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This seminar has constituted the first attempt in Italy to organise a common front in research and intervention into mental disease including the problem of difference of gender.

The need for an initiative of this kind was very strongly felt by all those women, who through their profession as psychiatrists, psychologists, sociologists, nurses, social workers, came into contact with the emerging problem of diversity (in manner of expression, conditions, etc.) between men and women in their approach to mental health. These women have always felt a profound sense of disease in doing a job in which they become deeply involved and having to use instruments, which are alien to female sensitivity and experience. In fact, for many men and women, psychiatry has meant suffering like in prison. In the last twenty years in Italy, people, especially men, have tried to render invalid many of the theoretical assumptions and practices of this science. We all witnessed the point of crisis for these ideas: law no. 180 is severely criticised by everyone today. This law courageously maintained that suffering was not the same thing as illness and therefore should not be dealt with using coercive instruments and treatments involving restrictions on personal freedom. Until now suffering, as a diagnostic category of traditional psychiatry, has been explained as due to social and economic differences between individuals, this type of oppression being seen as the principal cause of mental disease. But until now, in discussing an alternative to psychiatry, the existence of another difference between individuals had not arisen: that is the difference of sex, which mostly affects women;  in that it is upon this that the social and cultural reasons for subordination and oppression of the female gender are generally based.

Having failed to grasp the importance of this difference between individuals, alternative psychiatry in Italy has excluded the possibility of a better understanding of, and a more efficacious means of intervention into mental disease.

This lack of criticism and alternative procedures to psychiatry has shown up most clearly for women, both experts and the public, who feel excluded by an approach which deprives them of a right to this difference and above all renders unapparent the more specific reasons for their oppression and therefore for their disease.

Today's seminar which opens the doors to discussing the difference of gender in the theory and handling of mental health contributes in no uncertain way to undermining therapeutic practices which are subsequently distressing for women's lives.

The insubstantiality of psychiatric theory can be grasped through so many contributions based on female experience.

What is mental illness?       A morbid process?      A pathology of the mind/body to be treated with drugs?          Is it not rather social and family changing experiences, characterised by subordination, which affects both the mind and the body?

This idea of the illness being a situation created after suffering social oppression stems from the observation made by women that similarity exists between aspects of the female role and characteristics of depression and mental disorders.

The idea of social changing experiences also refers to everyday life in which the woman has always had great experience and ability.    Thus the psychiatric point of view has been overturned by women: the illness, the listing and nosografic compartmentalising of symptoms are no longer the core of scientific observation, but rather everyday life and subordination.

In subordinate roles, due to sex, women must look for the places where the reasons and experiences of suffering of their gender are greatest. Even though this contrasts with the emancipator ideology which claims that all power differences between the sexes have been overcome.

An understanding of female suffering cannot be entrusted to techniques and theories of the person and disease, if the assumption is one of the neutrality and denial of oppression and the aim a silencing and concealment of the disparities.    

Among these theories psychiatry, and its mainly medical and biological method of intervention, plays a large role, scientifically and socially speaking, in treating and handling mental illness and disease.

This depends on various elements, which can be synthesised:

a.  Psychiatry is the science, which traditionally handles a particular form of socially, related deviance, but which, through the experience of confinement to an asylum, and is identified as a study of alienation, before one of the illness.

b.  Seemingly dissonant theories and interventions derive from the chequered history of psychiatry, its utterances, the series of various interpreters, the growth and subsequent modification of its hypotheses.     It constitutes the referent of the so-called psychodynamic theories, basing the possibility of existence on them. In fact it is the relationship with the human body, voiced by positivistic psychiatry, which is the found stone for psychological and dynamic theories; psychiatry still maintains a bond with medical and physical science which also lends legitimacy to psychological theories and procedures.

c.  Psychiatry can boast a unique generality, thanks to its classificatory method and medical-pharmacological intervention. Psychiatry can intervene in any circumstance, an behalf of anyone, even against their wishes, both in public and private contexts; it is the only delegate in handling a crisis situation and being able to guarantee, through use of drugs or "physical" treatment, the immediate silencing of the crisis.

d.  Psychiatry, on the other hand, can include various types of intervention: from a physic-pharmacological one, which is its traditional rival, to a psychological, psychotherapeutic, or social one. Each of these interventions is always overshadowed by a medical-pharmacological one: as a support of it and supported by it.

e.    Its principal diagnostic technique is also the central (and therefore basic) instrument for every other type of intervention.

In view of this we think it indispensable to direct criticism towards psychiatry which can be a source of other techniques and intervention theories into mental disease. The close link between psychiatry and women provides us with another reason.     This link stems from the interlacement between the social function of psychiatry as checking private and family rejection and the social function of the woman, as she who plays the major role in natural, affective and family relationships, (as a consequence of fulfilment of the maternal role). If psychiatry has, until now, divided the suffering of women into thousands of subsections of different pathologies and symptoms, it has hidden from it an overall meaning, showing the outlines of individual and isolated situations. The aim of this seminar, which we feel has been achieved, has been to recompose the picture of female disease by restoring its origins, rooted in social subordination and sexual discrimination.

If psychiatry has in the past intervened in such a way as to hide and silence the reasons for female suffering, this seminar had brought into the foreground the question of research and creating new approaches and intervention methodologies which are not oppressive and do not restrict individual acknowledgement.

Here is a synthesis of the topics we debated, grouped into two main categories: sociological research and clinical research. By these definitions, which, like any classification, are partial and limited, we refer to the dual commitment of those women who intervened in the seminar: 

· a direct commitment through therapy and support of women within institutions specifically designed for treatment, or within private contexts; 

· and that of women working in the field of analysis and general observation on the relationship between the female role and suffering, within official institutions for research, (universities, etc.).

In order to understand the debate it is necessary to explain the distinction between the concept of suffering and illness.   By suffering we intend the disease of women, linked to a specific oppressive situation; by illness, whereby recognition of its origins has been denied. Illness is meant as a loss of awareness of living in distressed conditions and being subject to an individual malaise, attributed to biological dysfunction (of body and mind).

