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Introduction
Serious mental illness (SMI) in the United States refers to major mental health 
disorders that lead to serious impairment in at least one area of functioning, 
including social, academic/occupational, and daily living activities (Substance 
Abuse and Mental Health Services Administration [SAMHSA], 2020). SMI may 
include bipolar disorder, schizophrenia spectrum disorders, severe depression, 
and posttraumatic stress disorder (PTSD), personality disorders, and/or sub-
stance use disorders. However, just because an individual has one of the above 
diagnoses does not mean it is a serious mental illness; rather, they are within the 
realm of serious mental illnesses when they lead to serious impairment in the 
above areas mentioned and defined above by SAMHSA. There are many chal-
lenges that individuals may undergo due to their experience of SMI, including the 
impact of stigma and marginalization. Nearly 30 years ago, Anthony (1993) her-
alded a new era of mental health services that centered the perspectives and 
quality of life of individuals with SMI, yet the present day healthcare establish-
ment may still find it radical to assert that “people with mental illness may have 
to recover from the stigma they have incorporated into their very being; from the 
iatrogenic effects of treatment settings; from lack of recent opportunities for 
self-determination; from the negative side effects of unemployment; and from 
crushed dreams” (p. 527).

In particular, women who experience SMI are at increased risk of challenges, 
such as domestic and sexual violence, homelessness, poverty, and single parent-
ing in the United States (Mizock & Brubaker, 2021; Fries et al., 2014; Mowbray et 
al., 2003). According to the National Institute of Mental Health ([NIMH], 2019), 
recent prevalence data indicated higher rates of SMI for women (6.5%) than for 
men (3.9%). Additionally, the intersectionality of social minority identities for 
women with SMI can multiply their oppressive experiences through the combined 
effects of racism, sexism, ableism, classism, ageism, mental illness stigma, and 
other -isms (APA, 2019; Carr et al., 2015; Mizock & Carr, 2016).

The mental health field has historically struggled with its oppression of 
women. Throughout history, women have experienced all types of atrocities in 
the name of “treatment” of those with mental illness, such as lobotomies (at 
disparate rates compared to men), sterilization, involuntarily hospitalization and 
labeling as mentally ill for participation in the suffrage movement or for even just 

“disobeying” a husband, clitoridectomies, gender and racial bias in diagnosis, 
gender bias in prescribing, sexual assault and sanctuary trauma, and many more 
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challenging experiences (Mizock & Carr, 2021). Theories of 
gender differences have often reinforced a gender bias, as 
evidenced by the attribution of SMI to biology and the label-
ing of women as “mad” for not conforming to gender norms 
(Mizock & Carr, 2016; Ussher, 2011). Even after the third 
wave of feminism there is evidence of discriminatory 
practices towards women in the mental health field, ranging 
from clinical bias, misdiagnosis, and mistreatment, (Eriksen 
& Kress, 2008; Mizock & Carr, 2021; Mizock & Russinova, 
2015; Usher, 2011). For clarity, it is also worth mentioning 
that for this document the definition of woman is any 
individual who self-identifies as a woman or any aspect of 
being a woman, not predetermined by what society depicts 
on a binary. Despite this, we do note that there are limita-
tions of these guidelines, as everything cannot be covered 
in this one document; as we mention elsewhere, other 
guidelines may be helpful to refer to and be used in conjunc-
tion with these, such as the Psychological Practice Guidelines 
with Transgender and Gender Nonconforming People (APA, 
2015), Psychological Practice with Older Adults (APA, 2014), 
Psychological Practice with Sexual Minority Persons (APA, 
2021), Psychological Practice Guidelines for People with Low-In-
come and Economic Marginalization (APA, 2019), Multicul-
tural Guidelines: An Ecological Approach to Context, Identity, 
and Intersectionality (APA, 2017) and the Inclusive Language 
Guidelines (APA, 2021). The Ethical Principles of Psycholo-
gists and Code of Conduct (APA, 2017) offers basic founda-
tional principles that provide guidance for how psychologists 
are encouraged to aspire to the highest ethical ideals in the 
profession, include Principle D: Justice and Principle E: 
Respect for people’s Rights and Dignity. These principles 
embody the ideals that all individuals benefit from psychol-
ogy and that there should be equitable processes for them, 
including fairness and justice in the delivery of psychologi-
cal services. Furthermore, psychologists shall respect the 
rights of people for self-determination and shall implement 
safeguards for the welfare of people that may be vulnerable, 
such as those who experience psychiatric disability. The 
APA Guidelines for Psychological Practice with Women and 
Girls have called attention to gendered oppression and the 
impact of such on mental health challenges in general (APA, 
2018). This has been an important stride towards improved 
psychological practice with women and girls. However, 
given the unique and complex needs of women with SMI, we 
thought it valuable to develop guidelines particular to this 
population. Additionally, it is timely for the development of 
these guidelines on women with SMI to be written, as APA’s 
strategic plan is our plan as psychologists (APA, 2021). 
These guidelines map on to APA’s strategic goals of 1) Utiliz-
ing psychology to make a positive impact on critical societal 
issues, 2) Prepare the discipline and profession of psychol-
ogy for the future and, 3) Strengthen APA’s standing as an 
authoritative voice for psychology. There is a powerful case 
written within these guidelines about the critical societal 
concerns that relate to the experiences of women with SMI 

and especially given the intersectionality of oppression they 
experience — this has never seemed more apparent as 
these critical concerns have been highlighted in the Covid-
19 pandemic. Additionally, if psychology is to be a national 
and global leader, we have to be an authoritative voice on 
these concerns and provide guidelines on such critical 
issues, as they develop, so that we can help make a differ-
ence in our communities, our nation, and the world. Relatedly, 
the discipline of psychology has to be constantly growing 
and improving its knowledge base and training with appro-
priate guidelines and mechanisms to be a leading writer of 
the future as it pertains to psychology and critical societal 
issues. These guidelines serve those functions and carry out 
the purpose of our strategic goals.

Purpose
The purpose of the Guidelines for Psychological Practice with 
Women with Serious Mental Illness is to aid psychologists in 
understanding aspirational tenets in providing clinical ser-
vices to women with SMI in the United States. Though the 
collaborators of this document encourage and desire a 
global perspective, and mutual sharing and learning from an 
international perspective, it is important to clarify the pur-
pose of the use of this document is related to working with 
women with SMI within national mental health frameworks 
and settings (to avoid misuse), as the guidelines are not 
broad or inclusive enough with other international perspec-
tives. It is also imperative to recognize that the United States 
mental health field has much to learn from other countries 
and from cultures that work with people with SMI, specifi-
cally women with SMI in much different ways than our 
nation, in which we frequently hospitalize, medicate, and 
stigmatize people. This is reflected in the striking difference 
in outcomes for people with psychosis within many coun-
tries across the globe, spoken to via multiple studies initially 
investigated by the World Health Organization and then 
reinvestigated 15–25 years later (Sartorius et al, 2009; 
Sartorius, et al., 1996; Sartorius et al., 1972). These studies 
show that better outcomes occur for people with schizo-
phrenia, outside of the United States and Europe, and in 
places that have quite a different perspective on care for 
those with psychosis within naturalistic and community 
settings.

As seen in the literature (Mizock & Carr, 2021), women 
with SMI in the United States are likely to experience unique 
challenges and experiences, which has the capacity to 
challenge us to develop the best methods of engagement in 
clinical practice. These practice guidelines can best direct 
professional behaviors and decisions of psychologists who 
work with women with SMI, as suggested by the criteria for 
practice guidelines set by the American Psychological 
Association (APA, 2015), and also provide a culturally 
responsive, trauma-informed approach to clinical engage-



AMERICAN PSYCHOLOGICAL ASSOCIATION GUIDELINES FOR PSYCHOLOGICAL PRACTICE WITH WOMEN WITH SERIOUS MENTAL ILLNESS 3

ment with a focus on offering both equity of access and 
equity of outcomes. Moreover, these guidelines strive to be 
informed by recovery-oriented care models. Recovery refers 
to not solely symptom elimination alone, but living a life of 
satisfaction, meaning, and self-determination in the face of 
a major mental health problem (SAMHSA, 2012).

Recovery
Developed after consultation with persons with lived expe-
riences of mental health and substance use problems, and 
other stakeholders, the unified definition of recovery in 
behavioral health fields is “a process of change through 
which people improve their health and wellness, live self-di-
rected lives, and strive to reach their full potential.” 
Recovery-oriented care therefore addresses the four major 
dimensions of recovery: health, home, purpose, and com-
munity (Substance Abuse and Mental Health Services 
Administration [SAMHSA, 2012]). The recovery-oriented 
care movement originated with the consumer movement in 
the 1960s and 1970s in which individuals in hospitals fought 
for their rights and the capacity to live autonomously in the 
community and to have a life that was more than just being 
a patient (Davidson, Tondora, Lawless, O’Connell, & Rowe, 
2009). The experience of those with mental illness, then, 
was as much about the sociopolitical experience of stigma, 
marginalization, and discrimination as it was about mental 
illness. We strive to use the term “recovery” to refer to this 
lifelong process and healing, which recognizes the additive 
experiences of illness or trauma, but we want to note the 
fact that these are different in some ways due to such a 
life-changing event. Some individuals living with SMI also 
indicate that, after and within a process of recovery and 
healing, they feel as if they have evolved into an even better 
form of themselves or positively altering their identity, 
though recovery does not negate or erase the experiences 
they have had in their life.

Documentation of Need
There are many factors that reflect a need for the develop-
ment of practice guidelines for women with SMI. The 
Committee on Professional Practice and Standards (COPPS) 
has specifically noted three categories that suggest a need 
for practice guidelines: (a) legal and regulatory issues, (b) 
public benefit, and (c) professional guidance (APA, 2015). 
We will address these categories and rationale for the devel-
opment of the Guidelines for Psychological Practice with 
Women with Serious Mental Illness. We will move on to this 
next, in detail, and review it in relation to the legal and reg-
ulatory issues, ways in which these guidelines can benefit 
the public, and offer professional guidance.

As this relates to legal and regulatory issues, there are 
no distinct and clear guidelines on the impact of specific 

practices that are part of the provision of mental health 
services, such as use of voluntary and involuntary medica-
tions, clinical interventions, seclusion and restraint, and the 
resulting impact on women with serious mental illness. It is 
vital that there is some guidance, due to the supporting liter-
ature indicating disparate and unique experiences of women. 
As for public benefit, these guidelines offer support for 
enhancing the treatment and efficacy of working with women 
with serious mental illness, who are particularly prone to the 
intersectionality of oppressions, i.e., experiencing the interac-
tive effects of more than one -ism, such as sexism, racism, 
classism, etc., and who among them is at disparate risk for 
marginalization and stigma. With the development of these 
guidelines the recovery process of women with serious 
mental illness can be advanced and the field can also gain 
traction, with the literature that continues to grow. It is of note 
that as psychologists begin to use these guidelines, or as 
future revisions of the guidelines are developed, there may be 
additional reasons that document the critical need to inform 
clinical practice with women with SMI.

Legal and Regulatory Issues
APA indicates that where the legal and regulatory bodies are 
silent on assisting psychologists in recommended practices 
and there is a realized need due to the silence of these bod-
ies, the development of guidelines may be enacted (APA, 
2015). The notable gaps in the law and regulation of seclu-
sion and restraints and its impact on those who experience 
such measures in the mental health system call for organi-
zations and bodies, such as the APA, to help guide psycho-
logical practice. It is also important to note that while 
guidelines can help where laws and regulations may be 
silent on certain issues, the guidelines themselves do not 
supersede federal and state laws (APA, 2015).

Seclusion and restraints are still allowed in the United 
States in the delivery of psychiatric care despite the moral 
movement in the 1800s, which advocated for the elimina-
tion of this practice (American Psychiatric Nursing Associ-
ation Position on the Use of Seclusion and Restraint, 2014). 
Many interested parties (National Association of Mental 
Illness [NAMI], National Association of State Mental Health 
Program Directors [NASMHPD], Substance Abuse and 
Mental Health Services Administration [SAMHSA]) have 
advocated for the elimination or reduction of the use of 
seclusion and restraint due to the traumatizing and poten-
tially lethal impact they can have on those who experience 
its parameters, including both clients and staff (Curie, 2005; 
Frueh et al., 2005; Glover, 2005; Mental Health America, 
2015). A two-decades-old Cochrane Review on seclusion 
and restraint for people with SMI concluded that since no 
controlled trials exist that evaluate the value of seclusion or 
restraint, and serious adverse effects are reported in quali-
tative reviews, the continuing use of seclusion or restraint 
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must be questioned (Sailas & Fenton, 2001). In fact, 
SAMHSA has called for the federal government to develop 
a unified policy on the use of seclusion and restraint for 
those with mental illness (Curie, 2005). NAMI has devel-
oped guidelines for the protection of the rights of those with 
mental illness that include the right to protection from harm, 
least restrictive environments, and never subjecting individ-
uals to seclusion and/or restraint unless it is absolutely 
necessary to prevent imminent or immediate harm from 
occurring to the individual or someone else (NAMI, 2001). 
Relatedly, the director of the NASMHPD has made it a prior-
ity to reduce seclusion and restraint in state mental health 
facilities and advocated for the ultimate elimination of such 
practices (Glover, 2005). Since the NASMHPD has made 
this a focus in many state facilities there has been a 16% 
reduction in the use of restraint and a 45% reduction in the 
use of seclusion in those targeted facilities (Glover, 2005; 
Mental Health America, 2015). Restraint and seclusion are 
particularly problematic for women with SMI, with the high 
sexual and physical trauma rates, and PTSD rates (Grubagh 
et al., 2011), making this an experience that is prone for 
inducing re-experiencing of trauma, and for some, can 
mimic prior sexual trauma they have experienced (Carr et 
al., 2019). In relation, it is highly concerning given the data 
for the increased risk for sexual assault within inpatient 
settings for women with SMI and if in seclusion or restraint 
they may be at more risk for assault to occur, when in such 
a vulnerable state (Frueh et al., 2005).

Though these nationally recognized efforts exist, there 
are no overriding federal mental health policies or laws that 
have banned the use of restraint and seclusion. The laws 
and/or policies that do dictate use of seclusion and restraint 
are silent on offering psychological practice that is trauma-in-
formed and recovery-oriented, which may decrease the use 
of such traumatizing practices. However, SAMHSA recently 
led a charge for reforming mental health care by integrating 
trauma-informed and recovery-oriented care in service 
delivery in order to reduce such punitive measures 
(SAMHSA, 2010). Therefore, given the high likelihood for 
retraumatization of women with SMI in our systems of care 
from such methods as seclusion and restraint, and the 
already incredibly high rates of trauma for women with SMI 
(Paksarian et al., 2014; Papalia et al., 2021), psychological 
practice guidelines can alert psychologists to these dynam-
ics and subsequently attempt to decrease likelihood of 
retraumatization.

