been “purchased” by 
the family and is therefore property rather than a human being. Migrant women 
coming to South Korea to marry and settle down are also likely to face social and 
cultural issues, including racial prejudices and social exclusion. Further, the cultural 
expectations in Korea are often alien to the female migrants, creating problems with 
daily lifestyles, language, food, cultural assumptions, gender structures, family rela-
tionships, expected roles within the family, interpersonal relationships and more. 
The language barrier is often the most serious problem. Many cultural obstacles can 
be gradually overcome as the migrants adjust to their new environments, but some 
marriage migrants remain plagued by frustrating limitations in communication. In 
addition to these social issues, international migrant women often have health prob-
lems, including anemia (12.1 %), allergies (10.6 %), peptic or duodenal ulcers 
(8 %), asthma (5.5 %), uterine myoma (5.1 %), and hypertension (4.5 %) (Seol 
et al.,  2006 ). A survey on maternity nursing showed that international marriage 
migrant women in Korea suffered from various reproductive problems, including 
infertility (11.4 %), natural abortion (9.1 %), stillbirth (2.1 %), and premature birth 
(1.4 %). Nevertheless, 88.9 % among migrant wives reported their subjective health 
condition is very good, good, or moderate (Kim et al.,  2009 ). Migrant women and 
their families (multicultural family) are less likely to have health insurance or to 
receive any other regular source of healthcare than their non-immigrant counter-
parts. According to universal health coverage policy of South Korea, 97 % of non- 
immigrants are under National Health Insurance Act, and the rest (3 %) are under 
Medical Care Assistance Act, whereas only 82.7 % of the multicultural family holds 
National Health Insurance (Korean Statistical Information Service,  2011 ). In par-
ticular, 41 % of healthcare service that was provided for immigrant women was 
reproductive and maternal healthcare involving pregnancy or childbirth (Kim et al., 
 2009 ), which illustrates inadequacy of comprehensive healthcare coverage, espe-
cially that covers mental health, for migrant women in South Korea. Unemployment 
and economic hardship are another challenge to the migrant women. The Ministry 
of Health and Welfare survey found that 4.9 % of families in international marriage 
are under the National Basic Livelihood Security, which is 1.6 time higher than that 
of native Korean family (3.1 %) (Kim et al.,  2009 ). Compared to the health insur-
ance, the holder of employment benefi t insurance among multicultural family is 
even lower; the enrollment rate of the National Pension, Employment Insurance, 
and Occupational Health & Safety Insurance is 14.2 %, 8.9 %, and 7.8 %, respec-
tively (Kim et al.,  2009 ).  
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    Mental Health Issues in International Marriage Migrant 
Women in South Korea 

 The issues surrounding the rise of immigrant communities in South Korea may be 
noted throughout the country and at all levels of the society. As with the most immi-
grants, women who migrate to South Korea for marriage (hereinafter termed 
“migrant women”) experience signifi cant changes in many aspects of their lives 
during the acculturation process (Miller & Chandler,  2002 ). The acculturation pro-
cess is multidimensional and includes adjustments to physical, psychological, fi nan-
cial, spiritual, social, linguistic, and family matters. The process can be very stressful 
because migrants may have few resources, such as income, education, and language 
profi ciency, to assist themselves in adaptation to a new life situation (Casado & 
Leung,  2001 ). Thus, the migrant women who undergo the acculturation process may 
develop mental health issues. Therefore, it is necessary for those who are concerned 
of the health of the migrants women to understand the process of acculturation. 

 Depression is one of the most prevalent health problems of immigrants and has 
been linked to the process of acculturation (   Choi,  2007 ). In the U.S., for example, 
less acculturated elderly Hispanic immigrants were found to have higher rates of 
depression than their more acculturated counterparts (Gonzalez, Haan, & Hinton, 
 2001 ; Hovey,  2000a ), and Asian immigrants who were more acculturated to the host 
society tended to have better mental health than those who were less acculturated 
(Stokes, Thompson, Murphy, & Gallagher-Thompson,  2001 ). During the accultura-
tion process, certain experiences can become sources of stress; these include the 
learning of a new language, the absence of friends and relatives, new fi nancial and 
occupational experiences, the changing of the roles of both the immigrant and their 
family member, and the need to follow new social norms (Noh & Kaspar,  2003 ). 
The acculturation experience can lead to acculturative stress (Oh, Koeske, & Sales, 
 2002 ), which in turn may give rise to psychological problems such as depression 
(Miller & Chandler,  2002 ). However, the research on the link between mental health 
and acculturation has yielded inconsistent results. Most empirical evidence sug-
gested that separated and marginalized migrants experience more acculturative 
stress than well-integrated migrants (Berry,  2005 ). This may propose an overall 
positive relationship between level of acculturation and health, implying that better 
acculturation leads to good health, or at least fewer health problems and psychologi-
cal distress (Gonzalez et al.,  2001 ; Hovey,  2000b ). 

 By contrast, a negative relationship is reported as well. For instance, a higher 
level of acculturation to the dominant society was associated with more mental 
disorders, more symptoms of depression, and an increase in alcohol consumption 
(Abraido-Lanz, Chao, & Florez,  2005 ). However, many researchers (Hovey,  2000a ; 
Kim, Han, Shin, Kim, & Lee,  2005 ; Kim & Kim,  2013 ; Noh & Kaspar,  2003 ) con-
sistently reported that individuals who have experienced acculturative stress in the 
process of acculturation can have low levels of mental functioning, such as confu-
sion, frustration, anxiety, and depression. 
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 Up to now, systemic nation-wide surveys of mental health of migrant women 
residing in South Korea have not been available. However, in a recent cross- sectional 
study of investigating mental health status of 173 migrant women residing in South 
Korea, Kim and Kim ( 2013 ) found that almost 1 in 10 (9.7 %) participants reported 
depressive symptoms, a rate that was two to threefold higher than that of general 
Korean population (2.9–5.6 %) (Cho et al.,  2009 ). Moreover, the previous studies 
that were conducted in various provinces in South Korea showed that approximately 
15–45 % of migrant women reported mild state of depression (Jeong, Kim, & Bae, 
 2012 ; Kim & Jung,  2011 ; Roh & Kim,  2012 ). These fi ndings are consistent with 
other previous studies that were conducted with the U.S. community samples, which 
found higher levels of depressive symptoms among Korean-Americans who resided 
in America (Oh et al.,  2002 ). In our study (Kim & Kim,  2013 ) mentioned above, the 
mean score for self-reported acculturative stress of migrant women residing in South 
Korea measured by Acculturative Stress Scale (Sandhu & Asrabadi,  1994 ) was 91.28 
(SD = 13.56). This number is much higher than self-reported acculturative stress of 
international college students in the U.S. (81.39 ± 24.66) (Contantine, Okazaki, & 
Utsey,  2004 ), although acculturative stress in migrant women and international stu-
dents can be different. Of 36 items addressing acculturative stress in this study, the 
three statements were associated with the highest levels of agreement; these are ‘I 
feel nervous to communicate with Koreans.,’ ‘I miss the people and the country of 
my origin.,’ and, ‘I feel sad leaving my relatives behind’. This fi nding is consistent 
with the previous fi ndings of Korean immigrants residing in the U.S. (Bernstein, 
Park, Shin, Cho, & Park,  2011 ) that language literacy has always been negatively 
associated with acculturative stress, which may in turn lead to depression. In addition 
to language literacy, home sickness was identifi ed as a prime source of acculturative 
stress and depression in our sample population of migrant women. Kim and Kim 
( 2013 ) also found that the level of recognition or respect afforded to the mother 
country and its culture by Koreans (people of host country), religious affi liation, and 
monthly household income among other socio- demographic variables were signifi -
cantly associated with the level of depression among migrant women in South Korea. 
That is, it may mean that the migrant women show a higher level of depression as 
they encounter discrimination to their mother country or its culture repeatedly, as 
they have less religious affi liation, and as they have less monthly household income. 
Similarly, in our previous work (Kim,  2011 ; Kim & Jung,  2011 ), the level of recogni-
tion or respect for the mother country and its culture afforded by Koreans was signifi -
cantly related to acculturative stress level; women who considered that their mother 
country is treated with less respect, or indeed with indifference or ignorance experi-
enced high levels of depression and acculturative stress. Such experiences could lead 
to low self-esteem which could in turn contribute to development of an unhealthy 
cultural identity and emotional  distress. We also believe that such lack of cultural 
recognition toward certain ethnic minorities could be considered as a different form 
of discrimination. Ethnic discrimination is viewed as a signifi cant life stressor with 
adverse effects on the adjustment, well-being, and health of racial and ethnic minori-
ties (Lee,  2005 ). Bernstein et al. ( 2011 ) also suggested that such discrimination can 
often be subtle and cumulative over time and discrimination accumulating over years 
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can create signifi cant stress, rendering vulnerable populations such as immigrants at 
potentially high risk for depression and other emotional problems. Researchers have 
consistently found through their investigation that there is a strong correlation 
between discriminatory action infl icted upon immigrant groups and the group’s men-
tal health problems such as depressive and/or anxiety disorder (Gee, Spencer, Chen, 
Yip, & Takeuchi,  2007 ; Lee,  2005 ; Noh & Kaspar,  2003 ; Yoo & Lee,  2008 ). 
According to the 2009 Nation-wide Survey (Kim et al.,  2009 ), 36.4 % among 
127,579 migrant women reported that they had experienced discrimination in their 
daily routine. Therefore, paying close attention is required to the level of real or per-
ceived cultural discrimination or disrespect of migrant women by Koreans since it 
can be a major contributing factor to their mental health. 

 Upon hierarchical multiple regression analysis for identifying the predictors of 
depression in migrant women, Kim and Kim ( 2013 ) found that 8.2 % (adjusted  R  2 ) 
of the variance of depression in the fi rst regression model was explained by six 
variables; age, duration of residence, educational level, religious affi liation, monthly 
household income, and level of recognition to their motherland by Koreans. In the 
second model, however, when acculturative stress, life satisfaction, and language 
literacy were entered as variables, Kim and Kim ( 2013 ) found that the level of 
depression was signifi cantly associated with acculturative stress (beta = .325, 
 P  < .001) and life satisfaction (beta = −.282,  P  = .003) and that these variables 
increased the variance of depression by 22.8 %. This second fi nal model was statis-
tically signifi cant and accounted for 31.0 % (adjusted  R  2 ) of the variance in the total 
depression score. It means that nearly one-third of the variance of depression among 
migrant women was explained by the above-mentioned variables. Consequently, in 
this analysis, increased acculturative stress and low levels of life satisfaction were 
key contributing factors of the levels of depression of migrant women (Table  14.1 ).

   Meanwhile, Korean native women’s general health has improved markedly in 
recent years due to increased educational level, remarkable economic growth, 
improved public hygiene and better nutrition, and expanded health insurance and 
medical facilities. The average life expectancy for women and men in Korea are 84 
and 77 years, respectively (World Health Organization,  2013 ). Korean men’s life 
expectancy at all ages is less than that of women’s. However, the health-adjusted 
life expectancy (number of years without disabilities and/or diseases, and with 
self- suffi ciency) for women is 73 years, whereas for men, it is 71 years in Korean 
population (Jung & Ko,  2011 ). It means that women may live longer than men, but 
live with suffering from a number of disease or any other health-related problems 
for the longer time than men do. Similarly, gender differences in mental health 
clearly exist. Depression and anxiety disorder are the most common co-morbid 
disorders, and a signifi cant gender difference exists in their prevalence. The preva-
lence of depression (9.1 %) and anxiety disorder (12.0 %) in women showed 2 
times more than that of depression (4.3 %) and anxiety disorder (5.3 %) in men in 
South Korea (Korean Statistical Information Service,  2011 ). Compared to men, 
women with depression tend to report more frequent somatic complaints such as 
fatigue, and disturbances of appetite and sleep. The main reasons for these discrep-
ancies can be traced to women’s social roles. Because gender interacts with different 
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social determinants, women’s strain due to stressful life events can be a conse-
quence of their differential sensitivity to the events that they endure. It may be a 
result of role differences, rather than women experiencing more stressful events. 
Women are more likely to have a higher risk with crises involving children, hous-
ing, and reproduction, rather than those involving fi nances, work, and their marital 
relationship (Nazroo,  2001 ). Interestingly, the magnitude of difference in preva-
lence of depression between native Korean women (9.1 %) and migrant wives 
(9.7 %) was very small. However, we need to understand the various reasons for 
depression qualitatively. The reason for depression among Korean native women 
in general may be rooted in social or existential matters such as loneliness, worth-
lessness, lack of social support, or gender inequality in work setting, whereas for 
migrant wives, it may be related to practical or fundamental matters like survival 
or fi nancial causes. Eating disorder (0.2 %) and somatoform disorder (2.2 %) are 
also more prevalent in native Korean women, whereas alcohol and nicotine use 
disorder are much more prevalent in men (Korean Statistical Information Service, 
 2011 ). Like other countries, the vast majority of people with eating disorders in 
South Korea are adolescents and young adult women. In addition to causing 

   Table 14.1    Predictors    of depression in international marriage migrant women ( N  = 173)   

 Variables  Categories 

 Depression 

 Step 1  Step 2 

  B    β    t    B    β    t  

 Age  .005  .011  .118  .021  .041  .498 
 Year of residence  .142  .133  1.397  .053  .044  .478 
 Education  Middle school  −.843  −.137  −1.257  −.727  −.117  −1.109 

 High school  .007  .001  .009  −.197  −.028  −.280 
 College 
and over 

 −1.210  −.137  −1.369  −.919  −.102  −1.068 

 Religion  Protestant  −1.845  −.170  −2.144 *   −1.414  −.135  −1.790 
 Buddhist  −.769  −.115  −1.383  −.755  −.108  −1.388 
 Others  −.571  −.048  −.593  −.322  −.027  −.359 

 Monthly income  −.192  −.053  −.647  −.027  −.007  −.091 
 Recognition to the 
mother country by 
Korean 

 −.707  −.234  −3.031 **   −.074  −.024  −.294 

 Acculturative stress  .073  .325  3.684 ***  
 Life satisfaction  −.127  −.282  −3.065 **  
 Language literacy  −.015  −.018  −.223 
 Constant  6.065 (.000)  2.081 (.573) 
  R  2   .140  .382 
 Adjusted  R  2   .082  .310 
 Change in  R  2   .242 
  F   2.388 (.009)  5.329 (.000) 

  * P  < .05 ** P  < .01 *** P  < .001 
  Note : Adopted from Kim and Kim ( 2013 ). Depression in non-Korean women residing in South 
Korea following marriage to Korean men. Archives of Psychiatric Nursing, 27, 148–155  
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various physical health problems, eating disorders are associated with a variety of 
mental problems such as depression, anxiety, obsessive compulsive disorder, and 
substance abuse (Korean Statistical Information Service,  2011 ) (Table  14.2 ).

       Discussion and Implications 

 Literature review has shown that recent immigrants are at a high risk of depression 
owing to acculturative stress. Similarly, non-Korean women residing in South Korea 
following marriage to Korean men showed also higher level of depression com-
pared with non-immigrant Korean. Like other immigrant communities, accultura-
tive stress, life satisfaction, and language literacy were signifi cantly associated with 
the level of depression among migrant women in Korea. 

 Our review suggested that the signifi cant relationships that we found among 
acculturative stress, life satisfaction, language literacy, and depression provide 
information important to mental health professionals and researchers. More impor-
tantly, pressures to acculturate are likely experienced to different extents by 
 individuals or distinct ethnic groups and may create different stress syndromes. This 
may mean that cultural background of migrant women infl uences how depression is 
conceptualized, what depressive symptoms are expressed, and what help-seeking 
behavior results. Thus, an understanding of the patterns through which depression is 
manifested or expressed may aid in the provision of culturally appropriate mental 
health services to migrant women in Korea. Moreover, mental healthcare practitio-
ners need to be keenly aware of the impact of acculturative stress on mental health 
when treating migrant women. Better understanding of the relationship between 
acculturation and mental health may assist in the development of effective interven-
tional programs for this population since acculturation is psychologically and 
socially complex. Additionally, appropriate strategies for health education and 
health practice should also be developed to facilitate the cultural competence of 
mental health professionals working with migrant women. Finally, we think that 

   Table 14.2    Gender differences in the prevalence of mental disorder in South Korea (2011)   

 Types of mental 
disorder 

 Women  Men  Total 

 Prevalence (%) 
 S.E. 
(%)  Prevalence (%) 

 S.E. 
(%)  Prevalence (%) 

 S.E. 
(%) 

 Psychotic disorder  0.9  0.2  0.3  0.1  0.6  0.2 
 Major depressive 
disorder 

 9.1  0.7  4.3  0.5  6.7  0.6 

 Anxiety disorder  12.0  0.8  5.3  0.6  8.7  0.7 
 Eating disorder  0.2  0.1  0.1  0.1  0.2  0.1 
 Somatoform disorder  2.2  0.4  0.7  0.2  1.5  0.3 
 Alcohol use disorder  6.1  0.6  20.7  1.0  13.4  0.9 
 Nicotine use disorder  1.7  0.3  12.7  0.8  7.2  0.7 

   Source : Korean Statistical Information Service,  2011   
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governmental or social policies shape health. Given the prominence of migration on 
the global public agenda in the past few years, there appears to be increasing con-
sensus that governments need to pay attention to, as well as provide resources for, 
the management of migration if it is to have a positive impact. The Korean 
Government also began developing policies aimed at improving their situations, 
with many ministries pursuing various projects under the auspices of the Korean 
Ministry of Gender Equality and Family (KMOGEF). However, it appeared that 
most of these are designed to facilitate the women’s cultural assimilation or “re- 
culturalization,” with the women being expected to adopt their new (Korean) cul-
ture. After 2013, the Governmental new policy can be summed up as “empowerment 
for multicultural family and strengthen their core competencies”. Fortunately, the 
focus of new immigrant integration and health policies shifted from assimilation 
model to integration model. There are some strands of policy to consider when char-
acterizing this shift: integrated migrants integration policy, community cohesion 
policy, a strong and broad emphasis on universal human rights and equality, reason-
able citizenship and naturalization policy, and education policy including language 
or job education for multicultural families. With these policies in effect, we hope 
that all of person living in South Korea will be able to attain their optimal level of 
health status physically as well as mentally in the near future. However, as recent 
literature identifi ed (Alberta Health Services,  2009 ), “our integration and health pro-
motion policies should be designed for specifi c target populations that are culturally 
and linguistically congruent; the policy should be promoted to a community- driven 
and strength-based manner.” In addition, partnership-building with allied health 
professionals in the development and implementation of health promotion initia-
tives for immigrants, media campaigns to raise awareness of health issues among 
immigrants, and community outreach for underserved populations are also needed.     

     Response

Leai Tupas                        

   One Day in My Second Country 

  Whoever said it is easy…whoever said it is fun…Whoever said I am lucky…  
  Are just those whose never been on my shoes..  

  The reality isn’t simple for it was more complex than any mathematical 
equation. While a mere learning is different from understanding by heart…  

  From pearl of the Orient to the land of Han…from two different cultures…
traditions…and most of all the language barrier…for English isn’t widely spoken..  

  I had come to know my fears… I have learned the feeling of being incarcerated,  
  People do not just give me an eye for being different, but some even asked how 

much my husband had paid to marry me…  
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  My sanity was tested and I was suffocated from being discriminated and 
insulted, when the so called friends of the person I love had directly insulted me 
and my family in front of my face…thinking that I never did understand them, for 

all the while I kept a smiling face…but then inside of me, my confi dence com-
pletely dies…For I may have understood but the lack of language fl uency had 

taken a big roll in my situation. I had come to hate, I have come to misunderstand 
the country that is supposed to be my second home…  

  But then I met people whose more open minded, from them I have learned to 
understand the conservative characters of the people in this country, but most 

importantly I had refl ected that I also had become like those people who used to 
judge me for I instantly judge my second home itself…  

  I know I still have a long way to understand completely my second home, and I 
still have to learn the language that gives me a big barrier, but I am now trying.. 
starting to gain my confi dence back…And yet, there are still fears inside of me, 

most especially a big fear for a child that I still don’t have, thinking will he/she be 
discriminated…or will he/she be judge…just because he/she is a half.. 

Acknowledgment This study was partly supported by grant no. 2009-901-42 from the Daegu 
Haany University, Daegu, South Korea.    
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Chapter 15
The Gender Gap in Mental Health: 
Immigrants in Switzerland

Jehane Simona Moussa, Marco Pecoraro, Didier Ruedin,  
and Serge Houmard

 Introduction

Natia is a 29-year-old immigrant woman working in Switzerland. Although she was 
able to find work, she suffers from depression which affects every aspect of her life. 
Depression, just like persistent feelings of sadness and loneliness, is common 
among recent immigrants—thought to be linked to the processes and challenges of 
settling in a new environment (Holtmann & Tramonte, 2013). For Natia things got 
so bad that she recently thought professional help was needed, and from her psy-
chiatrists she learned that women are more likely to report poor mental health than 
men (Cherapanov, Palta, Fyback, & Robert, 2010; Read & Gorman, 2011).

While gender gaps in mental health are commonly observed, a focus on immi-
grants can be helpful to understand reasons for gender differences in mental health 
more generally. Statistically speaking, the study of immigrants is interesting as they 
offer more variance. From social isolation to full participation in society, immi-
grants vary in their circumstances just as much as they vary in their propensity to 
report mental health problems. Just like in the general population there are marked 
gender differences among immigrants in mental health, with immigrant women 
reporting poor health more frequently than immigrant men (Moussa & Pecoraro, 
2013). In this chapter, we make use of the observed variation to study two mecha-
nisms behind mental health problems.

When Natia is unable to go to work, she is only dimly aware that mental health 
problems are of great importance, representing what has been called “the global 
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health burden” in particular for women who are more at risk from suffering from 
poor mental health (Gülçür, 2000, p. 46). This point will be discussed in a further 
section (see The Gender Gap in Mental Health).

The literature offers different explanations for the gender gap in mental health. 
Some studies highlight the association between mental health and macro-social 
variables such as income, marital status, or employment status (Madden, 2010). 
Others argue that gender roles are an important reason as to why women tend to 
report poorer mental health than men (Weich, Slogget, & Lewis, 2001). In this chapter, 
we add immigration as an additional concern. The motivation is to focus on a 
subpopulation where poor mental health is relatively more common, and where—
crucially—there is great variation in the variables that are associated with poor 
mental health. What is more, in migration studies the poor mental health of immi-
grants is frequently highlighted, especially that of immigrant women (Berchet & 
Jusot, 2010; Cooper, 2002; Nazroo, 2003). For instance, in a study on migration- 
related health inequalities, Malmusi, Borrell, and Benach (2010) showed that immi-
grant women of all social classes are more likely to report poorer health than men 
and to be discriminated against on the labor market. Holtmann and Tramonte 
observe that immigrant women often follow a different path when arriving in a 
country: “Many do full-time care-work at home supporting family members, some 
secure paid employment outside the home, while others pursue higher education 
and training” (Holtmann & Tramonte, 2013, p. 2). Such diverging paths can lead to 
great differences in terms of emotional experiences. Those staying home may feel 
isolated, while others may feel integrated when working. This chapter speaks both 
to the literature on immigrants’ health and women’s health more generally.

With regard to the health of immigrant women, Moussa and Pecoraro (2013) 
highlighted that low levels of education and a lower status in the labor market can 
statistically explain the gender differences among immigrants. Similarly, Cherapanov 
et al. (2010) observe that the self-reported health of immigrants varies significantly 
by sociodemographic and socioeconomic status. Indeed, sociodemographic factors 
like age, the age of arrival in Switzerland, and rural or urban residence may explain 
gender differences in terms of health. The “healthy migrant effect” is a well-known 
hypothesis, stipulating that recently arrived immigrants are generally healthier than 
the native population. This health effect, however, seems to deteriorate rapidly as 
immigrants settle in the country of destination (Malmusi et al., 2010; McDonald & 
Kennedy, 2004; Uretsky & Mathiesen, 2007). Once settled, the immigrants’ status in 
the labor market, education, income, or their proficiency in a national language may 
be crucial in explaining gender differences in terms of health. Holtmann and 
Tramonte observed that “the experiences of women differ from those of men in the 
contexts of the labor market, the community, and a higher education” (Holtmann & 
Tramonte, 2013, p. 3). Accordingly, immigrant women in the labor force report 
lower rates of mental distress than women staying home. Given that access to lan-
guage learning and barriers to integration can be quite high, this difference is gener-
ally interpreted in terms of the relative isolation of immigrant women staying home.

Attias-Donfut and Tessier (2005) highlight that the perception of health varies by 
the socioeconomic level of individuals, something also observed for immigrants. 
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Given that women tend to have lower individual incomes than men, this can lead to 
a gender gap in health (Cherapanov et al., 2010). In particular, different variables 
related to labor force participation are related to health, such as income and educa-
tion (Cottini & Lucifora, 2010; LIena-Nozal, 2009; Shields & Wheatley Price, 
2005). That said, women may be discriminated against with regard to educational 
achievements, a fact that can exacerbate health outcomes. Older studies highlighted 
the association between human capital and health (Becker, 1964; Fuchs, 1966; 
Mushkin, 1962; see also: Bracke, Pattyn, & von dem Knesebeck, 2013; Premji & 
Lewchuk, 2013). Grossman (1972a, 1972b) argues that income improves health, 
adding healthy workdays, while education improves productivity. In this sense, 
health can be regarded as an investment and human capital more generally. It fol-
lows that if women have on average lower levels of education and lower incomes, 
their health is affected. A different kind of investment comes to the fore in studies 
that highlight proficiency in the language of the country of destination. It facilitates 
communication with health care providers, both in and out of hospitals, and eases 
the understanding of written information, booklets, and brochures, all of which are 
associated with improved health outcomes. Given that language proficiency 
increases with active labor force participation, immigrant men have an advantage. 
In short, socioeconomic factors and language proficiency can serve as explanations 
for gender differences in terms of mental health.

Drawing on the concept of social capital, a different explanation for the gender 
gap in health can be formulated. Here we follow Bourdieu’s (1980) conception 
of social capital focusing on the importance of friends and family as a support 
network. Bourdieu highlights that individuals are part of social groups, but group 
membership is neither given nor definitive. Social relations change and evolve over 
time, leading to different configurations of social networks over time. This evolu-
tion is particularly apparent in the case of international migrants, where migration 
tends to come with a loss of ties in the country of origin. Even where these ties are 
maintained, such as by means of internet communication, the ties between individuals 
tend to become weaker and support available through existing networks dwindles 
(Ruedin, 2007, 2011). Instead, immigrants face the challenge of creating a new 
network, something facilitated by active labor force participation. Indeed, Zhao, 
Xue, & Gilkinson (2010) observe that immigrants with frequent contact with their 
friends’ networks are more likely to report good health.

Bouchard and Gilbert (2005) expand on Bourdieu’s conception of social capital, 
highlighting two mechanisms by which social networks can promote health. 
Networks can deepen the self-esteem of individuals in emotional and cognitive 
ways. It follows that lacking family or friend networks may be associated with a 
poorer health. Bouchard observes that people who are not integrated in a social 
network are 2–5 times more likely to die of all causes of mortality than those who 
are well integrated. Cooper (2002) summarizes the role of social capital as follows: 
“An extensive literature testifies to the fact that men and women differ markedly in 
social roles within the family and that gender differences in type of occupation, 
[…], often place women at a disadvantage with men” (p. 694). Social capital is then 
a key aspect of mental health for each individual.
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 Data and Methods

In this chapter, we use data from the 2010 Gesundheitsmonitoring der 
Migrationsbevölkerung in der Schweiz (GMMII). This survey contains a sample of 
the six largest immigrant groups in Switzerland (Guggisberg et al., 2011). The immi-
grant sample consists of 1,800 individuals from Portugal, Turkey, Serbia, and Kosovo. 
Three additional samples of 400 persons each are also available, focusing on newly 
naturalized people from Turkey and Serbia, and asylum seekers from Sri Lanka and 
Somalia respectively. We do not consider the sample of asylum seeker in the multi-
variate analysis, because the asylum application indicates that many of these individu-
als have suffered multiple traumas due to war or persecution, which renders this group 
incomparable to the others.

In the multivariate analysis, we use a linear probability model which can be pre-
sented as follows:

 
P y G Gi i i i i=( ) = +1 | ,x a bx

 

where the conditional probability for an individual i of being in a specific health 
condition yi (binary form) is modeled as a linear function of independent variables 
(Gi = female, xi = other individual characteristics). The α coefficient measures the 
gender gap, namely the change in the probability to reach a given state of health 
P(yi = 1) when Gi changes from 0 (=male) to 1 (=female). The advantage of the 
linear probability model over other models for binary outcomes is the readily inter-
pretable coefficients reported in this chapter.

The basic model controls only for demographic characteristics, while the other 
models systematically consider additional factors so as to isolate their influence on 
mental health outcomes. Two dependent variables are used to ascertain the robust-
ness of the reported finding. Both these variables are self-reported assessments of 
mental health. The first health outcome is whether an individual has received medi-
cal treatment for depression during the past 12 months. The second health outcome 
is whether an individual has received medical treatment for psychological problems 
in the past 12 months.

For the explanatory variables, a base model and six additional blocks of variables 
are considered. Each block of variables was chosen to narrow down which of the 
outlined mechanisms may be at play in shaping gender differences in health out-
comes. The base model includes demographic characteristics: age, nationality or 
national origin, migratory status (place of birth, age when first arrived in Switzerland), 
and the level of urbanization of one’s place of residence. The first block of variables 
covers socio-professional characteristics: level of education, status in the labor mar-
ket (employed, unemployed, inactive), and residence permit. The second block con-
sists of a variable on the proficiency in the local language. The third block of 
variables considers the situation of the household: household structure, number 
of children under 15, having a partner in Switzerland or abroad. The fourth block of 
variables covers social support: visits from or to family member, visits from or to 
friends. The fifth block of variables covers the feeling of being in control of one’s life: 
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an inability to overcome problems, the impression of being tossed in all directions, 
feelings of having little control over what happens, and being overwhelmed by 
problems. The sixth block of variables covers health literacy: knowing the tele-
phone number of the emergency services, knowing whether HIV can be cured, 
whether the respondent discusses their visits to doctors with others, and whether 
respondents recommend a person to consult a doctor or a psychologist if she has 
particular symptoms such as heartburn or a lasting cough.

 The Gender Gap in Mental Health

While the gender differences reported in Fig. 15.1 draw on self-reported health, 
there is evidence that these differences exist and that women indeed exhibit higher 
rates of mental pathology than men (Bebbington, 1998; Goldberg & Williams, 
1988; Weich et al., 2001).

The figure makes it apparent that there are differences between immigrant groups 
in the extent to which this gender gap exists. The picture of gender differences is 
largely the same for the two indicators of mental health: depression and having 
psychological problems. Figure 15.1 highlights that the gender gap in mental health 
is largest for immigrants from Portugal, Turkey, and Serbia. Women from these 

Fig. 15.1 Gender gap in mental health by nationality. Notes: Medical treatment for depression 
during the past 12 months. The size of the dots corresponds to the sample size; *gender gap is 
statistically significant at 5 %; (N) refers to naturalized citizens. Authors’ own elaboration on the 
basis of Moussa and Pecoraro (2013)
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countries were more likely than men from the same country to have received medi-
cal treatment for depression in the past 12 months. Interestingly, the gender gap for 
naturalized persons is hardly existent. If anything, men seem to be more likely to 
receive treatment for depression. At first sight, immigrants from Sri Lanka appear to 
be outliers, with men receiving treatment for depression more often than men. 
However, the percentage of Sri Lankan women affected by depression is larger than 
the percentage for any other nationality under consideration. In fact, nearly a quarter 
of Sri Lankan women report receiving treatment for depression. For Sri Lankan 
men, the figure almost reaches 40 %, probably due to the fact that men were more 
exposed to the political and military struggle in Sri Lanka that led to their asylum 
applications. Put differently, for both Sri Lankan men and women posttraumatic 
depression is a likely explanation. This makes it difficult to compare immigrants 
seeking asylum with labor immigrants that form the majority of immigrants in 
Switzerland. For this reason, the multivariate analysis excludes asylum seekers.

The gender gap reported for depression can also be found for the treatment for 
psychological problems: Women are more likely to receive such treatments than 
men, especially women from Portugal (12 %, compared to 2 % for men), Turkey 
(15 %, compared to 12 % for men), and Serbia (13 %, compared to 6 % for men). 
In contrast to depression, the gender gap seems to persist among naturalized Turks 
(9 %, compared to 5 % for men). Asylum seekers from Somalia and Sri Lanka are 
much less likely to seek treatment for psychological problems than depression—a 
finding that applies equally to men and women. To make sense of the factors that 
influence mental health outcomes—and with that the reported gender gap—in the 
following, we use multivariate regression analyses to statistically explain the gender 
gap in mental health.

We follow two modeling strategies. In the first case, we begin with the base 
model that only considers demographic variables and subsequently add just one of 
the six blocks of explanatory variables (Fig. 15.2). By testing each block of explana-
tory variables separately, we can examine which of the different mechanisms is 
most likely to reduce the gender gap in mental health, after taking into consideration 
demographic characteristics in the base model. Seen differently, each block of vari-
ables that can statistically explain the gender gap is a factor that explains the health 
disadvantage of women. The estimated coefficients shown in Fig. 15.2 identify the 
extent to which each block of variables can statistically explain gender differences 
in mental health. By comparing the different factors, it is possible to gauge which of 
these factors has the greatest impact on gender differences in mental health. 
Figure 15.2 includes separate results for depression and receiving treatment for psy-
chological problems. By including two different dependent variables, we are able to 
ascertain the robustness of the reported findings, apparent by the similarities 
between the two sets of models.

Figure 15.2 makes it apparent that once demographic variables are taken into 
consideration, women remain disadvantaged in terms of mental health. This is 
apparent by the positive coefficients in the figure. The fact that the lines indicating 
the standard deviations do not cross the zero line highlights that the reported gender 
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gap is statistically significant. This is true for depression (black) and psychological 
problems (gray). Given the linear probability model used, it is possible to interpret 
the magnitude of the estimated coefficients in Fig. 15.2 with ease: the distance 
between the zero line and the coefficient is the gender gap in mental health. In the 
base model, the probability that women receive treatment for depression is 4.5 % 
points higher than for men. In the case of psychological problems, the gender gap is 
slightly smaller, with women having a probability of receiving treatment that is 
3.6 % points higher.

Considering the different blocks of explanatory variables in Fig. 15.2, it is appar-
ent that none of them is able to explain the gender gap in mental health on its own. 
Depending on the block of variables considered, the reduction in the gender gap 
varies a bit. For instance, when controlling for socio-professional characteristics 
such as the level of education and labor market status, the gender gap is nearly 
halved. In this case, the probability of women receiving treatment for depression is 
reduced to being 1.8 % points higher than for men. Indeed, of the factors  considered, 
socio-professional characteristics on their own are able to reduce the gender gap 
most. Another significant reduction can be observed for the block of variables 
revolving around questions of being in control of one’s life. In this case, the gender 

Fig. 15.2 Gender gap in mental health: one factor at time. Notes: The dots are the beta coefficients 
for immigrant women, with immigrant men being the reference category. All estimated coefficient 
are statistically significant at 5 %. The thick lines correspond to one standard deviation, with the 
thin line indicating two standard deviations. In each case the indicated block of variables is added 
to the base model in an exclusive manner. N = 2,581
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gap is reduced by around 30 %. The variable block on health literacy accounts for 
around 0.6 % points of the gender gap.

The models on receiving treatment for psychological problems suggest compa-
rable influences for the different factors considered. Once again, socio-professional 
characteristics have the largest impact, corresponding to a reduction in the gender 
gap of 1.7 % points. Just as in the case of depression, this is a reduction of the gen-
der gap by half. As with depression, the block of variables on being in control of 
one’s life is significant, leading to a reduction in the gender gap of 1.1 % points. By 
contrast, the other blocks of variables can only account for very small amounts of 
the gender gap.

In the second modeling strategy, we also begin with the base model, but this time 
the different blocks of variables are added in a cumulative manner (Fig. 15.3). 
This way, we can examine whether the combination of the factors identified in the 
literature can statistically explain the gender gap in mental health or whether there is 
something inherent to gender differences when it comes to mental health. Indeed, 
when the different blocks of explanatory variables are added sequentially, the gender 
gap tends to zero. This is visible by the diminishing distance between the zero line and 
the coefficient point estimates as we move to the right of the figure, especially in the 

Fig. 15.3 Gender gap in mental health: accumulation of factors. Notes: The dots are the beta coef-
ficients for immigrant women, with immigrant men being the reference category. The thick lines 
correspond to one standard deviation, with the thin line indicating two standard deviations. The six 
left-most coefficients for depression are statistically significant at 5 %, the last coefficient at 10 %; 
the four left-most models for psychological problems are significant at of 5 %. The indicated 
blocks of variables are added in a cumulative manner, beginning with the base model including 
only demographic variables. N = 2,581
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case of treatment for psychological problems. Indeed, for psychological problems the 
difference to zero is no longer statistically significant after the fourth block of explana-
tory variables is added. For depression, the cumulative consideration of different 
blocks of variables also diminishes the gender gap in substantive terms, although the 
difference to zero remains statistically significant at a level of 10 % when all the vari-
ables considered are included. Put differently, a gender gap in mental health remains 
despite considering all of a wide range of explanatory variables.

Both in the case of depression and psychological problems, the same variables 
lead to a significant decrease in the gender gap in mental health. In particular, socio- 
professional characteristics stand out—the level of education, the status in the labor 
market, and one’s type of residence permit. The gender gap outlined in Fig. 15.1 is 
thus largely a reflection of the fact that immigrant women tend to have lower levels 
of education, are more likely to be economically inactive, and have a short-term 
residence permit. All these factors affect the personal network, which in turn seems 
to affect mental health outcomes.

 Discussion

In this chapter we have explored the gender gap that exists in mental health. Women 
are generally more likely to report poor mental health than men. In the literature a 
range of explanations are suggested, which we have put to the test. The focus was 
on the gender gap in immigrant populations because they have greater variance in 
the key variables of interest such as socio-professional characteristics and social 
capital. In this sense, the study of immigrants in this chapter helps understanding 
gender differences in the general population.

Socio-professional characteristics such as education and access to the labor 
market are the most important factor in explaining the gender gap in mental health 
among immigrants in Switzerland (compare Cherepanov et al., 2010). Both for 
depression and psychological problems, this block of explanatory variables was 
able to statistically explain the largest share of the gender gap. With an eye to elimi-
nating gender differences in health outcomes, facilitating women’s access to the 
labor market seems important. For immigrant populations, this also means encour-
aging participation in social and economic life as part of the mainstream society. 
Participation in social life can encourage value change and more importantly social 
support. It can also give confidence to women who wish to participate in economic 
life by educating them about the support available to them.

The second most important factor was the block of explanatory variables that 
captures the extent to which respondents felt in control of their lives (compare 
Bouchard & Gilbert, 2005). As with socio-professional characteristics, the actions 
in this area seem to revolve around what can be considered women’s empowerment. 
Again, access to the labor market may be an important factor, as it grants women 
more control over their everyday affairs. In the case of immigrants, programs that 
help overcome language barriers are important, as they are directly related to the 
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control individuals exert over their lives as well as feelings of isolation and exclusion. 
This can take the form of translations made available in hospitals, or language courses 
more generally. Furthermore, given the tendency of women to be responsible for 
family and care, policies that help reconcile family and career seem commendable.

While health literacy was able to explain only a small part of the gender gap in 
mental health, it is highlighted because it can relatively easily be addressed by pub-
lic campaigns. Targeted campaigns may focus on specific groups in society, such as 
women from a particular immigrant group if there is evidence that these women 
have particular needs. It seems likely that a general increase in health literacy has 
the consequence of reducing the gender gap in mental health, which is why this fac-
tor seems generally important.

The analyses in this chapter provide partial support for both mechanisms identi-
fied in the literature: First, we can confirm the importance of socioeconomic factors 
in explaining gender differences in mental health. In particular, the level of educa-
tion, active participation in the labor market, and speaking the local language are 
significant covariates that statistically explain the gender gap in mental health. 
Second, with the feeling of being in control of one’s life, we can also confirm 
the importance of social capital in explaining gender differences in mental health. 
Put differently, those individuals like Natia who have no support network are much 
more likely than their counterparts with a support network to suffer from poor men-
tal health such as depression or psychological problems. At the same time, variables 
that capture the household structure were not significant covariates for the gender 
gap, suggesting that not all aspects of social capital are equally important for gender 
differences in mental health.

