SHARING STORIES:
MARGINALIZED WOMEN’S EXPERIENCE WITH DEPRESSION

by

Nadine English
B.A. Simon Fraser University, 2000

THESIS SUBMITTED IN PARTIAL FULFILLMENT OF
THE REQUIREMENTS FOR THE DEGREE OF MASTER OF ARTS
IN
INTERDISCIPLINARY STUDIES

UNIVERSITY OF NORTHERN BRITISH COLUMBIA
June 2011

©Nadine English, 2011



Library and Archives
Canada

Published Heritage
Branch

395 Wellington Street
Ottawa ON K1A ON4
Canada

NOTICE:

The author has granted a non-
exclusive license allowing Library and
Archives Canada to reproduce,
publish, archive, preserve, conserve,
communicate to the public by
telecommunication or on the Internet,
loan, distrbute and sell theses
worldwide, for commercial or non-
commercial purposes, in microform,
paper, electronic and/or any other
formats.

The author retains copyright
ownership and moral rights in this
thesis. Neither the thesis nor
substantial extracts from it may be
printed or otherwise reproduced
without the author's permission.

Bibliothéque et
Archives Canada

Direction du
Patrimoine de I'édition

395, rue Wellington
Ottawa ON K1A ON4

Canada
Your file Votre référence
ISBN: 978-0-494-87569-8
Our file Notre référence
ISBN: 978-0-494-87569-8
AVIS:

L'auteur a accordé une licence non exclusive
permettant a la Bibliothéque et Archives
Canada de reproduire, publier, archiver,

sauvegarder, conserver, transmettre au public
par télécommunication ou par I'internet, préter,
distribuer et vendre des théses partout dans le
monde, a des fins commerciales ou autres, sur
support microforme, papier, électronique et/ou

autres formats.

L'auteur conserve la propriété du droit d'auteur
et des droits moraux qui protege cette thése. Ni
la thése ni des extraits substantiels de celle-ci

ne doivent étre imprimés ou autrement
reproduits sans son autorisation.

In compliance with the Canadian
Privacy Act some supporting forms
may have been removed from this
thesis.

While these forms may be included
in the document page count, their
removal does not represent any loss
of content from the thesis.

i+l

Canada

Conformément a la loi canadienne sur la
protection de la vie privée, quelques
formulaires secondaires ont été enlevés de
cette thése.

Bien que ces formulaires aient inclus dans
la pagination, il n'y aura aucun contenu
manquant.



Sharing Stories i

Abstract

I am interested in the experiences of women living with diagnosed or undiagnosed
depression and accessing services at the Phoenix Transition House in Prince George. For the past
two decades, the universal Canadian health care system has been dismantled and decentralized
by neoliberalist economies. These changes drastically affect the regional health services
available to women who provide unpaid care, who work for lower wages, and/or who have been
victimized by personal violence. This situation creates a ‘feminized’ landscape of depression and

mental health services.

Eight months of participant observation serves as a background for understanding the
daily lives of women accessing services at the Phoenix Transition House. Interviews with seven
women were digitally recorded, transcribed, and analyzed to yield eight themes. The most
pervasive themes were barriers to mental well-being, limited access to mental health supports,

unrecognized symptoms of depression, and stigmas related to depression.
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Chapter 1: Women and Depression

Prelude

SATURDAY, DECEMBER 27" 2008 - Participant Observation Notes (excerpt)

I arrived at the Phoenix Transition House at 9:30 am and was greeted outside by two
residents, Rachel and Anna, having a ‘smoke’. I asked them about Christmas and was happy
when both remembered my name and indicated that their Christmas Holidays went very well.
During my last visit to the shelter, I was introduced to three of Rachel’s children. Currently,
these three reside in foster homes. The children ranging from eight to fifteen (roughly) were
well-mannered, eloquent in their speech, and all very beautiful. I had a chance as we all entered
the Shelter to tell Rachel it was a joy to meet her children. Rachel seemed pleased. Entering the
shelter, I was greeted by a staff member and two women sipping coffee and reading the
newspaper in the kitchen. I introduced myself to the weekend staff and entered the office where |
Jound little Robby (six weeks old) sleeping. Robby’s mom, Anna picked him up and took him into
the living room.

In the office, I learned most of the rooms were full and two rooms were being held for
women arriving at the shelter the next day and for another woman, from Prince Rupert, seeking
shelter from an abusive relationship. I asked about chores and if I could help out staff but little
direction was given. I learned that Saturdays are days that residents relax and staff members
make lunch and clean up donations left outside the main entrance. I ventured into the living
room where [ found Rachel and Anna. Anna was bottle feeding Robby while Rachel made a
phone call. I asked more details about Rachel’s Christmas and children. Two children had made
reference to a present they desired and I learned that the little girl did receive her ‘Holiday
Barbie’.

I returned to the office where I wus asked by Anna to hold Robby while she went out for a
‘smoke’. I walked around the adjacent living room and kitchen with Robby. Rachel and I begun
discussing the smell of young babies. We both agreed that it is intoxicating. When Anna took
Robby back, I served myself, Rachel, and staff member large cinnamon buns with cream cheese
icing. We sat around the kitchen table licking our fingers and discussing the classes at the
College of New Caledonia (CNC). The staff member was a young student at CNC in psychology.
We all agreed that classes, in order to stimulate and encourage students to pursue certain
programs, needed to be more interesting and ‘sexy’. Rachel used her Narcotics Anonymous as a
parallel to being in class, she may not know always what is expected but presenting examples to
her makes the program more accessible and easier. When the staff member left, Rachel revealed
that her last relationship was abusive and her partner was very manipulative. She told me that
her husband died four years ago and she started dating his best friend a month after his passing.
He introduced her into heavy cocaine use which she said helped her cope with the death of her
husband. She said that her family and his family abandoned her after her hushand’s death, and
she could not even get out of bed. The cocaine gave her energy to live and deal with her three
children. She explained that she still suffers from depression. I asked if anyone saw the symptoms
of depression or drug addiction. Rachel said no, she had always done drugs ‘recreationally’ on
the weekend, but for two years after her husband’s death she hid the addiction and mental health
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issue. In fact, her physician is one of Prince George’s addiction doctor’s and she simply avoided
him. Rachel explained that she gets migraines so she could never tell her doctor about her
addiction problem because then he would deny her migraine medication. Eventually, she and her
new partner started smoking the cocaine because she could not get the same high. Our
conversation was then interrupted by Anna who wanted to go out for a ‘smoke’ and asked if |
would watch Robby (tucked in his car seat and waiting for grandma to pick him and mom up)
while she went outside with Rachel.

I rocked Robby gently and began another conversation with Edna. Edna is an older
aboriginal woman who is soft spoken and very likeable with a compassionate and kind
personality. She explained to me that yesterday she had an altercation with an older male in a
van. Edna was in her vehicle yielding onto the highway. The car behind her was not watching
and almost hit her. Edna was upset because it was a yield sign and both traffic and road
conditions were bad so she was being more careful. When she stopped and realized the car
behind her was close she got out of the car (fo make sure he was ok). She realizes that she
compromised her safety at this point and is distressed she simply did not get his plate numbers. |
understand he got out of his car and screamed profanities at Edna. She explained that this man
screamed these awful words in front of his wife who was in the passenger seat. We discussed the
situation and how safety is first and decided that road rage is a problem. No one has a right to
treat others in such a manner. Edna left the kitchen as Anna entered and took over rocking her
son. I asked Anna her plans for the day. She explained that she was heading to her apartment to
spend ‘family time’ with Robby, her husband, and 6 year old daughter. Anna stated that her
daughter goes back to the foster family tomorrow so she wanted some quality time. [ asked how
things were going with the foster family. Anna said good now but they had wanted her daughter
for the holidays and she had been very upset about this. Anna’s mother arrived and I helped her
out the door with all the baby gear and baby.

As soon as Anna left, Francis arrived and was wandering around the house. Francis
arrived in PG five years ago and was delivered to Phoenix where she began her recovery and
continues to work on it. You can tell that life for Francis has been rough; there is a physical
appearance that seems to stay with women who are survivors of violence, addictions, and
poverty. Francis was very engaging us she explained that another resident that was leaving was
back on drugs. She knew because of ‘the look’. As a staff member helped the resident pack-up,
Francis began questioning my presence at the Shelter. She asked questions about what I do,
where | work, and who [ knew. In order to work or complete research at a shelter, there is a
dance (in most cases) that both the staff and residents engage in. I usually wait for the residents
to make the first move, a challenge of sorts to which I must respond. My response is then
analyzed for value and, from this point, I am either accepted or denied. For Rachel, the dance
involved motherhood; not only do I genuinely care about children but I have my own. For
Francis, it was my knowledge of social programs and who [ knew (residents and staff) at other
Shelters and my Northern John Howard work with Sharon, her mentor.

Francis opened up about her life on the streets of Vancouver, while living in the Hastings
street area. I only asked one question, “how did you end up in PG”’? Francis explained that a
bottle picker had found her in a garbage bin. She had been raped, beaten, robbed, and left for
dead. She was unrecognizable and spent the first two months in the hospital for reconstructive
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surgery on her face. She was sent to the Phoenix for recovery which was slow and tumultuous.
Francis explained that she did not even know what to do with a toothbrush or a bar of soap. She
even had to be told by staff and shown how to use a fork and knife at lunch and dinner. She said
she had been on the streets since the age of 12, where self-care was not a priority. She arrived at
the Phoenix weighing 90 pounds and left at 160. She said the staff would take her to all her
appointments at first until she could find the courage to do it herself. Francis also admitted she
was put in Riverview in Burnaby for a period of time (in the 90°s) after her six week old baby
died of SIDS. She explained that she brought the baby home, put it to bed, shot up heroine, and
when she woke the baby was not breathing. She called 911 and the ambulance attendees told her
it would be OK. Two days later she was asked to identify the body. The baby was black and blue
and had incisions from head to toe (autopsy I presume). She “lost it” and from there was taken
to Riverview. She talked about how prison and an institution was easier, no bills and no stress to
live with and sometimes she wants to go back there. She finds it difficult to see the women at the
Shelter who are still using because she feels she is leaving them behind. It is her faith that keeps
her going.

