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Mental Health Europe (MHE) 
 
 
 
 
 
 
 
 
 
 
 
 
A European non-governmental organisation committed to: 
 
•     the promotion of positive mental health and well-being 
•     the prevention of mental distress 
•     the improvement of care 
•     advocacy for social inclusion 
•     protection of human rights for people with mental health 
problems, their families  and carers 



Members of Mental Health Europe 

Currently 68 member organisations  
in 30 European countries 

 

•  Mental health promotion NGOs 
•  NGOs representing users of mental health services 
•  NGOs representing users’ families 
•  Other European NGOs in the mental health field 
•  Research and educational institutions 

 



•  Lobbies the European institutions to raise the profile of mental 
health and well-being on the European agenda 

 
•  Mainstreams mental health and well-being in European policies 

together with other NGOs 
 
•  Develops policy recommendations through its European 

projects 
 
•  Acts as a platform for exchange and collaboration among 

European health and social NGOs 
 
•  Represents the interests of its members and supports them 

with information on European policy and legal developments 
 
•  Develops communication strategies and materials: newsletter, 

website, leaflets, press releases, position papers and media 
relations 

What does Mental Health Europe do?  



MHE affiliation with European/global networks 



Projects of Mental Health Europe 

Current Projects of MHE on Gender and Mental 
Health 

•  DAPHNE III: “Train, Improve, Reduce! Diminish the mental health 
and psychological consequences of violence against women by 
dismantling prejudices of law enforcement agents” (2011-2012) 

•  DAPHNE: “Violence Against Women at work Let s talk about it! The 
mental health impacts of violence and harassment against women 
at work” (2009-2010) 

 



Gender concept 

•  Gender definition: “the state of being male or 
female (typically used with reference to social and 
cultural differences rather than biological 
ones” (Oxford Dictionary) 

•  "Sex" refers to the biological and physiological 
characteristics that define men and women. 

•  "Gender" refers to the socially constructed roles, 
behaviours, activities, and attributes that a given 
society considers appropriate for men and women. 

•  Research shows that socially constructed 
differences between women and men in roles and 
responsibilities, status and power, interact with 
biological differences between the sexes to 
contribute to differences in the nature of mental 
health problems suffered, health seeking 
behaviour of those affected and responses of the 
health sector and society as a whole  Mas J, Tesoro A (Eds) Woman and Mental 

Health, Miths and realities. AEN 1993 



Social Model of Health 

Women’s Mental Health:
    An Evidence Based Review

   World Health Organization
  Geneva

WHO/MSD/MDP/00.1
English Only
Distr.:  General

•  While human biology and health care remain important 
determinants of health, they are part of an expanded 
health field concept (Raeburn & Rootman, 1989).  

•  The idea of the health field stresses the importance of 
both individual behavioural factors and material, 
economic and psychosocial factors, and their complex 
reciprocal relationships, in determining health and 
illness.  

•  Gender is conceptualized as a powerful structural 
determinant of mental health that interacts with other 
structural determinants including age, family structure, 
education, occupation, income and social support and 
with a variety of behavioural determinants of mental 
health.  

•  Understood as a social construct, gender must be 
included as a determinant of health because of its 
explanatory power in relation to differences in health 
outcomes between men and women.  

 

Astbury J, Cabral M. “Women’s Mental Health:  
An Evidence Based Review” WHO 2000  



Gender and Mental Health. WHO 2002 

• What do we know?  
•  Sex differences in prevalence, onset 

and course of disorders 
•  Underlying factors 

•  The interaction between biological and 
social vulnerability  

•  Gender roles 
•  Gender based violence 

•  Health seeking behaviour 
•  Service delivery issues 
•  Social consequences 

• What research is needed? 
• What are the implications for mental 
health policies and programmes?  

    
  
  
 

Mental health problems are among the most important contributors to the global 
burden of disease and disability. Mental and neurological conditions account 

for 12.3% of disability adjusted life years (DALYs) lost globally and 31% of all years 
lived with disability at all ages and in both sexes, according to 2000 estimates.  
These conditions are a concern in industrialised as well as in developing countries, 
where the mental health situation has shown limited improvement, and may have 
deteriorated signifi cantly in many communities.!