The American Psychological Association greatly values 
human rights, as evidenced by its code of ethics (APA, 
2002) and APA’s strategic plan (2021) which indicates that 
the discipline of psychology, and the academic, clinical, and 
other professional activities can and are encouraged to 
serve as a mechanism for securing and advocating for 
human rights.  This would also include human rights beyond 
coercion and control of seclusion and restraints but center 
around the right for specialized and person-centered care 

that understands the nuances of women with serious mental 
illnesses and their intersectionality, especially as it relates 
to oppressive experiences such as racism, sexism, homopho-
bia, classism, and ageism. Such an approach is imperative 
when working with women with SMI, as this is consistent 
with the values and virtues of the APA ethics code to do no 
harm and protect the human rights and dignity of all people 
(APA, 2015). APA’s strategic plan (APA, 2021) also embraces 
centrally the goal of human rights for all, and its innovative 
strategic plan is currently the guide for its goals, objectives, 
and action items as a whole organization and field, deliver-
ing global impact. Similarly, the World Health Organization 
(2017) has a strong focus on human rights and a mission to 
underscore the importance of understanding the disparate 
experiences of women with mental illness across the globe, 
as the medical field and different countries embark upon 
mechanisms to reduce these inequities.

Public Benefit
As with other guidelines, these professional practice guide-
lines for women with SMI also benefit the public in various 
ways (APA, 2015). It is believed that these guidelines can 
improve service delivery by targeting a diverse population 
that experiences unique challenges and the intersectional-
ity of oppressive experiences (Carr et al., 2015; Mizock & 
Carr, 2021; Mowbray et al., 2003). Understanding these 
nuances and the implications of such experiences of women 
and thus how to provide psychological practice with women 
with SMI can only aid in the ability of psychologists to pro-
vide an effective and culturally responsive experience in our 
mental health systems. Without guidelines that call atten-
tion to the unique experiences of women with SMI, this 
group may be overlooked in the conceptualization of how 
service delivery is provided and thus the impact on this 
group that has particular concerns may go unaddressed.

A report from APA on the need for development of 
guidelines (APA, 2015) suggests that guidelines are needed 
when there is evidence that discrimination or bias can occur 
in the inappropriate treatment process of a group of individ-
uals. As a result, practice guidelines can shed light on appro-
priate practice methods that would help avoid harm and 
make advancements beyond the context of a report noting 
that there is a need for this body of work. Relatedly, the liter-
ature indicates that women frequently encounter discrimi-
nation and bias from mental health professionals, including 
in the over diagnosis of specific disorders that are more 
stigmatizing, while often ignoring the role of trauma on 
symptom development (Archer, Lau, & Sethi, 2016; Eriksen 
& Kress, 2008; Mueser et al., 1998; Seeman, 2000; Usher, 
2011). The guidelines for psychological practice with women 
with SMI call attention to a unique group of women, as their 
needs and unique concerns warrant further attention and 
understanding for appropriate engagement in the mental 



AMERICAN PSYCHOLOGICAL ASSOCIATION GUIDELINES FOR PSYCHOLOGICAL PRACTICE WITH WOMEN WITH SERIOUS MENTAL ILLNESS 5

health field due to particularly disparate risk for marginal-
ization and oppression.

These practice guidelines also serve the invaluable task 
of meeting the needs of an underserved and incredibly 
vulnerable population. As the literature indicates, women 
with SMI have to navigate the experience of gender oppres-
sion, which plays a role in the development and experience 
of SMI for women (Mizock & Carr, 2016). Additionally, 
women with SMI are more prone to trauma, homelessness, 
poverty, and stressors of single parenthood (Jonikas et al., 
2003; Mowbray et al., 2003), not to mention the deleteri-
ous effects of the intersectionality of multiple oppressive 
experiences (Carr et al., 2015; Mizock & Carr, 2016). 
Conceptualization of all of these dynamics is crucial in being 
able to offer psychological practice to women with SMI that 
is culturally responsive, ethical, trauma-informed, and 
recovery-oriented.

Professional Guidance
APA suggests that guidelines can also be developed to aid 
in new and diverse roles that psychologists fill in clinical 
practice or due to advances in theory and science (APA, 
2015). The literature indicates that psychologists work in 
many diverse settings requiring organizational skills, as well 
as with individuals in public sector settings that treat people 
with complex concerns such as SMI (APA, 2009; Kohut, Li, 
& Wicherski, 2007). Though psychologists are serving in 
the public sector, working with this specialty population, 
and serving in roles requisite of organizational skills, there 
is limited literature and training experiences on leadership, 
clinical skill development, or organizational development 
(APA, 2009; Reddy, Spaulding, Jansen, Menditto, & Pickett, 
2010). Moreover, many psychologists have not received 
specialized training in working with individuals with SMI, or 
women with SMI (Mizock & Carr, 2021). Some groups have 
been working on expanding the repertoire of training and 
specialization in the area of working with individuals with 
SMI such as the SMI Specialty Council, Division 18 of APA, 
Psychologists in Public Service – Section on Serious Mental 
Illness/Severe Emotional Disturbance and the APA Task 
Force on Serious Mental Illness (APA, 2009; APA/CAPP 
Task Force on Serious Mental Illness and Severe Emotional 
Disturbance, 2007). Relatedly, the Serious Mental Illness 
Specialty Council has recently developed a SMI specializa-
tion, which offers guidance on the appropriate training for 
working with people with SMI, as recognized in the Education 
and training guidelines: A taxonomy for education and training 
in professional psychology health services specialties and sub-
specialties (APA, 2020). However, there is still a need for 
more guidance on the psychological practice with women 
with SMI, which these guidelines are intended to address

There have been some advancements at APA in the 
psychological practice with individuals with SMI, including 

such documents as the Proficiency in Psychology – Assess-
ment and Treatment of Serious Mental Illness (APA, 2009), 
the Catalog of Clinical Training Opportunities: Best Practices for 
Recovery and Improved Outcomes for People with Serious 
Mental Illness (APA/CAPP Task Force on Serious Mental 
Illness and Severe Emotional Disturbance, 2007), and the 
Recovery to Practice Curriculum (American Psychological 
Association & Jansen, 2014) and the specialization noted in 
SMI above. The new budding literature provides some 
evidence of the unique experiences of women with SMI and 
considerations for practice, but the development of these 
specific guidelines seeks to integrate the new literature and 
share that in a mechanism that can best inform psycholog-
ical practice with women with SMI.

There has not been a specific, up-to-date document 
that has addressed the unique needs of women and the role 
of sociocultural contexts in a manner that highlights the 
higher prevalence of SMI among women than their male 
counterparts, (NIMH, 2017). A greater focus on equity, 
diversity, and inclusion and the cultural context of the 
experiences of women, as well as the impact of trauma is 
needed to update the knowledge of psychologists as they 
work with women with SMI. These guidelines are especially 
important and critical given that women have disparate 
experiences and face intersecting oppressions from multi-
ple levels when they also have an SMI, providing the impetus 
for the development of this document.

The scope of these guidelines includes some of the 
more disparate challenges that women with SMI face and 
the related challenges and intersectionality of experiences, 
as well as ways in which psychologists can be aware of these 
to better inform their modality of professional activities. 
Some issues beyond the scope of these guidelines, to name 
a few, include the unique challenges of men with SMI, the 
intersectionality of serious medical challenges, and biolog-
ical and psychopharmacological considerations.

Audience
The intended audience for the Guidelines for Psychological 
Practice with Women with Serious Mental Illness includes 
psychologists, students, trainees, and experts that provide 
clinical care, engage in training and/or education, fill leader-
ship positions in mental health organizations, and conduct 
research. There are many professional settings in which 
psychologists may work that are highly relevant including, 
but not limited to community mental health, the Veterans 
Health Administration, state psychiatric hospitals, private 
psychiatric hospitals, academic medical schools, graduate 
schools, counseling centers, and even in private practice. 
These guidelines may also be valuable to educators, trainers 
in a variety of settings, community organizations, and deci-
sion makers involved in local, state, and/or federal policy 
making initiatives. Given that 6.5% of women experience an 
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SMI and SMI is higher among women than men, these 
guidelines have the potential to reach a considerable num-
ber of people in the general population that can benefit from 
such an addition to the field (National Institute of Mental 
Health [NIMH], 2019; Substance Abuse and Mental Health 
Services Administration [SAMHSA], 2020). Furthermore, 
an APA employment survey of 22,502 psychologists found 
30% of psychologists practice in health care settings such 
as VA medical centers, community mental health centers, 
and general hospitals, which are settings where individuals 
with SMI engage in healthcare services (APA, 2009; Kohut, 
et al., 2007). Since there are so many psychologists in these 
settings it is important to be aware that psychologists are 
part of multi-disciplinary consultation and interprofessional 
collaborative teams, with the propensity to impact care 
within and across systems. Ultimately, this unique popula-
tion is served in many settings, by psychologists and train-
ees with diverse career trajectories and, thus, there is 
substantial need for these guidelines. These guidelines are 
meant to be used by the above noted professionals to 
increase the quality of person-centered and culturally sen-
sitive care provided for women with SMI as it is evident, as 
above, that there is a gap in the literature on addressing the 
unique treatment needs of women with SMI.

Guidelines and Standards
It is important to clarify that guidelines are different from 
standards. In accordance with APA policy, guidelines are 
suggestions or recommended professional behavior and/or 
conduct for psychologists, whereas standards are manda-
tory and can be enforced (APA, 2015). In essence, guide-
lines are not mandatory or exhaustive. Hence, these 
guidelines are written so that psychologists can strive to 
work towards aspirational goals of practice and are not 
meant to be mandatory, with the understanding that they 
may not pertain to all psychologists, depending on their area 
of expertise and scope of practice. Guidelines are also devel-
oped to foster current advances in psychological practice. 
Similarly, guidelines do not take precedence over the profes-
sional judgments of psychologists founded on the knowl-
edge base and scientific literature of the psychological field 
(APA, 2015).

Trajectory of Guideline Development
These guidelines developed as a product of the development 
of a Task Force on Women with Serious Mental Illness, 
which was established in Division 35, the Society for the 
Psychology of Women of the American Psychological 
Association. The Task Force on Women with Serious Mental 
Illness was proposed in 2013 to the executive committee of 
Division 35 and accepted for development. Later, the Task 
Force became a committee and the guidelines originated as 

an action item from this working group. (For further history 
on the development of this task force and then committee 
and the ensuing development of guidelines, see Appendix 
B.) As a result, this document contains 14 guidelines for 
psychological practice with women with SMI. Each guide-
line includes a rationale section and application of the liter-
ature to psychological practice. It is noted that these 
guidelines apply to women from diverse sexual, gender, and 
other minority identities, and can be integrated alongside 
other guidelines such as the APA Guidelines for Psychological 
Practice with Transgender and Gender Nonconforming People 
(2015) Girls and Women (2018); Practice Guidelines with 
Sexual Minority Persons (2021); and the Multicultural 
Guidelines (2017). There was no financial support offered or 
accepted for the development of these guidelines; there 
were also no conflicts of interest. The authors of the guide-
lines extensively reviewed the background literature rele-
vant to each guideline and included major findings that were 
relevant to each topic. Supporting literature for each guide-
line was further evaluated and augmented in the integration 
of suggested revisions from content experts. These experts 
specialized in APA guideline development and psychologi-
cal practice with women and people with SMI. These guide-
lines were also reviewed and revised in accordance with 
APA’s Association Rules 30-8, including a governance 
review and a 60-day public comment period. The guidelines 
underwent an extensive revision in response to suggestions 
when the draft was circulated for public comment.

GUIDELINE EXPIRATION. 
The expiration date of these guidelines is scheduled for 10 
years from their release, from the date by which they are 
approved by the Council of Representatives of APA. 
Thereafter, these guidelines will be reviewed and updated in 
accordance with Association policy to reflect new literature 
and the development of the field. To determine the current 
status of these guidelines, individuals are directed to con-
tact the APA Practice Directorate.
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Practice Guidelines

PRACTICE GUIDELINES
Guideline 1: Psychologists strive to provide 
recovery-oriented care to women with serious 
mental illness that acknowledges their right to 
self-determination

Rationale
Gender is “a critical determinant of mental health and men-
tal illness” (World Health Organization [WHO], 2017), 
influencing the differential power and control that women 
have in their lives.  For example, the higher prevalence of 
sexual violence to which women are exposed and the sub-
sequent trauma-related sequelae makes it imperative to 
address trauma in psychological care. In terms of profes-
sional biases, mental health professionals are more likely to 
diagnose depression in women compared to men (Nolen-
Hoeksema, 2001), even when controlling for self-reported 
and presentation of symptoms.

Men are also seen as more autonomous than women in 
the medical field and more in control, impacting the overlap 
of chronic pain and mental health problems, as men are 
more often prescribed pain medications for legitimate pain 
when women are not, but as a result women are more likely 
to be prescribed antidepressant medication (Ahlesen et al., 
2012; Clark & Bennett, 2013; Fillingim et al., 2009; Racine, 
Dion, Dupuis et al., 2014). Moreover, manifestations of 
oppression besides sexism may interfere with self-determi-
nation. For example, classism, racism, xenophobia, etc., and 
their interactions with each other, can contribute to dispar-
ities in mental health services and may be present alongside 
sexism, and/or magnify its effects on women with SMI. 
These experiences also interact with one another and with 
trauma exposure. The intersection of these multiple factors 
may lead to repeated experiences of disempowerment, 
retraumatization, domineering relationships, and differen-
tial health care in women with SMI.

Recovery began as a social justice movement in the 
1960s and 1970s, led by consumers with SMI (Davidson et 
al., 2009). Across many eras and cultures, the prevailing 
professional model of responding to SMI has been the 
medical model, a patriarchal, pathologizing, and institution-
alizing approach to working with individuals with SMI. More 
recently, recovery has begun to penetrate the field of 
psychology. As a result, SAMHSA has come up with an 
official definition of recovery: “A process of change through 
which individuals improve their health and wellness, live a 

self-directed life, and strive to reach their full potential” 
(2012). In essence having a mental illness is only one aspect 
of an individual who also has strengths, capabilities, goals, 
hopes, and the right to define their life as they desire (David-
son et al, 2009). The four major dimensions that support a 
life in recovery are health (physical and emotional), home, 
purpose, and community. Moreover, recovery-oriented 
services are also guided by principles such as being respect-
ful, being culturally responsive, addressing trauma, and 
involving strengths and responsibility of individual, family, 
and community.

Evidence shows that there are life impacting conse-
quences of the pathways of gender inequality and restrictive 
gender norms creating differential gendered exposures in 
health systems and access to care, also reinforcing 
gender-biased research reproducing gender inequalities 
(Heise et al., 2019). All of these cumulative experiences and 
consequences of structural inequality, via mechanisms of 
policies, laws, and institutions that are discriminatory deter-
mine the need for a systemic approach such as recovery-ori-
ented care that seeks to understand the sociopolitical 
aspect of mental illness and recovery, while giving voice to 
the individual, and for the use of these guidelines for women 
with SMI.