In the case of depression, we observed a persistent gender gap. Even though the 
cumulative consideration of different explanatory variables helped reduce the gen-
der gap in mental health, a small but significant gender gap remained. Cherapanov 
et al. (2010) argue that such persistent gender differences might reflect response 
biases in surveys, with women responding differently to the same questions than 
men. Such response biases could be identified with tests of measurement invariance 
(Davidov, Schmidt, & Billiet, 2010), something future research should pay particu-
lar attention to. At the same time, a persistent gender gap may indicate that variation 
is incompletely measured, or other—unmeasured—factors explain the gender gap. 
As outlined above, the focus on immigrants in this chapter should increase varia-
tion, but the role of additional variables can never be ruled out. This is particularly 
the case for aspects of social capital, where the variables suggested by theoretical 
accounts are unavailable in the survey.

The finding that participation in the labor market is so important for explaining 
the gender gap in mental health warrants further consideration. It is a fact that men 
are more likely to participate in the labor market than women, particularly in 
Switzerland with its relatively limited social security system. This means that labor 
force participation is relatively strongly correlated with gender, leading to challenges 
in modeling (Moussa & Pecoraro, 2013). Our tests indicate that this is not a major 
concern for the models presented.
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 Implications

While concerned with gender differences in mental health more generally, this 
chapter also contributes to our understanding of mental health outcomes of immi-
grant groups. The mechanisms highlighted in the literature and the analyses in this 
chapter suggest that the correlates of poor mental health for immigrant groups are 
not different from what is reported for the general population. With socio- 
professional characteristics and social support networks, the mental health of immi-
grants is shaped by the same factors, but in both areas there are some immigrants 
who are in particularly vulnerable positions. With a regular occupation, Natia could 
be expected to have good mental health, but it is the kind of work—cleaning offices 
at an hourly rate—that matters. Without a good support network, Natia had nobody 
to fall back on when depression set in, just like many immigrants—particularly 
women—live in relative isolation and exclusion. While for Natia receiving treat-
ment for her depression is of priority, in the long terms she would benefit from any 
program that helps her to escape the precarious lifestyle many immigrants lead, 
including language courses that could open up new possibilities on the labor market 
and empower immigrant women more generally.
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 What the Study Tells Us About Swiss Integration Policy

This study is interesting as it is trying to explain the reasons and possible factors for 
the gender gap in immigrants’ mental health in Switzerland. In addition, from the 
point of view of a specialist on migration and health topics, working to promote the 
National Programme on Migration and Health within the Federal Office of Public 
Health, this study invites us to reflect on, and question, the achievements of Swiss 
integration policy.

In that regard, after a short overview of the main domains of integration 
promoted in Switzerland, I will use the results of the study to point out a few questions 
and challenges to consider in regard to integration policy.
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 Swiss Integration Policy

Integration is, first and foremost, to be achieved within existing structures such as 
schools, vocational training institutions, businesses, or institutions of the public 
health system. It is implemented at the three political levels, namely, the 
Confederation, the cantons, and the communes. At the federal level, both the Federal 
Office for Migration and the Federal Office of Public Health initiate and coordinate 
activities in order to promote integration.

With the National Programme on Migration and Health 2014–2017, the Federal 
Office of Public Health aims to promote the health of the migrant population in 
Switzerland and thus to contribute to equal opportunities in health. Measures are 
implemented in the following areas: health promotion and prevention of illness, 
health care provision and education, community interpreting and research and 
knowledge management.

The Federal Office for Migration provides—besides the efforts via the ordinary 
structures—financial support to the cantons to promote specific integration defined 
in the three following pillars: (1) information and advice, (2) training and employ-
ment, and (3) communication and social integration.

 Integration Policy in Regard to the Study Results

The study brings us a step closer to understanding the gender gap in mental health 
between immigrants in Switzerland with two main explanatory factors:

• The socioeconomic factor, which stresses that the level of education, the effec-
tive access to the labor market, as well as the capacity of the immigrants to speak 
a local language are decisive.

• The feeling of being in control of one’s life: beside having a job and being in a 
position to be understood (language skills, interpreting services) having 
 relationships and a support network—what the authors also call social capital—
is another key explanatory variable.

Does that tell us anything about the relevance of the integration policy?
In my opinion, the results of the study and the variables explaining the gender 

gap in mental health between immigrants confirm that the domains promoted in 
Switzerland, also called pillars of integration, are important and need to be 
addressed.

The socioeconomic factor indeed gives importance and legitimacy to the education, 
employment, and language knowledge domains of integration promoted at the 
national and cantonal level. Education contributes to creation of job opportunities, 
social connections, and language learning. Employment as jobs—besides the finan-
cial support they provide and the financial autonomy—contributes to establishing a 
valued social role, developing language skills, and broader understanding of the 
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host community and establishing social connections. Language skills facilitate 
social connections and quality interactions with other communities as well as with 
state agencies or institutions.

The second factor stresses the importance of having a social support network and 
thus gives the social connections or social integration domain particular value. Being 
able to create bridges to the host community or to other communities, as well as to 
engage with local authorities and services are decisive steps for avoiding isolation 
and exclusion. Being socially connected is also decisive in fulfilling the “two- way” 
process of integration which is at the heart of the Swiss definition of integration.

Regarding this domain of integration, the integration policy and its social inte-
gration pillar is focusing and pushing the cantons in the right direction. However, 
looking at the goal of this pillar (migrants are expected to participate in the social 
life of their neighborhood and become active in civil society organizations), one 
could think that the expected dynamic to achieve is the one coming from the immi-
grant’s side. What happened to the two-way integration process dynamic anchored 
in art. 4, Integration, of the Federal Act on Foreign Nationals, where it is explicitly 
mentioned that integration requires “Willingness on the part of the foreign nationals 
and openness on the part of the Swiss population”? Is that openness actually encour-
aged by the state and the cantons, and in which ways?

This example illustrates that if the domains of action mentioned here are relevant 
to the promotion of integration policy in theory, practitioners and policy makers 
need to keep a close eye on the content of policies in order to effectively succeed 
and achieve the declared two-way integration.

 Challenges and Questions

I see at least three challenges to tackle linked to Swiss integration policy, in order to 
keep it relevant and accurate in the future:

• The research and assessment challenge
The domains of action of Swiss integration policy mentioned above are rele-

vant as they answer effective neveds and problems of the migrant population. 
However, at the operational level, are things done the right way? Do implemented 
activities have the appropriate and expected impact? Could the gender gap men-
tioned in the study be reduced with specific measures? Do we effectively achieve 
a two- way process of integration? Does Swiss integration policy address all 
important domains of integration?

It certainly takes resources and time to set up and implement ambitious 
research and assessment processes. My conviction is, though, that we need to 
want to know more on that front to better achieve integration.

• The case management challenge
The study clearly shows that despite money having been invested in integra-

tion policy for years, problems remain at the beneficiaries’ level. Problems con-
cern certain individuals or categories of individuals more than others. Can this 
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difficulty be solved and how? Would case management focused on individual 
situations and problems be the solution to moving a step forward, and also reduc-
ing the aforementioned gender gap?

• The social integration challenge
Social integration is a declared priority for the authorities. It’s not the public 

face of integration as employment, housing, education, or health can be. But it is 
an important issue for people experiencing the integration challenge in their lives.

In a political context and climate which is quite critical towards migrants’ pres-
ence in the country, how can interaction be promoted between migrants and the 
host society at the individual level? Is this challenge realistic and what needs to 
be done to succeed?
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    Chapter 16   
 Focusing on Resilience in Canadian 
Immigrant Mothers’ Mental Health 

             Yvonne     Bohr     ,     Michaela     Hynie    , and     Leigh     Armour   

            Introduction 

 The number of international female migrants was estimated to be over 100 million 
in 2010 (World Migration Report,  2010 ). In Canada, immigrant women now make 
up over 20 % of the country’s female population (Chui,  2011 ). Women have partici-
pated signifi cantly in globalization and the movement of workers, jobs, and capital, 
resulting in a critical impact on social structures over the past 20 years (Prempeh, 
Adjibolosoo, & Mensah,  2004 ). Many migrating women are mothers for whom the 
stresses of migration are further exacerbated by the documented differences in the 
caregiving burdens borne by men and women across cultures (Garcia-Calvente, 
Mateo-Rodriguez, & Eguiguren,  2004 ; Statistics Canada,  2011 ). Gender inequality 
in that context contributes to economic and health inequities for mothers, who are 
thus often more vulnerable throughout resettlement simply on account of being 
female. To add to this vulnerability, many assumptions exist about the health and 
mental health of immigrant women, including immigrant mothers. For example, in 
Canada, misconceptions about the immigration process and its unilateral benefi ts to 
migrants still generally inform approaches to the provision of mental health services. 
Out-dated service policies continue to exist, despite an increasing number of reports 
that show that many immigrants’ health and mental health is better than that of 
natives upon arrival in Canada, but subsequently deteriorates, an initially surprising 
and highly concerning phenomenon (e.g., De Maio,  2012 ; De Maio & Kemp,  2010 ; 
Garcia Coll et al.,  2012 ; Guruge, Hunter, Barker, McNally, & Magalhães,  2010 ). 
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 Researchers have demonstrated that immigrant women to Canada, the US and 
Australia, for example, after some years of relatively good health or “healthy migrant 
effect” (Vissandjée, Kantiébo, Levine, & N’Dejuru,  2003 ), can expect their health 
and mental health to worsen in the decade following their re-settlement to a point 
where it is equal to or even worse than that of native born Canadians (Donovan, 
Steinberg, & Sabin,  1992 ; Guruge et al.,  2010 ; Markovic, Manderson, & Kelaher, 
 2002 ; Raphael,  2004 ). Of note is the fact that deterioration in health and mental health 
status is particularly prevalent in groups of immigrants that experience discrimination 
and inequality, which can result in isolation, loneliness, and depression (De Maio & 
Kemp,  2010 ). There is increasingly convincing evidence of the signifi cant systemic 
challenges that newcomers face, and, as noted above, women are particularly vulner-
able due to the additional burdens of gender inequality. Yet for practitioners in the 
mental health community, especially those with psychological and medical training, 
conceptualizations of immigrant mental health typically still often focus on accultura-
tion and individual factors. This viewpoint carries the implication that it is somehow 
a shortcoming of the individual woman that eventually results in mental health prob-
lems for not just herself, but her children and family. Whether it is an inability to 
acculturate, a personality fl aw, or predisposition to psychiatric problems that is seen 
as the culprit, this approach to a phenomenon that is more systemic than individual 
often results in the provision of services that are too narrowly focused on crisis sup-
port and settlement issues, without suffi cient consideration to other social dimensions 
of health and well-being of women (Markovic et al.,  2002 ). Indeed a disproportionate 
number of immigrant women to Canada live with low income, few community 
resources, enduring racism, and lack of equal employment opportunity, often without 
their families for informal natural support and help (Statistics Canada,  2011 ). As a 
result, these women live with inordinate stress that then adversely affects their health. 

 Despite these tremendous stressors, immigrant women and mothers in particular 
often demonstrate signifi cant resilience, developing coping strategies that draw on 
cultural strengths (Hynie, Baldeo, & Settino,  2013 ; Hynie, Crooks, & Barragan, 
 2011 ). However, at times, community practitioners may poorly understand specifi c 
culturally grounded coping strategies. Unconventional family practices may be 
judged and attributed to negative aspects of culture as opposed to being understood 
as coping in the face of inordinate stress. Similarly, these same coping strategies 
may be misunderstood and/or conceptualized as maladaptive and leading to mental 
heath problems, when in fact these strategies might mitigate the conditions that lead 
to the latter problems in the fi rst place. Misconceptions can be especially prevalent 
in educational, child welfare, or family mental health service milieus (Bohr,  2014 ). 

 In this chapter we provide examples from two contexts in child and family men-
tal health in which immigrant mothers’ practices are sometimes conceptualized as 
maladaptive or unhealthy. We assert that it is important to contextualize these prac-
tices in the availability of social support and to reframe culture-informed behaviors 
in terms of resilience (Khanlou & Jackson,  2010 ). We draw on the results of two of 
our studies to propose an alternative conceptualization of immigrant women’s men-
tal health for research, practice, and policy purposes, in the context of the often 
inordinately challenging social and economic conditions presented to women, and 
especially mothers, by a new life in Canada.  
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    Parenting in an Immigrant Context: 
The Critical Role of Stress 

 The fi rst study, entitled  Effects of Life Stress, Social Support, and Cultural Norms 
on Parenting Styles Among Mainland Chinese, European Canadian, and Chinese 
Canadian Immigrant Mothers,  was conducted by co-investigators Chang Su and 
Michaela Hynie in 2010. The study was partially funded by the Joint Centre of 
Excellence for Research on Immigration and Settlement (CERIS) to the fi rst author 
and was approved by the York University Research Ethics Board. In this study we 
examined parenting in 69 Chinese immigrant mothers, 62 European Canadian 
mothers (all recruited in Toronto), Canada, and 61 mainland Chinese mothers. We 
queried the effects of cultural beliefs, culture of origin, and culture of residence and 
concluded that stress played a signifi cant role in the establishment of parenting 
practices that are typically attributed to specifi c differences between cultural or eth-
nic groups. Research has often documented differences in parenting practices 
between cultural groups, attributing these differences to cultural differences. For 
example, parents in China are often described as stricter than those in North 
America, and this has been explored in terms of Chinese cultural beliefs (e.g., Chao, 
 1994 ; Jose, Hunstinger, Huntstinger, & Liaw,  2000 ). Here we explored the limits of 
cultural explanations for group differences in two parenting styles, authoritative 
(supporting and directive, an optimal form of parenting) and authoritarian (punitive 
and/or cold, a suboptimal form of parenting), in Mainland Chinese, Chinese 
Canadian, and European Canadian mothers of 2- to 6-year-old children. We mea-
sured a range of cultural beliefs that have been proposed to explain cultural differ-
ences in parenting between Chinese and European North Americans, as well as the 
more proximal environmental variables of life stress, social support, and social 
norms. Consistent with past research, we showed that authoritarian parenting, which 
is considered to be less desirable and potentially predictive of poorer developmental 
outcomes for children, increased with stress and traditional parenting beliefs, but 
decreased with social support. We also found cultural differences: European 
Canadian mothers used less authoritarian parenting than either Chinese Canadian or 
Mainland Chinese mothers. This cultural difference, however, was fully mediated 
by the mothers’ perceived stress. 

 In child and family mental health settings, parenting practices, especially prac-
tices that are associated with poorer mental health outcomes (e.g., authoritarian 
versus authoritative parenting), are often attributed to cultural variables, such as 
cultural beliefs, but this assumption is rarely explicitly tested. As this study showed, 
cultural variables may indeed explain differences in behavior or psychological 
states, but it is also possible that differences between cultural groups may be due to 
more proximal factors. When perceived levels of parenting stress were taken into 
account, the cultural difference (recorded in this study) disappeared; the relation-
ship between a non-optimal parenting style and cultural heritage appeared to be 
fully explained by cultural differences in the experience of stress. At the same time, 
mothers in Mainland China reported less authoritative parenting (a parenting style 
that is considered optimal, and predictive of better mental health outcome) than 
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mothers in Canada, regardless of whether those mothers were of Chinese or 
European heritage. Moreover, this group difference remained even when stress, 
social support, and a number of measures of cultural values (i.e., collectivism, tra-
ditional childrearing beliefs) were taken into account. Thus, for authoritative parent-
ing style, local parenting norms appeared to be the dominant factor. This study 
highlights the danger of attributing observed differences between cultural groups to 
traditional cultural belief systems. The local environment can have a more powerful 
effect on beliefs and behaviors than heritage culture, through local behavioral 
norms, or through elevating levels of stress among residents, but this can only be 
determined through the inclusion of the appropriate comparison groups and/or 
explicitly measuring the underlying explanatory variables.  

    Judging Mothering Practices in Immigrant Contexts: 
A Need to Consider Coping Strategies 

    A second study by principal investigator Yvonne Bohr, and co-investigators 
Michaela Hynie, as well as collaborating students Natasha Whitfi eld, Cynthia Shih, 
and Sadia Zafar was conducted in  2011  with funding from the Centre of Excellence 
for Research on Immigration and Settlement (CERIS) and approval from the York 
University Research Ethics Board. This community participatory project,  Parent- 
Infant Separation in Trans-national Families: Risk, Resilience, and the Needs of 
Young Immigrant Parents,  consisted of focus groups and interviews with 3 commu-
nity leaders, 6 community clinicians, and 31 mothers (34 parents in total). The study 
examined a practice that has often been construed as a mental health liability for 
transnational mothers who separate from their infants in order to build a life in 
Canada. The context of family separation during migration is worthy of study given 
the sheer number of mothers and children who experience such separations globally 
(Bohr & Whitfi eld,  2011 ). In Canada and elsewhere families increasingly take up 
transnational lifestyles after settling in their new country, often after the birth of a 
child, resulting in mother–child separations when young children are sent to live 
with extended family in the family’s country of origin, based on culturally sanc-
tioned traditions. While poorly understood, this practice is of great concern to com-
munity mental health workers, as many children subsequently return to the Canadian 
educational, health, and mental health sectors with complex challenges (Bohr & 
Tse,  2009 ; Salaff & Greve,  2004 ; Sengupta,  1999 ). Indeed, anecdotal reports from 
clinicians often link childhood and youth diffi culties to these family disruptions 
(Bohr & Tse,  2009 ; Smith, Lalonde, & Johnson,  2004 ). In clinical settings, mothers 
particularly are frequently directly or indirectly blamed for such “unhealthy” prac-
tices, and the potentially damaging effects on the mental health of children as well 
as that of mothers are emphasized (Miranda, Siddique, Der-Martirosian, & Belin, 
 2005 ). There is no question that the custom of boarding young children away from 
their parents, variations of which can be found within several groups of new immi-
grants, may have detrimental repercussions. However, this practice may also be 
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prone to unnecessary stigma due, in part, to a lack of cultural awareness, and a lack 
of appreciation for the fact that such practices may often be the last resort for moth-
ers faced with inordinate stressors. 

 In this study, a cross-disciplinary, community-based participatory approach was 
taken in three Toronto communities: Chinese, Afro-Caribbean, and South Asian. We 
set out to gain a better understanding of the factors leading to such family separa-
tions, and their consequences, by obtaining community leaders’, service providers’, 
and mothers’ perspectives to provide a picture that identifi es some of the unmet 
needs of transnational families. In terms of the immigration experience alone, most 
researchers agree that living through even the most uncomplicated migration, while 
eventually worthwhile and productive, is stressful for families (Berry, Kim, Minde, 
& Mok,  1987 ; Padilla, Cervantes, Maldonado, & Garcia,  1988 ; Short, Garner, 
Johnson, & Doyle,  2002 ). Indeed the mothers in our study emphasized the stressors 
of resettlement, in particular the fi nancial strain of establishing themselves in Canada, 
as the main factors that made then consider a separation from their children. The cost 
of living, especially of accommodation, and the challenges in securing re-training 
opportunities, and acceptable employment were made all the more diffi cult in light 
of a lack of social support and scarce, expensive child care resources. One highly 
educated mother who, along with her husband, had immigrated from the People’s 
Republic of China and could not fi nd employment in her area of expertise related:

  …our income was not so stable. If the child was here [in Canada], with our rent for housing 
and others, our cost for living would increase. Because if you have your children around, 
we [would] have to rent a whole place. If we didn’t have our child around, with our fi nances, 
we [could] consider probably renting a smaller place or I [could] choose to live in the base-
ment. (P1, Focus group #1) 

   Over half of the mothers interviewed reported being completely exhausted by the 
rigors of adapting to their life in a new country without their familiar social support 
networks. Relying on relatives overseas for child care was deemed necessary for the 
sake of maximizing resources for the betterment of the family: “With work and 
study at hand, I couldn’t handle it. After sending my children away, I slept for 48 h 
straight …[My reason] was simple. I didn’t have enough energy.” ( P2, Focus group 
#1 ). False promises about educational equivalencies and the lack of fair employment 
punctuated the initial experience of many mothers following their arrival in Canada. 
Many commented on the injustice of bringing highly educated immigrants to 
Canada, who were then informed that they needed further qualifi cations such as “job 
experience” (which could often be obtained only by doing volunteer work) to be 
considered for appropriate employment in this country. A highly skilled participant 
from a South Asian background lamented that: “The only advice you get is do some 
voluntary work, voluntary work is good but you also need jobs for people who are 
doing volunteering. I am frustrated with voluntary work; government is taking 
advantage of them, give them some jobs” ( P1, Interview group #3 ) .  In spite of many 
voiced concerns about their child’s development, and regrets about the repercussions 
of disrupted relationships that resulted from the separations, most mothers were 
able to provide poignant examples of resilience. Mothers dealt with the emotional 
pain of being separated from their children with sometimes creative strategies. 
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Another South Asian mother related: “…I used to listen to my daughter sing poems 
through webcam every day”  (P10, Interview group #3).  They felt that repair was 
possible to relationships that had been damaged by lengthy separations. Most impor-
tantly, mothers also expressed much optimism about the future of their families. As 
a mother who had immigrated from the Caribbean said: “At least here, I’m safe…”. 
“You don’t want to leave your kid behind but you have to do something so that 
something better will happen.” ( P4, Focus group #3 ) .  All mothers emphasized that 
better systemic resources are needed to support new immigrant families. 

 It may be concluded from this study that, rather than automatically labeling some 
strategies used by highly stressed immigrant mothers as maladaptive, mental health 
clinicians should entertain the possibility that the latter may be at the very least 
health-seeking and a sign of resilience, if not always successful at promoting mental 
health (Bohr,  2014 ). Resilience was highly salient in mothers in this study as they 
spoke about coping successfully in the face of economic and social adversity, their 
focus on re-establishing compromised relationships following the re-unifi cation of 
their family, and their resolve to emphasize the constructive outcomes of their 
immigration to Canada. Sending children away to reside with relatives in one’s 
country of origin in order to cope with lack of money, space, time, and child care is 
but an example of a model of “coping during resettlement”, much like those pro-
posed by other scholars (Dyal & Dyal,  1981 ; Wong,  2002 ). One may have to caution 
that separation as a coping mechanism might in fact add to the stress already expe-
rienced by new immigrant mothers (Su & Hynie,  2010 ). Such stress may well con-
tribute to the decline in health captured by the notorious “immigrant paradox” (e.g., 
Escobar,  1998 ) that so many immigrants face post-migration. It may thus be useful 
to conceptualize separation as not just a coping strategy, but rather a health-seeking 
strategy that is in itself built on cultural strengths. Indeed, the benefi ts inherent in 
adopting some cultural practices from one’s country of birth (for example, having 
extended family help with child care), even as one “acculturates” to a new country 
that is adopting bi-cultural identities as opposed to simply acculturating, have been 
discussed by many scholars (e.g., de Figueiredo,  2014 ). However, it should also be 
noted that health-seeking strategies, such as eliciting grandparents’ help with child 
care that were functional in one cultural context (the country of origin, or sending 
country), may indeed become more problematic for women when transposed to a 
different geographic and cultural context (the receiving country, or country of settle-
ment). This may be particularly true when the new context lacks appropriate eco-
nomic and social supports. Clearly, the most constructive way to prevent such 
coping strategies from resulting in unintended negative effects would be to elimi-
nate the reasons for which coping is necessary in the fi rst place, through progressive 
immigration, health, and social policies. More progressive policies are particularly 
crucial for the health and mental health of immigrant mothers who, like most moth-
ers in Canada will typically carry a disproportionate share of parenting as well as 
elder care responsibilities, are overrepresented in part time and low wage work and 
are most affected by the lack of childcare options available in Canada, with only one 
child care space available per in fi ve children who need it (Friendly,  2013 ).  
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    Discussion 

 In summary, we propose that three issues, or tensions, are important to consider 
when addressing the mental health of Canadian immigrant mothers. The fi rst is that 
there may be an absence of cultural sensitivity in working with newcomer mothers 
who may be using coping strategies that they have adapted from their countries of 
origin and must be understood in light of their families’ practices and understand-
ings. Viewing these practices entirely through a North American lens fails to grasp 
the meaning of these strategies and the reasons for their use. The second is that there 
is an assumption that the coping strategies employed by newcomer mothers are 
chosen only for cultural reasons, or due to some personal shortcomings, as the larger 
social context of women’s behavior is overlooked. The family exists in a larger 
social context that encompasses both immediate social norms and expectations for 
their behavior by friends, peers, and neighbors, socioeconomic opportunities and 
limitations, and the availability or absence of other structural supports that make 
some choices more feasible than others. The third is that strategies that may seem 
necessary and adaptive in the short-term situation may have unintended negative 
short-term or long-term consequences that may not be apparent, especially for cop-
ing strategies that have been used effectively by the women and/or their families in 
their countries of origin. Exploring alternatives to these strategies, the meaning of 
the various choices, and possible outcomes of these approaches need to be sup-
ported in a context where other choices actually are possible. 

 Misconceptions continue to exist in the health and mental health sectors with 
regard to immigrant mothers’ and their families’ mental health and parenting prac-
tices. Indeed, in spite of a recent surge in interest and research, there continues to be 
a great need for discussion of the social determinants and systematic, multi-level 
examination of the effects of immigration on health generally (De Maio,  2012 ) and 
the mental health of immigrant mothers specifi cally. In addition, the signifi cant 
resilience that these women show in the face of settlement challenges goes largely 
unrecognized. 

 Knowledge mobilization is needed, as community-based assessments and clini-
cal interventions provided to immigrant women largely still focus on individual 
level treatment and settlement issues, such as cultural differences or acculturation. 
Indeed, some models for immigrant mental health, while out-dated, continue to be 
used as explanatory models in the health and mental health systems: for example the 
expectation that the more acculturated an immigrant, the more mentally healthy she 
is has been discredited in favor of a “bicultural paradox” approach that stipulates that 
bicultural individuals have better mental health (de Figueiredo,  2014 ). Mental health 
interventions often fail to consider the importance of the broader social and eco-
nomic context experienced by newcomers and may not be fully appreciative of the 
resilience that pervades the coping strategies used by immigrant mothers. Starting 
with frequently thwarted vocational and economic expectations upon arrival 
(Galabuzi & Teelucksingh,  2010 ; Negy, Schwartz, & Reig-Ferrer,  2009 ), language 
and cultural barriers, lack of information, loss of status and social support, lack of 
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child care, and racism and oppression, the pervasive challenges experienced in the 
context of migration affect immigrant women’s stress levels and mental health, 
necessitating the adoption of coping strategies (Bhugra,  2004 ; Donnelly et al.,  2011 ; 
Yakushko,  2010 ). These coping strategies, which are often based on traditional cul-
tural practices, though indicators of resilience, may in turn themselves become new 
stressors for women and their families in a new physical and cultural context. 

 To sensitively and comprehensively address the complex needs of immigrant 
mothers in order to prevent the deterioration in mental health that has been noted in 
immigrants, Canadian social and health systems might further consider approaches 
that model those taken by some countries of the European Union. France, for exam-
ple, is pioneering culturally sensitive mental health programs that blend concepts 
and practices of anthropology, psychiatry, and psychology and aim to be experi-
enced as effective by clients from diverse cultures (Sargent & Larchanché,  2009 ). 
These authors show how three models of healing embedded in constructs of “cul-
tural difference” are implemented at specialized mental healthcare centers catering 
to immigrants in Paris. There, “cultural mediation” is used by transcultural psychia-
trists who use an ethno-psychiatric approach grounded in clinical medical anthro-
pology. This approach has shown good results in addressing migrant well-being, 
especially helping to resolve crises in migrant families who come primarily from 
West Africa. Case studies presented by the authors apparently demonstrate that in 
order for interventions to be perceived as effective by patients from diverse cultures, 
“cultural difference” must be acknowledged but also situated in broader social, 
political, and economic contexts. In Canada, such contexts would have to include 
the economic inequities encountered by immigrant women whose credentials are 
not recognized, and who, as a result, are often saddled with employment which is 
not in any way commensurate with their level of skill and/or education. Even more 
important perhaps is the acknowledgment that the lack of childcare options that 
newcomer mothers face in this country would signifi cantly contribute to what may 
already be substantial settlement stress. Given the inordinate burden of stress that 
immigrant mothers carry, largely due to the seemingly intractable universal gender 
inequalities when it comes to caregiving responsibilities, promoting resilience in 
immigrant communities will have to involve an improvement to the number and 
quality of resources that directly support women.  

    Implications 

 Recognizing that resilience in diverse immigrant communities requires strengthen-
ing the resources available to especially the women in those communities, any dis-
cussion of immigrant mental health must address issues of policy. Most importantly, 
the role of equal economic opportunity, access to child care, and well-informed, 
high quality health services in supporting resilience must be highlighted, given that 
immigrant mothers’ stress, and by extension their mental health, is so closely tied to 
access to fi nancial stability (Idrovo, Ruiz-Rodríguez, & Manzano-Patiño,  2010 ; 
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Markovic et al.,  2002 ), but is often interpreted as an individual weakness or inade-
quate cultural adaptation. The role that social support plays in women’s lives, espe-
cially once they have become mothers, and the fact that immigrant women have 
often had to leave behind their social networks, should also be a consideration in the 
provision of programs. 

 Interventions or support at different levels are required to address the three issues 
identifi ed above: at the level of mental health services to immigrant mothers, both 
in terms of what is available and the training given to those providing services; at 
the level of support to families more generally; and at the level of immigration and 
child care policy more broadly. Policies intended for immigrant families generally, 
and women specifi cally should deal fi rst and foremost with the basic social and 
economic contexts that women encounter when coming to Canada. A fair universal 
minimum wage, funding that supports employment, accessible training/re-training, 
excellent accessible child care and family reunifi cation options should be considered 
as essential as the availability of responsive, culturally competent health services 
that address psychological issues and acculturation. Furthermore, well-funded, 
highly accessible, culturally competent formal and informal group support pro-
grams may be useful in providing a partial substitute for lost family networks. Last, 
there are clinical implications for service providers in the community, who may 
require enhanced training with regard to the multi-dimensional aspects of immi-
grant women’s mental health, and the importance of taking a balanced, strength- 
based approach to providing sensitive interventions that consider gender-specifi c 
social and economic factors in addition to individual, psychological issues.      

    Response 

          Leigh     Armour,
         Aisling Discoveries Child and Family Centre,    Toronto,   ON,   Canada    

 In my role as a Child and Family Therapist, I have seen how social, economic, and 
systemic stressors impinge on the mental health of immigrant mothers and their 
children, and correspondingly, how an expanded understanding of personal, famil-
ial, social, and societal determinants of resilience can inform mental health inter-
vention and promote well-being. I share this illustrative case study with the consent 
of Farha, a mother with whom I had the privilege of working. Her name and her 
daughter’s name have been changed to protect their identity and privacy. 

 Farha sought services from our children’s mental health agency because she was 
concerned about the impact of their family immigration stresses on her infant 
daughter, Nilofar. The family had faced persecution and Farha had had been forced 
to withdraw from medical school. The family then emigrated from Afghanistan, had 
been denied refugee status in Canada, were applying for status on Compassionate 
and Humanitarian Grounds, and were facing possible deportation. Farha recognized 
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that she was feeling physically, emotionally, and mentally stressed and depressed as 
a result of her pre--and post migration experiences, and sensitively and rightly wor-
ried that this might be adversely affecting her relationship with her daughter. She 
eloquently described to me how “the stress of the situation is impacting on our 
parenting—sometimes it is hard to look after Nilofar; I feel so bad; it is hard to 
control” and “we want to be happy for her but this is hard to force when we are wor-
ried, sad, busy.” Farha further stated “when a refugee lands to this country they are 
treated like a sort of criminal while they are victims looking for justice. Because of 
our ill approach they are forced to be depressed and put into an open jail”. 

 Parenting a young child in and of itself can be very demanding and Farha was 
aware that these parenting challenges were intensifi ed by her stressful immigration 
situation. Understandably, Farha found that the immigration worries and resettle-
ment efforts took over “everything” leaving room for little else. She shared how this 
stress left her depressed, and protectively, Farha withdrew from Nilofar in order not 
to have her emotional diffi culties impact on her daughter. In response to this very 
diffi cult situation, Farha exercised her personal resilience by seeking services for 
herself and her family, by fi nding fulfi llment in her job, and by connecting to her 
local neighborhood by attending events, and developing a sense of community 
belonging for her and her family. These coping strategies and health seeking efforts 
to build her own welcoming community and construct her “Canadian” identity 
made it possible for Farha to wrest control from economic, systemic, and social 
stressors to identify the choices and opportunities she had in her life. Regaining this 
locus of control, with the help of the counseling intervention, buttressed Farha’s 
worry about her immigration situation and her family’s future and enabled her to be 
able to live more in the present with her family. Feeling less stressed, overwhelmed, 
and depressed meant Farha was able to change her parenting responses to Nilofar 
and strengthen her connection with her. Wonderfully, this strengthened relationship 
made a very positive difference for both Farha and Nilofar. Family gains were then 
such that the behavioral and emotional concerns that Farha originally identifi ed for 
Nilofar dissipated as Farha reported feeling more confi dent, encouraged, and posi-
tive in her personal, work, and family life. 

 Upon termination of our intervention service, I asked Farha to share her views on 
how her family achieved the progress they made. She described fi rstly “I helped 
myself—I pushed myself to keep a balance”, and “we realized change wasn’t easy 
but it wasn’t impossible”. Farha then explained the importance for her of “putting 
immigration issues aside; before immigration was covering everything” and by 
doing so “my confi dence increased as Nilofar’s mom; my confi dence as a worker 
increased too; I am contributing to my family—there are many ways to do some-
thing good—I don’t let immigration issues stop me”. When asked for her view of 
what she found to be the most helpful intervention method, Farha replied “we 
wanted this goal—I needed someone to help me with my confi dence—I was feeling 
indecisive—we had lots of conversations and now I have the confi dence back that I 
had before—we went through so much with immigration”. 

 In refl ecting upon all that Farha and her experience taught me, my understanding 
that individual and family mental health is best considered in the context of systemic 
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stressors was confi rmed. My belief that depression experienced by immigrant 
women is best tackled by reclaiming the opportunities and choices that women have 
in the face of systemic barriers they face was also strengthened. Beyond addressing 
individual psychological concerns, mental health intervention can support women 
to fi nd agency in their family and work lives and build a sense of belonging through 
encouraging women to reach out to resources—often by beginning with accessing 
services for their children—to create their own communities of welcome. Farha’s 
ability to re-balance focus on her day-to-day life in the context of her very real 
immigration limbo and resettlement stress was testament to Farha’s personal quali-
ties as well her family strengths. For Farha, as it may be for other immigrant women, 
depression was a personal, familial experience best ameliorated through a systemic 
understanding of moving from service need to family resilience. Her recovery was 
fueled by her ability to reclaim her confi dence, and by fi nding identity and meaning 
in her positive contribution to her family life, to her work, and to her new Canadian 
home and society. In this view, mental health intervention must interweave indi-
vidual treatment and the development of coping strategies with the provision of a 
social relationship facilitative of immigrant women’s resiliencies as they adjust to 
their new way of life, build social networks, and integrate into their community to 
support them in managing with the specters of immigration challenges, economic 
uncertainties, and societal stressors.   
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    Chapter 17   
 Reinventing Myself: A Search for Identity 
as an Immigrant Woman in My Journey 
from Brazil to Canada 

             Debora     I.  K.     Nitkin       and     Joyce     Douglas    

            Introduction 

 The purpose of this auto-ethnographic essay is to explore the intricacies among 
immigration, mental health, and feminism. I revisit some aspects of my own trajec-
tory of immigration from Brazil to Canada due to my marriage. I explore how immi-
gration affected my subjectivity and identity, which initially I perceived as a loss of 
part of my story and a threat to my sense of self. The paucity of refl ection on the 
intersections between women’s subjective experience and identity both in the main-
stream literature on mental health and immigration and in the discourse of most of the 
practitioners within the health care system has motivated my interest to investigate 
the theme further. In order to gain a greater insight about this experience, I choose to 
engage in an auto-ethnographic investigation (Foster, McAllister, & O’Brien,  2005 ), 
which is a research method that permits simultaneously to capture the broader social 
context intertwined with one’s individual narrative and to produce therapeutic effects 
thanks to the understanding that this elaboration allows. I revisited photographs, per-
sonal notes, and correspondence to reconstruct the memories that I explore later on. 
I hope to illuminate the effects of immigration in women’s mental health in globalized 
societies, by troubling the limits offered by the use of social identities such as ethnic-
ity, gender, and language from a cognitive viewpoint. I argue that the understanding 
of such experience might be broadened if grounded in a Lacanian psychoanalytical 
approach (Copjec,  2012 ; Dashtipour,  2009 ). Last, I draw upon the notion of “reinven-
tation” (Forbes,  2012 ) and its potentialities, by allowing the rearrangement of one’s 
subjective experience and its implications for one’s identity reconstruction.  
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    Theoretical Perspective 

 Globalization may affect our lives sometimes in unpredictable ways. As a highly 
educated and professionally skilled woman, I saw myself involved in an ever- 
imagined experience in which the intricacies among feminism, immigration, and 
mental health became central in my everyday life. These complexities started since 
I made the option of moving from Brazil to Canada as a consequence of a late mar-
riage with a Canadian born man whom I met when I came to upgrade my scholar-
ship and build professional relationships. I hoped these relationships would allow 
me to strengthen a systematic international collaboration with local researchers to 
become more competitive to participate in the process of internationalization of the 
Brazilian academia (Santos & Iossif,  2013 ). As Associate Professor, I had a com-
fortable and independent lifestyle. Like the women in “Sex and the City”, I was 
happy with my life, but open to a relationship that might make it something still 
better (Finlay & Clarke,  2003 ). As soon as I found my soul mate, I did not hesitate 
in leaving my comfort zone; yet after a long period of deep refl ections, it became 
clear that the move would implicate an unpredictable trajectory. However, the rela-
tionships previously built, my tenacity in achieving my goals, and some contingen-
cies created the wonderful opportunity of fi nding a fulfi lling job and growing up in 
it. Nonetheless, this doubtless privileged position did not prevent me from going 
through similar situations as the ones reported by other immigrants who came to 
Canada (MacDonnell, Dastjerdi, Bokore, & Khanlou,  2012 ). 

 Psychoanalysts and linguists who have studied the effects of migration on the 
subject’s experience remind us that the movement that one does when one settles in 
a new land mimics the initial times that follow one’s birth, except for the fact that in 
that case the links with one’s affi liation and belonging are explicit (Melman,  2000 ; 
Xavier,  2008 ). Conversely, the immigrant arrives in the new world avid for con-
structing an affi liation for herself. This affi liation to a new country, to a new social 
order, to a new environment, and to a language that is not one’s mother tongue 
involves an initial time for relocating oneself subjectively, and not only pragmati-
cally. Although much has been said about the latter (Ahmad et al.,  2004 ; Jungwirth, 
 2011 ), a wider understanding of this subject’s experience and the vicissitudes that it 
implicates deserves further investigation because such a phenomenon can only be 
captured in the uniqueness of each case. 

 For Lacan, identity is a problematic concept because it disguises the recognition 
of the inexistence of the I, or ego, 1  as an unifi ed instance of the mind. Opposing the 
Cartesian vision, Lacan retrieves the Freudian’s statement “that the ego is not mas-
ter in its own house” (Forbes,  2012 ) to support the thesis that the “I” is only an 
illusion to keep us unaware of our condition of decentered subject because it is 
divided by the unconscious. Lacan reiterates the Freudian discovery that the “I”, 
as an imaginary product, is constituted only a posteriori of our division as subject. 

1   I and ego are used interchangeably. 
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This division is represented by our entrance in the language as part of the movement 
of separating ourselves from the Other represented initially by the mother (and/or 
her substitutes). However, until this operation is enacted, the baby, a fragile and 
dependent biological being, is subjectifi ed by the discourse of the parents. For 
instance, they give her a name that carries some meaning associated to the parent’s 
unconscious desire invested in this heir; they interpret and nominate the child’s 
needs (e.g., this crying means hunger, colic, sleep, and so on). Because this subjec-
tifi cation is processed in the language spoken by the mother, Lacan designated it as 
“lalangue”, or mother tongue (Melman,  2000 ). 

 To promote the aforementioned separation, however, the inclusion of a third ele-
ment, which Lacan coined as the Name-of the-Father, is necessary. Its inclusion 
simultaneously produces the interdiction of the mother (and the  lalangue ) to the 
child and the child’s entrance in the world of the language since she cannot count 
anymore with the prerogative of having her desire being guessed by the Other. From 
now onwards, the child must communicate her desire on her own. However, because 
the desire is structured in the language enunciated in that dyadic relation, in which 
there was no separation between the subject and the Other, the constitution of the 
subject in the language also marks her alienation concerning to her own desire. That 
is, the desire of the Other, which will never be completely knowable. It is also this 
alienation that constitutes the foundation of the unconscious as a separate instance 
organized by a language that is different from the one that we use to establish social 
bonds within the world where we are immersed. 

