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ABSTRACT 
Background: A university-based counseling center 
for women, Isha Be-Shela, was established at Ben-
Gurion University of the Negev in 2008 based on multi-
cultural, feminist treatment models. Psychotherapy is 
provided by mental health professionals in a variety 
of treatment methods. Method: 122 cases from the 
first three years of operation were analyzed for 
demographic features, presenting problems, referral, 
type and length of treatment. two cases illustrate 
principles of gender and cultural sensitive therapy. 
Results: this analysis provides a cross-section of the 
mental health issues that Israeli women face and that 
propel them to seek mental health treatment. trauma 
was reported by 62% and a past or present health 
problem by 38%. limitations: the use of validated 
mental health assessment measures might provide 
a fuller picture of the range of presenting problems 
and treatment outcomes. Conclusions: the presence 
of an early trauma often accentuates women’s mental 
health distress and physical health and becomes an 
underlying issue in psychotherapy.
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BACKgROunD
A consistent feature of psychiatric epidemiology and 
of mental health care utilization is that women report 
more depression and anxiety disorders than men and 
seek care for mental health problems more often than 
men both in Israel (1-3) and abroad (4-9). The burden 
of biological, reproductive roles and concomittant hor-
monal changes and the exposure of women to adverse 
experiences such as poverty, child sexual abuse and 
blocked opportunities in education and the workforce 
are postulated as explanations for the higher prevalence 
of depression and anxiety disorders among women (3, 
8). In addition, it is more socially legitimate for women 
to express distress and seek help for mental health prob-
lems, while men sometimes mask their depression and 
anxiety through substance abuse and anti-social behav-
ior (1, 10, 11). In Israel these differences are particularly 
salient among marginalized groups, e.g., immigrants 
from the former Soviet Union and from Ethiopia and 
Arab groups (1, 12-15). A recent study of mental health 
service use among women showed that psychosocial 
risk factors such as unmarried family status, lack of 
suitable employment, low levels of educational attain-
ment, chronic illness and exposure to domestic or sex-
ual violence explained only part of the excess in service 
utilization. Even after controlling for these co-variates, 
female gender still remained a significant predictor of 
service use (1). Thus, there are unique aspects of wom-
en’s societal, working, familial and reproductive roles 
that increase their mental health risk and that require 
the development of both gender and ethnic sensitive 
modes of treatment (4, 8, 16-22). 

The Negev, the southern region of Israel, is the most 
sparsely populated region in the country. It includes a 
high percentage of immigrants, Jews from the former 
Soviet Union, Ethiopia, East and West Europe, North 
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Africa, and North and South America, as well as a large 
Arabic-speaking Bedouin (formally nomadic) com-
munity. Economically, it is an underprivileged region, 
with a high rate of unemployment. This constellation 
of socio-demographic profiles makes this region rather 
unique (23). Thus, many psychosocial risk factors, 
such as poverty, low educational attainment and a high 
proportion of immigrants are particularly acute in the 
Negev. A recent study demonstrated that approximately 
one-half of those who suffer from psychiatric disorders 
do not receive mental health services in Israel (24), but 
this situation is exacerbated in the peripheral areas such 
as the Negev where this rate is but one-quarter of those 
with emotional distress (25). 

gEnDER AnD CulTuRAlly SEnSITIVE ThERApy
An eclectic, yet unique approach to treatment devel-
oped out of the social consciousness and critique of 
traditional gender norms for women that began with 
the women’s U.S.-based movement the 1960s (26-28). 
Early psychologists focused attention on the way that 
traditional Freudian psychotherapy was a prism for 
understanding how society viewed and socially con-
trolled women (29, 30). With accumulating evidence, 
it became accepted that cultural gender norms, social 
locations and the distribution of power in society sig-
nificantly shape women’s mental health and their health 
in general (1, 6, 8, 15, 28, 31-34). Women often seek 
treatment due to sexual trauma but then are met by 
“more of the same” in the relationship with their male 
psychotherapist who exploits the therapeutic relation-
ship unethically (26-28). This gave further impetus for 
developing more open, democratic, trauma-informed, 
gender and cultural sensitive practice (26, 32, 35). 

