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Gender Matters in Mental Health:
An Initial Examination of Gender-Based Data

EXECUTIVE SUMMARY
The Women’s Mental Health Policy Council

(WMHPC) is an independent, nonprofit research
and advocacy organization that seeks improvements
intended to ensure effective, gender-specific, cultur-
ally sensitive mental health services for women and
girls in California.

The WMHPC has prepared this report as an ini-
tial analysis of readily available gender-based data
concerning women’s mental health needs and their
utilization of public mental health services.  The data
reveal differences between females and males in the
use of mental health services. Most notably, females
under age 40 are less likely than males to receive
mental health services. Analysis of the data in this
report reveals that this finding is consistent for the
Medi-Cal population, the population served
through the Chapter 26.5 Special Education man-
date and the public mental health population as a
whole.

In FY 00/01, among Medi-Cal mental health cli-
ents under 60 years of age, the average cost per cli-
ent across all services, including both inpatient and
outpatient services, was lower for females than for
males.  Additionally, female clients are less likely
than males to receive medication support services.

Three ethnic specific studies on females and
mental health were also reviewed. These studies
were: Unheard Voices: Findings from the California Black
Women’s Health Project Survey of 2000-2001, by the
California Black Women’s Health Project, Breaking
the Silence A Study of Depression Among Asian Ameri-
can Women, by the National Asian Women’s Health
Project, and The State of Hispanic Health, by the Na-
tional Coalition of Hispanic Health and Human Ser-
vices Organizations (COSSMHO)1. These three eth-

nic specific studies provide some preliminary infor-
mation on the barriers to access and quality of care
for Black, Asian American and Hispanic females.

These examinations of mental health data by
gender and ethnicity are the initial steps in learning
more about mental health needs, access to services
and outcomes for girls and women.  Further study
is needed to understand the reasons for the gender
and ethnic differences identified.

Preliminary recommendations in this report include:

• The Department of Mental Health (DMH), in col-
laboration with the WMHPC, initiate a program
with counties and advocacy groups to increase
awareness of the nature and prevalence of girls’
and women’s mental health issues and examine
ways to increase identification, referrals, and ser-
vices for females.

• The DMH Quality Improvement Council under-
take a study to examine the access discrepancies
between females and males.

• The DMH use gender as a routine variable in all
data that the Department publishes.

• The DMH have gender as a routine variable in
the data obtained through the current data match-
ing project with California Department of Social
Services (CDSS).

• The DMH pursue or create opportunities for other
integrated data projects similar to the CDSS
project.

• At the next revision of CSI or as soon as it is prac-
tical, DMH add a data element to determine how
many clients are raising children or caring for
partners or parents.

• The DMH actively participate in population-
based women’s health studies such as the Cali-
fornia Health Information Survey and the
Women’s Health Survey.

“Females under age 40 are less
likely than males to receive

mental health services.”

1 Now known as the National Alliance for Hispanic Health, see:
www.hispanichealth.org.
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• The WMHPC pursue funding to analyze service
and outcome data by gender and race/ethnicity.

• The WMHPC pursue investigation of other stud-
ies that have been conducted regarding the state
of mental health issues for California Latinas.

• WMHPC pursue collaborative relationships with
Latino/a health organizations to embark on a
study of mental health issues for Latinas in Cali-
fornia.

• The WMHPC work collaboratively to prioritize
and implement the recommendations in the eth-
nic specific studies cited in this report (see ap-
pendices for specific recommendations).

BACKGROUND
Research has found that mental disorders affect

women and men almost equally.  However, mental
health professionals generally agree that women and
men face divergent mental health challenges. Ac-
cording to the National Institute for Mental Health
(NIMH), certain disorders affect women much more
commonly than men2:

• Depressive disorders afflict more women (12.0%)
than men (6.6%) each year.

• Major depressive disorders afflict more women
(6.5%) than men (3.3%) each year.

• Approximately twice as many women as men
suffer from panic disorder, post traumatic stress
disorder (PTSD), generalized anxiety disorder,
agoraphobia and specific phobia.

• Almost equal numbers of women and men have
obsessive-compulsive disorder and social phobia.

• Women are much more likely than men to de-
velop an eating disorder.  An estimated 85% to
95% of people with anorexia or bulimia are fe-
male.  These two disorders affect approximately
2% of adolescent girls.