When we speak of illness we always mean a medical and biological type of suffering when we speak of female suffering we mean a situation of social subordination which automatically belongs to women.

l. The sociological type of research

The first problem to be underlined concerned the massive presence of women in psychiatric contexts.    Women are said to be the chief consumers of psychotropic drugs and also of minor tranquillisers (S. Dunbar, Great Britain) and mostly crowd the medical and psychiatric health centres. The data presented by the World Health Organisation (WHO M. Kastrup) describe the risk of falling ill for women to be two to three times higher than for men.          This statistic is of great significance because it confirms the existence of the privileged relationship -already mentioned- between women and psychiatry, between female 'Lives and the channelling of suffering into illness.

Another interesting fact is that the organisation of mental health services, predominantly used by women, do not satisfy their welfare requirements.   Parallel to this is the fact that the professionals working in this sector are predominantly male: thus they tend to dominate with their models of mental health, generally based a traditional psychiatry, and by their overbearing presence impede any new developments in mental health.

"Women mainly use mental health services but their requests do not enjoy any priority; the services do not correspond to their needs and do not take their private lives into consideration. Women with mental health problems mare often turn to General Practitioners; they are mare frequently admitted to psychiatric hospitals, are twice as liable to get a diagnosis of depression and anxiety, and are three times more likely to be prescribed minor tranquillisers" (S. Dunbar, S.B.).

Corresponding to this image of the high incidence of mental health problems in women, is the analysis of areas of poverty and social outcasting of which women are still, unfortunately, the chief victims. Women can still be found suffering from political and economic subordination even where there is high economic and social development.

"Despite the improvement in the status of women, working women are badly paid, do jobs which are poorly thought of, and constitute a great part of the poor, ignorant and disinherited world population. In addition, they are barely represented in centres of political, organisational, didactic and administrative power" (M. Kastrup, WHO).

Here are two quotations:

· one from the Cairo Congress of 1987, organised by the World Federation of Mental Health and coming from the declaration in Mexico during the international year of women (1975): "women from all over the world, despite any difference between them, share the painful experience of being treated in an iniquitous manner"; 

-
and the other from the World Conference in Nairobi, held in 1985: "for women in particular, equality means a recognition of those rights which have been denied them through cultural, institutional, behavioural and attitudinal discrimination" (S. Dunbar).

These quotations are evidence of the numerous manifestations of inequality far women throughout the world and not least the inequality of women as far as mental health is concerned. Sexual discrimination can have very harmful effects an women's psychological health and is reflected in the organisation of psychiatric and mental health services which specifically damages cur health, bath as women who work in the sector and who benefit from the health service.

"Depression mainly occurs in those who have the least possibility of achieving any social power and with almost no control over their own lives. Women, women with children, and working-class women; Coloured women are oppressed in that they are women, as well as being coloured, and have even less access to social power. Sex, race and class taken together, form an interdependent system of oppressive forces. In Great Britain, women with young children are often subject to social isolation " (H. Hunt, G.B.).

The oppressive situation connected to the mental pathology is dealt with in the interventions of Ghita El Kayat (Marocco), Custodia Mandlhate (Mozambique), and Gabriela Charnes (Chile).  A country's difficulty in developing, or its poverty, or even a political upheaval are structural conditions within which the circumstances of women's lives are marked twofold, by oppression and social autcasting.

The international data favour a connection between straitened living conditions and a major onset of mental disturbances, and indicate women as a major risk category.

Italian data coming from the research of Labos (R. Frisanco and M. Lunetta) seem in some ways contradictory. The research project on a sample of mental health services in Italy (both dealing with admission and outpatients) point to a high presence of men in areas concerning admission and, on the other hand, a high presence of women in dealing with outpatients.  Research carried out in General Practitioners' surgeries show a distinct majority of women who turn to doctors with mental problems. 

The hypothesis of a lower presence of women staying in hospital must be considered alongside the most common type of request by women on the services: 

"to be helped individually, preferably at home, or, failing that, as outpatients, maintaining, at the same time, a certain secrecy and trying to separate themselves the least possible from their place of work (the home)". 

The attitude, towards reducing to a minimum the treatment duration and avoiding any distancing from the family, is generally shared by other members of the family (unless there are very serious behavioural disturbances which is less frequent in women than in men). Also the domestic work and responsibility are, for as long as possible, still shifted onto the woman's shoulders by the members of the family.
The most common expression of female malaise is depression. All statistical data agree on this point. Traditional psychiatrists also agree on this and among them there is a tendency to debase female malaise which is considered of minimal pathologic al importance and enjoys "minimal prestige".

Depression thus becomes the central topic in analysing female suffering; it is at the care of all research into distress as it is a typically female phenomenon portraying to the outside world the difficulty of living in a state of subordination.

The most common aspects of depression are considered alongside representative features of the female role: dependence, weakness, lack of autonomy and aggression, low self-esteem, etc.

Brigitte Haller (Monaco) has drawn attention to the fact that the questionnaires on depression include questions an behaviour, which also form part of the research on how the woman adapts to her role. "Through depression the woman is confirming to herself, and others, her weakness, her lack of control aver her own life, her sense of uselessness.   Consequently, depression can be interpreted as a constant reaction to the feelings of loss of control, oppression, low opinion of her own abilities" (B. Haller).

The following intervened extensively an female depression and its high occurrence within the female population in general: Patrizia Romito, Emilia Costa, Paola Leonardi, Caterina Arcidiacono, Rita Fichera, Julia Brannen, Jenny Popay, and others.

The analysis of depression runs on two parallel tracks: 

· the investigation into the female role and model which tend to lead women towards a depressive life style; 

·  the investigation of medical and health contexts in order to analyse the type of question put by women to medical services and their most frequent replies.

All research studies have highlighted a high incidence of women wanting psychiatric help, even though a high level of insatisfaction has subsequently shown up in the type of help received.      Sociologists and clinicians have come up with different interpretations far this.