Application
Psychologists are encouraged to provide recovery-ori-

ented care to women with SMI. Again, the ten principles of 
recovery, as developed by SAMHSA, are useful tenets to use 
and guide the implementation of recovery-oriented care 
with women with SMI (SAMHSA, 2012). Those tenets of 
service delivery include, but are not limited to, the following:  
providing hope, offering person-driven mental health 
services, holding respect for the individual, recognizing and 
amplifying strengths/responsibility, addressing trauma, 
understanding and integrating the role of culture, providing 
a relational approach, offering peer support and holistic 
treatment, and understanding that recovery/healing occurs 
through many pathways.  These goals for recovery-oriented 
care are guides for how psychologists can help provide 
services in a way that seeks to incorporate these tenets and 
abide by them as they seek to engage in the recovery process 
of the individual. These overarching tenets are meant to 
guide systems and psychologists to see those with mental 
illness beyond the scope of mental illness and from a less 
pathologizing framework to empower people to engage in a 
life of meaning as they define.
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Practice applications
Analogously, from a recovery-oriented care perspective, 
person-first and non-stigmatizing language is encouraged 
(Titchkosky, 2001). Psychologists also may use the Inclusive 
Language Guidelines (APA, 2021) as a reference on lan-
guage use. One aspect of care which may require alteration 
is the traditional treatment plan. This is being replaced by 
the individualized recovery plan across major behavioral 
health care systems (Tondora et al., 2014). Individualized 
recovery plans are similar to person-centered care plans, 
which are becoming standard practice in health care across 
the globe (Tondora et al., 2014; Ekman, et al., 2011). Not only 
are individualized recovery plans strengths-based, person-
alized, and culturally relevant, but they also continue to 
meet rigorous clinical documentation requirements by 
incorporating mental health and/or substance use issues 
that need to be addressed in recovery. Traits of recovery 
planning such as delineating the respective responsibilities 
of the consumer, provider, and her support network, focus-
ing on the individual’s personal goals and interests, and 
anticipating and preparing for a non-linear path of recovery, 
would communicate hope and strategies for a woman with 
SMI to overcome negative experiences of her illness, social 
position, stigma, and personal life history. The plan would 
also focus on the strengths and resilience of the individual 
as they seek community reintegration, recognizing this may 
occur via diverse pathways as each person seeks their own 
goals. These person-centered plans are also framed of 
course from the perspective of the person in recovery, pro-
viding that autonomy and voice in their own experience, 
fostering motivation for life and engagement in their own 
capabilities, despite having a mental illness.

Systems application
Another aspect for psychologists to attend to is the context 
and environment in which women with SMI receive health 
care, and the gaps that may cause care to be rendered in an 
oppressive fashion. For example, inpatient psychiatry set-
tings, which this population may present to, historically 
abide by the medical model, which may be characterized by 
a problem focus, symptom reduction, medication compli-
ance, and behavioral control (Slade, 2009). Health care 
provided within this framework is often incongruous to a 
recovery orientation, which, in contrast, promotes a holistic 
appraisal of the individual, believes in multiple mechanisms 
for a positive outcome, addresses trauma, and collaborates 
with the individual, family, and community (Davidson et al., 
2009). Recovery also does not stop with symptom reduc-
tion but is a non-linear journey. Psychologists are encour-
aged to be aware of the role that they may play in facilitating 
feelings of personal safety with individuals (e.g., the orien-
tation of office furniture and seating arrangement of par-
ties). Furthermore, psychologists strive to recognize that 

they may bring to light the potentially harmful practices and 
policies that may undermine recovery. Examples of these 
include but are not limited to: use of medications to control 
behavior, a lack of shared-decision making around choices 
and medication, the side effects of medications, room shar-
ing, use of seclusion and restraint, and the under-identifica-
tion of traumatic stress, dual diagnoses, lack of culturally 
sensitive approaches, and co-morbid health problems 
(Frueh et al., 2005; Davidson et al., 2009). Psychologists 
strive to identify and advocate alternative practices that 
promote recovery, such as respectful, culturally sensitive, 
collaborative provider-consumer communication, shared 
decision-making, positive behavior supports (Hamlett et al., 
2016; Kunneman et al., 2018), and adequate identification 
and intervention on relevant medical and mental health 
issues (Davidson et al., 2009).

Psychologists are also encouraged to advocate for early 
intervention programs in systems of care and communities 
so that SMI can be mitigated or even prevented by reducing 
risk factors over the life course at key developmental stages 
of life. A meta-analysis of early intervention programs with 
psychosis indicates better outcomes in symptom severity, 
work or school involvement, psychiatric hospitalization, and 
treatment discontinuation in RCTs versus treatment as 
usual at 6, 9, 12, 18, and 24 months (Correll et al., 2018). 
Though there has been an immense amount of headway in 
early intervention programs for psychosis there has been 
less focus on other serious mental illnesses, until recently, 
but it is now being explored. This is crucial given that quality 
early management of mental illness may not only prevent 
the advancement of the illness, but can also reduce morbid-
ity and mortality, as well as social isolation, death, poor daily 
functioning, and educational and vocational functioning 
(Gibb et al., 2010; Morgan et al., 2017; Walker et al., 2015). 
The literature is also expanding to identify youth during 
developmental pathways that may be at risk with clinical 
staging across a diverse range of serious mental illnesses to 
provide early intervention before these mental illnesses 
emerge or progress significantly (Addington et al., 2019). Of 
course, this will take a sociopolitical determinant of mental 
health approach as risk is related to more than biology and 
related to multifaceted public health factors. Such a perspec-
tive includes a life course approach related to prenatal 
periods through advanced age, understanding of environ-
ments and health care systems, incorporation of political 
and economic factors, understanding cultural norms, and 
exploration of the experience of poverty and marginaliza-
tion and the associated cumulative stress over a lifespan 
(Allen et al., 2004).
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Training applications
Recovery-oriented care may be incorporated into training 
and implementation of interventions such as brief educa-
tion on trauma and self-management skill-building, while 
also recognizing the potential limitations of inpatient psy-
chiatry (e.g., treatment duration, crisis stabilization). 
Additionally, all staff could be trained in trauma-informed 
care practices, from the support staff to clinical staff, as well 
as senior administration (Fallot & Harris, 2008). It is import-
ant to understand the literature on the use of inpatient 
hospitalization and the efficacy for its use, while remaining 
aware of the costs and risks of longer-term hospitalization 
such as the risk of retraumatization and institutionalization 
(Frueh et al., 2005).

One of the most fundamental elements all psycholo-
gists are encouraged to remember is that though they may 
be effective with some women with SMI, as psychologists 
have generalist training, there may be many women with 
SMI that have complex concerns that may be beyond their 
scope of competence. For example, there may be a patient 
that has the experience of suicidality, psychosis, and disso-
ciation, which a provider realizes they do not have the exper-
tise to provide clinical services. In such cases, following the 
APA code related to not operating out of one’s scope of 
competence would be fundamental (APA, 2002). It is also 
important to note that there are many graduate programs, 
predoctoral internships, and postdoctoral fellowships that 
have specialized training in working with those with SMI 
that psychologists in training can consider

Cultural applications
Across various care settings, psychologists are encouraged 
to take care to infuse cultural sensitivity and self-determi-
nation into their work with women with SMI. A culturally 
responsive approach may often be overlooked in the service 
of women with SMI, despite the reality that it can be partic-
ularly valuable and beneficial (APA, 2017). A culturally 
responsive approach aims to not only be sensitive or aware 
but also be responsive to the element of culture and unique 
experience of the client. Literature on culturally responsive 
therapeutic relationships makes suggestions including, but 
not limited to, being culturally-informed, providing per-
son-specific assessment of the presenting issue, exploring 
a person’s perspective on seeking treatment and of the 
therapeutic relationship, and using technique-specific cul-
tural modifications as appropriate (Asnaani & Hofmann, 
2012). Additionally, psychologists are urged to utilize the 
Multicultural Guidelines: An Ecological Approach to Context, 
Identity, and Intersectionality (2017), which can provide 
more detail about expertise in cultural approaches.

Understanding the unique needs of women with SMI 
and providing an empowerment approach could potentially 

allow women to tap into their strengths and capabilities as 
they embark on their recovery journey. An empowerment 
orientation allows individuals, families, and communities to 
gain influence over sociopolitical factors that affect their 
health and well-being (Worrell & Remer, 2003). This may 
mean women with SMI are empowered in advocating for 
specific housing, using legal services provided for those 
within public sector settings, and representing oneself with 
others in their own court hearings or with their interdisci-
plinary teams as they plan next steps in their treatment 
journey. This approach focuses on the strengths and resil-
ience of the individual in their capacity and ability to deal 
with past, current, and future stress and trauma. For example, 
instead of constantly being a service-user the individual in 
recovery may work with psychologists to think about how 
they want to be an active participant in society, giving back, 
by teaching others how to do a skill, such as community 
gardening, offering voice lessons, or educating others about 
how to sign up to vote (Rowe, 2001).

Community and advocacy applications
Psychologists are urged to engage in state and federal advo-
cacy to call out unjust laws and regulations that discriminate 
and cause active harm against women with SMI. Some of 
the best strategies, as indicated by research (McGinty et al., 
2018), encompasses joining campaigns to help increase 
high public support for policies that can enhance support, 
equitable resources, and treatment for those with SMI, as 
those policies with high public support are more likely to 
pass (Stimson, 2004). Currently, despite desperate need 
there is low current public support for policies that help 
women with SMI (Barry et al., 2014) and instead some state 
and federal laws allow such harmful experiences within 
mental health organizations as seclusion and restraint. 
Engaging in and advocating for fundamental rights and 
social justice-oriented policies, resources, and the full rights 
of citizenship for women with SMI can have a huge impact. 
As psychologists join efforts that are designed to best 
impact public policy, these may be effective mechanisms in 
which the larger population of women and people who 
experience SMI experience structural and societal changes 
that foster opportunities and recovery. As psychologists do 
this they are urged to focus and give a voice to systemic and 
structural racism, sexism, and systemic barriers that have 
fostered years of denial of the full rights of citizenship for 
women with SMI. Psychologists may use the latest research 
related to this to provide evidence of the impact of this on 
women with SMI, including women with SMI and the inter-
sectionality of experiences of oppression. Advocacy efforts 
can also focus on developing more funding for direct care 
psychologists since they are scarcely represented in public 
sector health systems, where women with SMI are most 
likely to receive services (Mueser et al., 2013)
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Psychologists are also encouraged to be advocates for 
specific approaches in mental health service delivery that 
strive to offer social justice-informed interventions and 
services, such as access to adequate and evidence-based 
mental health care, housing, employment opportunities, 
and financial resources (Mizock & Carr, 2021; Carr et al., 
2014). Similarly, psychologists are urged to recognize the 
potential need for care coordination and the importance of 
being familiar with other social services and natural supports, 
which seek to support women with SMI in their recovery 
journey

Psychologists strive to consider the use of technolo-
gy-based interventions and the use of smartphones, text 
messaging, mobile apps, social media and messages on 
social media, and digital therapies to help women with SMI 
engage in the services that would be supportive of their 
recovery (Naslund et al., 2016). As technological interven-
tions are recommended, it is also important to note the 
challenge and conflict that may arise as many women with 
SMI experience poverty and may not have all the technolog-
ical resources or technological education as many in the 
community. This divide became strikingly apparent during 
the COVID-19 pandemic and cultural responsiveness and 
innovation was requisite in critical situations to serve people 
with SMI across the nation (Kopelvich et al., 2021). This was 
especially true as those with SMI were more at risk for 
contracting COVID-19, having poorer outcomes, and 
relatedly having a decompensation in mental health 
(Chowkwanyun & Reed, 2020; Williams & Cooper, 2020). 
Some of the lessons learned included methods of offering 
telehealth at a mental health center in a socially distanced 
office, if a client were not able to have the requisite technol-
ogy (Kopelovich et al., 2021), and/or utilizing emergency 
funding from a public agency to provide clients with the 
requisite technology and training to connect with psycholo-
gists (Smith et al., 2020). Other innovations include being 
able to connect over a regular telephone line and augment 
this with more frequent outreaches to the individual over 
the phone (Kopelovich et al., 2021). SAMHSA (2021) has 
addressed many of these specific concerns and mecha-
nisms for addressing inequities, finding solutions, and 
harnessing benefits for telehealth among this population in 
their guide Telehealth for the Treatment of Serious Mental 
Illness and Substance Use Disorders.

Furthermore, psychologists are reminded to be aware 
of the complex process, slow timeline, and costs of inciting 
and advocating for systems change. Psychologists are 
encouraged to practice their own self-care, support network, 
and burnout potential, as it applies to being a change agent 
or a minority opinion in a multidisciplinary setting that may 
be characterized by limited resources, overburdened mental 
health staff, and rigid public laws or policies

Research applications
.Psychologists that engage in research related to the experi-
ences of those with SMI are encouraged to unearth more of 
an understanding of the unique and intersecting experiences 
of women with SMI. They are also encouraged to do so from 
a culturally responsive and feminist approach, which takes 
in to account the multi-layered and intersecting oppressive 
experiences of women with SMI that contribute to a more 
complex and sociopolitical experience of their mental ill-
ness. Relatedly, researchers are encouraged to take caution 
to use assessment tools and instruments, which are appli-
cable to women, including diverse women, so that their 
experiences may be best understood and highlighted from 
an ethically judicious framework.

GUIDELINE 2: 
Psychologists strive to be aware of gender norms, 
expectations, bias, and discrimination and how 
these factors impact women’s mental health and 
sense of self-worth.

Rationale
Sexism impacts differences in the rates, development, and 
recovery from mental illness among women (Mizock & 
Brubaker, 2021). Sexism and gender-based discrimination 
include imbalances in power and mistreatment related to 
gender, which occur in the form of stereotypes, attitudes, 
values, as well as individual and institutional discrimination 
(Logie et al., 2011). As a result of sexism, women are held to 
gender ideals and expectations in the dominant culture to 
be subservient, dependent, noncompetitive, emotional, 
sensitive, thin, traditionally attractive, and focused on their 
appearance (Erchull, 2015). When women do not conform 
to these gender expectations, they may be judged harshly 
by peers, family members, partners, the mental health field, 
and others in their social network, adding to mental distress 
(Hackett et al., 2019; Chrisler, 2012). From an early age, girls 
are socialized to direct their mental distress inward, result-
ing in a higher expression of internalizing disorders such as 
depression, anxiety, and eating disorders (APA, 2018). The 
intersectionality of sexism with other forms of oppression, 
while experiencing a SMI, such as racism, classism, 
homophobia, ageism, ableism, transphobia, colorism, 
sizeism, etc. only increases the experiences of oppression 
(Crenshaw, 1993).

Women face daily experiences with sexism in a number 
of ways that add mental distress and worsen their mental 
health. These experiences with sexism tend to include 
stereotypic gender role expectations, rigid beauty ideals, 
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disproportionate domestic labor responsibilities, barriers to 
attainment in education and employment, inequality in 
wages, higher rates of poverty, workplace stress due to 
sexism, imbalances in power in the family, workplace sexism 
and racist discrimination, microaggressions, as well as 
associated vulnerability to violence and sexual maltreat-
ment (APA, 2017; Sojo et al., 2016). It has even been argued 
that the frequent experiences with sexism constitute a 
traumatic stress that increases the risk of poor workplace 
outcomes, psychological challenges, and the development 
of mental illness (Buchanan & Fitzgerald, 2008; Saunders et 
al., 2017). Notably, women of color that experience intersec-
tionalities - such as racism and sexism in the workplace — 
experience lower supervisor satisfaction, higher job stress, 
and posttraumatic symptoms among a sample of African 
American women employees (Buchanan & Fitzgerald, 
2008).