 As Melman ( 2000 ) and Xavier ( 2008 ) state, that passage marks the child’s 
entrance in the language of the father, that is, the language predominantly spoken by 
the parent’s social group, or nation, that from now on I will designate as native lan-
guage. It is such affi liation that is challenged when an individual leaves her home-
land. This departure is lived as a rupture with the primary social bonds, which 
facilitated the constitution of this individual as subject. Another aspect further elab-
orated by    Xavier ( 2008 ), while studying the problematic acquisition of a second 
language illustrated by the case of immigrants, is that immigration not only disar-
ranges the relationship with the language experienced in early years, but adds a 
second diffi culty. It is the inclusion in a social link in which one’s affi liation is not 
taken for granted. The person needs to reconstruct by herself the trajectory of sub-
jectifi cation in which she was previously subjectifi ed. She cannot count on the same 
investment of the Other towards herself as she had experienced before. In this sec-
ond time, the problematic issues that one might have experienced in his own process 
of constitution as subject in the mother tongue can be reactivated in the context of 
settlement in a new country, hindering the subject’s constitution in the foreign con-
text. However, in either the fi rst or in the second situation, the rearrangement of the 
subjective experience in a new country and in a second language requires a move-
ment in which one’s second language takes the place that the native language occu-
pied in the subject’s structure. The foreign language will produce in one’s subjective 
experience the same function of interdicting the access to the native language that 
forced the individual to repress  lalangue , which suggests how intricate is the pro-
cess experienced by immigrants. 
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 I conjecture that these challenges may be still tougher for women because their 
resolution of the Oedipus complex depends on the completion of their identifi cation 
with the mother, and this aspect can be conducive to an attachment to the native 
language that may create still more diffi culties than those experienced by men. 
Psychoanalysts (Amati-Mehler,  2003 ) explore the diffi culties that immigrant 
women faced in their therapeutic work and show that they may struggle signifi -
cantly to elaborate on topics which are associated to unconscious thoughts that are 
repressed in the mother tongue, regardless of their level of fl uency in the second 
language. As a result, the analysis advanced when the analyst encourages multilin-
gual patients to bring up the association in that native language (Espin,  2013 ) is 
what illustrates the complexity of that rearrangement of the subject required to fi t in 
a cultural context distinct from her home country. 

 This data reinforces the importance of knowing and further conceptualizing the 
threats that immigration potentially may cause to a woman’s identity from a perspec-
tive that goes beyond the category of gender, as Copjec ( 2012 ) cautions us in her 
critiques of the limits of the social identity theory in the capture of the feminine 
position as a product of sexuality. I agree with Copjec ( 2012 ) about the limitations 
of that perspective insofar as it departs from a conceptualization of the identity that 
is based on an essentialist view of the “I” as a unifi ed and rational structure. 
Conversely to this position, and aligned to (Dashtipour,  2009 ), I argue that the notion 
of identity should be approached in the light of the Lacanian conceptualization of 
subject divided by the unconscious. In this perspective, the “I” is conceptualized as 
a function, a product of imaginary identifi cations, that permits misunderstanding 
about the truth that who speaks in our speech is the subject and not the “I” as the 
grammatical subject of the sentence. This “I”, who we believe represents us when 
we refer to ourselves in terms of identity, is indeed our ideal ego. It is in this gestalt 
that the subject imprisons herself into an  imago  that refl ects an instantaneous image: 
the child captures a glance of herself in that inaugural moment (around the age of 
6 months) when she comprehends that the image refl ected in the mirror, while being 
held in front of it by the mother or another adult, is her own (Lacan,  2006a ). 

 Such a moment marks one’s fi rst inscription in the imaginary order and the 
installation of one’s illusion of having the fragmented representation of the body (as 
a result of our physiological immaturity) substituted by a unifi ed one. Nevertheless, 
afterwards, Lacan ( 2006b ) states that this operation is only successful because the 
child’s identifi cation is validated by the adult. As    Lacan ( 2006a ) explains:

  What is involved in the triumph of assuming [assumption] the image of one’s body in the 
mirror is the most evanescent of objects, since it only appears there in margins: the exchange 
of gazes, which is manifest in the fact that the child turns back toward the person who is 
assisting the child in some way, if only by being present during the game. (pp. 55–56) 

   From such statement, one can infer that although the subject plays a central role 
in the constitution of the “I”, this operation is successfully completed only if the 
Other provides the recognition that the child seeks for her conclusion that the 
refl ected image corresponds to herself. Therefore, the Other has a pivotal function 
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in such a process, which invalidates the assumption of the autonomy of the “I” in 
relation to the social order embedded in language. Despite this, Lacan’s further 
conceptualization of this relationship between subject and Other challenges the 
overdetermination of the former by the latter, as clarifi ed by his statement, “One is 
always responsible for one’s position as subject.” (Lacan cited by Forbes,  2012 , 
p. 144). Therefore, the subject’s agency is emphasized. 

 These elaborations refl ect the conceptualization of human beings as decentered 
subjects. Having this premise in the background and drawing upon my own experi-
ence of subject as an immigrant woman, I will explore how the experience of immi-
gration radicalized my awareness of such decentering alongside with the 
modifi cations that I perceived as an unsettling fragmentation of my identity.  

    Discussion 

    On My Search for Identity 

 “There are palm trees in my land where the sabia sings; the birds which chirp here 
do not chirp as the ones there” is a verse from a Brazilian poem which occurred to 
me when I attempted to explain the fi rst effects of the immigration on my identity. 
Nowadays, in the noisy Brazilian largest cities, one cannot hear the birds so clearly, 
but the trees are there in the background of the crowded streets. The palm trees, the 
fl amboyant trees, and the pine trees comprise the scenery in which the green breaks 
the grey in between of the condos. I moved to Canada in the plentitude of the 
Brazilian summer. Once the fi rst days of enchantment that the winter snow-white 
scenery offers passed, I caught myself feeling either melancholic or irritated when 
looking at those brown trunks and branches everywhere. As someone accustomed 
to ascertaining the cause of her feelings and impressions as an expression of their 
connections with unconscious thoughts, I sought to identify which ideas those 
images were associated. The memories they evoked were those of the surroundings 
of the witch’s castle in Walt Disney cartoons and comic books that I enjoyed so 
much in my childhood, as well as the landscapes of the movie “Lord of the Rings”. 
These bleak scenes of Winter produced in me the emotions of the encounter with 
unpredictable perils and anguish experienced by the characters in those stories and 
the feelings that I experienced myself watching them. However, even making these 
thoughts conscious the environment continued affecting me in a way that was very 
disturbing. Although family, friends, and health caregivers attributed these reactions 
to a change in climate that I was not accustomed to, it did not seem to me to be the 
entire explanation. I grew up in the south of Brazil where temperatures could reach 
5 °C, cloudy, grey days might last for weeks. It was just months later when the Fall 
and one more Winter brought back those feelings, that I started to suspect that the 
weather could affect me in a sense that was completely unknown for me and very 
diffi cult to understand within the theoretical assumptions in which I was grounded. 
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 The summer returned and all those mood swings went away, except the feelings 
that sometimes the surroundings were as a movie. Often, I found myself walking 
through the streets surrounded by those wonderful leafy maple trees and pines with 
birds fl ying back and forth and squirrels jumping and running around and have the 
sensation that I was an observer in a movie. This perception became a bit disturbing 
since it remained longer than I expected and left me wondering if it would go away—
as had happened to other Brazilian newcomers, it eventually did. I came to realize 
that the change of the weather triggered modifi cations in my mood and in my sense 
of self that were more extreme than anything that I had experienced before. I rapidly 
learned that the environment could have a profound effect on my mental outlook. 

 Another interesting effect that I observed gave me more insights about how envi-
ronmental changes may affect one’s identity far beyond of what we may perceive at 
a fi rst glance without the lenses of a psychoanalytical approach. It was the realiza-
tion that my birthday celebration did not look as it used to be. I was born on Saint 
Peter’s Feast during the Junine Holidays in Brazil. Even with the Jewish back-
ground, my birthday parties in my childhood were fi lled with the traditional foods 
that Brazilians eat during this celebration. We also dress up and dance together 
around bonfi res that warm up the cold nights of the winter in June. Suddenly, I saw 
myself celebrating my birthday in the beginning of a hot summer, without the popu-
lar feast, surrounded by a beautiful landscape but deprived of any signifi cance for 
me. Nothing reminded me of my birthday except my husband’s kindness and his 
efforts to fi nd a cake that could restore the feeling of being my birthday. The identi-
fi cation that I had with being a girl born in June and looking great dressed up, one 
of the oldest memories that I have of myself captured in a picture taken by my 
father, in which my enjoyment is evident, was gone. 

 These examples show how the experience of immigration can trigger the feeling 
of loss of part of one’s personal story and provoke the experience of having the 
integrity of one’s identity threatened to illustrate how imaginary, symbolic, and real 
registers are intertwined in the constitution of the subject as an effect of language. 
However, they also illustrate the problem of capturing one’s uniqueness through 
frameworks in which our experience needs are split in categories such as national-
ity, ethnicity, and gender (Dashtipour,  2009 ). 

 “One does not want just food. One wants food, entertainment and art”, is what a 
famous Brazilian rock band, The Titans, sings. I used to evoke this lyric in my 
classes on mental health nursing to explain the difference between the concepts of 
need and desire in psychoanalysis (Lacan,  2006c ) and the importance of the latter 
for structuring human being’s subjectivity. Need refers to survival, while desire is 
related to what makes us humans capable of living or dying for love, recognition, 
and so on. This idea often comes to my mind when I review research (   Kyrmayer 
et al.,  2011 ) that examines the impact that the loss of the previous social status and/
or professional qualifi cations brings to women immigrants’ physical and mental 
health, and how they may lead to conditions such as depression and anxiety. Those 
works show that in many cases those women may have to engage in economic 
activities that require less education than the qualifi cations that they possessed in 
their country of origin, because they could not recover their credentials in the host 
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country. In other cases, women may recuperate their qualifi cations, but at the cost of 
high levels of distress and a signifi cant deterioration of their health (Kyrmayer et al., 
 2011 ). However, there is a scarcity of research that focuses on how these situations 
affect one’s identity and subjective experience from a qualitative point of view. 

 Despite my professional relocation in the work market in the host country that 
resembles the one that I held in Brazil, as opposed to what happens to a signifi cant 
group of highly qualifi ed immigrants (Jungwirth,  2011 ), it has not prevented me 
from experiencing the sentiment of having lost part of my personal story. This senti-
ment worsened throughout the journey in which I strived to “fi t” into the host cul-
ture through the recovery of my credentials and the adjustment to the new job. 
Interestingly, it was not mitigated by successfully meeting the standards required by 
performing well in the new social context. Those feelings of loss were re-actualized 
both in social and professional situations, but here I will focus only on the latter. 

 Teaching intertwined with clinical work had been my passion for over 20 years 
in Brazil, and I worked in a university that provided the best conditions to integrate 
both of them into my research program. I was extremely proud of this, and I made 
several concessions in my personal life to maintain that position. When I migrated 
to Canada to join my husband, I was excited with the chance of reframing my pro-
fessional activities and to dedicate more time for clinical teaching, after obtaining 
my credentials as Registered Nurse (RN). I kept vivid memories about how lovely 
were the students that I met in Canada. They impressed me with their politeness and 
how they would listen quietly to me and other foreign professors invited to lecture 
in those classes. They seemed very different from the loud, talkative, inquiring, and 
disquieting Brazilian students who sorrowfully I left behind back home. But I was 
looking forward to going back to teaching and pretending to apply the innovations 
on clinical case formulation that I had had the chance to refi ne during my post- 
doctoral scholarship 1 year earlier in Canada. 

 Perhaps my return to Brazil followed by the moving back to Canada concealed 
the complexity of the enterprise that would involve the articulation of my subjectiv-
ity in both a new cultural context and in a foreign language—the language of an 
Other—in spite of my evidenced profi ciency in it. 

 In the fi rst occasions in which I taught from the position of an immigrant speak-
ing in “anOther” language, I noticed my attempts of engaging with my audience in 
an intriguing way. I observed that I struggled to restrict myself within the limit of 
time that I had planned to complete the concise introduction that I had prepared for 
the occasion, following the mainstream North-American academic style. My 
attempts to convey who I was were always followed by extremely detailed explana-
tions of who I had been earlier but in such a level of minutiae that, in my mind, the 
information became irrelevant to my audience. Moreover, I felt compelled to high-
light that I came from an important position back home with the purpose of making 
very clear that despite my accent, my inferior academic position compared with the 
one I occupied in Brazil, and the slips of the tongue, such as the use of  she  when I 
meant  he , I was a very educated professional who had left behind a lot of things for 
being here. I wanted to emphasize that my move to Canada was not just a matter of 
being here for lack of alternatives back home, but a deliberate choice. 
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 In those public situations, another intriguing fact was that I was able to promptly 
identify the grammatical and pronunciation errors at the same time that I made 
them. It was as if I was reading the subtitles of my spoken text in an imaginary 
screen, but powerless to contain their “wrong” enunciation. This movement gave 
me some clues that I was struggling with positioning myself subjectively. But, at 
that point, I could not fi gure out how this process of subjectifi cation effectively 
unfolds in the practice of the second language in the particular social context in 
which I was immersed, nor how it was unfolding in my specifi c case. However, I 
knew that I would need to work through it, and cope with it within the resources 
available from a cognitive perspective of acquisition of a second language, and the 
apparent nonexistence of listening for these issues that I observed in the educational 
and healthcare systems. With this goal, I attended courses for improving my pro-
nunciation in English, for speaking as an English Second Language speaker in a 
colloquial discourse. And, surprisingly, as much as I succeeded in that enterprise I 
found more troubles to reconnect with the person I thought I had been. These situa-
tions just made clearer to me the position in which I was. My mantra became: “It is 
not that I don’t know, it’s that I cannot enact what I know.” Perhaps, because the 
“things” and “thinks” that I was gifted in this move were so dear for me (i.e., my 
marriage), as I just realized  après coup  I was using an ineffective coping mechanism 
to manage the losses arising from my choice and that I haven’t mourned yet, con-
versely to what I previously thought. 

 The feeling was very disturbing as much as it was accompanied by the awareness 
of the threat to my narcissism that that situation represented. I came to the realiza-
tion that I was not the same speaker who I was in Brazil. I felt as if I had lost an 
important part of my life story. The woman who was recalled as a talented poet and 
writer by her high school classmates; an excellent student by Portuguese teachers 
and family; a persuasive and eloquent speaker by colleagues and students; and 
whose thesis and some papers have been a breakthrough in her area of expertise…
This story was gone. In my new place, I thought, I would become known for my 
tough accent and my hesitant discourse. 

 However, conversely to the discourse of the Master—the foundational form of 
social link formalized by Lacan ( 2007 ), in which the ruling of the social relationship 
is set up under the form of an order—that I grasped from some of those fi rst encoun-
ters with that Other, I heard an inverse version from my signifi cant others and clos-
est Canadian-born colleagues. Their insistence in stating that there was no such 
thing as the literality in the language that I was searching for, and that Canada was 
a country grounded in multiculturalism (Banenerji,  2000 ) made me realize that to 
have an accent should not be considered a barrier for my professional development. 
I thought that was curious the way in which my husband and friends reacted to my 
questions about what were the Canadian protocols for social relationship in the 
workplaces and as a response I often received the return of my question: “What do 
you mean by Canadian?”, which led me to speculate that the consistent Other that I 
had interpreted before was not so compacted as it seemed at a fi rst glimpse. In those 
answers, I could fi nd a certain relief of my feeling of not fi tting in and a hope that it 
was just a matter of time to accomplish it. It meant to me that in a certain point of 
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this Other of the language there was lacking, and I could fi nd a place for myself as 
a subject. I kept in suspension my discontent related to that feeling of having lost my 
personal story and continued my pursuit for rebuilding some connection with my 
previous professional life. 

 However, that feeling returned successive times as I progressed in the regaining 
of my credentials as a Registered Nurse. Throughout this trajectory, I learned how 
complex is the process of mobility of nurses from one country to another and 
became more attuned to the urgent necessity of creating mechanisms to facilitate 
such internationalization claimed by Singh and Sochan ( 2010 ). Having been a 
member of a committee responsible for validating diplomas in Brazil, I was aware 
of the bureaucratic diffi culties that are involved in these processes. I could only 
imagine how the process affects the nurses’ own identities by hearing of the experi-
ences lived by friends or rare descriptions in the literature at that time. Undergoing 
the process provided me more insights about how an immigrant may perceive the 
recredentialing as another step of loss of one’s story, but in a very peculiar way. 

 In Brazil, an assessment made by accredited universities is what ensures a nurse’s 
qualifi cation and certifi cation to apply for membership in the federalized system of 
state nursing councils. Differently, in Canada, the provincial professional boards are 
responsible for the assessment that precedes a National Exam presented by the 
Canadian Nurses Association (CNA,  2012 ) that a nurse immigrant is authorized to 
take after having her qualifi cation recognized as equivalent to the standards estab-
lished by the colleges. 

 During my preparation for this exam, a multiple choice test, I was impressed 
with the magnitude of the subjective displacements that I needed to do in order to 
pass the exam. The fi rst displacement arose from the way in which I was supposed 
to approach the subject matter, which was completely different from the way that I 
was accustomed to do previously, that is, in a scholarly manner, and in a particular 
way that is adopted by some nursing programs in Brazil. 2  In addition, back home I 
had become specialized in mental health nursing and predominantly worked in 
community services. This position kept me distanced from the everyday practice in 
medical and surgical units for almost 20 years. 

 After 4 months spent studying for the exam, as recommended in preparatory 
courses, I failed the fi rst of the three times that a candidate is allowed to write it. It is 
unnecessary to say how the knowledge that 44–54 % of internationally educated 
nurses did not pass the exam that year when taken at the fi rst time (CNA,  2012 ) did 
not make any difference to contain my feelings of embarrassment and frustration. I 
learned from that situation that in this case my professional experience and knowl-
edge acquired after years as educator, researcher, and clinician was not suffi cient to 
pass this exam. Indeed, what I needed was to stop overthinking when responding to 
those questions which meant to learn to put aside my expertise, knowledge and clini-
cal experience, and respond to the questions as if I were an entry-level nurse, that is 

2   In Brazil, the title of nurse is obtained exclusively through university education since 1950s. The 
Undergraduate Programs run for 4–6 years, and completed in at least 3,500 h. 
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newly graduated. The implications of this process were that until the fortunately 
successful completion of the exam, those initial feelings that I was losing part of my 
personal story were intensely reactivated. I felt as if I was also betraying myself 
while engaging in methodologies of learning whose limitations and appropriateness 
for certain forms of knowledge I have been criticizing for all of my professional life. 
But, on the other hand, I re-learned how to think in a positivistic way, breaking down 
information and storing it in separate boxes as I had learned in some courses that I 
had taken more than 25 years ago, in the undergraduate program, and that I worked 
so hard de-constructing in my graduate education and subsequent years of scholar-
ship. As a result, if on one hand this movement gave me the opportunity of gaining 
a greater understanding of the point of departure from where some of my colleagues 
and students come—and as a consequence increased my capacity of engaging in a 
social link with the subject produced by the discourse of the University (Lacan, 
 2007 )—on the other hand, all the libidinal investment put into that task reinforced 
my feeling of having lost a great amount of precious time that I could have put into 
the construction of my own scholarship in the new, rich and challenging academic 
environment in which I was immersed. Eventually, when I fi nally held my creden-
tials and returned to my research activities, I observed a signifi cant diffi culty for 
engaging in intellectual activities that years earlier I would develop with much more 
agility. This observation accentuated even more those feelings of having lost part of 
my story, and it was interesting to see how for a while I could not help but imagined 
myself as in the Lacanian description of the child in the stage of the mirror previous 
to her capture in her image of the “I,” that is, as a fragmented body.  

    Reinvention as a Path 

 Conversely to what we are compelled to think in our contemporary society, anxiety 
can be a great motor for change if we work through it to regain our responsibility 
for our experience as subjects (Forbes,  2012 ). In this process, one advances in the 
investigation of one’s contribution as subject for the installation of the situation 
depicted in one’s complaints, instead of attributing one’s fate to an Other. Conversely, 
the notion of reinvention as formalized by Forbes ( 2012 ) proposes that the Lacanian 
statement that while subjects we are always responsible for our experience (and 
unconscious) must be enacted in all its consequences. In order to free myself from 
the anxiety provoked by that image of my fragmented “I”, I chose to assume that 
responsibility by reorganizing myself subjectively, instead of letting myself be 
dragged into the objectifi ed position that I had experienced while trying “to fi t into” 
the host culture. 3  I recalled that my desire of moving to a feminine position and 
enjoying the surprises that the unknown brings to our lives through a loving 

3   It is important to realize that such objectifi cation is not a voluntary choice, but a kind of social bond 
that is required within the discourse of the Master in contemporary capitalist societies (Zizek,  2010 ). 
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relationship, together with practicing as a psychoanalyst and as a clinical educator, 
was what led me to that place. So, through the rearrangement of those signifi ers 
such as “spouse”, “psychoanalysis”, and “listening”, I might give some consistency 
to my subjective experience. 

 The possibilities produced by this decision of reinventing myself and searching 
for new social links beyond the limits of the discourse of the Master represented by 
the mainstream healthcare system have been rewarding. In this trajectory I found 
partnership with a surprising number of people interested in studying and practicing 
psychoanalysis in Toronto, with whom I have had delightful opportunities of 
advancing intellectually. I came back to my practice as a psychotherapist in private 
practice, a dream always nurtured in Brazil but never put into practice due to my 
attachment to academic work. My listening and therapeutic skills have become 
more refi ned as I can circulate more easily among different discourses. I have man-
aged to construct social bonds with some of my students in a way that stimulates 
their curiosity and openness to forms of discourse alternative to the biomedical 
model. By doing so, I hoped to facilitate their engagement with richer listening 
skills. I wonder whether these changes would have been possible if I had not made 
the decision to move as much as possible to leave the phallic order, in which all 
things are compared and equated to an ideal that is the possession or not of the phal-
lus, and articulate my enunciation from a feminine position (Copjec,  2012 ), in 
which diversity and uniqueness are the norm. To conceptualize life within this posi-
tion implicates that reinventing oneself is an incessant journey. It does not mean that 
I have found my comfort zone or that my life has found a happy ending. Indeed, it 
means the opposite. It means to recognize that the condition of immigrant allows me 
to acknowledge my experience of decentering as a subject in all its radicalism. 
Sometimes I wonder if I would have been capable of reaching this turning point that 
led me to reinventing myself if I did not have the support of so many special people 
willing to listen to me in my uniqueness.   

    Implications 

 The challenges of immigration to one’s identity and subjectivity are incommensu-
rable. This auto-ethnographic investigation provided me new insights about the 
vicissitudes that lead to the feeling of loss of story and what I felt as a threat to my 
identity. I learned how the investment required to restructure my identity in a social 
link in which the ruling discourse and the real are organized differently from the 
confi guration existing in my homeland led me to disregard some aspects of my 
experience as subject. I realized that supposed “errors” in second language may also 
indicate resistance to detach from the native language that has acquired the value of 
the mother tongue in which the subjectivity is primarily articulated. My engagement 
in reinventing myself through practicing psychotherapy allowed me to reconnect 
with my desire and engage in a reconstruction of my identity in a way that is not at 
odds with my subjectivity, but it is, still, “a work in progress”. Those insights lead 
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me to suggest that healthcare professionals must go beyond mainstream views about 
the effects of immigration in mental health and seek further training in listening 
skills for increasing their openness to multilingual women’s complaints in perform-
ing their health assessments and interventions. I think that qualitative research 
focused on the effects of immigration on women’s subjective experience and the 
particulars that involve such a complex process should be expanded by advancing 
investigations within a psychoanalytic viewpoint. Last, I think that community 
agencies should encourage immigrant women to seek psychotherapeutic modalities 
in whichever language is viewed as central in the constitution of their subjectivity in 
order to meet more appropriately the needs of multilingual speakers.      

    Response 

          Joyce     Douglas,
      Canadian Medical Association,    Ottawa,   ON,   Canada    

 Debora writes about the relationships between immigration, mental health, and 
feminism from a fi rst person perspective. She shares how she made sense of her own 
trajectory in the loss of identity and story from her “previous life” in Brazil and is 
in the process of reconstruction of her identity in Canada, given her background and 
experience in mental health and psychoanalysis. 

 As she states, her experience is not one that is typically portrayed in the literature 
about women and immigration, given her academic stature and support system 
found in friendships and her marriage. Even with these resources as well as her 
clinical experience in mental health, the process of immigration was a diffi cult one. 
Debora invited me to comment on her chapter, given some signifi cant similarities in 
my experience. As well, Debora and I share common threads to our stories, one of 
which was that we worked together as lecturers and clinical instructors for a few 
years at the State University of Campinas. The Brazilian poetry, the lyrics, and some 
of the situations she describes fi ll me with nostalgia—the best word I can fi nd to 
express the untranslatable “saudades”. 

 I too struggled with the seasonality of the Canadian weather—the unexplainable 
sadness—but also with the limitation of the freedom of choice. For instance, activi-
ties, foods, clothes, and even plants are seasonal and there is a “right time” for 
everything—but how does one learn except by making mistakes? Who ever knew 
that in the middle of winter one can’t buy winter clothes, as all the spring clothes are 
out? Who ever knew that registration for summer camps begins in January for some 
choice locations? It is painful and humiliating when people look at you as if your 
questions are ridiculous. 

 Like Debora, I also saw myself having to write the Canadian Registered Nurses 
Exam and was advised to “think like a new graduate”. I had to take written and oral 
English exams as well, even though my English was fl uent. I had not needed to go 
through a job interview in over 15 years. I had been invited to new positions because 
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of my history and reputation. I quickly learned that “bilingual” did not include 
Portuguese. While I was waiting for every step in the process of becoming an RN in 
Canada, a process which took over 18 months, I had been able to volunteer with com-
munity centers and social agencies to try to understand what health and social issues 
were a reality in Canada and to begin to build a network of friends and professional 
contacts. It was also a way of gaining the much needed “Canadian experience”. 

 In volunteering, I met wonderful people, both among Canadian staff and volun-
teers as well as newcomers also struggling to understand the culture and the harsh 
realities of living in another country. I also joined a church. These are still my 
friends—and my surrogate family—after 15 years here. I fi nally landed my fi rst job: 
a temporary 6-month contract, working in multicultural health, and the profession-
als that hired me had an understanding of my situation, and saw my experience as a 
strength, not as a weakness. 

 But the reason for my coming to Canada was not the same as Debora’s: I had two 
very young children, and I had dreams for them. I wanted them to be able to grow 
up in a more egalitarian society, where poverty and unemployment are not so preva-
lent, or where stealing and kidnapping are not as tempting as a means of survival. 
Brazil is a beautiful country, but one that has suffered from the effects of colonial-
ism, brutal capitalism, and a military dictatorship. The democratic process has been 
very good for the country and there are so many progressive initiatives that are envi-
able globally, but there is a way to go. 

 This is something that is common to many immigrants—a longing for a better life 
for their children: seeing them become bilingual or even trilingual in a public school 
system, having access to excellent public libraries, embracing the richness of multi-
culturalism. Like Debora, I too had to reinvent myself—and will continue to do so.   
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    Chapter 18   
 Women Living with Homelessness: 
They Are (Almost) Invisible 

             Isolde     Daiski      ,     Trish     Lenz     , and     Andre     Lyn    

            Introduction 

 Women who are homeless are almost invisible. What comes to mind when thinking 
of homelessness is the middle-aged white man who sits on a street corner and is 
depicted as “poor, lazy, stupid and mentally ill” (Reid, Berman, & Forchuk,  2005 , 
p. 238). However, depending on the defi nition of homelessness women are probably 
just as, or even more likely to be poor and homeless, but have more reason to stay 
invisible, as they are at greater risk to experience violence (Reid et al.). 

 Homelessness is defi ned here as:

  An extreme form of poverty characterized by inadequate housing, income and social sup-
ports. People defi ned as homeless include those who are absolutely homeless (i.e. tempo-
rary, intermittent or ongoing), as well as those who are at risk of homelessness (underhoused). 
The absolutely homeless may be living in shelters, outdoors in public or semi-public spaces, 
with friends or relatives (couch surfi ng). Those who are “at risk” of homelessness may be 
precariously housed, living in hotels, rooming houses or apartments, and transitional hous-
ing, but who may potentially lose their housing due to eviction, inadequate income or 
because they are fl eeing violence. (Gaetz,  2008 ). 

   Our contemporary society and its discourses are based in neo-liberal values 
(Coburn,  2004 ; Craig,  2002 ; Raphael,  2007 ). Individuals are blamed for their mis-
fortunes, such as losing jobs and housing, while the successful, self-suffi cient mem-
ber of society is idolized. The so-called “homeless identity” becomes attached to 
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those who have lost their housing; in the words of Alicia, a homeless woman: “they 
see us all as “bums” and “street persons,” as lazy, not wanting to work, yet we are 
all humans wanting to live by our own values” (personal communication). Similar 
descriptions are reported by Lafuente ( 2003 ) in her research on homelessness. 
Societal attitudes and values are learned by all and infl uence our relationships with 
others which, according to Foucault ( 1980 ), are always relationships of power. 

 The purpose of this chapter is to shed light on women’s homelessness, which 
remains mostly hidden. The stories of three women of different ages will illustrate 
how they entered and experienced homelessness and its impacts on their “health,” 
defi ned here as “a state of complete physical, mental, and social well-being and not 
merely the absence of disease or infi rmity” (World Health Organization,  1946 ). 
Michel Foucault’s ( 1980 ,  1982 ) ideas on power are drawn on to examine societal 
practices at play. Richard Kearney’s ( 2003 ) thoughts on the meaning of “otherness” 
represent an alternative view on relationships with those who are different from us: 
We should be welcoming and embracing “strangers” instead of denying they exist 
or vilifying and scapegoating those who are marginalized.  

    Methodology 

 The stories for this chapter emerged from a recent qualitative research project on 
homelessness in a suburban area of Toronto, Canada, which resulted in the produc-
tion of an educational video and a published research article (see: Daiski, Davis 
Halifax, Mitchell, & Lyn,  2012 ; Video:   http://ppag.wordpress.com/spaces-and- 
places-video/    ). The ethics review for this project was carried out by the University’s 
Offi ce of Research Administration and informed consent procedures were followed 
(see: Daiski et al.,  2012 ). Clients visiting community agencies were invited through 
fl yers to participate in the study, telling their stories of homelessness. Fifteen 
respondents: seven women and eight men were selected through purposive sam-
pling to capture maximum diversity of experiences. The primary research question 
was: What is the lived experience of homelessness? In-depth interviews started with 
the open-ended invitation to participants to talk about their experiences being home-
less: Some prompting questions were: What led you to become homeless? What is 
your day-to-day life like? What keeps you going? The interviews were audio- or 
video-recorded, transcribed, and thematically analyzed. To establish that we had 
captured their authorial voices in the stories (Duffy,  2012 ) before publication, we 
invited participants to view the video and discuss the thematic fi ndings. Several 
participants attended this meeting and all agreed with our interpretations. All wanted 
their stories to be told. 

 For this chapter, to better understand the homelessness experience of women, 
I revisited the in-depth interview transcripts of three women at different life stages, 
in different states of homelessness (Gaetz,  2008 ). The women’s narratives are testi-
mony to how they tried to “make sense out of their lives by putting their experiences 
in story form” (Duffy,  2012 , p. 438).  
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    The Narratives 

 To honor the women’s lived experiences, the texts below represent the voices in the 
transcripts. Contextualizing comments are minimal so that the natural fl ow of the 
stories unfolds. 

    Carol’s Story 

 Carol, a young woman, alternated living on the street and in shelters. She had been 
homeless, fending for herself, since she was 13 years old. Violence and abuse were 
part of her life. She narrated:

  Yeah, I’m 21 now… I know I look much older…I’m trying… to fi nd the right way to go 
through life. There was a lot of abuse and I prefer the physical abuse than I do the verbal 
and emotional abuse … Bruises heal faster than emotional or mental… My Dad died when 
I was thirteen. To…support me, no one was there. I just said, okay, I look after myself. My 
mum was drinking all the time, going to Nova Scotia, screwing a whole bunch of guys and 
it was just like, okay, Mum you’re setting a great infl uence for me, right? 

 It has not been easy… living on the streets from bed to bed with different people…, you 
meet them randomly… and it’s like you go to ask for some… spare change for something 
to eat or for alcohol and they ask…where are you living? …Oh, on the street. Okay, I’ll take 
care of you for the night. You go there and everything’s great until it’s nighttime and it’s… 
well, you’ve got to do ‘this’ if you want to stay here for the night. What do you… mean by 
‘I have to do this’? Oh, … [perform oral sex] or you do ‘that’ and… you are debating 
because if it’s a really cold night or it’s pouring rain or snowing, should you take your 
chances sleeping on the street or are you gonna do what you need to do to stay in a place 
that is warm and have a shower in the morning? 

 Some guy would be like, okay, you don’t have to do anything, but in the middle of the 
night… you’re being raped and there’s nothing you can do about it… you can’t scream… 
because there’s nobody around for you to hear… So, what you’re going through is what you 
are going through… 

   At another time she described a mugging on the street:

  I give them my Dad’s…wedding band that he gave to my mother…But the guy stabbed me 
[anyway]… and I’m just like… I need my legs to walk. But he stabbed me right down my 
thigh… The knife went in and then through and then out. And I had both my arms pinned 
together… For 24 hours I couldn’t literally move… 

   When asked about protection from the police, Carol responded:

  The Regional Police don’t care. When I go to the drunk tank they don’t put me… by myself 
because I’m a woman… because they think I’m big enough to deal with my own problems. 
‘Oh—you have a big mouth… so you're going in the bullpen’… so I have no choice but to 
defend myself with all the guys… 

 So [going to the police], I’m just afraid they’re going… this is your fault… If they 
can put a homeless person in jail they would because they get them off the streets. The 
police will beat the crap out of you for no reason.… telling me to leave when I was in the 
downtown terminal and then fi fteen minutes later say to me again, ‘I told you to leave’. 
Well, I can’t leave that quick, right? And then they took me back out and beat the shit out 
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of me. Broke a couple of my ribs, broke my nose and just like, all I can do is walk away 
because if you go and complain about it who is going to believe a homeless person over a 
police offi cer, right? 

   Drugs and alcohol play a large part in making Carol’s life bearable. She said:

  I got a criminal record for doing all my drugs, like I stole a Monte Carlo for one of my ex’s 
and. I sold him the car… and I bought crack with the money. So, you steal things, sell it and 
get crack… it gets you through the night. If you do the drugs, you just don’t care… if you 
do the alcohol it gets you drunk to where you pass out, you don’t feel the cold… you’re just 
out for the night. So, that’s what we mostly do, it’s like…pass out and get up in the morning 
and it’s, oh look, I’m still here…I woke up a few times in the hospital… ‘Oh, you passed 
out in a fl owerbed’… 

   Everyday life for Carol is a struggle just to survive: where to shower, use the 
toilet, sleep, eat, as shown in this passage:

  I’ve slept in bus terminals, back alleys, behind a house right on main street with a whole 
bunch of people and… we had our clothes hanging up on clotheslines… you come back at 
night the city workers took them all away. Your blankets, your sleeping bags, everything is 
gone and…well where am I going to get my next sleeping bag because [I will be asked] 
where’s the blanket we gave you? Well, city workers took it. Well… there is nothing left. 
And you’re trying to fi nd a place to do your laundry…either someone gives me a card for 
the thrift shop or I fi nd clothing at breakfast and the dirty clothes I’m wearing…fl at in the 
garbage… The dirty have no place because I have no money. So, I throw them out and just 
wear new clothing… 

   Carol described some of her strategies of self-protection and belonging:

  All my life I was being called fat and ugly so… if I get skinnier and I get prettier… I get 
raped more. You get fatter everybody leaves you alone…, so I’m happy I’m chunky now. 
Because it’s hard being a single woman on the street…People take advantage of you…I let 
myself be taken advantage of a lot by this guy I’ve been trying to put in jail…I’ve seen him 
a few times going to food banks but I can’t go to…approach him and say what’s your 
name… because he’ll kind of assume what I’m trying to do. 

 I had a ‘street brother’ and a ‘street daddy’, they taught me how to survive on the street 
and helped protect me. Both died, one from a drug overdose and the other from cancer…
Now I don’t have those people anymore and so… there is no one else to protect me…at fi rst 
you think: You can go and survive on your own. You can’t. I wish I’d never left my parents’ 
house. I wish I would have been a good little girl but I just thought…I could be free, nothing 
would happen …I regret it to this day. I’ve gone to commit suicide so many times but… to 
commit suicide ain’t worth it either. 

   Despite unimaginable adversity, “I am still here” was a recurrent phrase:

  Like, people here are going, ‘why are you still alive’? I’m a fi ghter. You can… knock me 
down but I’ll still get back up and fi ght for my rights… I have a hernia, back problems, a 
severely bad knee when I can walk on the street and my knee can give out and I’m screwed. 
I have my brains three inches away from my skull from being kicked too many times in the 
back of the head. I’ve had a broken jaw, broken nose…and I have been raped fi ve times…
but I’m still here and I’m still fi ghting for my life… at times, I haven’t slept for like a week 
and a half straight, never ate, just tried to survive… just defending my life. And I’m 
not going to take my life away because God…hasn’t taken me away yet, so I’m here for 
a reason… 
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   When asked what keeps her going, Carol answered:

  I love my poetry. I can make up things, off by heart, and I’ve had it written here in the 
breakfast program, some of my poems read out…speaking your feelings out. I had one of 
my poems put in the Brampton Guardian before… 

       Anna’s Story 

 Anna is middle-aged, a divorcee with fi ve children. At the time of the study she was 
unemployed, couch-surfi ng in her mother’s apartment. Her daily struggles revolved 
around feeding and raising her children. She, too, had experienced violence in the 
form of domestic abuse. Below are her thoughts on homelessness:

  It depends on what you call homeless. I have to be living with my Mum because I cannot 
afford to have my own place, so, I would say…I am homeless right now. The lease (her 
mother’s) will fi nish in July and I’m concerned where am I going to go next? I’ve been in 
abuse so I had to get to a shelter when I had my third child. When I was pregnant with my 
fourth and I was in Scarborough I had to go [also] to a shelter…but…it’s like you’re run-
ning away from trouble but you end up in trouble or you’re running away from the fi re but 
you still end up in the fi re… 

   Anna went for retraining after losing her job. Here, she thoughtfully refl ects on 
juggling the demands on her, living in crowded conditions on an inadequate income.

  There is mostly darkness. I went and I go to school. I’m in the fi eld of community service 
worker at the moment and I’m looking for jobs. So, right now, there’s nothing out there. 
And the only jobs are in the health fi eld…and in other sectors it’s hard. Last month, each 
day I push out fi ve resumes. Nothing came back. So, instead of sitting home and being 
depressed…I came out to do volunteer work…working at the local food bank really opened 
my eyes a whole lot. To see so many wonderful people, that they have to come here to get 
food to survive. So…there’s many ways of defi ning homeless because a lot of people have 
jobs but they sleep in their car. They’ll be sleeping in a building when it’s closed at night…
in parking lots, and they use the public washroom for hygiene purposes. 

 And if no one talk about there is poverty and…about there is homeless…this is what 
causes mental stress to be sky high… a lot of shelters are packed. Some [people] commit 
suicide because they cannot take the pressure. Some go more alcoholic. Some go more 
drugs. So everybody wear their problem differently… 

 I have fi ve boys…they are from the age of 26 to 13 and three grandkids and not having 
a home for when my grandkids come over…sharing with my Mum, it’s kind of hard ‘cause 
you have to watch your P’s and Q’s to make sure they don’t break this… yeah, it’s okay to 
come, see a one… live with a one is a totally different story. And everybody needs their 
privacy. There’s a time that, you know, frustration builds up and then it causes a lot of…
mis… um… communication…It becomes a burden on somebody’s shoulder. That’s another 
stress on my kids… 

 You know I was terminated from my job…you have kids to look after, rent to pay… 
There’s so many… things at school they [kids] don’t come and tell me. As for example, my 
son, he’s in grade 10. His teacher called me last night, ‘did your son tell you that he needs ten 
dollar for a French book?’ I…say, yes he did, but he did not because he is afraid to come to 
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me to hear that word ‘no’. I’m on the Ontario Works but what is $500 a month? Nothing. And 
then rent to pay. Like, last year, I was living in a house. From the previous year my hydro was 
cut off, my gas was cut off. I’ve been living there until I moved out last year. No help. 

 There’s no light at the end of my tunnel. It’s darkness all along for the past years. From 
four years I’ve been out of a job and it’s like, it’s downhill no matter what I do… 

   In addition to the daily struggles, Anna is accused of “abusing the system” and 
berated for having fi ve children in a community denying that poverty exists.