This problem is fully put into perspective by the intervention of Jenny Popay, the English sociologist. "In a recent article in the British Medical Journal, discussing the differing mortality rate between men and women, Alan Silman concluded that 'men may die younger because they have a higher-risk life style and should perhaps adopt a more healthy one'. But he notes that there is an 'in cauda venenum' implying that much of a woman's later life span is of a poor quality with a high risk of social isolation, poverty and dementia.        

This is not the only surprising result because there is tangible proof that women, during their lives, irrespective of the period taken into consideration (a day, week or year), face greater health problems than men. There are various explanations far this excessive pathological state in women rather than in men: women are naturally more inclined to express a state of malaise (social induction model); women fall ill mare frequently because of lower life styles (social causality model)". The statistics, which turn around the first hypothesis, are very contradictory and do not show the tendency of women to consider certain situations of malaise as an illness. However it is difficult to make a distinction between a real experience and a phenomenon (such as tiredness) and the subjective perception of the real seriousness of the phenomenon (J. Popay, G.B.).

The interventions of the female researchers converge in individualising a poor state of health in women and especially of mental health, both as far as analysis and research of the population, in general, and of those working in psychiatric fields and using medical services, are concerned. Great difficulties arise in individualising specific      risk factors  which justify  the high permeability in women in experiencing illness.

Every intervention has explicitly, or implicitly, referred to the significant connection between female disease and the circumstances surrounding their lives.

We can see in this aspect of the research some difficulty in expressing opinions which agree with each other; while there is great homogeneity of opinions in the clinical practice of women. We can put forward a hypothesis for this. In considering the two areas of research: we believe that in clinical research, women are essentially directly involved in the approach to a problem (the clinical case), and in the necessity to transform old practices and use new methods, to give prominence to female suffering; on the other hand, in a sociological type of research it is not always possible to carry out a direct study of phenomenon,  we wish to analyse (consider the extensive population studies) and this leads to an incorrect use of methods which should point out an exclusively female phenomenon.

One of the aims of this seminar is to begin to build an outline to the problem and initiate a pattern of interpretation.

The first disagreements concern the age at which one is most at risk: for some it is during youth, for others middle-age and others, old age.

Clearly these disagreements result from the various fields adopted for the study, the mentality of the researcher and the lack of hypotheses to guide the research.

Let us look more closely at the Italian statistics: the study of the services (both for admission and outpatients) indicates an alder age in women than in men. This varies from 40 to 60 years for women depending on the different geographical areas. This statistic seems to confirm certain (predominantly male) hypotheses that point to a loss of a sexual role and of procreative ability on the one hand, and a distancing from the children on the other (the empty nest syndrome), as being the most common cause far women falling ill.

But this statistic contrasts with other research studies (Brown and Harris, for example) and with many statistical data from clinical studies.

Women working as observers of the phenomenon mention (in case there have been previous moments of illness in women who are rather alder) the presence of younger women as the most frequent statistic (25 to 34 years old) and a new surge of very young women (adolescents in a ratio of 9:1  with respect to men;  B. Iaccarino).    

 These contradictions lead us to focus on the methods of collecting                  data. Women are likely to escape from places where they have minority representation and group together in others. We have already seen that women seeking help prefer to remain outpatients, rather than receive residential or semi-residential care; they (or their families) prefer to reduce to a minimum any separation from their environment, and they prefer to maintain a certain secrecy and isolation. This is why women in Italy very frequently seek private outpatient help and, depending an their cultural level, find a medical-pharmacological or psychotherapeutic solution.

This tendency is reversed when the public services are equipped to handle this initial request by women; or where specific services have been established (far example in Naples) in which case you can witness an increase in requests for help on public services to the detriment of private centres.

Although it is necessary first to evaluate the contexts, preferred by women in seeking help, it is also important not just to collect "age" statistics during women's first contact with a service. It is very common for people turning to public services to have already received medical and psychiatric help (in private contexts or from their General Practitioners, etc,) and  therefore the age when the disease began does not correspond with the age an arrival  at the centre where the study is being carried out. Collecting data in this way obviously raises the age at which mental health problems first occur.

This interpretation seems correct if we consider the data from the same research studies (Labos, R. Frisanco and M. Lunetta) on the demands made an General Practitioners. Here the sample referred by the doctors to specialists consists of female adults of an average social and cultural level. From this perspective data collected change, showing a marked predominance of middle-aged women  as suffering from mental disturbances and not old aged women.

These contradictions are of value as showing that, within this study, the  places and types of request for help made by women were not well represented. In the future, sociological research must equip itself with instruments and methodologies which, thanks to their formulation, bear in mind the more recent history and geography of each country and of differences of lifestyles between men and women.

There are also varying statistics regarding the high risk of illness in women. Some researchers show a tendency towards a homogenisation in male and female suffering. Paola Leonardi quotes some research studies in which there is a clear -increase of depression among men and a general increase in mental diseases.               

A first hypothesis concerns a possible change in the general consideration of disease: this implies considering mental diseases in a less deterministic and sub-divided way (particular type of behaviour, type of symptom, type of disease) and connecting it more closely to specific circumstances of people's lives.         

A second hypothesis, concerning the eventual tendency that mental disease is a majority female problem, could be drawn from the insufficient differentiation of methods of collecting data.  It can always be supposed, as long as the researchers do not indicate the specificity of their methods as far as sex is concerned, that the information channels and compiling of data are not very representative of the lives of either sex.

We can now move on to analyse other aspects of these studies: the factors and determinants of female disease. We shall skip the biological hypotheses which have been considered unsatisfactory by all the researchers and evaluate instead the data concerning the social conditions of women, their status and role. Many research studies regard the individuation of certain factors in women's traditional lives as justifying and explaining the development of illness.

We shall list some of these factors/situations which represent the tendency in present research studies. 