The CalWORKs Project3 research interviews con-
ducted in 1999 and again in 2000, with 643 randomly
selected TANF single female heads of household in
Kern and Stanislaus counties in California revealed
that:

• Overall prevalence of any of five mental health
diagnoses (major depression, generalized anxiety,
PTSD, panic disorder or any of several specific
phobias (social phobia or agoraphobia) was 38%
in this interview population.

• Twenty-six percent had serious mental health
problems at either or both interviews.  Of these,
49% had received services by the second-year in-
terviews.

• Thirty-two percent of the women interviewed
reported a serious domestic violence issue.

• A serious alcohol or drug problem was reported
by 17% of the study population.4

• Ten percent had serious difficulties in at least two
of the above areas.5

2NIMH Research on Women’s Mental Health:  Highlights FY 1999-
FY 2000.

3 The CalWORKs Project is a collaborative effort of the California
Institute for Mental Health (CIMH), Children and Family Fu-
tures (CFF) and the Family Violence Prevention Fund (FVPF).
The Project provides policy and practice-relevant information
about CalWORKs participants having mental health, alcohol and
other drug, and domestic violence issues.

4 The CalWORKs Research Project used the following definitions:
“serious mental health problem” was defined as a symptom se-
verity score on the BASIS-32 equivalent to that for clients enter-
ing treatment at outpatient clinics; “serious domestic violence
issue” was defined as physical injury, stalking, threats by the
abuser to kill the female victim or to commit suicide, threats to
kidnap the victim’s children or to call Child Protective Services,
and preventing the female victim from working or harassing her
at work; and “serious alcohol or drug issue” was defined as a
diagnosis of either dependence or abuse.

5 Mental Health, Domestic Violence and Substance Abuse, CalWORKs
Project Policy and Practice Brief, Number 1, April 2002, Califor-
nia Institute for Mental Health
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for public mental health services is most closely de-
fined as that population which is under 200% of
poverty, including the Medi-Cal population.  Based
on census data from the Current Population Survey,
March 2002 Supplement, produced by the Califor-
nia Department of Finance, females constitute ap-
proximately 52% of the 11,386,000 individuals that
have incomes below 200% of the poverty threshold.

Public Mental Health Utilization Data

Utilization by Gender and Age
According to the California Department of Mental

Health’s Client and Services Information System (CSI),
in FY 01/02, the penetration rate6 for the total mental
health population (both Medi-Cal and indigent) was 5.02
for females, and 5.82 for males. Although this difference
does not seem large, it is quite significant.  For example,
if you take 1,000,000 people, that ratio indicates that
50,200 females would be treated compared to 58,200
males, a difference of 8,000 people. Furthermore, analy-
sis of the data by age reveals that girls are not accessing
the system at the same rate as boys are.  Table 1 shows
that penetration rates of young women and men are
not similar until after the age of 17.

A 1998 study of PTSD among female juvenile
offenders at the California Youth Authority School
in Ventura found that the presence of PTSD among
incarcerated female delinquents not only was higher
than in the general population, but it was also higher
than the rate of this disorder in the incarcerated male
delinquent population.  In addition, this study
found that boys were more likely to be traumatized
as observers of violence, while girls were more likely
to be traumatized as victims of violence.

GENDER-BASED DATA

Population Data
According to California Department of Finance

estimates, the population of California was
35,802,238 on July 1, 2002.  Of this total, 17,818,043
(49.8%) were female and 17,984,195 (50.2%) were
male.  The California Medi-Cal population in FY 00/
01 totaled 5,666,515, of which 57.7% were female
and 42.3% were male.  The total population eligible

“Boys were more likely to be
traumatized as observers of

violence, while girls were more
likely to be traumatized as

victims of violence.”

