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I
INTRODUCTION

The general concern of the study is with the accessibility and 
relevance of social services to immigrant women experiencing 
"mental health" problems. The research focuses on the delivery of 
services for the low income Spanish and Portuguese speaking 
woman. The study was initiated because community workers saw a 
serious inadequacy in the social service delivery system for 
immigrant women. They found that many non-English speaking 
women were going to community centres for help rather than using 
family services and health care agencies. The adequacy of the 
existing social services to meet the present needs of immigrant 
women is the central issue under investigation.

Th is  s tudy has revea led a  w ide gu l f  be tween the es tab l ished soc ia l
and health care services and the needs of immigrant women. The

professional ideologies and working pract ices she encounters
re formula tes  her  prob lems accord ing to  the  ins t i tu t iona l ized
defin i t ions  o f  rea l i ty.  These do not  accord  w i th  the  ways women
descr ibe  the i r  own exper iences in  the  Canad ian contex t .  The prob-
lems women face are handled by agencies in individual terms as
prob lems o f  "menta l  i l lness"  or  cu l tu ra l  background.  These approaches
p reven t  a  woman  f r om  see ing  he r  d i f fi cu l t i e s  i n  r e l a t i on  t o  t he  soc i a l
contex ts  in  wh ich  they  occur.  The ind iv idua l  becomes the prob lem:
he r  cu l t u ra l  backg round ,  he r  men ta l  s t a t e .  The  soc i a l  ma t r i x  o f  he r
expe r i ence  i s  no t  r e l evan t .  A d i s j unc tu re  i s  c rea ted  be tween  t he
o f fic i a l  exp l ana t i ons  and  t he  ac tua l  s i t ua t i ons  wh i ch  c rea ted  d i f fi -
cu l t i e s  f o r  he r  t o  beg in  w i t h .

Many immigrant women experience distress and emotional upset accom-
pany ing the i r  cur rent  d i fficu l t ies  in  Canada.  These women o f ten  come
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into contact with formal agencies and professionals in seeking practical 
solutions to the dilemmas they face. From the women's discussions of 
their lives, a picture emerges of their common problems as non-English 
speaking immigrants and as women in an industrialized urban setting. 
In order to make this visible, it was necessary to portray the situation of 
the women clients themselves, from their perspectives.

The low income immigrant woman's life is organized in such a way that 
she is in a dependent status socially, in the labour force and in the 
home.* The institutional structure of her entry into Canada places her 
in a second class status as a sponsored immigrant. This is maintained 
in her contact with government agencies providing language and 
training skills for entry into the labour force. This dependency is a 
taken-for-granted condition of her situation in Canada and is preserved 
in the institutional contexts of government and the professions. A 
woman's inability to transcend these circumstances is taken as 
evidence of her lack of motivation to "adapt" to her new life in Canada.

Espec ia l ly  fo r  the  low income woman,  the  organ iza t ion  o f  her  da i ly  l i fe
creates  prob lems for  her  wh ich  are  a  cond i t ion  o f  her  pos i t ion  in
Canad ian  soc i e t y.  These  a r i se  i n  r e l a t i on  t o  t he  k i nds  o f  wo rk  she  can
find ,  t he  econom ic  d i f fi cu l t i e s  f aced  by  l ow  i ncome  f am i l i e s  w i t h  f ew
resou rces  and  he r  dependen t  s t a t us  w i t h i n  t he  f am i l y.  I t  i s  t he  soc i a l
contex t  o f  her  everyday l i fe  wh ich  produces the  c r ises ,  b reakdowns and
seek ing o f  a l te rnat ives  to  unacceptab le  and in to le rab le  l i v ing  cond i t ions .

When a woman comes into contact with the establ ished sett lement and
fam i l y  se r v i ce  agenc ies ,  t he  cou r t s ,  e t c . ,  howeve r,  he r  s i t ua t i on  as  one
wh i ch  a l l ows  he r  f ew  a l t e rna t i ves  r ema ins  i nv i s i b l e .  A l ong  w i t h  many  o f

*Most women enter Canada as dependent immigrants, although there are a few 
who enter in the independent class. The "sponsored", "nominated" or "family class" 
immigrants are the categories of dependent status, i.e., for those who enter the 
country on the assistance of another family member who is defined as the "head of 
the house-hold" by the immigration act. Since the change of the act in 1976, the 
sponsored category has been replaced by "nominated" or "family class".
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the hea l th  care  agenc ies ,  ins t i tu t iona l ized approaches to  immigrant
women focus on her as an individual and reformulate her problems as
mere l y  " emo t i ona l "  o r  i n  t e rms  o f  he r  cu l t u ra l  backg round .  The
' g i vens '  o f  he r  s i t ua t i on  a re  no t  pu t  i n t o  ques t i on ,  and  t he re fo re ,
her  unders tand ing o f  her  s i tua t ion  is  inva l ida ted and a t tempts  to
change i t  a re  not  suppor ted.  The psych ia t r ic  approaches to  immigrant
women are the most marked examples of this way of thinking and treat ing
women.  The prac t ices  o f  doc tors  and psych ia t r is ts  sh i f t  the  focus f rom
the ex terna l  obs tac les  she faces to  how she might  be t te r  per form the
t r ad i t i ona l  ob l i ga t i ons  o f  w i f e ,  mo the r,  daugh te r,  s i s t e r.  The  woman
as an autonomous person wi th  leg i t imate  gr ievances is  spec ifica l ly

inva l ida ted.

From the perspect ive of the community workers* working exclusively or
pr imar i l y  w i th  women,  the  inadequacy o f  serv ices  is  a  da i ly  p rob lem.
Agenc ies  w i th  mandates  to  prov ide se t t lement  serv ices  to  the  newly
arr ived immigrants are overloaded with women needing to discuss their
s i tua t ions  in  Canada and the  poss ib i l i t ies  fo r  do ing someth ing to
change them.

These agencies see mainly low income women who are experiencing
var ious  k inds  o f  p rob lems.  For  example ,

a. She has been denied ESL benefits from Manpower three times but is unable to practice her profession 
without English.

b .  S h e  i s  t r y i n g  t o  fi n d  a  l a w y e r  f o r  a  d i v o r c e  a n d  a  j o b ,
because she has been beaten by her husband for ten years
and  can ' t  t a ke  i t  any  l onge r.

c. She is working shiftwork, her husband is having an affair with another woman 
and she never sees him at home.

d. She is daily harassed on the job by the foreman who is known to have 
forced other seamstresses to have sexual intercourse with him or get laid 
off.

* 'Community workers' will be used to denote those social service workers in agencies 
providing primarily settlement services, or the same services to people who have 
been here longer than the 36 month limit designated for the funding of such services.
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e. She is having difficulties getting her children to obey her and 
the school has notified her that her son is failing first grade.

f. She has been denied workmen's compensation benefits because her foreman 
denies that she hurt her back at work.

g. She and her husband no longer communicate with each other, and he has had a 
series of girlfriends; she wants to leave, but she can't get welfare as a sponsored 
immigrant.

The l i s t  o f  d i fficu l t ies  faced by  the  low income immigrant  woman is
a  l ong  one ,  and  she ,  l i ke  he r  Canad ian  coun te rpa r t ,  i s  ve r y  l i ke l y
t o  go  t o  soc i a l  se r v i ce  agenc ies  f o r  he l p .  Howeve r,  f o r  t he  ma jo r i t y
of these women, who are non-Engl ish speaking, social  services are not
d i rec t ly  access ib le  as  adequate  in terpre ters  are  o f ten  not  p rov ided,
no r  a re  t hey  necessa r i l y  suppo r t ed  t o  imp rove  t he i r  s i t ua t i ons .  The
agenc ies  wh ich  a t tempt  to  prov ide se t t lement  serv ices  are  put  in  the
pos i t ion  o f  counse l l ing  and suppor t ing  immigrants  th rough the i r
dea l ings  w i th  the  government  bureaucrac ies  and the  labyr in th  o f  the
labour market.

Since the difficulties faced in Canada do not end at the 36 months 
set by "settlement" funding criteria, community workers find 
themselves providing services for free.* And especially for the non-
English speaking clientele, there are often few if any places to refer a 
person for individual or family counselling in their own language and 
by someone who is supportive. It also becomes questionable 
whether counselling or "therapy" per se are the most appropriate 
alternatives for women in the situations considered. For those who 
have been referred to mental health or other health professionals, 
women's reports suggest that their problems are ignored or 
misunderstood, and that pills are dispensed to maintain them in an 
unsatisfactory situation. Generally, this kind of feedback was made in

* The untenability of the 36 month funding limit was acknowledged by Joe Clark, 
Member of Parliament and leader of the Conservative party, in a letter to the 
Organization of Community Agencies Serving Immigrants, on May 15, 1979. The new 
government has not yet changed the criteria to fund services beyond the 36 month limit.
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re la t i on  t o  doc to r s ,  psych ia t r i s t s  and  soc i a l  wo rke r s .

Professional approaches to immigrant women's problems are inst i tu-

t i ona l i zed  i n  t he  soc i a l  and  hea l t h  ca re  se r v i ces .  These  a re
deve loped in  the  sc ien t ific  d iscourses o f  soc ia l  work ,  medic ine  and
ins t i t u t i ona l i zed  psych ia t r y.  They  w i l l  be  exam ined  as  p ro fess i ona l
modes of organizat ion which art iculate women's experiences to the
ava i lab le  soc ia l  serv ice  sys tems.  Psych ia t r ic  and o ther  pro fess iona l
approaches wi l l  be  cons idered in  the  broader  contex t  o f  soc ia l  re la -
t i ons  o f  Canad ian  soc i e t y.  O f  spec ia l  i n t e res t  i s  t he  use  o f  psych ia -
t r i c  ideo log ies  and prac t ices  in  re in forc ing  and main ta in ing  women in
a  subord inate ,  dependent  re la t ion  in  the  fami ly  and on the  labour
marke t .  The  poss i b i l i t y  o f  s t a r t i ng  f r om  the  s t andpo in t  o f  women
when ta lk ing  about  the i r  p rob lems is  examined in  th is  repor t  as  an
alternat ive to these approaches.

From our study we came to the conclusion that those agencies 
which work closest to immigrants in the community were most 
effective in offering practical help to women. The provision of 
effective, practical solutions depends greatly on the ability of social 
service workers to understand the realities of immigrants' lives in 
Canadian society. The closer an agency's approach to the everyday 
realities of immigrant women, the greater its ability to respond to 
their concrete needs. We found that in the established health and 
social services, professional ideologies and practices create a 
distance between the official understandings and the actual 
situations of women. We have designed the format of this report in 
such a way as to illustrate how this distance is created in the 
organization of social services. Our discussion of alternative 
approaches in community services is oriented to seeing how 
services could be set up to provide the most effective forms of 
support. Specifically, we want
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to v iew what  k inds  o f  serv ices  are  most  e f fec t ive  in  he lp ing
immigrant women to held themselves, to become self  rel iant and
eventual ly independent of the social  service network as much as
possible.

In Chapter I I ,  The Immigrant Woman, the economic and social
dependence imposed upon the working class women immigrant in Canada
wi l l  be  d iscussed.  Th is  dependence t rans la tes  in to  an economic
dependence on men;  however,  i t  doesn ' t  beg in  or  end there .1  Whi le
examining the experiences of the non-English speaking women we have
interviewed, we explore the role of the Manpower and Immigrat ion
po l i c i es  i n  s t r uc tu r i ng  t he i r  r e l a t i on  t o  t he  l abou r  ma rke t ,  t he
soc ie t y  and  t he  f am i l y.  The  o rgan i za t i on  o f  t he  l abou r  ma rke t  i s
a l so  v i ewed  as  i t  i s  consequen t i a l  f o r  he r  l i f e .  The  p ro fess i ona l

i deo log i es  o f  "men ta l  i l l ness "  and  "e thn i c  d i f f e rence "  w i l l  be
examined in  l igh t  o f  the  l i ves  o f  these women in  Canada,  and o f  the i r
consequences fo r  the  woman t ry ing  to  bet te r  her  s i tua t ion  as  she sees
i t .

In  Chapter  I I I ,  women 's  exper iences in  the  hea l th  care  sys tem are
d iscussed.  The approaches o f  doc tors ,  psych ia t r is ts  and hosp i ta l
workers  in  psych ia t r ic  un i ts  are  examined f rom in terv iews wi th  pro-
fess iona ls .  The de l ivery  o f  homecare  serv ices  by  pub l ic  hea l th
nurses and occupat ional therapists is discussed.

Family services, government agencies and community centres are 
the non-medical agencies which are involved in counselling and 
referring women for psychiatric attention. In Chapter IV, the 
provision of social services in these settings is examined in terms 
of their accessibility and relevance to immigrant women in 
Canada. Alternative programs which have recently been initiated 
are discussed in Chapter IV. Further programs and 
recommendations are posed based on the findings of this report.

1. Roxana Ng, The Social Organization of Family Violence: An Ethnography of Immigrant Experience in Vancouver, A report to 
the Non-Medical Use of Drugs Directorate, Health and Welfare Canada, Vancouver, 1978.
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1) Method of Inquiry
The primary approach of the study is the focused ethnography.
Central to our focus are the institutional processes in which 
"mental health" and "mental illness" are defined for the 
immigrant woman. We have viewed the administration of 
treatment, services and medical care in terms of their 
relevance and impact on women's lives.

The research began with in-depth accounts of women's experiences 
as told from their own perspectives. The women we spoke with 
became our major informants. We made use of their accounts in the 
way an anthropologist would treat them, i.e., as informants who are 
knowledgeable of a particular social organization. In this way we 
were able to learn from them aspects of the organization of services 
based on the women's experiences with the service agencies. 
Interpreters were used for the Portuguese women, and Bodnar 
interpreted for the Spanish speaking women. An often forgotten 
perspective, that of the client group themselves, provided accounts 
of the institutional processes under examination.2

I t  i s  cen t ra l l y  impo r t an t  t o  t he  s t udy  t o  po r t r ay  accu ra te l y  t he
s i tua t ion  o f  women c l ien ts  themselves  f rom the i r  perspect ives .
Women's perspect ives were of pr imary concern in this research
because women are not usual ly al lowed to speak authori tat ively
about  the i r  l i ves .  The i r  perspect ives  and everyday exper iences
have not  en tered in to  the  pro fess iona l  ideo log ies  o f  medic ine  and
psych ia t r y,  o r  t he  f o rma l  s c i en t i fi c  con tex t s  whe re  " r ea l i t y "  i s
defined.3  Women are  not  genera l ly  located in  pos i t ions  w i th in

2. In a study of welfare clients in a government agency in London, Mayer pointed 
out that social work researchers have rarely been interested in the client's 
perspectives and understanding of the nature of the service offer. See John C. 
Mayer and Noel Timms, The Client Speaks: Working Class Impressions of 
Casework, Routledge & Kegan Paul Ltd., London: 1970.

3. "Women and Psychiatry", Dorothy E. Smith, in Dorothy Smith & Sara David, 
editors, Women Look at Psychiatry, Vancouver: Press Gang 1975.
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management, administrations and the professions; women's 
consciousness is excluded from the formal, "objective" views of the 
world produced in these domains.4 The non-English speaking, 
lower income women are even further deprived.

We address the practical organization of supportive services in 
relation to women's experiences with them. The interface 
between their experiences and the work processes of the 
hospital emergency, doctors' offices and social services will be 
discussed. The analysis of social services and health care 
delivery is informed by the interviews of those who work in these 
settings. Whenever possible, observations have been made of 
how the practical organization, available facilities and personnel 
affect the kinds of services available for women.

2) Research Design

The research was carried out on an in-depth, case history approach 
for I0 women, taking a total of 20 hours, and with a structured 
interview for community workers and health professionals. The 
women's interviews were taped, detailed notes were taken, and 
transcriptions were made in order to record the actual replies of the 
women. Six of the women were clients of a social service agency 
catering to immigrant women. Because of the difficulty in gaining 
access to women clients who had contact with the psychiatric 
profession and were willing to be interviewed, the "snowball" 
technique was used by interviewing women who were known to the 
community workers, but who were not clients themselves. This 
meant that four of the interviewees were not representative of the 
Centre's clients in that they had more education, spoke English as a 
second language

4. "Women's Perspective As a Radical Critique of Sociology", Dorothy E. Smith, Social 
Inquiry, v. 4, no. I, 1974.
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and worked in  jobs  such as  ch i ld  care  worker,  s tenographer,  who lesa le
sa les  agent  and nurs ing  s tudent .  The c l ien ts  worked or  are  work ing
as c leaners ,  fac tory  workers  or  sewing mach ine opera tors .  Two are
cu r ren t l y  unemp loyed  w i t h  wo rk  r e l a t ed  d i sab i l i t i e s .  They  spoke  l i t t l e
or no Engl ish and were in a low income bracket.

The second group of interviews was made with government, social 
service and community workers. We interviewed two workers in a 
government settlement service agency and three workers in two 
family service agencies. In looking at community-based agencies, we 
interviewed 13 workers in 6 agencies, two of which cater solely to 
immigrant women. Four agencies which provide family services and 
counselling to the larger public were also interviewed, and 
multilingual workers were seen whenever possible to assess service 
delivery to immigrant clientele. These agencies were chosen from the 
reported referral system of the workers and professionals who see 
Spanish and Portuguese speaking people.

The third group of interviews was made with health care 
professionals: doctors, psychiatrists, nurses, social workers and 
interpreters who work in hospital psychiatric services. Four doctors of 
Latin American, Spanish and Portuguese origin were interviewed; six 
psychiatrists, two of whom were Canadian born: four nurses; three 
social workers; two interpreters, one official and one unofficial. 
Interviews were also conducted with five public health nurses and 
two occupational therapists who work in public health and home care 
programs. All interviews were oriented to the delivery of services to 
the client group discussed. The interview schedules in the 
appendices were used as guides to allow for a more open ended 
inquiry. The interviews lasted between one and two and a half hours.



3) Social and Health Care Organizations and Referral Networks

Three major service delivery systems which orient to the needs of 
Spanish and Portuguese speaking immigrant women are 
considered: 1) agencies oriented to the provision of family services, 
2) community-based agencies, and 3) health care services provided 
by general practitioners, psychiatrists, hospitals, and home care.

Fami ly  serv ice  agenc ies  focus the i r  work  on the  prov is ion  o f
i nd i v i dua l  and  f am i l y  counse l l i ng .  Seve ra l  counse l l o r s  i n  t hese
agencies work with Spanish and Portuguese cl ients and report  that
they  find themselves  over loaded wi th  demands for  counse l l ing .  The

agenc ies  a lso  prov ide group programs for  ba t te red women,  iso la ted
ind iv idua ls ,  and parents  o f  menta l ly  re tarded ch i ld ren,  bu t  none o f
these programs are present ly avai lable to Spanish and Portuguese
speaking cl ients.

The majority of the Spanish and Portuguese speaking clients 
seen by these agencies are low-income and non-English 
speaking. The policy of the agencies is to gear fees to individual 
income, or to waive the fee whre the client has limited means.

The serv ices  are  ava i lab le  to  any Canad ian res ident ,  i r respect ive  o f
l eng th  o f  s t ay.  Th i s  i s  an  impo r t an t  f und ing  and  po l i c y  d i f f e rence
from that of community-based agencies, most of which are only funded
to give service to immigrants who have been in Canada up to a period
of 36 months.

Workers in these agencies reported an average caseload of 75-80
cl ients per months, approximately 60% of these being women. This
heavy case load repor ted ly  prevents  workers  f rom in i t ia t ing  impor tant
group programs in Spanish and Portuguese.
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The man ate of community-based agencies serving Spanish and 
Portuguese speaking immigrants is primarily one of providing 
settlement service. Most receive their primary funding from the 
Immigrant Settlement and Adaptation Program (under the Ministry of 
Employment and Immigration) to provide the following types of 
services: information, referral, translation, escort, advocacy and 
supportive counselling. Most community-based centres are only 
funded to provide services for those immigrants who have been in 
Canada up to 36 months, the time period deemed necessary for 
"adaptation".
In contrast, one settlement service agency studied, one with direct 
government funding, has within its mandate the provision of service 
to all immigrants regardless of their length of stay in Canada. At the 
same time, community-based agencies continue to provide service to 
immigrants who have been in Canada longer than the stipulated 36 
months.

The cl ientele of the community-based agencies is largely non-Engl ish
speaking and low-income. Two of these agencies provide service
so le ly  to  women and have h is tor ica l ly  o r  p resent ly  prov ided spec ia l -
i zed  j ob  o r  hea l t h  r e l a t ed  se r v i ces .  A t h i r d  agency  i s  heav i l y
or iented to women, has special  programs for women, and also provides
lega l  ass is tance.  The remain ing four  agenc ies  s tud ied serve men,
women and chi ldren, and have a range of counsel lors including social
workers ,  lega l  adv isors ,  and workers  spec ia l i z ing  in  in format ion  and
r e f e r r a l .

As  repor ted to  us ,  there  is  some re fer ra l  be ing done a long hor izonta l
lines among community-based agencies. Women, when they have multiple
problems, or special ized needs in the areas of work and health,  may
be re fer red to  an immigrant  women 's  cent re ,  where  serv ice  w i l l  be
prov ided in  the  areas o f  p rac t ica l  i ssues and suppor t ive  counse l l ing .
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Spec ifica l ly  in  re la t ion  to  menta l  hea l th ,  one immigrant  women 's
cent re  repor ted tha t  90% of  c l ien ts  rece ived suppor t ive  counse l l ing
in  a  one-month  per iod  wh i le  seek ing he lp  in  the  fo l lowing areas:
j ob  o r i en ta t i on ,  60%;  i n t e rp re ta t i on ,  80%;  gene ra l  i n f o rma t i on ,
70%;  advocacy,  50%;  t r ans l a t i on ,  30%;  r e f e r r a l s ,  15%;  and  esco r t ,
12%. Support ive counsel l ing was done around such issues as unemploy-
men t ,  econom ic  d i f fi cu l t i e s ,  t he  l anguage  ba r r i e r,  f am i l y  p rob lems ,
cop ing w i th  s t ress ,  i so la t ion ,  and hea l th  prob lems.

Hea l th  care  workers  in  var ious  areas come in to  contac t  w i th  immigrant
women in  the  contex t  o f  menta l  hea l th  prob lems.  I t  appears  f rom our

resea rch  t ha t  t he  bu l k  o f  counse l l i ng  f o r  t h i s  c l i en te l e  i s  done  by
the  gene ra l  p rac t i t i one r,  who  w i l l  r e f e r  t o  a  psych ia t r i s t  i f  deemed
necessary. Because some women are hospital ized on the advice of a
psychiatr ist ,  immigrant women come into contact with the Canadian
hosp i ta l  sys tem and a f te r -care  workers  such as  pub l ic  hea l th  nurses
or community occupat ional therapists.

It is not the mandate of most general practitioners to provide ongoing 
counselling services, but it was reported to us that many do in 
response to the needs of their clients. It appears that the Spanish and 
Portuguese sPeaking doctors we interviewed see, almost exclusively, 
patients of their own language groups, and that more than half of 
these are women. Counselling generally takes place in the context of 
a routine office visit, ranging from I0 to 30 minutes. In some cases, 
special arrangements will be made for a longer session, particularly if 
other family members are to be involved. As medical workers, general 
practitioners are in a position to prescribe drugs. It was reported to us 
that many do so routinely, primarily drugs that act as tranquilizers or 
anti-depressants. When a general practitioner feels that the needs of 
a client can't be met, due to time constraints or
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wha t  i s  j udged  as  t he  " comp lex i t y "  o f  t he  p rob lem,  r e f e r r a l s  w i l l
be  made to  a  psych ia t r is t .  There  are  on ly  a  handfu l  o f  Span ish  or
Por tuguese speak ing psych ia t r is ts  in  Toronto .  Some o f  these work
pr imar i l y  w i th  c l ien ts  o f  the i r  own language groups,  wh i le  o thers
are  based in  hosp i ta ls  and see a  w ider  range o f  c l ien te le .  As
psych ia t r is ts ,  they  can prescr ibe  medica t ion  and ECT (E lec t ro-
Convu l s i ve  The rapy )  t o  t he i r  c l i en t s .  As  r epo r t ed  t o  us ,  mos t
rout ine ly  prescr ibe  medica t ion ,  wh i le  less  than ha l f  a re  proponents
o f  ECT.  Mo re  t han  ha l f  o f  t he  c l i en te l e  seen  by  t he  psych ia t r i s t s
were reported to be female.

A hospitalized woman may be seen by community occupational 
therapists or public health nurses when she returns home. It is the 
mandate of these workers to help the patient reintegrate into the 
home and the community. This is done through education and support 
in regular home visits. Public health nurses also enter the homes of 
immigrant women on other occasions: they do so routinely after the 
birth of a first baby. As reported to us, in the downtown district, there 
are only a handful of public health nurses (and no community 
occupational therapists) who can speak Spanish or Portuguese. 
These few public health nurses are overloaded by the numbers of 
women they have to see.
When the public health nurse cannot speak to a woman in her own 
language, a neighbour or family member may serve as interpreter. 
This situation can prove to be limited in its usefulness when a woman 
wants to discuss matters of an intimate nature.

The re fer ra l  pa t te rns  o f  serv ice  agency sys tems are  impor tant  in  tha t
they  determine the  type and qua l i ty  o f  comple te  serv ice  a  c l ien t  w i l l
r ece i ve .  They  de te rm ine  t he  ex ten t  t o  wh i ch  he r  needs  w i l l  o r  w i l l
no t  be  met .  For  the  non-Eng l ish  speak ing woman,  the  par t icu lar  re fer ra l
tha t  i s  made is  impor tant ,  because she o f ten  has on ly  l im i ted  in format ion
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on  wha t  he r  a l t e rna t i ves  may  be  i n  a  g i ven  s i t ua t i on .  The  re fe r r a l
may be appropr ia te  or  inappropr ia te ,  i t  may lead her  c loser  to
get t ing  her  needs met ,  o r  i t  may gear  her  away f rom th is  and may
even be harmful to her.

When looking at the referral systems among the three areas of service delivery 
— family services, community-based agencies, and health care services, some 
general patterns begin to emerge.

The genera l  t rend is  fo r  es tab l ished agenc ies  such as  fami ly  serv ice
agencies and the health care system to make cross-referrals to each
other,  w i th  on ly  a  smal l  number  o f  these mak ing rout ine  re fer ra ls  to
community-based agencies.

As reported, women generally go to community-based agencies on the
adv ice  o f  f r iends or  fami ly,  o r  a re  drawn there  th rough adver t is ing
made by  var ious  communi ty  cent res .  In  cont ras t ,  women wi l l  be
referred to family service agencies by government agencies (Welfare,
Mother 's  A l lowance,  Ontar io  Hous ing) ,  the  Board  o f  Educat ion ,  the
po l ice ,  hosp i ta l  soc ia l  workers ,  and to  a  lesser  ex tent ,  by  communi ty
cent res .  Whi le  some communi ty  cent res  re fer  regu lar ly  to  fami ly
service agencies, others have stopped doing so in response to the
unsa t i s f ac to r y  na tu re  o f  t he i r  c l i en t s '  expe r i ences  w i t h  t hese  se r v i ces .

Fam i l y  se r v i ce  agenc ies ,  i n  t u rn ,  r e f e r  p r ima r i l y  t o  f am i l y  doc to r s ,
psych ia t r i s t s ,  and  hosp i t a l  p rog rams  ( i . e . ,  a l coho l i sm ,  d rug  add i c t i on ,
e t c . ) .  The  hea l t h  ca re  se r v i ce  sys tem a l so  r ece i ves  i t s  c l i en t s  t h rough
d i r ec t  con tac t ,  as  i n  t he  case  o f  t he  gene ra l  p rac t i t i one r.

