Breaking the Silence: Violencel/ Abuse | ssues
for Wonen Di agnosed with Serious Ment al
|1l ness:

A | NTRODUCTI ON Vi vian Brown. Ph.D.

“ This is the powerful connection between
wonen’ s experiences with physical and sexual
abuse and the health and nental health damage
left inits wake. It is a given that this
damage i s uniquely disabling, easily
conf ounded by di agnoses of serious mental
illness and shrouded in the msts of
stigma.”

(Susan
Sal asin, 1995)

Over the last two decades, wonen have organi zed agai nst
the violence that shapes their lives. However, wonen
di agnosed with serious nental illness who have been
victim zed, especially wonen of col or, have renmai ned an
i nvisible group of under-served and inappropriately served
wonen. Wonen di agnosed with serious nental illness are
assaulted in famlies, on the street, and sonetines in the
psychiatric institutions that are supposed to protect them
(Carnen, 1995).

Work by a nunber of researchers and clinicians over the
past decade has docunented the extent of trauma and abuse
experiences in the lives of wonen di agnosed w th nent al
illness, and the link between chronic abuse and the

devel opnent of psychiatric disorders. Studies have shown



that up to 72 percent of psychiatric inpatients have

hi stories of physical or sexual abuse or both (Carnen et
al., 1984; MIIls et al., 1984; R eker and Carnen, 1986;
Bryer et al., 1987; Jacobsen & Richardson, 1987; Craine et
al ., 1988; Carnen and Ri eker, 1989.) Wnen di agnosed with
serious nental illness tend to have experienced nultiple
abuses and trauma. Because the report of abuse, if given at
all, is often decontextualized it is viewed by providers as
unbel i evabl e or unrecogni zabl e.

Carnmen and Ri eker, (1986, 1989, 1995), have given one
of the clearest and nost rel evant descriptions of the
decont extual i zati on of abuse:

[OFten the] “ ...victinms "adjustnment’ occurs
by altering the reality of the victimzation
so that both the abuse experience and the
victim s thoughts, feelings and behaviors
beconme congruent with famly and society
norns and expectations; namely: it didn’t
happen; it happened but it wasn't inportant
and has no consequences; the victimprovoked
(and deserved) it; it wasn't abusive. The
common features of the process through which
victinms accommodate to others include a)
denyi ng the abuse, b) altering the affective
responses to abuse and c) changing the
meani ng of abuse.”

(Carmen, 1995a,
pgs. 47-48).

Silence, self-blame and forgetting are part of the
accomodati on process through which victins “ adjust” to
pressures to “ forget” and mnimze the abuse. Thus, in
order to survive many wonen have been silenced. This paper

is witten to break this silence. It reflects the



col l ective voices of consuners/ survivors/ ex-patients

(c/s/x) and providers.

“ Despite the | arge nunbers of
victinms/survivors found in psychiatric
settings, nental health professionals remain
general |y unaware of the social and
psychol ogi cal consequences of abuse. There
is still considerable confusion and

resi stance within psychiatry about the

rel evance and neani ng of abuse for

under standi ng and treating psychiatric

di sorders. Wthout adequate training,
clinicians are less likely to ask about abuse
experiences as part of client evaluations or
to consi der abuse rel ated di agnoses, such as
post-traumatic stress di sorder and

di ssoci ative disorder. Consequently, victinms
are m sdi agnosed or inadequately diagnosed.”

(Carnen,
1995a, pg. 53)

The effect is to render the wonen invisible.

Wnen who have to struggle with severe nental illness
or substance abuse problens or physical disabilities (that
may be secondary to incidents of abuse) are even nore
vul nerabl e to abuse, yet face forns of discrimnation that
further decrease their likelihood of being taken seriously
and/or of finding prograns willing to accommodate them
There is an urgent need to devel op new treatnent strategies
designed for victins of violence with severe psychol ogi cal
disabilities; these new treatnment strategies nean a shift
“froma traditional treatnent approach to an advocacy-based

nodel that acknow edges the broad social framework in which



abuse is perpetuated and treatnent takes place” (Carnen,
1995; Warshaw, 1995).

