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Objective: The objective is to identify the factors that influence the experiences and daily life attitudes of women
with severe mental disorders (SMD).
Method:A search for studies published from2000 to 2014was conducted in electronic databases. All relevant pri-
mary studies were screened using integrative methods. Findings were synthesized thereafter.
Results: Fifteen articles were included. A total of 21 factors were identified as being associated with experiences
and daily life attitudes of women with SMD. These factors consisted of the following five categories: strengths
and limitations regarding self-care behavior and healthcare delivery, unmet healthcare needs, psychosocial vul-
nerabilities underlying SMD, gains and challenges of motherhood, and adoption of coping strategies.
Conclusions: Healthcare providers can greatly contribute to improving the quality of healthcare for women with
SMD, but several barriers need to be overcome.
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Millions of people are affected bymental disorders (MD)worldwide
[World Health Organization (WHO, 2013)]. The burden of disease and
disability attributable to MD in the affected individuals and their family
members is great (WHO, 2010a). Severe mental disorders (SMD) result
in serious functional impairments, which substantially interferes with
or limits one or more major life activities. SMD are defined as mental,
behavioral, or emotional disorders, excluding developmental and sub-
stance disorders. SMD include, but are not limited to, disorders such as
schizophrenia, schizoaffective disorders, bipolar affective disorder, obses-
sive–compulsive disorder, posttraumatic stress disorder, and major de-
pression (U.S. Department of Health and Human Services, 2012).

Gender differences have an impact onmental health and the experi-
ence and course of women'sMD (Andrade, Viana, & Silveira, 2006; Judd,
Armstrong, & Kulkarni, 2009). A range of studies have been indicated
that women are disproportionately affected bymental health problems
and that their vulnerability is closely associated with domestic violence
and sexual abuse, socioeconomic disadvantage, low income and income
inequality, low or subordinate social status. Pressures created by their
multiple roles as wife, mother, and carer of elderly relatives also need
to be taken into account to understand the risk factors formental illness
and the consequences for women and their families (McKay, 2010;
WHO, 2006, 2013).
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In this context, women's mental health has been recognized as a se-
rious public health (Andrade et al., 2006; Davidson, 2012). Depressive
disorders account for close to 41.9% of the disability from neuropsychi-
atric disorders among women compared to 29.3% among men globally.
Women are at increased risk of violence from an intimate and are over
represented among the population of highly comorbid people who
carry the major burden of psychiatric disorder (WHO, 2006).

Evidence also suggests that stressful life events and reproductive
health problems are closely associated with SMD. SMD increases the
risks of problems related to sexual behaviors (Soares & Carvalho,
2009; UNFPA, 2008). Gender-related health concerns, such as sexually
transmitted diseases, unplanned pregnancies, lack of screening tests
for breast and cervical cancer more strongly impact women affected
by SMD (Lyon & Parker, 2003; UNFPA, 2008). Negative experiences suf-
fered by women during pregnancy, childbirth, puerperium, and moth-
erhood increase their susceptibility to MD (Birch, Lavender, & Cupitt,
2005). MD following childbirth and motherhood, including postpartum
depression, is estimated to affect about 13% of women within 1 year of
delivery (WHO, 2006).

In Latin American and Caribbean countries, the prevalence of SMD
among women has been high (Kohn & Rodriguez, 2009). Data from
selected epidemiological studies collated by Kohn and Rodriguez,
(2009) showed that the prevalence of SMD in women was 12.6% for
major depression, 5.5%. While more than 80% of the burden provoked
by MD worldwide occurs in people living in low- and middle-income
countries, a significant gap is recognized in research to measure and
describe the problem, and in strategies, policies and programs to pre-
vent mental disorders in developing countries (Collins et al., 2011;
WHO, 2013, 2014).
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Less attention is paid to the psychiatric care ofwomen sufferingwith
SMD. Their values, preferences, and personal care needs are not ade-
quately identified, approached, and considered in the provision of
healthcare (Drake, O'Neal, & Wallach, 2008). Such women are not rec-
ognized as people requiring special support, especially in developing
countries. Consequently, they are stigmatized and suffer discrimination
in mental healthcare facilities, and adequate treatment is not provided
to them (McKay, 2010; WHO, 2013). Women with SMD often have
their human rights violated, and they may live in inadequate hygienic
conditions, suffering physical and sexual abuse, and receive harmful
and degrading treatments in healthcare settings (WHO, 2013). They
may underreport mental illness symptoms because of fear and stigma
(Davidson, 2012).

Sensitive strategies to address the needs of these women should be
developed, implemented, and evaluated (Borba et al., 2011; Diaz-
Caneja & Johnson, 2004; McKay, 2010). Data derived from empirical
studies are considered to be critical elements to support appropriate
planning, implementation, and evaluation of mental health public poli-
cies (WHO, 2013). An integrative review (IR) of the experiences and
daily life attitudes of women with SMD and the factors associated may
contribute to improve the quality of healthcare. IR has an international
reputation in evidence-based practice. It is a type of review that can
go beyond the analysis and synthesis of findings from primary studies,
and allows exploiting other research dimensions, in order to integrate
individual and contextual questions to solidify the complex aspects of
healthcare (Soares et al., 2014).

REVIEW QUESTION AND GOALS

The goal of this IR was to identify the factors influencing the experi-
ences and daily life attitudes of women with SMD.

METHOD

This research followed the integrative, systematic review process,
which was considered the most appropriate for the review question.
The IR is a broad type of research review method that allows for inclu-
sion of empirical studieswith diversemethodologies. It adheres to a sys-
tematic process to summarize and synthesize findings, with the intent
to more fully understand a particular phenomenon (Whittemore &
Knafl, 2005). The five-stage integrative review of the concept of integra-
tion proposed byWhittemore (2005) was used: (a) problem identifica-
tion; (b) literature search; (c) data evaluation; (d) data analysis; and
(d) presentation of the results. To direct the systematic literature search,
a written search protocol was prepared.

Literature Search

Primary studies available in English, French, Portuguese and Spanish
were included in this IR. This IR literature search was limited to studies
published from January 1, 2000, to July 1, 2014 in order to select recent
publications that may have more relevance to contemporary women's
mental health issues in the provision of treatment and care than earlier
studies. This limit was also established taking into account theWHO re-
port ‘Mental Health: Newunderstanding, NewHope’, published in 2001
(WHO, 2001). This report summarized the current knowledge on men-
tal disorders and highlighted the need of transforming the understand-
ing and treatment of MD, through comprehensive mental healthcare
based on community-based mental health services.

The search strategy and subsequent decisions about inclusion and
exclusion of studies were shaped by the review question (Soares et al.,
2014). The following databases were explored: CINAHL, PubMed,
PsycINFO, Sociological Abstracts, The Cochrane Library, The Joanna
Briggs Institute (JBI) Database of Systematic Reviews and Implementa-
tion Reports, Scopus, Lilacs, Scielo, IBECS, and BDENF.
A search of the secondary databaseswas previously conducted to es-
tablish whether a review about the questions in this review has already
been conducted. The JBI Database of Systematic Reviews and Imple-
mentation Reports and the Cochrane Library databases were examined
to verify whether a systematic review about this theme had been pub-
lished or was in progress. No similar systematic review protocols or
final reports were identified.