June 2002

In addition to the millions suff  er ing from defi ned men tal 
disorders, there are millions of others who, be cause of ex-
 treme ly diffi  cult conditions or cir cum stanc es of life, are at 
special risk of being aff  ect ed by mental health prob lems. 
These include per sons living in ex treme pov er ty, children 
and ad o les cents ex pe ri enc ing disrupted nur tur ing, aban-
 doned eld er ly, wom en and children ex pe ri enc ing violence, 
those traumatized by war and vi o lence, refugees and dis-
 placed per sons, and many in dig e nous people.  

Research shows that socially constructed diff  er enc es 
between women and men in roles and re spon si bil i ties, 
sta tus and power, interact with bi o log i cal diff  er enc es 
be tween the sexes to con trib ute to diff  er enc es in the 
nature of men tal health problems suff  ered, health seek ing 
be hav iour of those aff ected and re spons es of the health 
sec tor and so ci e ty as a whole. How ev er, it is im por tant 
to remember, when re view ing avail a ble evidence in this 
re gard, that there are major gaps. More is known about 
diff erences be tween males and fe males in some mental 
health prob lems such as depression and schizophrenia 
than others; about adult men and wom en than about 
ad o les cents and children; and about the sit u a tion in in-
 dus tr ial ised coun tries than in the de vel op ing world. 

What do we know?

Sex diff erences in prevalence, onset and course 
of disorders 

Although there do not appear to be sex diff erences in the 
overall prev a lence of mental and behavioural dis or ders, 

there are signifi cant diff erences in the patterns and symp-
toms of the disorders. These diff erences vary across age 
groups. In childhood, most studies report a higher prev-
 a lence of conduct disorders, for example with ag gres sive 
and antisocial behaviours, among boys than in girls. 

During adolescence, girls have a much higher preva-
lence of depression and eating disorders, and engage more 
in suicidal ideation and suicide attempts than boys. Boys 
experience more problems with anger, engage in high-
risk behaviours and commit suicide more frequently 
than girls. In gen er al, adolescent girls are more prone to 
symptoms that are directed inwardly, while adolescent 
boys are more prone to act out.

In adulthood, the prevalence of depression and anx i e ty 
is much higher in women, while substance use dis or ders 
and antisocial behaviours are higher in men. In the case 
of severe mental disorders such as schiz o phre nia and bi-
polar depression, there are no con sist ent sex diff erences 
in prevalence, but men typically have an earlier onset of 
schizophrenia, while women are more likely to exhibit 
serious forms of bipolar depression. 

In older age groups, although the incidence rates for 
Alzheimer’s disease – a degenerative disease of the brain 
which usually occurs after 65 years of age – is re port ed 
to be the same for women and men, women’s longer life 
expectancy means that there are more women than men 
living with the condition. 

With the exception of China and parts of India, the 
rate of death by suicide is higher for men than wom en in 
almost all parts of the world by an aggregate ratio of 3.5:1. 
Again, although men die by suicide more fre quent ly than 
women do, suicide attempts are re port ed to be con sis-

Gender and 
Mental Health

W O R L D  H E A L T H  O R G A N I Z A T I O N
20, Avenue Appia

Geneva, Switzerland

What research is needed?

! It is important to go beyond doc u ment ing sex dif-
 fer enc es in rates of mental and neurological dis or ders. 
There is a need to examine how gender diff  er enc es in-
 fl u ence women’s and men’s risk and vulnerability, their 
access to health services, and the social and eco nom ic 
consequences of mental illness, in diff  er ent set tings and 
social groups and at diff erent points in the life cycle.

! A greater focus is needed on operations research to 
identify factors that facilitate dealing with distress; re-
sults should be applied to design suitable in ter ven tion 
programmes especially at the com mu ni ty and primary 
care level. 

! More research is needed on how gender diff erences 
interact with diff erences in women’s and men’s repro-
ductive biology to infl uence mental disorders, and also 
how these modify the eff ects of diff erent pharma co lo-
gic and psychosocial treatments. 

! More systematic evidence is needed on how the men tal 
health consequences of intimate partner vi o lence and 
of sexual abuse in women and men can be ad dressed, 
especially in settings where re sourc es are scarce and 
social norms con done violence. 

What are the implications for men tal 
health policies and programmes?
! Mental health policies and programmes should 

in cor po rate an understanding of gender issues in a 
giv en context, and be developed in consultation with 

wom en and men from communities and families and 
from among service-users. Gender-based barriers to 
accessing men tal health care need to be ad dressed in 
programme planning.