  I’m a big woman and my Mom is 75 and they [at Ontario Works] want to say that I’m living 
off my Mom. That’s impossible. It’s me taking care of my Mom. So, if you’re living with a 
family there’s a…cutoff right there. So, the only difference I have is… my Mom pays half 
of the rent, I pay the other half… it’s $1100. I get around $500 each month and then there’s 
nowhere else to turn and if you go to the food bank ‘cause you’re in poverty and you’re 
homeless they want so much information, it’s so degrading… might as well you do without. 
Instead of them breaking down barriers they build them up stronger and stronger and you 
can’t get around it… it isn’t that I want to be on the system but I have no choice. I was 
forced to go back on the system…You knock on doors and nothing. They [public] claim that 
there is no poverty here and no homeless here but there is, right in your face. I guess the 
community learned to hide it very much. 

 So, in the end when I moved because being in that house everything got mildew and 
sweat because no heat…I had to leave everything. They [social agencies] didn’t care. It’s a 
policy. For whom? And a lot of people are ashamed…because we all have pride. And then 
some of the workers at the food bank have an attitude, like…I would hear staff pass 
remarks… I didn’t intentionally go get pregnant…‘and you coming here begging food’! 
and you don’t know the dignity and pride that it took that person to come to you for a dollar, 
for a bread, just to feed their kids… and if you open up your mouth and say something, they 
give the box that doesn’t even…the dogs would refuse it. And like it is coming out of their 
pocket and it’s a community business… [companies] donate these things…because at the 
end of the tax year they write it off so they ain’t losing. And then they’re going to give 
you…today’s the 26th and it was out of date on the 23rd. What are you going to do? Bring 
it home and pray that it doesn’t give you food poisoning… anything…just to survive. 

 There’s days I get up when the money comes and buy groceries… I let my kids eat and 
I don’t eat. Once they eat I'm all right. If I go out there and I even…try to buy something 
and once I think about them I stop eating and I bring it home to share it. So, it’s not nice 
being hungry. It’s not a good feeling. It’s just like…you have the key for that house but you 
can’t get in there. It’s so close but yet so far. 

   Sadly, Anna recounted:

  The situation is, in one word, hopeless. And when you’re hopeless it’s really hard. You’re 
drowning and there’s no one to help you … For me, I [need to be] in a stable job to provide 
for my family and a roof over my head. That’s help. Because that’s the main thing of life right 
now. And…at the moment it seems like there is no door opening. I have the key but no door… 

   When asked what keeps her going, she said the following:

  I have to be there, for my kids. I can’t let them know how much I’m hurting…I smile and 
laugh every day but they don’t know how much it hurts me… that I cannot afford certain 
things for them…even to bring them to MacDonald’s, that’s a treat. And, like, they can’t get 
treats…It’s hard. The tables will turn. The only thing that keeps me going is the grace of 
God. Without him, I don’t know how I would manage. 
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       Miriam’s Story 

 Miriam is an elderly widow who had been couch-surfi ng for a while at a friend’s 
place, when rent for her apartment had become unaffordable. She had just moved 
into a substandard small apartment, trying to get by on her “old-age pension,” but it 
is a daily “struggle.”

  I was behind in my rent last summer and I didn’t have anywhere to go and a friend took me 
in for four months until I fi nally found a place. I didn’t have enough money to live and to be 
able to pay the rent at the same time. I only have a widower’s pension, a bit of Canada 
Pension and now I get the old age pension. 

 I go to food banks and volunteer at some…so I could eat. I go to First Baptist Church 
every Monday night for supper. Well, I try to help because they helped me so I volunteer 
every week one day at the food bank. It’s a struggle… you don’t want to accept help…it’s 
hard. Well…it’s hard sometimes to just go there and say what you need…but it helps so 
much that I’m… very grateful for it. However, there are things that do not make you feel 
good: It means that you feel down, you don’t have much confi dence and you wonder how 
you’re going to survive in the next month and wait for your pension come in and it’s not 
much and it’s the same old thing again. You know, it’s a struggle. 

 I just have… one big room, kitchen and living room together and a very small bedroom 
and bathroom…,no bathtub and it’s hard for me to get down to the washer and dryer because 
it’s down some stairs so if I go very often it’s hard on my back. This place…it’s not geared 
to income and I have my name in but they said the list [for subsidized housing] is very long. 
I’ve been on the list for years…I didn’t have much help in trying to fi nd something and I 
don’t have transportation either. So, I either know someone [to go with] or I go myself and 
because I have problems walking, getting around is hard. 

   Miriam described her health problems and needs as follows:

  I have health problems: Yes, mostly my back and my hips. I have a small fracture in my left 
hip and arthritis in my knees…One of the things that I fi nd discouraging is my medications. 
I’m on quite a bit and there are some things that my doctor says…are just not covered… 
Then, I either go without or sometimes I get help. There’s a worker in First United and… as 
much as she could…she did help me with the medication for my hip and that was quite 
expensive, $130 [per month] or so. 

 It’s hard for me to get started in the morning. Some days I don’t go out of the house…I 
just stay in bed because I’m not feeling well… St. Andrew’s church they will help me and 
sometimes also [pay] for a taxi to go to hospital…I don’t have transportation… it’s very 
diffi cult to ask somebody. I do [ask] sometimes if it’s a long distance. 

   Miriam lived with domestic abuse as well. While she chose to stay in the rela-
tionship there are long-lasting effects:

  I’ve been in an abusive relationship… for 28 years… It was very diffi cult, there were chil-
dren and bringing them up and knowing that…the children suffer…and you feel so alone 
and…there’s no one you can trust, you don’t want to show anybody. I feel a lot of guilt…
you have to live with it every day…my children are doing quite well but there are lots of 
scars… they ended up in decent relationships that are coming along pretty well now but it’s 
been a very hard struggle. I would like people to know how it is discouraging and how it 
makes you feel let down and alone. You just feel empty…keep it inside. Because if you 
could open up it makes you feel sad. Sometimes it’s worse open… 

   When asked what keeps her going, she responded: “I have always had hope 
things will get better.”   
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    Discussion 

 As I immersed myself in the three stories, the overarching recurrent theme that sur-
faced was:  Poverty is an ongoing struggle, while resilience and hope emerge in the 
face of violence and contempt.  While the women’s circumstances varied, the fol-
lowing common patterns unfolded. 

    Dehumanizing Hardships 

 All three women live, most glaringly, in extreme poverty. Their lives entail constant 
worrying about mundane necessities such as eating, showering, doing laundry while 
staying out of the public’s sight to avoid criminal and institutional violence. 
Society’s indifference and contempt affect how the women see themselves. 
Noddings ( 2002 ) describes society’s view of housing as an extension of the self; 
lacking housing affects how persons are perceived and perceive themselves. 
Similarly Rokach ( 2005 ) ascribes poor self-concepts to the stigma attached to 
homelessness, while Lafuente ( 2003 ) describes how homelessness engenders feel-
ings of powerlessness and the “homeless identity,” mentioned earlier. These authors 
agree that poverty is a dehumanizing and stigmatizing experience. 

 All three women had fallen through the cracks somewhere along the way. Carol, 
neglected as a child, ran away from home at age 13. Since then she lived on the 
street. Anna, after leaving her abusive marriage with her fi ve children, lost her job. 
Miriam who was abused by her spouse, ended up with an insuffi cient pension after 
his death. These unfortunate pathways into homelessness are very typical and simi-
larly described by Clapham ( 2003 ) and Reid et al. ( 2005 ).  

    Institutional Abuse 

 People who are marginalized experience violence not only from criminals but pri-
marily through institutional practices. Boydell, Goering, and Morrell-Bellai ( 2000 ) 
and Johnson et al. ( 2004 ) discuss how the so-called nuisance behaviors, such as 
sleeping in public or private spaces, are criminalized. Police are often abusing their 
powers to remove and arrest trespassers, by applying excessive force, as Carol so 
vividly described. When city workers confi scated their sleeping bags, not only were 
Carol and her friends left out in the cold, they were also forced to hide in unsafe 
spaces, such as back alleys, where they become easy targets for criminals. Carol 
recounted being repeatedly robbed and raped. In the suburb where the study took 
place, no women’s shelter existed at the time, perhaps because homeless women 
lack visibility. The nearest shelter was a long bus ride away and the bus fare was 
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hardly affordable for women like Carol, who often had to spend the night on the 
street. Cutting off hydro and gas to vulnerable families, as Anna related, is another 
form of institutional violence, leaving the inhabitants without the means to cook and 
keep warm. The damage to the home caused by mildew is likely much greater than 
the costs that are saved.  

    Impacts on Health 

 Impacts of extreme poverty on health are widely reported by others, such as Daiski 
( 2007 ), Gaetz, O’Grady, and Buccieri ( 2010 ), Jacobs ( 2011 ), and Lee and Schreck 
( 2005 ). All three women suffered ill health, ranging from muscular-skeletal prob-
lems aggravated by substandard housing or street life, to depression, hunger, and 
suicide attempts. Miriam’s inability to afford her medications might further contrib-
ute to complications from existing problems. Humiliations such as Anna experi-
enced from the workers at the food bank, who questioned her right to have children, 
led to her “feeling depressed” and suffering emotional pain. Out of fear of being 
stigmatized and accused of abusing the “system,” all three women were reluctant to 
ask for help. Similar types of “othering” and “shaming” were also reported by 
Boydell, Goering, and Morrell-Bellai ( 2000 ) and Johnson et al. ( 2004 ). These 
authors discussed how the social exclusion of marginalized persons casts them as 
“outsiders.” Shunned by most members of their communities the women are 
exposed to dangerous situations and painful rejections while their poverty remains 
well hidden and unreported. However, as long as poverty is out of sight the public 
cannot or will not act.  

    Resilience 

 Despite despair and hardships all three women also showed amazing resilience, 
fi nding ways to persist in staying alive, with some help from community agencies. 
Anna and Carol drew solace from their faiths. Anna also lived for her children, her-
self “going hungry so they could eat.” Carol saw herself as a “fi ghter.” In search of 
community, inclusion and protection, she hooked up with her “street family.” In 
order to “belong” and “give back,” as well as “to eat,” the two other women volun-
teered in the community. Hilfi nger Messias, DeJong, and McLoughlin ( 2005 ) 
reported that volunteering gives people a sense of empowerment, while Daiski et al. 
( 2012 ) argued it also leads to further exploitation of the most vulnerable whose 
work should be paid. Carol wrote poems, “expressing her feelings” with a publica-
tion in a community paper, attesting to her talent. All three women expressed hope 
among despair and their beliefs that, one day, “the tables will turn.”  
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    Neoliberalism Versus Foucault’s and Kearney’s Ideas 

 Hearing the stories of these three women, questions arise: Why, in our affl uent society, 
are those who are homeless and poor ignored and dehumanized? What leads us to deny 
their existence and callously ignore their suffering? Why are they blamed for their own 
misfortunes? According to Foucault ( 1982 ), societal perceptions, including self-
perceptions are constructed within the dominant “normalizing discourses.” Identities 
(subjectivities), such as homeless identities (Lafuente,  2003 ), are thus created. By 
comparing themselves to societal “norms,” persons internalize how others see and 
judge them and act accordingly, thereby self-regulating. Foucault claims this type of 
self-regulation is the main mechanism whereby today’s societies are governed. 

 Kearney ( 2003 ) maintains that we blame those, who are seen as different, for their 
own and society’s ills. They become the “other,” the “scapegoats,” and are viewed as 
failures, or “bad.” Today’s normalizing discourses are based in neo- liberal ideolo-
gies, where the “norm” is the self-suffi cient individual, successful in a market- driven 
society (Coburn,  2004 ; Craig,  2002 ). Craig ( 2002 ) explains how, rather than examin-
ing the roles played by unfair social policies, lack of employment and rising income 
disparities, we point fi ngers at individuals seen as failures. Therefore our inequitable 
societal structures remain intact and become increasingly “normalized.” 

 Kearney ( 2003 ) maintains that “punishing the scapegoat” is seen as an act of 
purifi cation and thought to take away society’s sins. When Carol is roughed up by 
police, or Anna is berated for having children despite her poverty, they are solely 
held responsible for these problems. By maintaining they brought their misfortunes 
upon themselves, we feel justifi ed remaining unresponsive towards them, even pro-
claiming they deserve what they got. 

 Yet, humans are all inherently unequal and different (Craig,  2002 ). To recognize 
and mitigate uneven and unavoidable power differentials, Foucault ( 1988 ) urges us 
to practice “care of self,” which always includes “care of others.” To practice care 
ethically we must exercise our inherently privileged power positions by acting with 
a “minimum of domination” towards those less powerful (Foucault,  1988 ). Self- 
awareness enables us to decide how “we do not want to be” and to develop “counter- 
discourses” (Foucault,  1982 ) leading to alternative actions. Kearney suggests by 
restructuring the meaning of “otherness” instead of vilifying we should embrace the 
“stranger.” Recognizing the inherent structural inequalities that determine our social 
locations and awareness of our participation in processes marginalizing those who 
are different represent fi rst steps towards emphatic relationships with the “other.”   

    Implications and Recommendations 

 I strongly agree with the  Report of the Social Assistance Review Advisory Council  
( 2010 ), Kirkpatrick and Tarasuk ( 2009 ), and Woolf ( 2007 ), all claiming income to 
be the single most important factor in lifting people out of poverty: A suffi cient 
income allows people to spend as needed while their purchasing power acts as a 
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stimulus to the overall economy, benefi ting all. In affl uent societies an adequate 
income and safe secure housing should be considered human rights. 

 After the necessities of life are met, health and quality of life will improve 
(Krieger,  2007 ; Orpana, Lemyre, & Gravel,  2009 ; Raphael,  2007 ; Zlotnick, 
Robertson, & Lahiff,  1999 ). These authors therefore recommend policies such as 
raising welfare rates and minimum wage, which might require increased taxation of 
wealthier groups, including corporations. To level the playing fi eld, we need to 
strengthen our social safety nets, build and maintain affordable housing, while public 
transportation and recreational facilities should be within everyone’s budget. A pub-
licly funded pharma-care program could help prevent complications from untreated 
acute and chronic illnesses, avoiding serious health problems later, while increasing 
quality of life for those affl icted. In a caring society we need to ensure children expe-
rience a happy childhood and equitable life chances, and are raised by parents with-
out undue worries, while seniors live in comfortable safety. Those working with 
marginalized individuals, including the police, need to learn how to treat everyone 
with respect and dignity and that any abuse of their powers is unacceptable. 

 In conclusion, to change unfair practices, I believe we must engage with the 
realities of poverty, making visible how existing dominating practices socially 
exclude many individuals. We need to reconstruct the meaning of “otherness” and 
welcome those who are different. By listening to their stories, we can recognize the 
“other” in ourselves, as Kearney ( 2003 ) suggests. Awareness of our common 
humanity should help engender counter-discourses of caring and respect to guide 
our relationships with the “other.” Replacing contempt with empathy should lead 
towards creating a society rooted in social justice, where all feel they belong.      

    Refl ections on Lives in Extreme Poverty 

    Trish’s Response 

    Trish     Lenz        
  City of Toronto, Streets to Homes Program  ,   Toronto ,  ON ,  Canada    
 e-mail:   tlenz@toronto.ca     

 The narratives contained in this chapter give voice to three resilient women who 
have struggled to survive and endure extreme poverty and homelessness. Their sto-
ries remind us of the humanity and realness of individuals who exist on the margins 
of our society. Bringing to light Carol, Anna, and Miriam's experiences with poverty 
and homelessness help to dispel the myth of homeless person as “other.” In my 
frontline work as a street outreach counsellor providing case management and hous-
ing support to homeless individuals in Toronto, I see women like Carol, Anna, and 
Miriam frequently. I am touched by their ability to endure extreme poverty, margin-
alization, stigmatization, and often violence. 
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 Working with homeless women (and men) gives me a chance to get to know 
those very individuals whom our society pushes to the margins and tries to ignore. 
It gives me the opportunity to hear their stories, and in those stories their successes 
and failures, their joy and grief. In short, it un-makes “the otherness” that our soci-
etal label of homelessness so often creates. By bravely sharing their stories, Carol, 
Anna, and Miriam have shared with readers their humanity—they have shared their 
commonality with all of us. Like other women, they have medical problems, they 
experience joy and fear, they celebrate their successes, they contribute to their com-
munity, they worry about providing for their children. By telling their life experi-
ences, they are reminding us as readers that we are all alike. For those unable to 
work, volunteer or have direct, meaningful contact with homeless women, this 
chapter and its narratives help to reconstruct the “other” in a way that honors differ-
ence and life experience, instead of denigrating it. 

 As readers, we are asked to question our beliefs, engrained within us by a society 
governed by unforgiving neo-liberal ideologies. We are asked to question our often 
dehumanizing perspectives on homeless women and see them as the human people 
that they are. The narratives that are recorded in this chapter may likely cause the 
reader to be uncomfortable. When confronted so blatantly with striking descriptions 
of poverty and violence, readers may feel deep unease. I hope that readers take these 
feelings of discomfort and use them to challenge their beliefs on homeless women 
in a meaningful way. 

 This chapter reminds us that we as a society allow certain members to struggle 
and endure extreme poverty, rejection, and isolation. It reminds us that we often 
respond to women and homelessness with apathy, neglect, and general ignorance. It 
challenges us to re-imagine our world and our place in it—what would our world 
look like if we honored all women instead of rejecting homeless women? If we are 
reminded of the humanity of a woman experiencing homelessness, how does that 
challenge our beliefs about poverty and homelessness? Like all three women in this 
chapter, I believe that we can re-imagine society and build an inclusive, empathic 
world—one that honors and celebrates all individuals, regardless of their position in 
society. As Carol and Anna, respectively, have said in their narratives, “The tables 
will turn…I have always had hope.”  

    Andre’s Response 

    Andre     Lyn        
 United Way, Peel Region,    Mississauga,   ON,   Canada    
 e-mail:   atlyn35@hotmail.com     

 Poverty is a complex situation that is entangled with other social issues, such as 
physical and mental health, unemployment, low-income, abuse and violence, as 
well as lack of stable and affordable housing. The three women, Carol, Anna, and 
Miriam, profi led in this chapter provide very explicit refl ections of the complexity 
of extreme poverty and homelessness. These stories are particularly important 
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within the context of a suburban area where the prevalent and enduring perception 
of the community is prosperity. Poverty and homelessness are invisible and denied. 

 From a researcher and funder of programs in this suburban community, these 
stories are essential to raise awareness of not just the existence of poverty, but of its 
complexity. As we move towards a social justice approach to addressing the social 
issues facing our community, these stories provide us with a better understanding of 
their root causes. They provide the rationale for which programs and services are 
developed, delivered, and funded. The programs and services serve a range of needs, 
from those like Carol, Anna, and Miriam who are already living in poverty and 
experiencing homelessness to early intervention to prevent others from falling into 
these experiences. 

 Another important role of these stories is that they breathe life into the statistics 
related to the social issues facing our communities. People, whether individual or 
corporate donors, potential volunteers, policy makers, and politicians are able to relate 
to the people and circumstances within these stories. No longer are they the “other.” 
These are real people who could be a close friend or relative. That could be your own 
life or that of your children’s. Many of us are just one pay cheque away from poverty 
and homelessness. It is also not only because of the choices and decisions we make, 
but circumstances that befall us—illness, the passing of a spouse or parent. 

 Remarkably, these stories are not just about despair and suffering, but also about 
resilience and generosity. Just as there are many pathways that can lead individuals 
and families into poverty and experiences of homelessness, there needs to be a vari-
ety of suitable and sustainable opportunities to move people out and beyond their 
current crisis situation. In the end, while these are very personal and specifi c stories, 
they are also profoundly political and can become the impetus for change to help 
not only an individual, but to move a community from indifference to one that sup-
ports and cares for all its residents.    
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    Chapter 19   
 Exploring Women’s Mental Health 
at the Intersections of Aging, Racialization, 
and Low Socioeconomic Status 

             Farah     Islam      ,     Nazilla     Khanlou     ,     Hala     Tamim     , and     Keya     Saad-tengmark   

            Introduction 

    Canada’s Aging Population 

 Canada is experiencing a rapidly aging population (Kinsella & Wan,  2009 ). Older 
adults 65 years and older comprise the fastest growing age group in Canada 
(Employment and Social Development Canada,  2013 ). The number of older adults 
is expected to double over the next 25 years and reach an estimated 10.4 million by 
2036 (Employment and Social Development Canada,  2013 ). Moreover, by 2051 it 
is expected that 1 in 4 Canadians will be 65 years or older (Employment and Social 
Development Canada,  2013 ). 

 Canada’s aging population is also becoming increasingly diverse. By 2031, it is 
projected that about 18 % of the older adult population will identify as visible 
minority populations, mainly from South Asian and Chinese backgrounds (Statistics 
Canada,  2010 ). In 2006, immigrants made up about 28 % of the older adult popula-
tion (Public Health Agency of Canada,  2010 ). In addition, Canada’s aging popula-
tion also faces poverty. Around 7 % of older adults live in poverty below the Low 

        F.   Islam ,  Ph.D.      (*) 
  Social Aetiology of Mental Illness, Centre for Addiction and Mental Health , 
  Toronto ,  ON ,  Canada ,  M5S 2S1   
 e-mail: islam.farah@gmail.com   

    N.   Khanlou ,  RN., Ph.D.    
  School of Nursing, York University ,   Toronto ,  ON ,  Canada ,  M3J 1P3     

    H.   Tamim ,  Ph.D.    
  School of Kinesiology and Health Science, York University ,   Toronto ,  ON ,  Canada ,  M3J 1P3    

    K.   Saad-tengmark    
  Stockholm ,   Sweden          

mailto:islam.farah@gmail.com


278

Income Cut-Off (LICO) (National Advisory Council on Aging,  2004 ; The 
Conference Board of Canada,  2013 ). Poverty rates are the highest among women, 
especially widows over the age of 75 (The Conference Board of Canada,  2013 ). 
Around 19 % of unattached older adult women live below the LICO (National 
Advisory Council on Aging,  2004 ). 

 Adding to the layers of aging, racialization, gender, and low income, is mental 
health. High levels of mental illness occur in both those living in low-income situa-
tions (Caron & Liu,  2010 ) and in older adult populations (McEwan, Donnelly, 
Robertson, & Hertzman,  1991 ). One in four older adults lives with a mental health 
problem (Mental Health Commission of Canada,  2013 ). Low socioeconomic status 
(SES) is associated with higher prevalence rates of major depressive disorder and 
depressive symptoms (Adler et al.,  1994 ). A longitudinal study in Atlantic Canada 
found a 12.4 % prevalence rate of major depression for those in the low SES group 
compared to 1.9 % and 4.5 % in the high and average SES groups, respectively 
(Murphy et al.,  1991 ). Moreover, older adults face the double stigma of mental 
health stigma and agism, which makes seeking care for mental illness even more 
diffi cult (Herrick, Pearcey, & Ross,  1997 ). Misconceptions about mental illness and 
aging can lead to misdiagnosis and impede the path to treatment and recovery for 
older adults (Graham et al.,  2003 ). Depression is the most common mental health 
issue for older adults (Canadian Coalition for Seniors’ Mental Health,  2010 ). The 
prevalence rates of depression for community-dwelling older adult women (14 %) 
are double that of their male counterparts (7 %) (Newman, Bland, & Orn,  1998 ). As 
the population continues to age, cases of depression will also increase. New mental 
health programming for older adults is needed in order to meet this gap. 

 However, there is a dearth of research on the mental health of racialized, low- 
income older adult women. Baseline data collected from a multi-site study examin-
ing the effects of Tai Chi on older adults was analyzed to better understand the 
mental health profi le of older adult women living in low-income, urban neighbor-
hoods in Toronto, Canada.  

    Conceptual Framework: Intersectionality 

 The conceptual framework of intersectionality (Hankivsky & Christoffersen,  2008 ) 
was used in this study. Khanlou ( 2003 ) asserts the importance of contextualizing the 
individual within “interrelationships between multiple sources of infl uence and 
health” (p. 97). Individuals are not defi ned by a single characteristic but rather a 
product of multiple interconnected layers. Mental health and attitudes towards seek-
ing care are complex phenomena, and this study cuts across many intersections such 
as migration, mental health, and gender. Moreover, taking an intersectional approach 
accounts for the ways in which power impacts upon people and their health and 
takes into consideration the effects of disempowerment, power imbalance, and 
power relations (Hankivsky, de Leeuw, Lee, Vissandjee, & Khanlou,  2011 ). In order 
to develop a complete picture, each individual’s context needs to be considered to 
understand the impact of these contextual factors upon attitudes towards seeking 
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mental healthcare rather than oversimplify and further marginalize. This study 
examines the intersecting layers of gender, aging, racialization, and low SES and 
their impact upon mental health. 

 Mental health and attitudes towards seeking care are complex phenomena, and 
this study cuts across many intersections such as migration, mental health, and gen-
der. Care was taken to develop a complete picture of each individual’s context to 
understand the impact of these contextual factors upon attitudes towards seeking 
mental healthcare rather than oversimplify and further marginalize.   

    Methods 

 Graduate students at the Tamim Epidemiology Lab at York University carried out 
data collection with the aid of trained research assistants in two low-income urban 
neighborhoods in Toronto, Ontario in three cohorts (August 2009, February 2011, 
and October 2011). Ethics approval was obtained from York University’s Research 
Ethics Human Participants Review Sub-Committee Board. This study was a part of 
a larger study looking at the psychological and physiological benefi ts of Tai Chi for 
ethnically diverse older adult populations. Baseline data from older adult female 
participants (50+ years old) who enrolled in a community Tai Chi program were 
included for analysis for this study. The participants were asked to fi ll out a sociode-
mographic questionnaire and two surveys assessing mental health: (1) The Short-
Form- 36 (SF-36) survey and the (2) Perceived Stress Scale (PSS). 

    Short-Form-36 Mental Health Component Score 

 The Short-Form-36 (SF-36) is a 36-question health survey which generates scores 
on eight separate scales to measure health and well-being (physical functioning, 
role-physical, bodily pain, general health, vitality, social-functioning, role- 
emotional, and mental health). The four scales of vitality, social-functioning, role- 
emotional, and mental health can be combined to provide a Mental Health 
Component score (Ware,  2002 ). Higher scores indicate better levels of positive 
mental health. The older adult women in this study had an average SF-36 Mental 
Health Component score of 52.23 (SD 8.49).  

    Perceived Stress Scale 

 The PSS is a 14-question scale that measures perceptions and appraisals of stress 
(Cohen,  1988 ). Higher scores indicate higher levels of perceived stress. The older 
adult women in this sample had a mean PSS score of 18.93 (SD 8.21).  
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    Data Analysis 

 The following covariate variables were examined as potential factors associated 
with the two mental health outcomes: age (<65 years old, 65+ years old), education 
(less than high school, completed high school), marital status (married/living with 
partner, unmarried/widowed/divorced), SF-36 Physical Health Component score, 
chronic conditions (0–1 chronic conditions, 2+ chronic conditions), total number of 
social support sources (score out of 8: brother, sister, son, daughter, spouse, friend, 
neighbor, and/or pastor), and Expectations Regarding Aging score (Sarkisian, 
Steers, Hays, & Mangione,  2005 ). Income could not be included because of the high 
number of missing cases. Bivariate level analysis (chi-square  χ  2 ,  t -test, and simple 
linear regression) was run to determine if there was a signifi cant association between 
the covariate variables and the two mental health outcome variables. 

 Bivariate level analysis was followed by multivariable linear regression analysis 
of the two outcome variables with the covariate variables outlined above. The forced 
entry: enter model was used to include all the covariate variables in the two models.   

    Results 

    Sample Demographics 

 This study had a sample of 167 community-dwelling older adult women aged 50–87 
years old (mean age: 68 years old, SD 8.6). The majority of participants (61.1 %) 
had not completed high school and 65.9 % reported an annual income below 
$14,000. Most participants (58.7 %) were also currently unmarried, widowed, or 
divorced. In terms of ethnicity, 37 % of participants self-identifi ed as Chinese, 25 % 
as South American, 15 % as European, 7 % as Caribbean, 4 % as South Asian, 7 % 
as Canadian, and 4 % as Other. On average, participants reported having about fi ve 
sources of social support out of the eight sources asked in the questionnaire (brother, 
sister, son, daughter, spouse, friend, neighbor, and pastor). Moving on to health 
variables, participants had an average Short-Form-36 (SF-36) physical health com-
ponent score of 48.8 (SD 7.6). Only 16.2 % reported currently drinking alcohol. The 
participants had a mean score of 33.6 (SD 21.0) on the Expectations Regarding 
Aging scale. The majority (87.4 %) reported having two or more chronic conditions 
(hypertension, diabetes, chronic heart disease, and arthritis). The sample demo-
graphics of the participants in this study are displayed in Table  19.1 .

       Bivariate Level Analysis 

 For the SF-36 Mental Health Component Score, total number of social support 
sources ( β  = 0.21,  p  = 0.012) and Expectations Regarding Aging score ( β  = 0.31, 
 p  = 0.001) were signifi cantly associated with the outcome, while education ( t  = −2.34, 
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   Table 19.1    Sample demographics   

 Older adult females ( n  = 167) 

 Mean, SD 

  n  (%) 

  Demographic  
   Age  67.70, 8.60 
   Ethnic origin 
    Chinese  60 (35.9) 
    South American  41 (24.6) 
    Caribbean  12 (7.2) 
    European  25 (15.0) 
    South Asian  6 (3.6) 
    Canadian  12 (7.2) 
    Other  7 (4.2) 
  Social support  
   Social support 
    Total sources of support (out of 8)  4.89, 2.18 
    None  27 (16.2) 
    1–2 people  67 (40.1) 
    3 or more people  63 (37.7) 
   Marital status 
    Unmarried/widowed/divorced/single  98 (58.7) 
    Married/living with partner  64 (38.3) 
  Socioeconomic status  
   Annual income 
    <$14,000  110 (65.9) 
    $14,000–30,000  25 (15.0) 
    >$30,000  14 (8.4) 
   Education 
    <High school  102 (61.1) 
    ≥High school  57 (34.1) 
  Health and health behavior  
   Perceived health 
    Very good/excellent  38 (22.8) 
    Good  82 (49.1) 
    Fair/poor  40 (24.0) 
   PSS score  18.93, 8.21 
   Expectations regarding aging score  33.55, 21.04 
   SF-36 physical health component score  48.83, 7.63 
   SF-36 mental health component score  52.23, 8.49 
   Cigarette smoker 
    Yes  2 (1.2) 
    No  165 (98.8) 

(continued)

19 Aging, Racialization & Low Income Status



282

 p  = 0.021), SF-36 Physical Health Component Score ( β  = 0.33,  p  = 0.001), and 
Expectations Regarding Aging score ( β  = −0.02,  p  = 0.005) were signifi cantly asso-
ciated with PSS scores.  

   Multivariable Level Analysis 

 Total number of social support sources ( β  = 0.31,  p  = 0.001) and Expectations 
Regarding Aging score ( β  = 0.29,  p  = 0.002) were signifi cantly associated with the 
SF-36 Mental Health Component Score. In other words, those who had a greater 
number of social support sources and more positive expectations regarding aging 
were more likely to have better mental health scores on the SF-36 Mental Health 
Component Score. 

 Age ( β  = −0.23,  p  = 0.013), education ( β  = −0.23,  p  = 0.007), and SF-36 Physical 
Health Component Score ( β  = −0.40,  p  = 0.0001) were signifi cantly associated with 
PSS scores. Being in the older age bracket of 65+ years old, having at least a high 
school diploma, and better physical health were signifi cantly associated with lower 
levels of perceived stress. The results from the multivariable analysis are displayed 
in Table  19.2 .

Table 19.1 (continued)

 Older adult females ( n  = 167) 

 Mean, SD 

  n  (%) 

   Alcohol drinker 
    Yes  27 (16.2) 
    No  140 (83.8) 
   Chronic conditions 
    0–1 comorbidities  21 (12.6) 
    2+ comorbidities  146 (87.4) 
     Hypertension  86 (51.5) 
     Diabetes  35 (21.0) 
     Chronic heart disease  9 (5.4) 
     Arthritis  92 (55.1) 
   Perceived health 
    Very good/excellent  38 (22.8) 
    Good  82 (49.1) 
    Fair/poor  40 (24.0) 
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        Discussion 

 In this study, we found that having a strong social support network and positive 
expectations towards aging was associated with more positive mental health, while 
older age, higher education, and better physical health were associated with lower 
levels of perceived stress in the community-dwelling sample of 167 older adult 
women aged 50–87 years old. 

 When the participants in this study were compared to other community-dwelling 
older adult populations, the older adult women in this study had comparable scores 
on SF-36 Mental Health Component compared to the female US population 65+ 
years old and Women’s Health Australia norms for women aged 70–74 years old 
(Mishra & Schofi eld,  1998 ). The older adult women in this study had comparable 
PSS scores to the American norm score for older adults 65+ years old (Cohen & 
Williamson,  1987 ), an American community-dwelling sample aged 66+ years old 
(Hamarat et al.,  2001 ), and the sample in a recent validation study of community- 
dwelling older adults (Ezzati et al.,  2014 ). 

 Taking an intersectional approach, this study examined mental health at the 
intersections of aging, low-income status, racialization, and gender. These results 

   Table 19.2    Characteristics associated with mental health outcomes (SF-36 mental health 
component score and perceived stress scale score) for older adult females   

  β    p -Value 

  Model: SF-36 mental health component score  
  R   2    = 0.19  
  Adjusted R   2    = 0.14  
 Age  0.09  0.34 
 Education  0.087  0.33 
 Marital status  −0.069  0.51 
 SF-36 physical health component score  0.11  0.21 
 Chronic conditions  −0.088  −6.35 
 Total number of social support sources  0.311  0.001 a  
 Expectations regarding aging (ERA) score  0.29  0.002 a  
  Model: perceived stress scale (PSS)  
  R   2    = 0.29  
  Adjusted R   2    = 0.24  
 Age  −0.23  0.013 a  
 Education  −0.23  0.007 a  
 Marital status  0.040  0.69 
 SF-36 physical health component score  −0.40  0.0001 a  
 Chronic conditions  0.11  0.19 
 Total number of social support sources  −0.17  0.069 
 Expectations regarding aging (ERA) score  −0.16  0.067 

   a Indicates the factor is signifi cantly associated with the mental health outcome ( p  < 0.05)  
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indicate that female older adult populations residing in low-income, ethnically 
diverse, urban neighborhoods who are interested in enrolling in community Tai Chi 
programs may have comparable mental health levels and perceived stress levels 
when compared to other community-dwelling populations. Resilience is a person-
ality trait that buffers the negative effects of stress and allows one to adapt to 
changing circumstances and has been found to be an integral part of “successful 
aging” regardless of income status (Wagnild,  2003 ). Rowe and Kahn ( 1987 ) 
describe “successful aging” as freedom from disease and disability coupled with 
the ability to actively engage in life at a high functioning capacity. Social isolation 
and loneliness are mental health risk factors for older adults, and successful aging 
is linked to strong social and family support networks (Victor, Scambler, Bond, & 
Bowling,  2000 ). 

 Moreover, physical activity is linked to quality of life, psychological well-being, 
happiness, life satisfaction, and pain reduction (Chou & Chi,  2002 ; Dersh, Gatchel, 
Polatin, & Mayer,  2002 ; Fisher,  1995 ; Knight & Riccardelli,  2003 ; Rejeski & 
Mihalko,  2001 ). It has been reported that older adults who engage in regular physi-
cal activity are more than twice as likely to be considered aging successfully (Baker, 
Meisner, Logan, Kungl, & Weir,  2009 ). The Canadian Physical Activity Guidelines 
for older adults recommend at least 150 min of moderate to vigorous physical activ-
ity per week. However, less than half of older adults meet these physical activity 
guidelines (Statistics Canada,  2005 ). Additionally, older adults of low SES are less 
likely to engage in exercise than their higher SES peers (Dawson, Sundquist, & 
Johansson,  2005 ; Marshall et al.,  2007 ). Low income older adults face both envi-
ronmental (fear for personal safety, program costs, and lack of availability of pro-
grams) and personal barriers (perceived lack of ability to be physically active, fear 
of pain, and lack of motivation) when it comes to engaging in physical activity 
(Belza et al.,  2004 ; Clark,  1999 ). The fi ndings of this lend support to the importance 
of social support and physical health to the mental health and well-being of older 
adult populations. 

    Limitations 

 This study was carried out on individuals who had chosen to enrol in a community 
Tai Chi program offered in their neighborhoods. This may have biased our recruited 
sample to members of the older adult population who are mobile, physically active, 
and socially engaged. A community-dwelling norm PSS score for older adult female 
populations would have been better for comparison; however, PSS normative data 
were only available for older adult and female populations separately. Calculating 
normative data for Canadian population samples for both the SF-36 Mental Health 
Component scores and PSS scores would be important future steps in this area of 
research. 

 We were unable to further examine the effect of income in this population 
because of the low response rate for this question. However, examining the SES 
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indicator of education revealed that women who did not complete high school 
 experienced higher levels of stress in their life. Further research is needed into the 
impact of SES indicators (income, education, wealth, etc.) on mental health and 
well-being of older adults.   

    Implications 

 Physical health is intimately connected to older adult mental health. Community 
recreation programs tailored for older adults can help improve physical health and 
widen social support networks. Having a strong social support network and physical 
health are crucial components of older adult mental health. Community health ini-
tiatives that can target these key areas are recommended. Future research on the 
effect of community recreation programs on older adult mental health is needed. 
The Centre for Addiction and Mental Health (CAMH) in Toronto, Canada ( 2010 ), 
outlined numerous older adult mental health programs that have been successful. 
For example, the Aging Well and Healthy program in the Netherlands, which tar-
geted Turkish immigrants living in low SES situations, has been proven to be suc-
cessful in improving health outcomes for this population. This program’s success 
can be attributed to involving both education and group physical activity with an 
aim of being culturally aware and inclusive. The program was offered through wel-
fare services in six different cities and involved the input of multiple stakeholders 
such as, health educators, physiotherapists, and social workers. Another program 
mentioned in the CAMH report, The Program to Encourage Active, Rewarding 
Lives for Seniors (PEARLS), focused on improving older adult mental health 
through a step-by-step program focused on enhancing both social and physical 
activity in the United States. This program was offered in both private home and 
community settings and emphasized the building of essential skills such as problem 
solving. Lastly, the Stimulating Friendship in Later Life program in the Netherlands 
focused on building social support networking skills for older adult women. This 
12-week psychoeducational program was successful in signifi cantly reducing lone-
liness in participants. We recommend further studies on community initiatives that 
attempt to capture older adults who are less engaged, isolated, and experiencing 
physical and mental health diffi culties. Such research is needed in order for service 
providers to develop evidence-based community programs responsive to the needs 
of diverse older adult populations.     
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     Response 

                             A short refl ective poem by: Keya Saad-tengmark  

 RETIREMENT. 
 I never knew how to comprehend this word 

 I did everything I could to ward it off 
 I kept on working 

 Until it dawned on me that I now have the freedom to say NO 
 No obligations 

 Retirement means freedom. 

 Retired. 
 I now have time to meet those friends I never got a chance to before 

when I was “too busy” 
 I keep my mind active 

 Keep studying 
 I have taken up painting 

 I will start to sing again with my choir 
 Find that sweet voice again 

 I stay involved 
 I go out at least three times a week 

 Keep moving 
 I got an assignment yesterday to act as an interpreter at the hospital 

my mum died in 
 I went to the chapel to light a candle for her and I found there 

was a Christmas concert for the patients 
 It is so wonderful to be surrounded by this light 

 Freedom.   
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    Chapter 20   
 The Social Construction of Mental Health 
Inequities Experienced by Mothers Who Are 
Socioeconomically Disadvantaged During 
Early Motherhood: A Canadian Perspective 

             Christine     Kurtz Landy      ,     Wendy     Sword     , and     Margaret Lee     McArthur    

           Introduction 

 Early motherhood during the postpartum period brings with it multiple challenges 
that can negatively impact women’s mental health (   Webb et al.,  2008 ; WHO,  2008 ). 
These challenges include physical recovery from childbirth, care of the newborn 
infant, negotiation of changing parenting roles, parenting of older children, sibling 
adjustment, and meeting of family’s and friends’ social expectations (   Fishbein & 
Burggraf,  1998 ; Kurtz Landy, Sword, & Valaitis,  2009 ). Stress and crisis can occur 
if women have problems dealing with these challenges and can lead to mental ill-
ness (Affonso, De, Korenbrot, & Mayberry,  1999 ; Horowitz & Damato,  1999 ; Kurtz 
Landy et al.,  2009 ). Postpartum depression experienced by 10–15 % of all postpar-
tum women is the most common postpartum morbidity after hospital discharge 
(Dennis, Janssen, & Singer,  2004 ). The incidence of postpartum depression is much 
higher in postpartum women who are socioeconomically disadvantaged (SED) with 
rates ranging from 19 to 30 % (Fergerson, Jamieson, & Lindsay,  2002 ; Kurtz Landy, 
Sword, & Ciliska,  2008 ). 