The initial search strategywas performed through conjoined subject
headings using the following Boolean strategy: ‘attitude’ or ‘attitudes’ or
‘life experiences’ or ‘experiences’ or ‘needs’ and ‘mental disorders’ or
‘mentally ill persons’ or ‘mental health’ and ‘females’ or ‘women’, and
keywords ‘attitude*’ or ‘experience*’ or ‘life experience*’ or ‘need*’.
The reference lists of the included studies were also hand-searched.

The inclusion criteria were quantitative, qualitative, and mixed-
method empirical studies published in peer-reviewed journals. This re-
view considered studies that include the following outcome measures:
all aspects related both directly and indirectly to the factors influencing
the experiences and daily life attitudes of womenwith an SMD diagnosis.

The exclusion criteria of the study samples were as follows: studies
consisting of women less than 18 years old, andwomenwithout a diag-
nosis of SMD. Articles which studied women diagnosed with an SMD
with its onset in the puerperium were excluded. If a paper was found
to focus on the opinions of women as well as their formal and informal
network members, only the women's perspectives were considered.

A total of 15 empirical studies fulfilled the eligibility criteria and were
included in this IR (Table 1). The search process is summarized in Fig. 1.

In Table 1, the data extracted from empirical studies are reported.

Data Evaluation

The methodological quality of the empirical studies was indepen-
dently assessed by two reviewers using the Framework for Research
Critique (Caldwell, Henshaw, & Taylor, 2011). This framework is an in-
strument consisting of 17 items, which include areas common to both
qualitative and quantitative approaches plus areas that are specific to
each research methodology.

The appraisal of mixed-methods studies addressed both the qualita-
tive and quantitative features of this instrument. Items answered with
‘yes’ or ‘no’ included the following criteria: the comprehensiveness of
the literature review, statement of philosophical background, rationale
for undertaking research, appropriateness of research design and sam-
ple, validity, reliability or auditability of data collection, credibility/abil-
ity to confirm the data analysis, appropriateness of how the resultswere
presented, comprehensiveness of discussions and conclusions, and the
generalization or transferability of the study's findings. Articles that
scored less than 80% (14 of 17 items or less) were excluded.

Methodological weaknesses included poor use of theory, not ad-
dressing a comprehensive and up-to-date literature review (qualitative
and quantitative), not stating the philosophical background and the ra-
tionale for the choice of design not being evident, and not identifying
the major concepts (qualitative). Nonetheless, these studies provided
useful and credible findings, which are relevant to the topic of this IR.

Data Analysis

Articles were recorded on data coding sheets that consisted of the fol-
lowing subheadings: author, country, research design, setting, aim of the
study, sample, data collection, and keyfindings regarding the factors asso-
ciated with the attitudes and experiences of women with SMD. The re-
sults from quantitative, qualitative and mixed-method studies were
described, compared item by item, and explored for similarities, differ-
ences and relationships between data (Whittemore & Knafl, 2005).

A narrative synthesis approach was used to synthesize both qualita-
tive and quantitative evidence. This process involved the conversion of
all data into narrative through qualitative analysis (Mays, Pope, &
Popay, 2005). The quantitative findings were translated into narrative



Table 1
Data Extraction.

Author, country,
research design,
setting

Aim of the study Sample Data collection Key findings

Quantitative studies
Sajatovic et al.
(2006)
United States of
America (USA)
Cross sectional
Impatient and
outpatient clinic
and community
mental health
clinic

To examine expectations and concerns
regarding menopause among women
with severe mental illness (SMI)

91 women from 45 to 55 years of age
diagnosed with schizophrenia/
schizoaffective disorder, bipolar
disorder, or major depression for a
minimum of 2 years with onset of
perimenopause and menopause

– 13-item questionnaire to
explore fund of knowledge;
9-item questionnaire to
evaluate subjective
experiences regarding
menopause
–Menopause-Specific Quality
of Life Questionnaire
(MENQOL)
– Clinical global impressions
to measure illness severity
– Global Assessment Scale
(GAS) to measure overall
global functioning

– 71% were not employed outside
home
– 56% had a history of physical or
sexual abuse
– 26% had a history of substance abuse
– Statistical association between lower
fund of knowledge scores and:
– Lower educational levels
(Rp = 0.44, p = 0.0001)
– Minority ethnic status (Rs = .23,
p = 0.03)
– The stronger predictor for fund of
knowledge regarding menopause was
the education (p = 0.0003)
– 75% reported physical symptoms
related to menopause
– 87% experienced symptoms of
feeling tired or worn out
– 86% reported lack of energy
– 84% complained about poor memory
and aches in muscles or joints
– 60% reported emotional symptoms
related to menopause and that
menopause was affecting emotional
status
– 88% reported depression and anxiety
as most common symptoms related to
menopause
– 51.6% suffered negative effects in the
scope of emotional status

Qualitative studies
Birch et al., 2005
United Kingdom
(UK)
Interpretative
Phenomenological
Analysis (IPA)
Community men-
tal health services

To explore women's experiences of
healthcare, the way in which their
physical health needs had been
addressed and how these experiences
had affected them

Six women from 19 to 53 years-old,
with medical diagnosis of bipolar
disorder or schizophrenia

– Semi-structured interviews Themes and subthemes:
1 Experiences of physical healthcare
that afforded status:

– Feelings of being in control
– Desirable outcome
– Emotional nurture

2 Experiences of physical healthcare
which were stigmatizing:

– Powerlessness
– Objectification
– Lack of knowledge
– Feelings of inadequacy and guilt

Borba et al., 2011
USA
Qualitative public
hospital

To describe and interpret women's
experiences and provide a new
understanding about the nature and
needs of these women

30 low-income urban women from
28 to 62 years-old with diagnosis of
SMI

– Face-to-face, in-depth
interviews

Themes:
– Social isolation
– Fear of hospitalization
– Moving to different

neighborhoods
– Experiencing losses—job,

relationship, children
– Lack of control over one's own life

decisions
Chernomas et al.,
2000
Canada
Qualitative
Community

To investigate the perceptions of
women with schizophrenia or
schizoaffective disorder about their
illness in the context of their life stages
and corresponding health needs

28 women with schizophrenia or
schizoaffective disorder

Focus groups – Work
– Stigma and rejection
– Relationships and intimacy
– Pregnancy and motherhood
– Responsibility for illness
– Physical health and interaction

with a physician
– Hope and spirituality

Diaz-Caneja &
Johnson, 2004
UK
Qualitative
Community
mental health
services

To explore the experiences of severely
mentally ill mothers and their views of
the services they received

22 women on the caseloads of
community mental health teams

Semi-structured interviews Themes:
– Positive aspects of motherhood
– Difficulties associated with

motherhood
– Effect of mental illness on children
– Stigma

Views about services:
– Custody loss
– Adult mental health services
– Other agencies
– Arrangements when mothers were

(continued on next page)
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Table 1 (continued)

Author, country,
research design,
setting

Aim of the study Sample Data collection Key findings

unable to look after their children
– Service needs

Lyon & Parker, 2003
USA
Qualitative
Psychosocial
clubhouses

To investigate the perceptions of rural
women with severe and persistent
mental illness (SPMI) about their
gender-related health concerns

16 women from 27 to 64 years of age,
with diagnoses of chronic
schizophrenia, paranoid
schizophrenia, psychotic disorder,
major depression, and hebephrenia

Focus groups Themes:
1 Body-image changes/menstrual
disruptions
2 Difficulty in obtaining regular health
services and communicating with
health care professionals
3 Risk of interpersonal violence
4 Prenatal loss and/or loss of children