Application.
It is important that psychologists are mindful of the impact 
of sexism, as well as other forms of oppression, on the expe-
riences of women with SMI. Psychologists are encouraged 
to read the Guidelines on Women and Girls (2018) as they 
integrate that body of work and those foundations with 
these specialized guidelines regarding women with SMI into 
their clinical applications. Psychologists strive to raise wom-
en’s awareness of the impact of the sociocultural context on 
the lives and mental health of these women. Increasing 
women’s awareness of oppressive gender-role messages 
and of institutionalized sexism empowers them by reducing 
self-blame and increasing awareness of stigma. Psychologists 
are encouraged to be thoughtful about their language use 
and use person-first language and non-pathologizing com-
munication so that women with SMI experience psycholo-
gists seeing them as people first, rather than a mental health 
patient (Carroll, 2019). However, in some situations individ-
uals prefer identity-first language and in every situation a 
provider is encouraged to use the language that the woman 
desires most, as they may have a positive disability identity. 
The most important element appears to assess the experi-
ence of each woman and their comfort with language, their 
preferences, and with what communities they identify. New 
research, such as the rejection-identification model (RIM) 
advocates that the deleterious effects of stigma, like nega-
tive self-esteem, may be less when collective members of 
the group that is stigmatized opt to identify with each other 
rather than the majority culture, thus developing disability 
pride and a positive disability-identity (Bogart et al., 2018). 
This is still a developing area, but disability pride may be a 
promising way to have protective factors against stigma. 
Psychologists also may choose to reference the Inclusive 
Language Guidelines (2021) to learn more about engaging in 
inclusive language.

Psychologists strive to conduct gender-sensitive 
assessments that investigate the impact of sexism, rigid 
gender roles, intersectionality of experiences such as racism 
and sexism, and traditional gender socialization on women’s 
mental health (Archer, Lau, & Sethi, 2015; Malloy & Krish-
namurthy, 2018). Importantly, psychologists also strive to 
understand birth cohort differences as far as gender norms 
and expectations, which impact the presentation of mental 
health concerns, but also might differentially impact the 
care provided women from different birth cohorts (Twenge, 
2015). Psychologists may help women target the sources of 
sexist mistreatment through the involvement of family 
members in their mental health services (Eriksen & Kress, 
2008), membership in women’s empowerment groups, or 
connections to other resources in their community. Psychol-
ogists strive to support women with SMI to connect to these 
social supports and resources in order to bolster access to 
services, educational attainment, financial empowerment, 
and safety in order to reduce distress posed by inequities 
and sexism in their lives.

GUIDELINE 3: 
Psychologists are encouraged to consider the 
intersectionality of identities among women with 
serious mental illness in how they uniquely impact 
their experiences with serious mental illness.

Rationale. 
Intersectionality is important to culturally responsive psy-
chotherapy and a vital issue for psychologists in promoting 
social change (Brown, 2009; Shields, 2008). Intersectionality 
theory may capture more accurately the intersecting expe-
riences of marginalization and privilege across different 
social identities, including but not limited to gender, race, 
ethnicity, class, sexuality, age, disability, religion, and other 
identities, among women with SMI. Intersectionality 
(Crenshaw, 1993) is a theory that may enhance understand-
ing how various social identities among women with SMI 
contributes to compounded levels of stigma, oppression, 
and privilege. Intersectionality demonstrates how con-
structs like race and class are not separate processes but 
intersecting social hierarchies that determine access to 
power (Collins, 2000) and may impact mental health 
(Lewis, Williams, Peppers, & Gadson, 2017). For example, 
instead of just focusing on issues of race for an Asian 
American woman with an SMI, we would take into account 
her identity as an Asian American, lesbian, upper class 
woman with an SMI. Furthermore, it is important to think of 
the experiences of Black transwomen with SMI and their 
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experience with violence within systems of care, higher 
discrimination, and greater likelihood for trauma, which the 
data more highly correlates with experiences of SMI (Brown 
& Jones, 2014, 2016; Sherman et al., 2021). Thus, there is 
immense value in understanding how such intersecting 
socio-politically oppressive experiences impact the devel-
opment and or exacerbation of SMI, when one may be facing 
the intersectionality of anti-Blackness and anti-transgender 
violence, shown to destabilize mental health through psy-
chological abuse (Jefferson et al., 2013; Nemoto et al., 2011; 
Sherman et al., 2021).

Similarly, intersectional stigma refers to the overlap-
ping, multiple levels of stigma and discrimination faced by 
women with SMI from diverse backgrounds with regard to 
race, ethnicity, age, immigration, disability, sexual orienta-
tion, and other social identities (Logie, James, Tharao, & 
Loutfy, 2011). Women with SMI may be confronted not only 
with the stigma of mental illness, but also sexism, ageism, 
racism, classism, ableism, or homophobia, among others. 
These multiple aspects of stigma may pose added barriers 
and stressors to the lives of these women with SMI.

Application. 
Psychologists take into account the impact of double stigma 
or intersectionality of mental illness stigma and sexism or 
another area of oppression on women’s sense of self, rela-
tionships, access to basic needs, community integration, 
and mental health experience. Psychologists are urged to 
also read and integrate knowledge from the Multicultural 
Guidelines: An Ecological Approach to Context, Identity, 
and Intersectionality (2017), as this body of work can only 
enhance how these specialized guidelines on women with 
SMI can be implemented, as intersectionality is sought to 
be addressed. Psychologists are encouraged to facilitate 
treatment options that strive to reduce internalized stigma 
and help women realize that their experience is fraught with 
a sociopolitical context, rather than seen singularly through 
a pathological lens, where the problem is thought to only 
reside within the person (Worrell & Remer, 2003). 
Psychologists seek to inquire about the impact of intersec-
tional oppression on women with SMI and learn of any 
mistreatment in mental health services or otherwise that 
might add to multiple levels of stigma and affect the thera-
peutic alliance. As psychologists increase in their under-
standing of the role that psychology has played in structural 
racism in society, psychologists are encouraged to read 
APA’s Resolution on the Role of Psychology and APA in 
Dismantling Systemic Racism Against People of Color in 
U.S./Additional Resources (2021) to become more edu-
cated on psychology’s role in structural racism and how to 
more effectively provide effective theories, models, and 
interventions for people of color, which are not harmful and 
racist. Psychologists strive to explore community resources 

and opportunities that might enhance awareness of these 
aspects of intersectional oppression in the lives of these 
women and provide resources for overcoming the effects of 
multiple experiences with stigma. For example, psycholo-
gists aspire to support women with mental illness in gaining 
agency and helping others by becoming advocates to their 
peers. Psychologists may be agents of social change in rais-
ing awareness of the impact of oppression on the lives of 
women with mental illness

There are subgroups of women with SMI, i.e., special 
populations, to consider using an intersectional lens. For 
example, there are women with SMI who interface with the 
criminal justice system and have unique concerns in psycho-
logical practice. Women with SMI in the criminal justice 
system tend to report higher rates of trauma, more exten-
sive histories in the criminal justice system, and higher risks 
of problems with substance use, assault, running away, as 
well as crimes related to drug dealing and property offenses 
(Lynch et al., 2012). Other special populations include 
immigrant and refugee women with SMI, who may develop 
the onset or worsened symptoms of SMI as a result of 
trauma and stress in the migration process (Donnelly et al., 
2011). Hence, it may be important to take into consideration 
the unique needs of other special populations of women 
with SMI and inquire and understand the impact of these 
intersecting identities on their mental health needs.

GUIDELINE 4
Psychologists are mindful of the history of 
professional bias and stigma that has been directed 
towards women with serious mental illness and 
reduced their social power.

Rationale
.Historically there has been a challenging history in the psy-
chiatric field with evidence of professional bias and stigma 
towards women (Archer et al., 2015; Eriksen & Kress, 2008; 
Seeman, 2000), and particularly women with SMI. Such 
experiences have marginalized women and disempowered 
them, reducing their social power, and denying their right for 
respect, autonomy, and self-determination. This has been 
demonstrated in many ways though some of the most 
apparent are in terms of disparities in the diagnosis and 
treatment of mental disorders (Eriksen & Kress, 2008; 
Seeman, 2000). Among medical providers, women are 
more likely to be diagnosed with many more mental disor-
ders than men, even when self-report and presentation of 
symptoms are controlled for in studies (Riecher-Rossler, 
2017). Interestingly, female gender is also a significant pre-
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dictor of being prescribed a psychotropic medication for 
mood (WHO, 2017).

Professional biases propagated during undergraduate 
training, graduate training, and clinical training may include 
assumptions, from a medical model, that psychologists are 
better suited to working with clients without serious mental 
illnesses, because of the nature of psychotherapy (Furnham 
& Bower, 1992). In addition, there are some biases that 
individuals with SMI may not benefit from psychotherapy. 
This seems to reveal a stigma against SMI, despite the 
independence between having a SMI and having the insight, 
motivation, and/or skills to benefit from psychosocial inter-
ventions. Ironically, an empirical study done solely with 
clinical psychologists found that psychologists have trouble 
with stigma towards those with SMI, exhibiting the desire 
to distance themselves from people with SMI and disiden-
tify with them (which is associated with stigma) (Servais & 
Saunders, 2007). Additionally, psychologists identified 
people with schizophrenia as more incomprehensible and 
ineffective than individuals with other mental illnesses and 
people with borderline features as undesirable and danger-
ous. This study is interesting, as many professionals in 
mental health have been studied (nurses, psychiatrists, 
medical students) and shown to have trouble with stigma 
and negative bias, but there has been some belief that 
psychologists may have a more favorable outlook on people 
with SMI. Not surprisingly, direct care psychologists are 
scarcely represented in public sector health systems, where 
individuals with SMI are most likely to receive services 
(Mueser et al., 2013).

Application.
Psychologists are encouraged to be aware of the historical 
bases of bias towards women in the field of psychiatry and 
engage in their own process of intrapersonal examination of 
any such conscious and unconscious biases they experience, 
which may impact diagnosis, treatment, or ideas regarding 
capacity for recovery. As psychologists engage in this reflec-
tion process, they are also encouraged to seek out consul-
tation or peer supervision with other psychologists to 
empower their own capacity to work with women with SMI 
from a culturally responsive and mindful model.

Psychologists are also urged to consider infusing their 
approach to working with women with SMI with a feminist 
theoretical orientation. A feminist theoretical orientation 
integrates principles of person-centered therapies from a 
constructivist approach into unique treatment methods as 
the politics of clinical practice and the sociopolitical impact 
of mental health is examined (Brown, 2006). From this 
approach gender, social location, and power is critically 
addressed in all interventions. For example, from a feminist 
perspective, psychologists may examine the sociopolitical 
factors that relate to reasons that women have higher 

lifetime prevalence of mood, anxiety, trauma-related, and 
stress-related disorders than men (Riecher-Rossler, 2017). 
Feminist therapy can be used for clients that identify gender 
in any way and another important aspect of the therapy 
includes the power relationship in the therapy process 
(Worell & Remer, 2002).

Revisionist or liberal feminist approaches which help 
rewrite old versions of feminism and attempt to dissociate 
from older feminisms that had frameworks developed 
primarily from a White woman’s view can be reconceptual-
ized and reenvisioned with more culturally responsive 
approaches (Martinez, 2020). Some psychologists may 
work in settings whose practices and culture may run 
counter to a feminist approach of empowering clients with 
self-determination and attempting to disrupt the assump-
tion that the client is “less than” the clinician. In such cases, 
psychologists are encouraged to play an active role in trans-
forming mental health care and find mechanisms to bring 
recovery-oriented values to organizations that have hierar-
chical models. This may be achieved by using literature to 
support such shifts in care and by emphasizing the value of 
such approaches, which are more respectful and person-cen-
tered, as well as by highlighting the potential for better 
outcomes (Davidson et al., 2009). Relatedly, other theoret-
ical frameworks may be more appropriate with women of 
color, considering intersectionality and multicultural aware-
ness, such as a Womanist approach (Bryant-Davis and 
Gobin, 2019), or the integration of culturally adapted 
psychotherapy approaches and/or tailored psychothera-
pies for diverse racial/ethnic groups (Griner and Smith, 
2006; Smith et al., 2011). Along these lines, the training of 
psychologists could be revised to include more empirical 
and inclusive representations of SMI in coursework and 
clinical work, which may impact the level of stigma among 
psychologists. Training programs are also encouraged to put 
more emphasis in their overall training on clinical work with 
those with SMI, as well as the unique needs of women with 
SMI, which could increase the representation of psycholo-
gists in the public sector, where many with SMI are receiving 
services. Lastly, training programs are encouraged to evalu-
ate their programs for discriminatory biases based on 
gender and SMI, as there are some programs that do not 
integrate psychotherapy into the treatment model and may 
not provide adequate training and education in these 
specialty areas, causing more bias in the field.
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GUIDELINE 5 
Psychologists endeavor to exercise diagnostic 
caution given that historically women have been 
disproportionately assigned diagnoses that incur 
greater stigma or pathologize gendered 
approaches to coping. 

Rationale
There are known gender differences in the occurrence of men-
tal disorders, including women’s increased rates of depres-
sive, anxiety, and eating disorders (Salk et al., 2017; Kuehner, 
2017). Gender differences have also been found in diagnostic 
practices, with women often being negatively judged by pro-
fessionals in the mental health field when not conforming to 
gender stereotypes (Eriksen & Kress, 2008; Klein et al., 2019). 
There is a profound history of labeling women as “mad” when 
not in compliance with gender stereotypic behavior (Ussher, 
2011). While gender biases among diagnosticians may lead 
to over diagnosing (e.g., affective and personality disorders), 
it may lead to underdiagnosing (e.g., substance use prob-
lems) as well (Eriksen & Kress, 2008; Seeman, 2000). In 
effect, women have been pathologized for exhibiting social-
ization along gender-normative lines and/or binaries and also 
when they digress from expression or behavior along those 
lines. In effect, gender and coping as a woman in all its com-
plexities and intersectionalities has been stigmatized and 
pathologized, historically and currently, impacting mental 
health (Lewis et al., 2016; Witherspoon et al., 2004).

Women with SMI also are at greater risk of certain 
traumatic events, such as sexual abuse, however, this is rarely 
diagnosed as PTSD or treated within public mental health 
clinical settings (Grubaugh et al., 2011). In a systematic review 
of 40 recent studies, researchers found that childhood sexual 
abuse is an important risk factor for borderline personality 
disorder, and sexual abuse across the lifespan predicted 
greater clinical severity as well as poorer outcomes such as 
suicidality (de Aquino Ferreira et al., 2018). Furthermore, 
trauma frequently goes untreated in borderline personality 
disorder due to concerns for behaviors (Harned, 2013). 
Instead, individuals may be met with disdain and resistance 
by those offering services in the mental health field as the 
clients’ interpersonal styles may understandably be untrust-
ing and complex, given their constellation of traumatic experi-
ences. Ironically, this may set up a vicious cycle within mental 
health systems that resemble experiences of victim blame. 
This cycle may also impair and negatively bias the treatment 
that is provided in systems of care.