Table 1. Penetration Rate by Gender and Age Group in FY 01/02 - CSI Data

FEMALES MALES

Age Population Clients Penetration Population Clients Penetration
Below 200% Served Rate Below 200% Served Rate

of Poverty of Poverty

Total 5,962,000 299,515 5.02% 5,425,000 315,950 5.82%

0-17 2,008,000 70,240 3.50% 2,100,000 113,647 5.41%

18-64 3,187,000 216,214 6.78% 2,889,000 195,634 6.77%

65+ 767,000 13,061 1.70% 436,000 6,669 1.53%

6 “Penetration Rate” is a term commonly used in managed care to
describe the percentage of eligible plan members that use the
managed care plan.  In this instance, the penetration rate is de-
fined as the number of individuals receiving at least one mental
health service during the year divided by the estimated number
of individuals with incomes below 200% of poverty for that year.
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A similar pattern exists for Medi-Cal eligible
women and girls. Overall, of the 347,911 Medi-Cal
clients served by the public mental health system in
FY00/01, 52.5% were  female and 47.5% were male.
Table 3 shows the Medi-Cal penetration rates for fe-
males and males across several age categories and
the total number of Medi-Cal clients served.  For ages
0-17, 18-20, and 21-39, proportionately fewer females
access mental health services.  In the 40-59-age cat-
egory, access to services for females and males is
equal.   Females ages 60+ have a higher access rate.8

This low pattern of mental health access is of
particular concern for women ages 18-39 because
rates of serious depression in women are highest
during the child-bearing years and are double that
of men.  This data warrants further study, since it
appears that when women are at the highest risk of

serious debilitating depression and at
the most critical time in their
childrearing responsibilities, they
might not be accessing the services
they may need.

Fewer dollars are spent on mental
health services for females than for
males.  Table 4 illustrates that
expenditures per female client
average 9% less than expenditures
for male clients in the 0-17-age
group, and 23% less than
expenditures for male clients in the
18-20-year age group. While money
may not equate with quality, resource
distribution is an important indicator
of access to services.

In FY 01/02, a total of 616,508 individuals uti-
lized mental health services in the public system.
Of the 616,105 mental health clients with a desig-
nated gender of either male or female, 49% were fe-
male and 51% were male7.  Of the total served,
268,194 individuals, or almost 44%, were not  Medi-
Cal clients and were funded through county men-
tal health realignment funds or other funding
sources such as CalWORKs. Consistent with the
overall ratio of Medi-Cal vs. non-Medi-Cal reim-
bursed services, the group receiving treatment
funded by non-Medi-Cal dollars consisted of 44%
females and 56% males.

Table 2 shows that in FY 01/02, while females
represented just over 52% of the population below
200% of poverty, they represented slightly less than
49% of the total mental health population served.
This difference is even more pronounced in figures
for utilization by younger women and girls. While
females represent just fewer than 49% of the 0-17
age range in the population segment below 200% of
the poverty threshold, the percentage of females in
the same age range who received mental health ser-
vices was just over 38%. The percentages of females
in this population and females receiving mental
health services is the same for the 18-64 age group.
In the 65 and over age group, approximately two-
thirds of those receiving services are female.

Table 2. Percentage of Clients Served Compared to the 200
Percent of Poverty Population, by Gender and Age Group –
FY 01/02 – CSI Data

Age Of total below Of total mental
Group 200% of poverty, health population

 percentage served, percentage
who are female who are female

All Age Groups 52.4% 48.7%

0-17 48.9% 38.2%

18-64 52.5% 52.5%

65 + 63.8% 66.2%

7 Four hundred fifty-four individuals’ gender was “unknown” and
43 were designated as “other”.  For the “total served” in this
report, we have used the total of individuals with a gender des-
ignation of either “male” or “female”

8 The penetration rates for older adults may be low because many
of them also receive Medicare funded services.  This data only
shows Medi-Cal funded services.
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Access by Gender and Race/Ethnicity
Table 5 shows the percentages of females ver-

sus males served in the public mental health sys-
tem by race/ethnicity for FY 01/02. Caution must
be used in drawing conclusions from this data, as
the numbers are low in some groups. Of the 616,105
total clients served, 49% were female and 51% were
male. Looking at this data by ethnic group, it can be
seen that the proportion of Caucasians and Filipi-
nos accessing services is divided equally between
males and females. Among the Hispanic, African-
American and Samoan populations however, the
percentage of females utilizing services is smaller
than males.  Conversely, in the remaining race/
ethnicity groups the percentages of females using
mental health services is higher than males. This
information highlights some gender differences by
race/ethnicity which warrant further study.