Manuel et al., 2012
USA
Qualitative
Transitional
residences on the
grounds of two
psychiatric
hospitals

To explore the experience of women
with SMI in transition from psychiatric
hospital care to the community

25 women from 18 to 59 years-old
diagnosed with SMI; previously
homeless and awaiting community
placement; hospitalized for at least
1 month before discharge

Focus groups Themes:
1 Barriers to transition and community
integration
– Fear or insufficient treatment

support
– Social isolation
– Safety concerns
– Stigma
– Lack of resources to meet daily

needs
2 Facilitators of transition and
community integration
– Orientation to neighborhood and

residence
– Access to treatment support with

flexibility
– Connection to social supports

Montgomery et al.,
2006
Canada
Grounded theory
Inpatient unit
within general
hospital; outpa-
tient and acute
care mental
health services

To describe the experiences of mothers
with SMI from the point of view of
participants and how they manage
these problems

21 women from 20 to 30 years-old
under a psychiatrist's care for a major
mental illness for more than 2 years;
mothers of at least one child, aged
from 2 to 15 years-old

Individual interviews and
field notes

Core category
Keeping close
– Appearing normal
– Creating security
– Being responsible
• Subcategories of keeping close
– Masking
– Censoring speech
– Doing mother work
– Seeking help

Nicolaidis et al.,
2010
USA
Community-
based participator
research
Community

To understand how African American
women's beliefs regarding depression
and depression care are influenced by
racism, violence, and social context

30 low-income African American
women with major depressive disor-
der and histories of violence
victimization

- Depression Scale of the
Patient Health Questionnaire
- Questionnaire to identify
occurrence of intimate
partner violence
- Focus groups

Themes:
1 Individual experiences
– Violence, drug use, and depression

are hard to separate
– Abuse “messes you up”
– Violence victimization leads to

perpetration
2 Health care system
– Intergenerational messages to

avoid health care
– Mistrust of the health care system

as a “White” system.
– Negative experiences with health

care attributed to racism
3 Depression and depression care
– Expectation to be a “strong Black

woman” acts as a barrier.
– Negative attitudes toward

antidepressants
– Preference for self-care and

counseling
4 Preferences for a depression care
intervention
– Program staffed by and targeted

toward African Americans.
– Personal experience valued over

professional credentials
– Creative arts–based program that

addresses practical life issues.
Pickens, 2003
USA
Case study
primary
psychiatric care
clinic

To describe formal and informal social
networks of four women with serious
mental illness and to capture what
happens in network interactions

- Four women from 18 to 65 years of
age with diagnosis of bipolar disorder
or schizoaffective disorder

– In-depth, semi structured
interviews
– Observation
– Participant-observation
– Document review

Network structure
– Informal composition: family,

friends, church, coresidents of a
supervisory care home, neighbors,
acquaintances, adult centers
– Formal composition: professionals

at a psychiatric clinic and patients,
community organizations,
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Table 1 (continued)

Author, country,
research design,
setting

Aim of the study Sample Data collection Key findings

governmental and community
agencies hospitals, human resources,
crisis teams, and the police.
Network function

– Supportive roles: social, emotional,
concrete/material, and guidance roles

▪ Reciprocity
▪ Conflict
▪ Stability

Skärsäter et al.,
2003
Sweden
Phenomenology
Impatient care in
psychiatric
departments

To describe women's conceptions of
coping with major depression in daily
life with the help of professional and
lay support.

13 Swedish-speaking women,
previously hospitalized for major
depression (during the period
1997–1998)

- In-depth interviews,
professionals to support you
to stay well?

Descriptive categories:
1 Self- healing
– Gaining space for oneself - need of
time for reflections
– Being confirmed - feeling of security
when the diagnosis is received
– Being seen - need to be seen as an
individual, to be taken seriously and to
have value
2 Managing
– Having personal strategies—dealing
with depressive symptoms
– Undergoing a process of
transition—view of themselves and
other people altered
– Becoming empowered through an
inner strength
3 Receiving social support
– Regaining command over the
everyday structure - helped by the
people around
– Being part of a fellowship—helped to
restore health being together with
others.
– Receiving information—helped by
the information received
4 Finding a meaning
– Reflecting over one's life: the period
of illness had given to women the
possibility to reflect
– Believing in the future: the women
developed a sense of confidence in the
future as well as plans

Sosulski, 2010
USA
Life history and
feminist narrative
analysis
Community

To explore women's everyday
experiences with mental illness, from
their perspectives

A Black women living with severe
mental illness (SMI)

In-depth, face to face
interviews

–Mental illness as an aspect of life that
triggered violence and sexually risk
behaviors
– A better understanding of mental
health issues led to significant growth
of personal and political awareness
– SMI affected the abilities to work and
participate in social life
– African American women with SMI
struggled with issues related to family,
work, community, and gender and ra-
cial discrimination
– Family members, community, and
professionals were recognized as sup-
portive resources

Mixed-method studies
Benders-Hadi et al.,
2013
USA
A large state
psychiatric
hospital

– To determine the prevalence of
motherhood among inpatient females
at psychiatric hospital
– To develop an understanding of the
characteristics and needs of this unique
population.

24 impatient mothers with SMI – Survey
– Focus groups

– 45.8%—weekly contact with children
– 54.2%—no history of any child
welfare involvement
– 50%—primary caretakers of their
children growing up
– Mother's role is considered
important to give purpose to life
– Stigma: people with mental illness
are supposed to be inevitably bad
parents
– 79.2% mentioned motherhood in
their treatment plans

– Half of this subgroup—simply
noted but not elaborated upon

(continued on next page)
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Table 1 (continued)

Author, country,
research design,
setting

Aim of the study Sample Data collection Key findings

– The other half of treatment plans
had mention of this role that was
expanded upon; included reference to
clinicians and patients having contact
with children

Dipple et al., 2002
UK
Case-note study,
mixed method
Psychiatric
services

To address the experience of
motherhood of women with severe
mental disorders who are patients of
the psychiatric rehabilitation services

– 58 long-term female psychiatric
service users who were mothers

– Case-notes specifically
related to children or
pregnancy, and obstetric
histories.
– Additional enquiries with
key workers

– 68% - had at least one child who
were permanently separated from
before the child was 18 years-old
– Multi-factorial reasons for
separation:
– Inadequate care appraised by

authorities (41%)
– Prolonged hospitalization of the

mother (52 % of children), and a
breakdown in the mother's
relationship with the father (54% of
children)
– 47% of women permanently
separated from their children
expressed delusions or overvalued
ideas involving their children during
the course of their illness
– Some women expressed a great
sadness, anger or frustration related to
separations many years before
– Multiple losses: health, role as
mothers, meaningful relationships
with children, relationships with
partners, parental rights and personal
freedom due to hospitalization

Matevosyan, 2010
USA
Exploratory,
mixed-method
studies
Psychiatric
rehabilitation
program

To examine the impact of serious
mental illness (SMI) on female sexual
functioning; to determine personal and
contextual barriers in sexual health of
women with Axis-I disorders.

