
Objective: Women with severe mental illness were surveyed to explore is-

sues in living with mental illness, personal relationships, and professional

relationships and health care. The topics were drawn from the literature on

the psychology of women and from separate focus groups of therapists and

mental health care consumers. The women’s survey responses were com-

pared with men’s responses to an equivalent survey to determine if the is-

sues affected women and men similarly. Methods: A 76-item questionnaire
was completed by 107 women and 59 men from ten rehabilitation centers in

Maryland. Results; A larger proportion of women than men cited personal

relationships as their most important formative experiences, with only 32

percent of women citing severe mental illness or related issues as formative

experiences. Despite acknowledging the negative impact of severe mental

illness on their lives, most respondents reported normal concerns rather

than illness-related ones, and most were relatively satisfied with their lives.

Respondents made sense of their problems in diverse ways, although most

knew their diagnosis. Women reported both more and better quality per-

sonal relationships than men. However, women were more likely than men

to report a history of sexual abuse. Women reported generally good rela-

tionships with providers. About one-quarter to one-third of women report-

ed not receiving proper care for birth control and menopause and not re-

ceiving pelvic or breast examinations. Conclusions: The survey results sug-

gested that personal relationships are central in women’s lives, that women

with severe mental illness do not see their mental illness as the main feature

of their identities, and that women’s experience of living with severe men-

tal illness is considerably different from that of men. (Psychiatric Services
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G ender differences in schizo-

phrenia and other severe

mental illnesses have been lit-

He studied. In 1977 Wahl (1) found

“uniform neglect of potential sex dif-

ferences” in three major journals on

severe mental illness. In 1992 Wahl

and Hunter (2) concluded that this

imbalance “leaves a knowledge gap

about females with schizophrenia

and, at worst, creates false expecta-

tions.” The study reported here at-

tempted to bridge this gap by explor-

ing women�s views in three broad ar-

eas: issues raised in living with a sen-

ous mental illness, interpersonal rela-

tionships, and health care and rela-

tionships with health care providers.

Background

Although the literature on gender

and severe mental illness is sparse, it

dates back to Kraepelin (3), who de-

scribed dementia praecox as occur-

ring only among men. Recent litera-

ture supports the idea that women

and men have different susceptibili-

ty to different forms of schizophrenia

(4-6). Women have better premorbid

competence, later onset, fewer nega-

tive symptoms, more affective symp-

toms, and less time in the hospital

than men (7-10).

The female hormone estrogen has

antidopaminergic properties that

may protect women from more se-

vere expression of schizophrenic and

psychotic affective symptoms (4,1 1).

Women with schizophrenia tend to

show more severe symptoms before

puberty, after menopause, and just

before menstruation, which are

times when estrogen levels are re-

duced (4,11,12). Gender differences

have also been found in other axis I

disorders (10,13). Postpartum psy-

choses have been studied in a wide

variety of cultures and seem to be at

least partly attributable to the de-

crease in estrogen after giving birth

(14-22).

In addition to biologically based

differences, socially based gender

differences are likely to be important

for an accurate understanding of the

experiences and needs of women

with severe mental illness. Further-

more, the biological and social dif-

ferences interact with one another.

Apfel and Handel (23) argued that

because women with schizophrenia

are more likely than their male coun-

terparts to have florid, or positive,
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symptoms and are also more likely to

have primary responsibility for child

care, parenting would be more

stressful for a married mother with

schizophrenia than for a married fa-

ther with schizophrenia.

The feminist literature suggests

that women in general have different

socialization experiences than do

men, which results in different char-

acteristic strengths and weaknesses

(24-26). “Relational theory,” devel-

oped by Miller and her colleagues

(24), suggests that relationships with

others are the central source of em-

powering energy and psychological

growth for women. Ifa woman’s rela-

tionships are not satisfying, or if the

woman feels a sense of psychological

disconnection from her partner, the

result is psychological turmoil and a

corrosion of self-worth and identity.

More specifically, relational theory

posits that when a woman experi-

ences mutual, validating relation-

ships, she will have more “relational

zest,” a greater range of competen-

cies, a more complex sense of self,

and a greater sense of self-worth (24,

25). If a woman instead feels shut off

or disconnected from others, she will

not only lack the benefits of empow-

ering relationships, but she will be

psychologically weakened and made

vulnerable by the sense of discon-

nection that she feels (24).

If relational theory applies to

women with severe mental illness,

relationships should be more central

to them than to men with severe

mental illness, and the impact of re-

lationships on the women’s identity

and experience should not be ob-

scured by the impact of their illness.

Empirical evidence supports the re-

lationship orientation ofwomen with

severe mental illness. For example,

women with schizophrenia tend to

have better premorbid social compe-

tence and better social networks

than do men (27).

The purpose of this study was to

explore issues that have been identi-

fled as relevant to women with se-

vere mental illness, to obtain prelim-

mary normative data for this popula-

tion on these topics, and to deter-

mine whether “women’s issues” are

also relevant for men with severe

mental illness.

Methods

Issues studied

The choice of the three main areas of

inquiry-living with severe mental

illness, personal relationships, and

professional relationships and health

care-was based on their promi-

nence in the literature, their mention

in first-person accounts, and their

salience to focus groups of women

with severe mental illness.

Living with severe mental illness.

Three topics were explored under

this heading. First, we inquired how

women viewed their mental health

problems. In previous studies, more

than one-quarter ofrespondents with

severe mental illness did not believe

they had an illness and gave alterna-

tive explanations for their symptoms

(28-30). In our study, we wanted to

explore whether women and men

gave different explanations. Second,

because severe mental illness pro-

foundly impacts a person’s life, we

were interested in finding out how it

affected women’s sense of themselves

as women and their general satisfac-

tion with life. Third, we explored

their formative experiences and their

current goals.

Personal relationships. Under this

heading we explored four areas:

friendships and social support,

abuse, romantic and sexual relation-

ships, and parenting.

Social support is an important

buffer against stress. Being able to

give support to others is a source of

feelings of competence and psycho-

logical growth for women, particular-

ly when the relationship is mutual

and reciprocal; women tend to rate

their same-sex friendships as being

more mutual than men rate theirs

(31). Natural social support networks

have been found to be useful in main-

taming and reintegrating women

with schizophrenia into the commu-

nity (32). Previous studies have high-

lighted some of the difficulties that

women with schizophrenia have with

marital and dating relationships (33).

In this study, we looked for social

support in the form of relationships

with friends, family members, and

organizations. We also explored help-

ing relationships in which the study

participants themselves provided so-

cial support.

Sexual abuse is a fairly common

experience in this population. Good-

man and her colleagues (34,35) re-

port rates as high as 65 percent for

childhood sexual abuse and 76 per-

cent for adult sexual abuse among

currently or formerly homeless

women with severe mental illness.