This theory and research knowledge was the basis 
for the development of a local, Negev-based gender and 
culturally-sensitive practice for women. Our approach 
emphasizes the expertise and “voice” of each woman as 
she reflects on her unique needs and experiences, evok-
ing her strengths as resources in treatment rather than 
focusing on psychopathology (27, 36). Laura Brown 
posits, “Feminist practice aspires to the creation of an 
egalitarian relationship between therapists and clients. 
Clients are construed as possessing expertise and author-
ity about themselves, their lives and their needs. Therapy 
then becomes a process of empowering clients to iden-
tify and own that authority” (27, p. 465). Judith Worell 
articulated this stance relying on therapeutic goals that 
constitute the framework for psychotherapeutic work in 

our service (see Table 1) where five goals are common 
to all psychotherapy while others emphasize gender and 
culturally-sensitive practice (36). 

IShA BE-ShElA - DESCRIpTIOn OF ThE SERVICE
Through the aegis of the University’s Center for Women’s 
Health Studies and Promotion, Isha Be-Shela (“a woman 
in a place of her own,” freely translated) was established 
in August, 2008. The service was modelled after the 
Counselling Center for Women (CCW) which has oper-
ated services in Ramat Gan and Jerusalem as a freestand-
ing non-governmental organization (37). Isha Be-Shela 
is unique in Israel, as the academic setting allows for 
students to participate in training, research ideas and 
projects to percolate and access to the cutting edge of 
feminist theory and practice. We place an emphasis 
on: understanding gender as an organizer of social and 
cultural position, establishing collaborative therapeutic 
relationships with an appreciation that the client is con-
sidered the expert on her own life, integrating between 
mind and body in understanding the development of 
symptoms and promoting empowerment, self-care and 
self-nurturance in recovery. In general the therapeutic 
approach depends more on understanding the reasons 
for distress instead of concentrating on pathology and 
psychiatric labels. Thus, for example we understand the 
insidious nature of trauma experienced by women and 
disadvantaged groups as contributing to the unique pat-
terns of women’s distress (26, 28, 32, 37-39). 

Since its inception, more than 130 women (over the 
age of 18) have received ambulatory mental health ser-
vices, using a variety of treatment methods (dynamic ego 
psychology, short-term, long-term, narrative therapy, 

table 1. Therapeutic goals in Gender and Cultural Sensitive 
Therapy  (Worell, 2008 [36])

general goals in therapy:
1. Promote positive self-esteem and intrinsic value 
2. Increased comfort in daily functioning and reduction of distress 
3. Problem-solving: Use of relevant problem-solving skills
4. Personal control: perceived internal control/self-efficacy
5. Resource Access: Access/use of personal community resources

gender and culturally specific goals in therapy:
6. Gender/culture awareness: behavior informed by gender/culture 

power analysis
7. Self-nurturance: ability to meet needs, avoid abuse
8. Flexibility: Selectivity in use of behavior informed by one’s gender/

culture
9. Assertiveness: Respectful confrontation/refusal skills
10. Social Activism: Activity toward change for social justice
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psychodrama, art therapy, cognitive behavioral therapy). 
We have also conducted seven group interventions in 
areas such as women’s sexuality, parental coping, empow-
erment of women in development towns, and promotion 
of mental health among middle-aged women. 

Isha Be-Shela employs 15 part-time psychotherapists 
(including one male psychotherapist), all with MA or 
higher educational attainment in social work or psy-
chology, experienced in psychotherapy with women. 
Intakes are for the most part conducted by the second 
author and supervision is provided to the staff by both 
authors. A unique in-take procedure was developed to 
reflect both cultural sensitivity and an awareness of the 
impact of both biological (experience of pregnancy, 
abortion and childbirth) and trauma experiences (child 
sexual abuse, domestic violence and other types of vio-
lence and/or trauma). This is detailed below.

pROCESS OF REFERRAl AnD InTAKE TO IShA BE-ShElA
Following referral, the administrative coordinator con-
tacts the woman and explains the intake process and 
the cost of treatment. The prospective client is sent a 
self-administered background questionnaire based on 
questionnaires used in CCW and other mental health 
clinics to complete prior to the intake interview, which 
averages 90 minutes. The questions include: the present-
ing problem, reasons for coming to treatment, family 
and network history and relationships, health events, 
eating disorders, trauma history, sources of support and 
positive personal coping strategies and substance use. 