 Although Canada is considered one of the world’s richest countries, its poverty 
rate is high at 12 % (OECD,  2013 ). High poverty rates in a country are an indicator 
that its people are less healthy and its society less equal. In 2008, single mothers 
experienced among the highest poverty rates in Canada at 21 % compared to 
 couples with children at 6 % (Statistics Canada,  2010 ). The association between 
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 socioeconomic disadvantage and poor health outcomes is well established in the 
literature (Lynch & Kaplan,  2000 ). How socioeconomic disadvantage impacts post-
partum women in Canada is poorly understood. In this chapter, we report the fi nd-
ings of our Institutional Ethnography (IE) (Smith,  1987 ) illuminating the social 
relations that contribute to mental health inequities among postpartum women who 
are SED in the fi rst 4 weeks after hospital discharge.  

    Review of the Literature 

 Postpartum women who experience SED are at increased risk for poor health out-
comes. When they are compared to postpartum women who are socioeconomically 
advantaged, they rate their overall health more poorly (Kurtz Landy et al.,  2008 ; 
Norr, Nacion, & Abramson,  1989 ), experience higher rates of postpartum depres-
sion (Fergerson, Jamieson, & Lindsay,  2002 ; Kurtz Landy et al.,  2008 ; Morris- 
Rush, Freda, & Bernstein,  2003 ), anemia (Bodnar, Siega-Riz, Arab, Chantala, & 
McDonald,  2004 ), are more likely to experience intimate partner violence 
(Harrykissoon et al.,  2002 ; Martin, Mackie, Kupper, Buescher, & Moracco,  2001 ), 
have more diffi culties adapting to the parenting role (Seguin, Potvin, St Denis, & 
Loiselle,  1999 ), and are more likely to be discharged from hospital within 24 h after 
childbirth (Kurtz Landy et al.,  2008 ). 

 Despite Canada’s continued commitment to equity in health care and health out-
comes (Public Health Agency of Canada [PHAC],  2011 ), the mental health and 
well-being of women who are SED continues to be challenged by many situational 
factors. Mental health and wellbeing are determined by complex interactions 
between persons’ “individual attributes and behaviors” and social constructs such 
as their “social and economic circumstances,” and the “wider sociocultural and 
geopolitical environment” of the society they live in (WHO,  2012 ). Thus postpar-
tum women who are SED are part of the group of women who, in their daily lives, 
are faced with multiple challenges such as poverty, lack of social support, discrimi-
nation, social isolation, and violence (Flaskerud & Winslow,  1998 ; Lantz et al., 
 1998 ; O’Campo & Rojas-Smith,  1998 ) and are thus at increased risk for mental 
health problems. 

 In recent decades, several Canadian groups such as the Advisory Committee on 
Population Health ( 1999 ) and the Public Health Agency of Canada ( 2011 ) have 
started to focus on reducing health disparities rooted in socioeconomic factors. The 
social determinants of health are multifaceted and embedded in the interaction 
between individual and societal factors (Smedley & Syme,  2000 ; Tugwell & 
Kristjansson,  2004 ). The shift in focus to socioeconomic factors is extremely impor-
tant in improving the health of women who experience SED (Cohen & Sinding, 
 2006 ). In order to develop strategies to improve their health, more research is 
needed to understand the social context of these women’s lives including their 
choices, routines, and attempts to manage their well-being and health amidst their 
daily struggles to meet often confl icting priorities (Beijing Declaration and Platform 
for Action,  1995 ; Commission on the Status of Women,  2014 ). Some experts argue 
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that understanding the social context of women’s lives is not enough. Socioeconomic 
disadvantage and health disparities are not entities that exist separate from the 
human agent, but rather are socially constructed under the infl uence of hegemonic 1  
institutions. They are intricately intertwined with race, gender, ethnicity, and other 
dimensions of inequality (Smith,  1987 ; Webber & Parra-Medina,  2003 ). This per-
spective falls within the epistemic domain of critical theory. Critical theorists 
believe that reality is shaped by ideologies that refl ect the values and interests of the 
dominant elite (   Lincoln & Guba,  1985 ). Thus, critical social studies examine how 
social processes disadvantage people on the basis of class, gender, ethnicity, and 
other differences. The use of Institutional Ethnography (IE) (Smith,  1987 ) is one 
methodology that supports this genre of critical exploration, enabling examination 
of extra-local sociopolitical factors contributing to the social organization of indi-
vidual’s work/experiences. IE was the method used to guide this study (Smith, 
 1987 ,  1990 ,  1999 ). 

 Smith developed IE as a method of social inquiry into the contemporary forms of 
ruling that socially organizes peoples’ work and experience (Smith,  1987 ,  1990 , 
 1999 ,  2005 ). The methodology takes as its problematic people’s experiences in the 
everyday world and how these experiences come into being (Campbell,  2003 ). 
Smith’s approach rejects the traditional Archimedean approach to knowledge devel-
opment arguing that this:

  recognized objectivity [is] a distinctive form of that social organization of knowledge in 
which the presence of the subject is suspended or displaced and knowledge is constituted as 
standing over against individual subjects and subjectivities, overriding the idiosyncrasies of 
experience, interest and perspective” (Smith,  2005 , p. 43) 

   The “problematic” lies    in describing how individual social relations are organized 
and coordinated by another set of social relations beyond individual’s experience 
(Smith,  1987 ). The extra-local social relations are not always visible within indi-
vidual’s experience. For Smith, social relations refers to “viewing people’s doings in 
particular settings as articulated to sequences of action that hook them up to what 
others are or have been doing elsewhere and elsewhen” (Smith,  2005 , p. 228). 

 Fundamental to IE is its commitment to remain in people’s everyday world expe-
rience, and to “explore ethnographically the ‘problematic’ that is implicit in it, 
extending the capacities of ethnography beyond the circumscription of our ordinary 
experience based knowledge to make observable social relations beyond and within 
it, in which we and multiple others participate” (Smith,  2005 , p. 43). Therefore the 
primary focus of the research is not to gain knowledge of the individual’s situated 
experiences but rather to explore and make visible the extended social relations that 
organize individual’s local experiences. Exploring how forces beyond individuals’ 
immediate world give form to their personal experiences allows one to understand 
the interweaving of subjectivity with hegemonic social structures and ideology. 

1   Hegemonic is defi ned as “ruling” (Barker,  1998 ). Hegemony refers to the mystifi cation and con-
cealment of existing power relations and social arrangements. Particular ideas and rules are con-
structed as natural and universal “common sense.” Hegemony is never absolute, but is constantly 
being challenged and redefi ned (Shuker,  1994 ). 
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Smith ( 1987 ) explains that dominant ideologies provide images, vocabularies, 
w discourse, and symbols that shape peoples’ thinking about themselves and the 
social world. They defi ne the values of society, what people believe is right and 
wrong, what is possible or thinkable (Smith,  1987 ,  2005 ). Smith states that the pen-
etration of these ideologies into one’s inner world is usually not apparent. Through 
examination of postpartum women’s    daily work/experiences it becomes possible to 
critique how extra-local social relations contribute to their work and potentially 
infl uence their mental and physical well-being in the early postpartum weeks. The 
generation of this kind of knowledge about the invisible, interconnected, taken for 
granted social relations that socially construct everyday life provides opportunities 
for changing the social relations and constructing an alternate social world (Smith, 
 1990 ) that can decrease mental health inequities. 

 The aim of this study is to illuminate the social organization of the experiences 
of postpartum women who are SED in the early postpartum weeks that contribute to 
mental health inequities. The research question that guided this endeavor was: How 
is the daily work 2  of postpartum women who are SED determined by extra-local 
social relations? Research ethics board approval was received from McMaster 
University and the hospitals where the participants were recruited.  

    Method 

 IE starts with the examination of individuals’ everyday work/experiences. The 
researcher takes an aspect of individuals’ everyday work/experiences as an entry 
point and source of questions. “By constituting the everyday world as problematic, 
i.e., by dispelling the taken for grantedness of an experience, the researcher is given 
access to the possibilities for an exploration of how institutional processes are 
embodied in peoples everyday experiences” (Travers,  1996 , p. 544). 

 The data used for this study came from the qualitative component of a larger 
mixed methods study examining postpartum women’s health services needs and 
utilization. In-depth interviews were done with 24 postpartum women who were 
SED, 4–6 weeks after hospital discharge examining their daily lives in the fi rst 4 
weeks at home (Kurtz Landy, Sword, & Valaitis,  2009 ). Study participants were 
recruited by hospital nurses from four hospitals in two Ontario cities. Women were 
eligible to participate if they read and wrote English and met one of the “at-risk” 
inclusion criteria i.e., either low social support as identifi ed on the Healthy Babies 
Health Children Screening Tool [Ontario Ministry of Health and Longterm Care 
(OMHLTC),  1998 ,  2001 ] and/or family income less than $20,000 per year; and/or a 

2   Work is a term commonly used in EI research. The term work is used as purposive, embodied 
action that gears into the social and physical worlds surrounding any one individual (Mykhalovskiy 
& MCoy,  2002 ). Work locates EI in the “actualities of what people do on a day to day basis” 
(Smith,  1987 , p. 166). 
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score of 9 or above on the Healthy Babies Health Children Screening Tool 
 administered in hospitals before discharge to identify infants “at-risk” for poor out-
comes (MHLTC). Purposeful sampling guided recruitment of participants who 
were SED with varying experiences including fi rst time and repeat mothers, teenag-
ers, older mothers, single and partnered women, working poor and welfare recipi-
ents, and Canadian born and immigrant women. 

 The women participated in semi-structured in-depth interviews lasting 1–3 h 
with the researcher usually in their homes. The interviews were audio-taped and 
transcribed with participants’ permission. Using NVIVO 2.0 (QSR NVivo,  2002 ), 
qualitative content analysis was undertaken (Hsieh & Shannon,  2005 ). The partici-
pants also completed a demographic questionnaire. 

 Two overarching and intersecting themes, each with several sub-themes emerged 
describing the women’s daily lives. For a complete description of fi ndings, see 
Kurtz Landy et al. ( 2009 ). The fi rst theme was the women’s experience of the  ongo-
ing burden of their day to day lives  which described the social context of their lives. 
The second theme was the women’s experience of the  ongoing struggle to adjust to 
all that came with childbearing  and was superimposed onto the burden of their day 
to day lives. 

 Our IE focused on examination of the social relations linked to two specifi c 
aspects of the participants’ everyday work deep-rooted in the two overarching 
themes describing women’s daily lives. The fi rst was the women’ s immediate 
resumption of housework and childcare upon hospital discharge . The second was 
the  women’s work to provide the necessities of life for themselves and their families . 
This everyday work greatly interfered with the women’s ability to rest and recuper-
ate from childbirth, thereby increasing their risk for mental and physical problems. 

 As IE necessitates the move beyond everyday experiences to an analysis of social 
relations articulated to the social organization of everyday work/experiences, data 
collection was moved beyond the in-depth interviews to an examination of policies 
and procedures of many institutions to which the women’s work/experiences were 
linked. This included examination of gender, class, welfare policies, federal mater-
nity benefi ts, and professional childbearing literature .   

    Results and Discussion 

 The study fi ndings and discussion will be presented together in this section. 

    Demographic Description of Participants 

 Twenty-four postpartum women who were socioeconomically disadvantaged 
participated in the study. Their ages ranged from 17 to 39 years with a mean age of 
24.5 years. The majority of participants were single (66.6 %), 20.8 % lived 
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common- law, and 12.5 % were married. Thirteen (54.1 %) of the women were fi rst-
time mothers. The most frequently reported annual family income was less than 
$10,000 (41.6 %), followed by $10,001 to $19,999 (20.8 %) and over $20,000 
(20.8 %). Four women (16.6 %) reported having no income. The highest level of 
education most often reported was some high school (37.5 %) followed by some 
community college (29.1 %), some or completed university (20.8 %), and com-
pleted secondary school (12.5 %). Seven (29.1 %) of the women were immigrants.  

    Women’s Immediate Resumption of Housework and Childcare 
upon Hospital Discharge 

  Absences of help at home: “Spouse in the house” policy . Relations of class and 
welfare policy contributed to single participants’ household and childcare work and 
lack of needed help in the early postpartum days and weeks. Several women who 
were receiving welfare had offers of overnight support from their boyfriends. They 
did not accept this help for fear of cuts to their welfare. Andrea, a mother of 3 who 
received federal maternity benefi ts topped up by provincial social assistance shared 
that she wished her boyfriend could live with her in the early weeks.

   Andrea: I’d prefer if they [welfare system]…I could just have him [boyfriend] live here.  
  Interviewer: But you can’t because of your independence and money?  
  Andrea: Yeah….[welfare] nickels and dimes you to death.  
  Interviewer:… So it’s sort of a deterrent?  
  Andrea: yeah (Kurtz Landy et al.,  2009 )    

 Participants’ fears of cuts to their welfare were based on government welfare 
policies initiated in 1995 which reintroduced the “spouse in the house” policy in 
Ontario Works Directive 19.0 when the 3-year “grace” period was removed (Ontario 
Works Policy Directives,  2008 ). Welfare recipients had their benefi ts cut as soon as 
someone of the opposite sex started to live with them unless they could prove their 
relationship was non-spousal. In 2004, the Ontario’s Social Assistance Review 
Board ( 2006 ) in the case of Falkiner versus Ontario ruled that the directive was 
unconstitutional as it:

  held that the defi nition of spouse discriminates against sole support parents on social assis-
tance. This group—the vast majority of whom are women—have historically been and 
continue to be subject to severe social and economic disadvantage in Canada. The spousal 
defi nition further entrenches this disadvantage by depriving them of the right to establish 
relationships with people of the opposite sex without risking the means of support for them-
selves and their children. 

   Although cuts are not to take place until a partner has resided with the recipient 
for 30 days, women continue to fear cuts to their welfare (   Canadian Social Research 
Links,  2012 ; Ontario Works Policy Directives). 

  Absence of help at home. Household and childcare work . The gendered nature of 
the participants’ daily work was immediately visible when they described the work 
they resumed upon coming home from hospital. Instead of recuperating from birth, 

C. Kurtz Landy et al.



295

women immediately took up all the work of caring for the household and family 
that they had before giving birth. For some women, this was required because they 
were single parents. However, even when a partner was in the home, they resumed 
all the household and childcare work. Tracy, a mother of two who lived with her 
partner described the fi rst days and weeks.

  An average day cooking, cleaning, chasing her [two year old daughter], feeding, changing, 
bathing. She’s got a diaper rash, so now the average day includes having to soak her in 
oatmeal and … stuff like that… an average day is very, very busy. (Kurtz Landy et al.,  2009 ) 

   The gendered nature of the baby care became very evident when the women with 
partners shared that their partners didn’t help.

  I think he was really hesitant to change diapers, to feed him and everything…That was fi ne 
… for the fi rst couple of weeks. I was willing to do all the work, to do everything. (Kurtz 
Landy et al.,  2009 ) 

   Women’s house and around the clock infant care work contributed to their expe-
riences of extreme fatigue. Women shared: “I was like super tired. I had absolutely 
no sleep, like maybe 1 h a day.” “I’m not tired. Like I’ve learned to cope with it” 
(Kurtz Landy et al.,  2009 ). None of the women questioned their resumption of all 
their household and childcare work instead of being able to rest and recuperate. The 
non-questioning resumption of this work is part of the “taken for grantedness” of 
women’s work in the home. Smith ( 1990 ) points out that women’s everyday lives 
consist in part of “localized activities oriented toward particular others, keeping 
things clean, managing somehow … household and children—a world in which the 
particularities of persons in their full organic immediacy … are inescapable” (p. 20). 
However because this work happens in the privacy of women’s homes it is invisible, 
and unpaid when done by the mother (Antonopolous, 2009). Additionally the work 
has been socially reconstructed, reformalized, and rationalized to the point where 
mother’s “work” has mysteriously disappeared and is changed “to one about living, 
caring and altruism” (Grimshaw & Rubery,  2015 ; Oakley,  2002 ). 

  Absence of help at home. Industrialization and historical and current medical 
childbirth discourses.  The medicalization of childbirth and industry’s need for 
urbanization of populations are social relations that are linked to the absence of help 
in the home for postpartum women. In the early twentieth century, the responsibility 
for childbirth was taken out of the hands of the family and midwives and was placed 
into the hands of physicians, “science,” and hospitals. At the same time the needs of 
industry brought about a movement of populations from rural communities to urban 
centers that resulted in the development of nuclear families (Comacchio,  1993 ). The 
urban nuclear family became isolated from traditional support networks such as 
neighbors and extended family that provided needed support during stressful life 
events (Comacchio,  1993 ; Ehrenreich & English,  2005 ; Wolf,  2001 ). 

 Physicians became the experts on what women needed during childbearing. The 
unwritten traditions of caring for the mother and infant were considered unscientifi c 
and absent in medical discourses obscuring the importance of these practices in 
women’s recuperation (Commachio, 1998; Ehrenreich & English,  2005 ). Medical 
discourses today relegate postpartum women’s recuperation and health to a 
sanitized version which involves rare catastrophic medical events, hospital 
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readmissions, and check-ups at 6 weeks shrouding the challenges faced by postpar-
tum women, particularly women who experience SED (WHO,  1998 ; Wolf,  2001 ). 
For example, the medical approach to dealing with lack of sleep and exhaustion is 
highlighted by Beth:

  When I get super tired and the baby doesn’t sleep, I get very frustrated… I don’t know if 
Zoloft is going to help but I think the reason I get super frustrated is because I know no one 
is going to relieve me of the baby, no one is going …to take the baby so I can sleep for a 
couple of hours or look after him when he cries (Kurtz Landy et al.,  2009 ). 

   Beth speaks about the medical help offered, i.e., an antidepressant prescribed to 
help her cope. The treatment for her problem is framed within the medical model, 
i.e., a “pill.” To consider anything but a pill to help cope was “outside of the frame” 
(Smith,  1990 ) of thinkable for Anna and her physician. The challenges related to the 
burden of her daily life were invisible to her in her interactions with the physician. 
The possibility of health care providing support in the home was not considered by 
the participant or her physician. This is not to malign the physician. The physician’s 
practice is also socially constructed and limited by the health and social institutions 
of the day. If the physician were located in Holland, she/he could refer the woman 
to government subsidized in-home postpartum services (Wolf,  2001 ). 

 To date, the objectifi ed medical discourses remain the authority informing the 
health and social care systems and silence postpartum women’s lived reality. The 
burden of the women’s daily lives and the ongoing struggle to adjust to the demands 
that come with a new baby are hidden. Physical exhaustion and the need to recuper-
ate don’t fall within the medical radar. 

 Interestingly, discourses regarding postpartum women’s health and challenges 
are generally absent in North American nursing childbirth literature except within 
the context of good mothering and breastfeeding (Albers,  2000 ; Ehrenreich & 
English,  2005 ; Oakley,  2002 ; WHO,  1998 ). The paucity of research into postpartum 
women’s health after hospital discharge has resulted in a lack of understanding of 
the gravity of issues that are not easily articulated within dominant professional 
discourse or health policy discourse, but are important to the well-being of postpar-
tum women and especially those who are SED. The absence of hegemonic language 
to articulate postpartum women’s health issues may be what prohibits research in 
the fi rst place. Perhaps the recent heightened interest in postpartum depression is a 
genre of recognition of the void, but the discourse remains situated within the domi-
nant medical paradigm.  

    Women’s Work of Providing the Necessities of Life 
for Themselves and Their Families 

    Examination of the work most participants did in the fi rst 4 weeks to supply the 
necessities of life provided an entry point into its social organization linked to wel-
fare and government maternity benefi ts. The work participants did revealed that 
their incomes were inadequate to pay for food, diapers, transportation, rent, 
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telephone, hydro, and other necessities the middle class takes for granted. Most 
participants “ran around” with their children in tow (as they could not afford child-
care), adeptly attending community programs and private charities, gleaning free 
food vouchers, bus tickets, baby paraphernalia, and food in order to provide the 
“basics” in the early postpartum weeks (Kurtz Landy et al.,  2009 ). Several women 
were busy looking for affordable housing while living in acquaintances’ unfi nished 
basements. Others described having to rely on untraceable pecuniary gifts, which 
are illegal when receiving welfare or loans from friends or family in order to pro-
vide the essentials in the early weeks. Some women had to ask their landlords for 
rent deferrals as they anxiously waited for their “late” maternity benefi ts cheques. 
All the women commented that they themselves went “without” before their chil-
dren (Kurtz Landy et al.,  2009 ). 

 Examination of the social relations linked to this work included social constructs 
of class and gender relations, bureaucratic organization of maternity benefi ts and 
welfare, neoliberal ideology and public discourses on families and welfare. The 
fi nancial shortfall experienced by the participants was not in the women’s budget-
ing, but in the subsistent government allowances, i.e., welfare or maternity benefi ts 
they received. The welfare income of a single mother with one child living in 
Ontario was 44 % below the poverty line (Low Income Cut Off) in 2003 (National 
Council of Welfare,  2004 ) and 21 % below the poverty line in April, 2010 (Ontario 
Social Assistance Review Advisory Council,  2010 ). In the mid 1990s, the ideology 
guiding the elected government led to major cuts in Ontario’s social safety net. The 
political ideology supporting welfare from the 1988 Transition Report that,

  All people in Ontario are entitled to an equal assurance of life opportunities in a society that 
is based on fairness, shared responsibility, and personal dignity for all. The objective of 
social assistance therefore must be to ensure that individuals are able to make the transition 
from dependence to autonomy, and from exclusion on the margins of society to integration 
within the mainstream of community life. 

   was replaced by “get tough” neoliberalism. The emerging discourse argued that 
welfare was too liberal rather than that wages were too low (Mills,  1996 ). The gov-
ernment publicly promoted that welfare were excessive and wasteful to the “unde-
serving” and the cause of economic dependency for the unemployed (Mosher, 
 2000 ). The Premier who introduced the Ontario Works Act (1997) responded when 
asked about the fi nancial cuts to pregnant women on welfare; “What we’re doing is 
making sure that those dollars don’t go to beer” (Mosher,  2000 ). Myths were pro-
moted that women on welfare had babies to get more welfare (Cleeton,  2003 ). 
Instead of characterizing women on welfare as rational women looking out for the 
best interests of their children, they were depicted as promiscuous (Mills,  1996 ), 
irresponsible, and self-indulgent (Campbell Adair & Dahlberg,  2003 ). This dis-
course made invisible women’s absence of power, lack of choices, and the daily 
burden of poverty as they struggled to adjust to their new situation (Davies, 
McMullin, Avison, & Cassidy,  2001 ; Kurtz Landy et al.,  2009 ). The dominant ide-
ologies that promote negative stereotypes of mothers on welfare, whether single or 
partnered, legitimize the systemic barriers they deal with including material depri-
vation (Reid & Herbert,  2005 ). Societal belief in shared responsibility, fairness, and 
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personal dignity for all disappeared with the new focus on employment and self-
suffi ciency and a fairytale belief in the ideal of everyone’s ability to attain absolute 
economic independence (Comacchio, 1993 ; Swift,  1995 ). 

 The stress involved in attempting to cope on subsistence income reduces wom-
en’s real and perceived control over their lives and contributes to a state of helpless-
ness rather than empowerment (Davies et al.,  2001 ). The very fact that women 
during the fi rst four postpartum weeks of recuperation did not receive enough wel-
fare to avoid the necessity of illegal pecuniary gifts and gleaning of community 
program attendance incentives indicates either women’s invisibility to society’s 
dominant social welfare institutions or its contempt for women. Few welfare poli-
cies have changed since the Ontario Works Act was introduced in the 1990s. The 
government’s ongoing provision of subsistence welfare instead of benefi ts indexed 
to the cost of living for women during the postpartum period continues to actively 
construct health inequalities related to poverty. 

 Examination of the participants’ eligibility for Canada’s federal maternity ben-
efi ts was another entry point into the gender and class inequity entrenched in the 
bureaucratic organization of federal maternity benefi ts. Government maternity ben-
efi ts are structured within employment insurance benefi ts and favor middle class 
working women linked to secure employment over the working poor (Davies et al., 
 2001 ; Townsend & Hayes,  2007 ). Mothers who are SED are underrepresented fed-
eral maternity benefi ts benefi ciaries, “while older, better paid, married women and 
mothers without previous children are overrepresented” (Prince,  2009 ; Townsend & 
Hayes,  2007 ). To be eligible for government maternity benefi ts a woman must have 
worked at least 600 h in the previous 52 weeks (Service Canada,  2014 ). Paid 
employees who worked less than 600 h and those who are self-employed receive no 
government maternity benefi ts (Evans,  2007 ; Townsend & Hayes,  2007 ). Seven par-
ticipants in the study received federal maternity benefi t. The remaining participants 
shared that they were not eligible because they were self-employed or part-time 
employees who did not meet the 600 h eligibility criterion or could not afford child-
care in order to be in the labor market. Overall, government maternity benefi ts fall 
below the poverty line (Lassonde & Cote,  2007 ; Shillington,  2001 ). Some employ-
ers “top-up” government EI maternity benefi ts. The women most likely to receive 
top-ups from employers are higher income, full-time employees in strongly union-
ized areas (Evans,  2007 ; Townsend,  2005 ). More than half of higher income new 
mothers get top-ups, while less than 10 % of low-income women do so. No partici-
pant in the study received a top-up from an employer. 

 The exploration of participants’ access to government maternity benefi ts exposed 
that inherent in federal policy guiding maternity benefi ts, systemic, gender, and 
class inequality are reinforced because policy does “not prevent the erosion of fi nan-
cial independence that results from motherhood” (Davies, McMullin, Avison, & 
Cassidy,  2001 , p. 21). This is particularly true for women who are SED because they 
are denied adequate income to provide for the basics for themselves and their chil-
dren. The below poverty line    benefi t rates assume that mothers have a partner whose 
income they can depend on and unduly benefi t married mothers (Davies et al., 
 2001 ). For all women, personal income is sacrifi ced with the birth of each child 
(Zhang,  2009 ). This is likely the explanation why having a child was found to be a 
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better predictor of future socioeconomic disadvantage than education, age, or mari-
tal status (Statistics Canada,  1995 ). The early postpartum period is often the start of 
this erosion partly because government policy does not focus on ways to achieve or 
maintain women’s fi nancial security while raising children (Davies et al.).   

    Conclusion and Implications 

 Social relations that link postpartum women’s (who are SED) everyday work and 
experience to institutions that increase mental health and well-being inequities were 
illuminated in this study. Explicating the social organization, starting from women’s 
everyday experiences has exposed some of the oppressive social and economic cir-
cumstances, and sociocultural and geopolitical environment social and political struc-
tures that contribute to these women’s mental health disparities. For example, the 
oppressive legacy of welfare’s “spouse in the house” policy made it diffi cult for 
women to recuperate. Furthermore, it was found that dominant medical discourses 
obscured much of women’s postpartum experiences unlike in some Western and many 
Eastern societies where women’s postpartum experiences are recognized and sup-
ported (Cheng, Fowles, & Walker,  2006 ; David Floyd & Sargent,  1997 ; Wolf,  2001 ). 

 Subsistence federal maternity benefi ts and provincial welfare policy discrimi-
nate and disadvantage women who are not part of the middle class and create extra 
hardship in the early postpartum period. The fi ndings help to dispel the myth propa-
gated by public discourses that it is the woman’s chosen unhealthy lifestyle that is 
mainly responsible for health inequities, instead of societal conditions such as 
unemployment, lack of affordable childcare, and low minimum wage. 

 The policy implications of the study fi ndings are many if Canada is truly com-
mitted to ending health disparities among Canadians. Canada’s ongoing support 
of the Universal International Human Rights Declaration (United Nations,  n.d. ) 
signifi es a commitment to the provision of all people with a decent standard of 
living and a particular commitment to mothers and children. “Motherhood and 
childhood are entitled to special care and assistance. All children, whether born in 
or out of wedlock, shall enjoy the same social protection” (United Nations,  n.d. , 
Article 25). Paradoxically the Canadian government has committed $3.5 billion 
to improving outcomes for mothers and children in developing countries through 
the Saving Every Woman and Every Child initiative, but little attention has been 
paid to improving the health outcomes in women and child who are SED at home 
(Government of Canada,  2014 ). 

 In order to decrease mental health    and well-being inequities related to social and 
economic circumstances, and sociocultural and geopolitical environment structures 
revealed in our IE, several actions can be taken. Government maternity benefi ts 
should become universally available, independent of employment, and indexed to 
meet cost of living. Provision of in-home instrumental support may be helpful to 
postpartum women who lack social support. A program such as the Dutch postpartum 
nurse/doula program (Kraamzorg) which provides in-home instrumental support may 
be benefi cial (n.d.,  2012 ; Wolf,  2001 ; Zwart,  2002 ). All new policies that affect 
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women who are SED should undergo gender and class analysis and be changed if 
they negatively impact women. At the very least, a social determinant of health model 
should be adopted to guide health and social service planning and delivery for popula-
tions experiencing SED. 

 Our fi ndings support the need for change in public and professional discourses 
that render women’s challenges invisible, and often stigmatize and thus alienate 
women, blaming them for their poor choices when in fact they often have no choice. 
Health and social service professionals must be educated about the social determi-
nants of health and causes of socioeconomic disadvantage. Education commenced 
in undergraduate training, and including hands on experiences working with SED 
groups may help dispel negative myths and promote positive attitudes toward this 
population (Reutter, Sword, Meagher-Stewart, & Rideout,  2004 ; Reutter, Neufeld 
& Harrison,  2000 ). Health and social service providers are well positioned to advo-
cate for women who experience SED. The fi ndings of this study indicate that 
changes are needed upstream, at the policy level if we are to decrease mental health 
inequities in postpartum women who experiences SED. Is lobbying for healthy pub-
lic policy a role for health and social service professionals? 

 Our study examined only a few aspects of participants’ experiences in the early 
postpartum weeks. More research must be done to examine other aspects of the 
experience of postpartum women who are SED to further explore the social rela-
tions that contribute to health disparities in the early postpartum weeks and beyond. 
Our fi ndings provide important new knowledge to give direction for policy change 
to transform “social, economic and political structures that create ill health” (Reutter, 
Neufeld, & Harrison,  2000 , p. 93) within the Canadian context. Effective knowl-
edge translation to policy makers and health and social service professionals must 
be undertaken if we are to end the mental health disparities experienced by postpar-
tum women who are SED.      

    Response 

       Margaret     Lee     McArthur     
     Thames Valley District School Board,    London,   ON,   Canada    

  Two Postpartum Monologues  

  Postpartum from the Inside: Beth’s Story  

 alone 
 among the numbered sad 
 invisible sorrows 
 closeted 
 where I ache and can’t go on 
 while the insistent present 
 coos and cries 
 from creaky crib 
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 I want away 
 away from here 
 my screaming sadness 
 echoes bouncing 
 off these four walls 
 amplifi ed by suckling babe 
 who screams and sucks 
 and sucks me dry 

 I am alone 
 this dusty day 
 the seething human mass 
 ‘surges    round’ 
 with neither time nor words 
 and sees me not 
 hears me not 
 my mute motherdom 
 staring helpless 
 hopeless 
 while the infant wails 
 on and on and on 

 and too late 
 the world answers 
 take a pill 
 here’s a script 
 take a pill ‘cross the counter’    
 pop it down, deep inside 
 drown the desperate darkness 
 take a pill 
 and be silent, soldier 
 suck it up, it’s not so bad 

 and so, 
 babe in slackened, heavy arms 
 numb and mute 
 from silent private hell 
 I stagger on 
 tangled in the misty unexpressed 
 past hazy knowings 
 to this place 
 where what is wrong 
 is said to be 
 what’s wrong with me 
 my fault 
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 they suppose 
 I am fi xed now 
 bettered with a pill 
 but all the while I bleed 
 hemorrhaging inside 
 while the babe cries on 
 and on and on 

  Postpartum from the Outside: Beth’s Script  

 happy mother, smiling babe 
 got it all together 
 I know this script 
 the one I guess I signed on to play 
 but I can’t read these lines 
 they’re for someone else 
 not me 
 I don’t exist 
 in these words 
 who wrote this script anyway? 

 enter my doctor 
 I see who she sees— 
 my body 
 female, age 21 
 eyes, check; refl exes, check 
 blood pressure, pulse, check; 
 say ahhhhhh, 
 “you’re down she says, suicidal?” 
 “well … no,” I manage 
 “good—here’s a script for meds 
 take these 
 it will help,” she says to my body 
 without meeting my eyes 
 exit doctor 

 enter social worker 
 she doesn’t want to be here 
 I can tell 
 see what she sees… 
 I have no job 
 was shacking up 
 through her eyes I know it 
 she’s looking for man-clothes 
 proof that he’s here 
 there’s laundry everywhere 
 dishes in the sink 
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 wailing baby 
 I hear her thought, 
 “should I call CAS?” 
 she thinks I can’t cope 
 yeah, it sucks 
 being here 
 exit social worker 

 enter counsellor 
 she looks at me too 
 can tell what she thinks too … 
 I’m messed up 
 family won’t talk to me 
 for three years I’m on my own 
 my mom was depressed 
 most of the time 
 dad, well, he was never home 
 and he wasn’t happy 
 we all knew that 
 now my ex lost his job 
 —fi red—now he sits around 
 not here … somewhere else 
 … somewhere else 
 exit counsellor 
 and I’m alone 

 so here’s another script 
 I wrote this one 
 my name is Beth 
 I’m a single mom 
 of two, no less 
 that’s loaded 
 and comes with baggage 
 I hear that baggage 
 loud and clear 
 judgement rattling 
 inside my mind 
 as the scriptwriters’ story 
 echoes from sideways glances 
 and I fl inch 

 my name is Beth 
 and I am not coping 
 you frame my needs 
 but my limbs hold me here 
 my imprisoned mind 
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 holds me 
 I cannot fi nd my story 
 in your world 
 and I am drowning in my now 
 that’s where you’ll fi nd me 
 lost somewhere 
 outside your script 
 and inside your judgement   
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    Chapter 21   
 Intersecting Individual, Social, and Cultural 
Factors in Black Mothers Resilience Building 
Following Loss to Gun Violence in Canada 

             Annette     Bailey      ,     Mahlon     Akhtar     ,     Jennifer     Clarke     , and     Sky   Starr    

            Introduction 

 Regardless of geographic context, gun violence is grounded in an interrelational 
complexity of poverty, marginalization, social inequality, and racism (Reed et al., 
 2010 ; Schuster et al.,  2012 ; Sharpe,  2015 ). In Canadian urban cities where gun vio-
lence is prevalent, these factors commonly represent the realities of minority groups 
who are most often affected by gun violence involvement and loss (Walcott, Foster, 
Campbell, & Sealy,  2010 ). Research demonstrated that Black mothers’ post- 
homicide experiences are grounded in social and cultural complexities which shape 
their bereavement trajectory. A number of coexisting factors such as living in disad-
vantaged neighbourhoods, lack of social support, and poor access to community 
resources intersect to complicate Black mothers’ grief and resilience process 
(Bailey, Clarke, & Salami,  2015 ; Bailey, Hannays-King et al.,  2013 ; Hannays-King, 
Bailey, & Akhtar,  2015 ). Studies conducted with Black mothers in Canada who lost 
children to gun violence showed that the stigma of gun-violent death in combination 
with race infl uenced how these mothers construed their loss and built resilience 
(Bailey et al., 2013; Bailey & Velasco,  2014 ). The mothers’ resilience was shaped 
and constrained by the intersecting and interlocking relationship between these and 
other socio-cultural factors that became the catalysts for their transcendence. 
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 This chapter explores the resilience process of Black mothers following the loss 
of their children to gun violence. It draws on the narratives of 12 Black mothers 
interviewed for an exploratory qualitative study conducted by the fi rst author to 
understand the contextual factors involved in gun violence survivorship in Canada 
(REB approval#: 2011-365). Further information related to this study is reported 
elsewhere (Bailey & Velasco,  2014 ). For the purpose of this chapter, a metaphoric 
artwork was constructed from the mothers’ narratives to represent the complex rela-
tionship between violent death bereavement and mothers’ resilience building. This 
chapter discusses this representation through an intersectional process of transfor-
mation. Prior to describing the artwork, we explicate the traumatic nature of gun 
violence loss. In the response section, Reverend Sky Starr, a Grief Therapist and 
community advocate, reverberates the relevance of the representational artwork to 
her experiences of working with Black mothers who suffer the loss of children to 
gun violence. She validates the importance of community-based organizations like 
Out of Bounds Grief Support in providing much needed culturally relevant trauma- 
focused support, education, and other appropriate services to facilitate the growth 
and resilience of gun violence survivors.  

    Trauma and Gun Violence Loss 

 In an interview with a Toronto mother who lost her only son to gun violence, she 
lamented on the painful and pervasiveness of her loss:

   …“It is like a slow, vengeful, and painful death. It pervasively drains you of life, 
love, hope and dreams” (Participant 1).    

 This statement, all too frequently, represents the voices of mothers who are pain-
fully acquainted with the social and psychological debilitation of gun-violence loss. 
Research comparing trauma experiences of parents consistently showed that parents 
bereaved by violent death suffer more intense and prolonged trauma (Amick- 
McMullan, Kilpatrick, & Resnick,  1991 ; Keesee, Currier, & Neimeyer,  2008 ). In 
particular, parents who lose children to gun homicide suffer complicated grief, post- 
traumatic stress disorder (PTSD), and prolonged depression (Armour,  2002 ; Currier, 
Holland, & Neimeyer,  2006 ). These psychological vulnerabilities are intensifi ed 
among Black parents who grapple disproportionally and concurrently with social 
depravities associated with gun violence such as poverty, social stigma, discrimina-
tory treatments, and racism (Bailey, Hannays-King et al.,  2013 ; McDevitt-Murphy, 
Neimeyer, Burke, Williams, & Lawson,  2012 ; Sharpe,  2015 ). 

 Statistics Canada reported that in the year 2012, a total of 172 people were killed 
by fi rearms. Male youth and young adults were the largest group of victims (Boyce 
& Cotter,  2013 ). Black youth continue to be disproportionately susceptible to gun 
violence involvement and death across various contexts in comparison to other eth-
nic groups (Ezeonu,  2010 ; Phillips,  1997 ; Ratele,  2010 ). As a result, Black mothers 
unduly suffer from gun violence loss and bear the social, emotional, and fi nancial 

A. Bailey et al.



313

burden of survivorship. Our research with Black mothers has shown that following 
the loss of children to gun violence they struggled with increased traumatic stress, 
diminished social and formal supports, and decreased access to psychological ser-
vices and victims compensation (Bailey, Sharma, & Jubin,  2013 ; Bailey, Clarke, & 
Salami,  2015 ). Racism is of particular importance in Black mothers’ grieving and 
resilience processes. When race intersects with gun violence stigma, shame, and 
fear of judgment, mothers were rendered vulnerable and victimized (Bailey, 
Hannays-King et al.,  2013 ). As observed in mothers’ narratives, these factors were 
rooted in their stress experiences, but also prevailed in their resilience. Despite their 
traumatic loss, mothers manifested resilience through a compelling drive to engage 
in social actions that preserve the memories and dignity of their murdered children. 
This statement from a mother who lost her son to gun violence in Toronto summa-
rizes the phenomenon of resilience observed among Black mothers:

   …I have to do something so my child’s death would not be in vain. I want his spirit 
to live on through me. They may have destroyed the bodies of our Black children 
but their sprits live on in our work. We have to be that vision of hope for them…
No longer can I pretend that my little work is all that matters to me. There are 
times when I want to give up, but this drive, this passion never leaves me. I want 
to make sure that I am doing something that I wished someone was doing before 
my [son] died. Making a difference for even one is better than making a differ-
ence for none (Participant 1).     

    Resilience Conceptualization 

 The metaphoric artwork presented in Fig.  21.1  is an interpretation of mothers’ resil-
ience building/reintegration following the death of their children to gun violence. 
Using the mothers’ narratives, the artwork was created by fi rst author in collabora-
tion with a visual artist following the study, with subsequent confi rmation from four 
surviving mothers. The fi gure captures the intersection between individual, social, 
and cultural barriers that often create emotional chaos in the lives of these mothers. 
It demonstrates that while this complex interplay of individual (e.g., personal cop-
ing, strained relationships), social (e.g., racial stigma, social isolation), and cultural 
factors (e.g., interpretation of strength) work to complicate mothers’ grief process, 
these factors also ignite, shape, and facilitate mothers’ capacity for growth and 
transformation. Though intensely traumatizing, this process is wrought with growth 
in realizations and consciousness of their social identity as Black survivors of gun 
violence (Lawson,  2013 ). In Fig.  21.1 , this growth is indicative of the rising up of 
the mother out of a complex discursive web of personal, cultural, and social issues 
that mark their grief and trauma experiences.  