As repor ted,  very  few hea l th  care  workers  are  aware o f  the  serv ices
offe red a t  communi ty -based cent res  or  make re fer ra ls  to  them.  Th is  is
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sign ificant  because many hea l th  care  workers ,  par t icu lar ly  genera l
prac t i t ioners ,  see women wi th  a  var ie ty  o f  p rac t ica l  p rob lems,  wh ich
also have psychological  concomitants~that could be appropriately
dealt  with by the community-based agencies.

A smal l  number  o f  genera l  p rac t i t ioners  and psych ia t r is ts ,  however,
have begun to refer women to community agencies. Along with the
rout ine  re fer ra ls  f rom agenc ies  such as  Ch i ld ren 's  A id ,  the  case load
o f  commun i t y  agenc ies  i s  i n c reas i ng  on  t h i s  bas i s .  Th i s  i s  espec ia l l y
in tense fo r  those communi ty  cent res  par t icu lar ly  o r ien ted to  women 's
needs.  These cent res  take re fer ra ls  f rom soc ia l  serv ice  agenc ies

wi th  no prov is ions  fo r  the  non-Eng l ish  speak ing c l ien t ,  f rom a few
health care professionals,  and from other community centres which
cons ide r  t he i r  se r v i ces  un ique l y  su i t ed  t o  he l p  women .  I n  t h i s  way,
centres or iented to immigrant women become a "catch-al l"  for the
soc ia l  and hea l th  serv ices  wh ich  are  not  p repared to  serve immigrant

c l i en t s .  The  undes i r ab i l i t y  o f  r e f e r r i ng  women  t o  es tab l i shed  soc i a l
agenc ies  and hea l th  pro fess iona ls  has  led  to  the  percept ion  by
communi ty  workers  tha t  there  is  a  "gap"  in  the  serv ice  de l ivery  sys tem
in  t he  a rea  o f  men ta l  hea l t h .  They  a re  we l l  awa re  t ha t  t he  needs  o f
the non-English speaking woman go far beyond problems with mental
hea l t h  and  requ i r e  an  unde rs tand ing  o f  he r  soc i a l  s i t ua t i on  i n  t he
Canad ian contex t .  We now turn  to  the  s i tua t ion  o f  the  immigrant
woman, one which is not being addressed under the present organizat ion
of  soc ia l  and hea l th  care  serv ices .
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THE IMMIGRANT WOMAN IN THE CANADIAN CONTEXT

Professional ideologies explain the experiences of immigrant 
women externally — that is, they are constructed from within a 
scientific and professional discourse which excludes the 
perspectives of women in this social class. The result is that 
attempts to understand the immigrant woman in the professional 
context rely largely on psychological attributions and cultural 
differences. The realities of how one lives one's life in a low income 
family or in a sex-segregated labour force are not emphasized in the 
professional modes of theorizing. But this is where the immigrant 
woman lives her life and where her experiences are socially located.

I) Second Class Status: The Labour Force

In order to understand the si tuat ion of low income immigrant women
in  Canada,  i t  i s  necessary  to  look  c lose ly  a t  what  op t ions  are
ava i l ab l e  t o  he r  i n  t h i s  coun t r y  and  how  he r  s t a t us  a t  en t r y  cond i -
t ions  her  exper iences thereaf ter.  I f  we beg in  f rom the women's
expe r i ences ,  i t  i s  poss i b l e  t o  see  some  o f  he r  r e l a t i ons  t o  t he
larger  soc ie ty.

The re  has  been  a  l o t  o f  a t t en t i on  pa id  t o  t he  i nhe ren t  d i f fi cu l t i e s
which  are  caused by  the  " immigrant 's "  (backwards)  cu l tu re  in  the

Canad ian contex t .  When these k inds  o f  a t t r ibu t ions  are  made,  how-
ever,  what  is  le f t  unexamined are  the  po l ic ies  o f  the  federa l  govern-
ment  wh ich  p lace her  in  a  second c lass ,  dependent  s ta tus  on ar r iva l .
The consequences for  her  ex tend not  on ly  to  her  re la t ionsh ip  to  her
f am i l y,  bu t  t o  t he  l abou r  f o r ce  and  he r  f u t u re  oppo r t un i t i e s  i n
Canada.  When the  contex t  o f  her  s i tua t ion  as  a  "nominated"  or

* The term "immigrant" will be used in this study in a common sense manner in order to explore the social practices 
which constitute women's problems in Canada as problems of cultural difference.
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"family  c lass"  immigrant  i s  unders tood,  i t  can be seen tha t  fami ly
r ' e l a t i ons  a re  i nsepa rab le  f r om  he r  s t a t us  i n  t he  l a rge r  soc i e t y.

One common misconcept ion  is  tha t  " t rad i t iona l  fami ly  pat te rns"  are
respons ib le  fo r  the  fa i lu re  o f  immigrant  women to  "ad jus t "  to
Canad ian ways o f  l i fe .  For  example ,

traditional family patterns observed in immigrant families of 
various ethnic backgrounds, viz; "sequestering" of the wife/
mother primarily to home and church of ethnic originated 
activities...Classes in English or French offered at night 
school, or by various government or volunteer organizations 
have been, in great part, regarded ash"out of bounds" for 
these women by family tradition.1

These  " f am i l y  t r ad i t i ons "  a re  seen  as  r espons ib l e  f o r  s t r a i ns  i n  t he
fami ly  as  the  woman is  increas ing ly  iso la ted,  d is tanced f rom her  ch i ld ren,
and exper iences anx ie ty  because o f  the  changes in  her  ro le  as  the  res t  o f
the  fami ly  becomes soc ia l ly  in tegra ted.

By focusing on the consequences of her experiences, as they are portrayed
in  t he  f am i l y,  t he  woman ' s  r e l a t i onsh ip  t o  t he  l a rge r  soc i e t y  i s  i gno red .
Whe the r  t he  s t r a i ns  and  confl i c t s  i n  f am i l y  l i f e  a re  gene ra ted  w i t h i n

t ha t  sphe re  i s  open  t o  some  ques t i on .  I n  pa r t i cu l a r,  t he  cond i t i ons  o f
the  "nominated"  or  " fami ly  c lass"  immigrant  severe ly  const ra in  the  poss i -
bi l i t ies of low income women.

The denial  of  language training and manpower training al lowances to most
immigrant  women means tha t  they  w i l l  work  in  the  lowest  pay ing jobs ,  w i th
the poores t  work ing cond i t ions ,  hea l th  and safe ty  hazards ,  and o f ten

I. "The Immigrant Experience: 'Who Cares'?", Alice Seylon, Professor of Social Work, Carleton 
University, Canada Mental Health, op. cit., p. 3.

* Recent changes in the immigration regulations now guarantee that all married women will suffer 
the disadvantages of being a dependent who has limited access to benefits.--From a community 
worker's discussion with a Canada Manpower & Immigration counsellor, August, 1979.
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harassment and abuse. Even when a marr ied woman is able to receive
the a l lowances,  her  a l lo tment  is  so  min imal  tha t  she cannot  even
cover  her  t ranspor ta t ion  and lunch expenses;  daycare  is  ou t  o f  the
ques t i on .  Bo th  t he  f o rma l  po l i c i es  o f  d i s t r i bu t i ng  benefi t s  and
the d iscr iminatory  way in  wh ich  they  are  a l located to  women in tens i fy
her  dependent  s ta tus  w i th in  the  fami ly.2

By denying the "family class" woman the language training allowance, 
her chances of learning English are small. For the low income family, 
the Wife's economic contribution is usually a necessity, and it is quite 
unlikely that she will find time to study in addition to a "double day". 
Like most working women, she must also do the work of maintaining 
a household, children, husband, etc. For the woman with small 
children, she may not be able to find daycare facilities in her vicinity, 
and government subsidized care cannot meet the numbers of 3
women who need it.

The f ree  c lasses prov ided by  the  government  w i th  daycare  fac i l i t ies
on l y  g i ve  he r  t he  mos t  r ud imen ta r y,  " su r v i va l "  Eng l i sh ,  wh i ch  i s  o f
l i t t l e  he l p  on  t he  l abou r  ma rke t .

In  a l l  l i ke l ihood,  the  low income woman wi l l  be  fo rced to  work  in  an
unsk i l led  job  w i th  low wages and no oppor tun i t ies  to  advance.  In  her
study of problems faced by immigrant women in the labour force, Arno-
po lous po in ts  out  tha t  the  concent ra t ion  o f  immigrant  women in  the
low wage sectors has made them the most disadvantaged group in the

2. D. Laing, The Immigrant Woman in Ontario: Some Suggested Issues for Further Research, Ontario Status of Women, 
April, 1979, p. 6.

3. "Metro Crisis Over Shortage of Daycare", Toronto Star, August II, 1 979.
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overa l l  labour  fo rce .  She conc ludes:

As a result of immigration policies in general, immigrant 
women are more than any other group concentrated in the 
poor paying work sectors where they are overworked and 
underpaid. Immigrant women tend to be unaware of their 
labour rights and fearful about complaining, and as a result 
abuses of labour in industry abound.4

The pract ices of the Manpower and Immigrat ion offices have been
cr i t i c ized by  many o f  the  c l ien ts  a t  the  communi ty  cent res ,  as
the i r  po l i c i es  a re  no t  gea red  t o  g i v i ng  f u l l  r ecogn i t i on  o f  women ' s
sk i l l s  i n  pa r t i cu l a r.  Women  who  have  been  sk i l l ed  o r  sem i - sk i l l ed
w o r k e r s  i n  t h e i r  c o u n t r i e s  o f  o r i g i n  fi n d  t h a t  e i t h e r  t h e i r  s k i l l s
are  not  cons idered fo r  upgrad ing and they  are  c lass ified as  un-
sk i l led  workers ,  o r  they  are  not  judged as  "mot iva ted"  enough to
mer i t  a  language a l lowance.  The fo l lowing examples  i l lus t ra te
these po l ic ies .

Gladys E., a 33 year old assembly line worker in Canada for six 
years: My main problem is not knowing how to speak English... 
Manpower told my husband that I would be given an English 
allowance when I came to Canada. But when I went, they wouldn't 
give it to me. They said I had to work three years and then I could 
have a course. I worked before as a cosmetics demonstrator and 
they told me to get trained at Revlon, but I didn't speak any English.

The counse l lo r  wanted to  know i f  I  rea l ly  had typed
and wanted to know the name of the model I  had typed
on.  I  cou ldn ' t  remember  but  saw a  model  tha t  was
s im i l a r  and  sa i d  i t  was  l i ke  t ha t .  He  sa i d  I  was  mak ing
up  t he  who le  s t o r y,  t ha t  t he  mode l  I  i den t i fied  was  a
new one,  and I  d idn ' t  ge t  the  course.

( In terv iew wi th  woman,  Bodnar  Journa l :  June 22,  1979. )

4. Sheila Arnopolous, Problems of Immigrant Women in the Canadian Labour 
Force, Canadian Advisory Council on the Status of Women, January, 1979.
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Isabel D., a 40 year old cleaner in Canada for four years; she 
worked as a legal secretary in Portugal for twelve years: I 
worked as a dishwasher and a hotel cleaner… and 2½ years 
in an insurance office as a cleaner until I had my operation (a 
mastectomy), l'm not able to do heavy work because my arm 
is too weak. Three times before I applied for English as a 
Second Language benefits-finally they let me have a course.

Note: After she and her husband separated and she
had her second operat ion for cancer,  she was
g i ven  t he  benefi t s .

( Interview with woman, Reimer Journal:  May 29, 1979)

A counsel lor at  Manpower explained that ESL courses are given in
order  to  p lace an ind iv idua l  in  employment ,  when the  bar r ie r  to
employment  is  no t  be ing ab le  to  speak Eng l ish .  But  non-  Eng l ish
speak ing women seem to  be p laced d i rec t ly  in  the  labour  fo rce  in
those jobs  wh ich  requ i re  no Eng l ish :

Maria graduated in a two year course in dress design and went to an 
academy in her country for this course. Manpower told her she didn't 
need English and could work in a factory as a sewing machine 
operator.

( Interview with woman, Bodnar Journal:  June 15, 1979)

One of the community workers who accompanied a couple applying for 
allowances reported that the counsellor accepted the man's claim to a 
profession (without credentials) but cross-examined the woman as 
illustrated above. The worker also accompanied a woman who was 
denied a training course because she didn't know English and didn't make 
an impression of being a "motivated" worker as a result. After studying 
English on her own for a period of time, she reapplied, and was told that 
her English wasn't good enough for the training course; however,
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she was to ld  tha t  her  Eng l ish  was too  good for  an  Eng l ish  a l lowance,

so  she  cou ldn ' t  have  t ha t  e i t he r.

All of these examples suggest that immigrant women have been 
disadvantaged not only by the dependent status, but also by the 
value placed on the women's skills, and on the legitimacy of her 
claims to the skills she has. This practice of treating immigrant 
women as unskilled or "unmotivated" to improve their situations 
makes light of their actual work experience and skills, as well as 
the work performed in the home. It also overlooks the fact that 
the immigrant woman have a greater work force participation 
rate than her Canadian born peers, and, as a taxpayer, pays for 
Manpower benefits-and then doesn't qualify to receive them.5

The policies of the retraining programs are directly oriented, 
however, to the demand for labour in the work force. Griffith has 
identified the business practices which articulate skills to the 
Canadian labour market as the determinant factor producing class 
location within Canadian society.6
The labour force is organized in such a way that certain groups of 
people--here, non-English speaking, "unskilled" immigrants--are 
segregated into jobs that are low paying, where English is not 
spoken, and where labour standards legislation is weakly enforced.
7 Without English, the immigrant woman will most often work in an 
unskilled, sex-typed job, e.g., sewing machine operator, cleaner, 
domestic, factory worker, where she will work with other non-
English speaking immigrants.

5. Work We Will Not Do, Issue 7, Published by the Department of Church in Society, 
Mission in Canada, United Church of Canada, 1979.

6. Alison Boulter Griffith, Constituting Ethnic Difference: An Ethnography of the 
Portuguese Immigrant Experience in Vancouver, ,unpublished master’s thesis, 
University of British Columbia, 1978, p. 100. 

7. Sheila Arnopolous, Problems of Immigrant Women in the Canadian Labour 
Force, Canadian Advisory Council on the Status of Women, January, 197~9, p. 9.
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She may never be informed of her rights and may never 
receive overtime pay, workmen's compensation benefits if 
injured, or equal pay for equal work. Few of these jobs are 
unionized. If they are, for example, in the garment industry 
where 40% of the workers are unionized, most of the unions 
are weak, and some don't even translate the contract for the 
majority of non-English speaking workers.8

The work that women find places them in a most vulnerable 
position vis-a-vis the employer and the conditions on the job. 
Gladys E. described the working conditions at her assembly line 
job preceding her "nervous attack":

In the places we have to work, due to speaking no English, they treat 
everyone like they are uneducated, stupid, idiotic. The foreman at my 
work is Czechoslovakian, and hard to understand. But he expects 
everyone to pick up what he teaches in 5 minutes when it took him 
years. Another woman is taking pills for her nervous condition. He 
makes people feel bad, and if they start crying, he laughs at them. I 
cried too.
He expects me to operate an air-driven screwdriver without making any 
noise — I told him that I can't, that it is too heavy for me, but he doesn't 
care.

The Canadian woman got laid off because she asked why he 
called everyone "shits" all the time. My sister-in-law told me not 
to talk about a union because they will fire you. Dr. gave me 
some pills, but they put you right out — for night work on the 
machines you can't take sleeping pills. The weekend of my 
attack I couldn't get his face out of my mind...

( Interview with woman, Bodnar Journal:  June 22, 1979)

The cond i t ions  o f  work  are  o f ten  bru ta l  fo r  these women.  There  are
of ten  phys ica l  e f fec ts  f rom pressures  on the  job  and financ ia l

8 .  i b i d ,  p .  9 .
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i n s e c u r i t i e s ,  i n  a d d i t i o n  t o  w o r k  r e l a t e d  i n j u r i e s .  I n  s e v e r a l
ins tances,  these prob lems were  brought  to  the  a t ten t ion  o f  doc tors ,
however, the nervousness or pain accompanying overwork and harass-
ment  is  what  seems to  be addressed,  ra ther  than the  s i tua t ion  i tse l f .

One o f  women repor ted tha t  a f te r  in i t ia l l y  hur t ing  her  back  on the
j ob  ( c l ean ing ) ,  t he  doc to r  gave  he r  pa i n - k i l l i ng  d rugs  and  a  no te
to  l igh ten her  work load.  Th is  woman went  to  work  as  a  c leaner
a f te r  separa t ing  f rom her  husband to  suppor t  herse l f  and her  th ree
ch i ld ren.

Ju l i e t t a  t o l d  he r  supe rv i so r  t ha t  she  hu r t  he r  back  and
g o t  h e l p  l i f t i n g .  T h e  d o c t o r ' s  r e p o r t  w e n t  t o  w o r k
so  she  d i dn ' t  have  t o  use  t he  ca rpe t  c l eane r.  She
was do ing two 6-hour  sh i f ts  o f  work  in  8  hours ,  so
they wanted her  to  s tay.  Then she worked over t ime
5 more hours, and was paid $2.80 an hour with no
overt ime pay (over the legal 45 hour maximum). She
worked 5 days a week.

(Interview with woman, Bodnar Journal:  May 25, 1979)

Ju l ie t ta  fina l ly  co l lapsed,  was taken to  emergency,  and was to ld
by  a  spec i a l i s t  t ha t  she  r equ i r ed  back  su rge ry,  A co -wo rke r  m i s -
in formed her  tha t  she wou ld  not  rece ive  medica l  coverage pr io r  to
work ing  on the  job  3  months ,  so  due to  an incons is tency  in  her
Workmen's Compensat ion report ,  she has been denied benefits. She
has app l ied  fo r  we l fa re ,  bu t  fee ls  depressed and tha t  she wi l l
never work again.

In such a case where a woman is overworked, underpaid and pressured
to  accept  abuse on the  job ,  the  "pa in-k i l le rs"  and va l ium repor ted ly
administered by doctors appear to maintain a bad si tuat ion and can
ult imately lead to severe consequences for the woman. Her problems
on the job are compounded by her inabi l i ty to speak Engl ish which



min imizes her  access to  in format ion  requ i red to  ac t  independent ly
on  he r  r i gh t s .

A woman's economic dependency on her husband is reinforced by her
inab i l i t y  to  secure  a  decent  income and work ing  cond i t ions  th rough
her  own e ffo r ts .  I f  she is  dependent  upon a  man for  economic
secur i ty,  she may have few opt ions  to  an in to le rab le  fami ly  s i tua t ion
shou ld  one  deve lop .  I f  she  i s  a l so  expe r i enc i ng  d i f fi cu l t i e s  a t  wo rk ,
the combined pressures can be intense.

2) Family Life and the Economic Dependency Cycle

The strains of immigrating are numerous, including relative isolation 
in a big city, difficulties in learning one's way around without the 
necessary language skills, and the high cost of living in Canada. 
While most of the women come to Canada for economic reasons, it 
was often not the woman's decision to immigrate. In many cases the 
husband has sponsored the wife, or his family has, and the only 
people she may know are his relatives. Some of the husbands were 
also unwilling to sponsor the woman's family, and without the 
financial means she may not be able to sponsor them herself.

Although the expectat ion may have been to improve the family 's
economic status, many of the men experience downward mobility upon
a r r i v i ng ,  t ak i ng  j obs  wh i ch  "anyone "  cou ld  do  un t i l  t hey  l ea rn
Engl ish .  Even then,  many take on jobs  wh ich  requ i re  less  sk i l l  than
they possess and pay such low wages that i t  becomes a necessity for
the  w i fe  to  work .  The prev ious "cont rac tua l "  na ture  o f  the  marr iage

* In four of the interviews, political reasons for leaving Latin American countries 
were given as one of the reasons for leaving for either the husband or wife. 
While none of these had experienced torture, rape, etc., which many refugees 
had, this underlines the lack of a chosen alternative to immigrate as one aspect 
of some women's situations.
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begins  to  break down in  these c i rcumstances as  i t  does fo r
wo rk i ng  c l ass  f am i l i e s  i n  Canada .9  Tha t  i s ,  t he  p rev i ous  d i v i s i on
of labour,  where the man is the economic provider and the woman
main ta ins  the  househo ld ,  ra ises  the  ch i ld ren and serv ices  the  hus-
band,  beg ins  to  break down.  Wi th  less  income coming in ,  the
authori ty which a man derived from his wife 's dependence on him as
the  "p rov i de r "  i s  dec reased .  The  s t r a i n  on  he r  t o  wo rk  ou t s i de
the home as  we l l  as  ins ide i t  i s  more than s imply  a  mat ter  o f  over -
wo rk ,  a l t hough  t ha t  i s  a l so  ve r y  r ea l  f o r  he r.  She  i s  expec ted  t o
t ake  r espons ib i l i t y  f o r  t he  ch i l d ren ,  wh i l e  he  i s  ab l e  t o  go  ou t
soc ia l i z ing  w i th  h is  f r iends,  meaning tha t  she o f ten  exper iences
ext reme iso la t ion  f rom adu l t  companionsh ip .  A t  the  same t ime,  she
beg ins  to  make money wh ich  prov ides  fo r  the  poss ib i l i t y  o f  indepen-
dence ,  i f  she  wan t s  i t .  Fo r  seve ra l  o f  t he  women ,  t he  ab i l i t y  t o
cont ro l  the i r  own money led  to  confl ic ts  w i th  the i r  husbands.

For the low income couple, the isolation of the woman is 
compounded by the fact that there is no money available for 
entertainment or to pay for daycare if no family members are 
available to stay with the children. If both husband and wife work 
opposing shifts in order to look after the children, they may have 
very little time left to see each other. Practical difficulties also 
arise for the family living in cramped quarters, which often occurs 
in a flat, where the neighbours will not tolerate any noise from the 
children. A hospital interpreter pointed out that many families are 
forced to buy a house, as landlords are hesitant to rent to them if 
they have several children. This in itself increases the pressure to 
earn more money as well as the cost of living in Canada.

The pressures of living under these circumstances are also experienced by the children, who may be embarrassed by their mothers who

9. "Women, the Family and Corporate Capitalism", Dorothy Smith, in Women in 
Canada, 2-35, Marylee Stephenson, Editor, Toronto: New Press, 1973, p. 22.
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can ' t  speak any Eng l ish .  Tens ions a lso  ar ise  around the i r
per formance in  schoo l .  The schoo l  p rob lems o f  immigrant  ch i ld ren
are  in tens ified by  the  inadequac ies  o f  the  schoo l  sys tem in

or ien t ing  to  low income s tudents  o f  any  or ig in . I0  For  many
ch i l d ren ,  a  r o l e  r eve rs~ l  occu rs  w i t h  t he i r  pa ren t s  when  t he  ch i l d
learns  Eng l ish  and is  depended upon to  take respons ib i l i t y  fo r
p rac t i ca l  t r ansac t i ons  r equ i r i ng  Eng l i sh .  The  s t r a i ns  on  t he
ch i l d  a re  a l so  i nc reased  i f  i t  i s  necessa ry  t o  go  t o  wo rk  t o  he l p
suppor t  the  fami ly.  Many mothers  are  concerned tha t  the i r  ch i ld ren
wi l l  become invo lved wi th  drugs or  the  law,  and o f  course,  some do.

Particularly when money is short, if the husband goes out drinking 
with his friends, the housewife's ability to manage a household 
financially is undermined. If the woman protests, as a study in family 
violence suggests, the husband may beat her in an attempt to 
reassert his authority.II Another alternative which is common is that 
he becomes the absent partner, as many of the men find other 
women to spend time with. Especially when the woman works a 
double day, she has less available time to spend with her husband 
and may be exhausted when she does. Under these circumstances, 
the contractual nature of their relationship breaks down.

There  are  many pro fess iona ls  who have the v iew that  in  th is  s i tua t ion
the  p rob lem fo r  t he  coup le  i s  one  o f  " r o l e  confl i c t "  be tween  t he
t r ad i t i ona l  r o l es  o f  t he i r  coun t r y  and  t ha t  o f  Canada .  Howeve r,
women in  urban set t ings  are  increas ing ly  fo rced to  work  in  the  pa id
l abou r  f o r ce ,  as  t he  l owe r i ng  o f  wages  i n  r e l a t i on  t o  t he  cos t  o f
l i v i n g  i s  a  g r o w i n g  r e a l i t y  i n  a l l  i n d u s t r i a l  c o u n t r i e s .  I n  C a n a d a

10. See "Meet the Myth Shatterers", Toronto Star, August 20, 1979, on The City 
Kids Book and The City Kids Teachers Book by Fran Endicott and Barb Thomas.

II. Roxana Ng, "The Social Organization of Family Violence: An Ethnography of Immigrant 
Experience in Vancouver, op. cit., p. 12.
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and the United States, Europe and Lat in America, an increasing
propor t ion  o f  the  female  popu la t ion  is  work ing  in  pa id  labour.
Moving from a less to a more advanced capital ist  country may
simply necessitate this change sooner.  The women's movement in
No r t h  Amer i ca  has  a r i sen  i n  t h i s  con tex t .  The  ab i l i t y  t o  pe r f o rm
housework  successfu l ly  as  we l l  as  pa id  labour  puts  a  s t ra in  on
r e l a t i o n s  w i t h i n  t h e  f a m i l y.  A s  w e l l ,  a n  a l t e r n a t i v e  t o  t o t a l
economic dependence upon a man as the provider ar ises for the
woman. However,  receiving the lowest possible wages reduces the
immigrant woman's opt ions at the same t ime as strains on family
re la t ions  increase.  Th is  b ind  demands more than "ad jus tment "  to

a new role.

Ng identifies an economic dependency cycle which exists for low 
income immigrant women who work solely in the home or are 
secondary 12
earners in relation to their husbands. Violence in these situations is 
common, although wife battering is by no means a class phenomenon.
Regardless of cultural group, it was found that many husbands actively 
sought to maintain their wives' isolation and their authority over the 
family. The conflicts which existed over money, the man's consumption 
of alcohol and the wife's "nagging" about the lack of money, resulting in 
the man beating his wife and attempting to assert his position as "boss" 
in the household.

For the dependent woman who is expected to work solely at home, 
violence can escalate and she may know no one to whom she can turn 
for help. One such woman was being beaten by her husband, his father 
and brother, and was malnourished because they ate most of the food.
She knew no one outside of the neighbours living on her street, and 
when her father-in-law attempted to rape her, she fled. Luckily a church 
was contacted and she was helped to "escape" with her

12. Ng, p. 19, op. cit.
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ch i l d ren .  Howeve r,  no  one  i n f o rmed  he r  o f  he r  l ega l  r i gh t s ,
h e r  e l i g i b i l i t y  f o r  c h i l d  s u p p o r t ,  e t c . ,  a n d  s h e  l i v e d  i n  f e a r
that her husband would come and take the chi ldren from her.

The dependent woman is also disadvantaged if she wants to move
out  on  her  own,  but  doesn ' t  qua l i fy  fo r  we l fa re .  One woman wanted
her  husband to  leave,  a f te r  no t  communicat ing  w i th  each o ther  fo r
one year,  bu t  he  re fused.  She was l i v ing  in  Ontar io  Hous ing and
cou ld  no t  a f f o rd  t o  move  ou t .  She  wasn ' t  e l i g i b l e  f o r  we l f a re ,
being in Canada for less than five years as a dependent immigrant
nor  was she e l ig ib le  fo r  se t t lement  benefits ,  because she had been
he re  f o r  t h ree  yea rs .  I t  was  no t  un t i l  she  and  he r  husband
separated that she was able to break her sponsorship relat ion and
qua l i f y  f o r  we l f a re  benefi t s .