Lipschitz and coworkers (36) found

lower rates among female psychi-

atric outpatients-55 percent in

childhood and 29 percent in adult-

hood. Friedman and Harrison (37)

found a 60 percent lifetime preva-

lence among women inpatients with

schizophrenia, compared with 13

percent among normal volunteers.

Miller and Finnerty (38) reported a

significantly higher incidence of

rape and sexual abuse among women

with schizophrenia-spectrum disor-

ders than among control subjects.

Regarding incest, studies of general

psychiatric inpatients and outpa-

tients typically find rates between 25

and 44 percent (39).

Sexual abuse can be particularly

devastating when the perpetrator is

someone in a position of authority,

especially in psychiatric settings,

where the therapeutic environment

fosters vulnerability and requires

trust (40). Although reliable epi-

demiological data have not been col-

lected on the prevalence of abuse

within psychiatric institutions, anec-

dotal evidence suggests that in the

past it was not rare and that many

current consumers have histories of

abuse that took place within the sys-

tem (41,42).

As for physical abuse, Goodman

and her colleagues (35) found that 87

percent ofa sample offormerly home-

less inner-city residents with severe

mental illness reported childhood

physical abuse, and that 87 percent

reported physical abuse in adult-

hood. These rates are higher than

those reported by Lipschitz and as-

sociates (36)-36 percent in child-

hood and 46 percent in adulthood.

Studies of the sexual and romantic

relationships of women with severe

mental illness have typically focused

on difficulties or pathologies rather

than on normative functioning (23,

36,43-48). Jacobs and Bobeck (47)

have indicated that mental health

clinicians do not, as a rule, ask their
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clients about their sexuality, and that

clients are often reluctant to bring

up the issue.

Most ofthe literature on parenting

and severe mental illness has fo-

cused on fertility rates, parenting

skills, or the effect of the mother’s

illness on the child (48-51). Until re-

cently, the professional literature

and the mental health care system

typically viewed a patient’s pregnan-

cy as simply a problem, rather than

as an occasion for a complex choice

that a patient might legitimately be

able to make (23,52). When experi-

encing or contemplating pregnancy,
women may have concerns about the

effects of psychiatric medications on

the fetus and the milk supply (43).

(Schwab and colleagues [53] and Ze-

mencuk and colleagues [54] have

provided detailed analyses of parent-

ing issues among persons with Se-

vere mental illness.) Coherent state

policies addressing the needs of

mothers with severe mental illness

are rare (55), although some exem-

plary individual programs exist (56).

Professional relationships and

physical health care. The work of

Handel (57) suggests that women

with severe mental illness infre-

quently receive physical and pelvic

examinations. Even when gyneco-

logical symptoms appear, the prob-

lems may not be diagnosed, because

mentally ill women’s complaints of

abdominal pain may be dismissed as

psychiatric symptoms.

In a study in Japan, women with

schizophrenia had more negative

perceptions of their body’s attrac-

tiveness, health, and proportions

than did female college students

(58). These results, coupled with the

finding that many psychotropic med-

ications lead to weight gain (43), sug-

gest that concerns about body image

may also be prevalent among Amen-

can women with severe mental ill-

ness.

Some writers have argued that

women with severe mental illness

are commonly devalued on treated

like children by clinicians (22). 0th-

er writers have focused on the rela-

tionship between client and thera-

pist and have suggested that the

therapy’s effectiveness depends on

the extent to which the client expeni-

ences a genuine connection with the

therapist (25,59). Various forms of

therapy have been reported to be ef-

fective with women with severe

mental illness (60-63), but Perreault

and associates (64) reported a gender

difference in satisfaction with outpa-

tient therapy. We therefore asked our

participants to characterize the qual-

ity of their relationship with pro-

viders and therapists.

Two focus

groups consisting

ofwomen with severe

mental illness helped

develop the survey

instrument.

Survey instrument

Three focus groups-two consisting of

women with severe mental illness and

one consisting of mental health clini-

cians-helped develop the survey in-

strument. The focus groups were held

in the winter and spring of 1993.

The two focus groups of women

with severe mental illness were cre-

ated by inviting women from a psy-

chiatnic clubhouse and from a hospi-

tal-based day treatment program to

participate in a discussion about

women’s issues. Each group con-

tamed about ten women. Topics se-

lected for inclusion in the study were

those that the focus groups deemed

important, that were potentially rel-

evant to most women with severe

mental illness, and that had implica-

tions for therapeutic interventions.

Focus groups also provided substan-

tial editorial assistance to ensure that

the wording of the survey would ad-

equately reflect the respondents’ ex-

perience. These methods have been

described in more detail elsewhere

(65; Coursey RD, Lucksted AA, Kel-

ler AB, unpublished manuscript,

1995). A pilot study was conducted

to verify that the questions and the

instructions were comprehensible.

The final questionnaire included

76 items, 70 of which were multiple

choice questions and six of which

were open-ended questions. (A copy

ofthe questionnaire is available from

the authors.) The men’s version of

the questionnaire was substantially

the same as the women’s version ex-

cept that gender references were re-

versed and women’s reproductive

health items were omitted.

Ten sites in various communities

in Maryland participated in the

study. Two-week test-retest reliabili-

ty data were gathered from one of

the larger sites. Previous projects us-

ing the same population and the

same questionnaire development

methods have found high test-retest

reliability measures of 74 percent,

74.3 percent, and 82 percent (29,

30,66). In the present study, results

from 16 subjects showed that 80 pen-

cent of the items were answered in

the same way the second time.

The survey was administered in

the spring of 1993 l)y a team consist-

ing of the first author and several

trained female undergraduates. The

surveys for women and men were

administered simultaneously in two

separate rooms. A standardized

script was used for the introduction

and administration of the question-

name itself. Respondents were as-

sured of their anonymity, the survey

did not ask for their names, and re-

spondents’ signed informed consent

forms were separated from the sur-

vey when they were handed in. Each

respondent read and filled out his on

her own survey form. One-on-one

assistance in filling out the question-

name was available for those nespon-

dents who wanted such help.

Sample

A mixture of ten rural, urban, and

suburban psychiatric rehabilitation

centers was selected to encompass a

variety of M aryland communities.

One hundred and seven women and

59 men completed the question-

name.

At two sites, consumers who chose

not to participate in the study were

asked to complete a one-page ques-

tionnaire on demographic informa-
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tion. The demographic and diagnos-

tic profile of those submitting com-

plete questionnaires did not substan-

tially differ from nonresponders or

from those who completed only part

of the questionnaire.