 The mothers’ narratives indicated that race, and more specifi cally racial stigma 
associated with gun violence, is central to mothers’ social and psychological strug-
gle. Insights from mothers’ narratives determined that rather than succumbing to the 
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racial stigma and marginalization that accompanied their experiences of violent loss, 
they constructed a Black survivor identity which facilitated their resilience building/
reintegration. Central to this survivor identity was the need for the mothers to uphold 
a strong Black woman image in society to survive the interactional process of per-
sonal and social complexities related to the loss of their children. The centrality of 
race in their resilience process is shown in Fig.  21.1  by locating “race” on the back-
bone of the mother to indicate an iterative feedback route with the root system. 

 Spirituality is foundational to the mothers’ growth. It fuels mothers’ purpose and 
drive to transition from the emotional pain and chaos of their traumatic loss towards 
resilience. Spirituality is therefore constructed at the base of the root system to 
 demonstrate this fundamental purpose. Inclusively, the artwork demonstrates that 

  Fig. 21.1    Metaphor of Black mothers’ resilience       
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Black mothers’ resilience following death of a child to gun violence is an interac-
tional process of personal and social complexities that is marked by evolution and 
transformation. Emerging out of the mothers’ narratives is a cycle of growth that is 
representative of the root system, the seed, the budding, and the growth stages. In 
the proceeding sections, this process is discussed in correspondence with the themes 
that emerge from content analysis of the narratives. 

    Root System: Intersecting Social and Cultural Contexts of Loss 

 The personal and social dimensions of gun-violent loss converge at the root of Black 
mothers’ traumatic experiences. The artwork shows that mothers’ grief experiences 
are rooted in a dynamic intersection of individual, social, and cultural factors. The 
interplay between these factors is systemic, complex, pervasive, and hidden and is 
fi ttingly constructed as a root system (see Fig.  21.1 ). For Black mothers whose lives 
are already heavily burdened by the social complexities of race and poverty, loss to 
gun violence appears to intensify their already marginalized existence. 

 The root system reveals the covert operation of negative interactive processes 
which are concealed from society. The social discourse of race and stigma associ-
ated with gun violence death work together to create negative assumptions about 
Black mothers’ worthiness as victims, especially within social systems (e.g., crimi-
nal justice system, victim services). When mothers were interfaced with these sys-
tems, they confronted negative treatments which resulted in strained relationships, 
social isolation, ostracization, and decreased access to needed services and sup-
ports. These outcomes invariably affected their grieving and recovery process. A 
mother who lost her eldest son in an apartment shooting summarizes her root sys-
tem experience of discrimination and stigma as following:

   I could have taken my own life after losing my house, not getting compensation 
because they say he was known to the police, dealing with the negative things 
they say about [son], the lousy treatment from the police… and the loneliness …
but I am a fi ghter by nature (Participant 10).    

 The above excerpt refl ects the complex intersection of gun violence stigma, 
social isolation, and access to resources and support, which is congruent with the 
experiences of other African Canadians who have lost loved ones to gun violence 
(Lawson,  2013 ). The death of a Black male to gun violence is associated with per-
ceived criminality. Due to the complex intersection of race, stigma, and perceived 
criminal identity, surviving friends and families of deceased Black males are not 
deemed to be credible co-victims. These survivors eventually lose access to both 
formal and informal supports, contributing to re-traumatization and grief disenfran-
chisement (Lawson,  2013 ). The construction of the “bad victim” identity that is 
conferred upon Black mothers as a consequence of their loss to gun violence pre-
sented multiple barriers to accessing resources and reify their victimization and 
powerlessness (Bailey, Clarke, & Salami,  2015 ). However, mothers grew out of 
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their pain by staying connected to their social complexities. The root system experi-
ence, while traumatizing, is the groundwork of mothers’ resilience. Therefore, trau-
matic grief work for these mothers must pay special attention to the infl uence of 
intersecting factors in their trauma and resilience experiences.  

    The Seed: Embracing the Gun Violence Survivor Identity 

 The social interactive processes at the root of mothers’ experiences worked to ignite 
a cognitive awakening of what it means to be a Black survivor of gun violence. 
Losing a Black child to gun violence exposed mothers to a racial discourse of gun 
violence as a “black thing” that is systemic, pervasive, and infl uential to their stress 
experience (Bailey, Clarke, & Salami,  2015 ; Lawson,  2013 ). This understanding 
contributed to an increased awareness of their new reality as survivors of violence. 
Mothers came to realize the role of race and stigma as precursors to the death of 
their children, as well as potential factors for their own demise. Faced with a choice 
to live or to die, mothers realized the need to embrace their survivor identity as both 
the source of their struggle and the purpose for their growth. In doing so, mothers 
chose to live for the sake of preserving their deceased children’s legacy and for the 
protection of their surviving children. Mothers became awakened to their inherent 
strength as Black women once they realized that coping with the loss of their chil-
dren and associated racial stigma of gun violence would require them to fi ght to 
survive. Like a seed well-grounded in the soil, mothers tapped into their inner self 
and spirituality for the strength they needed to grow. 

 Drawing upon their inherent cultural fortitude and spiritual strength, they lifted 
their heads even in the midst of their pain. Engaging in the personal work to grow 
was, however, as much a painful process as dealing with the infl uence of their social 
impediments. Their strong gun violence survivor identity was produced out of an 
unexpected, unwelcomed, and an untimely intrusion. Re-launching their journey to 
live in the presence of death was not viewed by mothers as a deliberate undertaking, 
but rather a necessary response to their circumstances. One mother who suffered 
multiple job losses after the gruesome shooting of her beloved son puts it this way:

   …or the people that says to you, you are so strong. I wish I was as strong as you, 
and I say, I am glad you don’t have to be as strong as me (Participant 5).    

 As indicated by this mother’s narrative, there is recognition of the need to be 
strong in order to survive and grow as a Black survivor of gun violence. However, 
there was ambivalence in their determination to emerge from their pain and broken-
ness. The crouching position that binds the abdomen, as shown in Fig.  21.1 , repre-
sents a signature position shared among Black mothers burdened by the loss and pain 
of fresh grief. Overcoming reluctance in the struggle to lift themselves from this 
position required painstaking efforts. Like the illustrious germination of a seed in 
unfavorable conditions, mothers work to transform and to establish their resilient 
identity. However, germination time differed for each mother depending on the inten-
sity of their pain and trauma and their access to existing resources and supports.  
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    Budding: Establishing Self Within Social Environments 

 Mothers’ awareness of their new identity as Black survivors of gun violence fos-
tered a deep belief in the socio-cultural imperative to be strong despite their grief. 
With this new-found consciousness, mothers believed that their loss served a spiri-
tual purpose; one that counteracted the meaninglessness of their children’ death and 
facilitated their budding resilience. Fulfi lling this purpose cushioned their pain as 
they moved towards creating a legacy for their deceased children. Their spiritual 
strength, along with their understanding of the racial consequences of gun-violent 
death, allowed mothers to bud as survivors of gun violence, which became the 
stamp of their resilience. A Toronto mother who experienced public criticisms, loss 
of friends, and failing health following her son’s death stated:

   Nothing can be stronger than the strength that God gives to me. I cannot explain it 
because it is not a physical strength, it is a spiritual strength, it a mental strength. 
You put inner strength and spiritual strength together, you get a strong Black 
woman (Participant 3).    

 Burgeoning as gun violence survivors involved reluctantly accepting the reality 
of societal classifi cation of their new survivor status. Mothers had to accept that the 
stigma and negative social interactions they experienced following the deaths of 
their children were grounded in the complexities of social location, race stratifi ca-
tions, and perceived criminality. Thus, when institutional and community supports 
were inadequate to facilitate their resilience, mothers accepted their marginalized 
status and recognized the need to dig deep into their individual and spiritual 
resources to make sense of their loss.  

    Growth: Transforming Social and Psychological Processes 

 Mothers’ coping and adjustment persisted as a complex cognitive-emotional pro-
cess that grew out of their pain, trauma, and social chaos. Being able to lift their 
heads out of the darkness of their pain initiated a process of transformation for 
mothers. This transformation is not a linear process; mothers encountered fl uctua-
tions with traumatic stress and debilitating grief. Their resilience was primarily 
shaped by their personal and cultural expectations to be strong, as well as a desire 
to fulfi ll a purpose that would make a difference in other people’s lives. Engaging in 
altruistic actions provided mothers with mental and emotional strength to enact this 
purpose. Spirituality, social support, and coping resources were important elements 
for mitigating emotional pain and facilitating resilience development. Spirituality, 
in particular, fueled their growth. Literature has identifi ed spirituality as a protective 
factor for those bereaved by violent loss, and fundamental to meaning making and 
building resilience (Armour,  2007 ). Through spirituality, mothers were able to miti-
gate their painful experiences of loss and emerge out of a complex social and psy-
chological process of grief (Neimeyer & Burke,  2014 ; Neimeyer, Prigerson, & 
Davies,  2002 ). This began a process of growth and resilience building/reintegration 
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that was mediated by spirituality and unfolded with a strong and focused desire to 
enact social change. Mothers’ resilience was witnessed through social change 
actions, such as political advocacy, community interventions, and violence preven-
tion actions. One mother who was instrumental in implementing several advocacy 
actions in Toronto expressed:

   After the death of my son I notice there was more and more violence for young men 
like my own son…I wanted to use the death of my son to prevent other deaths 
from happening by going out and speaking out about these deaths. I wrote letters 
to politicians to complain about programs, recreation, employment, and educa-
tion… (Participant 8).    

 While these actions represent the defi nitive of their resilience, one of the most 
compelling fi ndings is that their growth began before the demonstration of these 
advocacy actions. According to the mothers’ narratives, their growth is a tedious 
progression in realization and transformation that resembles the “mending of a 
ripped or torn heart.”   

    Discussion 

 We have come to understand from the literature that resilience plays a signifi cant 
role in lowering levels of PTSD responses and promoting psychological well-being 
for trauma survivors (Alim et al.,  2008 ; Connor, Davidson, & Lee,  2003 ). However, 
limited understanding exists about the intricacies involved in resilience develop-
ment for diverse survivors of traumatic situations. Literature on resilience building 
in traumatic loss (e.g., Bonanno, Moskowitz, Papa, & Folkman,  2005 ; Connor et al., 
 2003 ) has demonstrated that salient factors such as social support and access to cop-
ing resources are necessary for resilience development and reintegration. However, 
research with Black mothers and other African American homicide survivors has 
shown that their resilience trajectory occurs concurrently with lack of social sup-
port, economic depravities, racial stigma, and poor access to coping resources 
(Bailey, Hannays-King et al.,  2013 ; Johnson,  2010 ; Sharpe,  2015 ). In the absence of 
these important facilitators, many have awakened their intrinsic strength and their 
spiritual resources. Increasingly, the benefi ts of spiritual beliefs in helping survivors 
of violent loss to cope and make meaning of their loss are recognized (Neimeyer & 
Burke,  2014 ). However, not all bereaved have found spirituality to be effective for 
dealing with trauma (Shaw, Joseph, & Linley,  2005 ). Some have felt spiritually 
abandoned, leading to complicated grief (Burke, Neimeyer, McDevitt-Murphy, 
Ippolito, & Roberts,  2011 ). Thus, due to differences in personal and social resources, 
resilience outcomes among survivors are not comparable. 

 While mixed views persist on the defi nition of resilience, scholars focused on 
grief and trauma have explicated resilience as a healthy process of overcoming and 
fending off debilitating stress and maladaptive responses (Bonanno,  2004 ; 
Zimmerman & Arunkumar,  1994 ). This linear understanding of resilience does not 
appear to be consistent with Black mothers’ resilience trajectory following loss of 
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their children to gun violence. Black mothers’ resilience is characteristic of a com-
plex process of intersecting and interlocking experiences and realizations, painful 
struggles, fl uctuations, social complexities, spiritual transformation, altruism, and 
meaning construction. This process is not synonymous with linearity and unifor-
mity, even while consistent with meaning construction and spiritual transformation, 
evident in the resilience progression of grieving survivors of violent loss (Keesee 
et al.,  2008 ). The racial stigma of gun violence is a defi ning difference in Black 
mothers’ grief process. The racial discourse of gun-violent death intersects and 
interacts with a multitude of social factors to reinforce oppression, isolation, victim-
ization and resource depravity for mothers (Bailey, Clarke, Salami,  2015 ). The 
mothers’ growth represents their ability to stay connected to this complex social 
chaos and acceptance of their new identity as Black survivors of gun violence. 
However, while some Black mothers were able to transform sorrow into resilience 
in the presence of social challenges, others remained mentally and physically debil-
itated even years after the loss (McDevitt-Murphy et al.,  2012 ; Sharpe, Osteen, 
Frey, & Michalopoulos,  2014 ). It is critical to understand that the social challenges 
that are exacerbated by gun violence loss leave Black mothers feeling ignored, re-
victimized, fearful, and frustrated. It is therefore incumbent upon health practitio-
ners, advocates, and policy makers to not simply become comfortable with the 
resilient outcome of some Black women, but to consider the complexities of their 
struggles and the realities of those who have still to lift their heads. 

 Many Black women’s lives have been marked by compounding stressful life 
events. Often, poverty creates more intensive and unmanageable stressors in their 
lives than the general population, such as lack of adequate resources, relationship 
crisis, and single parenting (McCallum, Arnold, & Bolland,  2002 ). Yet, they have 
been recognized for their persistent resilience in the face of adversities, especially in 
developing strong cultural attitudes, coping skills, and independent behaviors (Todd 
& Worell,  2000 ). In managing the loss of their children to gun violence, mothers 
exerted similar resilience characteristics. Loss of children to gun violence disrupted 
several of the mothers’ social and marital relationships. Many mothers suffered mul-
tiple job losses, foreclosures of their homes, and denial of victim compensation 
(Bailey, Clarke, & Salami,  2015 ). Despite psychological anguish, social distress, 
and ostracization from perceived criminality, mothers established a strong survivor 
identity and manifested strength and purpose through altruism and activism such as 
engaging political actions, helping other grieving mothers, and convening scholar-
ships in their children’ names. This sustained level of resilience has implications for 
social change. However, the question is, can this level of resilience be sustained in 
light of the continuous and disproportional loss of their children to gun violence and 
the alienating results of race and stigma associated with gun violence? As evident 
from mothers’ resilience process, ongoing support is needed from the onset of the 
loss until  they lift their heads  in resilience. Sustaining mothers’ resilience develop-
ment following gun violence loss requires social support (Armour,  2007 ) and seri-
ous attention to the consequence of racial stigma and the impact of persistent social 
depravities in their traumatic grief process (Bailey, Clarke, & Salami,  2015 ; Lawson, 
 2013 ). These are necessary considerations for bolstering mothers’ inherent fortitude 
to survive and making it possible for them to transform and grow through their pain.  
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    Implications 

 The artwork created from Black mothers’ experiences illustrates a critical under-
standing of the complex and intersecting factors involved in their resilience devel-
opment after the violent death of their children. This understanding is important for 
establishing appropriate and relevant practice interventions, developing policies, 
and informing research directions. 

    Practice Interventions 

 Racial stigma is the most signifi cant barrier to Black mothers’ grief process and 
resilience building following loss to gun violence (Bailey et al., 2013). When racial 
stigma interlocks with other social factors such as poverty, Black mothers’ resource 
access and social interactions are affected, leading to prolonged traumatic grief 
(Bailey, Clarke, & Salami,  2015 ). While some mothers were able to transform their 
pain and the social stigma of gun violence into growth, journeying through the 
“maze” of grief is uniquely solitary and distressing for all mothers. Although fam-
ily, friends, and community members can lend their support and encouragement, a 
coordinated system of support is needed to prevent social isolation and sustain 
mothers’ renewal and resilience. Victim services, faith-based organizations, com-
munity mental health programs, case management, and advocacy services must be 
reoriented to provide culturally relevant and empowering services to assist mothers 
to deal with the structural challenges they face as Black survivors of gun violence. 
As spirituality is essential for many mothers in facilitating their ability to fi nd mean-
ing in their loss and fuel their growth, spiritual leaders in formal religious organiza-
tions and therapists in mental health organizations can refurbish their roles to 
respond to and provide spiritual supports and services to grieving mothers.  

    Policies 

 The denial of victim compensation has resulted in some Black mothers losing their 
homes and not being able to provide suffi ciently for themselves and their families 
(Bailey & Velasco,  2014 ). The lack of fi nancial resources also forced some mothers 
to forgo professional counselling, which affected their resilience outcomes (Bailey, 
Hannays-King et al.,  2013 ). This warrants changes in criminal compensation poli-
cies. Victim compensation policy decisions and outcomes are infl uenced by the 
social stigma of gun violence victims and survivors. Therefore, policy changes in 
this regard require advocacy and social action by various stakeholders at different 
levels of government. Policymakers, media, and activist organizations can begin 
this process by advocating for changes in social and formal systems to facilitate 
mothers’ growth and healing. Mothers can also be supported in their activism efforts 
to challenge the systemic barriers they face.  
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    Research 

 Given the scarcity of research focusing on Black women’s experience with gun 
violence loss (Bailey, Sharma, & Jubin,  2013 ; Burke, Neimeyer, & McDevitt-
Murphy,  2010 ), research that critically examines the dominant paradigms relevant 
to race, culture, and context that shape survivors’ resilience experience is needed. 
Specifi cally, the post-homicide experiences of Black mothers, who are dispropor-
tionately affected by loss to gun violence, should be explored in light of service 
gaps and the need for improvements and informal supports to enhance the capacity 
of families and friends to provide ongoing support. Most importantly, the impact of 
gun violence stigma on resource allocation in formal systems and the culminating 
impact on families and communities should be priorities for research.   

    Summary 

 This chapter discusses the multilayered and complex nature of resilience building 
for Black mothers who experience the traumatic loss of a child to gun violence. The 
metaphoric artwork presented illustrates mothers’ post-lost resilience experience. It 
conceptualizes the intersecting and interlocking processes between individual, 
social, and cultural factors such as racism, stigma, and personal and formal sup-
ports. The interrelated processes between these factors depict that grief/resilience is 
not only an individual experience, but also a cultural and social phenomenon. The 
trauma of gun violence loss is devastating and has far-reaching effects on the psy-
chological and resilience outcomes of survivors in comparison to other types of 
losses. Yet, post-traumatic care for survivors and families has been extremely 
neglected. Grieving is a life-long process, where grievers are repeatedly and unex-
pectedly pulled into psychological and material suffering. It is imperative that struc-
tural and systemic changes occur to respond to the needs of Black mothers, families, 
and the wider community who are disproportionately affected by gun violence loss.      

    Response 

        Rev. Sky     Starr, RMFT, M.Div, Executive Director,
      Out of Bounds: Grief Support,    Toronto,   ON,   Canada 
 email:   skysstarr@yahoo.ca        

    Mapping Grief/Trauma Through Art 

 Throughout history, art forms have played a signifi cant role in representing grief. 
This picturesque artwork adequately grasps the darkness, wallowing, and “groping 
in the shadows” that have become well-known to grief and particularly to the type 
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of traumatic loss that mothers who have lost a child to gun violence experience. 
With 15 years of pragmatic grief, trauma, and grief-related PTSD work experience 
in marginalized communities, the identifi ed “maze” of individual coping, social dis-
tress, and cultural connection that is relevant to mothers’ experiences is easily rec-
ognized in the artwork. 

 Out Of Bounds (OOB) is strategically situated geographically and experientially, 
to provide immediate support, training, and education to families, youth, students, 
and mothers who suffer from gun violent loss and trauma. OOB has chronicled 
mothers’ grief journey and ascertained information from “accountable partners,” 
facilitators, and surviving mothers. Understandings demonstrate that a surviving 
mother’s personal resilience, although acclaimed, shares a dichotomy of sustain-
ability and relapse throughout their lifetime. A resilient mother knows that she will 
forever walk in the shadows of grief-related PTSD where depression, social anxiet-
ies, triggers, and relapse intermittently occurs, albeit for shortened periods. 

 After meandering through the “maze,” which is uniquely different for each indi-
vidual, the lifting of the head occurs, which we have termed as “rising.” This “ris-
ing” is seen on a holistic involvement of the emotional, physical, psychological, 
spiritual, and socio-economic aspects through a process of scaling growth which 
includes, but are certainly not limited to, the following:

    (a)     Facing the initial trauma —signifi ed through the maze of added stressors like 
race, social distress, poverty, isolation, service defi ciency, and stigma.   

   (b)     Acknowledgment —depicted in mothers’ struggle with social distress, formal 
systems, access to services, stigma, oppression, isolation, and social discourse 
of race.   

   (c)     Acceptance —demonstrated by mother’; attainment of a survivors identity in 
spite of strained relationships, cultural interpretation, unreasonable expecta-
tions, and stigma.   

   (d)     Progress and meaning - making —illustrated by mothers’ fi nding purpose 
through soul-wrenching realities of individuality, race, cultural interpretation, 
and spirituality.   

   (e)     Personal resilience —portrayed by the fi nal image with raised head and body in 
an upright, thankful posture. This depicts attained personal coping, deep spiri-
tual awareness, an inaudible acceptance of racial stigma, and manifestation of 
garnered strength.      

    OOB: Fostering Resilience Among Black Mothers 

 OOB has become well-known for providing competent, tailored, trauma-focused 
support, education, and consistent services to gun violence victims and survivors. 
Up to and during the funeral, community, family, and friends rally around survivors, 
but recede to their own lives after the funeral. OOB understands that the period 
directly after a funeral is intricately precarious to mothers and family members. Our 
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“Forgotten Mothers” group emerged from the many cases of mothers who need 
consistency through one-to-one care, group support, and collective community care 
as they struggle with overwhelming levels of sorrow, fl ashbacks, hypervigilance, 
and robust waves of extended grief-related PTSD. These recurring experiences are 
symptomatic with gun-violent traumatic loss and often ail survivors even 10 years 
after the initial loss. 

 Surviving mothers, who feel ready to sit and converse with others who have simi-
lar loss, participate in OOB’s regular monthly groups. These mothers gain knowl-
edge, insight, and awareness of their own grief journey from listening to other 
stories as well as one-to-one counselling. They later attend a free 8-week intensive, 
trauma-focused training and are awarded graduation certifi cates as a facilitator upon 
completion. As trained facilitators, mothers are then aligned with other mothers 
through a “buddy system.” During these training, mothers come to understand: (a) 
what a mother in fresh grief is experiencing; (b) how to accompany bereaved moth-
ers through the “maze” of the grief process and limited support systems; and (c) the 
skills and techniques that can help, encourage, and support other bereaved mothers. 
The training also aids mothers in planning, attending, and facilitating vigils for oth-
ers who are experiencing fresh trauma. They also assist with group planning and 
eventually facilitate training and regular group sessions. To a mother suffering 
“fresh” grief and loss, these already trained mothers represent a hopeful possibility 
of resilience.  

    OOB: Identifi ed Needs and Challenges 

 Based on mothers’ testimonials, the supportive services from OOB in conjunction 
with their innate resilience and spirituality enhance their transformation from deep 
despair to meaning-making and eventual resilience. However, the level of resilience 
that can be fostered among mothers is signifi cantly limited by absence of funding, 
nonexistent recognition, and defi ciency in human resources. Without core funding, 
we face daily challenges with relying on a pool of volunteers and insuffi cient sup-
plies for training and group support. Despite fi nancial struggles and inadequate 
staffi ng resources, OOB’s focus on grief-related trauma and particularly on gun 
violent trauma has evolved in an astutely crafted and unique way to provide care for 
mothers and other survivors. However, in order to support increasing grief demands 
and promote resilience for survivors, OOB needs core funding to assist in:

    (a)    Hiring full and part-time staff.   
   (b)    Acquiring permanent space for counselling and support groups where familiar-

ity, sustainability, and consistency are developed.   
   (c)    Providing competent training for volunteers and survivor-mothers.   
   (d)    Continuing research that substantiates the need for post-traumatic care. This 

will advertently benefi t and guide the work of health practitioners, educators, 
advocates, and policy-makers in formal systems.        
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    Chapter 22   
 Antenatal Depression in Immigrant Women: 
A Culturally Sensitive Prevention Program 
in Geneva (Switzerland) 

             Betty     Goguikian Ratcliff     ,     Anna     Sharapova     ,     Théogène-Octave     Gakuba     , 
and     Fabienne     Borel    

            Introduction 

 In recent years, there has been a steady increase in the number of women immigrat-
ing to Western countries from Eastern Europe and the developing nations. In 
Switzerland, women currently represent 50.7 % of foreigners (Offi ce fédéral de la 
statistique (OFS),  2012 ). It is not uncommon for immigrant women to give birth 
shortly after their arrival, when they still have a limited social network and lack 
information about the functioning of local social and healthcare institutions. In a 
survey on the reproductive health of immigrant women in Switzerland, Bollini and 
Wanner ( 2006 ) reported that 20,000 women with foreign citizenship give birth 
every year in public hospitals. Half of them lack profi ciency in one of the local lan-
guages (i.e., French, Italian, or German). 

    Pregnancy Issues and Outcomes 

 The reproductive health of immigrant women in developed countries is rather 
unsatisfactory, although one would expect their interaction with the health systems 
available to produce pregnancy outcomes at least as good as those of native-born 

        B.   Goguikian Ratcliff, Ph.D.      (*) •    A.   Sharapova ,  Ph.D.    candidate
  Department of Psychology ,  University of Geneva ,   Geneva ,  Switzerland   
 e-mail: Betty.Goguikian@unige.ch   

    T.-O.   Gakuba ,  Ph.D.    
  School of Social Work, University of Applied Sciences Western Switzerland , 
  Geneva ,  Switzerland    

    F.   Borel   

  Arcade des Sages-femmes ,   Geneva ,  Switzerland    

mailto:Betty.Goguikian@unige.ch


328

women (Bollini, Pampallona, Wanner, & Kupelnick,  2009 ). In fact, they often expe-
rience worse outcomes: higher rates of preterm delivery, caesarean section, mater-
nal mortality, low birth weight, and congenital malformations (Bollini et al.,  2009 ; 
Gagnon, Zimbeck, & Zeitlin,  2010 ). The difference in pregnancy outcomes between 
immigrant and native-born women has been linked to several risk factors, which 
some authors have related to inappropriate integration policies. Some Western 
countries, such as Austria, Spain, Germany, and Switzerland, do not have explicit 
ethnic health policies aimed at increasing the effective utilization of healthcare by 
immigrants, thus reinforcing the linguistic, fi nancial, and administrative barriers 
immigrants experience (Bollini et al.,  2009 ). 

 In addition, immigrant women who are pregnant consult later than non- immigrant 
women and are not followed up as regularly. Various kinds of barriers hinder or 
delay pregnant immigrants’ access to care, in particular lack of knowledge of the 
host country’s social and medical system, language profi ciency problems, and lack 
of health insurance for undocumented immigrants (Ahmed, Stewart, Teng, Wahoush, 
& Gagnon,  2008 ; Pottie et al.,  2011 ).   

    Literature Review 

    Mental Health Issues 

 Immigrant women are at higher risk of developing perinatal depression or anxiety 
(Ahmed et al.,  2008 ; Zelkowitz et al.,  2004 ). The prevalence of postnatal depression 
is two to three times higher in foreign-born than in native-born women, ranging 
from 30 to 42 % for the former, and from 10 to 15 % for the latter (Cox, Holden, & 
Sagovsky,  1987 ; Zelkowitz,  2007 ; Zelkowitz et al.,  2004 ). 

 Antenatal depression may precede postnatal depression (Watson, Elliot, Rugg, & 
Brough,  1984 ). Antenatal mood disorder requires early detection due to its associa-
tion with long-term infant development problems (Murray & Cox,  1990 ). Solid 
evidence shows that antenatal exposure to maternal depression and stress and pre-
maturity or low birth weight are factors associated with a variety of problems affect-
ing the child’s later development in different domains: emotional regulation, motor 
coordination, cognitive development, concentration, language, and learning (Pottie 
et al.,  2011 ). 

 The risk of developing antenatal depression is not associated with pregnancy 
itself, but with exposure to psychosocial risk factors or inadequate health programs 
and resources during pregnancy, which exacerbates women’s vulnerability (Le 
Strat, Dubertret, & Le Foll,  2011 ). Thus, antenatal depression rates may be consid-
erably higher among high-risk pregnant women (ranging from 38 to 50 %), such as 
women from low-income or minority groups. Immigrant women may have various 
worries, including concerns about fi nancial and housing diffi culties, which result in 
heightened anxiety or psychological distress (Adouard, Glangeaud-Freudenthal, & 
Golse,  2005 ; Da Silva, Moares-Santos, Carvalho, Martins, & Teixeira,  1998 ). 
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However, immigrant women in general, even those living in non-precarious 
 conditions, are at particularly high risk of developing perinatal depression and/or 
anxiety (Zelkowitz,  2007 ; Zelkowitz et al.,  2004 ). 

 Social risk factors and disadvantages often do not occur singly; rather, they are 
often intimately intertwined and are produced simultaneously. Women and minori-
ties are most likely to be of low socioeconomic status and often present poor peri-
natal health outcomes. Social factors such as younger age, greater parity, less 
education, history of depression, poor social support, partner confl ict, or ambiva-
lence about pregnancy overlap to increase the risk for antenatal depression (Bloom, 
 2008 ). However, little is known about how these social factors interact to produce 
risk for worse health outcomes (Gennaro,  2005 ). 

 It is important to consider the overlap of social determinants of health such as 
gender, ethnicity, and migration, and how these evolve over the life trajectory. It can 
be assumed that increased maternal vulnerability in immigrant women is associated 
with the experience of  overlapping transitions : immigration and becoming a parent 
(Foss,  1996 ; Foss, Andjukenda, & Hendrickson,  2004 ). By their nature, transitions 
are stressful and may lead to heightened vulnerability. Pregnancy (a developmental 
transition) and immigration (a sociocultural transition) are passages associated with 
a profound process of self-redefi nition. People experiencing transitions go through 
a period of instability and distress before reaching a new stage of stability, when 
they are able to assume new roles by mastering new skills. The stress of transition 
is magnifi ed when women do not speak the local language, are exposed to pre- 
migration trauma, and have to face a combination of psychosocial stressors (Foss, 
 1996 ; Meadows, Thurston, & Melton,  2001 ). On the other hand, stresses related to 
the immigration process itself may also affect immigrant women’s emotional well- 
being. Social isolation, separation from the extended family, unfamiliarity with 
local medical practices, and lack of cultural practices increase maternal vulnerabil-
ity (Bina,  2008 ; Zelkowitz et al.,  2004 ).  

    Cultural Dimensions of Pregnancy, Childbirth, and Parenting 

 In non-Western societies, developmental transitions resulting in identity reformula-
tion (i.e., adulthood, marriage, childbirth, death) are marked by sociocultural ritu-
als. Changes in cultural expectations, social roles, and status and/or interpersonal 
relations are prescribed through the use of customs and taboos (Bina,  2008 ). Cultural 
rites establish a relationship between the social group and the individual member, 
providing the latter with meaning frameworks, resources, and a sense of coherence 
and security (Antonovsky,  1987 ). 

  Traditional practices relating to pregnancy . Culture plays a major role in how a 
woman perceives and prepares for her birthing experience. Pregnancy and child-
birth are associated with culturally based ceremonies and rituals, and each culture 
has its own beliefs and practices related to this period (Bina,  2008 ; Team, Vasey, & 
Manderson,  2009 ). 
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 In Western countries, pregnancy is acknowledged by a visit to a doctor, tests, an 
ultrasound examination, formal childbirth classes, and, ultimately, delivery by a 
doctor or a midwife in a hospital. In many non-Western countries, pregnancy is 
viewed as a normal physiological phenomenon that does not require any interven-
tion by healthcare professionals (Team et al.,  2009 ). During the childbearing period, 
the elder women of the family and/or community provide training, guidance, and 
assistance (Kaur Choudhry,  1997 ). That is why, during the antenatal period, the use 
of preventive services such as antenatal care may be considered unnecessary 
(Simkhada, van Teijlingen, Porter, & Simkhada,  2007 ). 

 Different peoples have different ideas and behave in different ways during preg-
nancy (Barclay & Kent,  1998 ; Bina,  2008 ). For example, in China pregnant women 
eat special soups and chicken, but not lamb, because of the belief that it may cause 
the baby to have epilepsy; pineapple is also avoided because it is believed to cause 
miscarriage. For Filipino women, all cravings for food during pregnancy should be 
satisfi ed. They also avoid unpleasant emotions that, according to their beliefs, cause 
birthmarks (Team et al.,  2009 ). Vietnamese women follow dietary restrictions to 
prevent diffi cult labor due to a large fetus. They also believe that sleeping during the 
day or waking up late may result in a large fetus. Indian and Malaysian women 
believe that “hot” foods are harmful and “cold” foods are benefi cial during the ante-
natal period, because pregnancy generates a hot state (Kaur Choudhry,  1997 ; Team 
et al.,  2009 ). Pregnant Sudanese women often eat a special type of salty clay that is 
believed to increase the appetite and decrease nausea. Future mothers in Japan are 
advised to abstain from any activities that require concentration, believing that the 
epinephrine released at times of maternal mental stress may harm the fetus. Pregnant 
Samoan women are cautioned against being alone in the house or going outside, 
especially after dark; Samoans believe that a pregnant woman who is left alone can 
be hexed by evil spirits, causing abnormalities to the unborn child. These examples 
refl ect some traditional practices and taboos that are brought into play to protect the 
mother and baby from presumed dangers and negative effects (Team et al.,  2009 ). 
They are transmitted from generation to generation and are underpinned by a coher-
ent set of cultural representations based on the metaphysical beliefs of a given soci-
ety (Von Overbeck Ottino,  2011 ). 

  Traditional birth rituals . In many cultures, birth is seen as a transition between the 
worlds of the living and the dead (the newborn can be seen as a returning ancestor), 
or between the worlds of the visible and invisible (Rabain-Jamin & Wornham, 
 1990 ). In order to protect a new baby’s life, certain actions and rituals are performed 
(Team et al.,  2009 ). 

 Unlike in many Western countries, in which the umbilical cord and placenta are 
generally disposed of, many cultures believe these “leftovers” can infl uence a baby’s 
life. In the Philippines, the father is responsible for the burial of the placenta, which 
indicates the end of the labor and pain experienced by his wife. In Japan, the pla-
centa is buried under the fl oor of the room where the birth took place, or in the 
courtyard of the house, in order to keep an enemy or evil spirit from infl uencing the 
child’s well-being (Team et al.,  2009 ). 
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 Other customs are observed during the delivery process. In Eastern Asia, tradi-
tional midwives cast magical spells in order to ease the birth and conduct ceremo-
nies to placate spirits. In Japan, women in labor are encouraged to eat, as it is 
believed that food will provide the strength and energy needed for effective pushing. 
In some regions of the Philippines, it is believed that putting squash leaves on the 
abdomen of a laboring woman or drinking coconut water facilitates labor. In India, 
profuse bleeding after delivery may be viewed as a good sign linked to the purifi ca-
tion of the uterus (Kaur Choudhry,  1997 ). The father is not allowed to be present 
during labor in several non-Western cultures. Pain expression also varies with the 
cultural background (Team et al.,  2009 ). 

  Traditional postnatal practices . The postnatal period is universally considered as an 
intense period of turmoil and role adjustment in which new mothers require close 
physical and psychological monitoring (Eberhard-Gran, Garthus-Niegel, Garthus- 
Niegel, & Eskild,  2010 ). A common feature of postpartum rites in non-Western 
countries is that not only the baby but also the woman receives a lot of care. Some 
common features of postpartum customs cross-culturally are: (1) structuring of a 
distinct postpartum time period; (2) protective measures and rituals; (3) social 
seclusion; (4) mandated rest; (5) assistance with tasks from relatives and/or the 
midwife; and (6) social recognition of the mother’s new social status through ritu-
als, gifts, etc. In various non-Western societies, the postpartum period is defi ned as 
30–40 days allotted to promote the new mother’s rest and adaptation to her new role 
(Stern & Kruckman,  1983 ). The postpartum woman is surrounded by other women 
of the family, who care for her and the infant. She is relieved of household chores 
and conjugal duties and is often given special foods to assist her in recovery. The 
mother’s new social status is also marked with social visits and presents (Eberhard- 
Gran et al.,  2010 ). In some countries, the postpartum mother moves to her child-
hood home—to her mother—to be cared for until two months postpartum (Stern & 
Kruckman,  1983 ; Team et al.,  2009 ).  

    Motherhood in Exile 

 In most Western countries, a lot of attention is paid to pregnant women, but after 
delivery infants tend to be the primary focus of attention (Stern & Kruckman,  1983 ). 
New mothers are not celebrated to the extent that they are in most non-Western 
countries. Many specifi c rites that are common in non-Western countries, for exam-
ple formal social seclusion and mandated rest period, are not endorsed. The shift in 
attention from mothers to infants and the lack of postpartum rituals, added to feel-
ings of maternal isolation, can lead to a sense of incompetence among immigrant 
new mothers (Cox,  1988 ). 

 Far from their home countries, women cannot consult older female relatives and 
friends who are able to transmit protection rituals and maternal know-how during 
pregnancy and after childbirth (Baubet & Moro,  2013 ). Most of these women 
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express the need to rely on shared, familiar cultural traditions which provide them 
with practical instructions for caring for their baby (Bina,  2008 ). Healthcare profes-
sionals often give them guidelines that differ from their cultural views, making it 
even more diffi cult to refer to traditional practices (Moro & Drain,  2009 ). 

 Immigrant women face a complex situation in which they wish to inculcate the 
traditional beliefs of their home country in the child and apply the values of the host 
society at the same time. These confl icting goals can be a source of uncertainty and 
anxiety (Baubet & Moro,  2013 ). Although parenting cognitions and practices are 
thought to resist change, at some point acculturating peoples start to adapt those of 
their culture of origin to those of the destination culture (Fortin & Le Gall,  2007 ; 
Rabain-Jamin & Wornham,  1990 ). In some cases, the practices of both cultures will 
be followed simultaneously (e.g., taking drugs and a traditional herbal tea); in other 
cases, the mother will choose between the two recommendations (e.g., for a cold, she 
will see a doctor, and for crying, she will refer to traditional practices) (Baubet & 
Moro,  2013 ; Rabain-Jamin & Wornham,  1990 ). However, the dynamics of stability 
and change in parenting cognitions and practices during the acculturation process 
have received little attention so far (Bornstein & Cote,  2006 ; Fortin & Le Gall,  2007 ). 

 Cultural rituals may be considered as protective forces that buffer immigrant 
women from postnatal depression (Stern & Kruckman,  1983 ). The absence of cul-
tural practices may have a negative impact on mothers’ self-esteem, increase stress 
in marital relationships, and increase the risk of ambivalence about the status of 
mother (Bina,  2008 ; Cox,  1988 ). Thus, lack of cultural support, acculturative stress, 
and other psychosocial factors represent particular risk factors that increase the vul-
nerability of immigrant women. Therefore, it appears to be important to develop 
culturally sensitive intervention programs in order to support the transition to par-
enthood in immigrant women.  

    Intervention Programs 

 When immigrant mothers feel unhappy, they mostly do not describe themselves as 
sick. They rather express the need for practical help and emotional support (Barclay 
& Kent,  1998 ). Efforts are being directed to increasing our understanding of immigrant 
women’s experiences of motherhood in culturally and socially sensitive ways. Most 
intervention programs for immigrant women aim to improve access to antenatal 
care services and prevent negative pregnancy outcomes (Hollowell et al.,  2012 ). 
They usually consist of home visits by an obstetrician, a nurse, or a social worker, 
who establish individualized plans of care and follow-up consultations throughout 
the perinatal period and take into account women’s cultural beliefs and traditional 
practices, as well as their living conditions. 

 Peer support groups are another type of intervention that is less common, 
although they might be considered the optimal kind of intervention for immigrant 
mothers (Barclay & Kent,  1998 ). It has been reported that support groups address 
social isolation and allow shared problem solving and the expression of painful 
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emotions, thus increasing women’s repertories of effective coping skills (Spiegel, 
Bloom, & Yaloom,  1981 ). In France, for example, the center for mother-child pro-
tection in Paris offers a special program for isolated pregnant immigrant women 
called  Accoucher en terre étrangère . 1  It offers antenatal preparation classes led by a 
gynecologist and a nurse. However, the main goal of the groups is to combat social 
isolation, help women create new social links, allow emotion sharing, and offer 
psychological support from other females. The subjects discussed mostly concern 
traditional practices, traumatic experiences, and cultural transmission from mother 
to child (Davoudian,  2007 ). 

