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The Women’s Health Council 
 
 
 
The Women’s Health Council is a statutory body established in 1997 to advise 
the Minister for Health and Children on all aspects of women’s health. 
Following a recommendation in the Report of the Second Commission on the 
Status of Women (1993), the national Plan for Women’s Health 1997-1999 
was published in 1997. One of the recommendations in the Plan was that a 
Women’s Health Council be set up as ‘a centre of expertise on women’s 
health issues, to foster research into women’s health, evaluate the success of 
this Plan in improving women’s health and advise the Minister for Health on 
women’s issues generally.’ 
 
The mission of the Women’s Health Council is to inform and influence the 
development of health policy to ensure the maximum health and social gain 
for women in Ireland. Its membership is representative of a wide range of 
expertise and interest in women’s health.  
 
The Women’s Health Council has five functions detailed in its Statutory 
Instruments: 

1. Advising the Minister for Health and Children on all aspects of women’s 
health. 

2. Assisting the development of national and regional policies and 
strategies designed to increase health gain and social gain for women. 

3. Developing expertise on women’s health within the health services. 
4. Liaising with other relevant international bodies which have similar 

functions as the Council. 
5. Advising other Government Ministers at their request. 

 
The work of the Women’s Health Council is guided by three principles: 

o Equity based on diversity – the need to develop flexible and 
accessible services which respond equitably to the diverse needs and 
situations of women 

o Quality in the provision and delivery of health services to all women 
throughout their lives 

o Relevance to women’s health needs 
 
In carrying out its statutory functions, the Women’s Health Council has 
adopted the WHO definition of health, a measure reiterated in the Department 
of Health’s ‘Quality and Fairness’ document (2001). This definition states that  
 

‘Health is a state of complete physical, mental and social well being’. 
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 Gender and Mental Health 
 
Mental illness is now recognised to affect both genders in equal measure; 
however, it is widely accepted that women and men are affected by different 
problems and experience them in different ways.  One of the most robust 
epidemiological findings worldwide is that women are proportionately more 
susceptible to depression, being affected by it at twice the rate of men 
(Kornstein and Wojcik, 2002; WHO, 2004).  They are also more likely to 
experience two or more mental problems at the same time (WHO, 2001); 
suffer from eating disorders (Gucciardi et al., 2004); or attempt suicide (WHO, 
2000; Kornstein and Clayton, 2002).  On the other hand, men are twice as 
likely to be affected by alcohol or drug abuse, three times more likely to be 
diagnosed with ”antisocial personality disorder”, and are more likely to commit 
suicide (Prior, 1999; WHO, 2001).  However, there are no differences in the 
rates of severe mental illnesses like schizophrenia and bipolar depression.  
Mental health community surveys are not available in Ireland.   
 
A number of theories have been proposed for the gender differences in the 
prevalence of mental health problems and women’s greater vulnerability to 
depression.  These can be mainly subdivided into three broad categories: 
‘women’s bodies’ or biological theories, ‘women’s personality’ or psychological 
theories, and ‘women’s lives’ or social theories (Stoppard, 2000).  Biological 
theories underpin the ‘medical model’ of mental illness, and, in relation to 
women, usually refer to the concept of hereditability and the role played by 
their physiology in the origins and manifestations of mental illness.  However, 
the huge cross-cultural variations found in rates of depression call into 
question explanations based on a purely medical model. 
 
In fact, research suggests that, in relation to women’s mental health, 
psychosocial factors are equally or more important than biological ones 
(WHO, 2001).  When examining gender differences in psychological 
development, the significant role played by gender-specific socialisation and 
coping patterns has been highlighted (Nolen-Hoeksema, 1995; Busfield, 
2002).  Thus, the different mental health problems experienced by women and 
men are now thought to represent a gendered expression of shared 
underlying emotional difficulties.  These psychological developmental theories 
are supported by evidence from longitudinal studies, which show that 
differences in the mental health of boys and girls start to appear at the onset 
of adolescence, when adult social roles are adopted to a greater extent 
(Kornstein and Wojcik, 2002). 
 