Clinicians tend to assign characterological diagnoses 
that stigmatize women’s gender socialization of emotional 
expression, as well as the consequences of their elevated 
rates of trauma. This includes the over diagnosis of histrionic, 
borderline, and dependent personality disorders among 

women (Eriksen & Kress, 2008). Such experiences are also 
frequently quite stigmatizing and may be an indication to 
professionals in the mental health field that this person is 
seen as “untreatable” (Eriksen & Kress, 2008).

Even the term, serious mental illness raises challenges for 
many psychologists who are concerned with medical model 
language that might locate the pathology within the woman 
rather than the dominant culture in which she encounters 
gender bias that contributes to her mental distress. This 
quandary poses a diagnostic dialectical tension (Mizock & 
Kaschak, 2015), where psychologists strive to balance avoid-
ance of stigma with the power of naming a mental health 
problem to enable awareness, communication, and quality 
and appropriate treatment.

Application
Psychologists may experience tension in assigning patholog-
ical diagnoses to women with mental illness due to diagnostic 
stigma and the history of labeling women as mad (Ussher, 
2011). Psychologists strive to work with clients in a collabora-
tive manner to find names for the problem in order to reduce 
power differentials in diagnosis and enhance empowerment 
in the diagnostic process. Relatedly, they may offer an egali-
tarian approach to psychotherapy so as to increase self-effi-
cacy, enhance and embolden capabilities, and reduce 
oppressive experiences in mental health systems. 
Psychologists are urged to perform gender-sensitive diagnos-
tic evaluations that maintain awareness of the history of 
gender bias in this area and other forms of bias. Psychologists 
are encouraged to take into account the experiences of sex-
ism on the development of a mental health disorder in their 
assessments to reduce gender bias in diagnostic practice, 
including incorporation of assessment of trauma, as trauma 
is strongly associated with SMI (Moradi & Huang, 2008; 
Grubaugh et al., 2011).

As psychologists also engage in reducing gender bias in 
diagnostic practice, they are encouraged to assess carefully 
to differentially diagnose neurodevelopmental conditions 
(e.g., autism spectrum disorder) and other neurological and 
physiological illnesses within women with SMI (e.g., neuro-
cognitive disorders with psychotic features; accessing care 
to be able to complete imaging to assess for cancers, 
especially so if there are behavioral challenges). Psycholo-
gists can work to be strong advocates to work with a person’s 
medical team given the higher comorbidities between SMI 
and a chronic and life-limiting illness. This can be extremely 
important and a social justice endeavor in itself, as women 
with SMI are less likely to be diagnosed and treated appro-
priately for other life-limiting conditions and also have a 
shorter life span (up to 10–20 years). Much of this is related 
to neurocognitive concerns, physical limitations, and lack of 
access to care and appropriate follow-up on such concerns 
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(Moradi et al., 2018). It is important to note that it is valuable 
to be person-centered in each of these encounters and to 
use sound professional judgment in realizing these 
applications.

GUIDELINE 6
Psychologists endeavor to employ trauma-
informed practice and assessment of past  
or ongoing trauma in the lives of women with 
serious mental illness given that many are 
survivors of abuse. 

Rationale. 
Women with SMI have a high likelihood of a history of 
trauma, with some statistics estimating that as many as 
51% to 97% have a physical and/or sexual assault history 
(Goodman et al., 2001). Women, in general, experience high 
rates of physical and sexual violence and abuse, with 1 out 
of 6 women in the U.S. experiencing either a completed rape 
or attempted rape in comparison to 1 out of 10 men experi-
encing rape (Rape Abuse and Incest National Network 
statistics, 2021). Women who have encountered trauma are 
also at increased risk of developing a mental health problem 
(Karlsson & Zilienski, 2020). In fact, of the many women in 
the world (about 3.3 million) who experience sex trafficking 
the majority experience mental illness such as depression, 
anxiety, PTSD, and disorders of extreme distress (Levine, 
2017). In one collated study of 4 studies 78% of women 
survivors of sex trafficking experienced clinical anxiety, 52% 
experienced depression, and 37% had PTSD (Oram et al., 
2012).  The experiences of women survivors of sex traffick-
ing also experience intersecting social factors such as pov-
erty, family violence, migration, unemployment, gender 
inequality, etc. and may be more likely to be from families 
with a high prevalence of depression, schizophrenia, and 
alcohol use disorders (Levine, 2017).

Moreover, individuals with SMI have an elevated preva-
lence of trauma in general. According to a study by Mueser 
and colleagues (1998), 98% of individuals with SMI reported 
exposure to at least one traumatic event, and 43% met 
criteria for PTSD as a result of trauma. In addition, the first 
episode of psychosis may be traumatic in nature in itself and 
has been found to raise to the threshold of diagnosable 
PTSD (Mueser & Rosenberg, 2003).  It is also paramount to 
mention the intersectionality experiences of women with 
SMI and trauma and other social identities that may even 
heighten the likelihood to experience traumatization and 
these intersecting challenges with mental illness. For 
example, lesbian, trans, and bisexual women who are Black 

or Latino have a higher risk for trauma and report a higher 
risk of suicide than their White counterparts and the general 
population of Black and Latino women (Mihelicova et al., 
2018; O’Donnell et al., 2011; Smith et al., 2016). Furthermore, 
trans women of color are at a particularly high risk of experi-
ences of homicide and challenges with mental health 
(Carmel & Erikson-Scroth, 2016).

Traumatized women as well as women with a SMI are 
vulnerable to retraumatization (Goodman et al., 2001). 
Retraumatization frequently occurs in care settings in which 
a new incident stirs up the original trauma (Jennings, 2009). 
These multiple exposures increase the duration, frequency, 
and intensity of distress reactions (Duckworth & Follette, 
2012). The triggering incident might resemble the original 
trauma in terms of content or interpersonal dynamics 
(Jennings, 2009). The psychologist and woman might be 
unaware of the retraumatization response as it occurs, and 
potentially aggravate the symptoms or retraumatize the 
woman again.

Retraumatization may also occur in an inpatient unit or 
other residential treatment facility, referred to as sanctuary 
trauma (Frieh, 2019). People with SMI are likely to be hospi-
talized and vulnerable to violence, abuse, coercion, and force 
in these settings. One study found that among participants 
with SMI, 8% had been sexually assaulted in a treatment 
facility, 31% had been physically assaulted, and 63% had 
witnessed a trauma (Frueh et al, 2005). Sanctuary trauma is 
so common that it has been proposed that healing from its 
effects is central to the recovery process (Anthony, 1993).

Application
Women with SMI are at risk of trauma, both as individuals 
with SMI and as women. These women are uniquely vulner-
able to sanctuary trauma as well and may have histories of 
multiple traumas in mental health settings that may serve 
as barriers to care. Psychologists are encouraged to ensure 
their competence in treatment and communicate their 
experience to their clients to instill a sense of safety. Also, 
psychologists are reminded to use professional judgment as 
they navigate the complexity of addressing the results of 
trauma and the way it manifests. Psychologists are urged to 
be aware of the factors that mask symptoms of trauma or 
block access to help. Psychologists are encouraged to be 
aware of culturally responsive assessments for trauma 
experiences, which may be utilized and provide trauma 
informed care (Fallot & Harris, 2008). A trauma-informed 
care approach reframes a deficit-focus from “what is wrong 
with this person” to “what has happened to this person.” 
This approach includes the four “Rs” of realizing the univer-
sal impact of trauma, recognizing the signs and symptoms 
of trauma among staff and patients, responding by incorpo-
rating knowledge base about trauma into better practices 
and policies, and working hard to resist retraumatization 
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(SAMHSA, 2014). Trauma-informed care also includes the 
principles of trustworthiness, transparency, safety, peer 
support and mutual self-help, collaboration and mutuality, 
empowerment, voice, and choice, while also incorporating 
historical, cultural, and gender perspectives (Fallot & Harris, 
2009, SAMHSA, 2014).

An empowerment-oriented approach and strengths-
based approach, such as recovery-oriented care interwoven 
in clinical work with women with SMI may enhance effec-
tive treatment and reduce retraumatization in mental health 
care (Davidson et al., 2009). It is fundamental, that just 
because many women with SMI may have experienced 
trauma that they are not seen as a problem to be fixed or 
from a deficit framework. Instead, psychologists are urged 
to help empower women with SMI using the strengths 
based and resiliency frameworks of recovery and trauma-in-
formed care by honoring the capabilities, skills, and empow-
erment these individuals have in order to live the lives they 
have lived and engage in recovery, as they work towards 
lives of meaning.

The excessive use of force and restraints in mental 
health settings may traumatize and retraumatize women 
with SMI, therefore, as mentioned above incorporating 
trauma-informed care is critical. Psychologists are encour-
aged to implement policies in their organizations to avoid 
retraumatization of women in mental health settings given 
the history of sanctuary trauma and vulnerability to retrau-
matization while receiving services.

GUIDELINE 7
Psychologists strive to screen, assess for, and 
address the effects of sexual abuse, assault, and 
exploitation among women with serious mental 
illness.

Rationale
Sexual trauma appears to be a particular risk for women with 
SMI compared to their male counterparts. In one study, a 
significantly higher proportion of women compared to men 
with SMI had experienced sexual harassment (71% vs. 26%) 
and rape (51% vs. 11%; Rossa-Roccor et al., 2020). When 
considering psychosis, studies show that women with psy-
chosis have a history of trauma and sexual abuse more often 
than men and a greater risk of psychosis occurs for women 
after traumatic life experiences than it does for men (Mayo 
et al., 2017; Cotton et al., 2009; Gibson et al., 2016). Evidence 
also shows that childhood trauma in particular, seems to 
predict psychosis onset (Mayo et al., 2017). If women are 
experiencing more childhood trauma this is a great risk for the 

development of SMI - also in considering psychosis more 
recent studies indicate that though psychosis occurs early for 
men when it is evaluated at an older age late onset of psycho-
sis occurs twice as often for women than men. Hence, in 
comparison to lifetime prevalence of psychosis the gap nar-
rows significantly between the experience of it for men and 
women (Riecher-Rossler et al., 2018).

An older study found a rate of 55% of women receiving 
outpatient mental health services reported a history of 
childhood sexual abuse compared to 18% of men (Belk & 
van der Kolk, 1987). Mueser and colleagues (1998) found 
that among a study of men and women with SMI, 26% of 
men reported sexual assault during their lifetime, whereas 
64% of women reported sexual assault. Inherently, there is 
striking evidence that sexual abuse, assault, and exploita-
tion among women with SMI is a serious health concern. 
Additionally, women with the intersectionality of social and 
intellectual disability with SMI may be at an even exacer-
bated vulnerability, given that they are significantly more 
likely to experience sexual abuse than women without these 
disabilities (McDaniels and Fleming, 2016). In fact, sexual 
trauma may be a key contributing factor to the development 
of SMI (Belk & van der Kolk, 1987; Lipschitz et al., 1996).

A study that reviewed traumatic or harmful experiences 
in psychiatric settings revealed exposure to sexual exploita-
tion may even happen within inpatient settings among 
individuals with SMI (Frueh et al., 2005), which calls atten-
tion to the need for understanding this risk and putting into 
place measures that strive to ensure the safety of women 
with SMI in such settings. Our systems of care are meant to 
be places of safety and geared towards aiding people in their 
journey towards well-being; if the very places they are going 
for treatment actually are more harmful, this presents a 
serious concern. Furthermore, there is the potential for 
abuse or neglect by personal care staff for women with SMI 
who receive assistance for activities of daily living (Grimm 
et al., 2018).

Thus, there is overwhelming evidence for concern 
regarding the prevalence of experiences of sexual exploita-
tion among women with SMI and additionally this is of even 
greater concern as we recognize that the literature highlights 
that there is also a high prevalence of posttraumatic stress 
disorder (PTSD) among people with SMI, compared to the 
general population (Mueser et al., 2002). Inherently, this 
has implications for understanding the potential conse-
quences of sexual trauma among women with SMI. A review 
of studies indicates that between 29% to 43% of individuals 
with SMI experience PTSD, however, fewer than 5% of 
individuals have a PTSD diagnosis reflected in their chart or 
are being treated for it (Mueser et al., 2002).
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Application
Psychologists are encouraged to inquire and offer screen-
ings for trauma among women with SMI generally, as well 
as about lifetime abuse, childhood abuse, and recent abuse 
(Goodman et al., 2001; Mizock & Carr, 2021). Additionally, 
the value of doing so among women with childhood abuse 
histories, frequent psychiatric hospitalizations, experiences 
of homelessness, or substance use histories is essential, as 
the literature shows these factors predict recent trauma. 
Similarly, intake assessments and regular ongoing assess-
ments ideally explore specific and behaviorally anchored 
questions about coercive sexual experiences, assaults, and 
threats, helping highlight any concerns about safety. As 
psychologists envision how to assess for traumatic experi-
ences, they are encouraged to review the APA Guidelines for 
Psychological Assessment and Evaluation (2020) to best 
understand how to engage in assessment practices that are 
recommended, ethical, and culturally responsive in the psy-
chology profession.

Given the high likelihood that significant trauma-re-
lated symptoms may go unrecognized or overlooked in the 
diagnosis or treatment of PTSD (Mueser et al., 2002) 
among women with SMI, psychologists are encouraged to 
carefully evaluate for PTSD and integrate this knowledge 
into treatment planning, clinical decision making, and choice 
of treatment interventions. Psychologists may also educate 
themselves further and integrate knowledge from the Guide-
lines on Women and Girls (2018) and the Clinical Practice 
Guideline for the Treatment of PTSD in Adults (2017), as 
conceptualization and treatment options are explored. 
Psychologists, as mentioned in the previous guideline above 
are encouraged to do this from a trauma-informed and 
recovery perspective that also seeks to not focus the 
problem in the individual or see them for their deficits, but 
value their strengths, capabilities, and resiliencies, which 
have helped them survive such experiences (Fallot & Harris, 
2008; Davidson et al., 2009). These empowerment 
approaches foster the strength of the woman to recover and 
use her own abilities and power to do so rather than being 
viewed as a problem to be fixed or blamed for the trauma.

In light of the potential for women with SMI to experi-
ence even more sexual traumatization in psychiatric settings, 
psychologists who are in leadership positions are encour-
aged to bring to the forefront such concerns to administra-
tors, supervisors, and clinicians (Frueh et al., 2005). 
Furthermore, psychologists are encouraged to create 
dialogues and enter into discussions about procedures, 
policies, and training efforts that aspire to ensure further 
sexual exploitation does not occur in our systems of care, 
affording us the ability to offer care that is humane and safe 
(Frueh et al., 2005).

In considering treatment options for experiences of 
sexual exploitation among women with SMI, and specifi-
cally schizophrenia, psychologists are encouraged to think 

judiciously, using clinical judgment and consultation as 
needed, about the best intervention given the client’s experi-
ences with psychiatric symptoms. In the past decade, there 
have been a few pilot and feasibility studies suggesting the 
safety and promise of empirically supported treatments for 
PTSD in women with SMI such as cognitive behavioral 
therapy, Prolonged Exposure, Narrative Exposure Therapy, 
and Eye Movement Desensitization and Reprocessing with 
adults with SMI (de Bont et al., 2013; Frueh et al., 2009; 
Mauritz et al., 2021). However, historically most large-scale 
studies such as randomized controlled trials use psychosis 
as an exclusion criterion and only more recently have they 
studied exposure in psychosis (Ronconi et al., 2009).