44 women with SMI – Two questionnaires to
assess perceived sexual
functioning: Brief Index of
Sexual Functioning for
Women (BISF-W)
– Sexual Function
Questionnaire for Clinical
Trials of Female Sexual
Dysfunction
– Behavior and Symptom
Identification Scale (BASIS-
24).
– Semi-structured interviews

• Infrequent use of condom
– 68.2% approved condoms
– 34% reported STI
– 16% reported STI in their partners
• Suboptimal sexual health

– 59%—history of sexual abuse (59%)
– 72.7%—long-term sex abstinence
– 86.3%—client–provider poor
communications
– 79.6%—lack of awareness towards
sexual health
• Sexual satisfaction and pleasure

– Affected by higher scores of
psychotropic medications (4.8 ± 6.3),
length of psychotropic treatment
(10.8 ± 9.1), impaired interpersonal
skills, and emotional lability health
• Major barriers for sexual health

– Health insurance limitations
– Lack of awareness in sexual health
needs
– Stigma
– Poor provider–client communication
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statements, and then closely apposed to the qualitative evidence in
order to enable a deeper understanding of, and a critical reflection
upon the quantitative findings (Barnett, Guell, & Ogilvie, 2012; Pearson
et al., 2014). Similar findings were then categorized and grouped
through an iterative process of reading and re-reading of the studies re-
trieved. Themes related to the factors associated with experiences and
daily life attitudes of adult women experiencing SMD were identified
(Barnett et al., 2012; Whittemore & Knafl, 2005).

RESULTS

Among the 15 studies included in this IR, the major proportion (n=
11) was performed using qualitative methods, three used mixed
methods, and one used a quantitative method. These studies were from
the following four countries: USA (n = 9), UK (n= 3), Canada (n = 2),
and Sweden (n= 1). The study settings were psychiatric outpatient/im-
patient units in the hospital, primary health care, community mental
health services, transitional residences, and the community. All of the
studies approached the women's experiences and daily life attitudes to-
wards SMDusing several perspectives, due to theheterogeneousfindings.

We could identify 21 factors associated with the experiences and at-
titudes in womenwith SMD. These factors were pooled into the follow-
ing five categories (Fig. 2): 1) strengths and limitations regarding self-
care behavior and healthcare delivery; 2) unmet healthcare needs;
3) psychosocial vulnerabilities underlying SMD; 4) gains and challenges
of motherhood; and 5) adoption of coping strategies.

The recommendations for practices and further studies are reported
in Table 2.



Records identified through electronic database searching
n=1210

CINAHL (198), Pubmed (285), PsycInfo (368), Lilacs 
(42), Scielo (74), Scopus (39), IBECS (30), BDENF (10), 
Sociological Abstracts (146), Cochrane Library (18), The
JBI Database of Systematic Reviews and Implementation 

Reports (0)

Duplicated removed n=99

Records excluded based on the title n=970

Potentially relevant references based on 
titles n=144

Full text articles 
retrieved for detailed 

examination n=26

Exclusion

n= 118

The abstract not answer the 
review question

Full-text articles assessed
for eligibility n=15

Exclusion

Women without diagnosis of severe 
mental disorder (n=8)

Women < 18 years (n=1)

Main focus was not on attitudes or 
experiences of women with SMD 

(n=2)

Papers included in the IR n=15

Quantitative n=1; Qualitative n=11; 
Mixed-metods n=3

Reference tracking

n=3

Exclusion

after appraisal (n=0)

Papers included after 
examination of the 
reference lists n=0

Fig. 1. Search process.
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Strengths and Limitations Regarding Self-Care Behavior and
Healthcare Delivery

Positive Relationships With Professionals
Four studies focused on the women's experiences towards

healthcare and the support received by them (Birch et al., 2005; Diaz-
Caneja & Johnson, 2004; Manuel, Hinterland, Conover, & Herman,
2012; Skärsäter, Dencker, Bergbom, Häggström, & Fridlund, 2003). In
general, the women were satisfied with their healthcare. Desired char-
acteristics in their healthcare providerswere availability, supportive be-
havior, sympathetic and skillful care. Continuous support was seen as a
great strategy that is essential to help them to find both structure and
hope in acute situations (Diaz-Caneja & Johnson, 2004; Manuel et al.,
2012; Skärsäter et al., 2003). Their experiences of their physical
healthcare were also seen to be positive due to their feelings of having
control over treatments as well as the possibility of coping with their
ill conditions (Birch et al., 2005).
Poor Relationships With Professionals and Barriers to Access Care
Six studies explored women's perceptions regarding their interac-

tions with healthcare providers and their access to healthcare (Birch
et al., 2005; Chernomas, Clarke, & Chisholm, 2000; Diaz-Caneja &
Johnson, 2004; Lyon & Parker, 2003; Matevosyan, 2010; Nicolaidis
et al., 2010). Difficulties in obtaining regular health services and in com-
municating properly with healthcare providers who were not special-
ists in psychiatry were reported (Chernomas et al., 2000; Lyon &
Parker, 2003; Matevosyan, 2010).

Limitations regarding health insurance, lack of adequate information
about what their health plan covers, access to gynecologic exams (Pap
smear and mammograms), and access to primary healthcare were the
main barriers confronted by women. Women felt invisible in the
healthcare system due to poor communication with care providers,
who were focused on the disease. This complaint particularly reflects
the lack of opportunities they had to discuss their needs and concerns
regarding women's health issues, such as menstrual irregularities and



Factors related to attitudes and experiences                                              Categories Synthesis

Strengths and limitations 
regarding self-care 
behavior and healthcare 
delivery

Unmet healthcare needs

Mental health suffering, social isolation, and 
negative behaviors toward health are influenced by 
poor relationships with professionals, barriers to 
access healthcare, negative impact of symptoms 
and lack of health information 

Positive relationships with professionals
Poor relationships with professionals and barriers to access 
healthcare
Poor information on women’s health issues
The burden of physical and psychological symptoms

Adequate support for manage the treatment
Help to integrate patients into community
Health information
Approach of the complex social situations
Approach of daily life experiences
Group interventions to patients and their family
Listening without judgements

Stigma and discrimination
Social isolation 
Barriers to employment 
Interpersonal violence and sexually risk behaviors

Psychosocial 
vulnerabilities underlying 
SMD

Gains and challenges of 
motherhood

Constructive behaviors toward health
Dealing with difficulties
Beliefs and attitudes influenced by culturally shaped 
gender roles
Dissatisfaction with healthcare

Adoption of coping 
strategies

Social support
Personal strategies

Women with SMD constitute a vulnerable group, 
which have been suffered with stigmatization and 
discrimination, and face social and personal 
barriers to participate in social life and make 
informed choices about health

Women develop strategies to cope with adversity 
through seeking for the improvement of 
interpersonal relationships and social connection, 
as well as they adopt personal strategies to strength 
their spirituality and deal with everyday life 
situations.

Women need a sensitive and comprehensive 
healthcare support, which take in account their 
subjective perspectives, and integrate mental health 
issues into their psychosocial context

Motherhood comprises gains and challenges, and 
women adopt strategies embodied by gendered 
ideals of mothering to deal with difficulties 
exacerbated by their mental health conditions

Fig. 2. Summary of factors associated with experiences and daily life attitudes of women with SMD.
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sex (Birch et al., 2005; Chernomas et al., 2000; Lyon & Parker, 2003;
Matevosyan, 2010).

Gender roles, responsibilities regardingmotherhood (Diaz-Caneja &
Johnson, 2004), and intergenerational messages that suggest avoiding
healthcare and the need to handle their own health issues (Nicolaidis
et al., 2010) were reported to be barriers to seeking care. The African-
American women attributed their attitudes of avoiding healthcare to
the racism they have suffered in the healthcare systemas a consequence
of the racially biased care system (Nicolaidis et al., 2010).