Analyses

To reduce the number of statistical

comparisons, chi square analyses

were conducted only on discrepan-

cies of 10 percent or larger between

women and men. In the power cal-

culations (67), alpha was set at .05

with a medium effect size of .30. In

our group of 166 participants, a 10

percent difference in responses be-

tween women and men provided a

power of .80 to detect a true differ-

ence and consistently yielded a sig-

nificant effect for the two-tailed test

of proportions. The criterion of a 10-

percentage-point difference for sta-

tistical analysis also ensured that the

differences between men and wo-

men were meaningful and nontrivial.

For continuous data, t tests were

used to determine group differences.

For the open-ended items, a ten-

member research team on serious

mental illness at the University of

Maryland used qualitative data

analysis and group consensus to

identify major categories of respons-

es and then to sort the data into those

categories. The research team was

blind to the gender of the respon-

dents during this process.

Results

Diagnostic and demographic

characteristics

In this sample of respondents from

psychiatric rehabilitation centers,

women were more likely than men to

have a diagnosis ofan affective disor-

der (30 percent versus 5 percent),

and men were more likely than

women to have a diagnosis ofa schiz-

ophrenia-spectrum disorder (90 per-

cent versus 56 percent). The overall

difference between genders in the

distribution of the two types of ill-

ness was significant (X2l7.2, df1,

p<.OO1). Fourteen percent of the

women and 5 percent ofthe men had

other diagnoses; there were no sig-

nificant differences between the two

groups for other disorders.

Forty-nine percent of both the

women and the men were white, and

46 percent of the women and 39 per-

cent of the men were African Ameri-

can. No racial differences were

found across diagnoses.

Women tended to be slightly older

than men (mean±SD age4l±11

years versus 37±8 years; t=2.7,

df= 151, pcz.Ol) and were slightly

older at the onset of their illness

(mean±SD age=27±11 years for

women and 24±8 years for men;

t=2.1, df=138, p<.OS).

Women and men were also signifi-

cantly different in their marital sta-

tus (81 percent ofthe men were nev-

er married, compared with 49 per-

cent of the women; x2= 16.2, df= 1,

p<.OO1). The two groups did not dif-

fer in education, living arrange-

ments, sources of income-95 per-

cent ofboth groups received Supple-

mental Security Income or Social

Security Disability Insurance-or

employment. Only 2 percent had a

full-time paying job unrelated to the

rehabilitation center they attended.

To a large extent, the differences

between the women and the men in

the sample reflect differences com-

monly reported in the literature

(4-10,29,30). Thus the differences

between the genders-for example,

in distribution of diagnoses-are

necessary for the sample to be repre-

sentative ofwomen and men with Se-

vere mental illness in the public sys-

tem. Nevertheless, the effects of

these differences may be confound-

ed with the effects of gender.

In this report, we first present the

results from the entire sample, and

then we present the results of a de-

mographically matched subsample

of men and women to determine

whether the results for the whole

sample are primarily due to gender

rather than type of disorder or other

variables.

Living with severe mental Illness

Views on illness. Most of the 107

women (67 percent) were aware of

their chart diagnosis, but one-third

did not believe that they had a men-

tal illness. One-quarter of the 59

men did not believe they had a men-

tal illness. These proportions are

similar to those found in earlier stud-

ies (28-30).

As expected, respondents’ expla-

nations of their problems varied

widely. But when asked what name

best described their problems, 71

percent of the women provided a re-

sponse that generally matched their

chart diagnosis. Forty-four percent

were in exact agreement, and 27 per-

cent gave explanations that were ei-

ther synonymous with their chart di-

agnoses, such as “mood swings,” or

that included a key symptom or be-

havior, such as “hearing voices.” The

remaining 29 percent of the women

did not agree at all with their chart

diagnosis. Some oftheir explanations

reflected a popular mental health

model, such as “stress” or “bad

nerves.” Others used alternative ex-

planations, such as “spiritual fight”

or “life’s troubles and woes.” Men�s

answers did not differ substantially

from those of the women.

When asked what caused their

problems, women were more likely

than men to cite “bad things that

happened to me in the past” (45 per-

cent versus 23 percent; �

df= 1, p< .01) or “the result of the

way I was raised” (24 percent versus

6 percent; X2=8.4, df=1, p<.005).

Only about one-third of the respon-

dents attributed their problems to a

chemical imbalance in the brain.

Impact of illness on life. When

asked to assess the impact that the

illness has had on their lives, respon-

dents varied greatly in their assess-

ment. As for the global impact of ill-

ness, most women reported being

moderately affected and fewer re-

ported that their lives were unaffect-

ed or completely ruined. About 40

percent ofboth women and men said

that their illness had some adverse

affect on their feelings of femininity

or masculinity. About half of both

women and men (47 percent and 51

percent, respectively) stated that

their illness had forced them to give

up or change some important life

goals, such as having a job, having a

baby, or going to college. No striking

gender differences were apparent in

these responses.

To gain a more balanced view of

their everyday concerns, we asked

respondents to state in their own

words the issues that frequently oc-

cupied their minds. Three categories



Table 1

Bates and perpetrators of physical and sexual abuse among women and men sur-

vey respondents with severe mental illness, in percentages

Physical abuse’ Sexual abuse2

Women Men Women Men
Rate and perpetrator (N90) (N49) (N86) (N43)

Rate ofabuse3 71 67 57 33
Perpetrator

Doctor 10 8 8 14
Staff 4 10 6 7
Another client or patient 13 16 6 2
Date 11 2 13 5
Spouse4 27 0 8 0
Parent or relative5 30 27 19 2

Friend 11 18 14 5
Stranger 16 27 24 14

1 Responses to the question Have you ever been hit, beaten, kicked, shoved, slapped, etc.?

2 Responses to the question Has anyone ever touched you in a way that made you feel uncomfort-

able, or raped you?

3 Significant difference between women and men in rate ofsexual abuse (�26.8, dfl, p<.05)

4 Significant difference between women and men in perpetrator of physical abuse (�2 15.3, df 1,
p<.005)

5 Significant difference between women and men in perpetrator of sexual abuse (�2=6.6, df 1,

p<.O5)
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emerged. First, 84 percent of the

women and 93 percent of the men

gave responses categorized as “nor-

mal,” such as “will I succeed in writ-

ing poetry.” Second, only 16 percent

of the women and 15 percent of the

men mentioned illness-related con-

cerns, such as “will I ever get better.”

Third, normal concerns related to life

within the mental health system,

such as “how to get transportation to

the grocery store,” were mentioned

by 25 percent of the women and 5

percent of the men, a significant dif-

ference (X2=6.8, df=1, p<.Ol).

Overall, respondents varied on a

life-satisfaction item in a bell-curve-

like fashion, with most being moder-

ately satisfied. Similar results have

been reported in other studies (68).