! A public health approach to improve primary pre-
 ven tion, and address risk factors, many of which are 
gen der-specifi c, is needed. This implies going be yond 
medicalising distress. If gender discrimination, gender-
based violence and gen der-role stereotyping underlies 
at least some part of the distress, then these need to 
be addressed through legislation and specifi c policies, 
programmes and interventions. 

! Training for building health providers’ capacity to 
identify and to treat mental disorders in primary health 
care services needs to integrate a gender analysis. The 
training should also raise awareness about specifi c risk 
factors such as gender-based violence.    

! Primary care and maternal health services that are 
responsive to psychosocial issues and are sensitive to 
gender diff erences are well placed to provide cost-ef-
fective mental health services. In this context, it may 
be important to promote the concept of ‘mean ing ful 
assistance’ for mental health care needs, in clud ing 
psychosocial counselling and support to cope better 
with diffi  cult life situations, and not just prescription 
of drugs.

! Provision of community-based care for chron ic men tal 
disorders should be organized to ensure that fa cil i ties 
meet the specifi c needs of women and men, and that 
the burden of caring does not fall dis pro por tion ate ly 
on women. 

Figure 1: Average female/male ratio of psychotropic drug use, selected countries

Department of Gender
and Women’s Health

Department of Mental Health
and Substance Dependence
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Prevalence of mental disorders 

•  Rates for women are 
significantly higher as 
compared to those for 
men 

•  Overall rates are 33.2% 
versus 21.7% 

•  Except for substance use 
disorders (men: 5.6%, 
women 1.3%),  

•  and psychotic disorders 
(almost identical 
estimates).  

•  27% of the adult 
population (here defined 
as aged 18–65) had 
experienced at least one 
of a series of mental 
disorders in the past year 



Prevalence rates of selected disorders 

6

men and is predicted to be the second leading cause of global disease burden by 2020
(Murray & Lopez 1996). Any significant reduction in the overrepresentation of women
who are depressed would make a significant contribution to reducing the global burden of
disease and disability. Depression and anxiety are the most common comorbid disorders
and a significant gender difference exists in the rate of comorbidity (Linzer et al., 1996).
Comorbidity contributes significantly to the burden of disability caused by psychological
disorders (Kessler et al, 1994; Üstün & Sartorius 1995, WHO & ICPE, 2000).

The gender difference in depression is one of the most robust findings in psychiatric
epidemiology. A comprehensive review of almost all general population studies
conducted to date in the United States of America, Puerto Rico, Canada, France, Iceland,
Taiwan, Korea, Germany and Hong Kong, reported that women predominated over men
in lifetime prevalence rates of major depression (Piccinelli & Homen, 1997). This
difference is documented in clinical and community samples and across racial groups
(Kessler et al., 1994; Gater et al., 1998, WHO & ICPE, 2000). Depression may also be
more persistent in women (Bracke, 2000) and female gender is a significant predictor of
relapse (Kuehner, 1999).

The US National Comordbidity Survey (Kessler et al.,1994), like many other studies
before and since (Üstün & Sartorius 1995; Linzer et al., 1996; Brown, 1998), found
women had a higher prevalence of most affective disorders and non affective psychosis
and men had higher rates of substance use disorders and antisocial personality disorder.

The most common disorders were major depression and alcohol dependence and these
disorders are often co–morbid for men with alcohol dependence. Both showed large
gender differences in prevalence, as seen in the following table.

National Comorbidity Survey:  Prevalence rates of selected disorders

Mental Disorders Lifetime
Prevalence
Female

Lifetime
Prevalence
Male

12 Month
Prevalence
Female

12 Month
Prevalence
Male

Major depressive episode 21.3% 12.7% 12.9% 7.7%
Alcohol dependence 8.2% 20.1% 3.7% 10.7%
Antisocial personality

disorder
1.2% 5.8% NA NA

(Source: Kessler et al., 1994)

In addition, while completed suicide rates are higher in men, a nine country study
reported that women had consistently higher rates for suicide attempts (Weissman, Bland,
Canino et al, 1999). Gender-based violence is a significant predictor of suicidality in
women, with more than 20% of women who have experienced violence attempting
suicide (Stark & Flitcraft, 1996). Rates of both suicide ideation and suicide attempts vary
widely between countries (Weissman, Bland, Canino et al, 1999).