Poor Information on Women's Health Issues
The lack of information regardingwomen's health issueswas identi-

fied in five studies (Birch et al., 2005; Chernomas et al., 2000; Lyon &
Parker, 2003; Matevosyan, 2010; Sajatovic et al., 2006). Family plan-
ning, pregnancy, parenting, sexual health,menopause, preventive gyne-
cologic care, nutrition, and the side effects of psychopharmacologic
treatment could have been addressed by better health information
(Chernomas et al., 2000; Lyon & Parker, 2003; Matevosyan, 2010). The
poor knowledge of SMD was seen as a barrier to take informed choices
about treatment and self-care practices. This situation contributed to
the feelings of apprehension, insecurity, frightening, and powerlessness
(Birch et al., 2005; Lyon & Parker, 2003).

The Burden of Physical and Psychological Symptoms
The physical and psychological problems confronted by womenwere

reported in five studies (Birch et al., 2005; Chernomas et al., 2000; Lyon &
Parker, 2003;Matevosyan, 2010; Sajatovic et al., 2006). The side effects of
antipsychoticmedications, such asweight gain, amenorrhea, decreased li-
bido, fatigue, lactation, and facial hair, adversely affected the women's
sense of self and femininity, contributing to the exacerbation of the
aging process. Such symptoms provoked negative impacts on social life
and productivity (Birch et al., 2005; Chernomas et al., 2000; Lyon &
Parker, 2003; Matevosyan, 2010; Sajatovic et al., 2006).
Sexual satisfactionwas the part of women's life thatwasmost affect-
ed by the symptoms of SMD. This problem has been associated with the
use of psychotropic medications and length of treatment (Matevosyan,
2010). The side effects of these medications also impaired the women's
ability to fulfill their children's needs. The women felt that medications
slowed them down and reduced the concentration they need for their
roles as mothers (Diaz-Caneja & Johnson, 2004).

Negative experiences regardingmenopause, particularly its physical
and psychological symptoms, have affected the women's well-being.
Exacerbations in psychological symptoms, such as depression and anx-
iety, can aggravate their quality of life and mental health outcomes
(Sajatovic et al., 2006).

Unmet Healthcare Needs

Unmet care needswere reported in six studies (Borba et al., 2011; Diaz-
Caneja & Johnson, 2004; Manuel et al., 2012; Montgomery, Tompkins,
Forchuk, & French, 2006; Nicolaidis et al., 2010; Skärsäter et al., 2003).
The women's main perceived needs were adequate support in managing
treatments, help integrating into the community, information about
women's health issues (also provided to family members, friends, and
others who can support them), approaches for complex social situations,
group interventions for patients and their families, and listening without
judgment (Diaz-Caneja & Johnson, 2004; Manuel et al., 2012; Nicolaidis
et al., 2010; Skärsäter et al., 2003).

Women also need resources to approach their daily life experiences
and issues such as domestic violence, substance abuse, housing, em-
ployment, education, parental roles, transportation, and child care
(Borba et al., 2011; Diaz-Caneja & Johnson, 2004; Nicolaidis et al.,
2010; Skärsäter et al., 2003). Studies also reported that women wanted
healthcare provided in the community and the use of all available re-
sources to help them to obtain jobs, housing, and education (Borba
et al., 2011; Manuel et al., 2012; Skärsäter et al., 2003). Women want



Table 2
Recommendations Given by the Authors of Empirical Studies for Practice and Further
Studies.

Recommendations for practice

Women's supportive care needs
• Be sensitive to SMD's motherhood roles, taking into account the sociocultural
backgrounds as well as their personal and social needs. (Benders-Hadi et al.,
2013; Dipple et al., 2002; Montgomery et al., 2006)

• Offer support groups for mentally ill mothers (Diaz-Caneja & Johnson, 2004)
• Provide safe, practical, and emotional support in parenting through listening
without judgments and addressing subjective matters (Benders-Hadi et al., 2013;
Diaz-Caneja & Johnson, 2004; Dipple et al., 2002; Montgomery et al., 2006)

• Advocate for women in obtaining legal help to maintain contact with children
(Dipple et al., 2002)

• Create healthy possibilities for severe mental ill mothers nurturing their children
(Montgomery et al., 2006)

• Take a sexual history as integral part of psychiatric assessment (Matevosyan,
2010)

• Provide appropriate information about menopausal symptoms, in order to
improve physical and mental health outcomes (Sajatovic et al., 2006)

• Recognize women's strengths, skills, and limitations and help them to develop
coping strategies to deal with difficult situations and overcome daily problems
(Pickens, 2003; Skärsäter et al., 2003; Sosulski, 2010)

• Provide fully consent healthcare through participatory practices (Birch et al.,
2005; Borba et al., 2011)

• Promote women's empowerment (Birch et al., 2005; Skärsäter et al., 2003)
• Understand that individuals may have different styles for being in contact with
others, and be sensitive to the diverse degree of importance attributed by the
women to their relationships (Dipple et al., 2002; Pickens, 2003)

• Develop and evaluate strategies for assessing and meeting the complex women's
health needs through development of health education and promotion activities
(Diaz-Caneja & Johnson, 2004; Lyon & Parker, 2003)

• Address needs related to complex social situations and help women to improve
practical skills to deal with social isolation, stigma, discrimination, racism,
violence, poverty, and substance abuse (Birch et al., 2005; Borba et al., 2011;
Nicolaidis et al., 2010; Pickens, 2003)

Mental health care in the community
• Engage women in discussions of their options for community living and
treatment available (Borba et al., 2011; Manuel et al., 2012

• Provide support to bolster the women's capacity for independent actions, and
promote community integration helping them to obtain jobs, housing,
education, and appropriate treatment (Borba et al., 2011; Manuel et al., 2012)

• Assist the women in identifying social network resources, and evaluate the
potential contributions and needs of these resources (Pickens, 2003; Skärsäter
et al., 2003)

Continuing education for health care providers
• Implement training and guidance to health care providers focused on assessment
and support of mentally ill mothers (Diaz-Caneja & Johnson, 2004)

• Prepare a multidisciplinary team to provide support for women with SMD (Borba
et al., 2011; Chernomas et al., 2000)

Recommendations for further empirical studies

• Investigate the intersection between having SMD and living with a history of
violence and substance abuse (Borba et al., 2011)

• Explore the negative experiences of symptoms and to investigate the areas of
suicide and substance abuse (Chernomas et al., 2000)

• Explore the experiences of motherhood lived by women with SMD and their
children (Diaz-Caneja & Johnson, 2004)

• Explore factors of treatment that women find helpful or less helpful to develop a
broader understanding of stigma and its impact on community integration
(Manuel et al., 2012)

• Investigate the perceived sexual function among women with SMD considering
the psychiatric assessment (Matevosyan, 2010)

• Investigate the effectiveness of culturally specific interventions in reducing
depression severity and improving depression care among African American
women (Nicolaidis et al., 2010)

• Investigate informal network members/explore the issue of reciprocity in
relationships between individuals with SMD and their network members/
explore social networks of people with mental illness over time/explore the
possible association between conflicts in relationships and coping styles
(Pickens, 2003)

• Explore the circumstances that empower women to start the transition process
for recovery from major depression/evaluate intervention programs of patient
education regarding how to cope with major depression (Skärsäter et al., 2003)

• Explore the experiences of Black women with SMD recognizing the context in
which they live (Nicolaidis et al., 2010)
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to increase their independence and self-determination as well as to be
treated as valued people (Manuel et al., 2012; Montgomery et al.,
2006; Skärsäter et al., 2003).