During the intake, these issues are expanded and 
we specifically address reproductive history includ-
ing pregnancy, abortion, birth and, if suitable, meno-
pausal symptoms are explored. Specific questions are 
asked about army service, educational frameworks and 
employment. Following intake, the best match between 
client and psychotherapist is made with the following 
factors taken into consideration: main issues identi-
fied in the intake, preferred and appropriate method of 
treatment, cultural and religious background, preferred 
language for treatment (Hebrew, Russian, English, 
Spanish and Arabic) and sexual orientation. Hours 
available to the patient are matched to suitable psycho-
therapists. Isha Be-Shela has been officially recognized 
as “gay friendly” by the Israeli Network of Gay and 
Lesbian Psychotherapists. Despite attempts to maximize 
the suitability between clients and therapists, if clients 
feel there is a lack of compatibility, they may request 
another therapist. This has happened five times in the 

past three years, suggesting a high rate of matches that 
seem to meet the clients’ needs.

This paper presents qualitative and quantitative data 
on the development of a university-based counselling 
program for women in the Negev that developed out 
of a deep understanding that Israeli women’s unique 
life experiences require the development of gender and 
cultural specific therapeutic skills. We report here on 
the first 122 cases of individual psychotherapy from the 
first three years of operation.

METhOD
Since the service opened until July, 2011 information 
was collected on all the clients (N=143) who completed 
an intake interview. Of them 18 (12%) did not continue, 
while three files had incomplete information. Data on 
the remaining 122 cases were entered from the in-take 
self-report questionnaires, the intake summary and 
the treatment files into SPSS (version 18) for analysis. 
Descriptive analyses were conducted using frequen-
cies, t-tests and chi-square analyses. All diagnostic and 
stressful life events are self-report variables (e.g., type 
of trauma, presenting problem) which then were devel-
oped into coding categories based the clinical judgment 
of the two authors based on prior research (40, 41) and 
a review of all the responses. The evaluations were made 
independently by the two authors and when there were 
cases of discordance, they were discussed until a single 
concordant code was generated. Two cases typifying the 
type of unique issues brought to gender and culturally 
sensitive treatment are presented and discussed. 

RESulTS
The population: It is largely young with an average age 
of clients of 32.8 (SD 11.9). The distribution of demo-
graphic features is shown in Table 2. The majority were 
native Israelis (77%), more than half were single (58%), 
the majority (68%) were working at either full or part-
time jobs. In spite of this, most still reported financial 
difficulties, and only 13% paid unsubsidized fees. The 
wide variety of ethnic and cultural groups and the eco-
nomic difficulties is a reflection of the populations of 
the Negev, although some populations are still unrep-
resented, such as Bedouin residing in the Negev. This 
is despite the presence of an Arab-speaking therapist 
on staff. 

The majority self-identified as heterosexual (93%) 
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tional level or ethnic origin (all chi square values NS, 
p<.27). The reasons for not starting treatment included: 
relocation to another place, economic difficulties, start-
ing treatment in another service and feeling ambivalent 
about starting treatment.

Treatment Issues: Approximately half (47%) heard 
about Isha Be-Shela by word of mouth, one-third (34%) 
were referred by a mental health professional and 19% 
had heard about it at lectures by the two authors or 
from seeing a brochure on the service. A little over 
half (56%) had previously been in psychotherapy, 
although only 28% had ever been treated in a psychi-
atric framework. Twenty-two percent reported that a 
family member had been in psychiatric care. Of the 23% 
percent of clients that reported receiving psychoactive 
drugs, 13% were currently still on anti-depressants or 
anxiolytics. Twenty-nine percent reported ever having 
suicidal thoughts, of them 10% still reported them, 7% 
reported a past suicidal attempt. Of the clients, 31% 
reported some type of substance use or addiction (14% 
food addiction, 6% recreational drugs, 5% cigarettes, 
3% alcohol and 3% some other type). 

The self-reported reasons for seeking treatment are 
shown in Table 3; 29.5% reported more than one rea-
son. The main reasons were, in general, affective distress 
(45%) including depression, anxiety, trauma, low self-
esteem, grief, reproductive events such as pregnancy 
loss or post-partum depression. 

A significant portion of clients reported childhood 
or recent stressful life events and 11.5% reported more 
than one event. No traumatic events that would qualify 
for DSM-IV criteria for PTSD were reported by 37.7% 
(46/122); however 66.2% had some traumatic event in 
the past, largely exposure to sexual or physical assault. 
Of the 122 clients reviewed, only two brought up trau-
mas in treatment that were not referred to in the intake 
process. 