Newer literature is showing some promising findings 
for use of exposure even with women with psychosis or 
schizophrenia such as Eye Movement Desensitization, 
Prolonged Exposure, and Reprocessing Therapy and Narra-
tive Exposure Therapy (Adams et al., 2020; Brown et al., 
2019; Mauritz et al., 2021). Other exposure methods that 
have been highly praised as evidence-based such as Cogni-
tive Processing Therapy still rule out patients with current 
uncontrolled psychosis, bipolar disorder, or significant 
cognitive impairment (Monson et al., 2018). This makes 
psychologists question what defines current or uncontrolled 
psychosis as many women with SMI will never not experi-
ence psychosis and it is a chronic condition, as is their 
experience of PTSD if left untreated. Similarly, older litera-
ture has repeatedly questioned whether exposure-based 
trauma treatment interventions are the best treatment for 
women with schizophrenia (in addition to psychosis being 
a rule out for some of these EBTs), as some women might 
experience retelling/recalling disturbing memories as highly 
distressing, which could lead to challenges with their psychi-
atric symptoms or symptom relapse (Goodman et al., 1997).

  Researchers indicate that some women with schizo-
phrenia may benefit from a more gradual form of exposure-
based treatment or a social-learning approach to treatment 
(Frueh et al., 1995; Penn & Mueser, 1996). Relatedly, a social 
skills training model that addresses interpersonal skills 
(social perception and labeling, self-assertion, self-protec-
tion, self-expression, relational mutuality), intrapersonal 
skills (self-soothing, self-esteem, self-trust, self-knowl-
edge), and global skills (initiative taking, problem solving, 
identity formation) may be particularly helpful for women 
with SMI that have experienced sexual trauma and includes 
a trauma-informed care approach (Harris, 1996, 1997; 
Goodman et al., 1997; Harris & Fallot, 1996). A newer study 
and development in treating specifically women with SMI 
(with 70% of those in cited study having schizophrenia or 
schizoaffective disorder) shows the positive impact of 
combining music and verbal therapy as a treatment for 
PTSD (Langdon et al., 2018). For those women who have 
self-injurious behavior and PTSD, a combination of DBT and 
prolonged exposure has been shown to be more beneficial 
than DBT alone (Harned et al., 2014). It is also worth noting 
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that many well-known trauma treatments overlook the 
cultural and sociopolitical experiences context of trauma 
experienced by women of color, individuals who are trans or 
gender nonconforming, or women with disabilities. Instead, 
many randomized clinical trials overlook these factors in the 
therapist and client, rather than examining whether the 
treatment specifically works for the woman with SMI with 
unique and intersectional social identities as well (Goodheart 
et al., 2006).

GUIDELINE 8
Psychologists are encouraged to be mindful that 
women with serious mental illness are at higher 
risk of poverty, garner a social justice and 
citizenship perspective, and may lack access to 
adequate resources including supported 
employment, housing, education, and the full rights 
of citizenship. 

Rationale 
Poverty means not having sufficient resources to support 
oneself and has far-reaching implications for the capacity to 
meet basic needs and participate in educational, social, lei-
sure, and community activities (Perese, 2007; Wilton, 
2004). There is a multitude of evidence that poverty is 
associated with the experience of having an SMI, creating 
barriers for recovery (Deegan, 1993; Hudson, 2005; Perese, 
2007). The greater degree of poverty among individuals 
with SMI contributes to the greater number of unmet needs, 
and more unmet needs are associated with a poorer quality 
of life and poorer health (Wiersma, 2006). Experiences 
with poverty and other intersectional factors also contribute 
to health disparities and significantly shortened lifespan for 
women with SMI (10-20 years decrease in lifespan) (Moradi 
et al., 2018; Sylvestre et al., 2018). In fact, SMI has been 
shown to be associated with $193.2 billion dollars’ worth in 
reduction in personal earnings for one year in the U.S. 
(Kessler et al., 2008). Beyond that, there is also evidence 
that women with SMI may experience poverty at a more 
disparate level than men with SMI, with one study indicating 
men with SMI have an average of earnings of $26,435 over 
a 12-month period and women with SMI earning an average 
of only $9,302 over a 12-month period, among individuals 
that had some type of earnings to evaluate (Kessler et al., 
2008). This study also indicated that SMI significantly pre-
dicts reduced earnings in comparison to other psychological 
disorders. The extent of poverty may be demonstrated by 
findings that those individuals with SMI who are on a 
monthly Social Security Income check may only have 

approximately $120 per month left to cover personal items 
or recreational purchases after paying basic bills (Perese, 
2007; Wilton, 2004). Considering intersectionality further, 
older women also have higher rates of poverty than men of 
the same age, are at risk for stereotype threat, being seen as 
weak, frail, dependent or passive and incompetent, and are 
more likely to be overlooked for medical examinations and 
mental health needs or to be referred for psychotherapy 
(Chrisler, Barney, & Palatino, 2016; Van Egeren, 2004).

Employment is also associated with a better prognosis 
among those with SMI, but the literature indicates the 
employment rate is poor among this group (Draine, Salzer, 
Culhane, & Hadley, 2002). Furthermore, the lifetime work 
experiences of individuals with SMI are limited (Draine et 
al., 2002). Successful employment is also linked with educa-
tional level, but educational level may be interrupted by the 
experience of SMI or associated other social barriers (Draine 
et al., 2002). Although one third of illness-related days out 
of work in the U.S. is related to mental disorders rather than 
physical illness, less attention and support is given to the 
experience of mental illness (Merikangas et al., 2007).

Poverty contributes to the social issue of homelessness 
among individuals with SMI, with the literature indicating 
between one-fourth to one-third of all homeless individuals 
experiencing an SMI (Folsom & Jeste, 2002; Sullivan et al., 
2000). Individuals from some racial/ethnic groups are at 
even higher risk of homelessness, as evidenced by the liter-
ature indicating a higher risk of homelessness among Black/
African Americans and Native Americans (Olivet et al., 
2021). Additionally, being homeless and having an SMI is 
associated with poorer quality of life, increased risk of 
victimization, poorer access to health services but higher 
mental health treatment costs, a greater likelihood of 
inpatient psychiatric hospitalization versus outpatient 
treatment, and less capacity to make mental health needs a 
priority over the need to take care of primary survival needs 
(Folsom et al., 2005; Mizock & Carr, 2021; Rosenheck & 
Dennis, 2001; Wenzel, et al., 2000).

The risk or dangerousness of being homeless is well 
demonstrated in the literature. Findings from a large study 
of homeless individuals with SMI found that 44% of individ-
uals had experienced violent victimization within the previ-
ous two months (Choe et al.2008). Furthermore, the impact 
of poverty and the experience of homelessness is particu-
larly difficult for women; the literature shows that one-third 
of women with SMI who are episodically homeless have 
been physically or sexually assaulted within the prior thirty 
days, and recent victimization is associated with increased 
symptom severity presentation (Goodman et al., 1997; 
Mizock & Carr, 2021). As the authors of the Recovery to 
Practice Curriculum indicate (APA & Jansen, 2014), 
homeless women are more vulnerable than homeless men 
and they may have children they are trying to care for while 
facing the dangers of homelessness.
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As discussed previously these concerns related to 
poverty, employment, and housing are all aspects that relate 
to social justice and the right for equitable resources in 
society. Experience of the intersectionality of stigma of 
mental illness and these other marginalized identities calls 
for an integration of social justice change strategies and 
advocacy for the full rights of citizenship, in addition to a 
recovery approach (Carr & Ponce, 2021). Integrating a 
citizenship and social justice approach along with a recovery 
approach shows the value of advocating not only for these 
equitable resources and basic human rights, but the full 
rights of citizenship (Rowe et al., 2001). This relates to 
advocacy for the connection to likenesses of other people in 
society, such as relationships, valued social roles, resources, 
rights, and responsibilities that come with being a full 
member of society and not a partial or ostracized member 
of society (Rowe et al., 2001). Research also indicates when 
there is greater connection from this interconnected citizen-
ship focus there is a foundation for mental health recovery 
built (Wong & Solomon, 2002)

Application. 
Women with SMI face greater poverty than men with SMI, 
raising significant implications for how psychologists think 
about working with women in mental health treatment and 
how we conceptualize their experience with poverty. 
Psychologists are encouraged to start with striving towards 
cultural awareness and competence by developing their 
own knowledge related to the social experience of poverty 
and its impact on well-being among women with SMI. 
Calling on Sue, Ivey, and Pederson’s (1996) well-known 
model for engaging in cultural competence, also adopted by 
the Multicultural Guidelines (APA, 2017; Sue, 2006), psy-
chologists are urged to strive to understand the experience 
of poverty by women with SMI by understanding their own 
personal biases or values of poverty. Psychologists are 
urged to review the Guidelines for Psychological Practice for 
People with Low-Income and Economic Marginalization 
(2019) to also enhance their education and integrate such 
knowledge with these guidelines on women with SMI. 
Engaging in personal reflection regarding biases or values 
and how that may impact their understanding and engage-
ment with a client is fundamental for engaging in cultural 
awareness. Psychologists are encouraged to make efforts to 
increase their own knowledge of the client’s experience of 
poverty through open discussion, which intersects with 
other experiences, and work at having appropriate cultural 
skills to work with the client in a manner that is respectful 
of being culturally responsive to the experience of poverty 
and its intersectionality.

As psychologists strive towards cultural responsivity 
with understanding poverty and its implications for women 
with SMI, they are encouraged to do so in a manner that is 

consistent with the use of scientific mindedness, culture-spe-
cific skills, and dynamic sizing (Sue, 1998). In this respect, 
psychologists aspire to avoid making conclusions or 
assumptions without data about the impact of poverty on a 
woman with SMI (Sue, 1998; Sue, 2006). To expand on the 
concept of dynamic sizing, psychologists are urged to 
individualize and generalize a client’s concerns in the treat-
ment process based on person-specific information, as the 
psychologist explores the intersection of the client’s various 
cultural contexts and multiple identities (Ridley et al., 2001; 
Roysircar et al., 2009; Sue 1998). Psychologists may 
integrate the use of dynamic sizing by understanding when 
to generalize and when to individualize the knowledge base 
on women’s experience of SMI and poverty, which helps 
with problems that may occur by stereotyping. Without 
such a foundation, psychologists may fail to understand the 
experience of a woman facing poverty and how that may 
impact her mental health, recovery, and psychotherapy.

Psychologists are encouraged to work with the knowl-
edge that women experience many disparities and negative 
life experiences due to poverty, therefore they are encour-
aged to strive to mitigate the experience of poverty and 
respective social problems such as homelessness, jobless-
ness, and a lack of education. Working with such an under-
standing also calls for engaging from a social justice 
perspective with women with SMI, as the idea of social 
justice emphasizes the need to act for justice on the behalf 
of individuals who do not have equitable resources or power 
due to being marginalized (Constantine et al., 2007). 
Relatedly, as Vera and Speight (2003) point out, psycholo-
gists are recommended to take on diverse roles rather than 
staying fastidious to traditional roles. This translates into 
advocating for resources, such as financial assistance, 
housing, education, employment opportunities, and 
supported employment. As access to appropriate care and 
services is so vital, psychologists are encouraged to review 
the APA Resolution on Advancing Health Equity in Psychology 
(2021) and Psychology’s Role in Advancing Population Health 
(2022) to understand more deeply how psychology is a 
profession that is focusing on advocating for human rights 
and has to focus on working within and across systems to 
advance population health and the rights for all to have 
equity in health care. Such efforts to become more educated 
as psychologists can enrich personal knowledge to help 
bridge such equity gaps and improve population health. By 
seeing oneself as a social change agent, psychologists have 
the opportunity to extend their reach into communities and 
affect the sociopolitical factors that play an impact on the 
experience of poverty among women with SMI and improve 
population health.

Psychologists are encouraged to engage in discussions 
with women with SMI around their employment status, 
satisfaction with employment, and/or desire for employ-
ment. Psychologists are urged to advocate for and locate 
employment resources if this is a desired goal of the individ-
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ual. As the Proficiency in Psychology in the Assessment and 
Treatment of Serious Mental Illness (American Psychological 
Association, 2009) advocates, Supported Employment has 
substantial outcome data for its efficacy and is an approach 
to finding employment that includes a rapid job search, 
competitive wages for jobs, integrated vocational and 
mental health services, ongoing support once employed, 
and the honoring of client choice in occupation. Therefore, 
connection to opportunities for Supported Employment 
may offer important resources. The literature provides 
evidence for Supported Employment showing improved 
employment outcomes across diverse populations and 
settings (Becker & Drake, 2003; Bond, et al., 2001; Bond et 
al., 2008; Twamley et al., 2003), which is likely to have 
multiple effects on personal well-being.

Psychologists are urged to make efforts to understand 
the educational attainment of women with SMI, make 
efforts to support educational endeavors, and locate 
resources to engage in such agendas. Additionally, psychol-
ogists are encouraged to consider the option of resource 
connection to such supportive services as supported educa-
tion (Nuechterlein et al., 2008). The Recovery to Practice 
Curriculum (2014) recognizes that supported education is 
generally recognized as supportive and helpful. Supported 
education aids individuals with SMI in obtaining, continuing, 
or gaining extra education and is a collaborative process 
with a specialist or team. Such programs may help women 
with SMI achieve personal learning goals or become 
successfully employed.

Psychologists are encouraged to make efforts to aid in 
the prevention of homelessness, mitigate the negative 
impact of homelessness, and instigate opportunities that 
lead to housing when working with women with SMI. 
Psychologists are also encouraged to foster interdisciplinary 
collaboration with social work, case management services, 
and community supports to help foster housing resources. 
The consensus in the field is that having safe, reasonable 
housing is one of the best first steps towards recovery 
(Housing First), and that providing stable housing decreases 
homelessness (Recovery to Practice Curriculum, 2014). 
Supportive housing integrates case management, support, 
psychotherapy, and skills training, as well as other supports 
for treatment for mental illness and any dual diagnosis 
(Padgett et al., 2011). The literature also indicates that 
Housing First models rather than Treatment First models 
have better outcomes for reduced substance use, avoiding 
relapse, and increasing retention. As the literature highlights, 
the high risk for women with SMI who experience homeless-
ness, and the associated impact of homelessness, there are 
far-reaching implications for psychologists moving out of 
traditional comfort zones to aid with this essential need. 
Psychologists are also encouraged to explore and attempt 
to understand the nuances of the diverse needs of women 
with SMI that may be in different living settings such as 
long-term residential care, supportive housing, inpatient 

psychiatric facilities, assisted living facilities, and nursing 
homes, as these different settings inform psychologists as 
to the unique needs and advocacy points that may be requi-
site due to such factors.

Lastly, psychologists are encouraged to embrace an 
integrated focus on citizenship, recovery, and social justice 
as they work with women with SMI (Carr & Ponce, 2021). 
This approach can help guide psychologists in understand-
ing how each of these theoretical foundations and tenets of 
action can support women in recovery and the capacity to 
be full citizens in society. Relatedly, psychologists may 
engage in community-based interventions, supported by 
research, which may help women with SMI by engaging in 
advocacy on nonmental health issues at a macrolevel, also 
by providing support for supports and capital allocated by 
families, other mental health professionals, and friends so 
the woman with SMI in recovery can support others herself, 
with this valued social role, and by also engagement in 
helping protect shared public spaces and fostering everyday 
acts of civility as protective factors or counters to stigma-re-
lated microaggressions (Harper et al., 2017).