Women also have significantly higher rates of post traumatic stress disorder (PTSD) than
men (Kessler et al, 1995).  General population surveys have reported that around 1 in
every 12 adults experiences PTSD at some time in their lives and women’s risk of
developing PTSD following exposure to trauma is approximately twofold higher than
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Sex differences in prevalence, onset and course of 
disorders 

•  Lifetime prevalence rates for any kind of psychiatric disorder were high, but similar for men 
(48.7%) and women (47.3%) 

•  In childhood, most studies report a higher prevalence of conduct disorders, for example with 
aggressive and antisocial behaviours, among boys than in girls.  

•  During adolescence: 
•  Girls have a much higher prevalence of depression and eating disorders, and engage more 

in suicidal ideation and suicide attempts than boys.  
•  Boys experience more problems with anger, engage in high-risk behaviours and commit 

suicide more frequently than girls.  
•  In general, adolescent girls are more prone to symptoms that are directed inwardly, while 

adolescent boys are more prone to act out.  
•  In adulthood:  

•  The prevalence of depression and anxiety is much higher in women, while  
•  Substance use disorders and antisocial behaviours are higher in men.  
•  In the case of severe mental disorders such as schizophrenia and bipolar depression, there 

are no consistent sex differences in prevalence, but men typically have an earlier onset of 
schizophrenia, while women are more likely to exhibit serious forms of bipolar depression. 

•  In older age groups, although the incidence rates for Alzheimer’s disease is reported to be the 
same for women and men, women’s longer life expectancy means that there are more women 
than men living with the condition.  

 
 
 
 

 



Underlying factors 

•  Interaction between biological and social vulnerability: 
•  Genetic and biological factors 
•  Hormonal changes 
•  Antenatal and postnatal depression 
•  Psychological distress associated with reproductive health condition (infertility, histerectomy…) 

•  Gender Roles: 
•  Lower self steem 
•  Anxiety over their body image 
•  Lack of autonomy and control over one’s life 
•  Low income women and incontrolled LE 

•  Gender based violence: 
•  Depression, anxiety and stress-related syndromes, dependence on psychotropic medications and 

substance use and suicide are mental health problems associated with violence in women’s lives.  
•  A highly significant relationship between lifetime experience of physical violence by an intimate partner and 

suicide ideation  
•  A strong association between being sexually abused in childhood and the presence of multiple mental 

health problems later in life  

 
 
 
 



Domestic Violence and Suicide 

•   In four large surveys in the US, women reported high er 
levels of distress than did men, and were more likely to 
perceive having an emotional problem than men who 
had a similar lev el of symptoms. Once men rec og nised 
they had a prob lem, they were as likely as women to 
use mental health services.

•   A study from Finland showed that men tended to use 
alcohol as a remedy for relief from temporary strain 
caused by external pressure, and considered the use 
of psychotropic drugs as indicating loss of autonomy. 
Women, on the other hand, used psychotropics to 
restore their capacity to carry out emotionally tax-
ing labour related to their caring work in the private 
sphere.

•   Many studies from in dus tr ial ised countries report that 
women are con sist ent ly more likely to use out pa tient 
mental health services than are men. Men may seek 
care at a later stage after the onset of symp toms, or 
delay until symptoms become severe. 

Service delivery issues

The low detection and referral rates for mental disorders 
in primary care may aff ect women disproportionately 
more than they aff ect men, because women tend to 
present to primary rather than referral facilities when 
they have a mental health problem. Gender-related expe-
riences and ster e o types on the part of the physician may 
infl uence the diagnosis of depression and the higher rates 
of pre scrip tion of psychotropic drugs to women (Fig. 1). 
Gender stereotyping may also lead to under-diagnosis of 
mental health problems in men. Studies from Germany 
and the US found that elderly women were likely to be 
given the diagnosis of depression more often than elderly 
men when presenting with the same symptoms. Another  
US study found that male sex was one of the attributes 
associated with a lower likehood of being diagnosed with 

a mental  health problem  by primary  care physicians.

Social consequences

Women may face greater disability than men be cause of 
the higher prevalence of depressive and anx i e ty dis or ders. 
Depression could be as disabling or more dis a bling than 
several other chronic medical conditions in terms of so-
 cial functioning, physical functioning, role func tion ing 
and days spent in bed. Those with a phys i cal condition as 
well as depressive symptoms are likely to be at high risk 
for disability. There are gender diff erences in this.

•   A study from India on schizophrenic patients found 
that married men were likely to be cared for and 
fi nancially supported by their wives, while married 
women were more likely to be deserted, abandoned 
or divorced by their husbands, and to have experienced 
physical abuse by their husbands prior to separation.