Worren di agnosed with serious nental illness are not a
honogeneous group; there are inportant differences in
culture and ethnicity, diagnosis, age, intellectual and
functional capacity, abuse experiences, treatnment histories
, and life circunstances (Carnen 1995b). Cultural
di fferences in gender socialization affect wonen’s
perceptions of abuse, their ability to access services, and
their expectations of famly and community support (Warshaw,
1995).

Crenshaw (1991) explored the various ways in which race
and gender intersect in shaping structural, political, and
representational aspects of violence against wonen of col or.
Where systens of race, gender, and class dom nation
converge, as they do in the experiences of battered wonen of
color, intervention strategies nust acknow edge and effect
solutions to conbat different obstacles faced by wonen of
color. Such is the case for inmmgrant wonen of col or who
are whol |y dependent on their husbands (econom cally and
[inguistically, etc.) and may suffer abuse under threats of
deportation by their husbands. Intersectional subordination
need not be intentionally produced; in fact, it is
frequently the inposition of one burden that interacts with
pre-existing vulnerabilities to create yet another dinension
of di sempowernent. Wbnen of color are differently situated

in the economc, social, and political worlds. Wen reform



efforts undertaken on behal f of wonen neglect this fact,
wonen of color are less |likely to have their needs net than

wonmen who are racially and economcally privil eged.

» Barriers

D> Linmts of the practice nodels. Wen survivors of
abuse seek treatnent, they often have what Gelinas (1983)
calls a “ disguised presentation.” Provi ders who are not
adequately trained in sensitive interview ng for abuse may
focus only on the many synptons presented.

War shaw (1989, 1995) has clearly reported that the
medi cal nodel “ is designed to extract information fromthe
context of the patient’s |life that gives it neaning to her
and transformit into nedical events that have neaning for
the clinician. It reduces information to categories that
can readily be handled and controlled, transfornms synptons
into disorders that can be treated or nmanaged, and di sm sses
anything that does not fit the diagnoses or treatnments that
are known and available to that particular clinician or
specialty.” Neur ochem stry or DSM IV synptomlists
someti ne becone nore inportant to the provider than the
woman sitting in front of her/him

In a psychodynam ¢ nodel or framework, a clinician may
not play an active role in advocating for safety and hel pi ng
t he wonen to access conmmunity resources, including obtaining

restraint orders and visiting battered wonen shelters. 1In a



subst ance abuse/recovery nodel, seeing the substance as the
primary issue to be changed, when the use of al cohol or

ot her drugs may have been an inportant survival skill

all owi ng the wonen to remai n passive and do what her viol ent
partner wanted her to do, can be dangerous. Not

under standi ng the conplexities of the connections between
subst ance abuse and vi ol ence agai nst wonen nmay |lead to

escal ating the viol ence.

B> Lack of collaboration. Another barrier is the |ack
of the coll aboration across all these systens -- health,
ment al heal th, substance abuse, and trauma services. For
wormren with nmultiple vulnerabilities, particularly wonen
di agnosed with serious nental illness who have been and/ or
are currently in abusive situations, and who use al cohol and
ot her drugs, and may have a nunber of health problens, it is
an overwhel m ng burden to navigate fragnented and conpeting
systenms. Wen a drug treatnment programw Il not take a
woman who sel f-injures, when a battered wonen shelter wl|
not admt a woman who uses a drug, when a nental health
programw || not admt a worman di agnosed with serious nental
illness with her children, when a nedical provider speaks
di srespectfully to a pregnant woman because of her substance
abuse or doesn’t listen to a woman (c/s/x) attenpting to
di scuss her abuse history because she “ is crazy” , then our

systens and prograns are doing harm Wnen who stay away

from such progranms are judging correctly. But even the nost



sensitive prograns/systens of care are not doing all they

can for women with nmultiple vulnerabilities.

B> Rei mbur senent systens. Warshaw (1995) al so points out
that a di agnosis-driven rei nbursenent system poses yet
anot her set of problems. |In order for a woman to access
servi ces, she needs a diagnosis; however, for a battered
woman, just having a diagnosis may create a new danger.
Psychiatric diagnoses are often used by batterers to
“ prove” that the partner’s problens are “ her fault,” that
she is “ crazy,” or that she is an unfit nother. Thus, in
seeking treatnment, she risks losing her children in custody
battles and | osing her validity in court. In addition, if
she is insured on her husband s policy and the bills are
sent to him she may be placed in further jeopardy if he
finds out she is seeking outside help.