Table 3. Medi-Cal Penetration Rate by Gender and Age Group in FY 00/019

FEMALES MALES

Age Aver. monthly Clients Penetration Aver. monthly Clients Penetration
Medi-Cal served rate Medi-Cal served rate
eligibles eligibles

Total 3,268,979 182,753 5.59% 2,397,521 165,158 6.89%

0-17 1,350,246 52,096 3.86% 1,396,546 77,212 5.53%

18-20 165,623 5,663 3.42% 92,449 5,571 6.03%

21-39 814,542 46,296 5.68% 324,254 32,132 9.91%

40-59 417,429 62,409 14.95% 292,050 41,998 14.38%

60-64 69,267 8,353 12.06% 49,099 4,547 9.26%

65+ 451,871 7,936 1.76% 243,121 3,698 1.52%

Unknown 1 1

Table 4. Average Mental Health Medi-Cal
Cost per Client For All Services by Gender and
Age Group - FY 00/01

Age Group Females Males

Total $2,978.77 $3,856.45

0-17 3,871.06 4,257.64

18-20 3,259.80 4,209.75

21-39 2,649.63 3,964.80

40-59 2,711.92 3,375.20

60-64 2,036.56 2,011.44

65+ 1,931.19 1,740.24

Unknown
9 The Medi-Cal penetration rate is derived by dividing the number

of individuals utilizing mental health services during the fiscal
year by the average monthly Medi-Cal eligible recipients for that
year.
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Children’s System of Care
(CSOC) Interagency Enrollee
Based Data Program

As a result of the FY 02/03
Budget Act, the California State
Department of Mental Health
(DMH) is required to provide
outcome data on individual chil-
dren enrolled in the Interagency
Enrollee-Based Children’s Sys-
tem of Care (IEBP/CSOC) initia-
tive. This initiative requires coun-
ties to identify a specific group
of children to be served and spe-
cific outcomes to be identified
and measured. As of May 2003,
the State has information on
3,198 children and adolescents
enrolled in the CSOC database.
These are youth who are in-
volved in multiple agencies and
typically present with the most
serious emotional disorders. Ap-
proximately 98% of these youth
are between 5 and 18 years of
age, with approximately 70% in
the 12 through 17-year age
group.  Of the total youth en-
rolled in CSOC, only 998 (31.2%)
were female.

Table 5. Percentage of Clients Served by Gender and Ethnicity in
FY01/02 –CSI Data

Total Number Female % Male %
of clients

TOTAL  616,105 49% 51%

RACE/ETHNICITY

Caucasian  271,440 50% 50%

Filipino  4,960 50% 50%

Hispanic  137,010 47% 53%

African-American 103,224 45% 55%

Samoan 298 40% 60%

Cambodian 3,772 62% 38%

Laotian 2,318 62% 38%

Other Asian or Pacific Islander 8,011 58% 41%

Guamanian 173 57% 43%

Japanese 1,234 56% 44%

Hawaiian Native 156 56% 44%

Korean 2,169 55% 44%

Amerasian 535 55% 45%

Vietnamese 6,906 54% 46%

American Native 5,304 53% 47%

Chinese 5,098 52% 48%

Asian Indian 668 51% 49%

Multiple 14,858 50% 50%

Other 8,213 50% 49%

Unknown 39,758 51% 49%

“Of the total youth
enrolled in CSOC,
only 998 (31.2%)

were female.”
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Table 6. Diagnoses of CSOC Enrollees by Gender

Diagnosis Female Male Total

ADHD 7.9% 16.9% 14.1%

Disruptive Behavior Disorders 20.5% 33.1% 29.2%

Schizophrenia & Other Psychotic Disorders 3.1% 3.2% 3.2%

Bipolar 10.3% 8.2% 8.9%

Depression 32.1% 15.8% 20.9%

Adjustment Disorder 8.2% 7.5% 7.7%

Anxiety Disorder 13.4% 10.1% 11.1%

Other MH 2.7% 4.2% 3.8%

Deferred/Missing 1.7% 1.0% 1.2%

Total 100.0% 100.0% 100.0%

Table 6 shows the CSOC youth by diagnosis and
gender.  Consistent with most research data, this
table shows that girls tend to have more internaliz-
ing disorders, such as depression, while boys have
more externalizing disorders such as ADHD and dis-
ruptive behavior disorders.

Mental Health Utilization by Youth
Receiving Services Under Their
Special Education Plans

An even greater gender differ-
ence exists within another subset of
the public mental health popula-
tion.  Youth between 0 and 21 years
of age served under Chapter 26.5
of the Education Code and need
mental health services to benefit
from their special education plans
were primarily male.  In FY 00/01,
of the 27,645 youth served under
this mandate only 7,210 (26%) were
females.