•   On the other hand, studies from industrialised coun-
 try settings on psychiatric rehabilitation indicate that 
women may have an advantage over men when it comes 
to residential independence. The later onset of mental 
illness in women means that women are more likely to 
have learnt skills and competencies for independent 
housekeeping prior to the onset of their mental illness. 
They are also more likely to have been married and 
have borne children, and consequently have a greater 
number of social relationships and a support network 
that enables independent living. 

•   Mental illness also places an enormous burden on 
rel a tives who care for the patient: emotional bur den, 
fi  nan cial costs and lost wages as well as diminished 
quality of life. Socially constructed gender roles make 
women the principal care-givers in many settings, while 
giving them less social support to perform this func-
tion, leading to low morale and high stress levels.

Table 1: Relationship between domestic violence and contemplation of suicide
Source:  WHO Report 2001!



Health seeking behaviour  

•  Women reported higher levels of distress than did men, and were more 
likely to perceive having an emotional problem than men who had a similar 
level of symptoms. Once men recognised they had a problem, they were as 
likely as women to use mental health services.  

•  Men tended to use alcohol as a remedy for relief from temporary strain 
caused by external pressure, and considered the use of psychotropic drugs 
as indicating loss of autonomy.  

•  Women, on the other hand, used psychotropics to restore their capacity to 
carry out emotionally taxing labour related to their caring work in the private 
sphere.  

•  Women are consistently more likely to use outpatient mental health services 
than are men. Men may seek care at a later stage after the onset of 
symptoms, or delay until symptoms become severe.  

 
 
 
 



Service delivery issues 

•  The low detection and referral rates for mental disorders 
in primary care may affect women disproportionately 
more than they affect men, because women tend to 
present to primary rather than referral facilities when 
they have a mental health problem.  

•  Gender-related experiences and stereotypes on the part 
of the physician may influence the diagnosis of 
depression and the higher rates of prescription of 
psychotropic drugs to women  

•  Gender stereotyping may also lead to under-diagnosis of 
mental health problems in men  

 
 
 



Psychotropic drug use 

W O R L D  H E A L T H  O R G A N I Z A T I O N
20, Avenue Appia

Geneva, Switzerland

What research is needed?

! It is important to go beyond doc u ment ing sex dif-
 fer enc es in rates of mental and neurological dis or ders. 
There is a need to examine how gender diff  er enc es in-
 fl u ence women’s and men’s risk and vulnerability, their 
access to health services, and the social and eco nom ic 
consequences of mental illness, in diff  er ent set tings and 
social groups and at diff erent points in the life cycle.

! A greater focus is needed on operations research to 
identify factors that facilitate dealing with distress; re-
sults should be applied to design suitable in ter ven tion 
programmes especially at the com mu ni ty and primary 
care level. 

! More research is needed on how gender diff erences 
interact with diff erences in women’s and men’s repro-
ductive biology to infl uence mental disorders, and also 
how these modify the eff ects of diff erent pharma co lo-
gic and psychosocial treatments. 

! More systematic evidence is needed on how the men tal 
health consequences of intimate partner vi o lence and 
of sexual abuse in women and men can be ad dressed, 
especially in settings where re sourc es are scarce and 
social norms con done violence. 

What are the implications for men tal 
health policies and programmes?
! Mental health policies and programmes should 

in cor po rate an understanding of gender issues in a 
giv en context, and be developed in consultation with 

wom en and men from communities and families and 
from among service-users. Gender-based barriers to 
accessing men tal health care need to be ad dressed in 
programme planning.

! A public health approach to improve primary pre-
 ven tion, and address risk factors, many of which are 
gen der-specifi c, is needed. This implies going be yond 
medicalising distress. If gender discrimination, gender-
based violence and gen der-role stereotyping underlies 
at least some part of the distress, then these need to 
be addressed through legislation and specifi c policies, 
programmes and interventions. 

! Training for building health providers’ capacity to 
identify and to treat mental disorders in primary health 
care services needs to integrate a gender analysis. The 
training should also raise awareness about specifi c risk 
factors such as gender-based violence.    

! Primary care and maternal health services that are 
responsive to psychosocial issues and are sensitive to 
gender diff erences are well placed to provide cost-ef-
fective mental health services. In this context, it may 
be important to promote the concept of ‘mean ing ful 
assistance’ for mental health care needs, in clud ing 
psychosocial counselling and support to cope better 
with diffi  cult life situations, and not just prescription 
of drugs.