Psychosocial Vulnerabilities Underlying SMD

Stigma and Discrimination
The stigma associated with SMD was reported in six studies (Birch

et al., 2005; Chernomas et al., 2000; Diaz-Caneja & Johnson, 2004;
Manuel et al., 2012; Matevosyan, 2010; Nicolaidis et al., 2010). The re-
strictive social messages related to the women's social inabilities from
their diagnosis have led women to feel judged, inadequate, guilty, and
powerless to control their own lives (Birch et al., 2005; Chernomas
et al., 2000).

The physical healthcare received by women, particularly regarding
their sexual and reproductive health, was experienced as negative and
stigmatizing by women with SMD (Birch et al., 2005; Chernomas
et al., 2000).

Social Isolation
Women with SMD reported social isolation in five studies (Borba

et al., 2011; Chernomas et al., 2000; Dipple, Smith, Harry, & Evans,
2002; Manuel et al., 2012; Sosulski, 2010). An overwhelming sense of
loneliness and isolation was associated with restricted social support,
difficulties in making or preserving friends, and a sense of dispropor-
tional affection in their abilities to work and participating in social life
(Borba et al., 2011; Manuel et al., 2012; Sosulski, 2010).

Multiple losses as an effect of SMD were reported. The main losses
were related to the women's difficulties in playing their roles as
mothers, the poor quality of their relations with children and partners,
their parental rights, and personal freedom due to hospitalizations
(Borba et al., 2011; Chernomas et al., 2000; Dipple et al., 2002).

Barriers to Employment
Social and personal barriers to employment were reported in four

studies (Borba et al., 2011; Chernomas et al., 2000; Manuel et al.,
2012; Sajatovic et al., 2006). Somewomen experienced ambivalent feel-
ings regarding employment (Borba et al., 2011; Chernomas et al., 2000;
Manuel et al., 2012). Even though they wanted to get a job, women
were afraid of being unable to handle the stress of working. Conse-
quently, they declined to pursue one even considering their poor finan-
cial resources. Furthermore, they were afraid of losing their welfare or
pension benefits if they got a job and chose to be homemakers or stay
on disability pensions to pay for their basic needs.

Interpersonal Violence and Risky Sexual Behaviors
The risks of interpersonal violence in the scope of sexual behaviors

were reported in six studies (Borba et al., 2011; Chernomas et al.,
2000; Matevosyan, 2010; Nicolaidis et al., 2010; Sosulski, 2010). Con-
cerns about perpetuating violence against their partners, children, or
others were reported (Chernomas et al., 2000; Nicolaidis et al., 2010;
Sosulski, 2010). The women's perceptions of emotional and physical
vulnerability and victimization as well as the large, long-lasting impact
of violence on their lives, self-images, choices, and behaviors were de-
scribed by two studies (Chernomas et al., 2000; Nicolaidis et al.,
2010). Women also faced challenges related to their connections with
others in intimate relations, as the strain of relationships was viewed
as a reason for their relapse (Chernomas et al., 2000).

Mental disorder was seen as an aspect of life that can be troubling
and may trigger risky sexual behaviors (Sosulski, 2010). The lack of in-
adequate medication may trigger feelings of guilt, and regret
surrounded their stories of early promiscuity and prostitution. A large
occurrence of unplanned pregnancies was reported by women as well
(Chernomas et al., 2000).
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Gains and Challenges of Motherhood

Constructive Behaviors Toward Health
The positive aspects of motherhood were reported in four studies

(Benders-Hadi, Barber, & Alexander, 2013; Chernomas et al., 2000;
Diaz-Caneja & Johnson, 2004; Montgomery et al., 2006). The mothers'
role was seen as rewarding and central to the women's lives. Mother-
hood was seen as a way to have a purpose in life, to feel fulfilled and
have an increased self-esteem. Motherhood also increased their sense
of confidence, love, and identity (Chernomas et al., 2000; Diaz-Caneja
& Johnson, 2004; Montgomery et al., 2006) andwas beneficial for men-
tal health (Diaz-Caneja & Johnson, 2004; Montgomery et al., 2006). The
sense of reciprocity of their love with their children was seen as an im-
portant motivator to remaining on track with treatment and participat-
ing actively with it.

Dealing With Difficulties
The exacerbation of motherhood's challenges by havingMDwas re-

ported in five studies (Birch et al., 2005; Chernomas et al., 2000; Diaz-
Caneja & Johnson, 2004; Dipple et al., 2002; Lyon & Parker, 2003;
Montgomery et al., 2006). The symptoms of MD such as depression
and mania were seen as impediments for their children's care (Diaz-
Caneja & Johnson, 2004; Montgomery et al., 2006). Women expressed
feelings of anxiety, guilt and apprehension towards the effects of their
mental health on their children. Such feelings were associated with
the potential of their children being ill, fear of losing their children,
and the possible effects of age-inappropriate responsibilities taken by
children (Birch et al., 2005; Chernomas et al., 2000; Diaz-Caneja &
Johnson, 2004; Montgomery et al., 2006).

Losing custody of their children was a central apprehension that af-
fected the women (Birch et al., 2005; Chernomas et al., 2000; Diaz-
Caneja & Johnson, 2004; Dipple et al., 2002; Lyon & Parker, 2003).
Many multi-factorial reasons related to their separation from their chil-
dren, such as an inadequate care appraisal performed by authorities,
women's prolonged hospitalization, and a breakdown in themother's re-
lationship with the father (Dipple et al., 2002). A major proportion of
motherswere separated from their children against their wishes. This ex-
perience triggered feelings of anger, frustration, and a deep sense of grief
as well as the loss of life purpose (Chernomas et al., 2000; Diaz-Caneja &
Johnson, 2004; Dipple et al., 2002; Lyon & Parker, 2003).

Beliefs and Attitudes Influenced by Culturally Shaped Gender Roles
The influence of gender roles and cultural beliefs towards mother-

hood were reported in four studies (Benders-Hadi et al., 2013;
Chernomas et al., 2000; Diaz-Caneja & Johnson, 2004; Montgomery
et al., 2006). Suffering was reported as being caused by the impact of
stigma and its close association with the idea that women with SMD
are considered bad mothers (Benders-Hadi et al., 2013; Chernomas
et al., 2000; Diaz-Caneja & Johnson, 2004). The sufferingwith the possi-
bility that their children could be rejected because of their mothers' ill-
ness was also reported. The mothers who had lost custody over their
children even to relatives or children's fathers also suffered a strong
stigma associated with not being able to look after their own children
(Diaz-Caneja & Johnson, 2004; Montgomery et al., 2006).

Mothers have made great efforts to have meaningful relations with
their children in the context of illness and suffering. Several strategies,
which include making their illness invisible, were adopted by the
mothers in order to protect their roles and children. Such strategies
were intended to portray the ideal perceptions of mothering prevalent
in western culture, which does not include women with SMD
(Montgomery et al., 2006).