Moreover, the 1998 WHO World Health Report stated that women’s health is 
inextricably linked to their status in society.  It benefits from equality and 
suffers from discrimination (WHO, 1998).  In Europe, female gender status is 
still a predictor of lower status, lower participation in decision-making and 
lower pay (European Commission, 2006a) . Women are disadvantaged also 
by the multiple roles they perform in society as carers, partners and workers, 
and, throughout their lifetime, women are also more likely to be affected by 
physical and sexual abuse (WHO, 2001), which can cause serious physical 
and mental health repercussions.  The psychological and emotional strain 
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caused by social factors is further exacerbated in cases of social 
disadvantage.  A consistent reverse relationship has been found between 
social class and mental health (Prior, 1999; WHO, 2003; Women's Health 
Council, 2003), and women are still at greater risk of poverty and social 
exclusion in the EU (European Commission, 2006a). 
 
Hence, what is needed is a greater contextualisation of mental health 
difficulties within current social realities.  This is especially true when 
analysing women’s most common mental health problems, which are critically 
influenced by gendered perspectives of women’s appropriate behaviour and 
role in society and by the endemic discrimination and disadvantage that they 
experience in daily life.   
 
Gender differences appear not only in relation to the kinds of mental health 
problems experienced by women and men, but also in their patterns of help 
seeking and treatment.  Women are more likely to seek help from and 
disclose mental health problems to their primary health care physicians.  In 
turn, their GPs are more likely to prescribe them drugs rather than refer them 
to psychiatric services.  It is estimated that women throughout Europe and 
North America are prescribed approximately twice as many psychotropic 
drugs per head as men (Busfield, 1996; Prior, 1999; WHO, 2001).   
 
Thus, mental health problems are clearly gendered.  It follows that treatment 
programmes and service provision need to adopt a gendered approach in 
order to be effective.  This has now been advocated in numerous women’s 
health publications internationally (Prior, 1999; WHO, 2001; Busfield, 2002; 
Morrow, 2003).  In order to address this inadequacy, mental health care 
services need to improve dramatically.  Moreover, they need to adopt a 
gendered approach that is women-centred, holistic, community-based, client-
driven and supported by advocacy services.  A review of the current service 
delivery for mental health problems shows that women in Ireland are mostly 
treated through primary care, however GPs receive very little specific training 
in mental health care (Copty, 2004).  Nevertheless, there is evidence that 
counselling and psychosocial interventions delivered through general practice 
can be effective (Bower et al., 2004; Huibers et al., 2004).  Moreover, women 
have been found to prefer counselling to medication and counselling services 
should be available and accessible to all women experiencing mental health 
difficulties (Batt and Nic Gabhainn, 2002).  The same applies to 
complementary therapies and self-help groups. 
 
Community care has also been found to be effective for mental health care.  
The services currently available should therefore be expanded and provide 
appropriate treatments for women.  Proper practical and financial support 
systems for carers need to be put in place.  In relation to inpatient settings, 
women have been reported to experience them as punitive rather than 
therapeutic.  Hence, increased attention to women’s needs is required, 
alongside greater patient involvement and self-determination in treatment.   
The use of multidisciplinary teams is also recommended.  Finally, 
rehabilitation services for women have been neglected and need to be 
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expanded to include housing provision as well as educational and 
employment programmes. 
 
In order to reduce the prevalence of mental health difficulties, greater 
emphasis should be placed on the role of mental health promotion.  Growing 
numbers of people experience increasing levels of stress, which is often a 
precursor of mental health problems, especially depression.  Worldwide, three 
main factors have been identified that contribute to the prevention of mental 
illness and especially depression in women: independence; financial security; 
and psychosocial supports (WHO, 2004).   
 