GUIDELINE 9
Psychologists are encouraged to support women as 
they choose how to engage in family 
responsibilities to enhance empowerment within 
these roles. 

Rationale. 
In the last 15–20 years there has been more attention in the 
literature highlighting the need to understand experiences 
of women with SMI who have important family responsibil-
ities, such as parenting or motherhood. Mowbray and col-
leagues (2000), notable scholars on the topic of women 
with SMI in parenting roles, have discussed the long-held 
bias in the mental health field that women with SMI cannot 
fill such important roles as mothering or parenting; they also 
highlight that their needs or concerns are different than 
other women who may experience challenges such as pov-
erty or urban living. The desire to be in a parenting or moth-
ering role by women with SMI is increasingly being 
recognized. However, the literature indicates the desire to 
parent historically has been seen as a problematic or a 
pathological desire, and professionals have held biases that 
these women are, as a rule, unfit to be mothers (Montgomery, 
Tompkins, Forchuk, & French, 2005; Walsh et al, 2002). It is 
important for mental health professionals to maintain 
awareness of any biased views in order to best support 
women with SMI in their recovery journey. There is a grow-
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ing body of research that indicates there is evidence for the 
capabilities of these women to fill parenting roles with 
appropriate support (Nicholson & Biebel, 2002). 
Unfortunately, there is also quite a bit of literature indicating 
there is very limited support for women with SMI that are 
parenting both from their own intergenerational family sys-
tems, friends, and the community (Carpenter-Song et al., 
2014; David et al., 2011).

The literature indicates that women with SMI have 
normal fertility rates and have children at an average or even 
above average rate (Mowbray, Oysterman, & Bybee, 2000). 
There are also a significant number of women with SMI that 
serve as mothers or in parenting roles of children (approxi-
mately 10-65%). Interestingly, 10% to 15% of women 
develop a mental illness postpartum (Dipple et al., 2002; 
Mowbray, Oysterman, & Bybee, 2000; Nicholson & Biebel, 
2002). Women with SMI are at a particularly disparate 
disadvantage with higher rates of suicide both perinatally 
and in the postpartum period, than women in the general 
population (Appleby et al., 1998; Austin et al., 2007). 
Though there is a high rate of postpartum challenges for 
women with SMI and in pregnancy, despite diagnostic 
category, there are not many programs that address such 
concerns (Frayne et al., 2019). Relatedly, there may be 
unique concerns that arise about medication use during 
pregnancy and breastfeeding that woman with SMI face, 
which is still considerably under researched (Orsolini et al., 
2021). Women with SMI are more likely to face parenting as 
single mothers, experience lower socioeconomic status, 
begin having children at an earlier life stage, and are more 
likely to face family problems and victimization (Mowbray 
et al., 2001; Nicholson et al., 1998). Challenges that women 
with SMI face also include inadequate living circumstances, 
the effects of mental health symptoms and medication side 
effects, the challenges of dealing with stigma, and ever-pres-
ent fears of having their children taken away by child protec-
tive services (Montgomery et al., 2005).

The fear of having their children taken away or losing 
custody is a realized concern, as the literature indicates 
women with SMI are at increased risk of losing responsibil-
ity for caring for or complete custody of their children, and 
therefore many women mask their parenting struggles and 
mental health issues (Hollingsworth, 2004; Nicholson et al., 
2001). Some studies have reported more African American 
women experiencing child custody loss, while other studies 
indicate more white women lose their children (Lewis et al., 
1997; Sands, 1995; Zuravin & Greif, 1989). There is evidence 
of a greater likelihood to experience child custody loss in the 
following circumstances:  there are problems with parenting 
skills, being younger at the birth of the first child, having a 
greater number of children, experiencing single parenting, 
experiencing more personal distress, unemployment, or 
underemployment, experiencing homelessness, and having 
less social support or less social services (Hollingsworth, 
2004). Literature does indicate that children of parents with 

SMI are more likely to experience foster care, behavior 
problems, and psychiatric disorders themselves (Ghodsian 
et al., 1984; Jacobsen et al., 1997; Mowbray et al., 2001; 
Oyserman et al., 1992).

However, mothering can be a meaningful process for 
women with SMI, providing meaning and personal defini-
tion to life (Nicholson & Biebel, 2002). A qualitative study 
gives life to this identity process, as the identity of being a 
mother is seen as signifying normalcy, security, and respon-
sibility, which are empowering aspects of parenting and 
distinct from the experiences women may face with an SMI 
(Montgomery et al., 2005). This study also highlights that 
rather than having a traditional, more negative biomedical 
outlook on the experience of parenting or motherhood 
among women with SMI, the mental health field may make 
mindful shifts to understand and appreciate the mothering 
efforts of women with SMI in the context of their challenges 
that are related to mental illness, which may aid in increased 
support and well-being.

The literature highlights some unique findings that have 
implications for empowerment among women with SMI in 
their chosen role of parenting or mothering. For example, 
Oyserman and colleagues (2002) found that social support, 
social stress, and financial stress have implications that 
affect parenting outcomes. These findings indicate that 
social support, adjusted income that is higher, and less 
stress have positive implications for maternal involvement 
in parenting roles among women with SMI. Furthermore, 
this study found current mental health functioning with 
fewer symptoms has implications for women with SMI 
being better apt to get social support, which in turn can 
impact parenting. Thus, better psychiatric functioning also 
relates to experiencing less stress, both financial and social.

Application
Psychologists are encouraged to become more aware of the 
literature on the value of mothering or a parenting role 
among women with SMI and the implications for clinical 
practice. There is a significant and growing amount of liter-
ature on this topic that can inform our understanding, bring 
to light our own biases or misassumptions as a profession, 
and provide a guide to advanced clinical engagement. In this 
process, and as psychologists engage in their areas of exper-
tise, they are encouraged to also conduct an intrapersonal 
process in which they examine their own biases or assump-
tions they have held about the capabilities of women with 
SMI to engage in mothering or a parenting role. Psychologists 
are encouraged to utilize Sue, Ivey, and Pederson’s (1996) 
model for cultural competence. Becoming more cognizant 
of our own biases or assumptions that we may have errone-
ously held can help psychologists to prevent treatment that 
is unjust, dismissive, marginalizing, stigmatizing, or pater-
nalistic. With this increased awareness, psychologists may 
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be better apt to provide clinical services that espouse the 
general principles of the APA Ethics Code (2002) of equal-
ity, fairness, and avoidance of biases instead of exacerbating 
experiences such as stigma and marginalization.

As psychologists engage in clinical services with their 
clients, they are also encouraged to explore the personal 
meaning of the parenting or mothering role for each individ-
ual. Given that these roles might mean something very 
different per individual, it is important to understand the 
literature, but also interpret that within the context of the 
personal cultural experience and meaning for each woman 
with SMI. For example, one woman may embrace her role 
as a mother or parent and want to hold fast to those 
meanings, build on this part of her life, and find personal 
value and empowerment from such an identity. Another 
woman may have only experienced more hardship from the 
role of mothering and may not feel as negatively about the 
loss of custody. As researchers advocate (Mowbray et al., 
2002; Oyserman et al., 2002), psychologists are encour-
aged to be careful to assess the status and current function-
ing of mothers with SMI, rather than assuming there are 
problems or intervention needs that may not be present. For 
women with SMI that want to engage in a parenting role, 
psychologists are encouraged to explore and incorporate 
literature on supporting parenting interventions that can 
help empower these women to fulfill such roles effectively 
(David et al., 2011). Recommendations for supported parent-
ing programs include the development of supports that 
meet the need level of each mother and their stated 
emotional, psychological, and practical needs. One such 
supported parenting program showed positive outcomes for 
mothers’ mental health status, access to needed services, 
and social support after they engaged in connection to 
instrumental resources (Nicholson et al, 2009).

For those women who fear they are at risk of losing 
custody of their children or have lost custody of their children 
and this is identified as a particularly challenging or painful 
process, psychologists are encouraged to aid their clients in 
being able to process the meaning of this experience, any 
difficult emotional reactions, and find appropriate social 
services to support such concerns. The literature highlights 
that family members may reinforce a sick role for mothers 
with mental illness, overlooking family members or women 
with SMI’s own value for input or consultation regarding 
decision making about their children (Mizock & Carr, 2021). 
In this respect, family members may undermine the efforts 
of mothers to balance the demands of managing their mental 
illness and the roles of parenting, which can cause even more 
difficult dynamics. Psychologists are encouraged to explore 
the dynamics between family members or those that may 
have roles in parenting the children of a client. Psychologists 
may strive to empower the client to serve in the role of 
mother in the capacity she can and reinforce positive 
relational and healthy boundary dynamics with other parties 
involved. If a mother has lost custody of her children but 

would still like a role in her children’s lives, psychologists are 
encouraged to explore how that can be done and what 
supports can be incorporated to make that possible.

Psychologists are encouraged to engage their clinical 
expertise in helping treat any mental health symptoms 
women with SMI are experiencing, as the literature 
indicates current mental health functioning plays a part in 
parenting capacity (Oyserman, et al., 2002). Additionally, 
psychologists are encouraged to utilize the best evidence-
based treatments and practices that can be beneficial for 
women with SMI, as suggested by the Recovery to Practice 
Curriculum (2014), including such treatments as: family 
psychoeducation, skills training, dialectical behavior 
therapy, metacognition and metacognition reflection and 
insight therapy, cognitive behavioral therapy, assertive 
community treatment,  acceptance and commitment 
therapy, psychosocial interventions for weight manage-
ment, and cognitive remediation and illness management 
recovery (Lysaker et al., 2018; McDonagh et al., 2017; 
Razzaque, 2013; Linehan, 2014). Developing up-to-date 
training and skills in evidence-based practices has the 
potential to impact outcomes. This approach is also very 
meaningful from a social justice perspective as the litera-
ture indicates there is a science-to-service gap issue 
(Drake et al., 2001; Farkas et al., 2007), meaning that the 
literature shows there are many evidence-based practices 
for individuals with SMI, but few actually receive those 
services. It is also worth noting that many evidence-based 
treatments focus only internally and ignore the cultural 
context, which could make a significant difference in how 
women and diverse women experience a practice that is 
deemed evidence-based by a randomized clinical trial.

As the literature indicates women with SMI may be 
single parenting and experiencing less social support 
(Hollingsworth, 2004), psychologists are encouraged to 
partner with their clients to ascertain levels of social support, 
interest in increased social support, and appropriate avenues 
for social support. The literature indicates that it may be 
helpful to assess what support individuals do have from 
family and their capacity to parent and engage in treatment 
(Mizock & Carr, 2021). For example, is there concrete 
support at times when a mother needs to attend a treatment 
appointment and needs childcare or is there support for 
actual treatment engagement from family members or 
loved ones in taking medications or for seeing a treating 
clinician? The literature also indicates it may be helpful to 
provide support to the family in the context of supporting 
parenting/mothering by an individual, while also trying to 
balance mental health needs (Nicholson et al., 1998).

As women with SMI are more likely to experience 
challenges with housing, financial support, and employment 
(Draine et al., 2002; Folsom & Jeste, 2002; Perese, 2007), 
which has likely implications for the capacity for involve-
ment in parenting roles, psychologists are encouraged to 
attend to these potential needs and engage in roles as 
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community connectors, advocates, and social change 
agents to empower increased social resources and equity 
within the community. As the literature indicates, parenting 
under the stress of poverty and social challenges can impact 
the well-being of children and mothers, therefore interven-
ing in this manner is imperative (Mowbray et al., 2000).

GUIDELINE 10
Psychologists strive to work to enhance the peer 
support network of women with serious mental 
illness to overcome social barriers posed by stigma 
and mental health symptoms. 

Rationale. 
Peer support is defined as when two or more people with 
similar experiences get together to share their experiences, 
to learn together how to move past the difficulties that these 
experiences have created in their lives, to give each other 
hope, and to support each other as they define their life in 
the way they wish (Copeland, 2015). The peer support 
National Practice Guidelines entail providing peer support 
on a voluntary basis in a manner that is hope-inspiring, 
open-minded, empathetic, respectful, facilitative of change, 
honest and direct, mutual and reciprocal, equitable in power 
relations, strengths-based, transparent, and person-cen-
tered (International Peer Support, 2016).

Peer support is an alternative and/or complementary 
response to medical treatment of mental illness. Some posit 
that peer support in its purest form, solely led and received 
by those who have experienced mental illness, by definition 
cannot be co-located within traditional mental health 
agencies or systems (Valenstein, 2015). On the other hand, 
health care systems such as Medicaid and the Veterans 
Health Administration have supported the integration of 
peer support providers as an innovative and effective strat-
egy to improve clinical and recovery outcomes for the 
populations they serve. One form of peer support, called 
Intentional Peer Support (2016), stresses a new way of 
thinking about and inviting transformative relationships. 
Intentional Peer Support differentiates itself from traditional 
mental health and social services by viewing relationships 
as an equal partnership where both parties learn and grow. 
From this perspective there is not an assumption that there 
is a problem, and the goal is to promote a trauma-informed 
way of communicating and encourage the situation of one’s 
life in the context of mutually accountable relationships and 
communities. Intentional Peer Support also encourages 
enacting what we want rather than focusing on what needs 
to be stopped or avoided. Supervision is also an important 

element that is wrapped into quality peer support services 
so that peer workers can receive the appropriate support 
and guidance to engage in peer support in a way that is 
informed by their program model and aligns with the fidelity 
to such models (Intentional Peer Support, 2016).

Women with SMI may benefit from encounters with 
peer support, which aims to ameliorate and heal the typical 
limiting and/or harmful experiences that consumers have 
had with traditional mental health care. For example, these 
women may have experienced feeling inferior in the typical 
power dynamic between provider and patient. These 
individuals may have experienced disempowering and 
retraumatizing experiences in various outpatient, inpatient, 
and residential treatment settings. Furthermore, women 
with SMI who embody one or more identity dimensions 
potentially subject to sexism, ableism, classism, and racism, 
may greatly benefit and feel at home in interacting with a 
peer or peers to mirror and empathize with their identity 
and their life experiences.

Application.
Psychologists are encouraged to become knowledgeable 
about peer support organizations at the national, state, and 
community levels. They are also urged to become knowl-
edgeable about resources and services offered by organiza-
tions, such as the National Alliance of Mental Illness (NAMI) 
and The Copeland Center. NAMI offers a 10-session course, 
called Peer-to-Peer; local availability of this is searchable 
through the NAMI website (NAMI, 2021). The Copeland 
Center is an international training organization that certifies 
facilitators of a manualized approach to recovery called 
Wellness and Recovery Action Plan (Petros & Solomon, 
2020). States and local communities often have peer sup-
port services available at venues such as respite centers, 
recovery centers, and Clubhouses. Some of these models 
include peer support workers on integrated care teams, peer 
support on crisis service teams, peer support for medication 
assisted treatment for opioid use disorders, peer workers in 
criminal justice settings, peer workers in supported employ-
ment programs, peer workers on Assertive Community 
Treatment Teams (Gagne et al., 2018). Across these differ-
ent service types, the literature does show positive out-
comes in reduced inpatient service use, better engagement 
with services, higher empowerment, improved relationship 
with mental health professionals, higher levels of empower-
ment, better patient activation levels, and higher levels of 
hopefulness for recovery (Wright-Berryman et al., 2011).