Dissatisfaction With Healthcare
Perceptions about healthcare, focusing on theways inwhichwomen

experience motherhood were reported in three studies (Chernomas
et al., 2000; Diaz-Caneja & Johnson, 2004; Montgomery et al., 2006).
Lack of interest in approaching parenting issues in health services, lack
of acknowledgement of the mothers' difficulties in adhering to treat-
ments and engaging in services, little continuing support in relation to
parenting, and limited understanding of mothers' distress and suffering
were assessed as negative experiences regarding the provision of
healthcare (Montgomery et al., 2006). Due to these barriers, the
women's reluctance to disclose their parenting difficulties with
healthcare providers was reported (Diaz-Caneja & Johnson, 2004).

Adoption of Coping Strategies

Social Support
The experiences related to social support in the scope of interper-

sonal relationships, including the interactions with organizations and
institutions, were reported in four studies (Manuel et al., 2012; Pickens,
2003; Skärsäter et al., 2003; Sosulski, 2010). The social support received
by family members, friends, healthcare providers, church, neighbors,
and other patients of psychiatric services influenced thewomen's ability
to cope with the strain of living with SDM. Social support was therefore
an important facilitator of community integration (Manuel et al., 2012;
Pickens, 2003).

Being together with others, such as family members, friends, and
healthcare providers, is a way to improve their sense of self-reliance,
to venture outside their homes, and have a meaningful occupation,
which may help women to restore their health (Skärsäter et al., 2003;
Sosulski, 2010).

Personal Strategies
The women's personal strategies for dealing with the symptoms of

MD, gettingwell, improving their physical conditions, and releasing emo-
tions and tensions were reported in two studies (Chernomas et al., 2000;
Skärsäter et al., 2003). Exercises, massages, positive affirmations, hypno-
sis, music, reading, painting, and taking vitamins and minerals were con-
sidered important measures to cope with depressive symptoms
(Skärsäter et al., 2003). Spirituality was seen as a powerful source of
strength, often found ‘deep within’ themselves (Chernomas et al., 2000,
p. 12). Creative activities such as writing, cooking, and gardening were
perceived as resources to establishing spiritual connections and contrib-
uting to their ability to cope with SMD (Chernomas et al., 2000, p. 12).

To be able to leave the depression behind and to start trusting in their
own powers of healing are important coping strategies (Skärsäter et al.,
2003). Discarding old attitudes and ingrained roles were seen by
women as possibilities to finding new ways to access and use the avail-
able resources and deal with their daily life (Skärsäter et al., 2003).

DISCUSSION

Currently, an increase in discussingwomen'smental health has been
seen. Such discussions are not restricted to sexual and reproductive
health, but raise awareness of the needs of women with SMD. The pro-
motion of better quality of life and general well-being are essential to
provide comprehensive and effective mental healthcare. This is
achieved by taking into account the biological social, cultural, economic
and personal issues concerned with women's lives (Judd et al., 2009;
McKay, 2010; UNFPA, 2008; WHO, 2010a).

Physical and mental health is closely interdependent and
intertwined with several psychosocial conditions. SMD exist alongside
numerous other demands and challenges in women's lives, and are ex-
perienced against a backdrop of violence, lack of safety, unemployment,
financial insecurity, and unstable relationships (Carpenter-Song,
Holcombe, Torrey, Hipolito, & Peterson, 2014; Meade & Sikkema,
2007).Womenwith SMD are at risk ofmultiple losses across social, per-
sonal and material dimensions, including a loss of roles and relation-
ships, a lack of control over their lives, as well as discrimination,
oppression, and reduced choices and opportunities for social interaction
(McKay, 2010).
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Women living in developing countries are exposed more frequently
to psychosocial risk factors that increase their susceptibility to mental
health problems, including the restricted access to mental health ser-
vices, and the lack of health services to integrating mental and repro-
ductive healthcare (Gaviria & Rondon, 2010; WHO, 2010a). Although
the international community has pledged to address mental health
problems focused on women, many women suffer their deleterious ef-
fects. Themain effects onwomenwith SMD include increasedphysical ill-
ness, risks related to sexual behaviors and substance abuse, unintended
pregnancy, and sexually transmitted diseases (UNFPA, 2008).

This review's findings confirmed the existence of strong barriers to
offer an appropriate and effective care. Specific factors related to pa-
tients and providers act as barriers to address the healthcare needs of
women with SMD (De Hert et al., 2011). Many barriers are related to
women's attitudes and psychosocial issues, such as difficulties in ex-
pressing their health needs, lack of social skills to build constructive re-
lationships, lack of family support, as well as poverty, unequal access to
education andwork and its benefits, and inadequate provision of repro-
ductive healthcare (De Hert et al., 2011; Gaviria & Rondon, 2010;
Phelan, Stradins, & Morrison, 2001; Sokal, Messias, Dickerson, et al.,
2004). Not being listened to by healthcare providers and the lack of ac-
tive participation in decisions were the main reasons for women with
SMD not to engage in treatment and self-care practices (Priebe, Watts,
Chase, & Matanov, 2005).

Current research has suggested that healthcare providers' erroneous
beliefs regarding SMD, such as the view thatmentally ill persons are un-
able to adopt health lifestyles and gain knowledge regardingmedical is-
sues, can impair communication with patients (Druss et al., 2010; Parks
& Radke, 2008). Listening to patients carefully in order to identify the
women's individual perspectives and providing these supportive and
nurture care requirements were considered to be important strategies
to empowering them and reducing mental health stigma (Birch et al.,
2005; De Hert et al., 2011). Personal and tailored healthcare according
to thewomen's needs and expectations should be provided. Their future
goals and hopes require proper recognition by healthcare providers
(Davidson & Roe, 2007; McKay, 2010).

The need to establish a close connection between mental health
problems and disability was recommended. Prominent impairments
in psychosocial functioning have been observed among the women
with SMD. Poor functioning in social relations and the loss of support
contribute to increase the women's vulnerability and impinge on
women's psychological well-being (Mueser et al., 2010). Women with
SMD are subjected to high levels of stigma, discrimination, and exclu-
sion due to widely held misconceptions about the causes and nature
of mental health conditions (WHO, 2010b). Stigma provokes harmful
consequences for peoplewith SMD and can lead to impoverishment, so-
cial marginalization, and low quality of life (Hansson & Rasmussen,
2014; Thornicroft, Brohan, Rose, Sartorius, & Leese, 2009). The negative
association between stigma and social support and the protective effect
of social support in mitigating the negative consequences of stressful
events on physical and psychological well-being were confirmed
(Ferreira, Silveira, Noto, & Ronzani, 2014). Stigmatization of people
with SMD also lessens the responsiveness of the health services and
may cause treatment delays or avoidance (Corrigan, Larson, & Rüsch,
2009; De Hert et al., 2011).

Womenwith SMD also experience disturbing experiences regarding
sex and sexuality. However, the women's needs in terms of sexuality
and intimacy are ignored or inadequately approached by healthcare
providers (Matevosyan, 2010). Social stigma impacts upon people
with SMD's self-image, making it more difficult for people to have sex-
ual experiences. They do not engage in sexual activity until later in life
and do not acquire the knowledge or skills required for the fulfillment
of sexual roles and construction of pleasurable sexual relations (Quinn
& Browne, 2009; Volman & Landeen, 2007). Unsafe sexual behaviors
are common among SMD populations, even though such individuals
may report sexual disinterest (Scott & Happell, 2011; Sosulski, 2010).
Evidence has suggest that correlates of sexual risk may differ between
men and women, possibly reflecting gender differences in the manifes-
tation of psychiatric illness andmedication side-effects. Condomuse is a
male-controlled practice that may be difficult for women in imbalanced
gender relations to negotiate (Meade & Sikkema, 2007).