As I entered the office for the last time of the day, the door bell rang, and through the
security cameras, I could see a female RCMP officer and a young teenage girl. The officer and
young girl entered the office and the youth explained she needed a safe place to stay. She had
been held hostage for the last five days by gang members because her mother owed them money
Jor drugs. The RCMP found her and since this young girl was familiar with the shelter, she asked
to stay at the Phoenix. I learned that she and her mother have been residents at the shelter at
various points throughout her lifetime. The young girl was asked if she was ‘clean’ from drugs,
and she said she had not used in the last few days because of being held hostage. The female
officer asked her ‘to stay safe’ and left. She asked to eat before an intake was complete, at which
point I also left the office and headed home.

Introduction
The prelude to this chapter took place on my second day of fieldwork, a regular day for
the residents and staff at the Phoenix Transition House, and a reader’s glimpse into the lives of
women, facing multiple barriers and various oppressions, who need a safe space. The following
thesis explores how seven women experience mental health services in Prince George and the
influence of ideologies of gender, inequality and practice. Depression, although highlighted in
the media and health care, continues to affect women at an increasing rate. Yet both women and

depression continue to be marginalized in the health care system because of ideologies,
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inequalities, and practices' . Although gender-based inequalities in the mental health system have
been documented (Denton ef al 2004), there has been a lack of feminist research about how
women, more at risk of depression, encounter and experience services because of these
inequalities (Burstow 2005). I focused on women who hold answers about accessibility and
support from mental health services, because it is logical to ask individuals if a system designed
to provide support is available. The women’s lives are shaped by inequalities and barriers that
contribute to their risk of depression and their ability to access mental health services and
programs. This research is a chance to re-think how funding and service-delivery affect those
who want or need access to services. As Cole (1995) notes, recording women’s stories gives
representation to the diversity of women’s experiences and recognizes the “multiple subject-
positions generated under even the very particular social, economic, and historical conditions”
(188). The landscape of mental health, like other landscapes, is “made by the people that engage
[in that space], and in making landscapes, the people themselves are made: their sense of place,
belonging, and their social identity is constructed”, however, sometimes their participation in
making that place is also excluded (Smith 2008a: 13). Although I focused on a sub-population
and specifically seven women, their experiences draw attention to the larger picture of gendered
mental health inequalities in political, economic, and social structures. Therefore, I examined
how federal, provincial, and regional health care systems are immersed in ideologies of gender,
mental health, and space to produce structures that limit mental health services rather than
promote them. I argue that stigmatization and marginalization of women’s health care and

mental health needs has “emerged as a dominant ideological framework for legislative policy,

! Pierre Bourdieu (1930-2002) developed a theory that places the social actor at the centre of social process.
Bourdieu argued that persons and social arrangements are created by human agents who assemble their cultures
through practice. Practice is about creating, reproducing, and changing structures that both represent and construct
the world. Practice is intricately linked to power (Erickson and Murphy 2003).
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and administrative actions” (Young 2007a: 1) in both federal and provincial governments. As the
federal government decentralizes and decreases health care funding, provinces centralize mental
health care and develop policies to minimize costs and force communities to be fiscally and
socially responsible for services (Lewis and Kouri 2004; Ward and Bedford 2004). The end
result is that particular populations encounter a decrease in services, reduced access to programs,
and changing criteria in a continuously under-funded mental health system. So, it is important to
challenge “gender-normative notions of who cares, how, and where [as well as] critically

assessing health care restructuring practices” (Thien and Hanlon 2009:156).

I wanted my research to act as a tour that begins with my entrance to the Phoenix
Transition House, demonstrates how structures designed to target and help women at risk can
increase marginalization, and culminates with the stories of seven women. In order to achieve the
tour, I incorporated, throughout the paper, my interview notes and many of my participant-
observation excerpts related to barriers encountered by women accessing the shelter. As a
feminist ethnographer, I recorded the mental health experiences of seven women in Prince
George and integrated their words, their experience, and their issues around access into a
discussion about political-economic changes (Cole 1991: xiv). Women-centered health research,
according to Morrow et al (2007), offers practitioners a chance to improve women’s health, to
understand barriers experienced by marginalized women, and to address issues of inequality
practiced in social structures. It is also a chance to resist, reinforce, or transform practices that
hinder mental well-being. The women’s stories of mental health experiences must be heard,
understood, and considered when developing policies, directing funding, and delivering services.

The more we study and understand issues around social inequality, the more we realize that they
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cannot be understood in isolation since they are systemic problems that are interconnected and

interdependent (Capra 1996: 3).

In this chapter, I introduce myself, the research, and why it is important to understand
how women accessing the Phoenix Transition House experience mental health services. I also
explore the prevalence of depression in women, the gendered construction of mental health, and

the need for new approaches to women’s mental health care.

Re-Thinking Marginalized Women

The Phoenix Transition House is a shelter in Prince George which opened in 1974. The
shelter’s mission statement is “Working towards Eliminating Violence against Women and
Children”. Nestled close to downtown on a quiet street, the shelter is unassuming from the
outside because of its gray siding, flower beds, and residential location. The only signs that the
house could be different are the larger drive way and carport which hosts staff vehicles, a house
vehicle, and boxes of donations. The main entrance is located in the carport and monitored by a
security camera and buzzer. Inside, the house is larger than expected with three floors. The
basement has a storage room, a large pantry, and a laundry facility; the main floor contains a
living area, office space, and bedrooms; and the top floor has more bedrooms and a playroom.
All three floors are covered with sterile gray hospital laminate; however, it is balanced by a
clutter of donated seventies and eighties furniture, craft projects, busy women, and homemade
meals. There are 27 beds for women and children, and the shelter offers various programs for

the women during the day and night to promote confidence and ‘healing’.

Although this was my first time working with the Phoenix Transition House, I have spent

the last 10 years working in Prince George with individuals who are marginalized. [ recently
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crossed into the world of academia so I could explore with theories how ideologies of gender,
mental health, and space work to perpetuate marginalization. I have watched as girls and women
in group homes and shelters, their lives shaped by poverty, sexual-exploitation, homelessness,
addictions, and poor mental health, are unable to access quality health care regularly and
consistently. The women I worked with vary in ages and backgrounds. However, collectively
they are mothers, sisters, and daughters and they are connected by threads of commonality:
neglect within social, political, and economic spheres. In many cases, the social structures and
environmental spaces surrounding these women have worked to produce depression. According
to Smith (2008a, 2008b, 2009) space and inequality govern the location of marginalized people,
effectively governing and maintaining their marginality because, “landscape is inherently
connected to social relations, power, meaning, and social identity, and because of those it is often
a site of contestation” (2008a: 16). Furthermore, there exists minimal examination of mental
health allocation of resources, in regionalized health care, has succeeded in fulfilling mandates
that respond appropriately to the needs of community-based care (Lewis and Kouri 2004: 25).
So, [ am curious about why we build structures and spaccs, metaphorically speaking, but never
explore their foundation. There is value in deconstructing how and why these social structures of
inequality are produced and maintained, as well as, why oppressive ideologies that define

women’s mental health treatment are so prevalent.

So, why am I here? I am here because the research is personal; I am a woman, mother,
and front-line worker who has encountered and witnessed almost four decades of discriminatory
and violent acts based on gender. I believe that every woman deserves mental well-being.
However, 1 know it is less achievable for women who face daily obstacles such as addictions and

trauma and who are also marginalized by socio-economic factors. My privilege is that [ am white
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and a Master’s student, who has the opportunity to write about oppression and provide a space
for seven women’s voices to be heard. I wanted to engage with women and remind them that
they are a valuable resource for communities and future generations. I also wanted recognition
and an understanding of the daily oppressions encountered by women marginalized that de-value
and challenge their participation in society Iam here because I enjoy my front-line work and I
know there are always alternative ways of seeing life, experiences, and their effects. I want
people to re-think and re-examine the approach to women and mental health, as well as the
intersecting oppressions and barriers that can lead to poor mental health (see Stuart 2010;
Romans and Ross 2010). I admire Burstow (2005), who called herself a feminist anarchist
committed to co-building a world where help is not commodified. I would like to use this thesis
to co-participate with the voices of seven women and challenge regionalized mental health by
examining if there is a disparity in services, especially for marginalized women in Prince George
(see Conradson and Moon 2009). It is important to recognize and be held accountable in areas of
inequality. My examination of mental health, gender, and space and women’s resultant

experience is imperative for the kind of social change needed in health care structures.