Formative life experiences. We

asked respondents to list up to four

experiences that shaped who they

are today or that they consider the

most important things that ever hap-

pened to them. Five categories

emerged: relationships; work, accom-

plishments, and striving; severe men-

tal illness; religion; and other. Women

were significantly more likely than

men to cite relationships (73 percent

versus 40 percent; x2= 13.5, df= 1,

p<.OO1), and men were more likely

than women to give responses in the

category of work, accomplishments,

and striving (56 percent versus 38

percent; X23.8, df= 1, p.OS).

Only about one-third ofthe women

and the men (32 percent and 37 per-

cent, respectively) mentioned issues

related to mental health, such as be-

ing incarcerated in the hospital, as a

formative experience, and only a few

mentioned their severe mental illness

or any psychological problems at all.

Religious issues such as “getting to

know God” seemed about equally im-

portant to women and men (31 per-

cent and 28 percent, respectively).

Current goals. Twenty-four life

goals were identified from the focus

groups and the literature. Respon-

dents checked all applicable goals

and circled the most important ones.

Surprisingly, goals involving relation-

ships were rated the top two by men,

and getting a job was one of the top

two items for women. Women�s and

men’s overall rankings of goals were

very similar (Spearman’s r .83).

Personal relationships

and social support

Friends and social support. Women

were much more likely than men to

say they had a best friend (70 percent

versus 44 percent; x2= 10.8, df=2,

p=.Ol), a mutual, egalitarian relation-

ship with someone (72 percent versus

58 percent; X212.1, df2, p<.Ol),

or a pet that is like a member of the

family (among pet owners, 78 percent

of women versus 36 percent of men;

X29.6, df=1, p<.Ol). Most respon-
dents-55 percent of the women and

64 percent ofthe men-said that they

had at least one family member who

was supportive. Sixty-one percent of

the women and 72 percent ofthe men

said that they felt like a fully accepted

member of their family.

Organizations. Almost half of both

women and men (49 percent and 41

percent, respectively) said that they

attended church. Women were less

likely than men to belong to a self-

help group (17 percent versus 33 per-

cent; �2s�2, df=1, p<.O5). More

women than men were without any

form of involvement in organizations

or clubs (29 percent versus 14 per-

cent; X25.2, df=1, p<.OS).

Helping others. Women were

more likely than men to say that help-

ing others was very important to them

(70 percent versus 48 percent; �

df=l, p<.Ol). However, women and

men were equally likely to say that

helping others made them feel good

(77 percent and 78 percent, respec-

tively).

Abuse. Women reported wide-

spread abuse of many kinds. Most

women and men (76 percent and 72

percent, respectively) reported hay-

ing experienced at least one type of

abuse. Perpetrators were most often

men, and they included relatives,

friends, and psychiatric service

providers as well as strangers. Victims

varied greafly in age. Women with af-

fective disorders or schizophrenia-

spectrum disorders were about equal-

ly likely to report having experienced

abuse.

As Table 1 shows, physical abuse

was widely reported by women. Al-

most three-quarters ofthe women re-

spondents reported at least one expe-

rience. The most common abusers

were parents, with incidents involv-

ing parents reported by about a third

of women respondents.

More than half of the women (57

percent) reported at least one mci-

dent of sexual abuse (see Table 1),

compared with 33 percent of the

men, a signfficant difference. Nine-

teen percent ofthe women, compared



Responses of women and men with severe mental illness to survey questions on

romantic and sexual relationships, in percentages

Question and N ofrespondents’ Women Men

with only 2 percent of the men, re-

ported being sexually abused by a

parent or relative, usually the father.

The difference in rates of sexual

abuse was signficant. About one-

fourth of the women said that they

had been sexually abused by

strangers, all but two of whom were

men. However, women were more

likely than men to usually be able to

refuse unwanted sex (73 percent ver-

sus 59 percent), and men were more

likely than women to “never be able

to say no” (26 percent versus 5 per-

cent; �27.2, df=2, p<.O3).

Romantic and sexual relation-

ships. As Table 2 shows, women were

signficantly more likely than men to

report having a romantic partner (48

percent versus 19 percent). Among
women who did not have a partner,

the most common reason for not hay-

ing one, selected by 55 percent, was

“I prefer to focus on my own needs

right now.”

About half(55 percent) of the sexu-
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Table 2

Do you have a long-term romantic partner? (99 women, 57 men)
Yes2
No, not right now

Ifyou don’t have a partner now, why?3 (47 women, 41 men)
Prefer to focus on my own needs right now
Don�t know why

Prefer not to have one now
Difficult to get to know people
Prejudice keeps me from getting a partner who is up to my standards
People are uncomfortable approaching me

If you have a partner, is the relationship satisfying to you?
(40 women, 10 men)

Yes, very satisfying
Yes, somewhat satisfying
No, not at all satisfying

Are you satisfied with your current sex life? (86 women, 53 men)
It is exactly the way I want it to be
It is okay, but it could be better

I am very dissatisfied with it
Not sure

Is it hard to talk to staffor therapists about your sex life?�
(93 women, 55 men)

Too embarrassing or uncomfortable
Yes, because they never ask about it

Yes, I don’t want to bring it up
No, it is not hard to talk about it
Not sure

Is having a good sex life a goal that you might want to discuss in
therapy? (91 women, 54 men)

Yes
No
Not sure

If you are bisexual or lesbian (gay), can you be openly gay or “out
of the closet”? (79 women, 51 men)

This question does not apply to me
There’s a place I can be openly gay
At least one person knows and accepts
No, can’t be openly gay, though I’m gay

If you wanted to have a homosexual relationship, or if you had sex
with another woman (man), would you feel comfortable discussing
it with your therapist? (92 women, 47 men)

Yes, probably
No, probably not

Not sure
I would never have romance or sex with another woman (man)

1 Some questions have been paraphrased here for brevit�

2 Significant difference between men and women (X212.2, df�’1, p<.005)

3 Respondents could select more than one answer.

ally active women surveyed reported

that they used birth control. When

asked about the effects of their med-

ication on their sex life, about one-

third ofboth male and female respon-

dents said that it impaired their sex

48 19 life in some way.
53 81 For gay people, being unable to be

openly gay with anyone could be a

55 39 significant source of alienation and
29 34 .

27 15 isolation mat wou�ct teno to erode tne
17 29 effects of the other forms of support
10 0 (69). Among the 19 percent of the fe-
10 2 male respondents who identified

themselves as gay or bisexual, 79 per-

50 60 cent said they felt unable to confide in
38 30 anyone about issues related to homo-
12 10 sexuality. The proportion ofwomen in

36 30 our sample who identified themselves
28 25 as gay or bisexual is comparable to the
17 28 proportion of women with severe
19 17 mental illness in Miller and Finner-

ty’s sample (38) who reported having

38 40 had a same-sex partner (17 percent,
13 22 compared with 2 percent of control
18 13
46 33 subjects).