Women with SMD experience ambivalent feelings regarding moth-
erhood. Regardless of the circumstances, mothers want to be responsi-
ble for their children and recognize the meaningfulness and pleasure
concerning mother's roles in their lives. These women's experiences
lead to constructive behaviors toward health and improving their en-
gagement in treatment. Family life is also an important context for
women's recovery. Motherhood provides opportunities to construct a
socially valued identity, and raising children involves routines that im-
part meaning and give structure to women's daily lives (Carpenter-
Song et al., 2014).

However, women identified great difficulties in coping with SMD
and responding to the demands associated with parenting. A wide-
spread assumption that mentally ill women are inherently poor parents
and its associated stigma was seen as affecting children as well as
mothers. Women with SMD often parent without adequate support
from psychiatric and behavioral health providers. Healthcare facilities
were perceived as offering little continuing support in relation to par-
enting relations, intervening only in crises (Diaz-Caneja & Johnson,
2004; Maybery & Reupert, 2009; Montgomery et al., 2006). Rehabilita-
tive efforts tailored for this population should focus on social support
for mothers and community integration, taking into account the socio-
cultural backgrounds, as well as their personal and social needs
(Benders-Hadi et al., 2013; Carpenter-Song et al., 2014; Dipple et al.,
2002; Montgomery et al., 2006).

The women's strategies for copingwith adversity include improving
their interpersonal relations, dealingwith daily life situations, establish-
ing connections with social supports, and relying on spiritual strength
(Chernomas et al., 2000; Manuel et al., 2012; Pickens, 2003; Skärsäter
et al., 2003; Sosulski, 2010). As suggested by Chernomas et al. (2000),
despite the problems confronted, women conveyed a pervasive and
persistent sense of wanting life to improve and hoping that it could.
Women also wanted friends, a job, and the energy to make desired
things happen and to find some connection to the world in order to
have a purpose in life (Chernomas et al., 2000; Pickens, 2003).

The scope and importance of both formal and informal social net-
works in the daily lives of women with SMD have become clear
(Pickens, 2003). Healthcare providers assume an essential role in this
area. Women with SMD could be supported by the recognition of
these social network resources, and an emphasis on coping strategies
should be explored to enable women to deal with difficult situations
when confrontedwith everyday life problems (Pickens, 2003; Skärsäter
et al., 2003; Sosulski, 2010). Therefore, women could be engaged in dis-
cussions of their options for community integration and treatments
available. The adoption of this strategy could bolster the women's ca-
pacity for independent decisions and actions, and help them to find
jobs, housing, education, and appropriate treatment (Borba et al.,
2011; Manuel et al., 2012).

CONCLUSIONS

This IR study identified the complex experiences lived by women
with SMD. The reviewmethod enabled the ability to describe the factors
influencing the experiences and daily life attitudes of adult women liv-
ing with SMD in a broader perspective.

The evidence suggested that the experiences and attitudes of
women with SMD toward healthcare are influenced by the quality of
their relationship with care providers, the barriers to accessing
healthcare, the impact of the disorders' symptoms, and the lack of
knowledge on women's health issues. Moreover, there are also several
other factors associated with their lived experiences, regarding their
life circumstances and psychosocial background.
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The social stigma and discrimination suffered by women with SMD
contribute to their vulnerabilities toward familymembers and social in-
tegration and hinder their possibilities to make informed choices about
health. To change health practices, some researchers have assigned the
need to develop health education actions, focused on supporting
women to improve skills to deal with social isolation, stigma, discrimi-
nation, and racism (Birch et al., 2005; Borba et al., 2011; Nicolaidis
et al., 2010; Pickens, 2003). Therefore, the potentialities of health educa-
tion activities as a successful strategy to promote emancipatory and
therapeutic process towards SMD should be addressed. The use of
emancipatory strategies contributes to increased awareness, develop-
ment of autonomy, and enhanced empowerment (Birch et al., 2005;
Borba et al., 2011; Diaz-Caneja & Johnson, 2004; Lyon & Parker, 2003;
Skärsäter et al., 2003). Through empowerment, the possibility of engag-
ing in activities aimed at satisfaction of a woman's own interests and
needs is improved (Davidson, DiGiacomo, & McGrath, 2011; Hoga,
Rodolpho, Gonçalves, & Quirino, 2014).

Motherhood is another factor associated with women's attitudes to-
ward health. As mothers, women have developed strategies influenced
by gendered ideals of mothering to deal with difficulties exacerbated by
their mental health problems. The need for safe, practical, and emotional
support in parenting from family and healthcare providers as a key strat-
egy to overcome the problems encountered in motherhood has become
clear. Healthcare providers need to comprehensively assess mentally ill
mothers, being sensitive to SMD's motherhood roles (Benders-Hadi et
al., 2013; Diaz-Caneja & Johnson, 2004; Dipple et al., 2002; Montgomery
et al., 2006).

This IR highlighted that healthcare providers can better contribute to
improving the quality of care for women with SMD, but there are a
number of barriers to overcome. Considering the women's subjectivity
and promoting a closer integration between mental health treatment/
management and psychosocial factors are essential elements for com-
prehensive and meaningful care of women with SMD.

The public mental health policy needs to be linked with continuing
education for healthcare providers. Training and guidance to healthcare
providers should be developed and implemented for assessing and
meeting the complex different needs of women with SMD, in order to
reducing disparities in mental health and mental healthcare for
women. It is important that any public health strategy addresses the
systemic aspects of women's mental health, which requires collabora-
tion and integration of knowledge from an interdisciplinary work, in-
cluding different professionals (Borba et al., 2011; Chernomas et al.,
2000; Diaz-Caneja & Johnson, 2004; Gaviria & Rondon, 2010).

Further studies are needed to investigate root causes, risks and protec-
tive factors across the women's life course (Collins et al., 2011). In this
scope, the intersection between SMD and psychosocial factors such as vio-
lence, stigma, cultural background, social network, and racism, should be
explored (Borba et al., 2011; Manuel et al., 2012; Nicolaidis et al., 2010;
Pickens, 2003).More research is alsoneeded todevelop andevaluate effec-
tiveness of interventions designed to improve thewomen's experiences of
living with SMD, such as specific psychoeducational programs, treatment
options, community resources, and coping strategies (Nicolaidis et al.,
2010; Skärsäter et al., 2003; Ward, Clark, & Heidrich, 2009).

LIMITATIONS

This IR has limitations regarding the reviewed papers and the review
method. The assessment of study quality showed the lack of consistent
theoretical underpinning, which may have led to faulty conclusions of
the empirical studies due to appropriateness of logical coherence and
consistency of terms and relationships (De Kock et al., 2009; Kitson
et al., 2008). Therefore, it is necessary to carefully consider the conclu-
sions of our review.

Most of papers included in this IR employed qualitative methods.
Nonetheless, there is a possibility that the reported findings may not
be representative of the experiences lived by the majority of women
with SMDworldwide. Overinterpretation of the findings may be anoth-
er problem, as even clear conclusions were based on the results from
small convenience samples (Sak-Dankosky, Andruszkiewicz, Sherwood,
& Kvist, 2014).
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