In my time as a front-line worker, I have witnessed a drastic decline in services and
funding for women living with poor mental health. This decline runs parallel to governments
moving away from the social welfare net to free market economy. Eliminating services and
reducing funding for women living with mental health, demonstrates for society that women’s
mental health lacks importance. It can take years, even decades to change the unequal practices,
gender constructs, and mental health policies that are associated with this particular production
line of neoliberal governance. I want to return to front-line work and incorporate the skills and

knowledge provided by this thesis.
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I chose the Phoenix Transition House because of the Executive Director, Sharon Hurd
(now Strategic Planner). I admire her commitment to the advocacy of women. Sharon who
recently turned 70, is an attractive woman who I have watched for years, fight for the needs of
women and children. I remember, one staff lunch in particular, where Sharon pointed out, “a
resident told me that our house curfew makes her think of her husband’s control over every move
she made and every outing she took”. She gave the staff time to absorb the information and
continued, “we should consider how we think about rules and the effect on women from abusive
relationships”. Sharon deconstructed the practices of the shelter and it is a talent I strive to
emulate. Therefore, my focus on northern women’s mental health provides a unique view of how
community practices are influenced by both federal and provincial ideologies, as well as, local
constructions of gender, mental health, and space. This group of women face barriers that
prevent access to mental health services because of societal ideologies, policies promoting
inequality, and health service practices. Yet, these same women never lack attention from the
media and government who scrutinize, stigmatize, misrepresent and maintain negative
ideological frameworks (see Rose 1998). In Canada, studies involving women and mental health
tend to focus on large, densely populated urban areas. My study gives a select group of women
in Prince George a space for their voices. Their stories illustrate how regional practices are
influenced by gender inequalities, mental health ideologies, and neoliberal policy (see Leipert
and Reutter 1998, 2005; Leipert 1999). Those people in charge of developing policies, directing
funding, and delivering services must consider and strive to understand women’s stories of

health experiences in order for the necessary social and structural changes to occur.

Mental health services need to recognize the validity and diversity of a woman’s life

experience and should be supportive in her choice of treatment and give her the opportunity to
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achieve mental health, as defined by her (Morrow and Chappell 1999; Morrow et al 2007). If
women are to recover from depression, mental health services need to address physiological
differences, systemic inequalities, ideologies, and social issues, all of which can contribute to
poor mental health status (Martin 1990; Hamilton ef al 1995; Stoppard 1994; Anderson 2000
Women’s Health Bureau 2001; Stewart et al 2004). My thesis research uses an interdisciplinary
approach drawing from the disciplines of anthropology, geography, and gender studies. I wanted
to use personal stories to demonstrate how regionalized mental health care services are
experienced by a sub-population of women. By examining how theories focused on ideologies of
gender, inequality and practice are structured into federal, provincial, and regional health care, I

address the following three issues:

1. What are the characteristics of federal and provincial mental health efforts since 1995?
Specifically, how have federal transfer programs affected provincial policies regarding
marginalized women and mental health services?

2. How has regionalized mental health care changed in the last decade under the British
Columbia Liberal government? How is mental health organized in Prince George and
specifically what are the facilitics and resources available to the women [ interviewed?

3. What are the women’s stories and experiences with mental health services in Prince
George? Who are the seven women sharing their stories and why is it important to hear
their voices?

Deconstructing Women and Depression
I chose to examine women living with diagnosed or undiagnosed depression because it
affects more women, is treatable, and is caused by a myriad of social, physiological, and
environmental factors. Depression is a mood disorder and a perfect example of an individualized
response to external and personal factors (Simmie and Nunes 2001; Bentley 2005). A

“depressive disorder is characterized by disabling symptoms and is responsible for a substantial
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amount of disability and suffering” (Greden 2001). The stories of the seven women contribute to
a richer understanding of barriers, challenges, and experiences that affect recovery. Depression is
considered an illness when feelings of worthlessness and self-blame, and sadness are severe. It
becomes a disability when feelings last for several weeks and interfere with women’s home life,
work and social life. Women with depression experience: helplessness, sleeplessness, over or
under eating, lack of concentrating, loss of interest in activities, loss of energy, decreased sex
drive, and avoidance of others. Currently, treatment for depression includes medication,
psychological counselling, self-help groups, and support from family and friends (Canadian
Mental Health Association 2006). Interestingly, these treatments are often not available or
accessible to women accessing services at the Phoenix Transition House who do not have a

physician, money for medication, extended medical coverage, or a ‘healthy’ support network.

Research indicates that women and adolescent girls are at higher risk for depression than
their male counterparts, with a ratio of 2:1 (Health Statistics Division 1998; Gagnon and Patton
2002; Parry et al 2006:18). There is also a link between physical and/or sexual abuse of women,
substance abuse, and mental ill health (BC Women’s Ilospital and Health Care 2008). As well,
women use mental health services more often than men, however, those services continue to
overlook the specific needs of women (Simmie and Nunes 2001). There has also been little
examination of why depression, eating disorders, and borderline personality disorders are
diagnosed more frequently in women. These higher rates of mental health issues in women may
reflect the differential impact of socio-cultural factors, as well as, gender-specific patterns in
seeking help (Morrow 2003). Often experiences with diagnosis reflect assumptions about women
rather than the appropriate assessments of their health problems, and such misdiagnosis can be

perpetuated (Armstrong and Armstrong 2008: 83). According to Harraway (1991), women’s
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health is a concept in the making because cultural constructions are entrenched in scientific and
medical understandings in which gender has “interwoven modem histories of colonial, racist and
sexual oppression” (13). There also exists a “disconnect between the kind of care women with
depression seek and that which is available [...]. Counselling, information, support, protection
from violence and help with access to housing, training, and income supports” are needed (Parry
et al 2006: 19). Although women with poor mental health often have experiences with male
violence and abuse, mental health policy and practice does not prioritize safety because it is
gender specific and there has been a lack of recognition of gender as a determinant of health
(Morrow et al 2007: 10). Even if women are seeking treatment, they may not find recovery due

to limited services or limited access.

Gendered Mental Health

Freud used the dictum ‘Anatomy is Destiny’ to explain gender roles. Its notoriety and
acceptance enabled a medical society to use gender stereotypes unchallenged (Morrow 2007b:
36). Historically, medical and health sciences were dominated by male researchers and
practitioners in the 19th century, who focused on the needs and concerns of men. Medical
practices used men’s bodies as the ‘standard’, thus organs, health issues, diagnosis, and treatment
became ‘naturally’ endowed with gendered traits. The male body was seen as ordered and
contained, reflecting strength as a male characteristic (Broverman et a/ 1970). In opposition, the
female body was ‘messy’ due to menstruation, lactation, and birth. This construction of female
physical traits was associated with disorder and a need for regulation which was linked to mental
states of irrationality and hysteria (Martin 1997; Morrow 2007a: 35). ‘Weaker’ states of mental

health such as melancholy and depression became feminine traits. The association of gender and
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depression clearly and purposely neglected women’s determinants of health such as social

inequalities and violence (Busfield 1994, 2000; Morrow et al 2007).

Butler (2007) counter argued Freud’s dictum, ‘biology is destiny’. She argued that “the
distinction between sex and gender serves the argument that whatever biological intractability
sex appears to have, gender is culturally constructed: hence gender is neither the causal result of
sex nor as seemingly fixed as sex” (8). According to Butler (2007), gender is not equivalent to
culture just as sex is not equivalent to nature as once purported by Ortner (1974) but that
“gender is [...] the discursive/cultural means by which ‘sexed nature’ or ‘a natural sex’ is

9

produced and established as ‘prediscursive’” (9). Therefore, depression is not a result of gender
but the result of discursive and cultural structures that have established the ‘natural sex’ of
women as being depressed. The idea of an established “sexed nature” is supported by
Scheibinger (1987) who wrote that female representation in medicine during the eighteenth
century was defined by women’s position in society and the maintenance of social positions. So,
when women fought for equity, medicine found physical and mental differences in anatomy, a
“discourse of representation for female inequality” (42) that could be practiced in structures
designed to provide health. Deconstructing women’s inequality, once seen as truth, in medical

structures is a key to understanding the “culprit in the scrutiny, surveillance, domination, control,

and exertion or authority over the body [...] of women” (Martin 1997: 69).

Although, the ‘making’? of women’s mental health is constructed in structural,
discursive, and material inequality, I do not want to imply subjects are passive (Ortner 1996). My

intention is not to suggest, as others have argued, lack of agency on women’s behalf but rather to

2 A term I have appropriated from Ortner (1996).
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demonstrate how the construction of structures (physical and social), negotiates agency and the
making of women’s experience of mental health services. ‘Making’ then becomes a re-
appropriation of a term for women to understand their own agency. Simone de Beauvoir (Butler
2007) suggests “one is not born a women, rather, becomes one” (11) believing in both cultural
construction and agency. I argue that construction of inequality is a powerful obstacle, and
agency difficult to find, especially for women living with symptoms of depression and various
oppressions. This is why it is valuable to understand the vantage point of women accessing
services at the Phoenix Transition House. Women’s strength in recounting their experiences
with services illustrates their agency through which they ‘make’ and defy construction.
According to Gramsci (1972) hegemonic inequality in political, social, and economic structures
are dominated by ideologies. Dominant structures then use persuasion, consent, and force on
marginalized groups to create acceptance (see also Glendill 1997). Even though Gramsci (1972)
never discussed gender or feminist perspectives, this argument denies agency and denotes a
space where cultural meanings are only inscribed (Ortner 1996; Butler 2007). Resistance and ‘re-
making’ is difticult, though not absent, for women from a disadvantaged location rather than
Ortner’s subjects’ elite locattons. This is why I want a space {or the voices of women to share

their own stories.