The 36 month limit on immigrant settlement services does not take 
cognizance of the realities of life in Canada for many immigrant 
families, and especially is not oriented to the situation of women.
For when a family first arrives, for six months or even for many years, 
the predominant orientation to surviving — gaining economic stability, 
maintaining the family — takes precedence for many people over 
focusing on individual needs. With time, the difficulties experienced 
may multiply, and the frustrations then come out at a later period, after 
the initial settlement years. Sometimes couples separate after 5 years 
or more, and the wife is left in need of English training, of a job to 
support herself and the children, and is forced to take whatever she 
can get. When women find themselves laid off or unemployed, many 
feel individually responsible and blame themselves for not being able 
to find work. However, no consideration is given to the second class 
status a woman is in as a dependent
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immigrant, as employment programs for women and immigrant settle-
ment  funds are  cont inua l ly  cu t  back .

Many women, on the other hand, attempt to maintain their 
personal situations at some cost to themselves. This was 
particularly true for those women whose husbands had 
girlfriends. Women reported such reactions as various kinds of 
nervousness, accompanied by minor accidents, headaches, and 
in one case, epileptic seizures accompanying stress. For the 
woman who is isolated or speaks little English, she may find no 
one to give her support in times of crises. Because part of 
managing a household involves mediating relations within the 
family, women have been made to feel if their husbands are 
dissatisfied with them, have women friends, or beat them, that the 
responsibility rests with the wife: it is her fault.
For the woman who is trapped in such a cycle of economic 
dependency, daily life may be fraught with frustration, physical 
abuse and despair. While the situations of women we interviewed 
did not always involve violence, they often felt powerless to 
change the way they are treated — at home or at work.

When women are depressed, exhausted, experiencing 
stomach pains, headaches, or having "nervous attacks" and 
epileptic seizures, their problem is not a failure to "adjust to 
the new way of life". Perhaps no individual ever adjusts to 
these circumstances, even though she must attempt to do so 
to keep the family together, to provide some economic 
security for her children, or out of lack of alternatives.

The second class status of a dependent immigrant woman in Canada 
creates problems for her which are shared by other low income, non-
English speaking women. By starting from the accounts women have 
made of their experiences, we see that social and economic dependence
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is  imposed on women by  the i r  en t ry  s ta tus  upon immigra t ing .  The
inst i tut ional ized pract ices of Canada Manpower and Immigrat ion
i gno re  t he  econom ic  r ea l i t i e s  o f  he r  l i f e  and  f am i l y  ob l i ga t i ons ,
rendering her an unl ikely candidate for language and upgrading
benefi t s .  The  l abou r  f o r ce  i s  o rgan i zed  t o  t ake  advan tage  o f
women without language ski l ls and the knowledge to act on their
r igh ts  and to  secure  pro tec t ion  f rom impover ished work ing con-
d i t ions  and pay.

The second class status she receives in Canadian society 
intensifies her dependency within the family. Her social 
dependency in the home as a non-English speaking immigrant 
often results in extreme social isolation. The stress of working 
in the kinds of jobs she can get, of financially managing a 
household and performing the work of a housewife are often 
intense. Her economic dependence on her husband and lack 
of social mobility make her vulnerable to violence in the home. 
It is these very real circumstances she encounters in Canada 
which create difficulties, particularly for low income immigrant 
women. These are not problems of "adaptation" or of "cultural 
background" but are features of the way Canadian society is 
organized. Professional approaches which attempt to 
individualize these problems do not provide a basis for 
addressing her situation and meeting her concrete needs.
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PSYCHIATRY AND THE HEALTH CARE SYSTEH

1) Professional Approaches to Immigrants

Psychiatric and medical approaches to immigrant women are a part 
of a professional discourse ~n which "official" views of reality are 
produced. They share the inadequacies of professional services 
which are not oriented to the actual situations of the people they are 
to serve.1 Characteristically the professional approach to problems 
of immigrants reformulates them, for example, as a problem of 
"cultural conflict", "culture shock" or as the difference between a 
woman's cultural background and her new setting. The problem is 
viewed as one of adjustment Attributing a person's difficulties to 
problems associated with her background in this way specifically 
disattends how her life is organized in Canadian society.

An example of this approach comes from a study done in Vancouver 
using descriptions of family problems made by social workers of 
elderly parents who have immigrated from Portugal.2 The parents 
have been sponsored by their family and are economically and 
socially dependent upon them. Many Portuguese immigrants are 
positioned in the labour force in such a way that steady well-paid 
employment is difficult to find. Families sometimes cannot carry the 
burden of elderly parents who cannot contribute financially. The old 
people are powerless because of their sponsored status Sometimes 
serious conflicts arise which are brough to the social service agency 
The social workers' descriptions did not orient to the dependency 
relation or to its economic context. Rather, difficulties were explained 
in terms of the immigrants' background and their country of origin,

1. John Mayer, op. cit., p. 18.

2. Alison BouIter Griffith, op.cit., p.. 89. Also see “Immigrant Women”, 
special issue of Multiculturalism, Vol II, No. 4, 1979, and Class Ethnicity: 
The Social Organization of Working Class East Indian Families, Marguerite 
Cassin, unpublished master's thesis, University of British; Columbia, 1977.
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e .g . ,  t he  woman  had  a  ha rd  l i f e  i n  Po r t uga l ,  a  " t yp i ca l  i n - l aw"
p r o b l e m .  G r i f fi t h  w r i t e s :

The account ing which located the 'cause' as personal
obscures  the  determinate  organ iza t ion  o f  da i ly  l i fe
in  Vancouver  in  wh ich  these 'p rob lems '  a r ise .  Th is
v iew o f  the  'p rob lems '  i s  par t  o f  what  organ izes  them
as unsolvable.3

The approach which portrays women's problems as sex-role strain or
cu l tu ra l  d i f fe rences is  a  const ruc t ion  o f  women 's  exper ience f rom
ou ts i de  o f  i t .  P ro fess i ona l  i deo log i es  obscu re  t he  de te rm ina te
organ iza t ion  o f  everyday l i fe  fo r  immigrant  women.  They v iew a
woman in  te rms o f  how wel l  she is  ab le  to  conform to  the  t rad i t iona l
f ema le  r o l e  and  re i n f o r ce  he r  i n  i t .  The  p rac t i ca l  ma te r i a l  aspec t s
o f  her  s i tua t ion  are  not  cons idered as  par t  o f  the  prob lem and hence
so lu t i ons  f o r  t hem a re  no t  sough t .  Sh i f t s  away  f r om  t r ad i t i ona l
roles are discouraged.

I n  t he  f o l l ow ing  sec t i on ,  t he  i ns t i t u t i ona l  pe r spec t i ves  on  men ta l
i l l ness  w i l l  be  exam ined .  The  psych ia t r i c  defin i t i on  o f  women ' s
prob lems has a  broader  usage than tha t  o f  the  psych ia t r is t  a lone.
Other  hea l th  care  and soc ia l  work  pro fess iona ls  work  w i th in  th is
famil iar mode of thinking when deal ing with immigrant women--often
the i r  p rac t ica l  work  requ i rements  demand that  they  do.

2) The Psychiatric Approach to Mental Illness

The psych ia t r ic  p ro fess ion is  one o f  the  many forms o f  admin is t ra t ion ,
management  and govern ing in  h igh ly  indust r ia l i zed soc ie t ies .  These
a re  a  pa r t  o f  a  l a rge r  appa ra tus  whe re  t he  o f fic i a l  defin i t i ons  o f
rea l i ty  a re  produced,  e .g . ,  in  bus iness ,  soc ia l  work ,  newspapers  and

3. Alison Boulter Griffith, ibid., p. 89.



3 3

roya l  commiss ions.  Th is  appara tus  is  par t  o f  a  mode o f  ac t ion  in
government ,  bus iness  organ iza t ions ,  academia,  e tc . ,  wh ich  is  the
l ocus  o f  o rgan i za t i on  i n  ou r  k i nd  o f  soc i e t y. 4  Th i s  i s  whe re  t he
"o f fic i a l "  v i ews  o f  r ea l i t y  a re  defined  and  ac ted  upon .

In  order  fo r  psych ia t r ic  models  to  have a  genera l  app l ica t ion ,  a
conceptual system has been created which is independent of the local
cond i t i ons  and  s i t ua t i ons  i n  wh i ch  i t  f unc t i ons  and  con t ro l s . 5  Ways
must  be deve loped to  fi t  peop le  who are  not  s tandard ized in to  recog-
n izab le  fo rms and types so  tha t  they  may be ac ted upon in  par t icu lar
ways ,  e . g . ,  t he rapy,  t r anqu i l l i ze r s ,  e l ec t r o - shock  t r ea tmen t . 6
Immigrants are often treated by standard procedures which attend to
more genera l  a t t r ibu tes  such as  the  fac t  o f  hav ing immigra ted,  the

4. Dorothy Smith, "The Social Construction of a Documentary Reality" in Social Inquiry, 
Vol. 4, 1974.

5. According to the American Psychological Association Diagnostic and Statistical 
Manual, (1952), the system of classification originates in a nomenclature which had 
been in use since 1934. In response to the difficulties faced by the American Armed 
Forces during the war, there was an administrative need for diagnostic labelling of 
the increasing psychiatric caseload so that cases of "morbidity" could be dealt with. 
Ullman & Krasner explain, "Morbidity, operationally, was the inability to adapt to the 
army in a manner which was useful to that organization. The person did not perform 
in a manner considered desirable by the organization, and the organization decided 
that the cost of retraining him was not worth the outcome. The solution of labelling 
also implied that any failure of rapid adjustment to the service was an indication of 
'sickness.'" Leonard Ullman and Leonard Krasner, A Psychological Approach to 
Abnormal Dehaviour,>!New Jersey: Prentice Hall, Inc., 1969, p. 26.

6. Dorothy Smith, "A Sociology for Women", paper presented at The Prism of Sex: Towards 
An Equitable Pursuit of Knowledge, October 1977, Madison, Wisconsin, p. 25-36.
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assumed cu l tu re  o f  the i r  count ry  o f  o r ig in ,  and the i r  assumed
pe rsona l  t r a i t s . 7

Psychiatric approaches to mental illness are familiar to most 
people, if only in a popularized version. In this way of thinking, 
mental illness is an individual state which can be identified and 
recognized in terms of symptoms. The symptoms are indicative of 
an underlying condition which an individual is assumed to have, 
some might say, like  a disease.8

In  t h i s  way  o f  t h i nk i ng ,  men ta l  i l l ness  becomes  i den t i fiab le  once  ce r t a i n
k inds  o f  behav iour  have come to  the  a t ten t ion  o f  one 's  f r iends,  spouse,

onese l f ,  a  doc tor,  e tc .  We have become fami l ia r  w i th  how to  detec t
these symptoms from from books on popular psychology, the media, women's
magazines, etc.  The process is completed once a person goes to a psych-
ia t r ic  agency or  hosp i ta l ,  rece ives  a  d iagnos is  and becomes one o f  the
s ta t i s t i c s  on  men ta l  i l l ness .

The prob lem wi th  th is  approach is  tha t  i t  assumes that  i l lness  ex is ts
apar t  f rom the soc ia l  p rocess o f  labe l l ing  by  a  psych ia t r ic  agency.

7. One psychiatrist suggested that a Greek woman might experience sexual relations 
with her father differently, because this was a more normal occurrence in the Greek 
culture. Also see Ethel Roskies, "Immigration and Mental Health", Canadian Mental 
Health Journal, Vol. 26, No. 6, June, 1978, and M.T.B. Ferreira, "Portuguese Patients 
as a part of the Canadian Mosaic", Canada Family Physician, Vol 23, August, 1977, p. 
955.

8. This discussion of approaches to mental illness is from "The Statistics on Mental Illness 
(What They Will Not Tell Us About Women and Why)", Smith and David, op. cit., p. 72-120.
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People do, of course, experience misery, acute anxiety and grief-and 
may even become severely psychologically disturbed. But in order for 
these experiences to be categorized and treated as illness, a person 
must first be entered into the social processes of psychiatric agencies.
9 The social context of psychiatric diagnoses is the institutionalized 
processes of management and control. These are applied in relation to 
people in their everyday lives and require a social judgement of 
someone's behaviour. This is quite different than the diagnosis of a 
physical illness--there are no objective measures or rules that must be 
broken in order to determine that someone is mentally ill. Once a 
person has been labelled in these processes, people react to her as if 
she didn't make sense, and no one expects her to.10
This becomes a way of discrediting what a person says or does and 
can serve as a basis for courses of action that might not otherwise 
have been possible.

In viewing "mental illness" as the cause of someone's actions, the II 
actual events and social context of her life are no longer in View. Once 
her experiences are abstracted in this way, her actions are made 
manageable by the professional psychiatric institutions.12 In the

9 .  i b i d . ,  p .  7 5

I 0 .  i b i d . ,  p .  9 2 .

II. This "ideological" method is identified in Dorothy Smith, "The Ideological Practice of 
Sociology"; also see Roxana Ng, "Fieldwork as Ideological Practice", paper presented at the 
Canadian Sociology and Anthropology Association annual meeting, Saskatoon, June, 1979.

12. It is not known, however, what the practices of psychiatric agencies have been in 
relation to immigrant women because of an Ontario Ministry of Health decision not to 
compile statistics on the utilization of mental health services by immigrants. See F. Alodi, 
M.D., Transcultural Psychiatry Department, Toronto Western Hospital, "The Utilization of 
Mental Health Services by Immigrant Canadians", Canadian Mental Heal't~l~ Journal, Vol. 
26, rlo. 2, June, 1978.
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psychiatric "work up" of a patient, the social relations of her 
situation disappear.13 The context of her everyday life becomes 
subordinated to the practices of identifying and treating the 
psychological state, i.e., one which has been identified as her problem.
Deviations from the traditional female role, for example, are treated as 
symptoms of an underlying problem, and this behaviour becomes a 
focus for discussion.14

A wide range of factors enters into the process of "cleaning up" 
different behaviours and circumstances into distinct categories of 
illness. Statistics Canada lists some of these factors which include such 
things as the number of psychiatric beds available, the extent of 
O.H.I.P. coverage for the various mental disorders, the official and 
unofficial admissions policy for the psychiatric facilities.15 In 
considering the experiences of immigrants in these processes, 
psychiatric professionals indicated such factors were indeed at play. 
For example, at a teaching hospital, one resident interviewed 
suggested that the non-English speaking person would be "wasting 
their time" entering the in-patients department in that hospital as there 
would be no one there who spoke their language. At another hospital in 
a highly populated immigrant area, the administration's policy is to keep 
the beds filled in psychiatry, so a patient in crisis would either be sent to 
the local psychiatric hospital or put on tranquillizers.

13. See Smith and David, Editors, "Women and Psychiatry", p. 5, for a discussion of how 
behaviour and situation are taken apart in order to focus on the psychological state.

14. Ibid., p. 6.

15. This description is from Statistics Canada, Mental Health Statistics, Vol. I. Institutional 
Admissions and Separations, 1970, cited in Dorothy Smith, "The Statistics on Mental Illness: 
(What They Will Not Tell Us About Women and Why), Smith and David, op. cit., p. 94.
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3) Psychiatric Views of Immigrant Women

From interviews of psychiatrists, doctors and other health care 
professionals, a general view of the immigrant's problems emerges.
This is spoken of as problems of "adjustment", of the "immigrant 
syndrome", and of abandoning the old roles and having difficulties 
accepting a new culture. One psychiatrist explained:

There is a tendency to become mentally ill — for everyone.
More immigrants become mentally ill because they are under economic 
stress, they have to adapt to a new situation.
For example, the wife has to work when there is not enough money and the 
husband assumes that he is the head of the house. The kids are raised 
here and there is a big gap between upbringing here and back home.

( In terv iew wi th  psych ia t r is t ,  Re imer  Journa l ,  June 25,  1979)

A nurse descr ibes  the  k inds  o f  compla in ts  peop le  had and was ab le  to
categorize i l lnesses on the basis of the observed symptoms:

Illness is very prevalent in our society — Portuguese and Italians are 
more somatically inclined as opposed to the suicidal Scandinavians.

( In terv iew wi th  nurse,  Re imer  Journa l ,  Ju ly  24,  1979)

When asked what kind of treatment would be given to an immigrant 
couple, when the wife was Said to be "hysterical" and the husband 
very jealous, a psychiatrist replied:

In this case you give symptomatic medical treatment: you try to work 
with the family situation and forget the rest of it. You have to know the 
religion, and cultural background, and what level you are working 
with; most are not educated — many are like five year old children 
and cannot do therapy.

( In terv iew wi th  psych ia t r is t ,  Re imer  Journa l ,  August  13 ,  1979)
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While all health care professionals do not rely on the same 
stereotyped images of people, the general approach of attributing 
current difficulties to an individual's cultural background was 
widespread. This focus of attention on cultural differences is a 
part of a routine procedure in producing psychiatric descriptions.
It results in isolating the person's actions from the context in which 
they occur. Once this has been done, someone's behaviour can 
be "worked up" into a recognizable entity,16 e.g., "depression", 
"hysterical mania", "manic depressive", etc: it can be identified for 
treatment.

The psychiatr ic approach to immigrant women's si tuat ions is used by
d o c t o r s  a s  w e l l  a s  p s y c h i a t r i s t s .  I t  d i f f e r s  g r e a t l y  f r o m  t h e  d e s -
cr ip t ions  made by  women o f  the i r  own s i tua t ions .  Recent  ana lyses o f
psychiatry made by women in Canada have ident ified a professional
ideo logy wh ich  teaches women to  "ad jus t "  to  the i r  t rad i t iona l  ro les ,
as  subserv ien t  to  the  enterpr ises  o f  men,  as  w ives ,  mothers  and
daughters .  From the i r  own exper iences they  ident i fy  the  neut ra l iz ing
o f  t he i r  a t t emp ts  t o  p ro tes t  t he i r  subo rd i na t i on  t o  t he i r  husbands
and fami l ies :

Women who are struggling to define themselves as autonomous are trained, instead, to believe that their 
unhappiness comes from within: it is only a symptom of their "illness" 17

Immigrant  women a lso  repor ted th is  k ind  o f  oppos i t ion  to  the i r  a t tempts
to  change  t he i r  l i ves  by  psych ia t r i s t s .

A f ew  i den t i fied  t he  d i f fi cu l t i e s  expe r i enced  as  p rob lems  w i t h  l i v i ng - -
hous ing,  low pay ing jobs ,  long hours ;  however,  the  onus res ts  w i th  the
i nd i v i dua l  o r  f am i l y  members  t o  change  t he i r  ac t i ons ,  va l ues  o r  t o  t r y
t o  r e l ax .

16.For a graphic description of how this procedure works, see Dorothy Smith, 
"K is Mentally III: An Ethnography of a Factual Account" in J.M. Atkinson and 
J. Coulter, Editors, Ethnographic, London: Martin Robertson Ltd., 1970.

17.Judy Chamberlan, "Women's Oppression and Psychiatric Oppression" in Smith and David, 
op. cit., p.39-46.
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The  women  we  i n t e r v i ewed  we re  no t  a l l  l abe l l ed  men ta l l y  i l l :  fi ve
of them were reportedly prescr ibed medicat ions by doctors and psychia-
t r i s ts  wh ich  dea l t  w i th  the i r  undes i rab le  symptoms o f  nervousness,
headaches and stomach disorders; two of these were treated in hospital
emergenc ies  fo r  the i r  reac t ions  to  the i r  s i tua t ions ,  one a  "nervous
a t t ack "  and  one  an  ove rdose  o f  p i l l s ;  two  we re  hosp i t a l i zed ,  one  i n  a
psych ia t r i c  un i t  o f  a  gene ra l  hosp i t a l  and  one  i n  a  men ta l  hosp i t a l .
Three o f  the  women were not  t rea ted medica l ly ;  however,  they  repor ted
s imi la r  persona l  d i fficu l t ies  as  the  women who were .  Of  the  two who
were hosp i ta l i zed,  one repor ted tha t  she was repeated ly  g iven e lec t ro-
shock t rea tments  and hosp i ta l i zed over  a  n ine  year  per iod ;  the  o ther
described being heavi ly sedated and told she would have to take medi-

c a t i o n  f o r  t h e  r e s t  o f  h e r  l i f e .

From the interviews of women who were treated by doctors and 
psychiatrists, a picture emerges of women who took steps towards 
greater autonomy or tried to change an oppressive situation. Their 
reactions were then treated "symptomatically", that is, they were 
defined variously as having psychosomatic, manic-depressive or 
nervous reactions and their symptoms treated.

The procedures of using symptomatic medicine are apparent in a descrip-
t ion  o f  a  psych ia t r is t  who uses th is  approach:

Q: What are the kinds of problems you encounter? 
A: A common one was a South American couple — young. They had 
known each other a short time. To him, his mother was sacred, but he 
didn't treat his wife very well. They would have arguments and the wife 
lost. Finally they separated, and he came and beat her up. There's not 
much, again, you can do.
Q: What kind of treatment could you give?
A: If possible, you get the husband in. For her, you treat the symptoms 
— bring her out of her depression. Tell her — don't make any decisions 
until she is out of the depression. If this has been going on for many
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years ,  and they  have ch i ld ren,  you respect  the  fami ly
u n i t :  I  w o u l d  n e v e r  t e l l  h e r  t o  s e p a r a t e .  I t ' s  a
gene ra l  r u l e ,  keep ing  t he  f am i l y  un i t  t oge the r.

( In terv iew wi th  psych ia t r is t ,  Re imer  Journa l ,  August  13 ,  1979)

In this example, the woman had already acted and had suffered the 
consequences once. The next step is to "bring her out" of her reaction to 
being beaten, and concentrate on getting her together again with the the
man from whom she has just chosen to separate. This move to get a 
woman back into a role she has just rejected was a common theme in 
the women's interviews. The following is a description of a fifty year old 
Portuguese woman who began to protest the affairs of her husband and 
reported receiving shock therapy following this protest:

(From the notes of a community worker who interviewed her) She is very, 
very calm, as opposed to the other women who are full of energy and 
emotion. She said she didn't feel so hot and thinks the treatment at 
(hospital) killed part of the nerve endings in her brain — they gave her 
shocks.
She says she has problems with her family and she gets nervous.

She says it all started nine years ago when her sixteen year old son left 
the house. "It was my only son, I felt left all alone — how could he leave 
me and the family? Then he came back and I couldn't believe it: he was 
dirty and had a beard. I couldn't believe it. I started screaming and 
shaking; I had to be calmed down (with pills).

"At that time my husband started to be interested in a woman who lived 
upstairs and was pregnant. We fought and he beat me. We took her 
everywhere — we took care of her. He had stopped having sex with me 
and I thought he was having an affair with her. I would start feeling 
electrified — full of energy — I wanted to cry and scream..."

This was the first time she went into the hospital for a rest. They gave her 
shock treatments and drugs. I asked her if her doctor helped her: did he 
ask her about her life, how she was doing, what made her anxious? She 
said no, he never did anything — he just sat there and looked at me.
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The last  o f  five doctors  th is  woman saw over  n ine  years
was very  ten ta t ive  and t rea ted her  w i th  respect .  He was
t h e  fi r s t  d o c t o r  t o  t a l k  t o  h e r  a b o u t  h e r  l i f e ,  w h a t  s h e
was doing during the week. She went to him every week
and he sa id  she d idn ' t  have to  take shock t rea tments  or
p i l l s  o r  b e  h o s p i t a l i z e d .  H e  s a i d  t h e  o n l y  t h i n g  t h a t
i s  go i ng  t o  he l p  he r  i s  t o  unde rs tand  he r  l i f e .

I asked her if she was angry but she didn't answer. I could see she 
was filled with rage as she told her story — she is very, very angry.

( interview with woman, Reimer Journal,  September 3, 1979)

The other women interviewed described similar experiences with 
psychiatrists, reporting that they received criticism or worse for 
stepping out of the role of the subordinate, obedient woman: a) the 
woman went to school and started to doubt her confidence; she said 
that the psychiatrist insisted that her problem was guilt over leaving 
her two daughters in day care; b) a husband was seeing another 
woman after the wife made friends at her new job and received a 
promotion; she stated that her guilt over making friends of her own 
increased after seeing a psychiatrist who advised her that she had 
made a mistake spending more time at work and less time with her 
husband; c) a working woman living with her family went on an 
expensive holiday following her father's death and put herself deeply 
into debt; her family, convinced that she was "out of control", 
encouraged her to go to a psychiatrist who reportedly admitted her to 
a mental hospital after one visit; d) a woman separated from her 
husband; she went to speak with his psychiatrist about his severe 
depression but refused to believe that was her fault for leaving him, 
and that he required electro-shock as a result.

Chamberlan addresses "freaking out" as a way of rejecting the limited choices offered by society and refusing to perform one's role:
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Rather than choose among a series of undesirable" alternatives, one makes a non-choice — the 
unfocused rebellion of refusal. Because it is unfocused, it is unarticulated...
By putting the stamp of mental illness on such protesters, their position is officially discredited.18

However, this is not the way a woman's experience is understood in 
the psychiatric profession. Women's consciousness is excluded from 
this "objective" mode of thought because women are generally 
excluded from those enterprises where "reality" and the "facts" are 
formally defined; if she does participate, she must enter on the terms 
of the profession.19 !;!omen generally stand in a subordinate relation 
to men in medicine (doctor-nurse), in business (manager-secretary) 
and in the intelligentsia (professor-secretary). 20 Men in authoritative 
positions are then able to create the images, labels, concepts which 
define ':reality" for us. This is particularly true for the psychiatrists we 
interviewed who viewed women in relation to the traditional roles.

From th is  pos i t ion  in  the  wor ld ,  an  "ob jec t ive" ,  impersona l  mode o f
thought is constructed which becomes a part  of  management and adminis-
t r a t i ve  en te rp r i ses .  The  l oca l  and  conc re te  se t t i ngs ,  t he  pe rsona l
and emot iona l  d imens ions o f  one 's  s i tua t ions  are  spec ifica l ly  d isa l lowed
in  the  symbol ic  modes o f  theor iz ing .  Those aspects  o f  the  wor ld  are
suppressed, along with a woman's consciousness of her actual exper-
i ences  i n  day - t o -day  l i v i ng :  she  i s  cons t r uc ted  ex te rna l l y  i n  a  mode
wh i ch  defines  he r  i n  r e l a t i on  t o  t he  en te rp r i ses  o f  men .

For the immigrant woman, this lack of comprehension of her perspective 
is extreme. For she does not enter Canada on the same terms as a 
man, does not have the same relationship to the labour force, and lives 
under circumstances which are quite distant from the primarily male 
doctors who treat her. Her formal relationship to government and social 
services, the schools, her neighbours, reflect this relation:

18. Ibid., p. 41.
19. Dorothy Smith, "Women's Perspective as a Radical 
Critique of Sociology", op. cit., p. I0.
20. Dorothy Smith, "A Sociology for Women", op. cit., p.25-36.
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however her concrete situation doesn't enter into the formal 
definitions of reality as a patient. As a consequence, she is 
more often acted upon, than able to speak authoritatively on 
her own behalf. How she is defined in these processes has a 
great significance for her own future and the likelihood that she 
will be treated as if she were mentally ill.