8 11 Almost one-third (30 percent) of
male respondents identified them-

24 33 selves as gay or bisexual; 60 percent

59 43 of these respondents said they were

17 24 unable to be openly gay. However,

because the survey questions on ho-

81 70 mosexuality had low response rates,
1 2 these percentages should not be used
3 10 as an accurate estimate of the preva-

15 18 lence of homosexuality among men-

tally ill men.

Parenting. Women were far more

11 23 likely than men to have had at least

23 13 one child (62 percent versus 17 per-

62 � cent; X218.8, df=1, p<.OOl). Con-
trary to the view that adoption is the

norm in this population, most parents

(82 percent of the mothers and 66

percent of the fathers) reported rais-

ing or helping to raise at least one of

their children. Twenty-seven percent

of the mothers reported that at least

one of their children was living with

them. Of the 33 children who lived

with their parents with severe mental

illness, 70 percent were school-aged

or younger. Most parents (81 percent

of mothers and 66 percent of fathers)
reported being in contact with at least

one of their children.

Among respondents who answered

a question about the effect of severe

mental illness on parenting, 29 per-

cent of the women and 11 percent of
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the men said that the illness had

made it harder for them to be a good

parent (�25.1, df=1, p<.O5).

Professional relatlonsb4s

and health care

Physical health. Among women re-

spondents, about a third reported not

receiving regular breast exams (29

percent), pelvic exams (25 percent),

birth control care (35 percent), or

menopause care (35 percent). These

findings are similar to those reported

for the general population. Most

women (80 percent) reported being

satisfied with the information avail-

able to them about sexually transmit-

ted diseases.

Because many psychotropic med-

ications are contraindicated for preg-

nant women, pregnancy poses special

problems for women with severe

mental illness (23). More than half of

the women respondents (56 percent)

said that if they became pregnant,

they would worry that they might

have to stop taking their medications

and, consequently, have a relapse.

Similarly, more than half(59 percent)

would worry that the medications

would harm the child, either before

birth or during breast feeding.

Respondents were also asked about

several appearance-related side ef-

fects of their psychiatric medications.

The most commonly selected item

was weight gain; women reported it

as a side effect more often than men

(60 percent versus 44 percent; X2

3.8, df= 1, p=.O5). Although women

were indeed more likely than men to

see themselves as overweight (75 per-

cent versus 42 percent; �2 16.4, df=

2, p<.OOl) and were more likely to be

making an effort to lose weight (70

percent versus 33 percent; X2=2l2�

f=3, p<.OO1), they were not signifi-

cantly more likely than men to be

generally uncomfortable with their

appearance (18 percent versus 14

percent).

The focus groups suggested that it

might be common for women with se-

vere mental illness to feel that their

physicians view them as mentally un-

reliable, do not take their complaints

seriously, and do not routinely ask for

relevant medical history. This hypoth-

esis was not supported by the survey

results. Only 5 percent of the women

said that their physicians “hardly

ever” took them seriously. Similarly,

only 7 percent felt that they were

“hardly ever” asked for relevant med-

ical history.

Relationships with mental health

care providers. The majority of

women indicated that the staff mem-

hers at their rehabilitation center

made them feel “respected” or “like

an equal” (74 percent) rather than like

“a child” on “just another case” (25

percent). More than half of the

women (61 percent) reported that

staff members asked them what they

The findings

were consistent

with the idea that

severe mental illness

itselfis not the center of

these women’s

identities.

wanted in their treatment plans,

while a quarter (26 percent) reported

not being asked. These results appear

to disconfirm the assertion made by

some of the focus groups that women

with severe mental illness typically

feel disconnected from on infantilized

by service providers.

Most women also reported having

good relationships with their psy-

chothenapists. Seventy-eight percent

reported that their therapist made

them feel “respected” or “like an

equal,” and 22 percent said their flier-

apist made them feel like “a child” or

“just another case.”

As expected, women did seem to be

more attuned than men to certain

subtle aspects of their relationships

with their therapists. Questions about

these aspects were intended to be op-

erationalizations of relational theory

in the form of behavioral signs that

the client and therapist were experi-

encing “connection” (24). Women

were more likely to have an opinion

about whether or not their therapist

ever seemed moved by what they

said, whereas men were more likely

to be unsure (x2=10.3, df3, p<.O5).

The same pattern was found when

women and men were asked whether

their therapist had learned anything

from them (�27.4 df=2, p<.O5) and

whether their therapist tried to un-

denstand their culture or background

(�2=l4.9, df=3, p<.Ol).
What researchers and the general

public should know. An open-ended

item asked respondents to say in their

own words what they wanted ne-

searchers and the general public to

know about them. Some women

wanted others to be aware of their

limitations or special needs (38 per-

cent), such as their difficulty working

or being homemakers; some men-

tioned their competencies (14 per-

cent), such as their ability to be inde-

pendent; and some mentioned the

need for more community resources

(8 percent). However, the need for re-

spect from other people was the most

common response, and women were

significantly more likely to mention

the need for respect than men (66

percent versus 36 percent; �2=6#{149}�,

df=1, p<.O1).

Matched subsamples

To disentangle the effects of gender

differences from other factors, we re-

peated the original analyses with a

subsample of 52 men and 52 women

matched for diagnosis, age, race, edu-

cation, and employment. There were

no other differences on sociodemo-

graphic variables except marital sta-

tus. Analysis ofthis matched subsam-

pie by gender produced essentially

the same results as the analysis by

gender in the main sample.

Of 104 analyses (mainly Pearson chi

square tests) with adequate cell fre-

quencies, 97 had the same results as

in the larger unmatched sample-ei-

ther significant or not at the .05 level.

Of the remaining seven comparisons,

six were in the same direction as the

differences in the unmatched sample,

but did not reach the significance 1ev-

el due to the smaller sample size.

Two further comparisons were

made within the women’s group to
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test for the impact of diagnosis and

marital status. The pattern of survey

findings across diagnosis-schizo-

phrenia versus affective disorders-

in a subsample of 90 women pro-

duced no evidence that diagnosis af-

fected any ofthe significant variables.

Indeed, the only two significant find-

ings were counter to expectations

about diagnoses. Finally, we exam-

med findings for married women ver-

sus never-married women in a sub-

sample of 98. Significant differences

occurred only on questions about

children and about physical and sexu-

al spousal abuse, but not on any of the

other variables for which significant

differences between men and women

were found in the main analyses.

The lack of findings for these two

subsamples was not due to lack of

power. Indeed for an alpha of .05, the

power to detect a true difference was

.60 for a medium effect size of .30.