Medication Services for Youth Ages 0-19

Overall, fewer young female clients receive
medication support services than young males.
In FY 2000/2001, approximately 33% of males

age 19 and under receiving ser-
vices had a least one medica-
tion support service as com-
pared to 27% of females.  Table
7 shows a more detailed break-
down by gender for several
age groupings of  gir ls  and
boys. Of the total clients under
age 15 receiving at least one
medication support service,
the percentage of female cli-
ents is smaller than male cli-
ents.  Further study is needed
to understand the reasons for
this gender difference.
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Performance Outcomes
Welfare and Institutions Code Section 5613 re-

quires the Director of Mental Health to report county
data to the Legislature using established perfor-
mance measures.  For FY 01/02, the general find-
ings were that females were slightly more satisfied
than males on the service satisfaction, access, and
appropriateness subscales of the Mental Heath Sta-
tistics Improvement Project (MHSIP) Consumer
Survey, but less satisfied on the “outcomes” subscale
which addresses questions regarding quality of life.
This finding is corroborated on the Quality of Life
(QOL) instrument, where findings indicated that
women are less satisfied than men in quality of life
areas including satisfaction with living situation,
leisure activities, daily activities, social relationships,
family relationships, finances, safety and health.

Findings from Ethnic Specific Studies on
Females and Mental Health

The California Black Women’s Health Project
study, Unheard Voices: Findings from the California
Black Women’s Health Project Survey of 2000-200110,
found the following:

• Mental health was a primary concern for respon-
dents.

• Of those responding, 84% believe faith and spiri-
tuality influence their health outcomes.

• Respondents reported feeling overwhelmed by
the pursuit of perfectionism, meeting goals, me-
diating family conflicts and challenging the criti-
cisms and doubts of others.

• Respondents reported overwhelmingly that they
felt stress and pressure juggling family, work and
societal pressures.

• Of those respondents 40–59 years of age, 90% be-
lieved violence negatively affected their health.

Table 7. Young Clients Receiving At Least One Medication Support Service in FY01/02 —CSI Data

FEMALES MALES

Age Clients with Clients with Percent Clients with Clients with Percent
any service med support clients with any service med support clients with

med support med support
service service

Total 78,573 21,364 27.19% 125,027 41,495 33.19%

0-4 3,697 253 6.84% 5,163 604 11.70%

5-9 15,879 3,442 21.68% 29,261 9,834 33.61%

10-14 27,858 7,826 28.09% 45,992 16,976 36.91%

15-19 31,139 9,843 31.61% 44,611 14,081 31.56%

“Of those respondents 40-59
years of age, 90% believed
violence negatively affected

their health.”

10 California Black Women’s Health Project (CABWHP), Unheard
Voices: Findings from the California Black Women’s Health Project
Survey of 2000-2001, 2002.



Gender Matters in Mental Health: An Initial Examination of Gender-Based Data  •  February 2004 9

• Respondents reported that coping with racism
and sexism further exacerbates the mental and
emotional stress they must endure.

• Physical violence had been experienced by 33%
of respondents.

• Respondents identified race and gender of their
health care provider as critical in improving com-
munication and quality of care.

• Teenage respondents were skeptical about the
conventional mental health system and believe
they encounter stigma when seeking treatment.

Findings from the National Asian Women’s
Health Organization (NAWHO) study on depres-
sion, Breaking the Silence A Study of Depression Among
Asian American Women11, found that:

• Asian American women who have low self-esteem
and perceive that they do not have control over
their own lives are at high risk for depression.

• Conflicting cultural values can interfere with Asian
American women’s sense of control over their lives.

• Asian American women often place greater pri-
ority on familial obligations than on their personal
needs.

• Feeling responsible, yet unable to meet idealized
and unrealistic standards set by families and soci-
ety contributed to low self-esteem among study
group participants.

• Asian American women face mental health stigma
when attempting to cope with their depression.

• Asian American women witness depression in
their families, yet they adhere to the cultural norm
of silence and avoid seeking help.

• Asian American women are hesitant about using
mental health care not only because it would
stigmatize them, but even more so because they
believe it would bring shame to their families.