 In Switzerland, a center for mental heath and social care for immigrants in 
Lausanne,  Appartenances , 2  offers a special group for immigrant mothers and their 
children aged 1–4 years. This multicultural group is facilitated by two psycholo-
gists, aided by community interpreters. It aims to address social isolation, trigger 
peer support, help create new social networks, and encourage the use of the French 
language. The group can be considered a substitute for the absent cultural support 
from female relatives. Sharing of experiences with other women and peer advice in 
case of problems helps women to gain confi dence in their role as mother (Hatt & 
Probst Favret,  2010 ). 

 The following sections of this chapter describe an antenatal birth preparation 
group for immigrants in Geneva and report the results of a study conducted among 
women attending the group. 

  The “Pregnant in Geneva” Program . In 2006, the Arcade des Sages-femmes (a collec-
tive of independent midwives), in collaboration with Appartenances-Genève (a center 
for mental heathcare for immigrants in Geneva), set up a birth preparation program for 
women with limited French profi ciency, regardless of their legal status and health 
insurance. Women were generally referred to the program by various departments of 
the Geneva University Hospital (maternity, the mobile community healthcare unit, 
family planning, the “Migrant Health” program), but also by the community health 
network, by different migrant associations, or by doctors in private practice. 

 The program offers multicultural group sessions, using community interpreters 
in order to address language barriers. It received government funding from the City 
and the Canton of Geneva to pay interpreters’ fees. Classes are run by a midwife and 
take place in downtown Geneva. The birth preparation meetings include six prenatal 
classes; then, all the newborn babies are brought to a meeting, a month after birth. 

 The program gives equal importance to obstetric and cultural aspects. The pres-
ence of the interpreters plays a central supporting role, since they come from the 
same countries as the participants and are familiar with both cultural and medical 
contexts. They help women to elicit their cultural skills and knowledge related to 
childbearing and thus facilitate their transition to motherhood. Thus, the program 
was designed to: (1) allow women to express their questions and worries about 

1   Giving birth in a foreign land. 
2   Roots. 
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pregnancy, birth, and newborn life; (2) support the transition to parenthood in an 
immigrant context; (3) increase immigrant women’s health literacy and improve 
their acculturation by giving them a better understanding of local medical services; 
and (4) allow women to share their pregnancy experiences with other participants, 
which triggers peer support and builds social networks. 

 A full description of the group’s operation is presented in the Response section.   

    The Study 

    Study Objectives 

 During its years of operation, the “Pregnant in Geneva” program reached a specifi c 
fringe group of immigrants, who often had precarious legal status and diffi cult liv-
ing conditions. These women reported anxiety and depression, and midwives 
observed substantial rates of pregnancy complications. For that reason, in 2011, it 
was decided that assessment and research dimensions would be added to the pro-
gram. The pilot study presented here aimed to investigate how immigration and 
poor language profi ciency, combined with precarious legal status and psychosocial 
problems, affect antenatal depression/anxiety and pregnancy outcomes. In order to 
identify a specifi c profi le of women at risk, sociodemographic profi les of women 
with precarious vs. non-precarious legal status were compared. 

 The study was approved by the University of Geneva (Department of Psychology) 
Ethics Committee. Participants were informed that data would be processed anony-
mously and gave their written consent.  

    Method 

 Participants were immigrant women from various countries, mostly newcomers, 
who were attending an antenatal birth preparation program called “Enceinte à 
Genève” conducted by a midwife with the assistance of community interpreters 
(Goguikian Ratcliff, Borel, Suardi, & Sharapova,  2011 ). They were recruited between 
2006 and 2013. When participants registered, the midwife presented the study to 
them, and a psychologist asked those who agreed to participate to sign a written con-
sent form. Sociodemographic information was collected and a depression scale was 
completed during one of the classes. Only one woman refused to participate in the 
study. We only included women who attended at least two sessions of the program. 

 The sociodemographic questionnaire was completed during the fi rst session. It 
included 21 items concerning age, nationality, duration of stay in Geneva, residence 
permit, health insurance, housing and working conditions, education, and lack of 
social/marital support, as evaluated by civil status, presence of a family member in 
Geneva, and presence of the partner. 
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 To assess antenatal depression symptoms, the Edinburgh Postnatal Depression 
Scale (EPDS) (Cox et al.,  1987 ) was administered. The EPDS is an internationally 
used tool to measure depressive symptoms during the perinatal period. In this study, 
we used the existing translations of the scale (Department of Health, Government of 
Western Australia,  2006 ). Considering our population as a sample of women with 
at-risk pregnancies, we chose to use the cut-off of 12 or higher to defi ne cases 
(Goguikian Ratcliff, Sharapova, Suardi, & Borel,  submitted ), following the EPDS 
validation study by Adouard et al. ( 2005 ).  

    Results 

 The sociodemographic characteristics of the participants and their pregnancy out-
comes stem from data collected between 2006 and 2013 ( N  = 209). Statistical analy-
ses linking sociodemographic characteristics to EPDS scores cover data collected 
between January 2011 and June 2013 ( N  = 118). 

  Women’s profi les . The participants’ origins were diverse and the program ran in 28 
languages. The majority of women were married, had been living in Switzerland for 
less than 5 years, and were in their fi rst pregnancy. Slightly more than half (51 %) 
of the participants had precarious legal status 3  (35 % of asylum seekers, and 14 % 
of illegal immigrants, with 2 % possessing a work permit valid for less than a year), 
while 49 % had a stable long-term residence permit. This fi nding shows that the 
program targets a specifi c population. According to the Swiss Federal Statistical 
Offi ce, only 7 % of immigrant women in Switzerland have precarious legal status 
(OFS,  2010 ). In addition, 43 % of the participants had to deal with fi nancial and/or 
social problems. 

 The participants had heterogeneous educational backgrounds: 11 % of the 
women had never attended school, 30 % had received their primary education, 41 % 
had received secondary education, and 18 % had attended university classes. 

  Profi les of women with precarious vs. non-precarious status . Women with precari-
ous legal status were signifi cantly younger than those with secure status (mean 
age = 28.5 vs. 30.2 years) ( p  < .05). Most of them came from Africa (sub-Saharan 
39 %, North Africa 4 %), Latin America (22 %), or the Middle East (17 %). On the 
other hand, one third of women with non-precarious legal status came from Europe 
(Central and Eastern Europe 24 %, Western Europe 7 %). 

 Regarding their civil status, women with precarious legal status were more likely 
to be unmarried (21 % vs. 2 %) or part of an unmarried couple (20 % vs. 6 %) than 
women with non-precarious status, the majority of whom were married (92 % vs. 
59 %) ( p  < .001). 

3   Undocumented or residence permit valid for less than a year. 
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 As for educational backgrounds, women with precarious legal status had a 
 signifi cantly lower educational level: 20 % of them had never attended school (vs. 
only 1 % of non-precarious women) ( p  < .05). Furthermore, comparison of current 
 housing conditions showed that 52 % of women with precarious legal status were 
living in collective housing, while 92 % of women with a long-term permit lived in 
an individual apartment ( p  < .001). No signifi cant differences between the two 
groups were found for age, duration of stay in Geneva, or number of pregnancies. 

  Antenatal depression/anxiety scores . The mean EPDS score ( N  = 75) was 9.7 
(SD = 5.7, min = 1, max = 24). The mean score on the Depression subscale (maxi-
mum score = 21) was 5.4 (SD = 3.9) and the mean score on the Anxiety subscale 
(maximum score = 9) was 4.3 (SD = 2.1). Twenty-six women (35 %) had a total 
EPDS score equal to or greater than the cut-off point of 12 and might therefore be 
considered as an at-risk subgroup. 

  Risk factors . The interaction between legal status and EPDS scores showed that 
women with precarious legal status obtained higher EPDS scores than those with 
secure status ( m  = 10.4 vs. 9.3, respectively). Although this result is not statistically 
signifi cant, when only the Depression subscale is taken into account, precarious 
women scored signifi cantly higher than non-precarious women ( p  < .05). No signifi -
cant difference was found between the groups for the Anxiety subscale. 

 Unmarried women or those lacking marital support obtained signifi cantly higher 
EPDS scores ( p  < .05). Women who presented cumulative risk factors, such as pre-
carious legal status, lack of marital support, and diffi cult housing conditions, scored 
higher on the EPDS ( p  < .05) ( Goguikian Ratcliff et al., submitted ). 

  Pregnancy outcomes and complications . Seventy-one women (33 %) developed 
complications during pregnancy or delivery. Fifty-three women (25 %) experienced 
psychological or interpersonal problems (antenatal anxiety, depression symptoms, 
psychiatric hospitalization during pregnancy, marital problems, or domestic vio-
lence), 9 (4 %) suffered from physical health problems (uterine infection, gesta-
tional diabetes, high blood pressure, pre-eclampsia), and 8 (4 %) presented mixed 
complications. Eleven babies (5 %) suffered from perinatal problems (prematurity, 
intrauterine growth restriction, congenital anomaly, and stillbirth). No signifi cant 
difference between precarious and non-precarious legal status was found for preg-
nancy outcomes.   

    Discussion 

 The goal of this study was to investigate the relation between the precarious legal 
status of immigrant pregnant women with low French profi ciency and symptoms of 
depression, anxiety, and perinatal complications. Our fi ndings show that more than 
one third of the sample scored above the clinical cut-off on the EPDS. These women 
were more likely to be unmarried and to receive no support from a partner than 
those with lower scores. This data confi rms previously reported associations 
between depression scores and social isolation and marital support in community 
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samples (Green,  2007 ). In a similar study of depressive symptoms in immigrant 
pregnant women in Montreal, Zelkowitz et al. ( 2008 ) found that more than one third 
of their sample scored above the cut-off point of 12/13 on the EPDS. Lack of marital 
support was one of the best predictors of depressive symptomatology, which is not 
specifi c to immigrant populations. However, the authors stress that, for immigrant 
women whose family and friends remain in the country of origin, the relationship 
with the partner takes on even greater signifi cance, and that partner’s support may 
be particularly important in protecting a woman from postpartum depression. 

 Compared to women who had a long-term residence permit in Switzerland, 
women with precarious legal status were younger, were more likely to come from a 
non-European country, had a lower educational level, faced diffi cult housing condi-
tions, and were more often unmarried. They scored signifi cantly worse on the 
Depression subscale of the EPDS than women with a long-term residence permit. 
Thus, precarious legal status can be considered a psychosocial risk factor, which is 
rarely taken in account in clinical research. Further research on a larger scale is 
needed to replicate these results. 

 As for perinatal complications, one third of the participants experienced negative 
pregnancy or delivery outcomes. Women mostly complained of psychological dis-
tress and interpersonal diffi culties, while obstetric diffi culties or newborn health 
problems were less frequent. Again, women facing several risk factors experienced 
signifi cantly more complications, especially those without marital support or in dif-
fi cult living conditions. No difference between precarious and non-precarious legal 
status was found for pregnancy outcomes. However, our data collection on obstetri-
cal complications was rather global and could not be checked with medical fi les. 
Finally, we did not examine the relationship between antenatal depression and com-
plications. This issue should be addressed in future larger studies. 

 The results emphasize the importance of marital and family support during the 
perinatal period. It can be assumed that the presence of family members ensures the 
relevance of cultural cognitions and practices, thus maintaining a “sense of coher-
ence.” This sense of coherence refers to the extent to which a person sees the world 
as comprehensible, manageable, and meaningful (Antonovsky,  1987 ). According to 
Antonovsky, it can be considered as a major factor in determining how well a person 
manages stress and stays healthy. 

 In a new cultural context, the sense of coherence might be lost or undermined, 
especially if a woman experiences overlapping transitions (immigration and preg-
nancy). In fact, the perinatal period is a time when cultural practices are strongly 
manifested (Fortin & Le Gall,  2007 ). These practices come up against the knowl-
edge of Western professionals, often resulting in misunderstanding and confl icts. In 
order to achieve new stability and a sense of coherence, the two cultural views must 
be reconciled. Cultural knowledge, standards, and practices are dynamic and per-
meable, and the encounter of different views in a clinical setting gives rise to rene-
gotiation and reconciliation (Fortin & Le Gall,  2007 ). Thus, in the new cultural 
context some traditional childbearing practices may be lost or transformed (e.g., 
massage), but others still have their place (e.g., holding, feeding) (Rabain-Jamin & 
Wornham,  1990 ). 
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 In order to allow the reconciliation of different cultural cognitions and practices, 
it is important to develop culturally sensitive follow-up during the perinatal period. 
Moreover, immigrant women present multiple risk factors that stress the need for 
multidimensional prevention programs that simultaneously address psychosocial 
problems and obstetrical follow-up. 

 The “Pregnant in Geneva” program has achieved the main objectives for which 
it was designed: improving the quality of care during pregnancy, providing antena-
tal education courses that overcome language barriers, and integrating the cultural 
dimension of maternity. The program permitted the implementation of a profes-
sional and community social network with a hard-to-reach population. Groups also 
fostered peer support, thus reducing social isolation and feelings of loss due to 
migration and family separation, which is an effective way of preventing postnatal 
depression among high-risk women (Dennis et al.,  2009 ). Group members can serve 
as role models for each other. By listening to and observing one another, members 
can learn new solutions to shared dilemmas and thus increase their feeling of self- 
effi cacy (Spiegel et al.,  1981 ). “Pregnant in Geneva” also contributed to the mainte-
nance of heritage culture and identity during the critical transition to parenthood. 
The effi cacy of this type of intervention should be assessed in future research by 
comparing anxiety and depression scores in women who follow a multicultural 
antenatal birth preparation program and those who do not (control group). 

 High levels of depressive symptoms and bad pregnancy outcomes in immigrant 
women constitute an important public health issue that calls for targeted prevention 
programs. Medical prevention (access to care, gynecological follow-up, early 
screening for depressive symptoms) should be accompanied by non-medical pre-
vention (peer support groups) to address communication barriers, social isolation, 
and lack of cultural support. 

    Implications for Practice 

 Although our fi ndings are exploratory in nature, they may have some implications 
for practice. First, primary care providers need to be aware that depression and anxi-
ety during pregnancy are common in immigrant women. Therefore, routine screen-
ing for depression at antenatal care visits, coupled with information concerning 
immigration indicators (length of time in country, language fl uency, legal status, 
religion and ethnicity, as defi ned by cultural reference group) and psychosocial risk 
factors (living conditions, social and marital support), is essential and should be 
considered an important part of perinatal health data collection (Gagnon et al.,  2010 ). 

 Second, the literature review and our fi ndings stress the importance of providing 
immigrant mothers with culturally sensitive care. Collaboration between perinatal 
healthcare professionals and new mothers could be used to identify the cultural 
practices that mothers value and that may be safely incorporated into clinical care in 
the host country. Focusing attention on both mother and infant rather than primarily 
on the infant may decrease feelings of maternal isolation and enhance self-esteem 
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(Bina,  2008 ). Perinatal health professionals should encourage new mothers to talk 
about the maternal practices in their countries of origin, while adopting a 
 non- judgmental attitude (Fassaert et al.,  2011 ). Their goal should be to reconcile 
different cultural views, in order to ease the stress of becoming a mother for immi-
grant women. They should elicit women’s cultural views with specifi c questions 
concerning pregnancy, birth, and postpartum rituals. Questions could concern, for 
example, foods that are appropriate or inappropriate during pregnancy, birth and the 
postpartum period, placenta and umbilical cord disposal, the acceptability of com-
pliments for the newborn, etc. (Team et al.,  2009 ). Healthcare providers cannot be 
expected to know everything about the cultural practices of different countries, but 
they are expected to be sensitive to cultural diversity and to use Western concepts 
and tools with tact and sensitivity (Barclay & Kent,  1998 ; Team et al.,  2009 ).      

  Acknowledgment   The study received no specifi c funding.  

     Response 

       Fabienne     Borel,
     Arcade des Sages-femmes,    Geneva,   Switzerland    

    The “Pregnant in Geneva” Program:  
What Is so Special About this Program ? 

 The warm and friendly atmosphere is the main characteristic of the multicultural 
groups that I have facilitated for several years now. Another specifi c feature is the 
duration of sessions (two and a half hours), which is longer than a usual antenatal 
education class. In fact, a lot of time is devoted to translation, and it is common for 
four or fi ve languages to be spoken simultaneously in a group. The participants, the 
interpreters, and I perform the same exercises, contributing to the formation of a 
multicultural group of women talking, moving, and having a good time together. 

 I usually begin each session with a period of information, questions, and sharing 
of experiences. Then, I introduce a second period in which participants share cul-
tural knowledge about pregnancy and delivery in different parts of the world. 
Finally, we end the sessions with 30 min of breathing exercises and relaxation. The 
following topics are discussed during the course: the growth and intrauterine life of 
the fetus, psychological upheavals during pregnancy, the fi rst signs of labor, the 
course of childbirth, the medical institutions that provide obstetric services in 
Geneva, breastfeeding, the steps in the postnatal period, the re-establishment of 
sexual relations, and contraception. I illustrate this information with visual aids 
such as drawings and 3D materials. Women often ask questions concerning the 
reproductive system (“How did the baby get to where he is?” or “How is he living 
and developing now?”), the determination of the baby’s sex, the risk of maternal 
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mortality during delivery, and the course of a birth in the case of genital mutilation 
(excision or infi bulation). 

 I stress the importance of physical condition from the beginning of the course. 
The majority of women suffer from back pain and live in precarious conditions that 
give them little chance to relax or rest. A relaxation period at the end of each session 
allows women to learn simple exercises (such as breathing or body positioning) that 
can relieve pain and reduce stress levels; some women fall asleep during that time. 
Before the women leave, different activities such as singing or dancing are inte-
grated, thus sharing traditions or songs linked to motherhood and childbearing in 
different countries. Working in groups composed exclusively of women offers con-
siderable advantages and somehow replaces the group of elder females left behind 
in the home country: it gives the women more freedom to express their emotions 
and queries related to sexuality and permits them to engage in physical exercises, 
relaxation, dance, and songs related to infancy. 

 One entire session is devoted to psychological issues during pregnancy. I encourage 
women to express their emotional state and also to describe how they feel about the 
future. We discuss the psychological and emotional states and needs of women during 
pregnancy and after childbirth. We also address postnatal depression and its manifesta-
tions. This key session allows the participants to share emotions and strengthen bonds. 
I also try to do an overall evaluation of each participant’s living conditions and marital/
social resources in order to assess her psychosocial needs and consider the best ways 
of optimizing emotional and affective help during the postnatal period. 

 A special evening meeting is devoted to future fathers. During this session, the 
men can ask me questions about pregnancy and childbirth. I stress the importance 
of their supportive role, especially during the postnatal period, when women are 
often alone without the assistance of their mothers. 

 During the 7 years of operation, few women quit the group or refused to attend, 
which shows that immigrant women appreciate this kind of intervention. I think that 
it is extremely important to adapt existing antenatal education classes to the hard-to- 
reach population of immigrant women with low French profi ciency. This enables 
them to access information on physical and psychological symptoms during the peri-
natal period, learn more about professional assistance and treatment possibilities, and 
compensate for the lack of social support. We are planning to extend this antenatal 
prevention program to include a home visit during the fi rst months postpartum.    
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    Chapter 23   
 Community Resilience and Community 
Interventions for Post-Natal Depression: 
Refl ecting on Maternal Mental Health 
in Rwanda 

             Michaela     Hynie      ,     Benoite     Umubyeyi     ,     Marie     Claire     Gasanganwa     , 
    Yvonne     Bohr    ,     Susan     McGrath    ,     Providence     Umuziga     , 
and     Beata     Mukarusanga    

           Introduction 

 The prevalence of mental health problems worldwide is becoming an area of  concern 
(Whiteford et al.,  2013 ), and attention is increasingly shifting to mental health issues 
in low- and middle- income countries (LAMICs) (Patel & Saxena,  2014 ; World 
Health Organization,  2013 ). One area of mental health that has been receiving 
increased attention is maternal mental health and specifi cally perinatal mental 
health. Perinatal mental health problems refer to a range of mental health problems 
that occur during pregnancy or within the 12 months following birth (Paschetta, 
Berrisford, Coccia, Whitmore, Wood, Pretlove, & Ismail,  2014 ). The perinatal 
period is associated with elevated risk for mental health problems for women around 
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the world. The most common mental health problems in the perinatal period are 
mood disorders. These include: postnatal blues, a mild and transient state of nega-
tive affect, mood swings, and irritability affecting as many as 85 % of new mothers 
in the fi rst 2 weeks following delivery; perinatal depression, which is diagnosed 
when there is persistent negative mood for more than 2 weeks in addition to other 
biological or cognitive symptoms; and, bipolar affective disorder, an uncommon 
mental health disorder characterized by alternating episodes of mania and depres-
sion. Women may be exposed to more risk factors for depression during the postna-
tal period, which may explain some of the elevation in depression rates during this 
time, but there may also be a biological component contributing to risk during this 
time, above and beyond the social risks (O’Hara & McCabe,  2013 ). Because of its 
high prevalence, perinatal depression has been the focus of most research and inter-
ventions into perinatal mental health and will be the primary focus here. 

 Although not the focus of this chapter, it is worth noting that there are a number 
of other perinatal mental health problems that have been observed. There are a 
range of anxiety disorders that can also occur during the perinatal period, including 
Post-Traumatic Stress Disorder, panic disorders, obsessive compulsive disorders, 
and generalized anxiety. The least frequent but most severe mental health problem 
associated with the perinatal period is puerperal psychosis, which has a prevalence 
of 1–2 per 1,000 births in high-income countries and usually has an onset in the fi rst 
2 weeks following birth (Paschetta et al.,  2014 ). 

 Rates of postnatal depression have been found to range widely with some stud-
ies reporting rates as high as 60 % (Halbriech & Karkun,  2006 ; World Health 
Organization,  2004 ). A meta-analysis of rates in high-income countries found the 
average rate of postnatal depression to be 13 % (O’Hara & Swain,  1996 ). Meta- 
analysis of antenatal depression (i.e., during pregnancy) in high-income countries 
has found rates range from 7.4 % in the fi rst trimester to 12.8 % and 12 % in the 
second and third trimester, respectively (Bennett, Einarson, Taddio, Koren, & 
Einarson,  2004 ). A recent systemic review of perinatal mental health problems in 
LAMICs found a higher rate of 19.5 % for postpartum depression and 15.6 % for 
antenatal depression (Fisher, de Mellow, Patel, Rahman, Tran, Holton, & Holmes, 
 2012 ). Similarly, a systemic review of research from Africa, the region that is of 
focus in this chapter, found average rates of 18.3 %, which is at the upper end of 
what is found in some studies of high-income countries (Sawyer, Ayers, & Smith, 
 2010 ). Although the distribution of rates is highly variable from study to study, and 
distributions in high- and low-income countries overlap, the general consensus is 
that the distribution of perinatal depression rates is higher in LAMICs (Fisher 
et al.,  2012 ). 

 Perinatal depression and anxiety, despite affecting so many new mothers, are 
typically unreported and undiagnosed (Halbriech & Karkun,  2006 ; Milgrom & 
Gemmill,  2014 ). This may be particularly true in LAMICs. Because of relatively 
high rates of maternal morbidity and mortality, maternal health concerns in LAMICs 
have tended to focus on the improvement of mothers’ and infants’ physical care and 
well-being with little to no attention being paid to mothers’ psychological well- 
being (Fisher et al.,  2012 ; Sawyer et al.,  2010 ; World Health Organization,  2004 ). 
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    Risk and Protective Factors for Postnatal Depression 

 Past research has identifi ed a number of risk variables for postnatal depression in 
LAMICs. One common risk factor for maternal depression in LAMICs is poverty, 
both in absolute and relative terms, and particularly food insecurity (Fisher et al., 
 2012 ; Patel, Rahman, Jacob,  & Hughes,  2004 ), although a review of African stud-
ies of perinatal depression did not fi nd evidence of this relationship (Sawyer et al., 
 2010 ). Mothers reporting a history of mental health problems have an increased 
likelihood of being diagnosed with postnatal depression, while higher levels of edu-
cation have been found to be protective. Other variables where there are mixed or 
inconclusive results include the number of children, diffi culties with the pregnancy 
or birth, and infant characteristics such as temperament (Fisher et al.,  2012 ; Patel 
et al.,  2004 ; Sawyer et al.,  2010 ). 

 Social and relational factors are also important. A poor quality relationship with 
one’s intimate partner, including the experience of spousal violence and confl icts in 
the relationship with in-laws, has been found to be a risk factor for perinatal depres-
sion (Fisher et al.,  2012 ). In the African context, lack of social support from one’s 
partner and one’s family is also a risk factor, as is being a single mother (Sawyer 
et al.,  2010 ). The latter may be partially attributable to the stigma attached to moth-
erhood for unmarried women as well as the lack of social support for the new 
mother. In high-income countries, variables associated with reduced rates of postna-
tal depression include having a close friendship or someone to speak to who under-
stands what the woman is going through, not feeling socially isolated, and receiving 
support without having to ask for help (Dennis,  2014 ).  

    Consequences of Perinatal Mental Health Problems 

 Awareness of the impact of maternal mental health has been growing in recent years 
(Wachs, Black, & Engle,  2009 ). In high-income countries, women suffering from 
postnatal depression have been found to be more likely to suffer from chronic or 
minor illnesses, have increased risk of recurrent depressive episodes, more negative 
emotions, and lower levels of positive emotions with negative cognitions about 
themselves and others including their infants (Dix & Meunier,  2009 ; Josefsson & 
Sydsjö,  2007 ; O’Hara & McCabe,  2013 ). The consequences for their infants include 
less attention to their care in terms of immunization, well-baby visits, and the use of 
home safety devices; increased levels of hostility and unresponsiveness; and, poorer 
coordination in terms of touch and gaze (Field,  2010 ). 

 In LAMICs, antenatal maternal mental health problems have been associated 
with low birth weight, preterm delivery, lower rates of accessing available prenatal 
care, and increased rates of postnatal maternal mental health problems (Patel et al., 
 2004 ). Mothers’ postnatal mental health problems have been associated with child 
malnutrition, elevated rates of infant stunting (low height for age), and underweight 
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(Rahman, Iqbal, Bunn, Lovel, & Harrington,  2004 ). It has also been associated with 
less responsive parenting on the part of the mother and less infant stimulation lead-
ing to well- documented developmental challenges as well as increased infant exposure 
to negative life events (Black, Baqui, Zaman, El Arifeen, & Black,  2009 ; Harpham, 
Huttly, De Silva, & Abramsky,  2005 ; Patel et al.,  2004 ). Understanding, preventing, 
and treating perinatal depression in LAMICs is therefore an urgent issue, not only 
to prevent the suffering of new mothers, but also to protect the health and well-
being of their children, both in infancy and throughout their lives.  

    Perinatal Mental Health in Rwanda: Context, 
History, and Prevalence 

 Mothers in the country of Rwanda face many of the risk factors described above. 
Rwanda is a relatively small country in East Africa of 26,340 km 2  and a population 
of approximately 11 million people (UN Statistics Division,  2014 ; UNFPA,  2009 ). 
Rwanda is still in the process of recovering from the 1994 genocide against the 
Tutsis. Residents of Rwanda face a number of material challenges. It is ranked in 
the middle of the index of “low human development” countries and 167th in the UN 
Human Development Index (HDI). It has a mean life expectancy of 55.7 years. The 
gross national income (GNI) per capita is US$1,147 (United National Development 
Programme,  2014 ). Rwanda has a Gender Inequality Index (GII) of .414, placing it 
76th in the world and a maternal mortality ratio of 340 per 100,000 births (Canada’s 
rate is 12 per 100,000); however, 64 % of seats in the National government are held 
by women, approximately equal proportions of women (7.4 %) and men (8 %) have 
completed at least a secondary education, and approximately equal numbers of 
women (86.4 %) and men (85.4 %) participate in the labour force (National Institute 
of Statistics of Rwanda (NISR) & Ministry of Finance and Economic Planning 
(MINECOFIN),  2014 ; United National Development Programme,  2014 ). 

 The 1994 genocide left deep wounds on the psychological well-being of the 
Rwandan population with the majority of Rwandans having been exposed to trauma 
(Pham, Weinstein, & Longman,  2004 ). The 1994 genocide followed years of con-
fl ict between the Rwandan army, which was made up primarily of Hutus, and the 
Rwandan Patriotic Front, a group originating in neighbouring Uganda, but made up 
of many second-generation Rwandan Tutsis who had fl ed Rwanda in the years since 
1959 to escape violence and persecution. The genocide itself lasted 100 days during 
which approximately one million people died, mostly Tutsi but also moderate Hutu. 
The violence was often perpetrated by friends, neighbours, and acquaintances 
within communities and included rapes, gang rapes, and death by machete attacks 
and burning. An estimated 250,000 women were deliberately raped and many 
women survivors were deliberately infected with HIV/AIDS (Amnesty International, 
 2004 ). Many families were affected by the violence through injury, the loss of life 
and property, witnessing violence, or by having family members, often husbands, 
imprisoned as  genocidaires  for extended periods of time. These women were left 
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socially isolated, not only because of their husband’s absence, but also through 
community rejection because of their husband’s activities (Richters, Rutayisire, & 
Slegh,  2013 ). Currently, approximately 33 % of Rwandan households are headed by 
single women (National Institute of Statistics of Rwanda (NISR) [Rwanda], 
Ministry of Health (MOH) [Rwanda], & ICF International,  2012 ). 

 The prevalence of post-traumatic stress disorder (PTSD) in Rwanda may be as 
high as 26.1 % (Munyandamutsa, Nkubamugisha, Gex-Fabry, & Eytan,  2012 ). High 
rates of depression have also been documented (Bolton, Neugebauer, & Ndogoni, 
 2002 ), particularly in women (Cohen, Shi, Fabri, Mukanyonga, Cai, Hoover, et al., 
 2011 ). Moreover, the nature of the genocide, where neighbours turned on each other 
and social bonds were ruptured in violent ways, destroyed the traditional means of 
organizing support and understanding relationships in the society (Landau,  2013 ). 
Thus, risk factors for perinatal depression are high, while protective supportive rela-
tionships and networks may no longer be available to new mothers in the way that 
they traditionally had been. 

 To our knowledge, only one study has looked at the prevalence and associations 
with perinatal mental health in Rwanda. This study focused on perinatal depression 
and anxiety as measured using the Edinburgh Postnatal Depression Survey (EPDS) 
and the Zungu Self-Reported Anxiety Scale (SAS) (Umuziga,  2014 ). The sample 
included women over the age of 15 who had attended one district hospital’s antena-
tal care program ( N  = 85), or who had delivered their child at the hospital ( N  = 77) or 
both ( N  = 3). Using standard clinical cut-off scores, Umuziga found that among 
women in the antenatal period, 38.6 % reported clinical levels of depression. Among 
those in the postnatal period, 59.0 % reported clinical levels of depression. These 
rates are at the high end of what has been observed in other countries in Africa. 
Moreover, the likelihood of clinical depression was higher for those who had a poor 
quality relationship with their spouse, who had lost their mothers, or who had more 
than four other children in the home. The study shows the impact of both social sup-
port and external stressors on postnatal depression. It also suggests that rates of 
maternal depression may be amenable to social support interventions.   

    Social Support and Maternal Mental Health 

 Social support has been framed in terms of the extent to which individuals perceive 
that emotional, informational, or material support is available when needed, or in 
terms of the actual support enacted and received (Cohen,  2004 ). It is perceived sup-
port that appears to have the strongest links to psychological well-being (Lakey & 
Orehek,  2011 ). Thoits ( 2011 ) argues that emotional sustenance as well as material 
and informational coping assistance can be obtained not only from close signifi cant 
others, but also from less close members of one’s social network with whom one has 
more formal rule- or role-based relationships, which is most effective from those 
network members with similar life experiences. A number of interventions have 
been tested and implemented in both high- and low-income countries that offer 
psychosocial support to mothers through these network relationships and have 
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shown benefi ts to these mothers and their children (Kirkland,  2013 ; Rahman, Malik, 
Sikander, Roberts, & Creed,  2008 ; Tripathy, Nair, Barnett, Mahapatra, Borghi, 
Rath, et al.,  2010 ). Evidence on the success of psychosocial interventions alone to 
reduce postnatal depression may be inconclusive in high-income countries (Dennis, 
 2014 ), but in LAMICs the evidence suggests that these interventions can be effec-
tive (Dennis & Hodnett,  2007 ). 

 Most successful interventions in LAMICs involve simple psychosocial support 
delivered by lay health workers or peers (e.g., Rahman et al.,  2008 ). However, a 
recent systemic review by Clarke, King, and Prost ( 2013 ) found that common peri-
natal mental health disorders (i.e., anxiety and depression) could be reduced in 
mothers in middle income countries through the provision of health promotion 
interventions alone when mothers also had the opportunity to simply share their 
feelings and their concerns and to receive emotional social support in the form of 
active listening from the healthcare visitor. In sum, there is evidence to suggest that 
strengthening social support from network members without providing formal 
counselling may be suffi cient to reduce the severity of postnatal depression, at least 
in some contexts. 

    Community Resilience and Support 

 The provision of social support through social networks can be construed as part of 
a community-wide network, in terms of what Martín-Baró ( 1996 ) describes as a 
“circle of solidarity”. This framing of social support as being part of a web of com-
munity relationships rather than individual interpersonal connections may be par-
ticularly relevant for the Rwandan context because of the collectivist nature of the 
community and the efforts the country has made in strengthening and building on 
traditional local patterns of community resilience. 

 Resilience can be described as the process of positive adaptation to adversity 
through access to resources with which to cope with adversity, either internally, as in 
traits, skills, and characteristics, or externally from one’s environment in terms of 
being able to access emotional support, information, material needs, or other resources 
that can help a person cope. This environment can be one’s family, one’s neighbour-
hood, or one’s community (Chaskin,  2008 ; Fergus & Zimmerman,  2005 ; Masten & 
Obradović,  2006 ; Norris, Stevens, Pfefferbaum, Wyche, & Pfefferbaum,  2008 ). The 
concept of community resilience has been used to describe processes that strengthen 
social relationships and structures within communities that are facing diffi culties or 
threat through confl ict, violence, or other forms of adversity (Hernández,  2002 ). 
Landau ( 2013 ) defi nes community resilience as “community’s inherent capacity, 
hope, and faith to withstand major trauma, overcome adversity, and prevail, usually 
with increased resources, competence, and connectedness” (p. 460). Hernández 
( 2002 ) describes how community resilience occurs when community members’ hope 
and trust are reconstructed through an increased awareness of how socio-political 
forces have created oppression, and this hope then allows the building of trust and 
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connection between community members. The resulting web of relationships is the 
foundation of stronger communities. This improved functioning at the community 
level is also associated with better outcomes for individual community members. 
Herman ( 1992 ) has argued that a feeling of connection to others helps people who 
have experienced distress to develop a sense of self, of worth, and of humanity. She 
contends that the solidarity of a group provides the strongest antidote to traumatic 
experiences (Herman,  1992 ). Somasundaram’s work in post-war Sri Lanka 
(Somasundaram & Sivayokan,  2013 ) also recommends community-based programs 
to promote positive resilience by creating a sense of community, collective effi cacy, 
and confi dence. Given the importance of social support to perinatal mental health, the 
challenges of social isolation that have been observed for women in the Rwandan 
context and the collective character of support in Rwanda, building on collective 
resilience, may be the most important strategy for preventing and addressing maternal 
mental health in Rwanda.  

    Support, Resilience, and Mental Health in Rwanda 

 The exposure to confl ict and crisis can temporarily or even permanently destroy the 
social cohesion of communities that had been historically collectivist and a primary 
source of support (Landau,  2007 ). Nonetheless, community relationships continue 
to be a primary source of support and resilience in the Rwandan context and 
community- based interventions are seen as essential for the well-being of individu-
als and their families and for the reconciliatory and rebuilding processes in post- 
genocide Rwanda (Bolton et al.,  2002 ; Levers, Kamanzi, Mukamana, Pells, & 
Bhusumane,  2006 ; Pham et al.,  2004 ). 

 In Rwanda, the existing model of community health workers, local norms around 
community participation, and the collective efforts being undertaken to heal the 
psychic and social wounds of the genocide, all foster strengthened social networks 
and community-level resilience in a context of deep collective trauma (Handicap 
International,  2009 ; King,  2011 ). A study of resilience among Rwandan youth 
affected by HIV/AIDS shows how community level variables play a role in both 
creating meaning and providing functional support as part of the resilience process 
in Rwanda (Betancourt, Meyers-Ohki, Stulac, Barrera, Mushashi, & Beardslee, 
 2011 ). Betancourt et al. identifi ed fi ve factors that helped youth cope with and avoid 
common mental health problems. Two were internal resource factors, patience/per-
severance ( kwihangana ) and self-esteem ( kwigirira ikizere ), but the former included 
features emphasizing social connections to others. The other three were resources 
situated in their social environment; Family unity/trust ( kwizerana ), good parenting 
( kurera neza ), and communal/social support ( ubufasha abaturage batanga ), the lat-
ter which refl ected being a part of a community of people who provided social 
inclusion and both emotional and material support. 

 Similarly, a study of resilience among survivors of genocide-rape in Rwanda 
found a number of themes of community level processes and resources (Zraly & 
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Nyirazinyoye,  2010 ). For these women, the discussion of resilience frequently 
referred to the role that membership in a strong and supportive community played 
in the resilience process. Among the ten most commonly occurring codes in wom-
en’s resilience narratives were several concepts that emphasized belonging and 
social relationships: being together with others; caring connections to others; shar-
ing the same problem; and incorporation in a group. The impact of group processes 
on well-being in Rwanda is also evident in a recent study that assessed the effects 
of a support group for women living with HIV (Walstrom, Operario, Zlotnick, 
Mutimura, Benekigeri, & Cohen,  2013 ). The authors found that participating in a 
support group improved women’s overall well-being and increased their comfort to 
disclose, which resulted in improved relationships with children and family 
members. 

 A current study of the status of community-based social work in Rwanda involv-
ing two of our authors (McGrath, Dudziak, Hahirwa, Isaboke, Kalinganire, 
Rutikanga, et al.,  2013 ) is documenting efforts by local organizations to provide 
support to individuals and families in post- genocide Rwanda in their local commu-
nities. The approach of these agencies is client-focused and holistic, driven by the 
needs of clients, and considers their physical, psycho-social, emotional, and spiri-
tual needs. People are encouraged to become self-reliant, but also help each other. 
At a workshop at the University of Rwanda in October 2013, the community-based 
workers identifi ed the multiple ways that community members are encouraged to 
support each other. The Kinyarwanda word for this approach to social work is 
 urunana,  which represents togetherness, solidarity, unity, positive interactions, and 
interdependence. It was visually represented by the workers with the image of peo-
ple linking arms together in a circle.   

    Building Community Resilience and Maternal 
Mental Health 

 In the context of maternal depression, strengthening relationships ruptured by vio-
lence can help promote the mental health of new mothers and supporting these 
relationships for all new mothers can be seen as a health-promoting strategy that is 
consistent with the resilience approach to mental health and well-being (Zraly & 
Nyirazinyoye,  2010 ). Moreover, for any intervention to succeed, it must be fi rmly 
grounded in the cultural frameworks of the communities in which it is being devel-
oped (Draguns,  2007 ; Hynie & Hammer Burns,  2006 ; Worthington, Soth-McNett, 
& Moreno,  2007 ). Given the importance of collective processes to the Rwandan 
context and the current social conditions, any mental health intervention in Rwanda 
must recognize the importance of strengthening community resilience for promot-
ing well-being. 

 For these reasons, we have embarked on a project to try to rebuild a sense of 
community and a web of relationships to provide support to all new mothers in rural 
communities in Rwanda. In its pilot stages, this project is working with women 
representatives in each of 30 villages to encourage active listening as a form of 
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social support (Hynie, Umubyeyi, Bohr, Cechetto, Gasangawa, King, et al.,  2013 ). 
One representative of the National Women’s Council from each community will be 
trained in active listening, parenting, and basic mental health awareness and will 
then visit all new mothers in their village to provide them with basic information on 
parenting but also simple emotional support. If this model of support is found to 
reduce the incidence and severity of postnatal depression and increase perceptions 
of support and belonging for new mothers, we propose to use this model for com-
munity health workers in a wider range of communities across Rwanda. We hope to 
show that simply visiting and engaging in these visits in a different way, one that 
includes active listening and empathic support (principles that are the core of home 
visiting programs that have been shown to be effective in North America (Clarke 
et al.,  2013 )), will be suffi cient to strengthen relationship networks. Through this, 
we hope to introduce a simple and sustainable intervention that can strengthen col-
lective resilience for women in the communities and improve the well-being of the 
women, their children, their families, and the communities overall.  