If a woman is i mmobilized by depression or panic
attacks, treatment is clearly warranted to help her be able
to function and nmake choices that will ultimtely |ead her
to safety. However, refram ng these “ disorders” as
under st andabl e responses to terror and entrapnent |eads us
to a different set of intervention strategies and hel ps us
keep our focus on the real dangers she faces. Providers
need to work col |l aboratively with comunity groups of
advocates and survivors to pool our resources and devel op
new ways of intervening on social as well as individual

| evel s.



« Safety Needs to be the First Concern

Safety is the primary issue. Unless safety is
addressed and addressed as soon as possible, another major
barrier to effective intervention is present. We need to
ask a woman di agnosed with serious nental illness about her
current |evel of danger, what she thinks will help her be
safe, what she has tried before and its effectiveness, and
we need to discuss options and devel op a safety plan with
her. Becom ng know edgeabl e about state |aws, the process
of obtaining an order of protection, and the availability
and quality of resources and shelters are also inportant.
However, it is also inportant that we understand that sone
of the resources -- sone hospitals, sonme honel ess

shelters-- are not safe for wonen.

Part of shifting to an “ advocacy” role neans that
provi ders need to no | onger see thenselves as the experts
on a woman’s choices of treatnment. In a nental health
systemthe treater is the expert, whereas in an advocacy
systemthe survivors are the experts, which is central to
t he concepts of recovery and enpowernment. Creating a
heal i ng environnment neans providing the * psychol ogi ca
safety for wonen to be able to fully know what they have
experienced, to regain perspective, to feel the pain, the
anger, the sadness, the grief and loss, as well as their

strengths, and new possibilities, to reclaimthe power they



have | ost and the sense of being valued” (Warshaw, 1995).
For wonmen who do have disruptive or painful psychiatric
synptons, framng themin the context that contributed to
them helping to denystify and destigmatize their
experience, discussing options, and encouragi ng choices are
essential. Medications can be offered adjunctively as |ong
as the woman participates in discussing their pros, cons,
and possible inpact (i.e., a true informed consent process),
and it is made clear that she will not be defined by or

controlled by her use of them

* Revictimzation

Failure to recogni ze, understand, and respond
appropriately to a survivor’s synptonmatol ogy may result in
services that do not neet the needs of the client and may
result in the woman’s retraumati zation or revictimzation
(e.g. consequences of the use of bed restraints.) For al
clients, and especially wonen with a history of trauma,
assessnent processes are needed to include the client in (1)
identifying specific circunstances that elicit potentially
har nful behavi or, and (2) understandi ng what responses can
hel p the client de-escalate and feel safe (Carnen, et al,
1996). Wiile training is inportant, shifting the
orientation of staff nenbers toward a recipient perspective
about the quality and type of services rendered in

psychiatric hospitals is equally needed.



Ann Jennings (1995), in her address at the Dare To
Vi si on Conference, shared the experiences that many

consuner/survivors have found in psychiatric institutions.

“ Just as her chil dhood abuser had tied her
up and held her down and bound her arns and
hands, she was, in the system repeatedly
subj ected to take-downs, restraints, and the
shackling of her arms and legs to a bed. As
her abuser had stripped her when she was a
child, pulling her T-shirt over her head, she
was, in the system forcibly stripped of her
cl ot hi ng when secl uded or restrained, often
by or in the presence of male attendants. As
her chil dhood abuser pulled off her pants
| eaving her with ‘nothing on below,’ so, in
the system her underpants were pulled down,
often by mal e attendants, in order to
forcibly inject her with nmedication. As the
abuser had blindfolded her with her little T-
shirt, towels or sheets were often thrown
over her face if she spat or screaned while
tied dowmm with four-point restraints in
mental hospitals. As her chil dhood abuser
had opened her |egs, so also, in four-point
restraints, her |legs were forced open and
tied down in spread-eagle position. As her
chi | dhood abuser had exam ned and ‘ put things
into her that hurt her,” so also
institutional staff continually and painfully
i njected nedication into her body agai nst her
will.”