· Marriage shows up as a risk factor for women and a protection factor far men; 

· being a housewife = risk factor; 

· work outside the home = protection factor; 

· double work (housework and work outside the home) = risk factor; 

· having three children under 14 = risk factor; 

· lack of support or help of friends = risk factor;

· lack of a confidential rapport with your partner = risk factor. (P. Leonardi, C. Cappelletti, R. Fichera, P. Romito, J. Popay, J. Brannen, and others).

Economic conditions and class differences, in all these research studies, constitute a corollary for other factors: they can (but do not necessarily) lend great weight to this, or that, factor; however, belonging to a disadvantaged class is not directly correlated for women to producing or showing signs of mental disease.            Things are different for men: research generally indicates a correlation between class, economic/work conditions and mental disorders. (M. Caredda, A. Pitoni).

The complexity of this argument must be put off to individual reading of the interventions; here we simply want to highlight a move towards a possible development of the question. The individuation of a single factor, represented by one situation or another (marriage, etc), is not satisfactory in explaining the contradiction between many male and female researchers. If the attention is shifted onto the research of a common shared condition, there is room, and an explanation, for each of the individual factors as being considered risky far the life of a woman. We have thus resolved the contradictions between researchers by attributing them to differing view points which should be considered as partially, rather than really, conflicting.

This common and shared condition is, in our opinion, sufficiently traceable in the female role that is organised around the concept of maternity.

"The female roles are constructed in such a way that their victorious approval forces the woman into a life of self-denial. (H. Graham in J. Popay) .  

"The characteristics of being maternal are part of gender identity and not specifically far those who have children. Female immediacy, orientation towards people's needs and being maternal are differing expressions and conceptualisations but all describe the attention of women to those surrounding them." (C. Arcidiacono).   

"The maternity model is a social behaviour model, thanks to which personal needs are expected to be put aside to the advantage of the needs of others. Maternity is the prototype of a relationship of dependence and protection, within which the person who is defined as socially dependent and in need of protection, is given a series of tasks to do, not considered as work but as services provided in the interests of personal realisation". (E. Reale, P. Orefice, V. Sardelli).

Jenny Popay indicates in her intervention three interesting aspects of the social and sexual roles, which can be correlated with the quantity and quality of mental disease: work, responsibility, expectations.

"The job of being a mother - in all the research studies carried out on roles - appears as the most stressing, which implies a huge sense of responsibility, incomparable both with that inherent in other types of work and with the job of being a father. Even the expectations are incomparable to those of other jobs or roles; mothers are those women who always manage to cope".(J. Popay). 

Expectations regarding this role cannot be precisely defined and can assume excessive dimensions. The lack of defined rules checks the tendency in women to create any rigid rules and the feeling and experience of being inadequate and incapable can be produced. Being a mother takes on the comprehensive form of giving a service (Romito, Reale, and others), which not being defined or delimited like the duties. it incurs, creates a situation of total availability,  like ",always being there to satisfy the needs of others".

          In the maternal role we find the possibility of understanding how a certain type of female dependence is built and shows up in situations in which the woman, although not originally being deprived of personal resources, becomes so, because she puts herself at the disposal of the resources of others. (look: discussion about the creating of the concept of dependence in R. D'Amico).

The particular characteristics of the job of being a mother direct female behaviour (attitudes, cognitive processes, types of social and emotional relationships, etc) beyond the sphere of looking after children and looking after those who make up a typical family.

The particularity of being a mother and the central role it plays in the woman's life (it defines the criteria of what is the norm and what is female deviance) provide an explanation of why certain conditions which constitute a risk for a person's mental health are established. If we take, far example, the lack of help from friends, or a supportive  relationship, or a confidential rapport with one's partner, all factors which are related to female disease, they cannot be considered as occasional or accidental events in a woman's life but should be evaluated as situations required, and wished for, by society in order to fulfil, correctly, the function of being a mother. 

These situations (called risk factors by many male and female researchers) do not only occur in particularly deprived social-cultural contexts, but in socially advanced ones, too, when, far example, despite having the real possibility of supportive relationships, women, tend to deprive themselves of them. Let us consider another factor: the lack of a confidential rapport with one's partner. This situation is not attributable to any single woman or to any single couple, but can be considered a consequence of the specialism of the relationship of the couple: on the one hand the                         woman-mother with her exclusive ability as far as education, help and emotions are concerned, and on the other the working man with his public skills as far as cultural  and socio-economic matters are concerned.

Another characteristic of being a mother is that most women consider it tiring without effecting any easing of the fatigue (J..Popay, J. Brannen). Fatigue and tiredness due to being a mother are clearly correlated to mental disease. 

A woman, conforming to the idea that a mother "always manages to cope", puts up with tiredness and this burden beyond what can be considered right, from the point of view of protecting her own health.  Tiredness is often suffered and accepted as an inevitable aspect of one's life: in this way it does not cause alarm nor does it provide the woman with a sign of the need to change. This lack of recognition of tiredness as a sign of an overworked body in need of rest, change etc, is the first step towards a situation of malaise in which tiredness itself, (not correlated with effort, fatigue and work) is experienced as the first sign of a mental pathology.

"Fatigue is an extremely positive element. It is a system of premature signals from the organism, taken as mind-body, indicating that certain elements and mechanisms within the whole body-mind are being worn out and if stressed further could lead to a break-down. The signs of fatigue should preserve the integrity and psychophysical well-being. Fatigue is not always recognised in this way: thus the efficiency of using this system of signals depends an the knowledge of them. A mental model or general understanding is always needed in order to point out these signs and activate ways of handling fatigue." (S. Bagnara).

The model of being a mother does not include an adequate model for fatigue; since the job of being a mother is not considered as work, any reference to physical or mental effort, and therefore to tiredness, is excluded.

Being a mother and the functions it entails (being on hand to satisfy the needs of others) can be seen in various situations: in marriage, both with and without children; in unmarried women, bath adolescents and adults. The most recurrent situation is undoubtedly that of being married with small children, because, at the stage, the women's expected functions are most numerous and most general.

In all the cases we have mentioned, there is always the concrete possibility that the carrying out of such functions will mean sacrificing more important aspects of personal realisation.