Changing the Paradigm: Approaches to Women's Mental Health Experience

Deconstructing gender ideologics and mental health in relation to theories of power and
inequality is integral to understanding the structuring of the Canadian health care system as a
whole. Although ‘woman’, as a category, has varied across space and time, it continues to be
linked to women’s social position in society (Moore 1988: 12). Gender continues to be an

implication that an already sexually differentiated body exists. Women are marked by gender and
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thereby defined in terms of their sex and not their personhood (Butler 2007:13). The production
of knowledge and the maintenance of structures, according to Harraway (2003), are influenced
by power not truth. The idea of objectivity, scientific method, and knowledge is therefore
constructed. Only in the late 20" century were ideologies around mental, cultural, and social
structures examined for how the acquisition of scientific knowledge involves power
differentiation (see Kuhn 1970; Gramsci 1972; Giddens 1979; Foucault 1980; Bourdieu 2001).
Kuhn (1970) theorized that science does not necessarily progress towards clearer understandings
but gives answers that are deemed appropriate by a scientific community, who ultimately control
the knowledge. Kuhn called this group collaboration a ‘paradigm’ in which, just like ideologies,
scientific revolutions become absorbed into our past and present understandings. These
authoritative discourses or paradigms, whether neoliberal ideology, mental health care practices,
or gender inequalities, exert power and define what society accepts as objective truth and
scientific knowledge. Social institutions and structures become ‘discourses of power’; shaping all
relations, where some control and others become controlled. Foucault (2002) understood power
as intricately linked to knowledge which creates and causes new objects of knowledge and new
bodies of information. Anthropologists have claimed that privileging this form of knowledge
leads to forms of representation, “impoverishing the complex whole that actually exists” (Martin
1990: 69). Therefore, using feminist ethnography to present a more complete picture is necessary
for seeing more of the story and the larger picture. Part of the story is deconstructing structures
and demonstrating to an audience how practices within social institutions affect marginalized
women. One way to do this is to re-examine these issues from a feminist’s perspective. Feminist

theory then provides a direction for rethinking the conventional understanding of ‘women’ and
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mental health (Butler 1999:50) toward an understanding of how depression is an individual lived

experience shaped by spaces (Smith 2008a).

Conclusion: Women and Depression

THURSDAY, JANUARY 1* 2009- Participant Observation Notes (excerpt)

Anna came into the house and asked if [ would hold baby Robby, he immediately started
to cry and fuss (nuzzling included). I knew he was hungry and asked Anna if she could make a
bottle for Robby and I would feed him. Anna sat down at the table and relaxed while I held and
fed the baby. She said she was tired from the night before because Robby did not sleep well. She
said that her husband, Allan, is at St Patrick’s for addictions counselling and the Ministry of
Children and Family Development (MCFD) will not let them return to their apartment with the
children yet. She said she feels like a single parent. I learned that Robby was three weeks early
because his twin died in uterus so an emergency c-section was performed. Anna told me she
used to have a great MCFD worker that went beyond work expectations and genuinely was
concerned for the whole family’s welfare. The new social worker has not even met her daughter
and has been the family’s worker for over four months. We talked about the expectations placed
on her for recovery and parenting while living at the shelter with a newborn, her daughter in
foster care, and her husband unable to help her, Anna exclaimed “having a baby and then being
placed in a shelter without family support is difficult”!

While examining mental health practices is not new, a re-examination of marginalized
women’s mental health experiences from a feminist perspective is less well understood. The fact
is that gender and economic inequalities in health and mental health care exist (Morrow et a/
2007:3) and require a closer cxamination. According to Parry et a/ (2006), gender-related-
services, especially for women at higher risk, need to shift in ideological framework and foster
new practices. It is ironic that the physical, social, and economic experiences that are associated
“with being a woman in this society [not only] contribute to depression” (18) but also inhibit
access, services, and ultimately recovery. There needs to be an acknowledgement that a variety
of factors influence women’s mental health. These factors are called ‘determinants of health’
and they exist within the individual, within the family, and within the broader community such

as the economy, education and housing.
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The purpose of the following thesis is to re-think how mental health care is structured and
the services provided to marginalized women with increased risk of depression. In Chapter Two,
I explain the methods I employed to accomplish my research and why a feminist ethnographic
approach was integral for this thesis. In Chapter Three, I examine how federal and provincial
health documents and policies, even those with the intent to provide services for marginalized
women, can foster disparities and be ineffectual for women seeking help for depression. Chapter
Four examines how regionalized mental health care is influenced by federal, provincial, and
localized ideologies of gender, inequality, and practice. I discuss how regionalized health care
has changed access to mental health services and the influence of the physical northern
landscape. In Chapter Five, I introduce my key interviewee Angie and analyze the stories and
experiences recorded in my interviews with the women. Lastly, in Chapter Six, I reflect on the

research and my findings of gendered mental health in Prince George.
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Chapter 2: Research Methodology and Methods

Introduction

Like many feminist researchers, committed to “redressing the sexist imbalances or
masculinist scholarship” in ethnography, I selected my research project on “substantive grounds
and personal interest” (Stacey 1988: 115). I wanted to listen to the stories of women,
marginalized by poverty, addictions, and lack of extended care, and see if they were being
provided mental health services. I used feminist ethnography to write a more personal, complete,
and richer picture about seven women’s access to mental-health services in Prince George
(Moore 1988; Stacey 1988; Gibson-Graham 1994; Cole 1995; Harraway 2003; Lyon-Callo
2004). I decided to examine the connection between ideologies of gender, inequality, and
practice structured into the health care and the resultant mental health service provision for
marginalized women. I wanted to know if there exists complacency in the acceptance around the
practice of ‘scientific truth and knowledge’ (Kuhn 1970) in the form of treatment provision, and

accessibility to services.

In the following paragraphs, I discuss my approach to feminist research methodologies in
the project. I review methods of data collection I used in order to learn about general experiences
of women accessing the shelter and specifically the stories of seven women using 1) Participant
Observation; 2) Ethnographic interviews; and 3)Textual analysis of policies and practices. The
remainder of this chapter focuses on the methodology of feminist research and the role of the

researcher.
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Participant Observation

My fieldwork at the Phoenix Transition House started in December 2008 and ended in
September 2009. I entered the shelter with a preconceived idea that because of my extensive
background within the social sector, I would gain acceptance from residents, gain the women’s
confidence (humorously, through my ‘wonderful’ personality and my baking wizardry), and in
March 2009 start my interviews. My committee members had valid concerns regarding the
original and shorter participant observation time-frame. They suggested more time to gather a
richer source of ethnographic data, gain insight into the lives of women, and understand how to
approach the women when asking them to participate in an interview. Their influence and
guidance resulted in the participant observation time-frame being extended and interviews
occurring when I felt integrated into the shelter’s daily routine, comfortable with the residents,
and ready to ask women for interviews. The outcome was more complete stories and interviews

with women who I knew personally.

Participant observation helps a researcher understand the dynamics of how people relate
to one another. It helps the researcher recognize patterns of etiquette, political organization,
leadership, social competition, cooperation, and hierarchies (Lecompte and Schensul: 1999). It
helped me understand many of the personal barriers encountered by the women using services at
Phoenix Transition House. It also helped me develop a rapport with the women [ would
interview and understand how the women exemplified the larger issues concerning health care
and mental health care in Prince George. The time I spent with the women and children informed
my exploration of women’s specific needs (including housing, violence, and covered medical
expenses) as I conducted my textual analysis. I used participant-observation excerpts in areas of

this thesis to provide the audience with insight between text and the reality of oppressions.
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According to Schensul et al (1999), participant-observation is a process of learning “through
exposure [and] involvement in the day-to-day routine activities of participants in the research
setting” (91). 1 used a combination of extended duration of time, interacting with the women and
staff, contributing to household chores, and participating in activities to provide me with a wealth

of notes and insight.

I established a schedule at the Phoenix Transition House of three consistent shifts for the
first two months of the participant observation. After two months, I scheduled two shifts a week
to meet the needs of my family and job. Those two shifts were Wednesday and Thursday night
where I ‘paid my dues’. During these shifts, I cleaned kitchens, washed floors, tidied playrooms,
prepared meals, watched supervised MCFD visits, burned cookies, changed diapers, cared for
infants and children, and heated baby bottles. I also laughed, joked, played cards, baked cakes,

made crafts, coloured with children, went for coffee, and made friends.

The ‘Participant’ Component of Participant-Observation
THURSDAY FEBRUARY 26™ 2009 Participant-Observation (excerpt)

I found Josie's mother curled-up in the fetal position holding her baby and crying. |
asked if I could take Josie downstairs for cookies and milk. We ate cookies and coloured. The
little girl asked me, “can I come home with you”? I responded with “you need to stay here with
vour mommy but I will color with you next time”. She replied “PLEEEEASEEE".

Dilemmas

According to Stacey (1988), the difficulty encountered by other researchers and by

myself is that fieldwork and:

Participant observation represents an intrusion and intervention into a system of
relationships, a system of relationships that the researcher is far freer than the
researched to leave. The inequality and potential treacherousness of this
relationship seems inescapable [...]. The lives, loves, and tragedies that fieldwork
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informants share with a researcher are ultimately data, grist for the ethnographic
mill, a mill that truly has grinding power (117).

According to Wolf (1996), feminist dilemma in fieldwork revolves around power, often
displaying conflicting, difficult, and contradictory positions of the researcher. This power
dimension is “threaded throughout the fieldwork and post-fieldwork process” (1). As for my
difficulties encountered while performing fieldwork, I had two residents and three staff members
question my integrity and my intrusion. The staff members asked to view my consent forms
which I happily supplied. I had one resident, Natalie scream ‘confidentiality’ at me as we were
introduced. As well, Francis explained to me that the label ‘researcher’ fosters distrust for her,
even after five months of participant-observation. Francis also told me “you don’t look like you
should be here or work here”. Like other researchers, I struggled when I entered the fieldwork
with how to represent myself in regards to dress, class, and connections to staff (Wolf 1996).
Ironically, even though Francis challenged my presence as researcher and was clear that she
hated researchers, she agreed to be my fourth interview. The following excerpt occurred with

Francis. I thought I had established a small level of confidence with her:

THURSDAY MAY 7™ 2009 Participant Observation (excerpt)

Francis came into the office and made a derogatory comment to me about being a
researcher. I asked her to explain the “you researcher types” comment. Francis talked about the
abuse of women living on the streets at the hands of researchers. How they give women 20
dollars to participate in sharing their sexual encounters while prostituting. Francis questioned
me about the integrity of consent, when women are high or need the money to get high, “fuck, |
would fucking give a blow job for 85 and with 320, I would stick the needle in my neck once |
had the money”. [ explained to Francis that I do not pay for women to participate.