(Jenni ngs, 1995, pg. 17)

In a recent study (Ray, Myers, Rapport, 1996) of 1,040
i ndi vi dual s who had been treated in New York State
Psychiatric facilities, approximtely half of the
respondents reported that they had been subjected to
restraint and seclusion. The vast nmgjority of the
respondents who had been restrained or secluded viewed the

experience negatively. The nost common conpl ai nt was t hat

10



the use of these interventions was premature, not necessary,
and/or primtive. Analysis showed that respondents who had
been restrained or secluded were twice as likely as other
respondents to have given a very negative overall assessnent
of their inpatient care. Although alnost all respondents
who had been restrained or secluded had at |east one
conpl ai nt about the experience, those who believed that
staff had nade sone express efforts to deal with their
behavior or distress in a less restrictive way felt

significantly | ess negative about the experience.

Ri dgel ey (1997) has provided an excellent review of the
effects of coercion on wonen in nental health treatment. A
nunber of witers and consuners/survivor/ex-patients have
descri bed the devastating effects of coercive treatnents,

i ncluding involuntary comm tnent, restraint and secl usion;
the effects included feelings of dehumani zation,
subm ssi veness, mstrust, invalidation of experience,
revictimzation, terror. (Deegan, 1995; Jennings, 1997).

Survivors have stated that forcing any intervention on
unwilling clients risks creating an environment in which a
controlling adult forces the woman to do sonething that she
knows she doesn’t want to do, replicating the dynam cs of
the trauma itself.

Stefan (1994) has witten, “ To be physically held
down, to have one’s body invaded by those who tell you that

it is good for you, that they nean well for you, nust have
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particularly frightening -- even terrorizing -- nmeaning for
the wonen with a history of sexual abuse.” The Depart nent
of Mental Health in Massachusetts established a Task Force
concerned with restraint and seclusion of persons who have
been physically and sexually abused. Chaired by Dr. Elaine
Carmen and made up of clinicians, consuners and advocates
experienced in this area, the Task Force devel oped cli nical
guidelines on restraint/seclusion. VWhile the guidelines
initially were recommended for clients with a history of
trauma, they have now been broadened to apply to al
clients. Two Assessnments Forns were devel oped: a Trauma
Assessnment Form and a De-Escal ati on Assessnent Form Both
forms are witten so that they may be conpleted either by
the client or by staff. (See Appendix for Cinica

Gui del i nes and Forns).

I MPLI CATI ONS FOR PRACTI CE AND POLI CY

Wrnen with a diagnosis of serious nental illness who
have been abused may have difficulty navigating separate
systens of nmental health, physical health, and victim
services. Rather than continuing to place the entire burden
on the woman, the systens need to devel op |inkages that
integrate care and provide sensitive services.

This must be done with recognition that providers
treati ng women di agnosed with a serious nental illness,
particularly in the public sector, are often overburdened

and understaffed. Linkage itself is not a panacea,
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particularly when resources are severely limted. Wile
integration of health, nental health, substance abuse and
trauma services may be the ultimate goal, nodels of |inkages
and col | aboration/ coordination will be inportant steps
toward integration. By integration we nean that the wonen
di agnosed with serious nmental illness would be able to
receive all needed services within a single service setting.
By |inkage and/or collaboration/coordination nodels we nean
that all needed services are |linked through sone nmechani sns
such as case managenent or a coordinated system design
However the |inkages or integration are acconplished,
what appears to be a key concept is that we can no | onger do
“ busi ness as usual .” In order to neet the needs of wonen

with nultiple vulnerabilities, there need to be significant

and real changes in our practices and policies.

e Changi ng Practices
Anmong the el enents needed to inprove services for wonen
di agnosed with a serious nental illness and who have been

victim zed are the foll ow ng:

B> Enhanci ng assessnents: conprehensive assessnent of
physi cal health, nmental health, trauma history and substance
abuse. At all entry points into the care system there is
need for a screening in these areas, followed by a nore
conpr ehensi ve assessnent. A detailed history of trauma needs

to be conpleted; physical abuse, sexual abuse, and
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wi t nessi ng of abuse in chil dhood, adol escence, and adul t hood
need to be explored as conpletely and as sensitively as
possible. [If a woman has a trauma history, only mninm
screening may need to be conpleted, until she feels ready
and safe enough to allow a conpl ete assessnent, which shoul d
i ncl ude physical screening, psychosocial assessnent, and
hi story of substance abuse, and trauma history. In
addition, H'V counseling and risk reduction, with
recommendati ons for testing when appropriate should be done.
As part of the assessnment, the wonman shoul d be asked to
conpl ete the De-Escal ati on Form nentioned earlier (See
Appendi x) . Al'l of these conponents should lead to a nore
sensitive and appropriate care plan devel oped in
col l aboration with the woman.