These functions exist for a full-time housewife and a part-time one (the woman who also works out-side the home); both for the housewife and for the so-called emancipated woman, being a mother can create the conditions of isolation, suppression of personal needs, lack of the help of friends etc.

When all is said and done, the analyses of being a mother and its characteristics (responsibility, expectations, models, tirelessness, dependence on satisfying the needs of others, etc.) can form the central point of observation of the risk factors for women. T

The analysis of all other aspects of the role, and the research into the cultural and economic differences between women and the effect they have in creating types of disease can all be orientated around this observation. (J. Popay, M. Bourgon).

2.
Clinical Research

The contributions of various experiences to do with clinical research and practice are characterised by greater homogeneity. The themes debated are the same as the wider sociological studies: work in the home, double work, dependence, self-esteem, division of abilities between roles, etc.             

 In the light of clinical experience these subjects take an a unity and concrete state which comes from its direct rapport with the daily experiences of women. 

Clinical experience can therefore better organise research in a social field by supplying a more precise picture of the organisational structure of the female role and how it interacts with the outside influences (the request for a role coming from the context) and internal influences (how this request is undertaken). 

Every intervention centred its observation on one or two problems of clinical practice in relation to the need to change female malaise. Each of them showed a series of premises, more or less defined, which were homogenous, and in agreement with one another, in the majority of cases. 

In fact, in each intervention the medical-psychiatric type of critical practice and its diagnostic-curative criterium could be seen. (C. Saez, Gonzales de Chavez, C. Gonzales Naguera, L. Valdueza, V. Sau, J. Colom, A. M. Daskal, C. Ravazzola, K. Benum, T. Anstorp, A. Clasen, B. Haller, B. Frosio, M. Maguire, V. Sardelli, and others). 

The diagnostic moment is substituted by the analysis of everyday life and the revelation of  women's difficulties in carrying out the requirements of their role. 

Listening to the suffering, which is hidden in the symptoms, is the core of every intervention.

All elements which make up female disease have bean brought into the foreground: passivity, sense of weakness and inability, underestimation of oneself,          absence of desires and plans, tiredness, sense of emptiness, lack of a point of reference, hyper estimation of role models (being a housewife and emancipation). 

The suffering of the housewife came to light (C. Saez, L. Valdueza, C. Gonzalez, L. Govoni, A. M. Daskal, and others), and the suffering of the emancipated woman (C. Schweizer, C. Haw, T. Anstorp, B. Haller, and others). Both considered in a homogenous way, despite referring to varying social, cultural and economic contexts. 

A very precise definition of the type of risk predominantly run both by housewives and emancipated women has come from this clinical work. 

This following testimony comes from some female Norwegian researchers on the risks of emancipation: "when the structural oppression of women is no longer obvious, as is happening in Norway today, you can only reproach yourself when things  go badly.

With respect women in general emancipate women are often more convinced that "its my fault and I mustn't give in." 

From the English point of view, L. Doyal says: "to day the significant probability that paid work damages women's health is becoming clear".

 That is because women suffer equal, if not greater, subordination in work outside the home, and because the type of work that women in general do, is often an extension of typical female educational, help-orientated activities. Work outside the home tends to conform to the same criteria of subordination as work within the home: it is based on emotional and sexual availability, on controlling the well-being of others on being  ready to satisfy the needs of others. 

The analysis of  the role of the housewife  and the emancipated woman shows up specific ways in which female disease is expressed; each researcher then puts this into perspective against daily life and how the sexual role is carried out. Everyone found the diagnostic categories either inadequate or foreign to the understanding and representation of disease.         

Only the category concerning depression was used by women experts: but it does not only represent a group of specific symptoms (like in the classical nosographic representations) but also a typical existential condition. Depression is an extension of the normal characteristics of female everyday life: lack of self-esteem, of plans, of relationships, a sense of inability, etc. On the other hand, depression is also a change of perspective in a woman regarding her own life: this is not seen as resulting from relationships that have gone wrong or from "unhappy experiences", as depending on a subjective pathological state. Suffering from depression a woman feels unwell but she does not attribute her malaise to her life; often, not knowing to what she can attribute it, she attributes it to herself. 

Objectively there are no great behavioural differences between women who are, or are not, considered depressed; but from a subjective point of view, the depressed woman, in being ill, only attributes to herself the difficulties, the dead ends, the lack of space and perspective of her life.

 Within this common condition of suffering, perceived as an illness, symptoms materialise:  proof and affirmation of the physical and mental change. The symptoms are grouped together as to their incorporeal ways of being expressed by women (they tend to follow classical, nosographic divisions):  hypochondria, psychosomatic diseases, hysteria, anorexia and bulimia. (B. Frosio, Bleichmar, E. Costa); obsessive disorders and phobias: fears that touch on all aspects of daily life (B. Haller); mental states linked to an interpretation of disease remote from the real condition of subordination and oppression (most depressions and psychoses). The symptom is considered and interpreted as a subjective process within the general perception of illness (depression) and as proof of the person's own health/illness, function/dysfunction. 

The symptoms, which hide within a changed perception of oneself (like an ill person), are rooted in everyday life. They are the sign that the woman has adapted to her role and has given up the struggle in asserting her personal needs. "Thy are not adapted, as a strategy, to resolving the problems" ( B. Haller).                

But the paradox of the symptom is this: once the struggle of the woman adapting herself to the requests made an her, and giving up her personal point of view, is                                             resolved, the woman loses all her energy, interests and drive for life.  Thus having given up satisfying her own needs, she has no longer any energy left to satisfy those of others (the prescripts of her role). In her everyday life the woman can play her role until she succeeds in cultivating her own interests by adopting intermediary strategies. 

When meditation is no longer possible and the woman must even give up this minimal expression of her own interests, then the carrying out of this role is no longer feasible. In illness, the woman expresses at the same time both  the impossibility of being as  she wishes ( not adhering to her role) and the impossibility of being as she ought to be ( adhering to her role).