Issues of power and ‘researcher’ as intruder, became very ‘real’ when I attended a Grief
and Loss Support Group on Christmas Eve 2008. 1 remember one woman in particular. She
recounted the story of her previous Christmas with her children, who are now in the Ministry of

Children and Family Development care. Her body shook and trembled as she cried telling the
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story. I decided not to attend any more group sessions because the information was intensely
personal and emotional. I decided to focus on individual interactions and communications that

occurred during evening activities.

Journaling

During the process of research, writing, and fieldwork, I kept two journals. The first
journal was a hard covered black book where I documented all the meetings with my supervisor,
our discussions, and my goals. I used the information in the black book to keep me focused on
my research objectives and to reflect on my intellectual journey. The second journal I kept
detailed my participant-observation. This journal was electronic and documented my experiences
with the staff and residents at the Phoenix Transition House. My electronic journal was password
locked on my home computer to ensure security. At first, I thought I would maintain two distinct
electronic journals. In the first, I intended to describe the number of women, the age of children,
their backgrounds, and where, how and why conversations took place. In the second electronic
journal, I intended to write my personal reflections. However, in order to have complete
backgrounds on the women and children, I would either require access to their files, which
would be unethical, or I would have to be completely intrusive during my conversations. As
well, it was unrealistic to think that I could keep my own feeling separate. I decided to keep one
electronic journal and simply write about what I observed and the information freely given to me
by the women during our conversations. With one electronic journal, I could write more
efficiently and honestly, even if the writing was influenced by emotions. I compensated by
highlighting sections that were my personal feelings in yellow, my perception of a humorous
activity in pink, sad moments in blue, and anything that could influence the research in red. The

color-coding opened up my writing to self- scrutiny and an examination of how my feelings,
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ideologies, and personal experiences could influence my writing and the participant observation
notes. As well, as the next two excepts demonstrate, the writing also gave me a chance to explore

how the research influenced my own life and vice versa:

SATURDAY FEBRUARY 7" 2009 Participant Observation (excerpt)

Today was slow and exhausting. I believe I have to re-think the shelter schedule if I am to
continue working on notes and school work. I know that I am only there three days of the week
but between my own children, job, house cleaning, and notes, there is little left for ‘breathing’. I
feel that I am expected to carry much more of the housework and childcare than my partner. Last
week he was late getting home so [ was late getting to the shelter. When I suggested that a phone
call next time would be helpful, he replied “you 're just volunteering, who cares if you are late”.
Aghhh!

MONDAY APRIL 27" 2009 Participant Observation (excerpt)

I have accepted another contract in order to pay for school and daycare. The added
daycare will allow me to have at least have one morning to do school work. Currently, I have my
two year old daughter all day, I take my step-son to Kindergarten, work Monday and Tuesday
evening, participate in fieldwork Wednesday and Thursday evening, and do school work only a
few hours on weekends. My school work and fieldwork are a constant source of tension.

At the end of my fieldwork, I had 80 pages of single spaced participant-observation notes
saved on my computer. Each page represented glimpses into the lives of many women and their
stories ranged from the sad to the funny, yet, they are often overlooked. At the end of my thesis
and writing process, my black book was full of ideas, arguments, conversations, and desired
outcomes that I discussed with my supervisor. I recognized that both these journals operate as the
marrow of the research, the ‘real’ expressions of life lived and processes of examining
marginalization. The journals represent simple and concrete demonstrations of the experiences of
women, myself, and my supervisor as we encountered and experienced ideologies of gender,

inequality, and practice.
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Interviews

Interviewing seven women, who are marginalized and impacted by social and economic
barriers, provided an illuminating case study for understanding mental health delivery for a
particular sub-population within a northern regionalized health care system. The purpose of this
feminist ethnographic research was to record the stories of these seven women and understand
their access to mental health services in Prince George. It was an opportunity to explore, through
stories, lived experiences of inequality and themes of gendered mental health access. With the
approval of the University of Northern British Columbia’s Research Ethics Board, permission
from the shelter, and consent from the women accessing the Phoenix Transition House (see
Appendix A), I conducted the interviews based on the guidelines set out by the UNBC Ethics
Review (see Lecompte and Schensul 1999: 189-190). I wanted to ensure the research was
conducted in an ethical manner and participants understood consent. I interviewed seven diverse
women for this project: Kim, Anne, Francis, Tracy, Nicole, Gwen, and Angie. I asked eight
women but one woman was unable to participate before her departure from the Phoenix
Transition House. For Stacey (1988), textual analysis without stories is incomplete and
unsatisfactory for the reader. It is the hands-on, “face to face research experience [that is] more
compatible with feminist principals” (115). To promote anonymity and confidentiality and not
expose the private lives of women living in Prince George, I asked the participants if they
wanted pseudonyms. Four of the women chose anonymity. I kept all interview documentation in

my home, in a secure location to be destroyed when the research was finished.

My intention was to use a chain referral selection in order to find other participants once
an “index” individual with specific criteria was found (Schensul et al 1999: 241). However, 1

found using chain referral challenging because women were constantly entering and leaving the
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shelter, therefore, connections between residents were short in duration. Women who resided at
the shelter for longer periods of time were attending recovery programs and busy, therefore, it
limited relationships. I also observed that connections formed between residents conformed to
‘smoking buddies’, ‘recovery program buddies’ and ‘room-mate buddies’. I changed my
approach and asked women to participate in the interviews who I had developed a rapport with
during my participant observation. Furthermore, the support of Sharon Hurd, the current
Strategic Planner and past Executive Director, solidified the interview with Francis and a staff
member named Shirley® helped secure interviews with three other women. I learned that while
fostering relationships with the women accessing the Phoenix Transition House was vital, it was
also extremely important to be engaged, passionate, and develop ethical and professional
relationships with management and employees who the residents considered trustworthy, fair,

and honest.

I used semi-structured interviews and covered a list of topics with the women that I
interviewed (see Appendix B). According to Bernard (1995), this interview style is ideal when a
researcher may have only one chance to perform the interview. Since access to the women
changed on a daily basis, this was the best choice. [ had one interview in April 2009 with Anne,
one interview in May with Angie, and the other interviews occurred in July and August 2009.
The interviews were conducted at four different locations, the Phoenix Transition House, Second
Cup, Kim’s home, and Gwen’s home. Each interviewee provided consent to the interviews
being recorded and transcribed so I could understand themes of mental health access. While my
preference in conducting an interview was in a quiet office at the Phoenix Transition House, this

was not always possible because of groups, children, scheduled one on one’s in the office, and

? Shirley, a staff member at the Phoenix Transition House, provided me with consent to use her real name.
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the general busy nature of the shelter. So, the interviews were completed with distractions
occurring. However, when I conducted the interview in a public space, such as Second Cup, I

kept the tape recorder in a pencil case so other patrons were not aware of the interview.

The interviews were generally about 40 minutes to an hour long. I gave the women a
copy of the consent form, an information sheet about the research, and a copy of the 25 questions
I intended to ask. I reviewed all the forms with the women. Tracy was the only interviewee
unable to complete all the questions because she started to experience an anxiety attack, at which
point, I turned off the tape recorder and we changed the topic of conversation. However, because
of my fieldwork at the Phoenix Transition House, I was able to contact all women after the
interview, except Anne, to ensure I understood what they were saying after a review of the
conversation. Follow-up interviews were completed with Gwen, Kim, and Angie. Upon
reflection, fine-tuning and more practice would have produced more information. I discovered
interviews require finesse and skill on the part of the interviewer. As well, interviews can often
be “poignant, funny, and informative” as well as emotionally “painful” to hear (Healy 2001: 9).
However, the time [ spent participating at the Phoenix Transition House created the situation
where I knew the women, therefore, there was a level of comfort between the interviewee and

myself.

I started each interview with a general conversation about the weather, children, or
activities to add to a relaxed atmosphere. During the interview, I asked simple questions, such as
“Do you have a physician?”, “Have you ever felt bad, sad, or blue for more than two weeks?”,
“What mental health-care services have you been offered?”, and “How do you feel about using

mental health services”? The intention of using open-ended questions was to allow for an
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expansion of the topic. However, in hindsight simple and direct questions would have worked
better because the women often asked for concrete examples when the questions were open-
ended. All the interviews were followed-up by taking the women for coffee, except for Gwen
and Francis. Francis did not have time but she did ask that I accompany her clothes shopping
which I followed up by emails but her schedule was always too busy. Although Gwen wanted to
go for coffee, she was busy with children. I also purchased, with permission from Sharon Hurd,

each woman a small ‘thank you’ gift.

Textual Analysis

In order to understand the political and economic structure of women’s mental health, I
needed to examine how the structure of health and mental health was influenced by gender,
inequality, and space. I wanted to connect ideologies of inequality to federal and provincial
health policy in order to demonstrate how cultural ideals perpetuate mental health service
disparities (see Bailey and Gayle 1993, 2003; Eagleton 1994, 2000). Lorber and Moore (2002)
wrote that health is shaped by cultural and moral values, yet influenced by the hegemonic belief
about well-being. Therefore, [ needed to demonstrate a relation between hegemonic ideas and the
discrepancies in women-specific mental health needs. I could then ask the question, if women’s
place within the social structure determines treatment modes and produces a paradigm of

legitimate medical knowledge, are women’s mental health needs truly being addressed?