    Discussion 

 Interventions for postnatal mental health in LAMICs are more likely to use peer- 
based models of simple support or counseling (Rahman et al.,  2008 ; Tripathy et al., 
 2010 ). These approaches have additional benefi ts, however, in that they strengthen 
community as well as individual level resilience. In the post-genocide re-building of 
Rwandan society, social workers are focusing on supporting local communities to 
re-create a sense of togetherness, solidarity, and interdependence and establish what 
social psychologist Martín-Baró ( 1996 ) described as “circles of solidarity”. This 
local systematic building of mutual care and support systems based on historical 
cultural values should provide the nurturing environment that will help new mothers 
to care for their babies and themselves and reduce the incidence of postnatal mental 
health issues. We hope to facilitate this process by focusing these efforts on the 
networks of new mothers.  

    Implications 

 The international literature shows that social and relational factors are important in 
addressing maternal depression (Fisher et al.,  2012 ). Particularly in the African con-
text, lack of social support from one’s partner and one’s family was identifi ed as a 
risk factor (Sawyer et al.,  2010 ). The building of community resilience and the 
strengthening of relational networks that are responsive to cultural norms are the 
focus of an intervention currently being undertaken in the context of Rwanda. While 
evidence of the success of psychosocial interventions alone to reduce postnatal 
depression may be inconclusive in high-income countries (Dennis,  2014 ), in 
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LAMICs the evidence suggests that these interventions can be effective (Dennis & 
Hodnett,  2007 ). Moreover, international research also suggests that the best inter-
vention for postnatal depression may be prevention (Dennis,  2003 ). 

 We recommend that (1) more effort should be put into community-strengthening 
interventions in both low- and high-income countries as an effective and sustainable 
way to provide social support and prevent postnatal depression in new mothers; (2) 
community interventions should build on local norms and traditions for supportive 
communities and networks, where appropriate; and, (3) more research be conducted 
on the nature of collective resilience in different cultural contexts to both deepen our 
understanding of the role of relationships in resilience and strengthen our ability to 
provide culturally appropriate care.      

    Response 

       Beata     Mukarusanga,
      Head of Clinical Psychology Department,  
 Ndera Neuropsychiatric Hospital,    Kigali,   Rwanda    

 After completing my bachelor’s degree in 2005 at National University of Rwanda as 
clinical psychologist, I started working for a neuropsychiatric hospital since August 
2006. I have attended different trainings and short courses in different approaches 
of psychotherapy and professional counseling, I also attended mutliple workshops 
and trainings on maternal mental health organized by UR-College of Medicine and 
Health Sciences (former KHI) and the University of the Western Ontario through 
the Maternal New born and Child Health project and this has raised my interest and 
refreshed my knowledge and skills to help new mothers with maternal mental health 
problems. 

 Consistent with the fi ndings of this chapter, at my work place patients with 
maternal mental health problems are not reported as such; they are diagnosed with 
other different pathologies and perinatal depression seems to be under-diagnosed. 
When some of these patients are admitted, they are medically treated by a multidis-
ciplinary team (MDT). This MDT meets once or twice a week for a colloquium 
around patients and can decide to consider psychological follow-up if the biography 
of the patients requires it. 

 My response is a poem which presents a case study that refl ects the chapter’s 
presentation of maternal mental health in Rwanda. It describes an out-patient sent to 
me by her medical doctor, with indication of a need for deep exploration and psycho-
therapy. She is 28 years old, married, with her fi rst baby boy. I received her 2 months 
after her delivery with extreme anxiety, and she was sometimes overwhelmed. She 
could not feed her baby and had a tendency to avoid him. She had many stressful 
events in her life; she lost her mother at a young age, had only her supportive elder 
sister and a non-supportive family-in-law. The therapy sessions helped her to 
stand on her strengths and helped her husband to understand her situation. With a 
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person-centered approach, we worked out her trauma and she got well. At the end 
of the therapy, the patient returned to her husband and could take care of her child. 

    Poem to Perinatal Problems 

    The things are different 
 From what I expected 
 It was in a warm will I conceived 
 At the birth, I am deceived 
 Yes, in my womb, it was a pleasure 
 To feel the part of mine 
 The delivery, ‘caesarean section’ 
 They divided me into parts! 
 He was crying, I was dying 
 Ridiculous, they told me, 
 That family-in-law 
 At that time, I missed mum 
 I missed her, to take care of my fear 
 I missed her to teach me, 
 How to become a mother. 
 Slow by slow, I lost my control 
 Insects went through my skin 
 I do not know if I was still a human being 
 I was scared: what to do? 
 Still now, people do not understand 
 Even my husband rejects me, 
 I love my baby and reject him 
 I run away, so far away 
 Can I fi nd a help, for that fear of unknown thing? 
 I perhaps look for a help 
 But who will understand me 
 It is hard even for me to know 
 What I am going through 
 Please tell me!    
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    Chapter 24   
 Mothering Bereaved Children After 
Perinatal Death: Implications for Women’s 
and Children’s Mental Health in Canada 

             Christine     Jonas-Simpson       and     Carine     Blin     

            Introduction 

 Worldwide, 2.6 million babies are stillborn (hereafter,  born still , see Jonas-Simpson 
& McMahon,  2005 ) each year, and in Canada, babies are born still at a rate of 3.3 
per 1,000 births (28 weeks gestation or greater) with indigenous women experienc-
ing a rate nearly three times as high (Flenady et al.,  2011 ). In 2011, 2,818 Canadian 
babies were born still (Statistics Canada,  2014a ,  2014b ). Infant mortality as a whole 
in Canada, that is, when death occurs prior to a baby’s fi rst birthday, was 4.8 per 
1,000 live births in 2011 (Statistics Canada,  2014b ). Each baby’s death has an impact 
on an entire family, including the surviving children. Given the signifi cant impact of 
perinatal death on siblings (Fanos, Little, & Edwards,  2009 ; O’Leary & Gaziano, 
 2011 ; Pantke & Slade,  2006 ), bereaved parents are faced with parenting their living 
children, who are also bereaved, while at once deeply grieving themselves. 

 Parental bereavement is considered the most devastating of bereavements requir-
ing unique conceptualizations and models for practice (Buckle & Fleming,  2011 ; 
Davies,  2004 ). While both fathers and mothers are important to bereaved children, 
in research with bereaved parents, the signifi cant impact of mothering children after 
the death of a sibling is often acknowledged (Buckle & Fleming,  2011 ; O’Leary & 
Gaziano,  2011 ; Pantke & Slade,  2006 ). The essential role of mothering in a bereaved 
child’s life is not surprising given children’s strong attachment to their mothers 
(Bowlby,  1960 ), especially when children are young and after a traumatic event, 
like the death of a baby sibling. Mothering young children can be challenging at any 
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time. After the death of a child, a mother is faced with the additional challenge 
of fi nding a way to mother her bereaved children while deeply grieving herself. 
And yet, while research focuses on mothers’ experiences of bereavement after the 
death of a child (Cacciatore & Bushfi eld,  2007 ), very little research focuses specifi -
cally on  mothering  bereaved children. 

 In my study on maternal bereavement (Jonas-Simpson,  2011 ), a major theme 
emerged:  mothering bereaved children after perinatal death . This theme is refl ected 
in my research-based documentary fi lm entitled,  Why did baby die ?:  Mothering 
children living with the loss ,  love and continuing presence of a baby sibling  (Jonas- 
Simpson,  2010b ). With an interest in exploring this theme further, I conducted a 
secondary in-depth analysis of the data supporting it. The purpose of this chapter is 
to present these fi ndings. This chapter ends with a refl ective poem that captures the 
core fi nding  bereaved mothering after perinatal death  entitled,  Acquainted with 
Loss , by bereaved mother and infant loss volunteer, Carine Blin.  

    Literature Review 

    Perinatal Bereavement 

 Perinatal bereavement is the experience of loss, grief, and mourning that occurs 
after the death of a baby. It is important to note that while the death of a child is 
considered the most devastating of losses, when a baby dies around birth the death 
is often  disenfranchised  (Jonas-Simpson & McMahon,  2005 ); that is, the loss is not 
acknowledged and the grief is not socially recognized (Doka,  2006 ). Much of the 
qualitative perinatal bereavement research literature focuses on experiences of the 
death of a baby from the perspectives of parents (Carter,  2007 ); mothers (Cacciatore 
& Bushfi eld,  2007 ; Jonas-Simpson,  2011 ); lesbian mothers (Cacciatore & Raffo, 
 2011 ); fathers (Armstrong,  2001 ; McCreight,  2004 ); families (Callister,  2006 ); sib-
lings (Fanos et al.,  2009 ; O’Leary & Gaziano,  2011 ; Pantke & Slade,  2006 ); and 
nurses (Jonas-Simpson, Pilkington, MacDonald, & McMahon,  2013 ). Themes 
refl ected in this literature include the devastation after the death of the baby, continu-
ing connections that comfort families, the disenfranchisement of loss, the impor-
tance of compassion, and fi nding new ways of living on. While this research makes 
a signifi cant contribution to understanding perinatal bereavement, little research was 
found that specifi cally focused on bereaved parenting and none specifi cally 
addressed the experience of mothering bereaved children after perinatal death. 

  Language of loss after perinatal death . The language of loss after perinatal death is 
important to consider (Jonas-Simpson & McMahon,  2005 ) when researching mother-
ing after perinatal death. First, I use  perinatal death  here to refer to the death of a baby 
around ( peri ) the time of birth ( natal ), including babies who are miscarried, born still, 
or die shortly after birth. I prefer the term  baby  rather than the biological term  foetus  
since the word  baby  refl ects the potential for human relationships with the deceased 
baby as mothers, fathers, and siblings. The concepts of bereavement, grieving, and 
mourning are each defi ned in different ways in the literature and at times these terms 
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are used interchangeably. In this study the following defi nitions from the literature 
were used: Bereavement is the experience of loss after death or the “condition caused 
by loss through death” (Attig,  2011 , p. 8). The concept  grieving  is defi ned as a unique 
emergent phenomenon in response to a meaningful loss that includes  turmoil ,  anguish , 
and  yearning  (Pilkington,  2006 ), while mourning is defi ned as “the external, more 
public expressions of loss that are shaped by cultural infl uences, religious beliefs, and 
social prescriptions” (Buckle & Fleming,  2011 , p. 5). In the literature, maternal, pater-
nal, and parental bereavement often refer to the condition of loss after the death of, 
respectively, a mother, father, or parent. However, as in this study, these terms refer to 
a mother’s, father’s, or parent’s bereavement experience after the death of a child. 

  Women’s unique experience of grief after perinatal death . Women’s experiences of 
perinatal bereavement are unique in many ways compared to any other bereavement 
experience given the biological changes that occur after perinatal death. When her 
baby dies, a mother is grieving while also living with postpartum biological changes 
that remind her of her deep loss, such as, breast milk coming in with no baby to feed, 
additional weight gain that is diffi cult to lose, and perineal and/or surgical pain. For 
some women, however, these physical changes may provide comfort by confi rming 
that their baby was once alive. Also, at the time of perinatal death the hormone oxy-
tocin, which is believed to enhance mother-infant bonding (Feldman, Weller, 
Zagoory-Sharon, & Levine,  2007 ), is high in women’s bodies; and thus, when the 
maternal-child bond begins in utero, a mother’s grief can be intensifi ed after perinatal 
death (DiPietro,  2010 ). Another unique aspect of perinatal bereavement is that moth-
ers whose babies die are the only bereaved mothers who may never see their child(ren) 
alive outside of the womb, which often further disenfranchises their grief. Additionally, 
when perinatal death occurs in a family, the surviving children are often very young 
and have a strong attachment and need for their mother’s love and attention (Bowlby, 
 1960 ). Mothering can be a diffi cult challenge at the best of times and even more so 
when a mother is exhausted with grief and with changes in her physical well-being. 
While children require their mother’s support when bereaved themselves, they can 
often recognize or feel the challenge their grieving mother faces. 

  Children’s perspectives of bereaved parenting after perinatal death . Research from 
the perspectives of children whose baby brother or sister died sheds light on the 
importance of parenting and the benefi ts of openness, honesty, ritual, and acknowl-
edgement of the deceased child in the family (Fanos et al.,  2009 ; Kempson & 
Murdock,  2010 ) and the challenging impact when parents do not create a space for 
the baby in the family (O’Leary, Gaziano, & Thorwick,  2006 ). In one study with 
university students, there were no differences among young adults who experienced 
perinatal loss of a sibling as children and those who did not, with regard to percep-
tions of parental care, their own mental health, or self-esteem (Pantke & Slade, 
 2006 ). The only difference was with parents, especially mothers, being more pro-
tective and controlling, particularly of those children born after the loss (Pantke & 
Slade,  2006 ). In a study on children’s bereavement after the death of a baby sibling, 
the impact of parental grief on a child’s grief was signifi cant, especially the moth-
er’s grief (Jonas-Simpson,  2014 ). The children at times protected their parents, 
especially their mothers, from witnessing their grief in order to prevent additional 
suffering for their parents (Jonas-Simpson,  2014 ).  
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    Parenting Bereaved Children 

 The grieving literature provides guidelines to parents and professionals to help 
bereaved children (Corr & Corr,  2013 ; Webb,  2010 ), and some literature provides 
specifi c guidance to assist children when a baby dies (Limbo & Kobler,  2009 ). 
While helping bereaved children is acknowledged in the literature, little research 
focuses specifi cally on  parenting  bereaved children after the loss of a child; that is, 
 the act  of parenting, to “be or act as a parent to [children]” (Barber, Fitzgerald, 
Howell, & Pontisso,  2005 , p. 602). Some research was found on supporting surviv-
ing children after perinatal death from the perspective of parents (Erlandsson, 
Pernilla, Safl und, Wredling, & Radestad,  2010 ; Wilson,  2001 ) and on parenting 
after loss in the context of subsequent pregnancies (O’Leary & Warland,  2012 ). 
This research highlights the signifi cance of parenting when a baby dies and the 
importance of: open communication regarding the deceased sibling, death, dying, 
and grieving; recognizing a child’s grief; supporting a continuing bond through, for 
example, play, rituals, artwork; creating a space in the family for the deceased child; 
and, modeling grieving and mourning for the children (Buckle & Fleming,  2011 ; 
Erlandsson et al.,  2010 ; Wilson,  2001 ). 

  Theory of bereaved parenting . The theory of bereaved parenting (Buckle & Fleming, 
 2011 ) was generated during a grounded theory study where ten bereaved parents, 
fi ve mothers and fi ve fathers, were interviewed. The core category that emerged 
from the lived experiences of the bereaved parents was named,  bereaved parenting : 
 living the duality of devastation and regeneration . Bereaved parenting, according to 
Buckle and Fleming ( 2011 ), is “an active process: one continues to parent and one 
is continuously bereaved” (p. 37); “it is living the duality of devastation and regen-
eration” (p. 39). The researchers added that “this is the duality that bereaved parents 
and their surviving children must face; it is the duality that is a lived, daily experi-
ence between the death of one and the life of another” (p. 37). The complex devasta-
tion parents live with after the death of a child was represented by the major category 
and metaphor, “House of Refracting Glass,” which was further detailed with subcat-
egories, the “shatter”, the “aftermath”, and the “effect of time” (p. 38). Living chil-
dren require bereaved parents to be pulled out of their overwhelming vs devastating 
grief and to parent and do the best they can—there is no choice. “Picking up the 
Pieces,” the second major category, refl ects the regeneration in which parents 
engage in order to “renew and revive their lives and the lives of their living chil-
dren” (p. 38). This metaphor of regeneration is further described by the subcatego-
ries, the “self”, “family”, and “parenting.” 

 The subcategory, “parenting,” provided fi ndings specifi c to bereaved parents’ 
actions: “controlling all you can”; “assuming a more protective stance”; “striking a 
balance between concerns for their child’s wellbeing and promoting their happi-
ness”; “managing a child’s fear”; “reordering priorities”; “revisiting the loss over 
time”; “being cognizant of surviving children’s different grieving styles”; “assisting 
their children with meaning-making”; and, “seeking professional help” (Buckle & 
Fleming,  2011 , pp. 131–158). These specifi c fi ndings related to the act of parenting 
make a signifi cant contribution to the minimal literature on bereaved parenting, as 
does the theory of bereaved parenting itself (Buckle & Fleming,  2011 ).   
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    Theoretical Framework and Method 

 The theoretical framework used to interpret data from this secondary analysis was 
Buckle and Fleming’s ( 2011 ) theory of bereaved parenting, described above. 
Despite the exclusion of parents who experienced perinatal death in their grounded 
theory study, the theory of bereaved parenting is relevant to parenting after perinatal 
death as it addresses the active process of continuing to parent while continuously 
grieving. The theory addresses

  the devastation, detailed under the House of Refracting Glass, and the regeneration, detailed 
by Picking up the Pieces, [which] are two principles that are not wholly independent but 
rather are coupled in the dynamic, lived, vacillating duality that is bereaved parenting. 
(Buckle & Fleming,  2011 , p. 39) 

   As mentioned, a secondary analysis was conducted on data supporting a major 
theme in my earlier study about maternal bereavement. The original study was 
informed by interpretive phenomenology (van Manen,  1990 ), where I sought to 
understand and interpret mothers’ experiences of grief and loss after the death of their 
babies. The research question guiding the original study was: “What is the meaning 
of living and transforming with loss for mothers who experience infant loss?” After 
ethics approval and informed consent was obtained, video and audio- taped inter-
views lasting 1–1.5 h were conducted to explore the experience of maternal bereave-
ment after perinatal death. Qualitative data (interview transcripts, mementos, poetry, 
and photographs) were captured on digital video with the intent to understand the 
women’s lived experiences and produce a research-based documentary fi lm. The 
themes emerging from the data created the structure for the fi lm, entitled,  Enduring 
Love :  Transforming Loss  (Jonas-Simpson,  2010 ). Data from one theme named, 
 mothering bereaved children after perinatal death , was used to create a short fi lm 
entitled,  Why did baby die ?:  Mothering children living with the loss ,  love and con-
tinuing presence of a baby sibling  (Jonas-Simpson,  2010b ). A secondary analysis 
was conducted on the data that supported this theme using a new research question: 
“What is the experience of mothering bereaved children after perinatal death?” 

 Four women were recruited through a volunteer organization’s infant loss pro-
gram. The organization is situated in a large urban setting in Southern Ontario in 
Canada. All four participants were infant loss volunteers at the same organization; 
however, they were unknown to one another. All women had 2–3 living children, 
and all identifi ed themselves as heterosexual. Three women’s ages were between 36 
and 50, while a fourth woman’s age was between 20 and 35. All women spoke 
English and one woman also spoke Hindi; three were Caucasian and one, East 
Indian. One woman identifi ed herself as Christian; another as Roman Catholic; a 
third, Hindu, and a fourth, as spiritual. The women’s babies had died 3–12 years 
prior due to various causes described by the mothers in the following ways: “born 
full term with distress and living for 2 h”, “born still at full term”, “hyperplastic left 
heart syndrome”, “prematurity at 24 weeks surviving 24 h”, and, “cardiac failure at 
3 months of age.” One woman experienced the death of two babies before her two 
living children were born; one woman was pregnant with her fourth child during the 
interview; and two others had had one child after the death of their babies; thus, all 
participants had children born after the death of a baby. 
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 All data from the transcripts and the digital video footage that related to the theme, 
 mothering bereaved children after perinatal death , were extracted from the larger 
data set. The data were re-analyzed line-by-line using the transcripts, while simulta-
neously watching the video-taped interviews. Key ideas were identifi ed, collated, 
and synthesized during immersions with the data. van Manen’s ( 1990 ) qualitative 
research processes of refl ection, description, writing, and rewriting were followed in 
this process. In particular, the theory of bereaved parenting (Buckle & Fleming, 
 2011 ), that is, living the duality of grieving while parenting, was refl ected upon dur-
ing an iterative process of moving back and forth between the data and the theory. 
A thematic conceptualization of  bereaved mothering after perinatal death  emerged.  

    Presentation of Findings 

 The core fi nding emerging from this secondary analysis is:  bereaved mothering 
after perinatal death is a complex phenomenon of regeneration that emerges for 
mothers after the death of a baby while in relationship with her children ,  both living 
and dead ,  and in the context of devastating loss vs grief . This core fi nding is con-
ceptualized as emergent and made up of themes, subthemes, and patterns (see 
Fig.  24.1 ). Two major themes were identifi ed:  bereaved children ’ s impact on mater-
nal bereavement , and  enacting bereaved mothering . Three subthemes make up the 
major theme,  bereaved children ’ s impact on maternal bereavement :  pain of bearing 
witness to bereaved children ’ s grief ;  relating with bereaved children enhances resil-
ience ;  and ,  warmed by the ongoing sibling relationship . It is diffi cult to disentangle 
children’s grief from their mother’s grief; and so, it is not surprising that I also 
found that the bereaved children impact maternal bereavement. The focus, however, 
of this chapter is on  enacting mothering  after perinatal death and not on maternal 
bereavement; and so, the presentation of fi ndings focuses on the fi ve subthemes and 
two patterns that make up this major theme. The subthemes are:  loving / appreciating 
children more ,  confi rming - questioning mothering ,  mothering the deceased child , 
 resisting disenfranchisement by acknowledging and modeling grieving and mourn-
ing  and  fostering a continued connection . The last subtheme was made up of two 
patterns,  supporting the sibling connection through symbols and comfort objects  
and  creating a space for the deceased sibling in the family . Metaphorically, the 
thematic conceptualization of the fi ndings refl ects a tree, which like bereaved moth-
ering, conveys strength, fl exibility, vulnerability, change, and growth (see Fig.  24.2 ).   

    Enacting Bereaved Mothering 

  Loving / appreciating children more . Mothers spoke of “treasuring” and “appreciat-
ing” their living children and their moments with them after the death of their 
babies, and not taking them for granted in day-to-day life. One mother said, “It 
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  Fig. 24.1    Thematic conceptualization of bereaved mothering after perinatal death       

  Fig. 24.2    Metaphorical conceptualization of fi ndings       
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makes you appreciate them more. Before I even get angry at one of them I think, 
you know what it isn’t worth it.” Another said she had greater “appreciation of life; 
appreciation of people as they are um, especially with my children. ….just to try to 
make them appreciate that we have a great family and that we love each other and 
that this is really important.” Another mother said::

   Just really treasuring them and being mindful of every day with them and little steps 
that they make, seeing them as not so little, they are huge! …Just realizing that 
anytime everything goes perfectly with a birth it is a miracle. And never ever take 
that for granted. That is something I had to learn the hard way. I think you realize 
it, you just don’t live it and now I have lived it so I really appreciate it.    

 Another mother spoke of how her love deepened for her children:

   I wish that everyone could understand or experience how much pain can transform 
into love. I think the biggest thing that has come out of it is this huge capacity 
for love. If it is possible to love your children more I think I love them more 
because I lost.    

  Confi rming-questioning mothering . Bereaved mothers in this study, like all moth-
ers, questioned their mothering while at other times felt confi rmed in their mother-
ing. The context for questioning and confi rming their mothering, for the women in 
this study, was specifi cally about mothering their bereaved children, which has its 
unique challenges and circumstances. One mother described how she often ques-
tioned herself as a parent, but knew that connecting her child with her deceased 
baby sister was the right thing to do. She said:

   There’s not too many times you don’t question yourself as a parent, but it is during 
those times I know I am doing something right. And I am proud they are asking 
and that they know about her. I don’t want them to be fi fty years old and hear, 
‘Did you know you had a sister who died when she was born?’… They should 
grow up with that realization, so they do and I feel that is the right way to live.    

 Another confi rmed and questioned her mothering in the following way:

   I think I am a good parent in that I give them freedom and let them go I haven’t 
smothered them in my breast but, I am so connected to them and I am sure that 
my experience has impacted my relationship with them.    

 While another said:

   And all the things that we were going through, the really sad days and the current or 
the frequent visits to the cemetery, and that was one thing I really liked to do is 
spend time at the cemetery and I am taking my three year old along with me and 
you know, I look back at that and think was that really fair to do for three months 
but it was part of us; it was part of what we did.    

  Mothering the deceased child . Mothering their deceased child was evident in each 
of the women’s transcripts. The mothers spoke with, did things for, and were proud 
of their deceased children. One mother said, “I just think she is gentle and funny 

C. Jonas-Simpson and C. Blin



365

and I can tell [her] my slip ups and have an extra pair of ears listening that isn’t 
judgmental.” Another mother spoke of her daughter’s life with pride as she would a 
living child: “I do try and be positive about her little life and it was a remarkable 
little life and that is not the end of it.” All mothers planned birthday celebrations for 
their deceased child. One mother explained, “We celebrate his birthday by going 
back to the beach in the park by the lake where we held his memorial service and 
we released white balloons uh we do that on his birthday, we gather my husband 
and I and our children and we send little poems up to him and we talk to him.” 
Another said:

   We obviously celebrate her birthday and my husband and I are very different the 
way we want to celebrate. That is a little hard but we have come to accept it. He 
would rather be alone and have some quiet and do something special. Whereas I 
would rather bake a cake for my two boys and sing happy birthday and we are 
just opposite when it comes to that but we can respect each other’s differences.    

 One mother described the importance of celebrating her daughter’s birthday and 
death day. As with most mothers, this mother expressed a pride in her daughter, and 
the impact of her life, even after death. She said,

   Those days are special [birthday and death day celebrations] because I feel there are 
very few days that anybody other than us remembers her…I have a very tight 
family, sisters and my parents, but in my greater life, there are very few days 
where anybody really ever thinks of her. So these are days attributed to her and 
you know it is one of those kind of ‘shout it down the mountain.’ She was alive; 
she was a little life, but a fantastic life. And she did a lot for all of us. So they are 
very important days, monumental days and they will forever be.    

 Mothers imagined what their child would look like now and what they would be 
doing. The mothers felt their child’s absences deeply at other family celebrations, 
while others spoke of doing things for their deceased baby as they would for their 
other children:

   I mean I do things like I work at Bereaved Families for her; it’s like taking another 
kid to a soccer game; that is what I do for her [deceased baby girl]. So I do like 
to do things with her in mind. I go to the cemetery and keep that up and I have 
that looking I think quite pretty—and I don’t really feel I have to go there though 
to talk to her or to feel, she is with us, she is in our house but that is how I com-
municate is just through prayer, and talking about her and I don’t hesitate to 
mention her when I am in meeting people or social events or whatever if they ask 
something about our children. If it is the right moment I like to talk about her 
because she is still one of our family.    

 Mothering deceased children was evident in participants taking pride in their 
older deceased children safeguarding their younger siblings. For example, one 
mother recalled telling her living daughter that she has two older sisters watching 
over her. This same mother described how she acknowledges her deceased daugh-
ters in some of the same ways she does her living ones:
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   I have all our names in the Disney characters. So for [my deceased daughters] I had 
just got their initials where I leave it at the front of the house and no one ever asks 
us what does the J and D stands for, because it is not our initials. But I think 
everyone understands because I think everyone knows we named our girls.    

  Resisting disenfranchisement by acknowledging and modeling grieving and mourn-
ing . Mothers in this study resisted disenfranchisement by acknowledging and mod-
eling grieving and mourning with their children. One mother said, “We try to talk 
about her and make it normal cause I think that some people don’t want to talk about 
it but we make it as normal as it can be, because for us it is normal.” Another said, 
“people told us, ‘you know what?, forget it, you have lost two girls, now move on,’ 
or, ‘now you are blessed’ and yes, we are absolutely blessed with two girls but we 
will never forget the other two we have lost.” Another mother said:

   I used to say to my husband, what if they talk about family and he says, Well I have 
a sister and she is in heaven, then I just thought, I am worried about other people 
will react that is not my concern that is what he believes and that is what we 
taught him so that is what it is.    

 Resisting disenfranchisement of a baby’s death can happen in one’s own extended 
family:

   We learned to accept that they [grandparents] are different. But as long as we have 
each other; we are okay with it. It would be nice, but they do not like to harp on 
the past. We know that is more of a cultural issue and we have accepted it. We 
have each other; we have our memories of our memorabilia of them so that to us 
is what counts. So it is the four of us that are family. Yeah, they are our parents 
but they will never get it, they have never been through it and until you actually 
go through that is when you really really get it.    

  Fostering a continuing connection . Mothers fostered a continuing connection 
between their bereaved children and their deceased baby siblings. Two patterns of 
this subtheme were identifi ed as: supporting the sibling connection through sym-
bols and comfort objects, and creating a space for the deceased sibling in the 
family. 

  Supporting the sibling connection through symbols and comfort objects . Mothers 
fostered their bereaved children’s connection with their deceased baby siblings by 
acknowledging comforting symbols and comfort objects, such as a butterfl y, blan-
ket, or a teddy bear. For example, one mother described her young son searching 
through his sister’s memory box. He pulled out a blanket and asked his mother if he 
could sleep with it. She said, “I think Victoria will be fi ne sharing her blanket with 
you”; so he slept with the blanket. 

 A common symbol when a person dies, especially a child, is the butterfl y. One 
mother described how important the butterfl y symbol is to her children:

   For my kids there is a symbol of the monarch butterfl y… because it was July and 
there are many butterfl ies, he is there in the symbol of the butterfl y all the time. 
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So around his birthday we see them everywhere and you know I have this 
 amazing image of my other kids sort of running around saying “Jacob, Jacob, 
Jacob, Jacob in the back garden!” It’s wonderful because he is so present in that 
symbol when we remember him.    

 Another mother not only supported but was in awe of her daughters’ connection 
with her deceased baby sister through a photograph and a traveling teddy bear:

   And my daughter Nicola who is 15 now, she was just uh, over 3 when Juliette 
passed away. She has this picture on her desk along with Juliette’s special teddy 
bear toy that goes on every trip with Nicola. I always fi nd it remarkable because 
Nicola was three when she passed away, there is not a lot of knowledge there at 
the time, I mean you explain things and certainly she was sad that her baby died 
and but that was pretty well it for the three year old. And I didn’t give her the 
picture, she found it and put it on her desk and same thing with the teddy bear she 
took the teddy bear and it is on her bed and as I said it travels everywhere with 
her and I just fi nd that remarkable that she has that connection with her sister.    

  Creating a space for the deceased sibling in the family . Mothers described creating 
rituals for their children to engage in as well as carving out physical spaces in their 
homes for the deceased child. For some families, rituals were at times considered an 
evolving phenomenon, while for other families the rituals remained fi xed traditions; 
both ways provided support unique to each family, as shown in the quotes below.

   As a family we connect with him through ritual and we create ritual but we are also 
open to that process evolving. That took a while to understand too that this is not 
something that is going to disappear and we can continue thinking about keeping 
him present in our lives… And we remind ourselves of his presence with memen-
tos like a photograph. There is a photograph of him on our kitchen counter so I 
say good morning, I see him every day. We have kept his ashes in a beautiful little 
box covered in sea glass from the beach, so that is a physical reminder. At 
Christmas time we have a stocking for him.    

 One mother described a ritual kept with the family since the day her daughter died.

   We always go to church and have a special mass said for her said to her on her death 
day as we do for her birthday but for me it is a celebration of her life that is why 
I do celebrate her death day as well. And the kids, they respect that they… even 
my oldest is almost 18 and he knows those two days are sacred you don’t plan 
anything, we are together.    

 Another mother described the following:

   We yearly have an anniversary for them, where we just light a candle. We don’t 
discuss it with anyone, our parents; it is just between us and our daughters. Not 
that they understand but, we tell them what we are doing, we are lighting a can-
dle…. To us we see them as souls so we have two butterfl ies on our Christmas 
tree. But we just leave the butterfl ies in one of our spare rooms which is a con-
stant memory that they are there.      
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    Discussion 

 The theory of bereaved parenting was developed without parents who experienced 
perinatal death. Buckle and Fleming ( 2011 ) excluded parents who experienced peri-
natal death in their study with bereaved parents since perinatal death “presents par-
ents with a unique set of challenges to their resourcefulness and resilience, and 
involves different issues and reactions” (p. 27). While there are unique challenges 
with perinatal death, the theory of bereaved parenting and the core idea that “one 
continues to parent and one is continuously bereaved” (p. 37) proved highly relevant 
to the mothers’ experiences in this study. The theory of bereaved parenting informed 
the interpretation of the data in the present study, and the emergence of the naming 
of the core fi nding,  bereaved mothering after perinatal death . Buckle and Fleming 
( 2011 ) insightfully described mothers in their study as being  pulled  into regenera-
tion early on in order to care for their surviving children with little choice to remain 
in their devastated state (p. 26). The mothers in my study lived the paradox of dev-
astating loss vs devastating grief after their babies died while at once being pulled 
into mothering their very young bereaved children. 

 Buckle and Fleming ( 2011 ) also noted that after the death of a child the family 
was so shattered that it was not enough for parents to simply restore their parenting; 
they were required to regenerate their parenting. Similarly, mothers in this study 
were shattered by the deaths of their babies. They lived the duality of overwhelming 
grief vs devastating grief while fi nding a way to regenerate their mothering of sur-
viving children. This was evident in each of the fi ndings of this secondary analysis. 
For example, mothers described  loving and appreciating their children more  after 
loss. This regeneration of love emerged out of the devastating shattering death of 
their babies. Similarly, O’Leary and Warland ( 2012 ) found, in their research with 
bereaved parents, that the fragility of life was understood after the death of a baby, 
which led to cherishing their living children in new ways. The research presented in 
this chapter extends the relevance of Buckle and Fleming’s ( 2011 ) theory of 
bereaved parenting to the context of perinatal death. 

  Confi rming - questioning one ’ s mothering  is a paradoxical process most mothers 
experience; however, not usually in the context of perinatal death. In the process of 
regenerating mothering after perinatal death, the confi rming and questioning was 
related to the impact certain actions would have on the living children’s mental 
health. For example, mothers wondered if it would negatively impact a child to visit 
a grave site every day or talk about their dead sibling at school. These are unique 
struggles that bereaved mothers share, similar to the idea of  protectiveness  described 
in the theory of bereaved parenting (Buckle & Fleming,  2011 ), and in O’Leary and 
Warland’s ( 2012 ) study; however, in this study, the mothers’ descriptions focused on 
protecting the child’s mental health rather than protecting them from physical harm. 

 The data from this research showed that bereaved mothering included mothering 
the deceased baby as well as living children. With advancements in technology, it is 
understandable how the maternal-child relationship is enhanced early on in utero 
(DiPietro,  2010 ; Stormer,  2003 ). Hearing the fetal heartbeat, seeing movement of 
hands and feet during an ultrasound, receiving 3D photo graphs of the growing 
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baby, all have the potential to enhance the maternal-child relationship prior to birth 
and solidify the experience of mothering. Only two other publications were found 
that described parenting the deceased baby: in the context of a subsequent preg-
nancy (O’Leary, Thorwick, & Parker,  2012 ), and with Japanese mothers parenting 
stillborn babies (Yamazaki,  2010 ). O’Leary et al. ( 2012 ) encourage the develop-
ment of the prenatal relationship, especially after perinatal death, which they call, 
 intuitive prenatal parenting . Prenatal parenting is characterized by understanding 
the nuanced messages received between the baby and parents through changes in 
movements and contractions (O’Leary et al.,  2012 ). With strong prenatal relation-
ships developed in utero, it follows that the parenting relationship can continue after 
death. Two key categories emerging from Yamazaki’s ( 2010 ) grounded theory study 
refl ected mothering the deceased baby as “raising a child who does not exist in real 
life” and “always being together in a natural way.” 

 While it is recognized in the literature that children’s grief and perinatal loss are 
disenfranchised, this study shows how mothers live their agency and authenticity 
(O’Reilly,  2007 ) by mothering their children in a way that feels right to them and 
often in the face of a death-denying society. Mothers in this study did not question 
their resistance of disenfranchisement that often accompanies perinatal loss and 
they did this, in part, by  acknowledging and modeling grieving and mourning  with 
their children. The bereaved mothers lived the regeneration of their mothering in 
unique, strong, and confi dent ways. 

  Fostering a continuing connection  is a specifi c action of bereaved mothering and 
another example of the mothers’ unique regeneration after devastation. This sub-
theme is different and yet linked to the grief concept,  continuing bonds  (Klass, 
 1999 ), often described in parental or maternal grief research, which is about the 
ongoing individual relationship parents have with their deceased child (Buckle & 
Fleming,  2011 ; Jonas-Simpson,  2011 ). Fostering a continuing connection uniquely 
describes  what a mother does  for her bereaved children; that is,  create spaces for the 
children to connect  and  support connection through comfort objects and symbols . 
The related idea of  keeping the deceased child present  was identifi ed in other stud-
ies that focused on bereaved parenting (Buckle & Fleming’s,  2011 ; Wilson,  2001 ; 
Yamazaki,  2010 ).  

    Implications 

 The study fi ndings call for the support of mothers who are mothering children both 
dead and alive. Healthcare professionals can open the conversation with bereaved 
mothers and fathers who are often very concerned and stressed about how they will 
tell their children their baby sibling died. These professionals can help women and 
their partners understand how to support their children to grieve, mourn, and con-
nect with their deceased baby sibling (Webb,  2010 ). Openly speaking with mothers 
about their experiences of mothering bereaved children may assist them in fi nding 
ways to continue on while living both the devastation of their grief at once with 
being pulled to regenerate themselves as mothers of young children (Buckle & 
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Fleming,  2011 ). In this regard, the importance of bereavement books that open the 
conversation about the death of the baby led me to write my own children’s book 
entitled,  Ethan ’ s Butterfl ies :  A book for young children and parents after the loss of 
a baby sibling  (Jonas-Simpson  2010a ). Policies in hospitals that work toward includ-
ing bereaved siblings rather than excluding them when there is a perinatal death 
would be signifi cant, not only to the children, but to the bereaved parents. Moreover, 
schools are potential communities of support for bereaved families. Hence, policies 
that help teachers open the conversation with bereaved students and parents are 
critical (Jonas-Simpson et al.,  2015 ). Support groups could focus on mothering/
parenting bereaved children during their bereavement drop-in sessions in the com-
munity. In such groups, the short research-based documentary that contains the data 
used in this secondary analysis entitled,  Why did baby die ? (Jonas-Simpson,  2010b ), 
could be used to open the discussion on bereaved mothering. Also, a subsequent 
research-documentary entitled,  Always with me :  Understanding bereaved children 
whose baby sibling died  (Jonas-Simpson,  2014 ), would be informative and support-
ive for mothers and fathers parenting bereaved children after infant sibling death. 

 Lastly, while the Canadian Mental Health Association (CMHA) ( 2014 ) acknowl-
edges the impact of grieving on mental health in general, guidelines for children’s 
bereavement and for mothering/parenting bereaved children after the death of a 
baby sibling are missing. Given that perinatal deaths in Canada are not uncommon, 
many children and mothers would benefi t from supports at local, provincial, and 
national levels. This research can begin a conversation with the CMHA.  

    Conclusion 

 Bereaved mothering after perinatal death is a unique and emergent complex phe-
nomenon of regeneration; it emerges from the soil of devastating loss, deep sorrow, 
and love and continues to grow and change over the years. Bereaved mothering has 
not been a focus in the grief literature nor in healthcare professional practices; and 
yet, as refl ected in the descriptions from mothers in this study, it is a phenomenon 
signifi cant to the mental health of women and their children in Canada. The ways in 
which women in this study regenerated their mothering after their devastating losses 
provide guideposts for bereaved women, their children and families, and for health-
care professionals and communities who support them.     

     Response 

    Carine     Blin 
      Bereaved Families of Ontario—Toronto, 
  Toronto,   ON,   Canada  
 email:   carine.s.blin@gmail.com       
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   Acquainted with Loss 

    You, my living children - 
 Know wisdom born 

 Of a broken promise. 
 Babes shouldering the weight 

 Of a parent’s mourning. 
 Your questions weaving 

 A healing narrative 
 Of love unfolding 

 Out of hope undone. 

 Mothering you is my spiritual practice. 
 Holding you reassures me 

 With the comfort of a child’s embrace. 
 Letting go reminds me 

 With the soft tread of your parting steps, 
 That loss transformed 

 Connects us. 

 There was a time 
 We were unravelled. 

 My swollen sense of calm 
 Your father’s innocence 

 Together we fl oated on a dream. 
 My promised child spinning in my belly 

 Twisted in his life-giving cord. 
 We never imagined him 
 Born in the still silence 

 That strangled us with grief. 

 You took the strands 
 In your small hands 

 Winding the threads of our family story 
 With your crayon drawings 

 Your imagined conversations 
 Your candid comments 

 His name upon your lips - 
 At each mention his presence felt 
 Like the brush of a butterfl y wing 

 Soft upon my cheek. 

 You share our private rituals - 
 Birthday balloons sent fl oating skyward 
 Eyes fi xed on the tangled image of a boy 

 Or a babe in arms still 

24 Bereaved Mothering After Perinatal Death



372

 After all these years. 
 Fingers clenched around the loose string. 

 Choose the moment 
 Of letting go 
 Of parting 
 Of release. 

 Watch your white balloon 
 Rise and vanish in the colourless sky 

 It seems to disappear 
 But you can see it still 
 Just close your eyes. 
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