In conclusion, gender and all its implications and ramifications have to be 
considered in every aspect of service provision to women with mental 
illnesses, and taken into account from diagnosis, to assessment, planning and 
delivery of treatment and rehabilitation as well as evaluation of outcomes 
(Mowbray et al., 1998).  Increased multi-sectoral collaboration must also be 
promoted, as mental health is affected by many government policies, 
including, for instance, social services, education, employment, and housing.  
Moreover, the adoption of a ‘gender lens’ (Morrow and Chappell, 1999) will 
highlight the fact that it is never likely to be adequate to respond in purely 
clinical ways to mental health problems that originate partly or wholly in 
women’s lived experiences, from their lower social status, to their greater 
likelihood of stressful life events (Johnson and Buszewicz, 1996).   
 
 
 
Gender Equality 
 
The new Roadmap for equality 2006-2010 (European Commission, 2006b) 
lists “recognising the gender dimension in health” as one of its priority action 
areas.  Considering the importance of gender in metal health and mental ill 
health, as outlined above, this would be a very relevant area for action.  While 
the Commission has been a strong advocate of gender mainstreaming in 
other areas, such as employment and education, in health, gender and its 
effect, are still neglected factors.  Significant health inequalities persist in 
relation to gender in the treatment of non-gender specific illnesses, as well as 
access to services, as recently highlighted by the European Parliament report 
on ‘Gender Discrimination in Health Systems’ (Committee on Women's Rights 
and Gender Equality, 2005).  It is also crucial that the European Institute for 
Gender Equality, soon to be established, includes the activities in the health 
sector under its remit for the promotion of gender equality.   
 
An example of best practice in relation to gender sensitive health promotion 
within the European Union is Sweden’s public health policy (Ågren, 2003).   
This policy has a total of 11 objectives covering a wide breath of health-
improving initiatives in all government spheres.  Most of them, such as 
‘participation and influence in society’, ‘economic and social security’, 
‘healthier working life’ or ’health and medical care that more actively promote 
good health’, are relevant to the area of mental health. However, the real 
innovation is the commitment to a gender perspective in public health: 
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“A gender perspective, based on the different social  

situations  of men and women and the varying degrees of power 
and influence, must be an integral part of the entire public health 
policy”.          (ibid: 21) 

 
Gender mainstreaming, however, represents only one strand of the twin-track 
approach required to ensure significant health gain for women, who, as shown 
earlier, are at greater risk experiencing social and economic disadvantage, 
and gender-based violence than men.   Hence, the Commission needs to 
promote a dual strategy that incorporates gender mainstreaming as well as 
targeted programmes for women’s health needs (National Planning Forum for 
Women's Health, 2004).  This type of approach allows health organizations to 
avoid the potential disadvantages of, on the one hand, ‘ghettoising’ the health 
needs of women, and, on the other, eliminating women-only services in the 
name of ‘mainstreaming’ (Teghtsoonian, 1999). 
 
 
Research 
 
Research into all the relevant factors effective in mental health promotion 
strategies as well as mental ill health treatment must also be developed.  This 
research must be gender sensitive and include social as well as medical 
factors.  The current EU Commission project on European Community Health 
Indicators (ECHIM) must endeavour to gather extensive information on mental 
ill health incidence, prevalence, treatment patterns and outcomes.  Moreover, 
all relevant indicators must be gender segregated.  The same applies to the 
work of the Working Party on Mental Health. 
 
Finally, the European Commission must eliminate gender bias in the research 
it funds.  Traditionally, women have not been included in medical trials and the 
results of medical research on men have been generalised to women without 
sufficient evidence of applicability to women.  To rectify this situation, the 
American government has now taken steps to ensure that all publicly funded 
clinical trials be required to include sufficient numbers of women to permit a 
valid analysis of outcome data for gender differences.  More recently tracking 
systems have been implemented so that compliance with this policy can be 
monitored.  The European Commission must adopt a similar policy in relation 
to medical research in order to ensure that findings are sensitive the both 
biological and social differences between women and men. 
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