Rather, these results suggest that the

findings from the total sample are in-

deed primarily attributable to gender

effects rather than to diagnosis or

marital status.

Discussion and conclusions
The findings on women�s experiences

in living with severe mental illness

were consistent with the idea that se-

vere mental illness itself is not the

center of these women’s identities.

Only a few respondents mentioned

their illness when they were asked to

list the main experiences that shaped

who they are today. Similarly, when

the women were asked to describe

their most pressing concerns, almost

all of the responses were categorized

either as “normal” or as due to the lo-

gistical or lifestyle ramifications of

living with severe mental illness

rather than as characteristics of the

illness itself.

However, most women said that

their illness had some adverse im-

pact on their lives. Our survey did

not explore whether this adverse im-

pact was caused mainly by the illness

itself or by its secondary conse-

quences, such as joblessness or

homelessness. Some adverse sec-

ondary consequences, such as a urn-

lied social network, may affect

women differently than they affect

men.

Despite acknowledging the nega-

tive impact of their severe mental ill-

ness, respondents typically reported

being relatively satisfied with their

lives overall. This finding raises the

question of how they have psycho-

logically worked through the dissat-

isfaction or loss inherent in the

handicapping effects of severe men-

tal illness (70).

One way of coping with a problem

is to try to understand it and find

meaning in it. The way respondents

understood the causes of their prob-

The findings

on personal

relationsbips and social

support are consistent with

relational theory, which

holds that women are more

oriented than men are

toward participating

in close

relationsb4s.

lems varied widely. About a third of

the women surveyed believed that

they did not have a mental illness,

even though most of these women
were aware of their official psychi-

atnc diagnoses. Although the med-

ical model is typically presented to

clients as the “correct” explanation,

evidence that clients’ belief in other

nonpsychotic explanations is neces-

sarily maladaptive has not been

found.

Research is needed on how people

can develop a clear understanding of

their illness and how they can best

use that understanding to cope with

the disorder. Such information could

enrich the content of psychoeduca-

tional classes and other materials giv-

en to consumers and their families.

Overall, the findings on personal

relationships and social support are

consistent with relational theory,

which holds that women are more

oriented than men toward participat-

ing in close relationships. This find-

ing may mean that the men in our

sample have less developed relation-

al skills, either as a result of their so-

cialization as males or as a result of

their illness, or both. Unfortunately,

our data do not directly address this

issue.

The finding that more women than

men cited relational formative expe-

riences also supports the concept of

gender-specific socialization pro-

cesses operating in this population

even before the onset of the illness.

This finding also agrees with those

reported elsewhere that women with

schizophrenia tend to have had bet-

ter premorbid social functioning

than men, which also may be at least

partly attributable to a biologically

based difference in the expression of

schizophrenia across gender (8). Re-

gardless of the origin of these differ-

ences, the women in this study main-

tamed some mutual relationships de-

spite the negative impact that severe

mental illness presumably had on

their ability to sustain such relation-

ships.

Unfortunately, most women re-

ported having experienced at least

one abusive relationship; they were

more likely than men to report sexu-

al abuse, but about equally as likely

as men to report physical abuse.

These findings suggest that clini-

cians should routinely include abuse

issues in their assessment of new

clients (71,72). Aside from being an

important clinical issue in itself,

abuse may trigger the onset of severe

mental illness or play a role in its

course or expression of symptoms

(73). Clinically, the internal quieting

that results from resolving the psy-

chological issues springing from

abuse sometimes helps clients with

severe mental illness cope with their

illness.

It is hard to compare the rates of

abuse in this sample with those in

the general population, because we

did not have a control group of per-

sons without severe mental illness.

The findings on sexual abuse are
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consistent with those ofother studies

of persons with severe mental ill-

ness, which have reported rates of5l

to 76 percent for women (35,37,

74,75) and 26 percent for men (75).

The two empirical studies that had

normal control groups found signifi-

cantly lower rates in the control

group (36,37). Furthermore, anecdo-

tal evidence from respondents’ corn-

ments during data collection sug-

gested that our current findings

might reflect some underreporting.

Several respondents mentioned to

the investigators they did not answer

questions about abuse because they
did not wish to recall upsetting

memories of extensive abuse. In a

study by Williams (76), more than

than one-third of sexual abuse sun-

vivons did not recall the episode 17

years later.

In the area of professional rela-

tionships and health cane, both

women and men generally reported

good relationships with their physi-

cians, psychotherapists, and rehabil-

itation center staff. We did not find

the levels ofdisrespect that might be

expected from the nonempirical lit-

erature (22) or from our focus

groups. This difference could be due

to recent improvements in the men-

tal health system, attention to issues

of respect by some advocates, on a

positive response bias by the nespon-

dents.

It seems reasonable to hypothesize

that women with severe mental ill-

ness would have difficulty creating

and maintaining relationships of

connection with therapists and staff

members, given the high staff turn-

oven in many treatment settings and

the geographic instability in con-

sumers’ lives caused by the typically

short hospital stays and frequent

changes of residence. Despite these

obstacles, the respondents seemed

to be generally satisfied with their

relationships with service providers.

This finding is similar to reports in

other studies of relationships with

therapists in this population (29,66).

Although the literature stresses the

importance ofcontinuity ofcane (65),

in today’s managed behavioral

health systems it would be useful to

develop effective methods of coping

with the discontinuities.

The sample for this study was rep-

nesentative of clients of psychosocial

rehabilitation centers in Maryland.

Due to the great variability between

states in the quantity and quality of

services and service providers, some

of the findings may not be nepresen-

tative of the experiences of women

with severe mental illness in other

states. Persons with sevene mental

illness who are financially indepen-

dent, who are homeless, or who are

chronic hospital patients may also

have diffenent points of view. #{149}

Acknowledgments

This research was supported by grant

MH-19257 from the National Institute of

Mental Health and grant MH-19803 from
the Center for Mental Health Services.
The authors thank Pamela Alexander,
Ph.D., Robert Brown, Ph.D., Risa Fox,
Natalie Fraiman, Dawn Franks, Clara

Hill, Ph.D., Lisa Jerome, Jennifer Karl,
Diane Littlefield, Jennifer Loss, Fnieda

Orlowski, Launi Palniei, Denise Parker,
and David Ritsher.

References

1. Wahl OF: Sex l)ias in schizophrenia re-

search: a short report. Journal of Abnormal

Psychology 86:195-198, 1977

2. Wahl 0F Hunter J: Are gender effects he-
ing neglected in schizophrenia research?

Schizophrenia Bulletin 18:313-318, 1992

3. Kraepelin E: Dementia Praecox and Para-

phrenia (1919). Translated by RM Barclay.