4) Mental Health Services

From interviews with doctors, psychiatrists and other health care 
professionals in four hospitals, it is evident that there is a lack of 
orientation to the counselling needs of the non-English speaking 
woman. Part of this assessment is based on the lack of training 
given to doctors and psychiatrists to understand the social context of 
low-income immigrants' lives in Toronto. Probably most important is 
the predominant orientation to social problems as an individual's 
"mental" problems which are treated as a form of illness. The lack of 
interpreters and professionals with language skills in the hospitals is 
another indication of the remoteness of health care administration 
from the needs of the immigrant population.

Doc to r s  i n  p r i va te  p rac t i ce

The family doctors interviewed see a large number of women with 
symptoms of stress, overwork and nervousness. In the interviews they 
reported that no underlying medical explanations can be found for the 
symptoms of many of these women. When they ask their patients 
about their lives, they are told that there are problem at home, on the 
job, or other, which are causing them concern. The predominant 
approach is to administer pills — tranquillizers, sleeping pills or anti-
depressants. Of the ten women clients interviewed, only two



had not received one of these types of medicat ion.

One doctor interviewed described the common approach to such problems
as "assembly  l ine"  medic ine .  Th is  approach does not  requ i re  the
doctor  to  speak the  language o f  the  c l ien t - - jus t  a  few sentences- -
because  p i l l s  a re  g i ven  f r ee l y,  o r  r e f e r r a l s  t o  spec i a l i s t s  a re  made
wi thout  thorough ly  exp lor ing  the  prob lems,a t  hand.  Th is  doc tor
described the example of a woman being administered pi l ls without
having her blood pressure checked, when she had a history of heart
problems. Such a case was also recounted to us, e.g.,  a woman given
t ranqu i l l i zers  and s leep ing p i l l s ,  who sa id  she was not  g iven a  b lood

pressure  check,  a f te r  hav ing a  h is tory  o f  c i rcu la tory  prob lems--and
pa in  k i l l e r s ,  when  she  ac tua l l y  had  a  mo re  se r i ous  back  i n j u r y.  I n
those cases where i t  is assumed that non-medical "problems with dai ly
l i f e "  a r e  c o n c e r n e d ,  i t  a p p e a r s  t h a t  i t  i s  l i k e l y  t h a t  a  d o c t o r  w i l l
assume that  her  prob lem is  w i th  her  "nerves"  and to  t rea t  tha t  w i th
medication.

However, even when doctors take time to talk to a woman, women 
reported that they nonetheless communicated a lack of interest in 
their situations, e.g., by looking at his watch or walking in and out of 
the office while she explains why she is so nervous. Women are also 
aware when there is a waiting room full of patients that the doctor 
may not have much time to give her personalized attention. Only one 
doctor spoken to had counselling hours set aside for patients.

On the basis of doctors' own reports, the majority of patients seen do 
not have serious mental problems, but are experiencing the "normal" 
problems immigrant women have. These are treated symptomatically, 
and only one doctor stated that pills were not the answer to their 
problems, and should be avoided as much as possible.
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In  Let 's  Take Care ,  the  Ontar io  Nurses Assoc ia t ion  po in ts  out  tha t
the  t ra in ing  doctors  rece ive  is  not  o r ien ted to  preventa t ive  measures
or  educat ion ,  bu t  to  i l lness  and the  poss ib le  medica l  cures  wh ich  he
can  adm in i s t e r. 21  Th i s  speaks  we l l  t o  t he  r ou t i ne  p rac t i ces  o f
adm in i s t e r i ng  p i l l s  i n  an  "assemb l y  l i ne "  f ash i on .  I t  a l so  r a i ses
quest ions about the medical  model of  the 1970's which appears to be
or ien ted less  and less  to  the  soc ia l  aspects  sur round ing phys ica l

i l l nesses .22  Doc to r s  and  nu rses  a l i ke  have  s t a ted  t he  be l i e f  t ha t
ve r y  l i t t l e  can  be  changed  f o r  t hese  women ,  e . g . ,  i t  i s  a l l  r i gh t  t o
give a woman val ium, because how else can she cope with a job and
five  ch i l d ren?

This bland acceptance of problems as normal, considering the 
difficulties experienced in "adjusting" to a different culture, 
necessarily leaves very few alternatives to medication. Only one 
mentioned the possibility of finding help through a community 
agency, but since the working wife is so busy, she is more likely to 
take pills than to follow up on such a referral. So it appears she is 
often given drugs.
The approach of administering pills-to calm women down assumes 
that what she needs to do is "cope" better with the situation as it is.
Once the symptom is gone — be it heart palpitations, "paranoid talk", 
abdominal pain or pain with intercourse — then the patient is cured.
The actual practicalities of managing her life--being informed of her 
legal rights, decreasing her isolation or "in-law" problems — are 
considered by many doctors to be incurable or "chronic".

While doctors expressed sympathy for some women's situations, two of 
them compared these women's problems to those of their own wives.
Holding down a job and managing a family is understood as a problem 
of overwork, a task that would be very difficult to imagine their wives 
doing without suffering hardship. Comparing the situation of

21. Let's Take Care: A Report to the People of Ontario, Ontario Nurses 
Association, 1978, p. 2.
22. Bodnar Journal, June 15, 1979. The same remark has been made in 
relation to the social work profession by a family services counsellor.
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a low-income immigrant woman to that of a doctor's wife, however, 
obscures the class differences between the two positions. In 
making this kind of comparison, women's difficulties are seen in 
light of the differences between their cultural background and the 
"Canadian way of life”— which, presumably, the doctor and his 
family have already achieved. This approach suggests that if only 
the husbands would help the wife or stop drinking, she wouldn't be 
so tired and would feel free to better perform her wifely role. The 
problems then are reduced to "role conflicts" between the old 
culture and learning to adapt to Canadian society.

This focus on symptoms places the responsibility for adjustment on 
individuals and leaves unquestioned the underlying problems in 
immigrant women's lives. It also constructs a woman's problems from the 
vantage point of an external authority — her consciousness is excluded. 
In one case, a woman described what happened when she refused to 
take her medicine, and thus challenged the doctor's authority to make a 
diagnosis.
She reported that she was told by her doctor to take a pill which made 
her "numb, absent minded all day and sleepy" for her headaches. She 
finally told him she wouldn't take it any longer, and he insisted she would 
have to go to a psychiatrist or he wouldn't be her family doctor any more. 
She later discovered an abscessed tooth at the dentist which was 
causing her headaches. This whole experience was repeated again for a 
pain in her foot — which turned out to be a wart.23 Another woman 
reported that her doctor threatened to hospitalize her if she did not follow 
his advice to take medication.

Seeing the distress a woman expresses as problems with her "nerves" 
or psychosomatic reactions to day-to-day stresses trivializes her 
difficulties and suggests she is overreacting to the problem in her life. 
This lack of comprehension of the seriousness of her complaints is 
even more obvious when she has reached a crisis which doctors cannot

23. Interview with woman, Bodnar Journal, August 28, 1979.



4 7

categorize as day-to-day, normal difficulties.24 The most cited 
example was that of the "paranoid" woman, who was 
described as out of touch with reality for thinking that people 
were deliberately treating her badly.

A d i agnos t i c  ca tego ry  such  as  "pa rano id "  t r ea t s  t he  i nd i v i dua l ' s  l i f e
ve r y  se l ec t i ve l y,  r ecogn i z i ng  on l y  t hose  aspec t s  wh i ch  can  fi t  t he  pe r -
secu t i on  f o rmu la ,  e . g . ,  " peop le  a re  s t a r i ng  a t  me  i n  t he  s t r ee t ca r " ,
" I 'm not  be ing t rea ted we l l  by  the  schoo l  au thor i t ies  because l 'm an
immig ran t " ,  e t c .  I t  i s  a  ve r y  d i f f e ren t  way  o f  unde rs tand ing  wha t  i s
happening to a woman than a descr ipt ion beginning with "her husband is
dr ink ing  and beat ing  her  and not  coming home a t  n igh t . . . "  o r  "she went

to  the  schoo l  to  ta lk  to  the  teacher  and she was to ld  her  son is  men-
t a l l y  r e t a rded " .  I f  a  doc to r  does  no t  have  an  unde rs tand ing  o f  a
woman ' s  s i t ua t i on  and  he r  d i f fi cu l t i e s ,  i t  i s  easy  t o  see  how  he r  ange r
would  be seen by  h im as  hys ter ia ,  parano ia ,  e tc .

The protest which accompanies a woman's complaints and anger are not 
recognized as expressing resistance to the treatment she receives. It is 
described as "hysterical". Her consciousness is not a part of the formula 
for a “reasonable" response to beatings, isolation, intimidation on the job, 
overwork. One doctor reported that he gave this kind of advice to a 
woman who was depressed over her husband's extra-marital activities: 
she simply had to make herself more competitive - to get more educated 
and make herself attractive like the models on television.

24. Cooperstack cites findings from a family clinic setting that a disproportionately high 
rate of mood altering drugs were prescribed to women for the same symptoms and 
complaints made by men. She suggests that doctors' propensity to view women's 
health problems as psychosomatic rests on a view that woman's illness is often rooted 
in emotional instability, which is seen as intrinsic to her sex. This approach to women's 
ailments likely underlies the disproportionately high rate of prescriptions for mood-
modifying drugs given to women. See Ruth Cooperstock, "Sex Differences in the Use 
of Mood-Modifying Drugs: An Explanatory Model", Journal of Health and Social 
Behavior 12, 197i, p. 238-244, and "A Review of Women's Psychotropic Drug Use", 
Canadian Journal of Psychiatry, Vol. 24, 1979, p. 29-34.
25. Interview with doctor, Reimer Journal, August 17, 1979.
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Defining a problem as a failure to sufficiently please her husband 
reformulates her anger and turns it against herself: she is supposed 
to feel guilty (or even guiltier) for not being an attractive enough sex 
object. It defines a woman as an object, and reproduces her usual 
position of subordination to the enterprises of others. And if she 
cannot calmly accept such advice as a cure for what she is feeling, 
she will stand the chance of being judged "mentally ill" and entering 
the psychiatric labeling process. Her refusal to accept a reasonable 
solution evidences the diagnosis.

Those doctors whose offices were not part of a larger clinic seemed 
less likely to send people to psychiatrists. One explained that if the 
person is hospitalized, especially the older person, this would be quite a 
stress in itself. He also pointed out that women patients came into his 
office who had been administered electro-shock in the hospital but didn't 
know why and were afraid to go back to a hospital.26 One doctor also 
mentioned that he wouldn't send his patients to the local family services 
because he considered their counselling too middle class and not 
oriented to his kind of clients.

Severa l  doc tors  we in terv iewed d id  ind ica te  tha t  re fer ra ls  to  psych ia-
tr ists were commonplace, and that many women were hospital ized by psychia-
t r i s ts  fo r  menta l  reasons.  When these doctors  are  unab le  to  dea l  w i th  a
woman's  symptoms wi th  medica t ion ,  then a  re fer ra l  i s  made to  a  psych ia t r is t .

The ro le  o f  doc tors  in  ident i fy ing  "menta l  i l lness"  cannot  be min imized.
Th i s  i s  no t  on l y  a  ques t i on  o f  shu f fl i ng  a  pa t i en t  on  t o  ano the r  spec ia l i s t :
t h ree  doc to r s  r epo r t ed  t ha t  pa t i en t s  a re  adm i t t ed  t o  hosp i t a l  psych ia t r i c
un i t s  based  on  t he  r eques t s  o f  t he  f am i l y  doc to r.  Tha t  i s ,  i n  some  cases
the psych ia t r ic  assessment  is  no th ing more than a  fo rmal i ty  and in  o thers
dispensed with al together.

26. Interview with doctor, Reimer Journal, July 18, 1979.
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and categorize people in this mode of operating. This labelling and 
categorizing is consequential for women as it goes on their records 
and may be carried for life. In this way the doctor communicates to 
a woman that there is nothing basically wrong with the way people 
treat her, but the way she responds is inappropriate. If she 
complains too loudly and forcefully, then she is suffering a mental 
or emotional disturbance, has lost touch with reality and her 
response is out of proportion to the severity of her situation, as he 
sees it. If she is beginning to question and speak out about her 
feelings, she will come to see this as a symptom of her illness, e.g., 
as a part of the "nervous reaction" she is suffering.

If the difficulties women experience are organized for them by their limited 
and oppressive life circumstances, a medical practitioner would need to 
understand what that is about before he could help her. Silencing a woman 
with medical technologies is a perpetuation of the kind of experience she is 
subjected to in the Canadian context. Acknowledging that these problems 
are occurring and finding support for solving them seems to be a crucial 
beginning in reversing the "trap" which many immigrant women are forced 
into when they come to Canada. Unfortunately, many of the doctors who 
prescribe drugs are unaware of the conditions they are perpetuating with 
their professional ideologies and practices.

Psych ia t r is ts  and Hosp i ta l i za t ion

Of the six interviews with psychiatrists, there was a range of approaches 
to women's problems. At one extreme, we found a psychiatrist who 
focused heavily on women's "hysterical" psychoses and neuroses, which 
explained anything from being "cold in bed" to calling her husband a 
"criminal", displaying "coquettish" behaviour, etc. On the socially oriented 
side, one psychiatrist saw people's problems as related to their economic 
and work situations, family problems in handling the lower status of 
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employment of the couple, etc. There are exceptions to the 
predominant orientation of doctors and psychiatrists to the "cultural" 
or role strain formulation of a women's problems. We mentioned 
earlier that some doctors are aware of the social and economic 
factors which create problems for immigrant women. Among 
psychiatrists, one did orient to the organization of women's lives in 
Canada, and this suggests that psychiatrists might work differently 
in relation to the immigrant patient. He commented on how different 
his treatment was from that of the generalpractitionerr:

Sometimes not at all — it doesn't always require training and expertise. But 
some general practitioners don't have the time. This requires an understanding 
ear, common sense and support to restore the coping mechanisms and self 
esteem.
These people don't necessarily need a psychiatrist. But some g.p.'s operate on 
a very strict medical model: pills are very important and are self-perpetuating. A 
woman asking for pills is really asking for someone to talk to.
Pills don't really work and then she asks for a greater dose.

(Interview with psychiatrist, Reimer Journal, August 23, 1979)

Such a socially oriented approach was truly an exception for the 
psychiatrists we interviewed who regularly see immigrant clients. Far 
more common was the symptomatic orientation to an individual's mental 
state. The focus on family relations very much utilized cultural or 
personality types of explanation as discussed earlier. For example, one 
psychiatrist pointed out that many of the older women are paranoid, and 
a typical hospitalized elderly woman has fears that her children won't 
take care of her. These descriptions of individual responses are not 
anchored in the economic and social relations of formal dependency and 
obligation, or economic difficulties arising from the extended family.
A judgement is being made by the psychiatrist simply on the basis of 
"her problem" as it has come to be seen. Her family arrangements may 
be the source of difficulty, and the dependent relationship she has
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to them; but this is not a topic — she is the topic and her life is not 
present in the formal psychiatric "work up" of herself.
in that a woman's
These processes are striking/consciousness can be so insignificant in 
deciding what course of treatment she will receive. In some hospitals, 
the psychiatrist meets with the husband and wife before administering 
medication or electroshock to the woman. However, this seems to be 
an extraordinary basis on which to decide treatment, as one doctor 
described, the husband usually does the answering and she is 
powerless because he makes all the decisions. In such cases, a 
psychiatrist explained, the woman is not a good candidate for 
psychotherapy: she sometimes, it is said, because she can't use the 
language, or due to a lack of consciousness which makes therapy 
very difficult. Given that she is not amenable to therapy, a custodial 
form of care like medication is given or electroshock is administered.

The actual care a woman receives under these circumstances depends 
in part on where she is hospitalized. However, for those women we 
interviewed who had not been hospitalized, but merely spoke to a 
psychiatrist, an interesting pattern emerges. These two women had 
learned to speak English, were educated and could communicate well 
with the psychiatrist. Both were entered into therapy. The less educated, 
less articulate women were far less successful in defending their actions 
when confronted with a psychiatric reformulation of their lives. These 
two women who were hospitalized were both from working class, 
Portuguese families. This difference in the kind of care they received is 
in agreement with the findings of Hollingshead and Redlich, who found 
a definite class difference between the private, therapeutic approach to 
the middle class patients and a bias towards custodial forms of care 27
for the low income, manual workers.

What  a lso  a f fec ts  the  k ind  o f  psych ia t r ic  care  a  woman rece ives  is  the

27. A.B. Hollingshead and F.C. Redlich, Social Class and Mental Illness, John Wiley 8: Sons, New York, 
1958, cited in Smith & David, op. cit., p. III.
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cost-cutt ing measures being made in Toronto hospitals:

The nurse to  pat ien t  ra t io  has changed so tha t  each nurse is
respons ib le  fo r  more pat ien ts  and less  t ime can be spent  w i th
each .  I nc reas i ng l y,  t he  way  t o  cope  w i t h  t h i s  s i t ua t i on  i s
t he  mo re  l i be ra l  use  o f  t r anqu i l i z i ng  d rugs  i ns tead  o f  t he
personal contact needed. 28

There are basically two types of general hospitals which admit non-
English speaking patients to inpatients psychiatric units: Hospital 
"A" will refer to a more community oriented type of hospital which 
immigrant women use; Hospital "B" to a teaching hospital which is 
located in an immigrant area. In Hospital "A" a woman will have 
difficulty being admitted if her situation is deemed an "emergency" 
because the beds are usually filled as a policy of hospital 
administration. She may then be sustained on tranquilizers or be 
admitted to a mental hospital. The care she receives in the 
psychiatric unit will be more in the order of "custodial" care, 
although some of the staff will speak to her in her language. She 
will be given several forms of medication simultaneously and 
stands at least a 33% chance of having electro-shock applied to her 
brain. Since 66% of the patients were estimated by one nurse to be 
in hospital for depression, and half of the depressed receive shock, 
she will very likely receive it. Depression was the most commonly 
cited female disorder by psychiatrists and doctors,

Elec t ro-shock t rea tment  ( "E.C.T. " )  descr ibed by  hosp i ta l  workers  as  the
" t rea tment  o f  cho ice"  is  s t i l l  commonly  used in  Canada.  One hosp i ta l  worker  des-
cribed a case where a woman resisted being shocked:

The woman cr ied  fo r  two days in  a  row.  She had a  two year  o ld
ch i ld ,  and s tays  a t  home a lone.  She has no re la t ives ,  no
f r iends and wants  to  go back home.  She is  a lso  very  lone ly
and wants to talk to someone in her own language.

28. Let Us Care, op. cit., p. 15. Dr. T. J. McCann, chief of chronic care services at 
Queen Elizabeth Hospital, reported to the Ontario Psychogeriatric Association that 
the too liberal prescription of drugs and over sedation can precipitate acute 
psychiatric illness in the elderly. See Pat McNenly, “Drugs used to quiet aged made 
them worse, M.D says” Toronto Star, September 12, 1979. 
* These two types may not exist in the pure form and throughout metropolitan 
Toronto variations on these exist. These are not meant to refer to actual hospitals, 
but are a composite picture of different kinds of care.
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She refused ECT and was afraid of what the doctors and
nurses thought  o f  her.  Every th ing  was ar ranged in  the
operat ing room. But someone had told her that ECT was no
good.  She saw I0  to  20 peop le  in  the  room and s tar ted  c ry -
i ng  and  say i ng  she  d i dn ' t  wan t  i t .

She fe l t  qu i te  gu i l ty  and thought  her  husband was qu i te
upse t  abou t  i t .  He  t o l d  he r  t o  do  wha t  t he  doc to r  wan t s
her  to  do.  Most  peop le  jus t  do  what  the  doctor  says .

She fina l ly  agreed to  have i t  to  p lease her  husband and
doctor.

( In terv iew wi th  hosp i ta l  worker,  Re imer  Journa l ,  Ju ly  23,  1979)

A chap l in  in tern  who sees pat ien ts  in  th is  hosp i ta l  suggested tha t
what some of the Portuguese women actual ly need is a job (and to get
ou t  o f  t he  house ) ,  o t he rw i se  t hey  w i l l  come  back  f ou r  o r  fi ve  t imes
and  t he i r  p rob l ems  w i l l  neve r  be  so l ved .  Once  i n  t he  hosp i t a l ,  t he
chap l in  in terns  w i l l  see a  pat ien t  and speak to  her  in  her  language,
i f  she chooses to  see one,  and they  are  "perhaps the  on ly  ones she
sees who are  not  hur r ied  l i ke  the  doctors  and nurses" .  One wonders
i f  a  mo re  l i be ra l  use  o f  t r anqu i l i z i ng  d rugs  i s  used  i ns tead  o f  pe r -
sona l  con tac t  wh i ch  r equ i r es  a  l a rge r  s t a f f  t o  pa t i en t  r a t i o .

In the psychiatric unit of Hospital "A", the staff-patient ratio is low, as 
compared to the teaching hospitals where resident psychiatrists and 
more specialists are working in psychiatry. As a consequence, there 
isn't "time or space" to conduct group therapy, and the language 
barriers between Portuguese, Italian and Spanish patients are said 
to prevent such groups. The patients here can participate in 
recreational activities, such as exercise and Bingo. However, these 
activities are not very useful to many of the Portuguese and Spanish-
speaking women. While it is possible to talk to the doctor when he 
makes his rounds, communication is still restricted for the large 
numbers of Portuguese and Spanish-speaking patients, because the 
nurse who speaks the language has to be on the shift in question.
They can also see the interpreter for the hospital and can speak
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w i t h  he r  i f  she  i s  no t  busy  e l sewhe re  i n  t he  hosp i t a l .

Hospital  "A" might be considered in some ways to be a "poor man's"
hosp i ta l  compared to  the  we l l  financed,  teach ing hosp i ta l ,  Hosp i ta l  "B" .
In Hospital  "A",  an immigrant woman wi l l  have someone, sporadical ly
a t  leas t ,  to  speak her  language.  Whi le  she may be more l i ke ly  to
i n i t i a l l y  go  t o  such  a  hosp i t a l ,  t he  r es t r i c t i ons  on  t he  k i nd  and
a v a i l a b i l i t y  o f  c a r e  s u g g e s t  t h a t  t h e  fi s c a l  p r i o r i t i e s  o f  t h e  g o v e r n -
ment  were  c lear ly  no t  se t  to  meet  her  needs.  A l though th is  hosp i ta l
serves a low income, immigrant community,  there is not even an out-
pat ien ts  psych ia t r ic  serv ice  or  "drop in"  cent re  where  a  work ing  per -
son cou ld  be seen wi thout  hav ing to  be hosp i ta l i zed.

In the well financed, teaching hospital, Hospital "B", the use of 
custodial type care like electro-shock is said to be minimal (5%).
The problems a non-English speaking woman will have in this 
hospital share some similarities with the first, however, even 
though they are organized quite differently. Here, as an inpatient, 
she will have no one to speak to if her language is Portuguese or 
Spanish. Her family may have to serve as interpreters at a point 
in time when they are least sympathetic to her, e.g., the case 
where a woman was called a "moaner and a groaner" by her 
doctor, and admitted in order to give her family a rest.

Th is  prac t ice  o f  us ing fami ly  members  to  in terpre t  may min imize the
chances tha t  a  woman wi l l  speak f ree ly  and be ab le  to  define for
herse l f  what  she is  exper ienc ing.  A hosp i ta l  c leaner  who doub les
as interpreter explained what can happen to a woman when her family
members  are  the  on ly  source o f  in terpre ta t ion :

Three months ago a girl from Brazil came to the hospital drugged. She 
had a problem with her husband — he told her she couldn't go home to 
Brazil. They fought all night. She told me he was forcing her to stay — 
but her husband told the doctor something different. She asked me 
where she could get money for a ticket ... her daughter and family
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are in Brazil. Her husband, a Canadian, told the doctor that he hadn't 
refused to give her money for a ticket.
Her arms and legs were bruised — she said she had been thrown 
downstairs.

Q: What would have happened if there had been no interpreter?

She  wou ld  have  been  i n  t r oub le .  Bu t  a f t e r  I  t a l ked  t o  he r,
t he  doc to r  d i dn ' t  ask  wha t  she  had  sa i d .  I  gave  he r  t he
address of (a community centre).

( In terv iew wi th  c leaner,  Re imer  Journa l ,  August  23 ,  1979)

In the inpatients department of the teaching hospital, with 25 beds, it 
is not uncommon that the entire staff will be English speaking. While 
the staff may make many attempts to get a trained interpreter, the 
administration is said to not want to be known as a community 
hospital, because then less money could be allocated to teaching, 
research and expensive machinery. Psychiatry and social work are 
two areas which need to be oriented to the immigrant population, but 
are not because of the priorities of the administration.

The financial commitment of a hospital administration to providing such 
services has important implications for the availability of quality care 
versus custodial type care or a referral to a mental hospital. A trained 
interpreter explained how significant this is for the kind of care a 
psychiatric patient might receive:
If you don't understand what a person's problem is, you can't treat 
them for it. This is very important in psychiatry because the problems 
people have often even can't be understood in their own language.

(Interview with interpreter, Reimer Journal, July 23, 1979)

Among the prob lems ident ified by  th is  in terpre ter  was the  use tha t
is  made o f  immigrant  suppor t  s ta f f  who are  not  t ra ined in  in terpre t -
ing  or  in  medic ine .  Of ten  a  c leaner,  fo r  example ,  doesn ' t  make the
i n t e rp re ta t i on  r equ i r ed  bu t  says  wha t  he  t h i nks  i s  app rop r i a t e .  I n
one instance, a pat ient said that her husband never comes home at
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n i g h t  a n d  h a s  b e e n  r u n n i n g  a r o u n d ,  b u t  t h e  c l e a n e r ' s  t r a n s l a t i o n  w a s

t h a t  t h e  h u s b a n d  w a s  l a z y.

In another teaching hospital in an immigrant area, a doctor 
recorded that 50% of the patients assessed for psychiatric care 
were immigrants, out of a sample of 200, however, only 2 actually 
received care in a unit where the dominant foreign languages in 
Toronto are not spoken by the staff.29 This hospital very clearly is 
oriented to a more middle class clientele, to the extent that one 
nurse described it as a place which is known for catering to 
people with money when they need to go for a rest.30

In the better financed teaching hospital, an array of activities are 
provided for the patients: art therapy, activity groups, patient 
outings, tea parties, community and exercise groups. The non-
English speaking woman, however, is very isolated in this setting, 
and doesn't get involved in the activities. At the same time, these 
women are said to be failures in their communities for entering 
the hospital; their three to six week stay in hospital may likely be 
the first in a series.

The outpatients department of the teaching hospital (Hospital "B") 
does have a psychiatrist who speaks the languages of the major 
immigrant groups in Toronto. However, the ability of one person to 
provide all of the services which are available to the English 
speaking patient is doubtful, e.g., social work services, occupational 
therapy, nursing support, social groups and programmes.

The provision of homecare services t)y occupational therapists and public 
health nurses is another area ~here the non-English speaking person's 
health needs are inadequately met. The Community Occupational 
Therapists Association arranges for occupational therapists to visit patients 
needing help in adjusting to a life style change, often associated with

29. Interview with psychiatrist, Reimer Journal, June 25, 1979.
30. Interview with nurse, Reimer Journal, August 20, 1979.
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i n j u r y  o n  t h e  j o b ,  o r  o t h e r  h e a l t h  r e l a t e d  p r o b l e m s .  T h i s  o r g a n i z a -

t i o n  h a s  n o  P o r t u g u e s e  o r  S p a n i s h  s p e a k i n g  t h e r a p i s t s  w h a t s o e v e r.

T h e y  a r e  c a l l e d  u D o n  i n  c o n j u n c t i o n  w i t h  p u b l i c  h e a l t h  n u r s e s  t o  c a r e

f o r  p e o p l e  w h o  h a v e  p r e v i o u s l y  b e e n  h o s p i t a l i z e d  o r  w h o  r e q u i r e  s e r -

v i ces  a t  home.