The symptom is seen - by all those who intervened - as a signal and indicator of the wish to change an oppressive life style. But the meaning of the symptom is concealed from the woman by the perspective of the illness in which it lies. In order for the woman to understand the hidden meaning of the symptom she must needs go over all various phases of her life : in doing this the reasons can be found  for the necessity to stall an ongoing situation which has become intolerable.

The experiences in a woman's life are guided by the analysis of the changing stages of the sexual role: adolescence, marriage, pregnancy and maternity,        menopause. During these stages, there is a concentration of requests on the woman's role, which can overburden her and cause the outbreak of the conflict "between what the others want me to be and what I want to be". The woman considers and evaluates this conflict  as going on within her mind between what one would like to do, and should do (the perfect model of the female role) and what one never manages to do. Interventions on this were as follows: P Cavalleri and Fiorella Monti, on pregnancy; Bianca Iaccarino, on the adolescent stage; Katherine Scheweizer and Eugenia Omodei, on the period after birth of children and an the menopause; Adele Nunziante Cesaro, on the menopause; Julia Brannen, on returning to work after the birth of children. 

In each intervention we can review the various stages of a woman's life and the difficulties highlighted in them: they are not interpreted as hormonal changes, according                       to psychiatric tradition, but as changes in how the woman adapts to her role, and to an overburdening of prescripts and requests. Among these various stages, that of maternity is the most risky.    

The clinical research clearly gives us a significant correlation between disease and the maternal role.   Maternal behaviour is learnt from the  preferential relationship between mother and daughter. This relationship, also full of risks for mental health, creates concrete role models of perfection and personal sacrifice. The real mother is often Assume as a reference model on which to measure one's own inability to  adapt to a role (A.Gonzalez de Chavez, M. Maguire).                    

The role of the daughter is often excessively burdened; this happens in adolescence, when the daughter is asked to take on a substitutive, or supportive role from the mother. What's more, the mother often assigns the daughter the task of satisfying unaccomplished projects and personal desires: in this case the mother wants the daughter to carry out a role as an extension of her own life in trying to realise suspended or failed projects.

The need to make the woman take an a certain role of providing help for others, can lead to the use of violence as a means of persuasion.

         This includes physical violence, maltreatment, but also and above all,          psychological violence (V. Sau, J. Colom, M. Giancane, R. Lentini, A. Delephine, C. Steinke).      

Violence is an important element in the formation of an illness, but once the illness is evident it is no longer recognisable by the woman as the cause of her malaise. 

According to Sheilagh Hodgins the violence expressed by women is insufficient:                this research underlines the specific stages  of female violence .    

This is chiefly directed upon oneself and the children, the latter being considered, also according to the dictates of the role, as being an extension of one's own life.         

The therapeutic intervention is common to all those reporting on it: It involves an intervention specifically directed towards women, and by women, who have recognised personally the mechanisms of subordination;  it  is an intervention from one woman to another whereby  "both are experts: the therapist on how the changes come about,  while  the patient on the content of the changes" (T. Anstrop, K. Benum, A. Kari-Clasen). The course of therapy corresponds to one or more phases in which suffering is apparent as represented by the woman through her symptoms; these are connected to her personal life story giving or creating a way for a recognition of oppression, violence, limitation, dead end created externally (from the context of her life) in the name of recalling legitimate and perfect role models; behind the symptoms         the strategies of   adaptation to the prescripts of the role can be individualised.   

      After listening to the symptoms and putting them in context the intervention continues to realise the behavioural alterations and dysfunctional attitudes which are expressed by female needs: the underrating of oneself is reversed; the false dependencies are destroyed (R. D'Amico); the attitude towards being available for others is modified; needs and personal desires are strengthened,  recovered (from personal life history) or discovered; the woman is supported in installing practical changes as regards the organisation of her daily life (reorganising household chores, redistributing  abilities , delegating  some tasks. etc).          

The therapeutic relationship can be individual and/or group: in each case there is always the need to recognise in one's own disease a  collective oppressive situation, and to reconstruct a less oppressive female identity as far as tasks and role duties are concerned (C. Saez, M. Bourgan, L. Valdueza, V. Sau, K. Benum, T. Anstrop, A.          Kari-Clasen, C. Bertarini, M. Monti, L. Govoni, E. Reale, V. Sardelli, H. Hunt, E. Costa, A. Gonzalez de Chavez, B. Frosio, M. Maguire, B. Iaccarino, and others).   

Lastly, woman- to woman therapy is based on the criteria of solidarity and self-support:  "Let's consider  therapy as a process of  individuation of  women, which means being aware of one's own abilities, finding one's strength, aggression, becoming aware of one's body and esteeming oneself and other women. 

 Let us reflect in a critical way on the relationship between patient and therapist, above all concerning differences of authority and power; for this reason our         methods must be visible to all and should not include any process of labelling" (B. Haller).          

From this type of clinical approach arises the problem of building a new female identity, which is able to change at its very "core" the conditions which create the disease.          

A new identity cannot be found sitting round a table, neither can it be defined, once and for all: all those women who intervened in  the seminar are more than conscious of   the risk, of  substituting new and  more sophisticated behaviour models far old ones.         

Thus no intervention pretended to be able to supply alternative models of well-being, still having the same codes as the previous ones. The search for a more ample well-being is going on today for all women within their own history of disease, and proceeds in a daily lightening of the burdens of responsibility and the sense of a freeing         of energy, which can occupy and extend into several fields and environments (G. Lo Cascio, M. Marino, G. Badolato,  P. Collodi, the  Belgrade Group).         

In the debate great attention was given to the problem of reproposing         strategies of subordination between women as well (L. Govoni, G. Fiore, R. Rocca and others).

3.

The numerous sociological and clinical research projects are evidence of the growing interest of women in the field of mental health. This part of research is being carried forward by the efforts and desires of women to transform the criteria, the procedures which are ultimately oppressive and disadvantageous for them. The involvement of public cultural and health institutions is still in its initial stage, especially where, for several years, data have been underrated as regards the need for progress and development in female acknowledgement.