New York, Krieger, 1971

4. Castle DJ, Abel K, Takei N, et al: Gender

rlifferences in schizophrenia: hornional ef-
feet or subtypes? Schizophrenia Bulletin

21:1-12. 1995

5. Goldstein JM, Tsuang MT: Gender and

schizophrenia: an introduction and synthe-

sis of findings. Schizophrenia Bulletin

16:179-183, 1990

6. Flor-Henrv P: Influence ofgender in schi-

zophrenia as related to other psychopatho-
logical syndromes. Schizophrenia Bulletin
16:211-227, 1990

7. Angermeyer MC, Kuhn L, Goldstein JM:

Gender and the course of schizophrenia:

differences in treated outcomes. Schizo-

phrenia Bulletin 16:293-307, 1990

8. Childers SE, Harding CM: Gender, pre-

morbid social functioning, and long-term
outcome in DSM-lIl schizophrenia. Schiz-

ophrenia Bulletin 16:309-318, 1990

9. Haas GL, Glick ID, Clarkin JF et al: Gen-
der and schizophrenia outcome: a clinical

trial of an inpatient family intervention.

Schizophrenia Bulletin 16:277-292, 1990

10. McGla.shan TH, Bardenstein KK: Gender
differences in affective, schizoaffective, and

schizophrenic disorders. Schizophrenia
Bulletin 16:319-332, 1990

11. Seeman MV: Schizophrenia in women and

men, in Treating Chronically Mentally Ill
Women. Edited by Bachrach LL, Nadelson

CC. Washington, DC, American Psvchi-

atric Press, 1988

12. Riecher-R#{246}ssler A, H#{228}fnerH, Stumbaum

M, et al: Can estradiol modulate schizo-

phrenic symptomatology? Schizophrenia

Bulletin 20:203-214, 1994

13. Leibenluft E: \V#{243}nwnwith bipolar illness:
clinical and research issues. American Jour-

nal of Psychiatry 153:163-173, 1996

14. Raty \‘D: A propos de psychoses du “post-

partum.” Ada Psychiatrica Belgica 82:596-
616, 1982

15. Brockington IF: Puerperal psychosis: p1w-

nomena and diagnosis. Archives of General

Psychiatry 38:829-833, 1981

16. Ifahumuvi 0!, Akindele MO: P()st-partum

mental illness in northern Nigeria. Acta
Psychiatrica Scandinavica 72:63-68. 1985

17. Korkina MV, Tsivil’ko MA, Kareva MA, et

al: Characteristics of postpartum catatonic-
oneiroid episodes of schizophrenia. Soviet

Neurology and Psychiatry 18:10-19, 1985

18. Kendell RE, Chalmers JC, Platz CL: Epi-

demiology of puerperal psychoses. British

Journal of Psychiatry 150:662-673, 1987

19. McNeil TF: Women with non-organic psy-

chosis: psychiatric and demographic char-

acteristics of cases with versus without

postpartum psychotic episodes. Acta Psy-

chiatrica Scandinavica 78:603-609, 1988

20. Schopf J, Byois C, Jonquiere NI, et a]: On

the nosologv of severe psychiatric post-par-
tun� disorders: results of a catamnestic in-
vestigation. Archiv fur Psychiatric und Ncr-
venkrankheiten 234:54-63, 1984

21. Kadrmas A, Winokur C, Crowe RR: Post-

partuni mania. British Journal of Psychiatry

135:551-554, 1979

22. Ussher J: \Vomen’s Madness: Misogyny or
Mental Illness? Amherst, University of

Massachusetts Press, 1991

23. Apfel RJ, Handel MH: Madness and the

Loss of Motherhood. Washington, DC,

American Psychiatric Press, 1993

24. Miller JB: Connections, disconnections,

and violations. Work in Progress no 33.
Wellesley, Mass, Stone Center Working Pa-
per Series, 1988

25. Jordan JV: Empathy, mutualth; and thera-

peutic change: clinical implications ofa re-
lational niodel, in Women’s Growth in Con-

nection: Writings From the Stone Center.

Edited l)y Jordan JV, Kaplan AC, MillerJB,

et al. New York, Guilford, 1991

26. Miller JB: The development of womens

sense of self. Work in Progress no 12.
Wellesley, Mass, Stone Center Working Pa-

per Series, 1984

27. Zigler E, Levine J, Zigler B: Premorbid so-

cial competence and paranoid-nonparanoid
status in female schizophrenic PatieI�ts.
Journal of Nervous and Mental Disease

164:333-339, 1977

28. Bradmiller MA: Acceptance OfDisal)ility in



1282 PSYCLUATRIC SERVIQIS . October 1997 Vol. 48 No. 10

Persons With Long-Term Mental Illness.
Unpublished master’s thesis. College Park,

University of Maryland, Department of

Psychology, 1993

29. Coursey RD. Keller AB, Farrell EW: mdi-
vidual psychotherapy and persons with Se-

rious mental illness: the client’s perspec-
tive. Schizophrenia Bulletin 21:102-119,
1995

30. Lucksted AA, Coursey RD: Consumer per-

ceptions of pressure and force in psychi-
able treatments. Psychiatric Services 46:

146-152, 1995

31. Genero NP� Miller JB, Surrey J: Research

Project Report: The Mutual Psychological
Development Questionnaire. Wellesley,

Mass, Wellesley College, Stone Center,

1992

32. Garrison V: Support systems of schizo-

phrenic and nonschizophrenic Puerto Ri-

can migrant women in New York City.

Schizophrenia Bulletin 4:561-596, 1978

33. Thorne FC, Pishkin V: Comparative study

of the factorial composition of femininity in

alcoholic, schizophrenic, and normal popu-
lations. Journal of Clinical Psychology 33:

18-23, 1977

34. Goodman LA: The prevalence of abuse

among homeless and housed poor mothers:

a comparison study. American Journal of

Orthopsychiatry 61:489-500, 1991

35. Goodman LA, Dutton MA, Harris M:

Episodically homeless women with serious
mental illness: prevalence of physical and

sexual assault. American Journal of Or-

thopsychiatry 65:468-478, 1995

36. Lipschitz DS, Kaplan ML, Sorkenn JB, et
al: Prevalence and characteristics of physi-

cal and sexual abuse among psychiatric out-

patients. Psychiatric Services 47:189-191,

1996

37. Friedman 5, Harrison C: Sexual histories,

attitudes, and behavior of schizophrenic
and “normalS’ women. Archives of Sexual

Behavior 13:555-567, 1984

38. Miller U, Fmnnerty M: Sexuality, pregnan-

c)� and childrearing among women with

schizophrenia-spectrum disorders. Psychi-

atric Services 47:502-506, 1996

39. Courtois CA: Healing the lncest Wound.

New York, Norton, 1988

40. Crossmaker M: Behind locked doors: insti-

tutional sexual abuse. Sexuality and Dis-

ability 9:201-209, 1991

41. Pope KS: Ethical and malpractice issues in

hospital practice. American Psychologist

45:1066-1070, 1990

42. Weicker L: Federal response to institution-

al abuse and neglect: the Protection and
Advocacy for Mentally Ill Individuals Act.