Wth wonen who have suffered a recent acute trauma
di agnosis may be fairly straightforward. However, for the
wonen who have suffered prolonged, repeated trauna
di sgui sed presentations are comon. Explicit and sensitive
guestioning is required to determ ne whether the woman is
presently living in fear of soneone’'s violence or has |ived
in fear at some tine in the past. Arriving at a clear
di agnosis is nost difficult in cases of severe dissociative
di sorder (Herman, 1992).

The first task of the assessnent (and subsequent
interventions) is to establish the survivor’'s safety
(Herman, 1992; TIPS, 1997). Assessnent needs to include the

degree of structure necessary to ensure safety. Qutpatient
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care may be insufficient for a woman whose self-care is
badl y conprom sed; day treatnment or residential care nay be

needed.

B> Qutreach to bring sensitive and respectful services
to wonen di agnosed with a serious nental illness and traum
hi story. Mental health treatnent sites need to ensure that
there is a connection either on-site or through referral and
followup to services for wonen who have been victim zed.

O her service providers, such as substance abuse treatnent
and trauma service providers, also need to ensure effective
coordi nation for wonen di agnosed with serious nental
illness. Particular attention also needs to be made to
foll owi ng-up with wonen after discharge froman institution
Consuners who are trained in outreach strategi es and peer-

support may be the nost effective in reachi ng wonen.

B> Educational Canpaign. In order to truly reach wonen
and enhance access to services, there needs to be a
culturally conpetent, education canpaign (“ Partnership for
Mental ly Healthy Communities” ). The canpai gn needs to
i ncl ude vi deotape and nul ti-nmedi a nessages, and needs to
explain in culturally appropriate and culturally conpetent
ways what services are available and what entitlenents are
avai l able. As part of an overall canpaign, SAVHSA coul d
target a year -1999- for Wnen, Violence and Mental Health.

15



Victinms of violence who seek help often feel
intimdated, shaned, stigmatized, retraumati zed and
si |l enced. Because i ndividual and comunity support is so
inmportant to recovery and/or healing, conmunity education
about viol ence against wonen is critical. Better education
-- of wonen, the health care community, and society in
general --is essential. Consunmers and providers al so need

educati on about nmanaged care and managed care contracts.

B> Staffing/ Connections. The core experiences of
psychol ogi cal trauma are di senpower ment and di sconnecti on
fromothers. Recovery, therefore, is based upon the
enpower ment of the woman and the creation of new
connections. (Herman, 1992).

One of the ways in which providers can di m nish the
survivor’s feelings of hel pl essness and increase a sense of
enpower ment is by increasing her range of choice.
Consuner/survivor/ ex-patients have shared over and over
again that “ what hel ped” themwere caring, supportive and
safe rel ationshi ps, and that nost often these rel ationships
were not found in traditional health, nental health and
subst ance abuse treatnent institutions. In fact, often sone
of the nost caring people were “ on the streets” doing
outreach and/or in nore non-traditional settings.

In a simlar vein, Schorr (1997) has witten: *“ Case
mangers find that famlies known to an al phabet soup of

agenci es remai n unhel ped until soneone finally is there |ong
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enough and is cl ose enough and persevering enough to forge
the kind of authentic relationship that helps to turn lives
around” (pg. 11).

For wonen, relationships are at the core of their lives
and their decision nmaking; i.e., a woman often wll| put her
needs after the needs of her partner, her children, and her
parents. It is inmportant that providers understand that
they need: to receive enhanced training regarding issues of
vi ol ence and wonen di agnosed with serious nental illness; to
redesign treatnent/recovery prograns within the context of
wonen’s lives; to understand the inportance of the use of
peer supports for the wonen; and to hire a nunber of

consuner/survivor/ex-patients as staff.