In both forms of care, counselling and education are often an 
integral part of the services provided. Particularly the work of the 
public health nurses introduces a rare component of preventative 
care in the sense that a future crisis may be prevented by such a 
direct, localized service. In the case of her visits to women 
following the birth of a child, her services could be invaluable to 
the woman isolated in the home. The public health nurse as well 
as the occupational therapist bridge the transition a patient 
experiences moving from hospital to their home, with ailments of 
both a physical and a mental nature.

The language barrier is not the only factor preventing homecare 
services delivery to immigrant women. Hone care services depend, 
for a patient in the hospital, upon a referral being made from within 
the hospital. Two of the non-English speaking women we interviewed 
for this study who had undergone major surgery were not assigned 
homecare until a community worker intervened on her behalf. The 
small number of public health nurses who speak Portuguese or 
Spanish suggests that the non-English speaking psychiatric patient 
will not likely receive homecare, that is, unless a nurse with her 
language happens to cover her area. The possible care provided to a 
mental patient with a limited use of English (or none at all) will be 
minimized by the problems of communicating under these 
circumstances. Several public health nurses complained of their 
difficulties in making contact with mental patients while in hospital, 
due to the psychiatrists' policies of excluding then from the mental 
health "team" in psychiatry. Before leaving hospital, the patient by law 
may choose to see a public health
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nurse; however, this likelihood is lessened by the restrictions placed on 
her contact with patients while in hospital. This is particularly 
unfortunate because she is one of the few professionals who is familiar 
with the home settings and might provide concrete information on a 
woman's situation not utilized in the professionalized approaches.

This organization of homecare and the lack of language training for 
nurses in heavily populated immigrant areas underscores the 
inaccessibility of services to this segment of the population. The quality 
of counselling services provided to tFe non-English speaking woman is 
also questionable when she is required to discuss highly personal 
issues with a minimum of English. While in some cases the nurses may 
help such a woman, others may be unnecessarily referred to a 
psychiatrist or hospital because they were unable to receive homecare 
in their own language. Once again, health services delivery appears 
not to be organized to satisfy the needs of the immigrant population.
For women isolated in the home, or simply socially isolated, this means 
that crisis oriented solutions are the only ones offered.

The lack of cooperation by the hospital administration and government 
agencies to meet the needs of the immigrant population is yet another 
example of the second class status afforded immigrant women — as 
immigrants -in Canada. Although it is difficult to know the actual patterns of 
utilization of hospital services without records of immigrant use, some 
preliminary observations can be recorded nonetheless. It appears that 
Portuguese and Spanish speaking women less frequently become patients 
in the teaching hospitals where few if any staff speak other than English.
She is either maintained on medication, referred to another hospital or 
counselling service, for the most part, or to the local mental hospital.

I t  a p p e a r s  t h a t  o l d e r  P o r t u g u e s e  w o m e n  w h o  a r e  n o n - E n g l i s h  s p e a k i n g  a r e

t h e  m o s t  f r e q u e n t l y  a d m i t t e d  g r o u p  o f  i m m i g r a n t  w o m e n  w e  a r e  d i s c u s s i n g .

T h e y  a r e  l e a s t  l i k e l y  t o  h a v e  a l t e r n a t i v e s  o r  o p t i o n s  t o  a  d e p e n d e n t ,

s u b o r d i n a t e  s t a t u s ,  a n d  m o s t  e a s i l y  s c a p e g o a t e d  s h o u l d  c o n fl i c t  a r i s e
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in a family. Portuguese women who are married and having difficulties 
at home, work, etc., seem to be the second most frequently cited 
group for either the teaching or community hospital. A third group 
would be the daughters of immigrants who are English speaking and 
most likely to receive some verbal therapy. While the frequency of 
Spanish speaking women who are hospitalized is proportionately 
less, so are their numbers in the population. The care most of these 
women receive in psychiatric units can only approach the most 
custodial when communication is minimized, and may likely enter a 
woman into a cycle of hospitalization and medication. Non-English 
speaking women who are not helped at a teaching hospital or one 
with an all English speaking staff will likely to to the mental hospital 
where admittance may not be denied as it is at general hospitals.

I f  s h e  e n t e r s  a  h o s p i t a l  w h e r e  t h e  l a n g u a g e s  a r e  s p o k e n ,  s h e  w i l l  b e

h e a r d  i n  h e r  n a t i v e  t o n g u e  a n d  w i l l  h a v e  s o m e  c h a n c e  o f  c o m m u n i c a t i n g

w i t h  s o m e o n e .  H o w e v e r ,  s h e  w i l l  fi n d  l i t t l e  o t h e r  t h a n  i n f o r m a l  t a l k s

w i t h  a  f e w  s t a f f  m e m b e r s ,  a n d  m a y  b e  m e d i c a t e d  a n d  u n a b l e  t o  r e c e i v e

f o r m a l  t h e r a p y.  I n  s u c h  c a s e s  m o r e  m e d i c a t i o n  a n d  E C T  w i l l  l i k e l y
b e  a p p l i e d  u n t i l  s o m e  v i s i b l e  c h a n g e  o c c u r s .

Clearly the care immigrant women receive in the health care system 
reinforces her dependence on medication and her definition of her 
situation as one of "sickness". Professionals who work with hospitalized 
women describe them in terms of how their reactions fit the psychiatric 
definitions of mental illness. The illness is seen as the problem rather 
than the social conditions of her life. Due to the lack of trained 
interpreters and staff with languages, the experience of being put on 
medication with no one to talk to only reinforces the view of a woman as 
sick, and unable to speak authoritatively about her life.
The experience of hospitalization can only serve to reinforce this inability 
to speak. Non-English speaking women were described repeatedly

* However, the Portuguese immigration occurred earlier than the large wave of Latin 
Americans in the 1970's, so that similar patterns of utilization might occur once the Latin 
American group is in Canada longer.
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as poor  cand idates  fo r  therapy,  resu l t ing  in  a  cus tod ia l  approach o f
med i ca t i on  and  e l ec t r o - shock .  Even  f o r  i n -pa t i en t  un i t s  w i t h  mu l t i -
l ingua l  s ta f f ,  the  chances were  h igh  tha t  she wou ld  rece ive  these same
forms o f  t rea tment .  More soc ia l ly  o r ien ted approaches to  immigrants  cos t
money,  and f rom the in terv iews wi th  hosp i ta l  workers ,  i t  appears  tha t
adm in i s t r a t i ons  p l ace  a  l ow  p r i o r i t y  on  i nves t i ng  i n  t he  imm ig ran t
pat ien t  (par t icu lar ly  teach ing hosp i ta ls~  wh ich  compr ise  the  major i ty
o f  down town  hosp i t a l s ) .  Th i s  gene ra l i za t i on  ho l ds  t r ue  f o r  t he  ex ten -
s ion  o f  re levant  serv ices  in  the  area o f  homecare ,  where  the  non-Eng l ish
speak ing woman wi l l  l i ke ly  not  rece ive  the  same care  prov ided to  her
Engl ish speaking counterpart .

Wha t  i s  no t  unde rs tood  i n  t he  psych ia t r i c  app roach  t o  i l l ness  i s  t ha t
the  organ iza t ion  o f  an  immigrant  woman's  da i ly  l i fe  in  Canada creates
p rob lems  f o r  he r.  The  med i ca t i on -hosp i t a l i za t i on  cyc l e  f a i l s  t o
recognize the social  basis of her problems and reformulates them as
men ta l  i l l ness .  The  l ow  p r i o r i t y  on  p rov i d i ng  se r v i ce  t o  t he  imm i -
grant populat ions results in non-Engl ish speaking women receiving the
most  pr imi t i ve  and cus tod ia l  care ,  wh ich  w i l l  impress  upon her  the
ind iv idua l  na ture  o f  her  menta l  p rob lems.
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SOCIAL SERVICE DELIVERY SYSTEMS

In order to understand the manner in which services both 
meet and fail to meet the mental health needs of Spanish and 
Portuguese speaking immigrant women, three service 
delivery systems are examined. The health care system was 
described in the previous chapter. The purpose of this chapter 
is to look at the ways in which government agencies, family 
service and community-based agencies, and alternative 
programs orient to the needs of immigrant women.

In a previous section, we described in detail the experience and the 
situation of the immigrant women in Canada. This has been done 
on the basis of in-depth interviews with the immigrant women where 
they talked of their lives and of their experiences with particular 
service delivery systems. We have also provided a more general 
analysis of the situation of the immigrant woman in Canadian 
economic life, of her secondary status in relation to government 
benefits, and of her dependent position in relation to the family. The 
situations in which many immigrant women live are exploitative and 
stressful. Women respond to these stresses by becoming anxious 
and depressed, or by protesting their situations by refusing to 
continue living their lives in the same manner. These reactions, be 
they of depression or of active protest, are dealt with in different 
ways by different service delivery systems.
There is also variability among agencies within a particular service 
delivery system.

Our  focus is  to  look  a t  the  ways in  wh ich  agenc ies  dea l  w i th  the
women's  reac t ions  to  s t ress ,  as  we l l  as  to  unders tand the  way,  i f
any, in which they attempt to help the women take act ion to change
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the oppress ive  s i tua t ions  they  may face.

In examining government, family service, community-based agencies 
and alternative programs, we are looking at the orientation and 
practice agencies may have in the following areas:

1. The immigrant woman's experience and the practical realities of her 
life,

2. The place of the immigrant woman within the larger Canadian and 
institutional context.

3. The nature and practice of sexist as opposed to nonsexist counselling.

4. The information and support given to a woman in her attempt to take an active role in changing her 
situation.

By  look ing a t  these issues we are  t ry ing  to  determine in  what  manner
the agencies are meeting the women's needs, based on their  own exper-
iences and a t tempts  to  improve the i r  l i ves .

In our research, we found considerable variability in how the 
immigrant women's needs were being met, both among service 
delivery systems and within them. Generally, the appropriateness 
of service provided ranged along a continuum from most 
inappropriate at the level of government and family service 
agencies, to most appropriate at the level of community-based 
agencies and alternative programs. In looking at appropriateness, 
we are looking at the ways in which services meet the needs of 
immigrant women, based on their own definitions of their needs 
and on the concrete realities of their lives.

The nature of this continuum is not simply a matter of chance. Service delivery systems that are highly bureaucratized and
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p ro fess i ona l i zed  r equ i r e  t ha t  t he i r  wo rke r s  t ake  on  a  pa r t i cu l a r
professional approach and modus operandi.  This approach is an
ind iv idua l ized one wh ich  tends to  see prob lems the ind iv idua l  i s

hav ing in  te rms o f  cu l tu ra l  background or  emot iona l  make-up.  The
adopt ion of these assumptions by professionals remove the service
provided from the context in which the problems ar ise in Canada,
and  l essen  t he  l i ke l i hood  t ha t  e f f ec t i ve  and  conc re te  he l p  w i l l
be provided.

The professional approach acts to put distance between the agency 
and its clients, a distance that allows for reinterpretation and 
misunderstanding of a client's situation. In looking at the various 
service delivery systems, there appears to be a degree-of-distance 
continuum running from government agencies at one end to 
community-based agencies and alternative programs at the other. 
Government agencies appear to be the most removed from a 
woman's life experience, while community-based agencies and 
alternative programs in their provision of service, appear to be the 
closest to the actual life of the immigrant woman and its practical 
organization.

From our  find ings,  i t  has  become c lear  tha t  those serv ices  tha t

hold the least distance from the immigrant woman are the most
e f f ec t i ve  i n  mee t i ng  he r  needs .  I n  r esponse  t o  t h i s  find ing ,  we
prov ide a  ra ther  ex tens ive  descr ip t ion  o f  the  nature  o f  serv ices
as they are provided by community-based agencies and al ternat ive
programs.

The organizat ion and mandate of part icular agencies determine, to
a  g rea t  ex ten t ,  t he  na tu re  o f  t he  counse l l i ng  p rac t i ce  t ha t  t akes
p lace .  I n  eve ry  agency,  t he re  a re  pa r t i cu l a r  ways  i n  wh i ch  c l i en t s
and the i r  s i tua t ions  are  perce ived,  and par t icu lar  p rocedures  tha t
are  to  be fo l lowed.  At  the  same t ime,  there  is  some degree o f
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flex ib i l i t y  i n  how  i nd i v i dua l  wo rke r s  app roach  t he i r  c l i en t s .
Th is  accounts  fo r  the  var iab i l i t y  encountered among workers  in
the same agency or service del ivery system.

In outlining the agencies within the various service delivery 
systems we have examined the mandate and organization of the 
agency, the nature of their funding, the practice of the agency as 
reported to us by workers interviewed, and experiences with 
these agencies as reported to us by women interviewed. Some 
of the information included also comes from the experience of 
community workers as reported to us in our interviews with them.

In general, we found that all agencies reported a very heavy 
demand for counselling services on the part of Spanish and 
Portuguese speaking women. In some agencies, particularly 
family service agencies, there were not enough workers who 
speak Spanish or Portuguese to meet this demand. In other 
agencies, particularly the community-based, workers reported 
that they were overloaded with counselling needs, especially 
because these agencies are neither set up nor significantly 
funded to provide counselling services.

1) Government Service Agencies

Our comments on government services provided to immigrant famil ies

are  based on severa l  sources o f  in format ion :  repor ts  f rom communi ty
workers  who accompany the i r  c l ien ts  to  these agenc ies ,  repor ts  f rom
women on their  experiences, and interviews with two workers at a
government sett lement service agency.
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Our  i nves t i ga t i ons  i n t o  t he  ove ra l l  se r v i ces  p rov i ded  t o
immigrants  by  government  is  necessar i l y  l im i ted .  Th is  is  due to
the fac t  tha t  we have focused pr imar i l y  on  those agenc ies  where
immig ran t s  r ece i ve  soc i a l  and  counse l l i ng  se r v i ces .  I n  add i t i on ,
t ime const ra in ts  prec luded a  more thorough invest iga t ion  o f  govern-
men t  se r v i ces  i n  t h i s  s t udy.

On the basis of the information we gathered on government services,
i t  appears  tha t  the  pro fess iona l  approaches adopted in  these agenc ies
are  not  e f fec t ive  in  meet ing  the  needs o f  immigrant  women.  The most
extreme approach emphasized the importance of the family unit  and
t rad i t iona l  female  ro les  over  the  most  bas ic  needs o f  women.  A lso ,
women's problems were seen in the context of  "adapt ing" to Canadian
l i f e ,  r a t h e r  t h a n  i n  t h e  c o n t e x t  o f  t h e  a c t u a l  r e a l i t i e s  o f  t h e i r
l ives in Canada.

Women and community workers repeatedly reported negative experiences
in  the i r  contac t  w i th  some agenc ies  in  par t icu lar :  government  workers
d i d  no t  a l l ow  women  t o  exp la i n  t he i r  s i t ua t i ons  and  t he i r  des i r es  f o r
taking act ion, community workers were prevented from carrying out
their  advocacy and translat ion role, and women tended to be blamed
f o r  t h e i r  p r o b l e m s ,  p a r t i c u l a r l y  i n  t h e  c a s e  o f  m a r i t a l  c o n fl i c t .

Overall, government agency workers did not make use of information about a 
client that would be available to them if their approach took seriously the 
realities of women's lives. In addition, they were not adequately prepared, in 
terms of their understanding of the immigrant woman's situation in Canada, and 
their knowledge and use of other community resources, to be effective in 
providing service. This lack of information and preparation, coupled with the 
adoption of a particular professional orientation, creates a distance between the 
agency's approach and the woman's experience and needs. This
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dis tance lessens the  poss ib i l i t y  o f  p rov id ing  adequate  serv ice .

In  te rms o f  re fer ra l  pa t te rns ,  i t  appears  tha t  government  agenc ies
make rout ine  re fer ra ls  to  fami ly  serv ice  agenc ies  when they  judge
that  more in -depth  counse l l ing  is  needed.  From our  invest iga t ion
of  fami ly  serv ice  agenc ies ,  i t  appears  tha t  women wi l l  be  dea l t
w i th  in  a  s imi la r  p ro fess iona l  manner.

On the basis of reports fro~ men and community workers, Family 
Court was one example of a government institution where 
unsatisfactory service was being provided. In the case of Family 
Court, the agency's commitment to family unity, even when a 
woman voices a different desire, is well illustrated. If a woman wants 
to leave her husband, she is discouraged from doing so by the 
Family Court worker, even though she may clearly be asking for a 
divorce.
Family Court workers generally refer a woman who is seeking a 
separation from her husband to a family service agency for 
reconciliatory counselling. In this situation, the non-English speaking 
woman has more difficulty than her English speaking counterpart.
It is more difficult for her to voice her opinions and to be aware of 
alternative services that could be useful to her in helping her carry 
out her decision.

In one case, a community worker reported that she accompanied a 
client to speak with a Family Court worker. The client was seeking a 
divorce from her husband: he had transmitted venereal disease to 
her and she was under doctor's orders to stop having intercourse 
with him. The Family Court worker would not let the community 
worker interpret the woman's account of her situation, only allowing 
her to answer "yes" or "no" to the questions put to her. The Court 
worker went on to tell the woman that She was in fact frustrating

* For further discussion, see Section 2 of this chapter.
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her husband by not having intercourse with him.1

This woman was attempting to make a change in her life that she 
considered appropriate. The response of the Family Court worker 
was to negate the woman's experience of her situation, as well as 
laying the blame for her marital situation entirely on her shoulders. 
In addition, the community worker was not permitted to interpret 
fully or carry out an advocacy role. Following this encounter, the 
woman abandoned her attempt to separate from her husband.

Another example of government services with which immigrants have
contac t  i s  tha t  o f  a  government  se t t lement  serv ice  agency.  Th is
agency is  a  major  po in t  o f  contac t  fo r  immigrants  to  Canada and has
permanent funding to provide sett lement service to immigrants.

The services provided by workers in this agency include orientation, 
information, translation, and referral to other appropriate services.
This agency also provides sponsored English classes and day care 
for the children of students. The basic services of the agency (not 
including English classes) are offered to any immigrant to Canada 
without restriction as to the length of time the client has been in the 
country. This is in clear contrast to the mandate of community 
centres which are only funded to give service to clients who have 
been in Canada up to a period of 36 months. The workers we 
interviewed in this government agency stated that many of their 
clients have been in Canada for 10 or 15 years. This point serves as 
one useful illustration of the fact that individuals do not automatically 
stop needing specialized services after 36 months in Canada.

In  add i t ion  to  hav ing spec ific  issues tha t  need to  be reso lved,  many
immigrant  women br ing  the i r  p rob lems wi th  the i r  fami l ies ,  the i r  work ,
and the i r  phys ica l  and emot iona l  hea l th  to  the  counse l lo rs  in  th is

1. Interview with community worker, Reimer Journal, August 15, 1979.
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agency. In fact, the workers reported that a great deal of informal 
counselling is provided to clients.

S ince th is  agency is  we l l  known and a  major  contac t  po in t  fo r  immi-
g ran t s ,  t he  qua l i t y  o f  t he  counse l l i ng  p rov i ded  i s  impo r t an t  t o
examine.  As  repor ted to  us ,  there  appears  to  be no sys temat ic  under -
s t and ing  o f  t he  s i t ua t i on  o f  t he  imm ig ran t  woman :  he r  des i r e  t o  t a l k
abou t  he r  s i t ua t i on  i s  seen  as  a  need  t o  " ven t i l a t e "  r a t he r  t han  as  a
des i re  to  prob lem-so lve  and take ac t ion ;  her  prob lems are  seen in  the

l i gh t  o f  p rob l ems  o f  " adap ta t i on "  t o  Canad ian  l i f e .  Due  t o  t he
l imi ted  unders tand ing o f  the  woman 's  l i fe  on  the  par t  o f  the  workers :
d i f fi cu l t  i s sues  t ended  t o  be  avo ided .  Fo r  examp le ,  t he  i s sue  o f
fami ly  v io lence was one that  was o f ten  avo ided.  As one worker  s ta ted:

Maybe  t h i s  i s  a  cowa rd l y  way  ou t .  I  t r y  no t  t o  ge t
invo lved in  these types o f  s i tua t ions . . . I 'm speech less
w h e n  I  h a v e  o n e  o f  t h e s e  s i t u a t i o n s .  I  t r y  t o  fi n d
out  why i t  happened,  what  caused i t ,  and te l l  her  to
t r y  no t  t o  l e t  i t  happen  aga in .

(Interview with government worker, Reimer Journal: June 12, 
1979)

Th is  worker  went  on to  say  tha t :

I f  t he  woman  i s  r ea l l y  de te rm ined  t o  l eave ,  I ' I I  t e l l
he r  abou t  Ne l l i e ' s  o r  Women  i n  Trans i t i on ,  I ' l l  t e l l
her about legal aid,  a lawyer who can speak her language,
I ' l l  e v e n  c a l l  f o r  h e r .

(Interview with government worker, Reimer Journal: June 12, 1979)

As reported by this worker, referrals to legal aid or hostels occurred only very rarely.

For  a  woman who is  be ing beaten regu lar ly  i t  i s  o f ten  d i fficu l t  enough
to even consider leaving her home. This woman needs to be supported
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in  he r  s t r ugg le ;  a t  t he  ve r y  l eas t  she  needs  t o  be  l i s t ened  t o .
When faced wi th  a  worker  who is  unab le  to  ta lk  about  the  sub jec t ,
a worker who may be her only contact outside her own family,  and
her  on ly  poss ib le  resource fo r  the  prac t ica l  in format ion  she needs,
t he  poss i b i l i t y  o f  ge t t i ng  any  he lp  f r om  th i s  wo rke r  i s  s l im .

A woman in the same situation would receive far more effective 
service from community workers who accept wife-battering as a reality 
and are trained to help a woman find a solution. But if the worker the 
woman sees in this government agency does not refer women to 
community centres, her access to groups of women who are 
addressing these issues is severely limited if not completely denied.
As has been mentioned, this agency is used as a primary contact 
point by many immigrants. For this reason the role of its workers is an 
important one. Some of the workers refer women to other family 
service agencies when they judge that a woman needs a more 
ongoing in-depth counselling process. However, there are problems 
with this referral system. Many women who have gone to family 
service agencies return to these workers telling them of unsatisfactory 
or negative experiences. As stated by these workers, women recount 
that the counsellor at the family service agency did not really 
understand even though the counsellor spoke the same language.

In summary, our examinat ion of government agencies that provide
services to immigrant women has led us to several  conclusions. What
is  most  marked is  a  lack  o f  p repara t ion  on the  par t  o f  the  workers
to  work  e f fec t ive ly  w i th  the  women.

See Sect ion  3  o f  th is  chapter.  Communi ty  workers  a lso  run in to
many problems in try ing to help a battered woman. Women's trans-
i t ion houses often isolate immigrant women further because they
are geared to Engl ish speaking women. Also, there are no support
groups present ly in existence for battered immigrant women.

* For more discussion on family service agencies, see Section 2 of this chapter.
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I t  i s  no t  poss ib le  to  meet  the  needs o f  an  immigrant  woman wi th
on l y  a  l im i t ed  o r  i n co r rec t  unde rs tand ing  o f  he r  l i f e  s i t ua t i on
and a  prac t ice  o f  avo idance in  dea l ing  w i th  her  rea l  concerns .
I n  a d d i t i o n ,  i f  c o u n s e l l i n g  i s  t o  b e  c a r r i e d  o u t  i n  a  s e r i o u s
manner, government workers must become informed about existing

referral  networks and resources.

2) Family Service Agencies

For  the  purposes o f  th is  s tudy,  we looked a t  two fami ly  serv ice
agencies. The workers we interviewed in these agencies see almost
exclusively Spanish and Portuguese working class cl ients,  many of
whom are  women coming in  a lone fo r  counse l l ing .  Out  o f  the i r  to ta l
case loads,  the  percentage o f  ind iv idua l  female  c l ien ts  ranged f rom
40-60%. Caseloads were reported as heavy, ranging from 75-80
c l ien ts  per  month .  These very  heavy case loads impose t ime l im i ta t ions

that  make i t  d i fficu l t  fo r  the  workers  to  implement  group programs
for Spanish and Portuguese speaking women. We also found some l imi-
ta t ions  as  to  the  qua l i ty  o f  counse l l ing  tha t  women were rece iv ing .
This point was reinforced by some accounts of women's own experiences
with these agencies.

The agenc ies  in  quest ion  are  we l l  es tab l ished in  Toronto ,  bo th  h is tor -
i ca l l y  and  financ ia l l y.  They  have  seve ra l  b ranches  t h roughou t  t he  c i t y.
As ide f rom the i r  counse l l ing  focus,  one o f  the  agenc ies  a lso  prov ides
groups fo r  s ing le  parents ,  ch i ld ren o f  d ivorce,  and bat te red women.
To date ,  a l l  o f  these groups are  conducted in  Eng l ish ,  a l though there
is  a  recogn i t ion  fo r  a  need to  es tab l ish  groups in  Span ish  and Por tu-
guese.

Fami ly  serv ice  agenc ies  are ,  whenever  poss ib le ,  s ta f fed  by  pro fess iona l
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soc ia l  workers .  These are  pub l ic  agenc ies  tha t  p rov ide counse l l ing
for  immigrants  no mat ter  what  the i r  length  o f  res idence in  Canada.
Out  o f  a l l  the  numerous branches throughout  the  c i ty,  there  are  on ly
a  handfu l  o f  workers  who speak the  languages o f  a  la rge propor t ion

o f  t he  c l i en te l e .  As  a  r esu l t ,  t hese  wo rke r s  find  t hemse l ves  w i t h
very heavy caseloads.

The agencies we examined presented some general common orientations
in terms of the ways in which women were perceived and the extent

to  wh ich  counse l l ing  o f  a  suppor t ive  nature  was prov ided.  The
agenc ies  genera l ly  ho ld  a  spec ific  pro fess iona l  mode o f  dea l ing
w i t h  t he i r  c l i en t s ,  a  mode  t ha t  r eflec t s  cons i de rab le  d i s t ance  f r om
the experience and needs of the immigrant woman as she defines these.

Th i s  d i s t ance ,  i n  t u rn ,  l im i t s  t he  e f f ec t i veness  w i t h  wh i ch  se r v i ce
is provided.

The workers we interviewed general ly had an approach to counsel l ing
that  s i tua ted the  prob lem as an ind iv idua l  one,  i .e . ,  there  was some-
th i ng  w rong  w i t h  t he  i nd i v i dua l ' s  cop ing  sk i l l s .  Even  when  t he  soc i a l
causes o f  a  prob lem were recogn ized,  the  genera l  o r ien ta t ion  o f  the
agencies was to see a woman as having an individual problem and to
g ive  her  he lp  to  bet te r  cope wi th  th is  prob lem.  A l though there  was
some range among workers interviewed in their  adherence to this individ-
ua l is t i c  mode l ,  even the  minor i ty  who d isp layed a  c learer  unders tand ing
of  work ing  c lass  immigrant  women were  l im i ted  in  the i r  counse l l ing
p rac t i ce .  }Th i s  i s  because  t he i r  agenc ies  do  no t  p r i o r i t i ze  a l t e rna t i ves
to  one- to-one counse l l ing  or  programs for  non-Eng l ish  speak ing c l ien ts .