American Psychologist 42:1027-1028, 1987

43. Mogul KM: Psychological considerations in

the use of psychotropic drugs with women
patients. Hospital and Community Psychia-

try 36:1080-1085, 1985

44. Shen %�4�W, Park 5: Thioridazine-induced

inhibition of female orgasm. Psychiatric
Journal of the University of Ottawa 7:249-

251, 1982

45. Colubtsova LI, Polishchuk Yl: Multiple

modality therapy of sexual disorders in

women with slowly progressive schizo-

phrenia. Zhurnal Nevropatologii i Psikhia-

trii imeni 55 Korsakova 88:110-114, 1988

46. Raboch J: The sexual development and life

of female schizophrenic patients. Archives
ofSexual Behavior 13:341-349, 1984

47. Jacobs P� Bobeck SC: Sexual needs of the

schizophrenic client. Perspectives in Psy-

chiatric Care 27:15-20, 1991

48. McEvoy JF� Hatcher A, Appelbaum PS, et

aI: Chronic schizophrenic women’s atti-

tudes toward sex, pregnancy, and childrear-
ing. Hospital and Community Psychiatry
34:536-539, 1983

49. Rodnik EH, Goldstein MJ: Premorbid ad-

justment and the recovery of mothering

function in acute schizophrenic women.

Journal of Abnormal Psychology 83:623-
628, 1974

50. Sampson H, Messinger SL, Towne RD:

Schizophrenic Women: Studies in Marital

Crisis. New York, Atherton, 1964

51. Test MA, Berlin SB: Issues of special con-

cern to chronically mentally ill women.

Professional Psychology 12:136-145, 1981

52. Nicholson J, Blanch A: Rehabilitation for
parenting roles for people with serious

mental illness. Psychosocial Rehabilitation

Journal 18:109-119, 1994

53. Schwab B, Clark RE, Drake RE: Ethno-

graphic note on clients as parents. Psy-

chosocial Rehabilitation Journal 15:95-99,

1991

54. Zemencuk J, Rogosch, FA, Mowbray CT:

The seriously mentally ill woman in the
role of parent: characteristics, parenting

sensitivity, and needs. Psychosocial Reha-

bilitation Journal 18:77-92, 1995

55. Nicholson J, Geller JL, Fisher WH, et al:

State policies and programs that address

the needs of mentally ill mothers in the

public sector. Hospital and Community

Psychiatry 44:484-489, 1993

56. Stewart DE: Psychiatric admission of men-
tally ill mothers with their infants. Canadi-

an Journal of Psychiatry 34:34-37, 1989

57. Handel M: Deferred pelvic examinations: a
purposeful omission in the care of mentally
ill women, in Treating Chronically Mental-
ly Ill Women. Edited by Bachrach LL,

Nadelson CC. Washington, DC, American

Psychiatric Press, 1988

58. Koide R: Body image differences between
normal and schizophrenic female adults.

International Review of Applied Psycholo-
gy 34:335-347, 1985

59. Sullivan HS: Clinical Studies in Psychiatry.

New York, Norton, 1956

60. Alyn JH, Becker LA: Feminist therapy with

chronically and profoundly disturbed
women. Journal of Counseling Psychology
31:202-208, 1984

61. Anderson CM, Holder DP: Women and Se-

nous mental disorders, in Women in Fami-

lies: A Framework for Family Therapy.

Edited by McGoldrick M, Anderson CM,

Walsh F New York, Norton, 1989

62. Bachrach LL: Chronically mentally ill
women: emergence and legitimation of pro-

gram issues. Hospital and Community Psy-

chiatrv 36:1063-1069, 1985

63. Seeman MV, Greben SE: Office Treatment
of Schizophrenia. Washington, DC, Ameri-

can Psychiatric Press, 1990

64. Perreault M, Rogers WL, Leichner 1� et al:

Patients’ requests and satisfaction with 5cr-
vices in an outpatient psychiatric setting.

Psychiatric Services 47:287-292, 1996

65. Boyd JE, Coursey RD: Collaboration with

persons with severe mental illness as a
means of enhancing the ecological validity

of questionnaire research in clinical psy-

chology, in Deviant Behavior in Cross-Cul-
tural Perspective. Edited by Matskovsky

MS. Moscow, Center for Human Values, in

press

66. Coursey RD. Farrell EW, Zahniser JH:

Consumers’ attitudes towards psychothera-
py, hospitalization, and aftercare services.

Health and Social Work 16:155-161, 1991

67. Cohen J: Statistical Power Analysis for the

Behavioral Sciences, 2nd ed. Hillsdale, NJ,

Erlbaum, 1988

68. Lehman AF SlaughterJG, Myers CP: Qual-
ity of life experiences of the chronically

mentally ill: gender and stages of life ef-

fects. Evaluation and Program Planning
15:7-12, 1992

69. Schmitt Jl� Kurdek LA: Personality corre-

lates of positive identity and relationship

involvement in gay men. Journal of Homo-

sexuality 13:101-109, 1987

70. Azrin ST: Toward a Theory of Life Satisfac-
tion Judgment for Persons With Serious

and Persistent Mental Illness. Unpublished
master’s thesis. College Park, University of
Maryland, Department of Psychology, 1995

71. Mitchell D, Grindel CG, Laurenzano C:

Sexual abuse assessment on admission by
nursing staff in general hospital psychiatric

settings. Psychiatric Services 47:159-164,
1996

72. Eilenberg J, Fullilove MT, Goldman RG, et
al: Quality and use of trauma histories ob-

tamed from psychiatric outpatients through
mandated inquiry. Psychiatric Services

47:165-169, 1996

73. Ross CA, Anderson G, Clark P: Childhood

abuse and the positive symptoms of schizo-

phrenia. Hospital and Community Psychia-

try 45:489-491, 1994

74. Craine LS, Henson CE, Colliver JA, et al:

Prevalence of a history of sexual abuse

among female psychiatric patients in a state
hospital system. Hospital and Community

Psychiatry 39:300-304, 1988

75. AnIlo LM: Sexuality Education for Persons

With Chronic Mental Illness: A Pilot Study.

Unpublished master’s thesis. College Park,
University of Maryland, Department of

Psychology, 1992

76. Williams LM: Recall ofchildhood trauma: a

prospective study of women’s memories of

child sexual abuse. Journal of Consulting

and Clinical Psychology 62:1167-1176,

1994