Primary Sources

In order to understand the mental health services available to marginalized women living
with depression, I used my participant-observation notes, my discussions in my black journal

book, and interview notes to identify the issues of limited access. I also used provincial and



Sharing Stories 28

regional health related document such as the Select Standing Committee on Health Report:
Patients First 2002, the Depression Strategy 2002, and Let’s Talk About Addictions and Mental
Health Community Report 2007. 1 also used more local resources such as the Crisis Centre
Resource Book, computer searches, and resource pamphlets. These resources were community-
oriented and intended to target local individuals requiring mental health services in Prince
George. These information sources were limited, however, they presented a picture of mental

health service delivery in Prince George.

To examine the reason for limited mental health resources available to women, I located
research completed by women’s advocacy groups. The documents focused on the lack of support
from federal and provincial mental health policy. However, they all discussed how women’s
mental health needs continue to be ignored, creating discrepancies in mental health care
especially for women living in rural and northern locations (Morrow and Chappell 1999; Denton
et al 2004, Parry et al 2006; Ad Hoc Working Group on Women, Mental Health, Mental Illness
and Addictions 2006; Morrow et al 2007). The documents confirmed that women- specific
barriers increase the likelihood of developing mental health issues, yet mental health policy is
gender neutral, and thus not compensating for the gender-specific needs of women. These
documents were also written specifically as recommendations for regional health boards and

governments to improve mental health policy-making.

Secondary Sources

To confirm primary sources, I used secondary sources that characterized federal and
provincial mental health efforts since 1995 such as the Health Act, the Canadian Health and

Social Transfer (CHST) program, and Best Practices. I examined where and how women’s
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specific mental health needs were being discussed and addressed. As well, I wanted to know how
mental health services were being provided during this era of federal decentralized health care. 1
then looked at how geographical location, specifically Prince George, contributed to the
development of women’s mental health programs and if this coincided with the vision of

regionalized health care.

In order to understand how health care, as a structure, is influenced by inequality and
gender discrimination, I looked for academic writing on the subject. I used theories in feminist
anthropology (Scheibinger 1987; hooks 1984; Moore 1988; Martin 1997; Butler 2007) to
understand how historical ideologies of women’s mental health influence today’s mental health
service- delivery. Theorists, such as Bourdieu (1990), Foucault (1980), Kuhn (1970), supported
the idea that knowledge is enmeshed in the practices of power, the social government, and the
management of individuals. Even when new information emerges, it can be confined to past
practices of inequality and ideology (Kuhn 1970; Gramsci 1972; Foucault 1980, 2000; Bourdieu
1991). 1 wanted to link these understandings of gender and knowledge to federal and provincial
health policy, as well as to the limited resources available to marginalized women living in

Prince George.

Feminist Ethnography

Feminist ethnography is not simply about the seven women in the research but how they
are part of ideologies, structures, space, and relationships related to their access to mental health
services. Smith (2008a) incorporates Lovell, into a discussion about how “people themselves
become synonymous with their geographical locality, ultimately constructing a heightened sense

of meaning of place while also creating a boundedness to the social unit on the landscape” (17).
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Gibson-Graham (1994) used the term “discursive destabilization” (140) to describe the political
project to dismantle dominant hegemonic practices and reclaim the experience of the
participants. By using feminist ethnography, I incorporated the women as collaborators in the
research, through their narratives and stories. However, while ethnographic research is full of
substance and “depends upon human relationship, engagement, and attachment, it [also] places
research subjects at grave risk of manipulation and betrayal by the ethnographer” (Stacey 1988:
117). This internal conflict is an inescapable feature of ethnographic method. I was conscious of
power-imbalances between the women and myself and I thought of this often when I spent time
with Angie, my key interviewee, who [ introduce in the chapter five. Angie opened up so
unabashedly with earnest and heart, however, the reason we formed the relationship and the
reason Angie divulged the information was for my research. In engaging with Angie and others,
I discovered that there would always be “conflicts of interest and emotions between the
ethnographer as authentic, related person (i.e. participant), and as exploiting researcher (i.e.

observer)” (Stacey 1988: 118).

The time spent at the shelter and with the women was personal, intimate, and real.
Although objectivity has been promoted as idealistic, it is unrealistic and biased in its own
assumptions of truth and uncomplimentary for my research. To be void of emotion was
impossible and unacceptable to me. These emotions were valuable and needed to be re-examined

when writing notes, interviewing, and re-telling their stories and experience.

Theory

By using feminist ethnography, I could tell the stories of the women [ interviewed.

Ideally, I wanted this thesis to change how people think, believe, and act towards women living
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with depression. Using feminist theories was a strategy of focusing on the desire to end
inequality (Scheibinger 1987; hooks 1988; Moore 1988; Martin 1997; Butler 2007). The
privilege of feminist research and feminist ethnography was in that “feminist objectivity makes
room for surprises and ironies at the heart of all knowledge production” (Harraway 2003: 369).
Feminist ethnography, similar to women’s mental-health, has been undervalued for years.
Feminist ethnographers promoted “innovative, dialogic, reflexive, and experimental” writing that
audiences found refreshing (Behar 1995: 4). According to Harraway (2003), there existed a
power game, where feminist researchers fought “an imagery of high-tech military fields” and
battled over socially negotiated reality and validation in the presentation of history, stories and
writing (362). Feminist research is thereby able to generate rich descriptions about the
relationships involving gender, culture, and how people think, believe, and act “that are situated
in local time and space” (LeCompte and Schensul 1999: 8). This creates a valuable space,

especially for women marginalized, for their stories to be told and heard.

I used feminist ethnography to observe themes that affected seven women’s access to
mental health service. As well, [ was also able to write about ‘moments’ in the lives of other
women using services at the Phoenix Transition House and incorporate the barriers they
experienced in accessing mental health services. According to Visweswaran (2003),
“ethnography foregrounds the question of social inequality vis-a-vis the lives of men, women,
and children” (593) Similarly, Lyon-Callo (2004) describes an “ethnographic account [as a]
detailed, thorough method for exploring my questions about the seeming acceptance and about
how issues of [gender, inequality, and space] seemed to be transformed into issues of individual
pathology” (Lyon-Callo 2004: 21). Ethnography is a place to write interesting stories with

multiple perspectives of truth (Visweswaran 2003). According to LeCompte and Schensul
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(1999), ethnography is “an approach to learning the social and cultural life of communities,
institutions, and other settings” (1). It is a scientific mode of investigation where I, the
researcher, am used as a primary device for data collection to build on the perspective of the

people in the research setting (LeCompte and Schensul 1999) and share their stories.

Aim of Research

My research aimed to demonstrate that the construction of gender coincides with
difficulties, although both similar and different, for seven women and their access to mental
health service. I wanted to contribute to the “development of theories relating to gender identity
and the cultural construction of gender, [or more clearly], gender as a principle of human social
life” (Moore 1988: 187-88). I chose Prince George and women accessing the Phoenix Transition
House because I wanted to know, without marginalizing further, if there existed mental health
delivery imbalances to women of this subculture (Lyon-Callo 2004; Moore 1988). Feminist
anthropology acknowledges there is no unity or universality in the perspective and construction
of gender. It is the differences in cultures or subcultures that create the meaning of woman. |
wanted to use the seven women’s stories to demonstrate that ideologies of gender and inequality
have serious individual consequences. Feminist anthropology recognizes that fundamental
differences exist between women and those differences need to be theorized (Moore 1988: 189-
193). So, while women do share similar difficulties and “experiences worldwide; it is simply that
these similarities must be demonstrated and specified in each case, and not assumed” (Moore

1988: 198).

Feminist anthropology takes as its subject, not women, but the implications of woman

and while it does not “purport to speak for women, it certainly speaks cxtensively about women”
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(Moore 1988: 186). I wanted issues that affect the seven women’s access to mental health service
to be brought to the forefront. Examining the relationship between gender and ideologies was
critical in understanding to the interaction of cultural, class, race, and history processes (Moore
1988: 187-192) and development of mental health care in Prince George. I used feminist
ethnography to bear testament to the disparities and injustices of systemic discursive processes
(Behar 1995; Visweswaran 2003) that produce experiences of mental health systems. When I
figuratively ‘pulled’ myself out of the subculture focus, I examined the systemic “discursive

processes” (Lyon-Callo 2004:19) that produced and legitimized mental health systems of care.

Role of Researcher

My role was to look for ways to better represent women lives more truthfully. I was to
document the experiences of marginalized women and specifically the seven women I
interviewed. I wanted to write with passion and deconstruct claims of ‘fact’ within policy and
public structures. According to Behar (1995), the researcher is a necessary form of witnessing
which is complemented by ethnography. However, Behar (1995) wrote, for her, there exists a
fear of the researcher “observing too coldly” (3) or creating a barrier between the tape-recorder
and participant. My role was to continue to navigate the slippery slopes (Harraway 2003) of
research and experiences feelings of despair and powerlessness interacting and writing about
participants that [ could not help. This is another issue that Behar (1995) found challenging,
should we tell the story of despair or turn away because the information is so intensely personal?
It was my job to recognize my personal feelings and redirect the focus to the women. I spoke at
great lengths with my supervisor about my own reservations, however, the fact remained that the

story needed to be seen, told, and heard.



Sharing Stories 34

There should be no surprise that my background and relationship with the women
informed my writing. When I put myself into the research and lives of the women, I was a
witness and feminist anthropologist. I used feminist ethnography to bear testament to the
disparities and injustices of systemic discursive processes (Visweswaran 2003) that produce
experiences of mental health systems. My role was to see the interconnections between

marginalized women living with depression, Canadian health care, and the mental health system.