Approximately half of the traumatic events happened 
during childhood, including sexual assault, incest, bul-
lying, parental separation and loss and personal injury 
or illness. Clients also reported being distressed over 
events that happened to significant others in their net-
work, such as illness, death or suicide (19%). A small 
portion reported significant traumatic health events 
(6%). However, in a separate question clients were asked 
directly about health problems; 38% had a health prob-
lem at present and 7% had a significant health problem 
in the past, the most commonly reported problems 
being endocrine (14.%), 11% neurological and 11% 

table 2. Description of the population
percent %

Age 20-29 60%

30-39 18%

40-49 8%

50-59 7%

60-69 7%

Birthplace Israel 77%

Former Soviet Union 8%

North America 4%

North Africa 3%

Ethiopia 3%

Europe 2%

South America 2%

Asia 1%

 Marital Status Single 58%

Married 28%

Divorced 8%

widowed 3%

Separated 3%

parity Have Children 39%

No Children 61%

work working full/part time jobs 68%

Not working 32%

Financial Status Financial difficulties 87%

No financial difficulties 13%

Army or national 
Service

Served 84%

Not served 16%

Education High School 18%

BA-student 35%

Completed B.A 24%

MA-student 11%

Completed M.A 7%

PhD-student 2%

Completed PhD 3%

Religion Jewish 94%

Christian 3%

Muslim 3%

Religiosity Secular 59%

traditional or religious 18%

No religiosity mentioned 23%

with 7% having other sexual orientations (gay, lesbian 
or transgender). All except four clients were female. 
Examination of the demographic features of those who 
dropped out of treatment after the intake shows that 
there were no differences on age, marital status, educa-
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reported a previous malignancy. Those who reported 
a past or present health problem were much more 
likely to also report a past traumatic event compared 
to those without health problems (72.7% vs. 53.7%, chi 
square=4.64, p<.05).

The treatment recommendations were eclectic; pri-
marily (56%) some combination of dynamic long-term 
therapy with CBT (32% for both, 16% for dynamic, psy-
chotherapy and 8% for CBT alone). Other treatment 
recommendations were short-term dynamic (12%), 
crisis intervention and supportive therapy (11%), fam-
ily oriented therapy (5%), grief work (5%), art therapy 
(7%) and psychodrama (4%). As of this point in time, 
50.8% were still in treatment with visits numbering 
from 1-115 (mean =25.1, SD=28.3). 

The average number of treatment visits for clients who 
completed treatment (20% or 25/122) is 17.2 (SD=13.5) 
and for those who left for other reasons (n=35), the 
average is 7.2 visits (SD = 7.0). Of those who left treat-
ment, the reasons were: 42% finished their treatment, 
16.6% had a financial reason, 13% felt stuck or dissatis-
fied with their treatment, 10% had trouble finding time, 
8.5% moved away, 5% left for another treatment frame-
work (public sector) and 5% the reason was unknown. 
Interestingly, the average number of treatments for those 
who did not report a traumatic event prior to begin-
ning treatment was almost twice the number of those 
who did identify earlier traumatic events before com-
mencing treatment (23.5 (SD=16.1) vs. 12.3 (SD= 8.9), 
t=2.23, df(23), p <.05). Those with past health problems 
had a higher average number of visits, 34.2 (SD= 38.5) 
compared to those with present health problems 15.3 
(SD=.22.5) and no health problems 18.2 (SD=19.2) 
(t=2.03,df(53), t=2.03,df(73) respectively, p<.05, for both 
post-hoc comparisons). Among those who completed 
their treatment (n=25), short-term therapy, CBT, crisis 
intervention and family therapy averaged 7.4, 8.2, 13.0 
and 15.0 sessions, respectively; dynamic and integrated 
CBT and dynamic averaged, 22.3 and 24.7 respectively. 
Grief work was the longest average treatment (33.5 meet-
ings). Those clients in art therapy or psychodrama either 
were still in treatment (27.8 or 29.5, respectively) or left 
for other reasons (and thus could not be calculated in the 
“completed treatment” group).

CASE pRESEnTATIOnS
Two cases were selected to illustrate the principles of 
gender and culturally sensitive therapy in conjunction 
with common issues that propel women into psycho-
therapeutic treatment. Identifying information has been 
modified to protect the identity of the clients. 