The National Coalition of Hispanic Health and
Human Services Organization (COSSMHO) study,
The State of Hispanic Girls12, found:

• Hispanic girls are the largest ethnic girls group
in the United States and are projected to remain
so for the next 50 years.

• Hispanic girls do not constitute a monolithic
group, but include Mexican, Puerto Rican, Cu-
ban, Central and South American.

• Hispanic girls lead girls nationally in alarming
rates of teenage pregnancy, suicide, alcohol and
drug abuse and self-reported gun possession.

• One in three Hispanic girls report seriously con-
sidering suicide, the highest rate of any racial or
ethnic group.

• Maintenance of traditional cultural values and
norms is important in buffering Hispanic girls
from high-risk behaviors.

11 National Asian Women’s Health Organization (NAWHO), Break-
ing The Silence A Study of Depression Among Asian American Women,
2001

12 National Coalition for Hispanic Health & Human Services Orga-
nization (COSSMHO), The State of Hispanic Girls, 1999.

“One in three Hispanic girls
report seriously considering

suicide, the highest rate of any
racial or ethnic group.”

“Conflicting cultural values
can interfere with

Asian American women’s
sense of control
over their lives.”
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Other Mental Health Data
There are other sources of women’s mental

health data.  Information from these sources is pre-
sented in the Appendix.  These include the Califor-
nia Health Information Survey (CHIS), the Califor-
nia Women’s Health Sur-
vey and the California
Healthy Kids Survey
(CHKS). In addition, the
California Board of Cor-
rections produces a quar-
terly Juvenile Detention
Profile Survey by gender
that includes not only de-
tention information, but
also information about
open mental health cases
and the numbers of de-
tained juveniles receiving
psychotropic medications.

ISSUES AND QUESTIONS
At the present time, only descriptive mental

health data is available.  Young and adolescent girls
are not accessing mental health services at the same
rates as their male counterparts. Many factors may
account for this. Agencies that refer large numbers
of youth for mental health services, such as schools,
the juvenile justice system and the child welfare
system, refer many more boys than girls. This may
be because boys tend to “act out” and be more dis-
ruptive, but no information exists to confirm
whether young girls need services that they are not
now accessing.

Also, very little is known about the reasons for
the medication use differences among males and
females. This could be due to less need for medica-
tion services, lack of identification of a need for such
services, an unwillingness of girls to seek or receive
these services, or unavailability of services. Finally,
there is no information why women between the
ages of 21 and 40 who are receiving Medi-Cal are
not accessing the mental health system at rates one
might expect, given their increased risk for depres-
sion during these years and their increased child
rearing responsibilities.

Also of importance is the gender-based data
that is not available. Critical data on the multiple
roles women play in society is missing. The state
has no data on the caregiving roles and responsi-
bilities of women in the public mental health sys-

tem. There is no data to
show the number of
women in the mental
health system who are car-
ing for children, who have
had children but have lost
custody of their children,
or who may be caring for
their elderly or disabled
partner or parents.

WMHPC believes that
effective services are inte-
grated services, yet inte-
grated data is not available
that provides information
on mental health issues for

women and girls across systems, such as substance
abuse, primary care, domestic violence, child wel-
fare, CalWORKs, education, and juvenile justice.
Data within these other systems are often not pre-
sented by gender and are not integrated with men-
tal health data, preventing advocates and policy
makers from relating data across systems. The Cali-
fornia Department of Mental Health (DMH) and the
California Department of Social Services (CDSS)
have just begun a data-matching project that poten-
tially could yield cross-system data.  Under an ini-
tial matching effort, 55% of youth in the Foster Care
database also appeared in the DMH database.

In the absence of data documenting the prob-
lems of specific groups of people, the people and
their problems remain invisible. Without knowing
the number of women in the mental health system
who have parenting responsibilities, knowing the
struggles of these families and the supports they
need becomes impossible. Help only comes if their
children present with problems in school or child
protective services becomes involved. Without in-
tegrated data to identify the numbers of women with
mental health, substance abuse and domestic vio-
lence issues, they remain invisible but frequent us-
ers of the public system.
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SUMMARY AND
RECOMMENDATIONS

The mental health data in this report provides
some initial information on access to mental health
services by age, gender, and race/ethnicity.  Mental
health data is not routinely reported and analyzed
by gender.  This analysis of data by gender reveals
several trends:

• Data for the total public mental health popula-
tion indicate that in the young and formative
years of girls’ lives they are less likely to access
mental health services than boys are.