B> Training for Service Providers. Witing protocols
and telling providers to ask about abuse does not work.
Persuadi ng clinicians that routine inquiry, assessnent and
i ntervention about abuse constitutes the current standard of
care and then helping themto develop the skills and confort
needed to integrate this into routine practice is a slow and
| abori ous process. Understanding the obstacles faced by
both clinicians and wonen seeking care is essential to
integrating recognition and intervention into standard
clinical practice. The primary care sector needs better
under st andi ng regardi ng nmental health problens and trauma
and the nental health/addictive services sector nust do a

better job of recognizing the consequences of trauma
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Providers need to | earn specialized and client-sensitive
interview ng techniques to assess inpact of enotional

probl ens on revealing health care problens, particularly
when trauma, mental illness, and substance abuse can be
confoundi ng factors. Mental health professionals also need
to recogni ze and take responsibility for the trauma
experiences of their patients, either by making treatnent of
t hose problens part of the services they offer or ensuring
t hat connections and followup are in place for their

pati ents. Consuners/survivors/ex-patients should be an
integral part of designing the training curriculumand co-
facilitating the trainings.

Trainings need to include: sensitive interview ng
t echni ques, assessnent of prior and current trauma, practice
gui del i nes, partnerships with consunmers, issues of del ayed
stress; resources for wonen. Practice guidelines, simlar
to the restraint/seclusion guidelines, need to be devel oped
for di agnoses/assessnent. There is also the need for
certification that appropriate training has occurred;
provi ders shoul d denonstrate conpetency to work with wonen
with trauma histories.

Wil e a nunber of efforts have been made to introduce
donestic violence training into nedical schools (ACOG 1989;
AMA, 1992), nost of the training for primary care, nenta
heal t h, and substance abuse providers has not focused on the
i ssues of violence and trauma for wonen di agnosed with

serious nental illness. Practitioners need training in
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under st anding wonen with nmultiple needs, problens, and
vul nerabilities -- while al so understanding and eliciting

wonen’ s strengths and assets.

« Training and Practice Cuidelines
Froma policy perspective, it is necessary to explore
options to nove these elenents forward. These policies

coul d i ncl ude:

B> Developing criteria for state block grants regarding
I i nkage anong nental health, substance abuse, victim
services, and primary care prograns. These criteria should
be acconpani ed by practice guidelines regardi ng best
practices for wonen diagnosed with a serious nental illness,
wonen with histories of physical and sexual abuse, and wonen
with nmultiple vulnerabilities. The practice guidelines need
to include the recent work on Seclusion and Restraint by the

Massachusetts Task Force. (See Appendi x).

B> Practice guidelines need to differentiate between
popul ations of trauma survivors: (1) Wnen who experienced
abuse in chil dhood, adol escence, and/or adulthood; (2) Wnen
who experienced abuse and serious nental illness; (3) Wnen
who have histories of abuse, serious nental illness and

subst ance abuse.
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> The issue of failure to recognize trauna synptons in
the face of nental disorders was noted earlier. This
failure may not just reflect a lack of clinical skills, but
provider bias. A provider’'s know edge of a di agnosis of
past or present nental illness nmay | ead the provider to be
nore dism ssive of trauma synptons. Alternatively, signs
and synptons of trauma/victimzation can be
“ overinterpreted” as pathological or nental illness
rather than a consequence of trauma. Training needs to
include sufficient tinme on attitudes and skills building, as
wel | as know edge buil ding. Specialized internships could be

an additional training conponent.

B> The issues of culture, as well as the intersection
of race and gender in shaping responses to violence and
victim zation experiences, need to be integral conponents in
all training curricula and practice guidelines. 1In
addition, issues for |esbhian wonmen need to be addressed in

t he training.

> Legal Issues. @Gven the increasing nunbers of wonen
who face | oss of children and other violations of
civil/human rights as a result of stignma/discrimnation
associated wth psychiatric |abeling and past and/or present
abuse, training providers and C S/ X regarding the protection
of these rights, as well as avail able | egal resources, is

essenti al .
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> Graduate Educati on. G aduat e education at al
| evel s needs to adopt an interdisciplinary approach to care
that relates to biological, social, psychol ogical, and
spiritual needs of wonen. Educators, researchers, and
practitioners should re-examne curricula, research agendas,
and conpetencies with regard to the health/nental health of
wonen. The know edge base nust be broadened to include an
appreci ati on of basic biological differences between the
genders, as well as the denographic, psychosocial, econom c,
and environnental factors that affect wonen’ s heal t h/ nent al

heal t h.