Women from various countries intervene in the Seminar on behalf of the following institutions: the Italian Research Council; the French National Institute for Health and Medical Research; the Norwegian National Institute for Research; the European Economic Community; The World Health Organization; The Canadian Health Ministry; The English Consumer Association. The involvement of public institutions in many countries is still very recent, whereas for others, like in Quebec, Canada, it has been active for the past ten years.

It seems necessary, however, to underline that this interest by the institutions increases thanks to pressure applied, and requests made, by women. Therefore, on closing this Seminar, we can set ourselves a first common goal: 

- to make our presence felt, from today onwards, in every country and institution concerned, as professional women, and female researchers and users of services, an show our desire to build a homogenous basis for experiences and observations on women's health.

Having in the introduction advocated the possibility of working together, conserving one's individual geographic and cultural differences, it seems feasible at the end of the Seminar to achieve such an aim. The topics discussed and the proposal put forward make up the framework for an initial task to be carried out harmoniously, and proposed as the object of the debate of the next seminar which will take place in two years' time in Oslo (1990).


The interlacement between sociological and clinical research is of great interest: it is nourished by efficient interaction between  the  two fields. Both branches (social and clinical) systematically compared  an proceed in a more satisfactory way towards criticism of the traditional procedures and theories.

The object of a common observation of these two sectors of research must be: social statistics of female oppression and subordination, present in both female roles (housewife and emancipated woman), how it is rooted and concealed in women's individual everyday lives, its transformation into a subjective statistic of illness and disease.
The coordinates of such an observation  must be defined; they cannot be supplied by: a. a study of social organisation with a precise description of women's subordination in each case; b. giving attention to distress trough individual specific situations in which the woman has confined her own abilities, interests and resources by being called to provide a service - part of the maternal model - advantageous to others and satisfying the needs of others.

Once of state of mental disease has been defined, research should turn its attention to race, class and cultural differences present in women.

This should not be an attempt to separate women into diverse categories but no create the possibility of more efficacious interventions (M. Bourgon, J. Popay, L. Doyal).

Research must not simply be a study of present conditions of disease or of the repression of individual disease ( The traditional clinic approach); it should, along with moves more representative of women's complex needs, give a perspective of social-political solutions to repressing general conditions of disease ( declaration of, and struggle against female oppression, wherever and however it appears).

In research into new ways of treating female mental disease continual critical analysis of psychiatric techniques and theories must not be forgotten. " We must question all we have learn from psychiatry: diagnosis, rehabilitation treatment, general treatment" (C. Saez). On denouncing psychiatric treatment, research must be followed up into the hypotheses that there is extreme confusion in medical acknowledgement of mental disease. Clinical research into how female disease is expressed must collect systematic data - to set against those traditional ones - on women's lives, on the symptoms linked to carrying out their role, on subjective experiences which lead to person considering herself ill, on relative socio-economic contexts. Even new theories and practices must be liable to criticism and modification: 2 It must not be forgotten that even criticism is part of a predominantly male dominant cultural context and that no one of us is exempt and immune from the influence of this type of culture" (C. Saez). In addition, " a new acknowledgement of women must not constitute an instrument of power and oppression in some people's hands (new health specialists): it must find a way of being distributed among all women as a collective acknowledgement "( C. Saez).

In conclusion let us examine the operative proposals to be found in the many interventions.

Let us begin with the general proposal to transform the places, areas and methodologies of the science, in order to allow for difference of sex: " first of all we must expect public research, paid for also by women, to collect and group data in such as way as to distinguish by sex, and to present the results according to this distinction" (L. Menapace).

Social research must therefore always distinguish the object of its study into male and female. This Seminar has shown how research arrives at contrasting and varying conclusions when unsuitable data is supplied from means used to collect them and the difference of sex is expressed in a certain way. As far as research into women, and especially in mental disease, is concerned, everyday life must be carefully studied, in view of the subordinate relationships which loom up in clinical work, too, as being implicit in mental disease.

 The WHO's programme to promote women's health shares the ideas of this move. It intends initiating specific projects for women's mental health which concern strengthening collective health and improving environmental conditions and life-styles connected to health and health services. (M. Kastrup).

The type of research, which seems to be moving towards a higher awareness of disease and to promoting health, is moving towards building a network, an interlacement of facts and relationships organised according to sexual relevance. Interest is dealing for a type of research which seeks isolated and separate facts and events of everyday life, and does not provide for their significant dependence (think of the fact/experience/model of maternity which orientates and organises itself around every other female daily experience).


Rebecca Fuhrer's project provides a study of the relationship between mental disease and work outside the home, arising from an understanding of the relevance of housework and the role being a housewife. Unlike studies of male disease, where paid work is directly related to mental disease, in this study to do with women, the analysis of work outside the home and the possibility of its causing disease, comes from the analysis of the relationship with family life. "We suggest studying a multifactor model, whose variables represent some aspects of the professional and familial context and personal characteristics which can influence the appearance of mental disorders in women".


Another research project presented here (P.Leonardi and others), concerns the development of depression as a model of female suffering. A focus of this research is the analysis of aspects of a woman's typical day: work, family (both present and original), herself, free time. An analysis of behaviours, attitudes and experiences took place for each environment. 
There were three sample groups in the study those using the service, a group of women belonging to the same community, and lastly, a group of women "aware" of the mechanisms of subordination (privileged testimonies). Even in this research programme we can see the intention of overcoming methodologies which separate fundamental and interrelated aspects of a woman's life from each other and supply a confused and distorted "picture" of disease and its causes.


English women researchers also hope that research will develop the analysis of data regarding interconnecting aspects (J. Popay and others). Research into the link between mental illness and social roles must be carried out on several parallel levels: work, expected role responsibility, concrete possibilities of fulfilling the obligations of the role, advantages to be gained, ideologies referring to the gender, social class and ethnic group.