! Provision of community-based care for chron ic men tal 
disorders should be organized to ensure that fa cil i ties 
meet the specifi c needs of women and men, and that 
the burden of caring does not fall dis pro por tion ate ly 
on women. 

Figure 1: Average female/male ratio of psychotropic drug use, selected countries

Department of Gender
and Women’s Health

Department of Mental Health
and Substance Dependence
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Social consequences 

•  Women may face greater disability than men because of the higher 
prevalence of depressive and anxiety disorders.  

•  Schizophrenic patients found that married men were likely to be 
cared for and financially supported by their wives, while married 
women were more likely to be deserted, abandoned or divorced by 
their husbands, and to have experienced physical abuse by their 
husbands prior to separation.  

•  Women may have an advantage over men when it comes to 
residential independence  

•  Socially constructed gender roles make women the principal care-
givers in many settings, while giving them less social support to 
perform this func- tion, leading to low morale and high stress levels  

 
 
 
 



DAPHNE: VIOLENCE AGAINST WOMEN AT WORK 

•  Between 40 and 90 per cent of women suffer 
some form of violence and harassment during 
the course of their working lives  

•  Violence and harassment at work has 
immediate effects on the concerned women, 
including a lack of motivation, loss of 
confidence and reduced self-steem, 
depression and anger, anxiety and irritability  

•  Main Objectives: 
•  To contribute to the protection of women 
•  To contribute to the prevention of violence 

against women at work  
•  To develop and carry out an awareness raising 

campaign  
•  The identification, collection and dissemination 

of best practices  



DAPHNE III: TRAIN, IMPROVE, REDUCE ! 

Domestic violence may have a both physical and 
psychological impact on the health of victims, and 
available data shows that: 
•  25% of all women who attempt suicide do so because of the 

psychological trauma caused by domestic violence 
•  Women experiencing domestic violence are several times 

more likely to self-harm, be suicidal, misuse drugs and/or 
alcohol 

•  Research found that 59% of domestic violence survivors had 
been admitted to a psychiatric in-patient clinic 

•  Between 50% and 60% of women mental health service users 
have experienced domestic violence, and up to 20% will be 
experiencing current abuse 

 
Project objectives:  
•  To provide cross-cultural and gender-sensitive information on 

the mental health aspects of violence towards women 
•  To develop training modules which partners will use to train 

law enforcement agents who deal with abused women, 
promoting an adequate response to this issue 

•  To promote an adequate attitude of police officers when 
dealing with victims of domestic abuse 
 



Implications for mental health policies and  
programmes 

•  Mental health policies and programmes should incorporate an understanding of 
gender issues 

•  Gender-based barriers to accessing mental health care need to be addressed in 
programme planning.  

•  A public health approach to improve primary prevention, and address risk factors, 
many of which are gender-specific, is needed 

•  If gender discrimination, gender-based violence and gender-role stereotyping 
underlies at least some part of the distress, then these need to be addressed through 
legislation and specific policies, programmes and interventions.  

•  Training for building health providers’ capacity to identify and to treat mental 
disorders in primary health care services needs to integrate a gender analysis.  

•  Provision of community-based care for chronic mental disorders should be organized 
to ensure that facilities meet the specific needs of women and men, and that the 
burden of caring does not fall disproportionately on women.  

 
  
 
  
  



UK: “Working towards Women’s Well-being” 

Working towards Women’s 
Well-being: Unfinished business 

•  Working towards Women’s Well-being reflects 
and contributes to the government-wide 
commitment to ensure fairness and equity for 
all women, of all ages and all backgrounds.  

•  Laying the foundations  
•  Learning and development  
•  Leadership  
•  Gender-specific provision  

•  Women-only day services 
•  Crisis houses for women 
•  Single-sex inpatient accommodation  
•  Secure services for women  
•  In primary care: improving access to psychological therapies 
•  Gender issues in assessment and care planning and the CPA process  
•  Initiatives to tackle violence and abuse 
•  Develop perinatal mental health services  
•  To improve recognition of and responses to the needs of women as 

mothers and carers.  

  
  

 
   
 
 
 



Thank you very much 
 
 

Mental Health Europe – Santé Mentale Europe 
Boulevard Clovis 7, B-1000, Brussels 

E-mail: info@mhe-sme.org 
www.mhe-sme.org 

 
marife.bravo@uam.es 
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