Addi ti onal Practice |ssues

B> Al intrusive strategies including seclusion,
restraint, and forced nedi cation should be considered as
treatnment failures on the part of the provider. There
shoul d be careful nonitoring that other nore “ cal mng” and
or de-escal ati on techni ques have been explored conpletely

with the woman.

> There needs to be acceptance and legitimzation of

alternative treatnents, including acupuncture, hone visits

(for suicidality and other crises), etc.
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B> Best practices of peer support nodels need to be

di ssem nated to providers.

B> There needs to be recognition that
consuner/survivor/ex-patient interests may not be the sane

as those of famly nmenbers.

B> There is need for additional research on nedications
and wonen. This is inportant to ensure wonen’s safety, as
wel | as investigating the issue that newer drugs may be
safer but nore expensive (and therefore not reinbursed under

cost contai nment system)

e Eval uation and Qut cones

> New nodel s for conducting eval uations of prograns to
nmeet the needs of wonen di agnosed with serious nental
illness also need to be developed. 1In all evaluations and
out conme studi es, consuners/survivors/ex-patients should play
an integral role in devel opi ng study designs, designing
eval uati on neasures, assisting in training providers in
utilizing evaluation neasures, interpreting data, and
dissemnating results. For all evaluations, data privacy

shoul d be guaranteed. Legal and financial penalties for
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confidentiality violations should be part of continuous

surveill ance.

* Rei nbursenent/ I ncentive Design

W are at a crisis point in health, nental health and
subst ance abuse treatnent. Crisis is both a danger and an
opportunity. This should not be another “ m ssed
opportunity” . The danger is that wonen and wonen and
children will be harmed by cost contai nnent designs and
wel fare reform The opportunity is that we utilize the
dismantling of traditional services to put in place a nore
effective, nore sensitive, and “ caring” system This
means that we change practices, we change providers, we
change environnents, and we change policies. |In order to
truly have an effective systemof care, particularly for
wormen with multiple vulnerabilities, we need to not ignore
effective interventions and/or dilute themby cutting costs
i nappropriately. In addition, we need to ook at the “ rea
costs” in a long-term perspective -- and not for just four

year bl ocks of tine.

B> It is inportant to ensure that public reinbursenent
(Medi care, Medicaid) is of a sufficient |evel to cover the
extensive outpatient services (in-depth assessnent,
preventive care, case managenent, nedications,

transportation, child care) needed, as well as the
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additional tinme needed for wonen di agnosed with serious

mental illness and trauma history.

B> Rei nbur senent nechani sms that pronote continuity
(e.g., managed care) should be nonitored to ensure that they
provi de access to nedical, nental health and victimservices
specialists. There needs to be recognition of the potential
for times of crisis in the lives of wonen diagnosed with a
serious nental illness and of the fact that gatekeeping

functions nay exacerbate these crises.

B> As nuch as possible, hospitalizations should be
voluntary and wth the control of the consumer/survivor/ex-
patient. An advance agreenent specifying the circunstances
requiring treatnent, nedications, or hospitalization can be
quite hel pful. Involuntary treatnment should be considered
as a systens failure. If a woman is involuntarily
commtted, there should be a penalty to the provider. There
shoul d be incentives to keep wonen out of hospitals, unless
hospitalization is absolutely necessary; “ Necessity”
shoul d be judged by a Consumer Protection Commttee,
including a significant nunber of Consuner Representatives.
However, it should al so be noted that, sonetinmes it is also
difficult, under present cost containnent, to admt a wonan

into the hospital when she requests it.
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B> Oversight. In all managed care contracts, there
shoul d be an Oversight Commttee and an outsi de appeal s
process. Consuner/survivor/ex-patient representatives

shoul d be part of these processes.

B> Changes in health care delivery systens may inpair
efforts to deliver effective treatnents and create nore
integrated community care facilities for wonen. |Innovative
prograns serving women with co-occurring nental illness and
subst ance abuse and histories of violence and abuse may | ose
fundi ng under the push toward cost-containment. States

shoul d guarantee that these innovative prograns are funded.
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