• Medi-Cal clients show a similar pattern to that of
the total population utilizing mental health ser-
vices. Only after age 40 or above does utilization
for females equal or exceed that of men and boys.

• Data on youth served through the Chapter 26.5
special education mandate show an even more
dramatic pattern, with boys being served at a 3
to 1 ratio to girls.

• Medi-Cal data also indicate that more money is
spent on average for each male served than for
each female served.

• While not quite as pronounced as in the special
education area, only 37% of the youth in CSOC
enrollee based programs are female.

• Data in Table 5 for gender and ethnicity breakouts
shows that Caucasian and Filipino females and
males receive equal service. Hispanic, African
American and Samoan females are served at
lower rates than males, while in all other report-
ing ethnic groups, females are served at higher
rates than males.

The initial analysis of available data indicates a
need for several responses.  Preliminary recommen-
dations from the WMHPC are:

• DMH, in collaboration with the WMHPC, initiate
a program with counties and advocacy groups to
increase awareness of the nature and prevalence
of girls’ and women’s mental health issues and
examine ways to increase identification, referrals,
and services for females.

• The DMH Quality Improvement Council under-
take a study to examine the access discrepancies
between females and males.

• DMH use gender as a routine variable in all data
that the Department publishes.

• DMH have gender as a routine variable in the data
obtained through the current data matching
project with CDSS

• DMH pursue or create opportunities for other
integrated data projects similar to the CDSS
project.

• At the next revision of CSI or as soon as it is prac-
tical, DMH add a data element to determine how
many clients are raising children or caring for
partners or parents.

• DMH actively participate in population-based
women’s health studies such as the California
Health Information Survey and the Women’s
Health Survey.

• The WMHPC pursue funding to analyze service
and outcome data by gender and race/ethnicity.

• The WMHPC pursue investigation of other stud-
ies that have been conducted regarding the state
of mental health issues for California Latinas.

• WMHPC pursue collaborative relationships with
Latino/a health organizations to embark on a
study of mental health issues for Latinas in Cali-
fornia.

• The WMHPC work collaboratively to prioritize
and implement the recommendations in the eth-
nic specific studies cited in this report (see ap-
pendices for specific recommendations).

This report is a first step in improving mental
health services for the women and girls of Cali-
fornia. The WMHPC intends this report to stimu-
late thoughtful conversation, further research, and
action.

“At the next revision of CSI or
as soon as it is practical, DMH

add a data element to
determine how many clients are

raising children or caring for
partners or parents.”
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APPENDIX
Other Mental Health Data

California Health Information Survey (CHIS)
This is a telephone survey – 2001 current results

contain data from over 55,000 adults, 5,801 teens and
12,592 children surveyed.  Five mental health ques-
tions are asked of adults:

• Of those who had health insurance, do you have
coverage for mental health problems?

• Have you seen a mental health professional in the
last 12 months?

• Did you need help for emotional or mental health
problems in the past 12 months?

• Of those who needed help, did you talk with your
doctor about an emotional or mental health prob-
lem?

• Of those who needed or received help, did you
have difficulty getting the help that you needed?

Adolescent questions are:

• How much of the time during the past 4 weeks
have you been a very nervous person? All of the
time, most of the time, some of the time, a little of
the time, or not at all?

• How much of the time during the past 4 weeks have
you felt so down in the dumps that nothing could
cheer you up? All of the time, most of the time, some
of the time, a little of the time, or not at all?

• Have you felt peaceful and calm? (How much of
the time during the past 4 weeks?) (All of the time,
most of the time, some of the time, a little of the
time, or not at all?)

• Have you felt downhearted and sad? (How much
of the time during the past 4 weeks?) (All of the
time, most of the time, some of the time, a little of
the time, or not at all?)

• Have you been a happy person? (How much of
the time during the past 4 weeks?) (All of the time,
most of the time, some of the time, a little of the
time, or not at all?)

• In the past 12 months, have you received any psy-
chological or emotional counseling?