CASE 1 - REgInA
Regina, aged 35, married with two children, was born 
in the USSR and immigrated to Israel in 1991 with her 
husband and eldest son, now aged 15. Regina is mar-
ried to an engineer working in high-tech. Their daugh-
ter was born a year ago. She has a BA in economics 
and business administration and works full-time in a 
bank where she manages a financial group. The oldest 
of three, Regina grew up with strict parents who had 
high expectations of their children. She was an excellent 
student and excelled also in gymnastics. For two years 

table 3. Presenting problem (n=158, more than one answer 
possible)

 Type of presenting problem Frequency percent of 
problems

Affective distress 71* 45.0*

Depression 18 11.4

Anxiety 18 11.4

Grief 13 8.2

Low self-esteem 13 8.2

traumatic events 5 3.2

Post-partum depression 3 1.9

Pregnancy loss 1 0.6

Interpersonal disputes-conflicts 51* 32.4*

Interpersonal difficulties 6 3.8

Difficulties in family relations 9 5.7

Relationship issues partner 16 10.1

Difficulties finding a partner 10 6.4

Separation – divorce 10 6.4

Role transitions and daily function 23* 14.6*

Adaptive problems – feeling stuck 10 6.4

Perfectionism – control issues 4 2.5

occupational difficulties 9 5.7

Disordered eating 4 2.5

Somatization 3 1.9

Chronic illness 2 1.2

Sexual identity 2 1.2

Stress 2 1.2

Total 158 100.0

* Count and percentage for category group
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she was raised by her grandmother and would see her 
family only on weekends in order to allow her mother 
to return to work. 

Reason for the referral: Regina was referred from 
another mental health professional. Just prior to the 
referral, she had a series of conflicts with a fellow 
worker who substituted for her while she was on mater-
nity leave and who later tried to undermine her status 
at work by criticizing her as being too “soft” a manager. 

Presenting problems: Reported symptoms included 
recent sleep disturbances, lack of appetite with weight 
loss, lack of desire to do things, crying, reduced libido, 
a feeling of tightness in the chest, heart palpitations, 
diffuse physical pain, muscle aches, headache, and ner-
vousness. She reported also different types of fears: that 
her husband would leave her, something terrible will 
happen to her children, she will be fired from work, and 
will lose respect from her co-workers. 

Process of therapy: Short-term therapy (12 meet-
ings), using CBT (e.g., relaxation techniques, disput-
ing irrational thoughts, behavioral assignments from 
week to week), focused on anxiety symptoms reduc-
tion and psycho-education about her symptoms. 
Unique aspects of the feminist therapy included: 
focus on her work-related function rather than her 
choices of what to do as a mother and a non-judg-
mental approach to her priorities as a career woman 
and mother. The therapist carefully maintained a non-
judgmental stance regarding the differences between 
her own approach to balancing work and family and 
her client’s. There were repeated discussions about the 
meaning of a “good manager” – does she need to bully 
her employees in order to be recognized as such or 
can she have an alternative style of management? Does 
the role of manager require “masculine stereotypical 
behaviors”? The therapy ended when Regina reported 
her symptoms had subsided almost entirely and she 
had regained her former sense of control. This case 
especially emphasizes the goals #6, 7, 8 and 9 shown 
in Table 1 (gender/cultural awareness, self-nurturance, 
flexibility, assertiveness) along with general symptom 
reduction, problem solving, and promotion of per-
sonal control (2, 3 & 4).

CASE 2 - hAnnAh 
Hannah, 26, married for three years without children, a 
resident of a religious communal settlement (moshav), 
and working as a kindergarten teacher in her community. 

Reason for referral: Hannah came for treatment 

some nine months after a miscarriage at 32 weeks of 
pregnancy which necessitated a “still-birth” that was 
similar to giving birth to a live infant. Medical work-
up revealed a problem with clotting factors of which 
she had previously been unaware. She was referred by a 
nurse in her clinic.

Presenting problems: Hannah felt overwhelmed by 
her sorrow, cried a lot and found it hard to concen-
trate. She reported difficulty sleeping, lack of appetite, 
frequent crying spells, lack of energy to work with 
children, and fear of another pregnancy despite her 
desire for her own child. She fantasized about how the 
baby would have been and felt anguish seeing other 
pregnant women or babies. She felt that in the moshav, 
where her family also lives, there was no room for her 
grief. She frequently heard the phrases “G-d gives, G-d 
takes away,” “G-d works in mysterious ways” and that 
since something was wrong with the pregnancy she 
should be thankful. Her mother felt that she should 
immediately get pregnant again. She felt that nobody 
understood her feelings and was afraid to express her 
anger toward G-d. She was taken to a well-known 
rabbi who gave her his blessings and some talismans, 
but she did not feel encouraged by this.