The workers we interviewed in these agencies stated that the problems

women come with are largely in the areas of their  home and work l ives.
They c i ted  some common s i tua t ions  they  see in  the  fo l lowing way:  w i fe -
bea t i ng ,  i n fide l i t y  on  t he  husband ' s  pa r t ,  an  unw i l l i ngness  o f  t he
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husband to allow the wife to control the money she earns, and strain 
on the woman where she has to serve as mediator in parent-child 
conflicts. In the area of their work lives, women are referred to these 
agencies when they experience stresses due to working a double day, 
getting harassed on the job, and having to put up wit~ abusive 
working conditions in factory jobs. Workers stated that many women 
have somatic complaints such as headaches, dizziness, backaches — 
resulting from situations that are assumed to be stress-related. It is 
important to realize that women are referred to these agencies and do 
not simply go on their own initiative. They are sent by the church, the 
school, the police, Family Court, hospital social workers, public health 
nurses or community centres. The referral agent has already made 
some determination that the woman has a "problem" and needs "more 
specialized" attention. These also often suggest specific solutions, 
which may or may not reflect her situation as a woman defines it.

Gene ra l l y,  t he  agenc ies  have  a  f am i l y  o r i en ta t i on :  i t  i s  deemed
impor tant  to  keep a  fami ly  un i ted  whenever  poss ib le .  D ivorce may be
seen as  a  v iab le  a l te rnat ive  in  a  s i tua t ion  where  a  woman is  be ing
bea ten  r epea ted l y  and  wan t s  t o  l eave  he r  ma r r i age .  I n  t h i s  s i t ua t i on ,
a woman would receive support ive counsel l ing and be presented with
p rac t i ca l  a l t e rna t i ves  and  he r  l ega l  r i gh t s .  O the rw i se ,  i t  wou ld  be
hard for a woman to get the information and support  she needs to
dec ide on d ivorce as  a  poss ib le  course o f  ac t ion .

Indicat ions are that women coming to such an agency wi l l  be discouraged
f rom th ink ing o f  leav ing the i r  husbands,  and that  they  w i l l  be  encouraged
to  v iew themselves  as  respons ib le  fo r  the  prob lem.  As we l l ,  they  may be
g iven adv ice  on how to  be a  bet te r  w i fe .  Such was the  exper ience o f  one
woman who went to one of these agencies and later vis i ted an immigrant
women's community centre. She expressed anger and frustrat ion at the
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type of counselling she received at this agency.2 Community workers report 
that this is a common experience women have with family service agencies.3
In this situation the traditional female role model of good wife is being 
reinforced, while her own struggles to break away from this model are 
negated.

The workers  we in terv iewed s ta ted tha t  they  a t tempt  to  invo lve  the

husband  i n  t he  counse l l i ng  p rocess  when  he  i s  w i l l i ng  t o  do  so .  I n
one case,  the  husband d id  not  unders tand what  i t  meant  fo r  h is  w i fe
to  work  a  doub le  day,  and was not  w i l l ing  to  be prac t ica l ly  and
e m o t i o n a l l y  s u p p o r t i v e  o f  h e r .  I n  t h i s  s i t u a t i o n  t h e  w o r k e r  t r i e d
to  make the husband see h is  w i fe 's  s i tua t ion .

So much hinges on the personal volition of the husband, on his 
choice to first come for counselling and then to change his 
behaviour, that in the common situation where a wife is economically 
dependent on him, she may feel she has little recourse but to accept 
his behaviour if he has no desire to change it. There are alternatives 
for her, both within and without her marriage, but she needs to gain 
access to information about these alternatives. Since she is 
commonly isolated and most probably does not speak much English, 
her chances of getting this needed information and support are slim. 
If this same woman visited an immigrant women's community centre 
for help, her chances would be far greater for gaining access to the 
information and support that would allow her to change her life.

I t  i s  o f  i n t e r e s t  t o  n o t e  t h a t  t h e r e  a r e  o n l y  t w o  e x i s t i n g  s u p p o r t
groups or ien ted to  bat te red women in  Toronto ,  a l though there  is  a
gene ra l  pub l i c  r ecogn i t i on  ( on  t he  pa r t  o f  doc to r s ,  soc i a l  wo rke r s ,
communi ty  workers  and the  press)  o f  the  ex tent  o f  w i fe -bat te r ing  across
cu l t u re  and  c l ass  l i nes ,  and  a  r ecogn i t i on  o f  t he  l ack  o f  suppo r t

2. Interview with woman, Bodnar Journal, July 6, 1979.
3. Interviews with community workers Bodnar and Reimer 
Journals July, 1979.                    
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serv ices  ava i lab le  to  these women.  Both  o f  these groups are  con-
ducted in  Eng l ish .  Most  immigrant  women do not  have su ffic ien t
f ac i l i t y  i n  Eng l i sh  t o  j o i n  t hese  g roups .  Many  obs tac l es  a re  pu t
in  the  way o f  learn ing Eng l ish  even fo r  the  woman whose mot iva t ion
i s  ve r y  h i gh .

One o f  the  workers  we in terv iewed expressed an in teres t  in  in i t ia t ing
a Portuguese or Spanish speaking battered women's group. His case-

l oad  was  such ,  howeve r,  t ha t  i t  abso rbed  a l l  o f  h i s  t ime .  The re  was
a lso  some concern  on h is  par t  on  the  su i tab i l i t y  o f  a  male  lead ing
such a group.

In  fami ly  serv ice  agenc ies ,  many o f  the  same k inds  o f  p rac t ices  are
a t  p l ay  as  desc r i bed  i n  t he  sec t i on  on  psych ia t r y,  a l t hough  a  m ino r i t y
o f  wo rke r s  i n t e r v i ewed  s ta ted  c r i t i ca l  a t t i t udes  t owa rd  t he  psych ia t r i c

mode l .  The  imp l i ca t i ons  o f  adhe r i ng  t o  t h i s  mode l  o f  men ta l  i l l ness
in counselling may do more harm than good to a woman needing support.
When workers are faced with a woman they cannot understand or cope

w i t h ,  t h e y  r e p o r t  t h a t  s h e  i s  " h a v i n g "  a  d i s t i n c t  p s y c h i a t r i c  i l l n e s s
(pa rano ia ,  s ch i zoph ren ia ,  e t c . )  and  re fe r  he r  t o  a  psych ia t r i s t .  Once
under  psych ia t r ic  care ,  the  d iagnost ic  and labe l l ing  process can be
formal ized, the woman may be medicated and hospital ized, and suffer
the  consequences o f  th is  ent i re  process,  as  we l l  as  su ffe r ing  the
s t i gma  o f  be i ng  l abe l l ed  "men ta l l y  i l l " .

Thus,  the  type o f  v iew that  an  agency has o f  what  is  meant  by  "normal "
o r  "men ta l l y  i l l "  i s  o f  g rea t  impo r t ance  because  i t  de te rm ines  t he  t ype

of  re fer ra l  tha t  i s  made.  At  the  same t ime,  workers  we in terv iewed
sta ted tha t  they  had on ly  l im i ted  knowledge o f  menta l  i l lnesses and
were not  "exper ts"  in  the  fie ld .  Nonethe less ,  these same workers  are
in  a  pos i t ion  to  make judgements  and re fer ra ls  tha t  can be u l t imate ly

* The majority of immigrant women arrive in Canada as sponsored immlgrants, and as such, are not eligible for Manpower 
English classes.
Refer to Chapter II of this report for further discussion.
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damaging to the individual client. It is paradoxical that these same 
workers have received very negative reports from some Of their 
clients who have been to psychiatrists or who have been hospitalized.
Nonetheless, the referrals to psychiatrists go on because there exist 
few alternative modes of working with women who are breaking down 
in response to their stressful lives.

A m ino r i t y  o f  t he  wo rke r s  we  i n t e r v i ewed  we re  c r i t i ca l  o f  t he  ve r y
ind iv idua l is t i c ,  therapeut ic  approach adopted by  the  soc ia l  work
p ro fess i on  ove r  t he  l as t  decade .  Th i s  " t he rapeu t i c "  soc i a l  wo rk
mode l  i s  ve r y  s im i l a r  t o  t he  med i ca l  mode l  i n  t ha t  i t  f o cuses  on  t he
ind iv idua l  as  the  pr imary  cause o f  h is /her  prob lems and neg lec ts  the
soc ia l  s t ruc tures  in  wh ich  peop le  l i ve  and face rea l  day- to-day
prob lems.  In  the  words  o f  one worker :

The therapeut ic approach does not serve the ethnic
community because i t  does not recognize the real
problems that people have.

(Reimer Journal,  July,  1979)

Th i s  wo rke r  f ound  i t  impo r t an t  i n  h i s  wo rk  t o  he l p  h i s  c l i en t s
"consol idate their  economic base and advise them on how to use the
sys tem".  (Bodnar  Journa l ,  Ju ly,  1979) .  Th is  was done through
re fer r ing  h is  c l ien ts  to  communi ty  cent res  tha t  cou ld  g ive  them
pract ica l  he lp  and to  ex is t ing  group programs that  wou ld  prov ide
a suppor t ive  a tmosphere  in  wh ich  to  d iscuss  the i r  s i tua t ions .
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Summary

These family service agencies are staffed almost exclusively by 
professional social workers who have been trained to see the 
problems of their clients as primarily internal and individual, and 
only secondarily as having any relation to the social structure. 
When this professional analysis is joined with the psychiatric 
approach to mental illness, a woman whom the worker cannot 
comprehend or cope with is labelled and referred to a psychiatrist.

At the same time, a minority of workers in these agencies do 
not adhere to this model. In their approach they attempt to 
provide support to her for the concrete issues she has defined 
and consider the larger social context of which she is part. In an 
agency geared to a professional social work approach in 
counselling, an individual with a critical approach to this mode 
is an exception rather than the rule, and is constrained in actual 
practice by the procedures adopted by the agency.

These two approaches to  counse l l ing  are  c lear ly  reflected in  the
recommendations made by workers having these di ffer ing frames of
re ference.  When asked about  perce ived l im i ta t ions  in  the i r  work
and perceived gaps in services for immigrant women, one worker,  who
suppor ted a  medica l  mode l  o f  menta l  i l lness  and re fer red c l ien ts  to
a  psych ia t r i s t  on  a  r egu la r  bas i s ,  s t a t ed :

There is a desperate need for workers, for professional 
social workers, in Spanish and Portuguese.

(Interview with family service worker, Reimer Journal, July 
18, 1979)



7 7

A n o t h e r  w o r k e r,  t h i s  o n e  c r i t i c a l  o f  t h e  i n d i v i d u a l i s t i c ,  t h e r a -
peut ic  mode o f  counse l l ing ,  responded to  the  same quest ion  in  th is
way:

There are not enough women's support groups in Spanish and 
Portuguese. These would be very helpful. What we also need is 
a more verbal, vocal ethnic community to protest cuts in services 
and to demand services… the community centres can play an 
important role in determining gaps and in lobbying for services.

( In terv iew wi th  fami ly  serv ice  worker,  Bodnar
Jou rna l :  Ju l y  23 ,  1979 )

In conclusion, our examination of these family service agencies 
illustrate two important points: first, that there is a clear need on the 
part of Spanish and Portuguese speaking women for counselling 
services as evidenced by the overly heavy caseload of the workers — 
a caseload that impedes the establishment of necessary group 
programs for this clientele; second, that the professional approach 
adopted by these agencies, by reinterpreting women's situations and 
not attending to the practical issues in their lives, serves to put 
distance between the agency's approach and the real issues for the 
woman.
This distance inhibits the provision of effective service.

3) Community-Based Agencies

Community workers who provide sett lement services at al l  of  the centres
surveyed recogn ize  the  need for  fu r ther  serv ice  to  be prov ided for
immigrant women. Because of the many unsat isfactory experiences of
women cl ients,  workers who solely or pr imari ly see women feel they
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cannot  make re fer ra ls  to  the  few fami ly  serv ices  and menta l  hea l th

professionals who can speak to the woman in her own language. As a
consequence, the immigrant women's centres are overloaded with women
needing someone to talk to and support  them in the changes they are
making.

Many of the women have already seen doctors, family counsel lors and
psych ia t r is ts  who have not  unders tood the i r  d i fficu l t ies  and have
prov ided them wi th  few or  no  a l te rnat ives .

Community-based agencies tend to be less professional ized and thus

have a  greater  unders tand ing o f  the  rea l i t ies  o f  immigrant  women 's
l i ves  t han  do  o the r  se r v i ce  de l i ve r y  sys tems  desc r i bed .  Th i s
prox imi ty  to  women 's  exper iences min imizes  the  poss ib i l i t y  o f  mis-
in terpre t ing  a  woman,  and max imizes  the  poss ib i l i t y  o f  p rov id ing
prac t ica l  so lu t ions  to  her  prob lems.

Even though community centres are not set up to provide 
counselling services, the approach of the women's centres 
in particular provides validation to many women who were 
previously pushed back into the home or given pills.

It would make sense for the government to not only finance 
the expansion of counselling services at community 
centres, but also to create ongoing viable programs in 
these centres where women are already going for help.

The communi ty  cent res  tha t  we s tud ied are  pr imar i l y  funded to  prov ide
set t lement  serv ices  fo r  immigrants  th roughout  the  "adapta t ion"  process
or  up to  36 months .  In  prac t ice ,  however,  communi ty  cent res  serve
many people who have been here over the prescr ibed t ime l imit .
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Severa l  o f  the  workers  we in terv iewed s ta ted tha t  the  prob lems
faced by immigrant women do not automatical ly end at the three
year  l im i t .  As  one worker  commented:

There are two stages in the entry period. At first, there is a 
great concern with material stability. Emotional problems come 
later, three or four years after arrival. Women have more 
problems than men, men settle more quickly, while women are 
more isolated. They have to internalize their problems for a 
few years and then they explode.

(Interview with community worker,  Bodnar
Jou rna l :  Ju l y  15 ,  1979 )

When one considers the l iv ing and working condit ions of low-income
immigrant  women in  Canada,  i t  i s  no t  d i fficu l t  to  comprehend why

services provided by community centres cont inue to be essent ial
over periods exceeding 36 months.

As related by community workers, immigrants arrive at these centres 
with a range of problems in the areas of dealing with the government 
agencies, social services, their home lives and their work lives.

We found that the services provided by the community centres, as
reflected by  the  workers  we in terv iewed,  var ied  in  the  degree %o
which they  prov ided suppor t ive  counse l l ing  serv ices  to  the i r  female
c l ien ts .  They ranged f rom be ing suppor t ive  and va l ida t ing  o f  her
exper ience and des i re  to  take ac t ion ,  to  negat ing  her  by  not  tak ing
her ser iously when she quest ioned what was happening to her.  In the
extreme, she was blamed for creat ing the problems which arose without
l ook i ng  a t  t he  l a rge r  con tex t  o f  he r  l i f e .  Gene ra l l y,  howeve r,  se r v i ces
of  a  more suppor t ive  nature  were  prov ided in  cent res  ca ter ing  so le ly  to
wom en.
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Routes to the Community Centre

Women may follow a number of routes to contact a community centre.
In some cases they are referred directly by a government settlement 
service agency or by other social service agencies. Although many 
women go to their doctors with a variety of physical and practical 
problems, only a few doctors refer them to community centres. Most 
women find out about the services provided at community centres 
through advertising and through their own informal networks.

Overload in the Community Centre

A l l  o f  t he  wo rke rs  who  we re  i n t e r v i ewed  s ta ted  t ha t  a  s i gn i fican t
po r t i on  o f  t he i r  t ime  i s  spen t  i n  p rov i d i ng  counse l l i ng  se r v i ces  t o
women cl ients.  One immigrant women's centre provided support ive
counse l l i ng  t o  90% o f  t he i r  c l i en t s  ove r  a  one -mon th  pe r i od .  Th i s
demand  f o r  counse l l i ng ,  s i nce  i t  i s  no t  w i t h i n  t he i r  manda te  t o

f u l fi l l ,  pu t s  t hese  cen t res  i n t o  t he  pos i t i on  o f  be i ng  ove r l oaded .
Th i s  i s  agg rava ted  by  t he  f ac t  t ha t  a t  some  cen t res ,  pa r t i cu l a r l y
those cater ing  to  women,  workers  do not  fee l  tha t  they  can re fer
the i r  c l ien ts  e lsewhere because o f  the  negat ive  exper iences tha t
have been repor ted to  them by the i r  c l ien ts .

In 1978, one of the immigrant women's centres initiated a publicity 
campaign in the ethnic radio and press. Women who wanted to talk over 
their problems with someone were asked to call in to the centre. Many of 
the women who called were isolated and had none of their own family 
members in Canada. They had a need to talk to other women. The 
response was so overwhelming that it was more than the workers could 
handle. It became necessary to end the publicity campaign. Nonetheless, 
this experience clearly demonstrated the need of Portuguese and 
Spanish speaking women to discuss their situations with
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another  woman who unders tands the  rea l i t ies  o f  her  l i fe  in  Canada.

Even without publ ic i ty campaigns such as this one, many women
regu lar ly  use the  serv ices  prov ided by  communi ty  cent res .  I f  we
understand the subordinate posit ion of the low-income immigrant
woman in  soc ie ty,  then i t  i s  easy  to  see why she wou ld  need the
serv ices  o f  a  communi ty  cent re .  These cent res  p lay  an impor tant
ro le  in  prov id ing  advocacy and suppor t ive  counse l l ing  to  the
immigrant woman.

Contact with the Community Centre

Women come to a community centre with a wide range of problems
that need attent ion. The most common problems, as stated by
communi ty  workers  in terv iewed,  are  in  the  fo l lowing areas:

1. Documentation and interpretation

2. Help in getting government benefits, including sponsored 
English classes and Manpower training courses

3. Family problems, mainly with husbands and children

4. Being beaten by their husbands

5. Getting needed services for their children: day care, appropriate schools

6. Looking for a job

7. Work related problems: harassment on the job (verbal or 
sexual), problems in receiving UIC and Workmen's 
Compensation benefits

8. Legal help: for separations, custody suits.

The first contact a woman has with these community centres wi l l
a lmos t  i n va r i ab l y  be  f o r  he l p  w i t h  a  p rac t i ca l  p rob l em.  I n  t he
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process o f  work ing  on these prob lems,  o ther  ones,  o f  a  prac t ica l
o r  pe r sona l  s i t ua t i on ,  w i l l  eme rge .  She  w i l l  t a l k  t o  t he  wo rke r
abou t  t he  pa r t i cu l a r  s i t ua t i on  she  i s  i n  t ha t  has  l ed  he r  t o  seek
p r a c t i c a l  h e l p  i n  s o l v i n g  h e r  p r o b l e m s .  A f t e r  h e r  i n i t i a l  c o n t a c t ,
she wi l l  o f ten  re turn  w i th  o ther  prac t ica l  p rob lems or  come to
d i scuss  he r  pe r sona l  s i t ua t i on  w i t h  a  counse l l o r.  I f  a  woman  i s
sa t i s fied  w i t h  t he  se r v i ces  p rov i ded  by  a  pa r t i cu l a r  cen t r e ,  she
wil l  send to i t  other women she knows who may need help.

Case study: getting legal help
The following is the history of a client who came to an 
immigrant women's community centre to get a lawyer. 
The history is taken from an in-depth interview.

A f te r  seve ra l  yea rs  l i v i ng  i n  a  con t i nua l l y  de te r i o ra t i ng  ma r r i age ,
Mat i lde  dec ided to  seek a  separa t ion  f rom her  husband.  She firs t
approached a counsel lor she knew at a government sett lement service
agency.

He sent me to a legal clinic- but they weren't able to help... I 
needed immediate action, someone to take over my case, but they 
could only give me a referral.
He then sent me to an immigrant women's centre. I came to the 
centre to find a lawyer. Marcela was very helpful. She went with 
me to the lawyer and translated. Any problem I had, I would phone 
the centre. The first time I came in, I spoke for two hours with 
Marcela and felt better... I also came here to find out if I could get 
into an English class. When I went to Portugal when my father 
died, she still called my son to see how he was... After my 
operation, Rosa (another worker) arranged for a visiting 
homemaker. She also told me I could go to a special society 
where they help people with my kind of physical problem.

(Interview with woman, Reimer Journal~ May 26, 1979)
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Matilde went on to comment that she found the services at this particular centre useful:

Here, I get direct results versus referrals.
(lnterview with woman, Reimer Journal: May 26, 7979)

Ma t i l de  had  had  con tac t  w i t h  t h i s  cen t r e  f o r  ove r  a  yea r  a t  t he  t ime
she was interviewed. Her contact with the centre became an ongoing
one and invo lved severa l  facets :  she was he lped to  acqu i re  a  lawyer
and accompanied by  an in terpre ter  to  e f fec t  her  separa t ion ,  she
rece ived ongo ing emot iona l  suppor t  fo l lowing her  dec is ion  to  leave
her  marr iage,  and the  cent re  p layed an impor tant  advocacy ro le  in
helping her to receive Manpower ESL training and Welfare fol lowing
the separat ion.

Case study: work-related problems

Women also come to the community centres we examined for help when
they were  be ing verba l ly  or  sexua l ly  harassed on the  job .  The
harassment can take the form of pushing a woman to learn a ski l l
mo re  qu i ck l y  t han  she  i s  ab l e ,  o r  i n t im ida t i ng  he r  i n t o  wo rk i ng

fas ter  and fas ter.4  Older  women a lso  have d i fficu l t ies  a t  work  and
may rece ive  no suppor t  f rom the un ion.  One woman in  th is  s i tua t ion
was shif ted from a job she had competent ly performed for many years
to  one where  she had to  use techn ica l  sk i l l s  in  wh ich  she had not
been t ra ined.  Th is  woman suffe red a  nervous co l lapse.  In  response
to  the  in tervent ion  o f  a  communi ty  worker,  she was re ins ta ted to
her  or ig ina l  job  and re turned to  work .5

The fo l lowing is  taken f rom a h is tory  o f  a  woman who suffe red
severe  emot iona l  s t ress  due to  harassment  on the  job .6  A l ic ia

4. Interview with woman, Bodnar Journal, August 15, 1979.
5. Interview with community worker, Reimer Journal, July 22, 1979.
6. Bodnar Journal, August 19, 1979.
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became increasingly nervous as she was cont inual ly pushed to learn
a new sk i l l  more  qu ick ly  and to  work  a t  a  fas ter  pace.  She began
to  have  d i f fi cu l t y  i n  cop ing  w i t h  bo th  he r  wo rk  and  home  l i f e .

These stresses culminated in a nervous attack that required medical
treatment.  This woman asked one of the immigrant women's centres
to  i n t e r vene  on  he r  beha l f  w i t h  he r  supe rv i so r.  Th i s  i n t e r ven t i on
l ed  t o  ac t i on  t aken  i n  he r  wo rk  s i t ua t i on .  She  a l so  exp ressed
that she was having some problems with her husband and would re-

c o n t a c t  t h e  w o r k e r  a t  t h i s  c e n t r e  t o  d i s c u s s  t h i s  s i t u a t i o n .  I n
her own words:

A l though I  don ' t  know Margar i ta  ( the  worker  a t  th is
t h i s  c e n t r e )  v e r y  w e l l ,  I  l i k e  a n d  t r u s t  h e r  a s  a
woman and as someone from my own country.  I  feel
understood with her and comfortable enough to speak
about  in t imate  mat ters .

( Interview with woman, Bodnar Journal:  August 19, 1979)

Working with Battered Women

Al l  of  the workers interviewed told us that many women are coming
in  fo r  counse l l ing  in  response to  s i tua t ions  where  they  are  be ing
beaten by their  husbands.

A worker  in  a  women 's  cent re  s ta ted tha t :

Over  ha l f  o f  my c l ien ts  have le t  me know that  they
are  be ing beaten by  the i r  husbands.  My guess is  tha t
there are other women among them who are in the same
s i t u a t i o n  b u t  h e s i t a t e  t o  t a l k  a b o u t  i t .

( Interview with community worker,  Bodnar Journal:
June 12, 1979)
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D i s cuss i ons  o f  ba t t e r i ng  s i t ua t i ons  t ake  p l ace  p r ima r i l y  w i t h
women workers at the centres surveyed. We found that female
wo rke rs  i n  five  o f  t he  s i x  cen t r es  su r veyed ,  i n c l ud i ng  t he  imm i -
grant  women 's  cent res ,  work  w i th  bat te red women.  The o ther  cent re
i s  a  busy  i n f o rma t i on  and  i n t e rp re ta t i on  se r v i ce ,  ca te r i ng  t o  t he
ent i re  fami ly  and s ta f fed  pr imar i l y  by  men.

One worker at a women's centre described her approach in working
with battered women in the fol lowing way:

When I first talk to her about a practical issue, she may 
also tell me that her husband is beating her and she has 
thought about leaving. I tell her that if she wants to 
change her situation to come back and talk to us.

(Interview with community worker,  Reimer Journal:
August 6, 1979)

Once a  woman has dec ided to  take ac t ion  in  th is  s i tua t ion ,  to  t ry
to  leave her  husband,  she re turns  to  the  worker  she knows to  get
p rac t i ca l  adv i ce  and  suppo r t  du r i ng  t he  d i f fi cu l t  t r ans i t i on  phase .
The worker  w i l l  te l l  her  about  her  lega l  r igh ts  here  in  Canada.7

Often, a woman bel ieves that the law is the same as in her home
country,  where she is seen as her husband's property and he can
eas i l y  ge t  cus tody  o f  t he  ch i l d ren .  The  wo rke r  w i l l  a l so  i n f o rm
her  o f  the  type o f  soc ia l  serv ice  resources she can get .  A woman
can  go  t o  a  t r ans i t i on  house  un t i l  she  r e -es tab l i shes  he rse l f ,  bu t
several  women reported that at the transi t ion houses they were so
isolated without Engl ish, and often became so upset that they decided
to  re turn  to  the i r  husbands.  S ince there  is  se ldom anyone a t  the

t rans i t ion  house who can ta lk  to  her,  communi ty  workers  w i l l  be
ca ] l ed  i n  t o  i n t e rp re t ,  o r  women  w i l l  be  r e f e r r ed  back  t o  t he
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community centre. When a woman is in the process of leaving a
bad marr iage, female community workers reported that they give
her  emot iona l  suppor t .  They wou ld  remain  in  contac t  th rough the
who le  p rocess :  be fo re  she  l eaves ,  i n  he r  t r ans i t i on  pe r i od ,  and

when she is  re -es tab l ish ing  herse l f  on  her  own.

Workers in five of the six centres surveyed have reported that 
they have contact with battered women and give thegn as much 
service and support as they can within their limits of capacity. 
However, they are being faced with situations that are complex 
and require more viable solutions besides emotional support. 
Representatives of these agencies have begun meeting in relation 
to this problem and are in the process of planning a program of 
workshops to educate women on their legal rights. This group has 
also identified a need for a transition house for immigrant women. 
One worker stated that even a transition house with twenty beds 
would not be adequate for the number of women she sees.8

Case studies: Summary

These are only a few examples of the types of situations 
immigrant women bring to these community centres, of the ways 
in which they are handled by the workers and of the responses 
that clients have to their experiences with the community 
centres. They serve to illustrate the nature of the contact a 
woman has with some centres: she receives practical help within 
the context of emotional support for her own decision to act.

8. Interview with community worker, Reimer Journal, July 22, 1979.
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Community Centres: Responding to the Immigrant Woman

Not all workers in community centres are supportive of a woman's 
efforts to take action and move towards increased autonomy. In our 
survey we found some degree of correlation between the type of 
service provided and the type of community centre. Generally, less 
supportive services were being given in centres run by men, staffed 
by men, and open to all members of the immigrant family. In one 
situation, when a woman left her husband to move into a transition 
with her children, the husband was able to enlist an agency worker 
to try to take the children from his wife as a means of persuading 
her to come back. Services of a more supportive nature were being 
provided by centres staffed by women and catering only to the 
immigrant woman. At the same time, we recognize that women (and 
some men) working in centres open to the whole family also provide 
services of a supportive nature to the immigrant woman.