Conclusion: Methodology and Methods

This chapter challenged me to examine my own accountability and ethical dilemmas in
relation to the research, the research population, and my own position as researcher. Most of
these women were in distress, they were facing court cases, battling addictions, mending
wounds, dealing with abuse, living with the loss of their children, and fighting to survive. I
witnessed these events with a tape recorder and consent forms ready. Therefore, I needed to be
cognizant that the same ideologies of practice, inequality, and gender that foster disparities in
mental-health services naturally exist in my relationship to the project and the research

population.

In the following chapter, I examine how federal mental health efforts since 1996 have
influenced the provincial delivery of mental health care. The chapter demonstrates how the
historical ideologies of gender and depression, continue to be structured into health care that
influence policies and practices surrounding women’s mental health. When the federal and
provincial government create policy related to mental health, they implement programs or re-

direct funding that is restrictive and punitive. Therefore, structures presenting the image of
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better mental health still function within ideologies that perpetuate social inequality (Lyon-Callo

2004).
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Chapter 3: Characterizing Federal and Provincial Mental Health Efforts

What are the characteristics of federal and provincial mental health efforts since 19967 How
have federal transfer programs affected provincial policies regarding women and mental health
services?

SATURDAY, JANUARY 10" 2009-Participation-Observation (excerpt)

I was in the kitchen and helping with lunch, which was homemade soup, when I heard the
door bell ring. A staff member opened the door and two women and a little girl entered. |
watched as they dragged belongings into entrance and the little girl said “bye Grandma”.

Introduction

Mental health continues to be marginalized within health care, despite the fact that it
affects one in five Canadians and causes severe social, employment, and economic implications
(Canadian Association of Mental Health 2005). Since women are at greater risk of interpersonal
victimization such as childhood abuse, partner abuse, and sexual abuse, their rates of living with
mental health increase while their ability to access services for depression decrease. Theories
related to gender inequalities demonstrate that historically, gender and mental health have been
intricately linked. For example, during the nineteenth century ‘hysteria’ and ‘nervous’ disorders
were associated with the uterus and ovaries, thus promoting women as non-persons who could be
denied voting rights, equality, and education (Ehrenreich and English 1978; Lerman 1996; Nicki
2001). This ideological link between gender and mental health persists and allows women to be
pathologized, over-medicated, and their specific needs undervalued. In fact, for much of the 20"
century, professionals in health care were defined by their skill set and adhering to practices of
their peers (Armstrong and Armstrong 2004). It clearly shows that the structural barriers,
experienced by women, such as poverty, abuse, or violence are not validated (Ad Hoc Working

Group on Women, Mental Health, Mental lllness and Addictions 2006). Although decades of
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lobbying have increased women’s rights and mental health care, there still exists no examination

of how women experience mental health services (Morrow 2003).

Gender and specifically the needs of women, has never been adequately addressed by the
health care system, even in a climate when understanding gender-differences is predominately
acknowledged publicly by governments and health boards. Many proponents have argued mental
health needs to be brought to the mainstream. Governments pretend to move forward, define
issues, and even financially support groups who make recommendations for improving
conditions. Yet, according to Henry et al (Morrow et al 2007), the fact remains that there exists a
unacknowledged neoliberal prejudice, “in which Canadian values for fairness, equality, and
social justice coexist with discrimination and institutionalized racism, [which] deflects attention
from inequalities” (22). The basis of the Medical Care and Canada Health Acts is to provide
“substantial proportion of the funding of provincial health care” and in return provinces agree to
meet five key principles: universality, comprehensiveness, accessibility, portability, and public
administration (Armstrong and Armstrong 2008; Wiles and Rosenberg 2009:86). However, it
ignores critical health care benefits desired by marginalized women that are unattainable without

income or extended benefits. This makes many mental health services inaccessible.

One of the problems is that mental health and women are at the mercy of the Canadian
political/economic climate, resulting in a landscape of a constant flux of ever-changing policy
and delivery of women’s mental health care. Mental health evolves alongside structured images,
changing definitions, limited access, and inconsistent political climate (see Glendill 1997;
Foucault 2000; 2009). Currently, the political and economic climate has labelled health and

mental health care as too large of a proportion of federal and provincial budgets. If health care
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cuts are supported and mental health care is deemed too expensive, inefficient, and unsustainable
(Fuller 1998), then an elimination of services for marginalized women is simply a consequence
of an economically difficult period. Ironically, these policies contribute to increased levels of
mental health troubles and are costly to society because they eliminate a person’s contribution to
society during their most productive years (Standing Committee on Social Affairs, Science and

Technology 2002).

In the following chapter, | examine how federal mental health efforts since 1996 have
influenced the provincial delivery of mental health care. I discuss the premise of Health Care, the

landscape of Canada’s Health Program since 1996, and the response by British Columbia.

Addressing the Needs of Women
SATURDAY JANUARY 17™ 2009-Participant-Observation (excerpt)

I attended a forum on violence against women hosted by the Canadian Federation of
University Women. Speakers were from the Phoenix Transition House, the Northern John
Howard Society, PGNAETA, the RCMP, and the Soup Kitchen.

Sharon Hurd, Executive Director of the Phoenix Transition House talked about women
wanting a place to stay on the weekend when their husbands came back into town from the bush
and were drinking. Sharon also talked about her personal experience with rape and violence in
her first marriage. It was not until 1975 that women were ‘allowed’ to press charges against
their husbands. Currently, the RCMP press charges if they believe that domestic violence has
occurred. This prevents men from becoming more violent towards the women and the women
from feeling guilty. However, pressing charges appears quite different than actually getting a
conviction. Sharon discussed that new issues are arising in the transition home “world”, they
are dealing with addiction problems, women leaving jail (federal and provincial), violence, and
gangs. Sharon would like a place where women in recovery can live with their children. She is
currently working in conjunction with others community members to build a centre that houses
women and children during their recovery phase (Hutda Lake).

Francis was also in attendance. She ended up doing an impromptu speech. Her talk was
very commanding and although she was not prepared, her rawness, truth, and feeling made her
a great orator. She spoke of being raped and sodomized and going through three trials to prove
she was violated. Her comment was that the rape was easier because it was over but the courts
were dehumanizing and victimizing. She spoke of mental health and addiction recovery but
needing more time. Francis said she was given three months at a recovery institution but it was
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not enough time. She needed three years minimum. She spoke highly of the Phoenix and Sharon
who “saw something in her” and helped. Francis also stated that although shelters are great,
they do everything for you so while they cook and clean for you and provide services (and you
still receive a form of social assistance) they do not offer enough assistance in life-skills. Francis
also admitted to mental health issues but never clarified what she meant exactly. She did state
that when she entered the Phoenix she was taking nine pills and today she takes none. In order to
get rid of the pills she needed mental health services and programs to help her cope with the
trauma of her past life experiences.

After the presentation, I spent some time in the shelter. Rachel and Farah opened up
about having their children taken away by the Ministry of Family and Children (MCFD). They
were forthcoming in the fact that MCFD was quick to remove the children, tell the mothers to
accomplish certain things (part of recovery) and then deny them access to their children after the
steps were taken. We also discussed foster families, Farah, Rachel, and Olivia (mother of little
baby girl Roxanna) all commented that good foster families are rare and all have had their
children abused in the homes of foster families. Both Rachel and Farah mentioned that in order
to have access to their children they had to have no-contact orders against their ex-partners.
However, Farah states that they took the children away because of her ex and when she denied
access, MCFD then asked her abusive ex-partner if he wanted to become the full time parent of
her youngest.

The Characteristics of Federal and Provincial Mental Health Efforts since 1996

Background of Canadian Health Care

13

Health Care is considered Canada’s “commitment to shared responsibility and our
recognition of shared vulnerability” that supports women, children, and those with disabilities
who are marginalized and generally comprise Canada’s poorest population. The majority of
citizens value health care as a human right, not as an entitlement based on economic status or to
be used as “a source of profit” (Armstrong and Armstrong 2008: 8-9). Canadians and the federal
government desired, formulated, and supported the concept of Health Care after World War II to
promote a thriving population. Health and social services that Canadians currently see as
legitimate responsibilities of the federal government were once “seen to be private concerns and
were undertaken by charitable or religious organizations in the nineteenth century”. In fact,

provinces had complete authority over hospitals, charities, and asylums under section 92(7) of

the Constitution Act in 1867 (McIntosh 2004:7-8), except in the case of aboriginals, military
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personnel, Territories, and prisoners (see Vayda and Deber 1992; Pierre et al 2007). According
to Armstrong and Armstrong (2008) the catalyst for better health was a recognition that many of
the Canadian men, conscripted during WWII, were not healthy enough to go to war. So, in 1982,
only four decades after WWII, the ideology of health was accepted. Canada created the Health
Act to “protect, promote, and restore the physical and mental well-being of residents of Canada
and to facilitate reasonable access to health services without financial or other barriers” which
was a legitimate federal prerogative (McIntosh 2004; Armstrong and Armstrong 2008: 9). The
federal government had the financial resources to convince provinces of the benefit of the Act by
implementing a shared-cost program of money transfers (Braén 2004; McIntosh 2004). While
health care improvements were provincially led, the federal government and the shared-cost
program ensured innovations, based on conditions and standards, were implemented across
Canada. This created a more uniform health system. Transfers were written into Section 36 of
the Constitution Act 1982 to, “entrust the federal and provincial government to promote equal
opportunities for the well-being of Canadians” and provide “essential public services of
reasonable quality to all Canadians” (Banting and Boadway 2004: 5). The “structure and
evolution of federal fiscal transfers, [since 1996, is especially] critical to understanding federal-
provincial tensions in the [health] field” (Banting and Boadway 2004:10) and the impact on

women’s experiences with mental health services.