Process of treatment: At the end of the intake, the 
patient asked to be treated by a psychotherapist from a 
religious background in order to allow dialogue based 
on greater sensitivity to her issues and social messages. 
The treatment focused on expression of grief and loss, 
giving legitimacy to anger over the situation and with 
G-d. Unique aspects of the feminist therapy: the treat-
ment focused on incorporating diverse aspects affect-
ing mental health including physical, social and spiri-
tual and gender and discussions of the social norms 
specific to her macro environment that made her situ-
ation even more difficult. The process of the therapy 
enabled Hannah to differentiate between the social 
expectations and her own internal feelings and expe-
riences, which sometimes clashed. After discussions 
with her psychotherapist, Hannah consulted with 
her local rabbi and conducted a ceremonial memo-
rial for her child at the one year anniversary of her 
infant’s “un-birth.” One month later, she reported she 
was pregnant again and preferred to continue psycho-
therapy to manage her anxieties until the next birth. 
During the year after giving birth to a son, therapy 
continued on a monthly basis to support coping with 
new motherhood. This case illustrates the judicious 
use of the first 8 goals in therapy (see Table 1). 
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DISCuSSIOn

Given the research indicating that the majority of users 
of mental health services are women and that there is a 
significantly lower rate of service use in the periphery 
(1, 24, 25), together with the documented reluctance 
of the population to attend psychiatric clinics (42), the 
establishment of women-focused mental health services 
in the periphery is particularly important. This paper 
reviewed the unique treatment approaches and the 
variety of treatment options offered by Isha Be-Shela, 
the heterogeneous nature of the populations served, 
and illustrated some of the ways these methods are 
expressed in two representative case examples. 

Childhood trauma, particularly sexual trauma, is often 
the precursor of somatic symptoms that develop over the 
life course (43-46). Recognizing the long-term effects of 
trauma have made this an important focus in psycho-
therapy. In our women-centered approach to treatment, 
women are asked direct questions about trauma both as 
part of the self-administered questionnaires and dur-
ing the intake. This shows clients that the subject can be 
addressed openly and it is valid and important to address 
these issues in treatment. The negligible number of cli-
ents who reported traumas during treatment that were 
not reported in the intake provides further validation of 
our methods. The ability to recall traumatic events was 
found to be related to past and present health problems 
which were common among women coming for psycho-
therapy (46, 47).

We found that women with chronic health condi-
tions were not asked about their trauma histories in 
earlier medical encounters although there is ample 
evidence that chronic illness is a frequent outcome of 
repeated trauma and chronic stress (44, 46, 47). The 
medical system tends to see women who somatize their 
distress as mentally disturbed and in need of psychiatric 
treatment, especially medication. We feel that focused 
psychotherapy can also be beneficial, as our results 
demonstrate.

The unique aspects of the service described here dif-
fers from the Counseling Center for Women in that 
it generates academic research and publications (2, 3, 
47-53), it serves as the training site for mental health 
professionals and it provides a significant contribution 
to the mental health services in the underserved Negev 
periphery. Until now, we have not had the staff and eco-
nomic resources to engage in community social activ-
ism and outreach, although this is one of our long-term 

goals in keeping with the principle “the personal is the 
political” (54). While those who sought treatment rep-
resent a wide diversity of clients, there are still sectors 
such as the very religious or Arab-speaking women that 
use ambulatory services rarely and for whom focused 
outreach is recommended.

We have been exploring the use of standardized (2) 
and newly validated assessment procedures for the ser-
vice (54), based on earlier work on assessing the efficacy 
of mental health treatment of women (38). This could 
add empirical data to evaluate the success of treatment 
but needs to be introduced before and after treatment 
to be effective. We are currently evaluating the impact 
this may have on the treatment process. 

This evaluation of three years of work in a new men-
tal health service serving women in the periphery shows 
that there is a demand for services that are offered at 
reasonable fees. The current policies of the HMOs to 
subsidize a small number of treatments would not be 
sufficient to meet the needs of most who seek treatment. 
There is a need to apply the principles of culture and 
gender-sensitive treatment and make psychotherapy 
accessible to a wider audience of those in distress.
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