There are many modes in which a working-class immigrant woman can
be served.  These modes are  shaped by  the  se t t ing  in  wh ich  the  in ter -
ac t i on  t akes  p l ace  ( hosp i t a l ,  doc to r ' s  o f fice ,  f o rma l  soc i a l  agency,
communi ty  cent re ,  home) ,  the  work  organ iza t ion  o f  the  par t icu lar
agency,  the  resources ava i lab le  to  the  agency,  and the  or ien ta t ion
o f  t he  pa r t i cu l a r  wo rke r.

In those centres that do not cater specifically to women's needs, both 
men and women have access to service, and family counselling is 
often attempted. The general pattern seems to be that it is first the 
woman who approaches the community worker with her situation.
Depending on the specific case, the husband and the children will be 
asked to come in, to join in the counselling process. In the case of 
one of these centres, the worker reported that 75% of the husbands 
in question were willing to come in and join in the counselling 
process. The rate of success of these ventures was more
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d i f fi cu l t  t o  es t ima te  by  t he  wo rke r  a t  t h i s  cen t r e .9  Because  o f
t he  f am i l y  o r i en ta t i on  o f  t hese  cen t res ,  a t t emp ts  w i l l  be  made  t o
reconc i le  the  fami ly  when poss ib le ,  ra ther  than to  focus so le ly  on
the woman's experience and on her attempts to change her si tuat ion.

It is our belief that centres staffed by immigrant women, who are 
of a similar cultural and linguistic background as their clients and 
have gone through the experiences of immigration themselves, 
are in tile best position to give good service to their clients. Many 
of these women workers have given critical thought to their roles 
as women and as immigrants in Canada, and have developed 
an understanding and a sensitivity to the situation of their clients, 
as well as having knowledge of various aspects of the Canadian 
bureaucracy. In our estimation, workers who are knowledgeable 
about the situation of immigrant women and are oriented to 
working in a supportive manner are in the best position to be 
helpful and supportive of them.

Community Centres: Referral Systems

All  of  the community centres we interviewed have a referral  compo-
nen t  i n  t he i r  wo rk .  Re fe r ra l s  w i l l  be  made  t o  app rop r i a t e  gove rn -
ment  agenc ies ,  lawyers ,  fami ly  doc tors ,  day  care ,  Eng l ish  c lasses,
programs a t  o ther  cent res ,  and so  on.  Our  focus here ,  however,  i s
on the  re fer ra ls  made in  the  area o f  counse l l ing .

Referrals are made to agencies whose principal mandate is to 
provide counselling, called "Family Service Agencies", family doctors 
who do counselling, psychologists and psychiatrists. Among the six 
centres studied, there was some variability in the amount and type of 
referrals made. Some referred regularly, others not at all. In two of the 
centres, referrals are made when an individual's problems are judged

9. Interview with community worker, Reimer Journal, July 24, 1979.
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as  be ing too  complex  to  hand le  a t  the  communi ty  cent re ,  o r  when i t
i s  eva luated tha t  ongo ing and regu lar  counse l l ing  is  requ i red fo r  a
c l i en t .  Re fe r ra l s  a re  made  t o  pa r t i cu l a r  wo rke r s  i n  f am i l y  se r v i ce
agencies who speak the appropriate language. Two family-or iented
cent res  make regu lar  re fer ra ls  to  fami ly  serv ices  agenc ies  on the
bas is  o f  p rev ious  persona l  contac t  w i th  the  agency worker,  wh ich
inc luded some eva luat ion  on the  e f fec t iveness o f  the  par t icu lar

counse l l o r.  A t  a  t h i r d  f am i l y  o r i en ted  cen t re ,  r e f e r r a l s  we re  a l so
made to family service workers as wel l  as to Spanish and Portuguese
speaking psychologists.

In cases where women repeatedly reported negative experiences with 
these agencies and psychologists, referrals were no longer made.
The three remaining centres, including the two catering specifically to 
women, make very few referrals, or none at all. Referrals were made 
when the centres were first established. However, the repeated 
negative feedback they received from their clients, and their own 
contact with these workers, have led workers at these community 
centres to stop making referrals to family service agencies or 
professional mental health workers.

It is of importance to note that many clients of community centres 
are hesitant to go to formal counselling agencies or professional 
mental health workers. Once a referral has been made to a formal 
counselling service, there has already been a judgement made 
that the client is "sick" and needs "help". This very process 
identifies the woman in a way that reformulates her experience 
and usually discourages her from following up on the referral.

A woman does not see herself  as "sick" to go to a community centre
for  he lp .  The communi ty  cent re  prov ides a  var ie ty  o f  p rac t ica l
serv ices  tha t  she needs,  and is  s ta f fed  by  ind iv idua ls  who share  her
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language and cultural  background, and with whom she can discuss her
s i t ua t i on  i n  an  i n f o rma l  phys i ca l  and  emo t i ona l  se t t i ng .

Workers in these centres find themselves in a difficult position: 
they recognize the need for counselling services for their clients, 
they cannot meet these needs comprehensively because it is 
not their mandate to do so, but they have very few agencies or 
individuals to whom they can send their clients.

F i r s t l y,  t he re  a re  seve re  l im i t a t i ons  i n  t he  ac tua l  numbe r  o f  wo rke rs
in  agenc ies  or  in  the  pro fess iona l  menta l  hea l th  care  sys tem who can
speak to the woman in her own language. Those that do exist  have
ext remely  heavy case loads.  Second ly,  there  is  a  quest ion  as  to  the
l imi ta t ions  tha t  these agenc ies  and pro fess iona l  menta l  hea l th  care
wo rke rs  have  i n  t he  qua l i t y  o f  suppo r t i ve  se r v i ce  t ha t  t hey  a re
providing to the immigrant woman.

Community Centres: Working in Co-operat ion with Doctors

Two workers interviewed at two separate centres have been working in

co-opera t ion  w i th  fami ly  doc tors  and psych ia t r is ts  fo r  a  number  o f
yea rs .  I n  bo th  cases ,  t he  doc to r s  con tac ted  t hese  wo rke rs  t o  en l i s t
the i r  he lp  in  work ing w i th  the i r  immigrant  women c l ien ts .  These
doc to r s  f e l t  t ha t  t hey  d i d  no t  have  su f fic i en t  t ime  o r  expe r t i se  i n
work ing  w i th  these women.  In  one s i tua t ion  a  psych ia t r is t  approached
the  commun i t y  wo rke r  t o  en l i s t  he r  ass i s t ance .  The  c l i en t  con t i nued
he r  v i s i t s  t o  t he  psych ia t r i s t  i n  o rde r  t o  mon i t o r  he r  med i ca t i on  and
her  overa l l  s i tua t ion  wh i le  the  worker  met  w i th  th is  woman over  a
pe r i od  o f  two  yea rs I0  t o  d i s cuss  va r i ous  aspec t s  o f  he r  l i f e :  he r
fee l ings ,  her  home s i tua t ion  and poss ib le  work  s i tua t ions .  The worker
arranged Engl ish classes for this woman, contacted the teacher,  and
accompanied her to the class. The counsel l ing process with this woman

10. Interview with community worker, Bodnar Journal, August 15, 1979.
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went  on  in  the  o ffice over  the  phone,  and in  the  communi ty  se t t ing .

In  another  s i tua t ion ,  a  doctor  approached one o f  the  workers  w i th
the si tuat ion of a woman who was having severe mari tal  problems and
had been hosp i ta l i zed br iefly.  Th is  woman would  contac t  the  worker
i n  c r i s i s  s i t ua t i ons  ove r  a  pe r i od  o f  seve ra l  yea rs .

In the cases of these workers, there is ongoing contact and 
feedback between themselves and the doctors in question. One 
worker stated that on some occasions, when she is asked by 
doctors to work with them, she has to refuse. She felt she did not 
have the time within her job situation to take on these clients.11

The co-opera t ive  re la t ionsh ip  tha t  ex is ts  between doctors  and
community workers has been establ ished on a personal,  ad hoc, basis,
a n d  t h e r e  a r e  c l e a r  l i m i t a t i o n s  t o  i t  i n  i t s  p r e s e n t  f o r m .  S i n c e
th is  work  is  done la rge ly  outs ide  o f  the  fo rmal  mandate  o f  the
communi ty  cent res ,  there  are  l im i ta t ions  on the  amount  o f  t ime and
energy  tha t  can be devoted to  th is  work .

S ince i t  i s  essent ia l  to  prov ide suppor t  fo r  immigrant  women whose

s i tua t ions  have led  to  a  need for  medica l  in tervent ion  and who are
present ly attempting to establ ish themselves as independent and
compe ten t  i nd i v i dua l s ,  i t  wou ld  be  o f  g rea t  benefi t  t o  es tab l i sh  a
more formal ized working relat ionship between professional mental
health workers and community workers.

Conclusions

Community centres serving Spanish and Portuguese speaking women are 
overloaded by the demands on them by their clients, Women generally 
make initial contact with a community centre to get help in dealing

11. Interview with community worker, Bodnar Journal, July 10, 1979.
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w i t h  a  p rac t i ca l  p rob l em.  I n  t he  p rocess  o f  wo rk i ng  ou t  t h i s
prob lem,  the  persona l  s i tua t ions  tha t  have led  her  to  take some
prac t ica l  ac t ion  o f ten  come to  l igh t .  Many immigrant  women are
iso la ted and thus  have a  need to  d iscuss  the i r  s i tua t ions  w i th
other women. General ly,  community-based agencies are far less
pro fess iona l ized in  the i r  approach than o ther  serv ice  de l ivery
systems. This al lows the agencies to understand the women's exper-
iences and l i ves  and to  prov ide them wi th  more e f fec t ive ,  p rac t ica l
service.

Not all the workers in community centres respond in a supportive 
manner to a woman who is trying to take action to better her situation.
Generally, we found that the most supportive workers were to be 
found in centres catering specifically to women. At the same time, 
some workers in family-oriented centres also provided services of a 
supportive nature to their women clients.

Although there was variability among the centres in terms of referring 
their clients to other agencies or to mental health professionals, many 
workers do not refer clients for counselling because of the negative 
feedback they have received from clients who have had contact with 
these other services~ Since the needs of immigrant women cannot be 
met simply through individual counselling, the solution lies in creating 
programs for women, programs that would give needed information 
and support to a woman who is attempting to make changes in her life.
4) Alternative Programs

I t  i s  ou t  o f  r ecogn i t i on  o f  t h i s  need  t ha t  a  hand fu l  o f  p rog rams
have been created. These programs are organized on the basis of the
needs o f  immigrant  women as  a  group.  There  is  recogn i t ion  o f  the
fact that many problems that immigrant women have ar ise out of their
s i tua t ion  as  a  group,  and the i r  p lace in  Canad ian soc ie ty,  ra ther  than
being seen as problems of an individual nature. The programs attempt
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to speak to the needs of immigrant women as they define them. The
p rog rams  t end  t o  be  i n f o rma l  i n  s t y l e  as  we l l  a s  l oca t i on .  The
approach o f  the  a l te rnat ive  programs is  or ien ted to  the  d i rec t  needs
that  women have,  and thus  can be most  e f fec t ive  in  address ing the i r
p rac t i ca l  d i f fi cu l t i e s  and  t he i r  needs  f o r  i n f o rma t i on  and  suppo r t .

The ex is t ing  programs,  though they  may d i f fe r  in  the  focus o f  the i r
content,  have in common a desire to provide educat ion and information
that  an  immigrant  woman needs to  take more cont ro l  o f  her  l i fe .  Th is
in format ion  is  passed on in  the  contex t  o f  a  suppor t ive  env i ronment ,
provided by the group faci l i tator and the group members.

Mos t  o f  t he  ex i s t i ng  p rog rams  have  t o  s t r ugg le  f o r  t he i r  ve r y  ex i s t -
ence,  no t  knowing i f  the i r  fund ing w i l l  be  renewed and constant ly  on
the  l ookou t  f o r  new  f und ing  sou rces .  Th i s  t ype  o f  s i t ua t i on  cons t i -
tu tes  a  prob lem:  much t ime that  cou ld  be g iven to  program deve lop-
ment  is  spent  on  fund ing issues and in  some programs,  there  is  a
heavy reliance on volunteers who have many other commitments.

Ex i s t i ng  p rog rams  a re  i n  t he  f o l l ow ing  a reas :  t o  p rov i de  soc i a l
contact,  programs support ive of women who are isolated and depressed,
job  or ien ta t ion  and t ra in ing  courses,  and teach ing Eng l ish  in  the
workp lace in  the  contex t  o f  worker  educat ion .

In addit ion, a network of community workers are present ly co-operat ing
to  in i t ia te  a  course fo r  Span ish  speak ing bat te red women wi th in  the
confines o f  ex is t ing  fund ing ava i lab le  to  communi ty  cent res .

Social  groups for immigrants were establ ished by the YWCA several
years  ago.  There  are  severa l  o f  these groups in  ex is tence throughout
the c i ty,  ca ter ing  to  West  Ind ian and o ther  e thn ic  groups.  These
groups are aimed at br inging together isolated women to provide
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them w i t h  suppo r t  and  o r i en ta t i on  t o  Canad ian  l i f e .  A t  t he  p resen t
t ime,  a l l  o f  these groups are  be ing conducted in  Eng l ish .

Soc ia l  g roups a lso  ex is t  a t  the  Cent re  fo r  Span ish-speak ing Peop le
(where a group has been running for several  years),  and another one
was recent ly  in i t ia ted  a t  Scadd ing Cour t  Communi ty  Cent re .  Th is
group meets  under  the  t i t le  o f  the  " In ternat iona l  Cook ing C lub" .

In recognition of the lack of services to immigrant women in the suburbs, several 
workers in Rexdale initiated a pilot outreach program in December 1978, to bring 
together immigrant women in the area who were experiencing social and 
psychological isolation. The aim of this program was to "help these women 
overcome their fears and frustrations by linking them with a small group of 
sympathetic neighbours, using trained volunteers as facilitators”.12 Groups have 
been established for West Indian, East Indian and Italian women. A group for 
Spanish speaking women may be organized in the fall of 1979.

This group uses the self-help concept as a model for working with 
isolated women. There is only one paid staff person, who acts as 
co-ordinator of the program. Home visits and group facilitation are 
being carried out by trained volunteers. This program relies very 
heavily on volunteers, and this can be difficult in a situation where 
the volunteers are also part of the salaried work force, as well as 
having commitments to their own families. This program has a large 
outreach component. It is important to remember that the outreach 
process is a long and labourious one, though very important in the 
process of bringing isolated women together. Another aim of the 
Rexdale project has been to make contact with immigrant women to 
find out the types of programs that would be useful to them. It was 
found out that women of different cultural and class affiliations had

12. Rexdale Immigrant Women's Project, May 1978.
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different needs and different styles of interacting: some shared 
problems with other women more easily than others. At the 
same time, all of the women in the groups expressed a desire for 
more content oriented, structured programs.13     This is useful 
information to have for the planning of future programs for 
immigrant women. The Rexdale Immigrant Women's Project has 
funding for one more year — after that, its future is uncertain.

There are a few group programs that have as their  focus immigrant
women who are isolated and depressed and who may have had contact with
the psych ia t r ic  p ro fess ion.  Two years  ago,  one such program ent i t led
"Breakthrough"  was s tar ted  fo r  I ta l ian  women by  a  worker  a t  the

Canad ian Menta l  Hea l th  Assoc ia t ion .  A l though th is  program is  an
establ ished one, only a very smal l  number of women is involved with
i t  a t  any  g iven t ime because re fer ra ls  to  the  program are  few.

A non-c l in ica l  therapy group fo r  I ta l ian  women is  a lso  in  ex is tence
at COSTI's Women's Centre. The women's centre also provides recrea-
t iona l  p rograms and persona l ,  educat iona l  counse l l ing  to  I ta l ian
women and to a lesser extent, Latin American women.

The Canadian Mental  Health Associat ion recent ly (summer 1979) ini t iated
a support  group for West Indian women who are experiencing emotional
d i fficu l t ies .  A l though the  program worker  is  contac t ing  many agenc ies ,
psych ia t r i s t s  and  hosp i t a l s ,  r e f e r r a l s  t o  t h i s  p rog ram have  t hus  f a r
been very few.

There are two programs geared to women in difficult emotional and practical 
situations presently at the planning stage for Spanish and Portuguese 
speaking women. One of the groups will be formed at Scadding Court 
Community Centre and will focus on women who need a supportive 
environment in which to discuss their problems. It is possible that

13. As reported by the co-ordinator and volunteer worker in this program. (Bodnar 
Journal, August 1979)
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this group will also include women who are having or have had contact 
wi~h psychiatrists. The only other program for Spanish speaking 
women will focus directly on battered women in the Spanish speaking 
community. This program is being organized through the co-operation 
of various community centres and will be based in the Centre for 
Spanish-speaking People. It will provide much-needed information on 
legal rights, social services and housing to the battered woman, as 
well as emotional support. This will be the first group of this nature 
oriented to immigrant women, although there has been long-standing 
recognition of the large numbers of battered immigrant women on the 
part of community centres, family service agencies and medical 
professionals. This program has no funding and will be made available 
by existing funding and staff at this Centre.

There are many Canadian women who are also subject to family 
violence, and at the present there are only two support groups 
available to them: one in the downtown area and one in 
Scarborough. The problem of battered women of any class or 
ethnic group is at last being discussed openly and some action is 
being initiated to provide information and support to these women.

Other existing programs focus on job orientation and training. The 
"Making Changes" Program, an eight week course for (a maximum 
of twelve) women is presently being offered for the second time at 
the Cross-Cultural Communication Centre. This course aims to help 
the immigrant woman to improve their situations by giving them job 
preparation, career counselling and familiarizing them with various 
educational and social resources. The program worker we 
interviewed who is involved in "Making Changes" sees all aspects of 
a woman's life as interconnected: her job situation, her difficulty in 
getting day care, her family life. In addition to getting information and 
counselling, the women are given assertiveness training as related 
to
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the job situation. As the course continued, women would also 
talk about their overall life situations with each other. In 
addition, they often had contact with the two group facilitators 
outside formal group time — mostly to discuss particular 
issues around job situations and returning to school.

Although the focus of this group was not geared primarily to giving 
emotional support for the women, this support emerged through 
contact with each other and with the group facilitators. The course 
was given in English, although many women who participated 
spoke English only with difficulty. These women expressed to the 
facilitators that their English skills improved as the course 
progressed, because of the opportunity to practice their English 
skills in a comfortable environment. The "Making Changes" worker 
we interviewed was pleased with the progress and outcome of this 
particular program, because it was helpful to a certain number of 
women. She, however, went on to state: "...but it is only a drop in 
the ocean. This type of program is useful for women in terms of 
finding out about resources and in giving them more faith in 
themselves. But there is a lot expected from individual women in 
terms of personal change in order to fit into the system.., it expects 
a lot of women in terms of battling institutions.., what is needed is 
more advocacy to support women all along the way..." (Interview 
with program worker, Bodnar Journal, August 29, 1979) Many 
program workers and community workers share this opinion: they 
support}the creation of programs to meet the needs of the 
immigrant woman while at the same time, they are aware of all the 
difficulties she faces in the larger context of Canadian society.

Another program that focuses on aiding the immigrant woman in the labour 
force was created through the Working Skills Centre. This program 
provides a six-month program for women, where they are trained
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i n  ma i l - r oom techn iques ,  and  p rov i ded  w i t h  l i f e  s k i l l s  and  Eng l i sh

as a Second Language classes.

In an attempt to move immigrant women out of the factory and cleaning
sectors  o f  the  labour  market ,  another  sk i l l  was chosen in  wh ich  to
p rov i de  t r a i n i ng .  A f t e r  ca re fu l  ma rke t  r esea rch ,  i t  was  dec i ded  t ha t
mai l - room techn iques was a  usefu l  sk i l l  to  have in  te rms o f  fu ture
emp loymen t  poss i b i l i t i e s .  Th i s  p rog ram i s  i n  i t s  second  yea r,  a t  t he
end o f  wh ich  i t  w i l l  have to  re-app ly  fo r  fund ing.  The women who are
invo lved in  the  program benefit  f rom i ts  var ious  components ,  bu t  in
the context of the large numbers of immigrant women who need job
training and accessible Engl ish classes, one such program reaches
only a small percentage of women.

Another program that is work-related is the "English in the Workplace" 
program, which has benefited some immigrant women in the factories.
Unfortunately, this program is at present only available to women who 
work in unionized shops, and only to a small percentage of these.
Ongoing work is being done to introduce English as a Second 
Language in the Workplace to additional unionized shops. In this 
program, the content of the classes is made relevant to the needs of 
immigrants working in these settings. This form of teaching English 
has several short and long-term benefits. Firstly, women who come 
together in the class have the opportunity of forming a supportive 
environment through their contact with each other. Secondly, English is 
being taught in a manner relevant to their own situations as 
immigrants, as women, add as workers. The curriculum material is one 
that is functional to their needs and as such will facilitate the 
acquisition of English skills.
Thirdly, women will become more aware of their rights as workers, and 
the role of the union in their workplace. All this will allow them to be 
better able to make use of their union when they need it and to take a 
larger participatory role in union matters and decisions.
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Although the programs that are geared to job orientation and 
training, worker education and the teaching of ESL do not focus 
specifically on "mental health" issues, it is clear that they are 
serving the purpose of promoting mental health, especially if 
mental health is understood in the context of being a product of 
all of the factors affecting the life of the immigrant woman.

More impor tant ,  these programs can be seen in  the  l igh t  o f  p reventa t ive
menta l  hea l th .  By  bet te r  a rming the  immigrant  woman to  cope wi th  the
d i f fi c u l t  p o s i t i o n  s h e  fi n d s  h e r s e l f  i n ,  a n d  b y  g i v i n g  h e r  s o m e  s k i l l s
to  change her  s i tua t ion ,  these programs are  lessen ing the  probab i l i t y
tha t  she wi l l  b reak down and come in to  contac t  w i th  counse l lo rs ,
psych ia t r is ts  and hosp i ta ls .

Other programs that have been discussed here also serve 
preventative functions, one example being the programs that bring 
women together breaking down their isolation. Other programs give 
support to women who already suffered the consequences of 
stressful lives: COSTI's group program, the groups initiated by the 
Canadian Mental Association, and the course for battered women 
that will be offered in Spanish are of this nature.

Al though a l l  o f  these programs are  va luab le  in  beg inn ing to  meet  the
information and support needs of immigrant women, we must keep in mind
that these are only a few programs for a very large number of women.
In  add i t ion ,  many o f  these ex is t  on ly  f rom month  to  month  because o f
the i r  p recar ious  fund ing s i tua t ions .  Some are  be ing c reated in
exist ing community centres without special  funding and as such tax
the already heavy load of community workers. Other programs rely
heav i ly  on  the  suppor t  o f  vo lunteer  workers .and as  such have l im i ta t ions .

Over  the  las t  few years ,  severa l  g roups prov id ing  serv ices  to  Eng l ish
speaking women have taken an interest in the immigrant women's
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community. For various reasons, solid links have never been made; 
workers in (Canadian oriented) women's programs may not have the 
necessary understanding of the situation of the immigrant woman to 
effectively meet her needs. This was the case in one course 
designed For women who do counselling work with immigrant 
Women: the course was oriented to teaching therapy techniques that 
could be useful to middle-class Canadian women but did not meet 
the needs of working class immigrant women. More important, 
however, is the funding crisis that all women's services have been in 
for the last few years. It has been difficult enough for services like 
Nellie's transition house, Times Change employment centre and the 
Women's Counselling Referral and Education Centre (WCREC) to 
meet their operating costs to maintain existing services — to expect 
them to develop new programs for immigrant women is unrealistic. 
Before its own severe funding cuts, WCREC was developing 
programs to work with low-income and immigrant women.
When its staff was reduced from six full-time-workers to one full-time 
and two half-time, it became impossible to continue in these new 
directions. Unfortunately, it is likely that WCREC itself will shortly be 
forced to close its doors due to a lack of funds.

Summary

In our view, those agencies which are oriented to the experience of 
immigrant women and the practical realities of their lives are in the 
best position to understand a woman's situation and offer practical 
solutions to her problems. help feel that if people are given support 
and practical help, and the means to help themselves, then they 
are receiving the most effective type of service.

In looking at.the social service delivery systems, we can see a general 
continuum from ineffective to effective service ranging from government 
and family services at one end to community-based agencies
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and a l te rnat ive  programs a t  the  o ther.  A t  one end o f  the  cont inuum
we find government and family service agencies which are highly
pro fess iona l ized in  the i r  approach and d is tant  f rom the exper iences
and  p rac t i ca l  needs  o f  t he i r  c l i en t s .  Fo l l ow ing  t h i s  con t i nuum we
find some community-based agencies, part icular ly immigrant women's
cent res ,  to  be less  pro fess iona l ized,  less  d is tant  f rom women's
exper iences,  and thus ,  more  e f fec t ive  in  meet ing  the i r  needs.  A t  the
other  end o f  th is  cont inuum,  we find a  handfu l  o f  a l te rnat ive  programs
which are  the  most  or ien ted to  the  ac tua l  exper iences o f  immigrant
women. They use a group approach which focuses on problems as these
ar ise  in  a  soc ia l  contex t  ra ther  than on ind iv idua l  weakness or
i l l ness .



V
CONCLUSIONS

Low income immigrant women are disadvantaged and experience a 
second class status: this is created by the practices of government 
and business institutions that condition her entry into the labour force.
Her disadvantageous economic and social status reinforces her 
dependency in the home and limits her options in attempting to 
improve her life.

Social services adhere to professional ideologies that maintain her 
subordination in the labour market and in the home. The 
professional approaches in social work, medicine, and psychiatry 
are not rooted in an understanding of the processes which define a 
woman's experiences in Canada. Their reliance on assumption of 
Individual motivation and of problems created by the culture of origin 
obscure the significance of what is happening to an immigrant 
woman in Canada. Particularly the psychiatric approach to women's 
problems reinforces a preconceived image of good mental health for 
women who conform to traditional female roles. Rather than 
question the world around her and to expect the same benefits and 
opportunities others receive, immigrant women are encouraged to 
look inward for the sources of dissatisfaction in their lives.

Our findings reveal a gap between the way immigrant women experience
the i r  l i ves  and the ways these have come to  be unders tood pro fess iona l ly.
We have attempted to present a sketch of some of the service networks
which most frequent ly come into contact with women in cr ises and the
services that are provided for women in need.

The most  genera l  conc lus ion is  tha t  the  hea l th  care  and soc ia l  serv ice

de l ivery  sys tems are  not  func t ion ing in  a  manner  to  serve the  needs o f
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low income immigrant women. At one extreme, most medical and 
psychiatric services are largely inaccessible to a woman in crisis 
when she cannot speak to someone in her own language about her 
pressing concerns. At the level of crisis intervention, the traditional 
approaches are often invalidating of the individual who I}as suffered 
the humiliation and exploitation many of these women have, as 
individuals with minimal social power in a new country. The sexist 
and professional orientations which pervade many of the health care 
and social agencies reinforce this subordination in the home, the 
labour market, and the larger Canadian context.

As long as the actual c ircumstances faced by the low income immigrant
woman remain a mystery to social  and health care workers, the services
wh i ch  a re  ava i l ab l e  w i l l  i nd i v i dua l i ze  and  deny  he r  r ea l i t y.