For the last question, 10.1% of adolescent females
under the 200% poverty level (same population used
for public mental health) answered “yes”, as did

9.6% of adolescent males.  This compares closely to
the public mental health system penetration rate for
boys (9.25%, but is much higher than the penetra-
tion rate for girls (5.94%).  The breakdown by race/
ethnicity for this question is also very interesting.
17.3% of Caucasian females answered “yes”, as did
10.1% of African-Americans.  Only 7.2% of Latinos
and 7.1% of Asian adolescent females answered this
question affirmatively- a large ethnic discrepancy.

Child questions (answered by “adult proxy respon-
dent”) were:

• What behavioral or mental condition does
{CHILD NAME /AGE/SEX} have?

• Did a doctor or psychologist ever tell you {CHILD
NAME /AGE/SEX} has attention deficit disor-
der, ADD or ADHD?

• Does {he/she/he or she} currently take prescrip-
tion medicine to control {his/her/his or her} ADD
or ADHD?

Database can be queried by age group and eth-
nic categories. More information is available at
www.chis.ucla.edu.

California Women’s Health Survey
The survey consists of a core of demographic

and health care access and health insurance cover-
age questions asked over the telephone every year.
Data are collected through a computer-assisted tele-
phone survey in which some 200 questions are an-
swered by approximately 4000 women (over age 18)
who are randomly selected to participate.

Questions cover topical areas specific to
women’s health including breast and cervical can-
cer, mental health, family planning, breastfeeding,
chronic illnesses (arthritis, asthma, diabetes, cardio-
vascular disease, osteoporosis, nutrition and obe-
sity, sexual behavior, sexually transmitted diseases,
health information, care giver responsibilities, hor-
mone replacement therapy).  Mental health ques-
tions asked are about:

• Attitudes and knowledge of mental health care
by race/race/ethnicity and age

• Desire for and receipt of mental health care for
women by poverty status

• PTSD symptoms among women

Most recent data is for 2000 and can be found at
www.dhs.cahwnet.gov.
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California Healthy Kids Survey (CHKS)
This is a comprehensive youth health and risk

behavior data collection support system for school
districts. It covers the following areas:

• Use of alcohol, tobacco, and other drugs

• Suicide thoughts and attempts, violence, school
safety, gang involvement, and delinquency

• Nutrition and physical activity

• Sexual behavior

• Exposure to prevention and intervention activities

• Risk and protective (resilience) factors

 Data is available for 1998-2002.  Grades reporting
are 5, 7, 9 and 11.  Data is not currently available by
gender. Website address is www.wested.org.

Juvenile Justice Data
Data is available in the OJJDP Statistical Brief-

ing Book. This data can be found at
www.ojjdp.ncjrs.org.  The most recent data is for
1999; some is for 1997.  The data includes:

• Teen birth rates by age groupings

• Residential placements of juvenile offenders by
gender and race/ethnicity

• Offense profile by gender

• Days since admission of detained and commit-
ted juveniles by gender

The California Board of Corrections produces a
quarterly report on detentions by gender. Their
website is www.bdcorr.ca.gov.

Ethnic Specific Study Recommendations

California Black Women’s Health Project
Unheard Voices: Findings from the California Black
Women’s Health Project Survey of 2000-2001

• Create a loan forgiveness and/or loan repayment
assistance program for licensed mental health
providers who serve low-income, communities
of color.

• Organize a corps of licensed mental health pro-
viders who would commit to partner with (and
serve) faith-based institutions and their members.

• Create a voluntary Certification of Cultural Com-
petence that can be earned by (and conferred
upon) health providers.

• Create and disseminate “The 12 Commandments
of Good Mental Health”.

National Asian Women’s Health Organization
Breaking the Silence a Study of Depression Among Asian
American Women

• Mental health interventions must promote posi-
tive messages about self-determination and cre-
ate environments conducive to Asian American
women’s empowerment.

• Services must be tailored and culturally compe-
tent approaches are needed to meet their mental
health needs.

• This study inform service systems to reduce high
risk of depression and rates of suicide.

National Coalition of Hispanic Health & Human
Services Organizations (COSSMHO)
The State of Hispanic Girls

• Invest in effective community-based partnerships
to promote the health and well-being of Hispanic
girls and reduce risky behaviors.

• Support research on resiliency and test innova-
tive ways to promote positive cultural adaptation
by Hispanic girls and families.

• Dramatically increase health and mental health
care access for Hispanic children, youth and fami-
lies.

• Reduce the soaring school dropout rates of His-
panic girls.

• Target high risk Hispanic girls and their parents.
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