Health Transfer Program Changes in 1996

Only 50 years after the inception of a national health care program, the federal
government moved towards more of “a sustaining role, maintaining and reinforcing the pan-
Canadian model” (Banting and Boadway 2004: 8). The federal government under both

Progressive Conservatives (from 1984 to 1993) and Liberals (from 1993 to 2006) embraced a
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neoliberal approach to health care. Since 2006, the current Conservative government has
continued to promote private profit in health care and has continued to support decreasing
national health care spending and programs (Armstrong and Armstrong 2008: 24).
Neoliberalism became a health care reality when federal funding for Health, Post-Secondary
Education, and Social Welfare dropped drastically in 1996 and “the Canadian Health and Social
Transfer (CHST) was introduced, rolling the three programs into one and reducing funding to an
amount once given for only [social welfare]” (Armstrong and Armstrong 2008: 23, 24). While
decreased health spending was blamed on federal financial difficulties, the federal government
never altered constitutional distribution of powers, it legitimately stepped in, allowed by the
constitution, to establish national health standards as a public objective (Braén 2004:28-35). This
leaves us with the question: if the federal government has carved itself an important role in
health care, are marginalized groups such as women living with depression, more affected when

transfer payments and conditions decrease?

The alleged purpose of the CHST was to reduce deficit and debt. Although transfers from
the fcderal government had been decreasing since the late 1970’s (Banting and Boadway 2004:
16), the CHST cuts were significant. Unlike the previous transfers, the CHST was not formula-
based but decided at the discretion of the federal government. ‘Guess work’ was implemented to
calculate the amount of federal transfer money needed by provinces to maintain health services.
Therefore, money intended for health, post-secondary education, and social welfare became
inconsistent and changed yearly, allowing for unexpected changes to the transfer program
(Banting and Boadway 2004: 14). Furthermore, the breakdown of money was purely nominal;
consequently, no mechanism existed to ensure that provinces spent their allocations according to

the ratios set forth by the federal government’s ‘guess work’. Prior to the CHST, federal transfers
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were based on cost-sharing; therefore, the federal government matched every dollar of eligible
provincial expenditure. As well, federal funds, previous to the CHST, were spent as intended by
the federal Parliament. Federal guidance through initiatives preserved accountability to the
executive of the legislature and federal responsibility for basic minimum social entitlements and
consistency for all Canadians (Banting and Boadway 2004: 11). While the priority of mental
health care has always been limited, the transfer changes provided no incentive to increasing and

supporting mental health services.

With the introduction of the CHST, the federal government’s health care politics
noticeably moved away from the welfare state, where social programs and their access were
promoted, towards neoliberalism*. According to Bonisteel and Green (2005), the reassignment
of transfer payments was a “reprehensible action [where] federal contributions to the provinces
were slashed and nationally enforced minimum standards were removed” (8). This changing role
was a response to international pressures, national pressures, and a shift among supporters. The
landscape of health and mental health, in a short period of time, changed from supporting a
healthy population (although originally with a male bias) to promoting free market economy and
government autonomy from the private bodies of citizens. ‘Doom and gloom’ economic
projections, according to (Berger 2000), were advertised to erode public confidence and the

generosity in accepting the financial costs of health care (Glouberman and Zimmerman 2002).

* By neoliberalism,l am referring to a theory and practice of running the economy in a way that frees markets from
state and bureaucratic controls. Historically, neoliberalism was a reaction to both the widely experienced
authoritarian practices of the mid-twentieth century and Keynesian-Fordist regime of accumulation that
characterized the post-World War Il societies in the West (Boudreau et al 2009:24).
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Federal health care support “moved away from Keynesian® economics and back to the old ideal
of reliance on markets to meet all needs. The recycled approach rejected government support of
social programs and pushed for less government intervention in existing social policy fields”
(Armstrong and Armstrong 2008: 23). This is an important component to marginalized women’s
mental health. In order to promote women’s mental well-being, government practices need to

recognize gender discrepancies in health care and support mental health programs.

The Influence of Neoliberal Ideology on Federal Health Care of Women

Neoliberalism, according to Harvey (Boudreau ef al 2009) involves political economic
practices that propose an individual’s well-being can best be advanced by liberating individual
entrepreneurial freedoms and skills within an “institutional framework characterized by strong
private property rights, free markets, and free trade” (24). The theory ignores social and
economic disparities such as poverty, gender discrimination, and disability and convinces society
that the resultant poor mental health is “normal” (Lyon-Callo 2004:11). It constructs the
dynamics of blame for individual health problems and mental-health concerns (Bolaria 1995).
As Day and Brodsky argue, (Bonisteel and Green 2005) since 1996, public goods, services, and
programs such as those that address violence, promote economic security, ensure access to legal
aid, housing, and appropriate health care, have been eliminated or reduced. In particular, social
welfare reform and declining social conditions have had detrimental health impacts for women,
especially for women who face intersecting forms of oppression (Morrow et al 2007: 20). In

essence, neoliberal ideology provides the support and justification for the production of social

5 Keynesian Economics is a method of analysing economic variables such as output, employment, inflation and
interest rates. John Maynard Keynes argued that a healthy, skilled labour force was both critical to the economy and
a government responsibility (Armstrong and Armstrong 2008:13).
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inequality and the elimination of health and mental health services. The “insufficiencies of
liberal welfare” support “masculinist ideals of independence and self-reliance” (Thien and
Hanlon 2009:156) and foster a situation where marginalized women’s mental health concerns

become their own responsibility.

Although the Canadian government had endorsed national and international documents
that outline equality and health for women starting with the Charter of Rights and Freedoms
(1982), there needs to be commitment to these endorsements. According to Scheingold (Young
2007a, 2007b) governments politically act in denial of discrimination, gender inequalities, and
poverty, however they “stigmatize it socially” by not reacting to the numbers of women
experiencing depression or the need for accessible mental-health care services (1). For example,
when the political and economic climate promotes changes to the social welfare system,
particularly changes to the eligibility requirements for income assistance and disability benefits,
governments leave women living below the poverty line. Without safe and affordable housing or
the income to foster well-being, women’s mental health is “dramatically impacted” (Davis 2006;
Morrow 2007a: 368). Without a public agenda that supports women’s mental health, ‘token’
commitments and initiatives in the area of women’s health are not fully supported politically,
adequately resourced, or implemented evenly (Morrow et al 2007: 20). Neoliberal ideologies
“run counter to understanding the complexity of women’s lives, their interrelationships with
others, their environments, and the impact of those interrelationships” (Morrow ef al 2007: 21)
and serve as obstacles to addressing the needs of women’s mental health (Burt 1995; Browne

2001).
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Ideology that does not recognize the impact of socio-economic discrepancies is
particularly harmful to marginalized women because it reinforces how women experience mental
health services. According to Bourdieu (1991, 2001), structures promoting inequality and the
various practices reproducing and normalizing those structures have always been largely
utilitarian and for economic purpose. Giddens (1979) argued a similar point about power being
entrenched in social production, capitalist class relations, and structures (discussed in Ortner
1996: 3-4) and the maintenance of those relations and structures. As provincial psychiatric
institutions were deemed too costly starting in the 1960’s, the economic solution was to remove
financial support. Mental health care has become the responsibility of communities, families,
and women, ultimately creating a situation where the most “vulnerable individuals and groups
faced a political environment that dismisses the injustices in their lives as personal failings”
rather than the failings of political, social, and economic systems that foster disadvantage (Lyon-
Callo 2005; Young 2007a: 1). Federal structures then maintain capitalist class relations and
desired social production. Furthermore, Kipfer and Keil note (Boudreau et al 2009), by
employing an “arsenal of authoritarian measures to regulate social problems [such as] a media
attack on the poor, the homeless, the marginal, the alternative, and their political advocates"’ (20,
23), images of feminized mental problems and marginalized women burdening the ‘good’

taxpayers remain in place and service-eliminations are accepted.

Dynamics of Blame, Neoliberal Ideology, and Kim

Kim, a mother of two young boys and in her late twenties, wanted support from the
Phoenix Transition House in Prince George, BC. She told me she recently left her emotionally
abusive husband. I interviewed her on a hot summer day in August 2009 in her new rental house.

She wore jeans and a baggy sweat shirt and tried to hide her face by allowing her blond hair to
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fall forward. Kim had pretty sparkly blue eyes and a soft voice and laugh, which were difficult to
hear and find at times. ] worked hard to make Kim comfortable. I purchased Tim Horton’s coffee
for us and Tim-Bits for her children and we talked for a long time before the interview started. I
was able to learn that she loves gardening, talking with friends, and going for walks but was
restricted from such activities by her ex-husband. While married, Kim was a stay-at-home
mother and the money she collected from small jobs such as babysitting, child-tax, or universal
child care was given to her husband. She had not graduated from high-school, she had no formal
training, had not paid into the Canadian Pension Plan, and never had extended benefits. Without
the education and the necessary work-experience, it was challenging for Kim to secure work and
safe housing. Kim was on social assistance, however, she needed financial support from her
mother to afford her new place, even though it was on a busy road in a less-desirable

neighbourhood.

At the time of the interview, Kim told me she was having difficulty getting out of bed,
feeling good about herself, finding direction, and setting future goals. Kim agreed to an interview
with me because she felt that systems designed to help her made her life more stressful and she
wanted to tell her story. I noticed that during the interview, Kim constantly looked over her
shoulder at every car that drove by. When I asked about the nervous behaviour, she told me she

feared her ex-husband would show up