The experience of the low income immigrant woman in Canada is often 
one of exploitation in the workplace, conflict in the home, and isolation.
Her situation is reinforced by government policies that deny her 
subsidized English classes, day care for her children, recognition of her 
skills, and access to training and other benefits. The lack of options this 
imposes on her increases the difficulties she already faces In attempting 
to maintain a household with very few financial resources.
The pressures experienced by many immigrant men as minimal wage 
earners, with lack of control in the workplace and little social status are 
transmitted to the woman in the home. In this social context, many low 
income immigrant women live in oppressive situations over which they 
have little or no control. Their responses to these situations include 
depression, breakdowns, and/or physical ailments. Whatever the 
reaction of the woman, she often has a need to share her situation with 
other women and receive support and validation.

The majority of existing health care and social services treat the 
problems women have as individual in nature. They try to help her cope 
and adapt to her situation, rather than focusing on the context in which 
the problems arise. Because the approach held by most agencies that 
work with immigrant women is one that is distant from the ex
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presences and lives of the women, it is not surprising that they are 
not effective in meeting her needs. This view is part of an approach 
to understanding society which has been termed "blame the victim": 
it is the individual who is at fault, not the social system in which she 
lives. If the individual is seen to be at fault, then it follows that the 
kind of help give will be to correct this fault, or illness.
Thus, the approach is the individualistic one adopted by most 
existing health care and social services that sees a woman as 
being 'ill' or 'unable to cope' and tries to help her 'adapt'

A common complaint that is made about immigrant women is their 
"lack of motivation" to learn English. This complaint is often heard 
from Manpower counsellors and other government workers. There 
appears to be a general belief that if a woman learned English, then 
she could work at better jobs and also use the social and health care 
services that exist for English-speaking Canadians. There are 
several problems with this analysis. First, by seeing the issue of 
learning English in the context of personal motivation, the 
organizational aspects of a woman's life are ignored. Since the entry 
status of an immigrant woman is most often one of a dependent 
immigrant, her access to subsidized English classes is automatically 
denied. The belief that immigrants should take advantage of free 
English classes in the evening ignores the fact that these women 
have to work at tiring jobs, and in addition, have to look after their 
families. The jobs that most immigrant women have access to are 
those where they will have contact with other immigrants, and thus, 
the possibility of learning English is minimal. The expectation that 
immigrant women, if they are motivated, can learn English in their 
free time is an unrealistic one: the structure of her life simply works 
against this outcome.
The learning of English is often seen as the magical solution that will 
assure "adaptation" for the immigrant woman. In addition, it is often 
believed by the public at large that the English speaking immigrant 
woman no longer needs special services because she now has 
access to all of the services that English speaking Canadians use. 
What this position fails to take into account, however, is that most
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exist ing  hea l t h  ca re  and  counse l l i ng  se r v i ces  a re  i napp rop r i a t e  f o r  a l l
women in that they do not take into account women's experiences from
the i r  po i n t  o f  v i ew  and  t end  t o  r e i n f o r ce  women ' s  t r ad i t i ona l  r o l es  as
wives and mothers. Women have begun to quest ion and cr i t ique these
prac t ices  and a t tempts  have been made to  es tab l ish  a l te rnat ive  serv ices
for English-speaking women.

Although the low income immigrant woman shares many of the same problems as her 
English-speaking counterpart, her situation is more difficult.
Because she cannot speak English and has less control over her life, it is more 
difficult for her to protest her situation and to speak authoritatively on her own behalf. 
It is more difficult for her protests to be taken seriously by the professionals with whom 
she comes into contact.
Most of these professionals are men, particularly in the health care fields. The 
professional orientations which they both follow and help to formulate have the effect 
of maintaining these women in the traditional roles rather then supporting their 
attempts to break out of them.

As contributors to society and the economy as mothers, workers, and 
taxpayers, immigrant women have the right to services that meet their needs.
The picture that emerges from this study is that the majority of existing 
services are inaccessible to the low income immigrant woman and do not 
begin to meet her needs. We found this to be true throughout the health care 
and social service systems, with the exception of a few community centres 
and alternative programs.

There  are  concre te  gaps in  access ib i l i t y  due to  language:  fo r  example ,
in  the  var ious  serv ices  prov ided by  the  hea l th  care  sys tem,  par t icu lar ly
hosp i t a l  i n t e rp re te r s ,  pub l i c  hea l t h  nu r ses  and  psych ia t r i s t s .  The re
are  a lso  language- re la ted l im i ta t ions  in  serv ice  de l ivery  sys tems such
as fami ly  serv ice  agenc ies :  the  few workers  who speak Span ish  or  Por -
tuguese carry very heavy caseloads which prevent them from establ ishing
important group programs for immigrant women.

Services that are supportive to women are being provided by some community-based agencies, but these agencies find themselves overloaded by the
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demands for  counse l l ing .  In  add i t ion ,  they  are  not  funded to  prov ide
counse l l ing  and are  on ly  funded to  prov ide serv ice  to  immigrants  who
have been in  Canada for  a  per iod  up to  36 months .  Our  find ings suggest
t ha t  t he re  i s  ve r y  l i t t l e  r e l a t i on  be tween  t he  a rb i t r a r y  36  mon th  l im i t
and the  needs o f  immigrant  women for  these serv ices .  In  fac t ,  communi ty
based agenc ies  do prov ide serv ices  to  these c l ien ts  w i thout  be ing re-
imbu rsed  f o r  t hem.  A l so  o f  impo r t ance  i s  t he  f ac t  t ha t  t he  ve r y  ex i s t ence
of  these agenc ies  is  p recar ious  in  te rms o f  ongo ing fund ing. -

The re  a re  a l so  gaps  and  l im i t a t i ons  on  t he  l eve l  o f  t he  qua l i t y  o f  se r v i ce
tha t  i s  be i ng  p rov i ded  by  a l l  se r v i ce  de l i ve r y  sys tems .  These  l im i t a t i ons
are  c lear ly  seen when serv ice  de l ivery  is  ana lysed in  te rms o f  i t s
o r i en ta t i on  and  p rac t i ce  i n  t he  f o l l ow ing  a reas :

1) Knowledge of the low income immigrant woman's experience 
and practical realities of her life,
2) The place of the immigrant woman within the larger Canadian 
bureaucratic and socio-economic context,
3) The provision of sexist as opposed to non-sexist counselling, 
4) The provision of information and support to help a woman 
take an active role in changing her situation.

In the health care system, the responses that women have to 
stressful lives are generally seen as symptoms of individual illness. 
These symptoms are dealt with through medication, Electro 
Convulsive Therapy, and psychotherapy. In this context, she is seen 
as "sick" and her contact with the health care system may serve to 
label her as "having a psychiatric illness" and initiate her career as a 
mental patient. The actual concrete issues in her life that led her to 
experience emotional stress will often be left behind, unexamined and 
unresolved. Of the few psychiatrists who speak Spanish or 
Portuguese, the majority do not appear to deviate from this approach.

In the government and family service delivery systems, there are similar 
gaps and limitations in meeting the needs of immigrant women. Workers 
in government service agencies will negate a woman's stated desires for 
making changes in her life and interfere with the work of community
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advocates interpreting for and representing their clients. One 
government settlement service agency provides counselling of an 
informal nature, even though it is not within the formal mandate of 
this agency to do so. Workers in this agency tend to see the 
problems of immigrant women in terms of "adaptation", again 
putting the burden and blame on the individual rather than looking 
at alternatives to an oppressive situation. In addition, the agency 
workers are not sufficiently familiar with the services available at 
the community-based agencies and do not make appropriate 
referrals to these agencies when needed.

Family service agencies are largely staffed by social workers who 
have been trained to see the problems of their clients as individual 
ones and carry out their counselling practice within this frame of 
reference. Even those workers who have some understanding of the 
immigrant woman's experience and of the concrete socio-economic 
forces in her life are limited in meeting her needs because of the 
mandate and practices of the agencies in which they work.

I f  a  c l i en t ' s  p rob lems  a re  seen  as  t oo  comp lex  f o r  t he  f am i l y  se r v i ce
agenc ies  t o  hand le ,  a  r e f e r r a l  w i l l  be  made  t o  a  psych ia t r i s t  o r
hosp i t a l ,  whe re  a  woman  w i l l  be  t r ea ted  as  i f  she  we re  " s i c k " ,  w i l l
be  medica ted,  and cou ld  beg in  her  career  as  a  menta l  pa t ien t .  As
in  the  case o f  government  serv ice  de l ivery  sys tems,  workers  in  fami ly
service agencies have l imited knowledge and make l imited use of more
relevant services provided by community-based agencies.

Community-based agencies are overloaded by counselling needs of immigrant
women .  Among  t hese  agenc ies ,  t he re  i s  va r i ab i l i t y  i n  t he  ex ten t  t o
which  a  woman wi l l  rece ive  counse l l ing  tha t  meets  her  needs.  Genera l ly,
less  suppor t ive  counse l l ing  is  p rov ided in  agenc ies  tha t  a re  run by
men and serve men, women, and chi ldren, whi le more support ive counsel l ing
is  prov ided in  cent res  tha t  a re  s ta f fed  by  women and cater  so le ly  to

women.  At  the  same t ime,  there  are  some cent res  tha t  serve the  im-
migrant  fami ly  tha t  p rov ide lega l  ass is tance and usefu l  p rograms for
women.
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At an immigrant women's centre, the experiences and social context 
of the life of the immigrant woman is understood and validated, 
counselling takes the form of providing information and support to 
help a woman change her life. The woman will not be seen as "sick".

Although services that are beginning to meet the needs of 
immigrant women are being provided in some community-based 
agencies, these are largely on the level of individual counselling 
and as such are limited in their effectiveness and reach very few 
women. Because of these limitation, the the gaps and limitations 
that exist in all service delivery systems, there is a need to initiate 
programs for immigrant women. These programs would serve to 
give needed information and support to a woman who is attempting 
to improve her life.
The programs would also serve a preventative function in that they 
would better equip the women to deal with the difficult situations 
they encounter in their subordinate position in society.

Though few a t  th is  t ime,  ex is t ing  a l te rnat ive  programs are  an
i l lus t ra t ion  o f  an  a l te rnat ive  mode o f  work ing  w i th  immigrant  women.
Their  approach, by focusing on the actual needs and experiences of
immigrant  women as  a  group,  i s  in  c lear  cont ras t  to  the  pro fess iona l
ind iv idua l ized approaches o f ten  adopted by  the  hea l th  care ,  govern-
ment ,  and fami ly  serv ice  de l ivery  sys tems.  In  these,  women 's
exper iences are  o f ten  not  unders tood,  and the i r  s i tua t ions  are  re-
i n t e rp re ted  t o  fi t  a  f r amework  no t  o f  t he  c l i en t s '  mak ing .

Thus, alternative ways of working with immigrant women are 
possible, and effective.

The overall picture of immigrant women in Canadian society is a 
disturbing one. Many of these women are not provided with even a 
minimum of support until they have experienced a severe crisis and 
must turn to the service delivery system out of desperation. If the 
government is serious about providing access to health care and 
social services for the immigrant population, its most disadvantaged 
sectors cannot be eliminated from receiving such benefits.
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Concrete measures must be taken to provide funding for programs
fo r  t h i s  sec to r  o f  t he  popu la t i on .



RECOMMENDATIONS

Int roduct ion

On the basis of our investigation as reflected in this report, we 
have come to the conclusion that those services which are closest 
to the immigrant woman's experiences are the most effective in 
meeting her practical needs. We also believe that services that are 
geared to a group rather than an individual are most effective 
because they recognize that similar problems are shared by many 
low-income immigrant women because of the context in which 
they live in Canada. Programs geared to groups are also more 
effective because they reach larger numbers of women.

In  add i t i on ,  t he re  i s  ac t i on  t ha t  can  be  t aken  w i t h i n  ex i s t i ng  hea l t h

care and social  services that would make them more accessible and
effect ive for immigrant women.
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Program Recommendations

Programs should be funded at an immigrant women's centre that 
would provide women with information that will be useful to them in 
becoming aware of their rights, and to provide them with with the tools 
to exercise these rights in finding alternatives to their present living 
and working conditions.

The programs wi l l  have severa l  func t ions :

1) Social: to break down the isolat ion experienced by immigrant
women by  br ing ing them together  in  a  re laxed set t ing
where they can voice their common concerns.

2) Educational:

a) Information on women's legal rights in Canada: in the 
areas of immigration, family law, landlord and tenant rights, 
etc.
b) Information on resources that are available to them: social 
services, medical services, consumer information, etc.
c) Information on labour rights and eligibility for benefits.
d) Facilitation of community projects, e.g. organizing day 
care facilities or other community needs.
e) English as a Second Language training.

This  ser ies  o f  workshops wi l l  g ive  suppor t  and in format ion  to  immigrant
women so that they may evolve from their  passive role to a committed
ro l e  as  i n i t i a t o r s  o f  change  i n  t he i r  l i ves  and  i n  t he i r  commun i t i e s .
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General Recommendations

1) Funding criteria for community services should be expanded 
to cover those services provided to immigrants who have been 
in Canada for over 36 months. Services continue to be needed 
past this stipulated time period and social services in their 
present form are not accessible to immigrant tax-payers.

2) Firm funding for Mental Health programs for immigrant women to be 
run by community agencies.

3) Make health care services more accessible to immigrant 
women in terms of language through
a) the provision of trained interpreters in hospitals 
b) more public health nurses, occupational therapists and 
Home Care services that speak. Spanish and Portuguese or 
have interpreters available to them.

4) A series of educational workshops for social workers, health care 
workers and community workers, and other professionals working 
with immigrants, including education in the following areas: a) the 
situation of immigrant women in Canada and providing services 
relevant to them
b) education in the area of mental health for community workers, 
including workers in the suburbs
c) education for all workers on the services available in the 
community centres, particularly for health care workers 
d) education of doctors and psychiatrists to alternatives to drug 
dependency for women in crisis

Potentially, these workshops could be sponsored by Women Working With
Immigrant Women.
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5) The health and social work training institutions should take 
responsibility for training their students to become aware of the 
immigrants' situation in Canada in order to provide relevant 
services and health care to this segment of the population.

6)  The es tab l ishment  o f  a  communi ty -based re fer ra l  ne twork  on
types o f  counse l l ing  tha t  a re  a l te rnat ives  to  the  medica l  model .

7) The establishment of more hostels for women. The establishment 
of a hostel geared specifically to immigrant women. The addition of 
staff with language skills in existing hostels.

8) That support groups by the Canadian Mental Health 
Association be extended to include Spanish and Portuguese 
speaking women with past or current experiences with 
psychiatric agencies. These groups would follow the model of 
those existing presently for Italian and West Indian women.

9) Expansion of classes in the English as a Second Language in the 
Workplace Program.

10) The establishment of a support group or network for front-line 
workers to deal with burn-out.



APPENDIX I

INTERVIEW SCHEDULE FOR CASE HISTORIES OF WOMEN

This basic format was used as a guide for the case histories with all 
the women. Not all parts of it were relevant to all the women.
Where a woman had a particular situation she wished to discuss more 
extensively (such as divorce, hospitalization, problems at work, etc.) 
we allowed for sufficient flexibility in our format to accommodate this.

1. General Information

Age:
Mar i ta l  S ta tus :
Age of marriage:
P lace o f  B i r th :
C i t i zensh ip :
Educat ion and Special  Training:

II. Immigration History

Time in Canada:
Why did you immigrate?
How economic situation in home country affected decision to immigrate? 
Was immigration your decision?
In what order did you and your family, husband's family arrive here? 
What did you know about Canada? (from friends, relatives, books?) 
What were your expectations, concretely, in coming here? What is the relationship 
between these expectations and the realities you have encountered here?
Who made the legal intervention to bring you to Canada? (sponsorship, nomination, etc.)
Who of your family was here before or has come since?
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III. Home Life

Household: Who lives in your house?
How many people work?
Who began to work first?
Who makes decisions around money, buying things, children, social 
activities?
When you initially came, how did you shop, cook, clean, get around? Alone? 
Did husband go with you?
What were your problems with English when you first came? 
Did you take ESL and/or Manpower Training when you arrived? 
If not, why not?
Does husband speak English? Did he take courses? If not, why not?

Chi ldren:

How many?
Ages?
Day care? School?
Do chi ldren speak Engl ish?
Do they help you when you have to do things that need Engl ish?
Prob lems wi th  ch i ld ren? (and you)
Problems chi ldren may be having at school?
Who takes care of the chi ldren when you work?
Who helps you with the housework?
Is housework di fferent here than in home country?

Relat ionship with Husband:

Did you have problems with your husband in your home country? What kind?
Did these problems or your relationship change once in Canada? Why? 
What were the decision-making patterns in home country? How did these change in 
Canada?
Does your husband go out on his own?
On what kinds of occasions do you go out together?
What kinds of things does he do when he goes out?
Does he drink with his friends? Is alcohol a problem?

If wife has left husband:
How long ago?
Why?
Process of deciding to leave: events, who was consulted? 
Who was understanding and supportive? Who was opposed to this move? What changed 
in your situation that prompted you to move? 
What is the reaction of your friends and community to your separation?

I f  husband le f t  w i fe ,  ask  s imi la r  quest ions  as  those above.
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Soc ia l  L i f e :

Do you have contact with your extended family? (outside of nuclear) 
How often?
On what kinds of occasions?
Do you go alone or always with your husband?

Do  you  v i s i t  peop le  ou t s i de  o f  you r  f am i l y  c i r c l e?
Are they from your own country?
Do you know people outside from other countr ies?
How did you meet the fr iends you have here?
Do you ever  v is i t  o r  go  out  w i th  your  f r iends a lone?
Wha t  k i nds  o f  t h i ngs  do  you  t a l k  abou t  w i t h  you r  f r i ends?  (p rac t i ca l
issues, emotional issues)
Have they  to ld  you about  peop le  or  serv ices  tha t  you cou ld  go to  fo r
the  so lu t ion  o f  p rob lems,  or  fo r  adv ice?
Who? Have you gone?
What  are  your  reac t ions  to  the  serv ice  g iven?

I V.  E n g l i s h

Do you speak English?
Did  you want  to  go to  c lasses but  were  den ied them? Or  d idn ' t  have
the t ime or money to go?
Would  you l i ke  to  learn  Eng l ish?

Does your husband want you to?
Under what condit ions could you attend Engl ish classes?
In  what  s i tua t ions  do you find your  lack  o f  Eng l ish  the  most  prob lemat ic?

V. Work History

Did you work in your home country? 
Type of work? Special training for work? 
Why? (did you have to work?)

Do you work here in Canada?
Why d id  you firs t  go  to  work  here?
Was i t  your  dec is ion  to  go to  work?
How many jobs have you had?
What kinds of jobs?
How d id  you find these jobs? ( f r iends,  fami ly,  Manpower,  communi ty
se r v i ces ,  e t c . )
Who was most  he lp fu l  in  your  job  search? Least  he lp fu l?  Why?
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Descr ip t ion  o f  p resent  o r  most  recent  job :

Treatment by supervisors and co-workers?
Tra in ing  on the  job?
Possibi l i t ies for advancement?
Engl ish  t ra in ing  a t  work?
Presence of union?
Language spoken by workers?
Sat is fac t ions  and d issat is fac t ions  w i th  job?

Who do you talk to about your job:

In the workplace? Is there conversation with co-workers? 
Outside of the workplace?
Who at work do you go to regarding sick leave, salary, working conditions, etc.?

How does your husband and family respond to you being at work? 
What happens to your salary? Who has control over it? Is it used for a specific 
purpose every time, i.e., household expenses, clothes for the children, etc.?
Do you put any of the money aside for your own personal use?

Unemployment

Have you been unemployed? (or are you now?)
How long have your periods of unemployment been?
Problems with UIC? Where have you gone to try to get help? Were you
sa t i s fied  w i t h  t he  se r v i ce  you  go t?
Did  you ta lk  about  o ther  th ings  when you went  fo r  he lp? Were the
conversat ions useful  to you?

What do you do when you are unemployed? Activities? Friends? 
How do you feel when you are unemployed?
How do your husband and family react to you being unemployed?

If  unhappy about being unemployed, who have you talked to about i t?
What was their response?

Is your husband unemployed? For how long? What is your reaction to this?
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Husband's Employment:

Does husband work?
Type of job?
Salary?
Hours?
Shi f ts?
Number and types of jobs since in Canada?
Impact  o f  husband 's  work  on fami ly  l i fe?  ( i .e .  lack ing enough money,
sh i f t s ,  wo rk i ng  cond i t i ons ,  f r us t r a t i ons  on  t he  j ob? )

VI. Contact with services

What community centres have you visited?
What kinds of problems did you take there?
Were you sa t isfied wi th  the  he lp  you got?  Why? Why not?
How d i d  you  fi r s t  connec t  w i t h  t hese  agenc ies?  ( f r i ends ,  r e f e r r a l s
f rom other  agenc ies ,  e tc . )

Contact with Working Women:

What  are  the  prob lems that  b rought  you to  th is  cent re?
His tory  o f  your  rou te  to  th is  cent re  and contac t  w i th  o ther  agenc ies
o r  i nd i v i dua l s  t h rough  t h i s  cen t r e?
How long have you been coming to this centre?

Who do you take your problems to? (when you feel upset, unhappy?)

Fr iends? Fami ly?  Church? Communi ty  cent res? Doctors? Fami ly  serv ices?
Other "professionals"?
Do they  have t ime to  ta lk  to  you?
I s  t he i r  a t t i t ude  suppo r t i ve  t o  you?
What types of service have they given you?
Have they  re fer red you to  o ther  serv ices  or  ind iv idua ls?
Which ones?
Did you go?
Why not ,  i f  no t?
What was your experience with these secondary contacts?
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Do you have fr iends or family who have had problems here and have
been upset, depressed, nervous?
What types of problems have they had?
What have they done?
Where have they gone?
What have their experiences been?
Where would you send a friend who was upset?
Do you know anyone who has been in the hospital  for "emotional"
problems? What have their  experiences been?

Would  you par t ic ipa te  in  a  women 's  recreat iona l /educat iona l /d iscuss ion
group?
What  ac t iv i t ies  wou ld  you be in teres ted in  do ing or  issue wou ld  you be
in teres ted in  d iscuss ing?
What kind of pract ical  arrangements would have to be made in order for
y o u  t o  a t t e n d ?  ( i . e .  l o c a t i o n ,  t i m e  o f  g r o u p )



APPENDIX II

INTERVIEW SCHEDULE FOR HEALTH CARE PROFESSIONALS

Introduction: The purpose of this study.    
Note: The following interview schedule was designed for doctors and was modified to apply 
to psychiatrists, nurses, social workers, other hospital workers.

1. Where do you work? Do you have a private practice, work in a clinic or hospital? Where do you spend most of 
your time?

2. What proportion of your patients are Spanish or Portuguese speaking women? 
Do most of them speak English?

3. If not, how do you communicate?

4. Do you have counselling hour that would that be a part of the regular visit? Do you 
counsel people on a long term or short term basis? For what kinds of problems?

5. Where do most of the referrals come from? How else do women happen to come in, 
e.g., for physical problems, on the suggestion of family members, accidents on the job?

6. Are most of the women low or middle income? Do they work away from home? What types of jobs do they have?

7. Are most of the women's problems related to marital problems, e.g., 
wife beating, tension at home, difficulties with children, work related. Do 
many of the women have nervous breakdowns, problems sleeping, etc.?

8. What do you do for the different kinds of problems? (talking, therapy, medication, 
etc.)

9. When would you decide to give medication or to recommend hospitalization? 
How severe are cases which you have to refer to psychiatrists or hospital care?

10. Hospital Care: Are most of the patients referred 
by a private doctor, or do they come in off the street?

What are the pr imary reasons that a woman would enter the hospi-
t a l ?  ( f o r  a  r es t ,  f am i l y  p ressu re  t o  go  i n ,  ne r vous  b reakdown? )
Who else is involved in such cases? Does the husband accompany
he r  t o  t he  doc to r?  Ch i l d ren?

When women are in the hospital ,  who do they see on the first day?
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10. Hospital Care - continued

Are they usual ly on medicat ion?

How often does the doctor see the pat ient?

A re  t he re  i n t e rp re te r s  ava i l ab l e  a t  o t he r  t imes?

11. To whom do you refer women you cannot deal with be it for limitations of 
time, language or lack of communication - or due to the severity of the problem?

12. Have you worked in conjunction with or received referrals from community 
agencies? e.g., Catholic Family Services, Portuguese Free Interpreters, the 
Centre for Spanish Speaking People? The Working Women's Community 
Centre? What about government agencies, e.g., Family Services, Children's Aid, 
Workman's Compensation Board, Welfare, Family Court? Do you follow up on or 
have an ongoing role in such cases?

13. How do you see the difficulties these women have with the various mental health services?

Do you have any suggest ions  fo r  a l te rnat ives  or  expans ion o f
services?

14. Would you like to refer us to anyone else who sees immigrant women in the medical profession? In your 
hospital? others?
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At what  s tage o f  a  prob lem do you rece ive  a  request  fo r  in tervent ion?
( i . e .  s l i g h t  s t r e s s  a s  o p p o s e d  t o  a  v i o l e n t  o r  c r i s i s  s i t u a t i o n )
I f  your  agency is  not  se t  up  to  do counse l l ing ,  how do you prov ide
counse l l ing  a long wi th  the  o ther  serv ices  in  your  mandate?
Do  you  see  any  l im i t a t i ons  t o  you r  counse l l i ng  se r v i ce?  ( i . e .  l a ck  o f
t r a i n i ng  t o  p rov i de  counse l l i ng ,  l a ck  o f  i n t e rp re te r s ,  t ime  cons t r a i n t s ,
l a ck  o f  space ,  e t c . )

V. Referral Patterns

If overloaded by requests for counselling, where do you refer the clients you cannot see?

Where do you re fer  c l ien ts  who you fee l  need counse l l ing  (and o ther )
serv ices  tha t  you cannot  prov ide in  th is  agency?
Do you fo l low up on re fer ra ls?
Have you had any feedback about referrals from your cl ients?
If  so, of what nature has the feedback been?

Have the  c l ien ts  you see gone to  o ther  agenc ies  fo r  counse l l ing?
Have they  ta lked to  you about  the  k inds  o f  exper iences they  had wi th
these agencies?

VI. Comments and Suggestions

Do you perce ive  any gaps or  l im i ta t ions  in  ex is t ing  (counse l l ing)
serv ices  fo r  immigrant  women? I f  so ,  what  are  these gaps or  l im i ta t ions?
What  suggest ions  do you have about  how to  e f fec t ive ly  fi l l  th is  gap?

What would be helpful  within your agency to meet the needs of immigrant
women more effectively?



APPENDIX III

INTERVIEW SCHEDULE FOR SOCIAL SERVICE WORKERS

The bas ic  fo rmat  o f  th is  schedu le  was used for  in terv iews wi th
government, family service and community-based agency workers.
The format  was ta i lo red to  the  par t icu lar  agency tha t  was be ing
studied.

I. General Information

What is the mandate and organization of your agency? 
What services do you provide?
What is your funding situation?
Do you have limitations on whom you can serve?

II. Target Population

Do you have clients who are Spanish or Portuguese speaking women? 
What proportion of your clientele are women? 
What proportion are married? Single?
What income group is your clientele?
What kinds of work did your clients do in their home countries? 
What kind of work do they do in Canada?

I I I .  R e f e r r a l  t o  A g e n c y

How do your clients come to your agency? (Direct referral, publicity, word of mouth, etc.)
If referred, by whom?

IV. Counselling practice

Do you provide counselling to your clients?
What form does this take?
What kinds of issues or problems do your clients come to you with? 
Can you cite some specific examples of the kinds of problems your clients have had 
and how you have worked with them?
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