Even research into dependence shows signs of a changing perspective. Female dependence is  longer studied as a character, or psychological structure, but not as an economic and social relationship rather than an emotional one. Dependence becomes a way of expressing the giving of a service in which intentions, resources, instruments and goals must be defined.

Dependence is defined as a complex situation in which, on the one hand,  the woman is denied means to fulfil her intentions and goals (this lack of means is justified by the type of rapport that society has   with women: that of guardianship); an the other hand she must carry   out a service for which she must put her own resources at the disposal         of developing those of others.        

 Now let us analyse those proposals concerning the organisation of services for women. 

        There are essentially, two types of proposal: specialised services for women who have already begun to develop an illness and create symptoms, and who have already had psychiatric treatment; and public health services for women with specific problems who have not yet  developed an illness.        

 The first type of service involves the women knowing how to perform  all the tasks required of her by the health organisation of her country, changing right from the beginning the medical type of intervention: from a restrictive- normalising one, to promote research of a freer female identity. The research carried  out in traditional         centres of psychiatry should   therefore link itself still more to everyday  life in order to develop methods of approach to mental diseases which, in the "psychiatric crisis", individuate the moment and the place of change (attitude life-style etc). 

"At the Scottish Convention of Women's Health in 1983, women asked for specialised services, which offer practical help and necessary support in creating an alternative to cures. They asked to be going into hospital and to psychiatric able to understand the reason for their mental crisis within a safe environment" (S. Dunbar). 

As regards the rapport between these services and the present organisation of mental health services in Italy, they must consist of  female professional personnel without a heavy leaning towards doctors. They should be part of the local health service environment and welcome all health-related requests made by women; this implies that the services are competent in listening to the question and supplying an outline initial-reply to the problem. These services should be able to take an the complex burden of being used by women without referring this to other aspects of treatment. Lastly, despite being female-run services, they should not propose any sort of image of being maternal: i.e. a passive taking on of a burden in which the woman, although being supported, is not prevented from experiencing her own growth and autonomy. On the other hand, services which recognise in a woman- to- woman (user-professional worker) rapport, female capacity and skills which are usually unconfirmed and denied. 

In a different (non-psychiatric) environment other public health services are being developed at the same time. Services which do not aim to cure an illness, but  propose, through developing female  awareness, ability, interests and skills, making the risks of illness more remote.

The interventions proposed an increase in this type of service, which despite being part of a. health programme, have a direct rapport with women's  everyday lives. Heather Hunt, who works in primary care (the first moment of contact people have with the National Health Service)   in England, has developed a course of self-esteem and self-assertion  for women with  young children.   Reference is often made  to   self-support groups, promoted by women to help specific problems : how         to organise housework, and work outside the home, difficulties in social relationships and in developing one's own  capabilities and skills.         

Some training courses have been organised (in Brussels) far women who        have given up working outside the home during maternity, or with young         children.   During these courses, women can rediscover aptitudes, desires, interests, which have been disregarded because of commitments assumed in carrying out work within the family.        

 Support groups and initiatives for maltreated women: refuges have been         created for women who have suffered physical, sexual or even psychological violence.  Here, women rebuild their identity and a better awareness of the mechanisms of violence so as to develop better strategies of defence (Collectif pour les femmes battues; Liege, Brussels).         

There are also other groups for women alcoholics: "many studies have         pointed out that women and men drink in different ways and for different reasons, that the psychological consequences of drinking are different and that society reacts differently to male and female alcoholism. (L. Doyal). Self-help groups also exist far transitional  phases in women's lives or specific situations of distress.         

The programmes of voluntary groups  in Chile (B. Charnes) for women's         health allow  for the provision of  courses, seminars discussion groups with the aim of:  a. increasing the ability in women to express themselves emotionally, and communicate;  b. increasing the ability of analysing their life-styles; c. improving their own self-image; d. reducing the risks of symptoms and mental pathologies.

The risks, often present in institutionalising initiatives for women, must be taken into account in organising preventive health programmes. As regards this, the Quebec experiment (M. Bourgon)  is a good example: "Besides the positive effects (formal discussion among power lobbies in defence of women who have provided certain financial support, although insufficient today), two negative effects show up in the institutionalisation of feminist intervention into the field of mental health. 

One is the proliferation of specialism in coping with the problems and difficulties of everyday life, in compliance with the annual programming of financing, which provides each year for a central  theme (the year of the battered woman, the alcoholic, the depressive woman, etc) . The other effect is silencing coming  from State intervention: "You don't need anything now, you (women) can't pretend otherwise", etc.  In this way the risk is run of proposing a fragmented vision of women' s lives,  divided in  an artificial way , and of arriving at very precise intervention techniques (how to act in the case of depressed, beaten women etc), thus losing the overall picture of subordination  and oppression.

To avoid the risks of female specialism and "technicism" there is a need for a third type  of initiative for women, parallel to the previous ones of specialist and basic health services. This other initiative should be taken up -in debate- by those in Italy who work in Research Studies Centres and women's  Cultural Centres (T. Battaglino, N. Crocella, S. Conte, and others).

 This initiative, in our opinion, should run parallel to the other two and follow along the same lines, in order to allow for easy exchange of experiences. 

As far as information is concerned there still remains a lot do: 

· information  programmes must be carried out for women in various institutions: schools, place of work, etc.; 

· other information programmes which examine the harm of duties, relationships, relative risks of different places according to age and stage of life, etc.

Let us conclude this synthesis of the intervention and the debate by suggesting the putting into action of two common programmes to be verified at our next seminar in Oslo:

· a programme of training seminars for health personnel (both general and specialists) into the difference of sex in the field of mental health and the method of approach to disease;

· a research programme which covers all nations and is multicentred, embracing many of the topics discussed in this seminar.

For each of these programmes, each intervening (or group) can draw up concrete proposals about methods, fields, instruments. It would be opportune for each proposal to have some connection with its own National Institute in order to define the concrete possibility of accomplishing the programmes.


In addition, these programmes can also be presented to international organisations like the WHO or the EC, both to broaden the proposals and to widen participation.
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