Psychologists are also encouraged to consider systemic 
barriers to women with SMI as they access healthcare, such 
as the ability to bring children to appointments at the clinic 
where they receive their care, challenges with financial 
support, and/or transportation support to get to appoint-
ments and/or take medications. Psychologists are encour-



24 AMERICAN PSYCHOLOGICAL ASSOCIATION GUIDELINES FOR PSYCHOLOGICAL PRACTICE WITH WOMEN WITH SERIOUS MENTAL ILLNESS

aged to be change agents and help think of creative solutions 
for the delivery of care to support women in their diverse 
experiences. Also, psychologists aspire to become 
well-versed in the state of the research evidence for itera-
tions of peer support, such as peer-to-peer, Wellness Recov-
ery Action Planning (WRAP), and psychologists and 
programs geared toward specific issues (Petros & Solomon, 
2020). Such examples as one-to-one peer support was 
empirically examined in a randomized clinical trial and 
showed positive outcomes for self-efficacy for those with 
SMI when working with trained and qualified peer supports 
(Mahlke et al., 2017). Finally, psychologists are encouraged 
to advocate for women with SMI to engage in and perhaps 
to become providers of peer support. Given the possible 
accumulation of experiences that may erode the self-knowl-
edge, self-concept, and self-confidence of women with SMI, 
it is especially important that psychologists be supportive 
in facilitating these individuals’ mental health recovery and 
engagement in their communities, as self-defined.

Rogers (2017) reviewed the current evidence base on 
peer specialists and found that this service is especially useful 
in enhancing social support and mental health and coping, 
and reducing reliance on traditional mental health profession-
als. Peer support offers a unique opportunity for self-disclo-
sure on the part of the peer specialist that is instrumental to 
forming the therapeutic alliance via shared lived experience. 
Additionally, community input and the voices of peers and 
people in recovery are warranted throughout every element 
of research development on this topic. Additionally, input 
from people in recovery is also needed and invaluable at every 
level of how mental health systems are developed and provide 
services (Tondora et al., 2014).

GUIDELINE 11
Psychologists strive to address the relationship 
goals and interests of women with serious mental 
illness to ensure safety and fulfillment.

Rationale
Though most people in the U.S. report engagement in a 
significant dating or partner relationship in their adult lives, 
individuals with SMI have greater difficulty having or main-
taining sexual partnerships and/or marital relationships 
(Wright et al., 2007). The literature indicates that 30% to 
70% of individuals with SMI report being sexually active, 
with fewer reporting a marital or long-term relationship. 
There are many theoretical explanations for this that point 
to the impact of discrimination, which is associated with 
stigma from mental illness or from physical side effects of 
medication (Agerbo et al., 2004; Carey et al., 2001; 

Dickerson et al., 2004; Wright et al., 2007). Related to soci-
etal stigma of mental illness and pulling from modified 
labeling theory (Link, 1987), the literature indicates many 
people devalue individuals with SMI as potential spouses or 
partners due to the stigma of mental illness, with the most 
potent negative reactions drawn from the idea of entering a 
marital relationship with someone with mental illness (Link 
et al., 2004).

As Deegan (2001) relates, individuals with SMI experi-
ence the need for love, intimacy, and companionship just 
like the general population. However, they may fear rejec-
tion, withdraw from others in efforts to protect themselves, 
lack social skills needed to attract others, and choose to 
avoid relationships or withdraw to avoid rejection, which 
may reduce the likelihood of intimate relationships (Wright 
et al., 2007).

Wright and colleagues (2007) found that women with 
SMI are more likely than men with SMI to be sexually active, 
in contrast to the general population, and are also more likely 
to engage in unprotected, higher risk sexual encounters. 
Those authors also found that women with SMI are more 
likely than men to have concurrent sexual relationships. The 
unique challenges that women with SMI may face are also 
highlighted by the research that indicates 79.4% of these 
women have experienced physical assault by a partner or 
relative within the previous year (Cascardi et al., 1996), and 
are particularly prone to experiencing abuse in sexual relation-
ships (Dickerson et al., 2004). A systematic review of 
research indicates women with borderline personality disor-
der have estimates of childhood sexual abuse at the rates of 
16.1% to 85.7%, and there is more limited information about 
adult sexual abuse for women with borderline personality 
disorder though 3 studies, indicate it is more likely if the 
diagnosis is present (de Aquino Ferreira et al., 2018).

Familial relationships are also important to address in 
the lives of women with SMI, as the literature notes as many 
as 50% to 90% of people with mental illness are living with 
or have a family member as a caregiver and often face 
challenges such as stigma and discrimination by family 
members (Koschorke et al., 2017; Pernice-Duca et al., 2015). 
Some studies also indicate complexities such as family 
members both helping and fostering a recovery process, as 
well as hindering it (Aldersey & Whitley, 2015). In fact, there 
is research indicating adults with severe psychiatric 
symptoms experience vast amounts of family conflict. The 
literature indicates negative expressed emotion by families 
can lead to relapse for those family members with SMI 
(Butzlaff & Hooley, 1998; Murray-Swank et al., 2007). A 
qualitative study specifically explored the gendered experi-
ences of women with SMI in relation to their family identi-
fied themes of disacknowledgement (family members’ 
avoidance or denial of mental health symptoms of women 
with SMI), role shift (alterations in the role of a woman with 
SMI in the family), under-expectations (underestimations 
of the capabilities of women with SMI), and over-expecta-
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tions (overestimations by family about abilities of women 
with SMI) (Mizock et al., 2021).

Application. 
Psychologists are encouraged to explore the relational inter-
ests of the women with whom they work, who have SMI, and 
identify what value partner, marital, or sexual relationships 
serve for the individual. Psychologists strive to explore the 
support women have to foster the maintenance of healthy 
relationships, initiation of new relationships that are desired, 
and ability to have healthy boundaries within relationships 
and/or make empowering choices in relationships that may 
be abusive. As identified needs may come up in the area of 
requisite supports to pursue personal relational goals, psy-
chologists are encouraged to provide appropriate psychoso-
cial supports or connect individuals to advantageous 
resources. These could include avenues for exploring dating 
relationships, social skills training, therapeutic interventions 
or resources for intimate partner violence, and referrals to 
appropriate healthcare, which may address goals related to 
sexual activity and protection. Furthermore, psychologists 
are encouraged to explore in therapy the role of stigma on the 
relational goals of women with SMI and introduce mecha-
nisms to mitigate the impact of stigma. For example, a psy-
chologist may explore the impact of internalized oppression 
on a woman’s belief that others may not be interested in her 
as a romantic or sexual partner because she has an SMI.

From an advocacy perspective, psychologists are encour-
aged to advocate for women with SMI that may be experienc-
ing challenges within our mental health systems due to 
policies that marginalize the right to have romantic and/or 
sexual relationships. For instance, psychologists are encour-
aged to explore what policies inpatient psychiatric units have 
on the rights for sexual expression and offer support to foster 
romantic and/or sexual partnerships (Deegan, 2001). 
Psychologists are encouraged to look at this issue from a 
social justice perspective as many mental health systems 
ignore or deny the right for individuals with SMI to pursue 
such relationships. Additionally, psychologists strive to 
explore how community – or outpatient programs are 
organized to be inclusive of women who identify with differ-
ent sexual orientations, gender identities, and gender expres-
sions. Along these lines, psychologists are encouraged to 
integrate and educate themselves with other guidelines, such 
as the transgender guidelines, which may further advance 
practice. Psychologists are also encouraged to educate 
medical personnel, public service professionals in law 
enforcement and criminal justice, and other community 
members about socially just ways to work with women with 
SMI, which includes their need for relational goals.

Psychologists are encouraged to support women with 
SMI in healthy relationships with their family members and 
explore from the woman in recovery her self-defined desires 

for those relationships, as those may be different than what 
family desires or wants. Since appropriate family support 
can be so important for recovery, psychologists may use 
empirically supported treatments such as Family Psychoed-
ucation or Behavioral Family Therapy to support families in 
how best to maintain healthy relationships. This may relate 
to developing healthy boundaries, maintaining self-care, 
and coping for all involved, engaging in problem solving, 
understanding the experience of SMI for those that are 
family members and for the woman in recovery, and foster-
ing differentiation and individuation from family, while also 
maintaining support (Harvey, 2018; Mueser & Glynn, 1995). 
Psychologists are encouraged to assess for the experience 
of over-expectations or under-expectations in familial 
relationships as this unique finding among women with SMI 
indicates being overtaxed in gendered caregiving roles can 
worsen symptoms of SMI and when women with SMI 
experience under-expectations they may be infantilized or 
seen in a gendered “helpless female” manner (Mizock, 
Salmonsen, & Smith, 2021). Psychologists may help women 
with SMI explore and evaluate their family roles and any role 
shifts to identify and help empower them towards roles that 
are desired and supportive of recovery.

Psychologists aspire to provide a crucially safe thera-
peutic space to psychologically process dissatisfaction or 
challenges in relationships and especially in the realm of 
experiences of violence/abuse. They are encouraged to 
assess issues of safety and empower women with SMI with 
tools that may enhance their feeling of safety, autonomy, 
self-determination, and choice. Additionally, in the face of 
experiences of sexual and/or physical abuse, psychologists 
aspire to acknowledge the impact of trauma on the lives of 
women with SMI and either provide, or refer to, appropriate 
psychological treatment for these concerns, if indicated.

GUIDELINE 12
Psychologists are encouraged to understand 
substance use treatment as an equal component of 
the mental health care of women with serious 
mental illness, as needed, and provide treatment 
for dual diagnoses.

Rationale. 
The literature indicates that substance use disorders are the 
most common and significant co-occurring experience for 
people with SMI (Drake et al., 2004), with lifetime preva-
lence rates approximated at 50% among all individuals with 
the experience of a SMI (from a study of over 20,000 peo-
ple in the U.S.) (Regier et al., 1990). Many other studies 
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report similarly high rates of the co-occurrence of substance 
use and SMI (Drake & Wallach, 2000; Mueser et al., 2000). 
The importance of this concern is multi-fold, as the co-oc-
currence of SMI and substance use disorders is associated 
with many significant challenges including, but not limited 
to higher rates of homelessness (Caton et al., 1994), victim-
ization (Gearon et al., 2003), worsening symptoms of 
depression and increased risk of suicide (Roy & Janal, 2007; 
Wilcox et al., 2004), and increased family burden, interper-
sonal conflict, and financial problems (Mueser et al., 2003).

There is also research that indicates that women who 
experience mental illness are more vulnerable than men to 
the intoxicating and addictive components of drugs, which 
may have biological origins (Gearon & Bellack, 1999). 
Furthermore, based on evidence indicating that women 
become more easily intoxicated than men, they also develop 
substance use disorders sooner than men, making them 
particularly vulnerable (Lex, 1995; Shuckit et al., 1995). A 
meta-analytic study found a 17-fold difference in standard-
ized mortality ratios for suicide in females with alcoholism in 
comparison to only a 5-fold difference in men with alcohol-
ism who sought treatment (Wilcox et al., 2004). Further-
more, women that use drugs with a history of suicide 
attempts are at an 87-fold increase in suicides in comparison 
to the general population. Roy and Janal (2007) found that 
gender, family history, and childhood sexual abuse history 
made independent and significant impact on the increased 
risk for suicide attempts in those with alcohol dependence – 
in this study higher rates were also found among those with 
depression. A study on gender difference in the experience 
of schizophrenia provided evidence that the more benign 
course and presentation of illness typically seen in women 
with schizophrenia, as compared to men, disappears when 
women abuse substances (Gearon & Bellack, 2000). The 
combination of having these co-occurring challenges also 
significantly raises the risk for trauma exposure and resultant 
negative outcomes for women (Gearon et al., 2003). In fact, 
large scale studies indicate that the rates of physical and 
sexual abuse in women with SMI that are abusing drugs are 
notably higher than the rates seen among women in the 
general population, that are not abusing drugs and/or experi-
encing a SMI (Dansky et al., 1996; Cottler et al., 2001). One 
such study indicates a very high rate of physical abuse (81%) 
and revictimization in women with a co-occurring SMI and 
substance use disorder (Gearon et al., 2003). Additionally, 
this same study provided evidence that prevalence rates of 
current PTSD (46%) are much higher than previously 
reported for women with co-occurring SMI and substance 
use disorders (Gearon et al., 2003). Clearly, this has serious 
implications for the impact of the dual experience of these 
two challenging issues among women.

Application. 
Psychologists are encouraged to fully assess women with 
SMI for the presence or warning signs of a substance use 
disorder, given the vulnerability to developing substance 
use problems and the impact of the co-occurring SMI. The 
literature indicates that women with some SMI diagnoses, 
such as schizophrenia and schizoaffective disorder, are less 
represented than men in substance use treatment programs. 
Access to care and advocacy for the right to evidence-based 
substance use prevention and intervention may be seen as 
a social justice issue (Gearon et al., 2003). In this spirit, 
psychologists are encouraged to review the Professional 
Practice Guidelines for Evidence-Based Psychological Practice in 
Health Care (2021) to best understand how to think about 
evidence-based practice and also how to think about it in 
terms of culture and the intersectionality of experiences of 
women with SMI. Relatedly, psychologists are encouraged 
to advocate for treatment and access to that rather than 
incarceration and criminalization of women. Along these 
lines, a thorough review of the best modalities of treatment 
for the co-occurrence of substance use disorders and SMI 
recommends that effective treatments include integrated 
dual diagnosis treatment (IDDT), which address both con-
cerns simultaneously, rather than offering treatment in silos 
(Dixon et al., 2009; Drake et al., 2004)

In addition to access to evidence-based practices, 
women with SMI and substance use disorders ideally may be 
afforded the opportunity to have effective components of 
treatment, such as individualized treatment that addresses 
personal factors, engagement in treatment, relapse preven-
tion, stages of motivation, and the ability to develop skills and 
supports (Dixon et al., 2009; Drake et al., 2004). Consider-
ation for integrated residential treatment, especially long–
term, of one year or more, may be considered for those 
women who do not respond to outpatient treatment, as the 
evidence is better for such treatment modalities (Drake et al., 
2004). Psychologists are also encouraged to recognize the 
diverse settings where services can be delivered in multiple 
modalities such as primary care, faith-based organizations, 
community centers, and via teletherapy and/or other digitized 
modalities, with appropriate resource connection (Ashford et 
al., 2020). Additionally, psychologists are encouraged to 
create new innovative long-term treatment facilities that can 
meet the unique needs of women with SMI that experience 
substance use challenges.

Given the multitude of more significant problems with 
the duality of the experience of SMI and substance use 
disorders, and the particular vulnerability for women for 
increased trauma exposure, PTSD, and suicide risk (Gearon 
et al., 2003; Wilcox et al, 2004), psychologists are encour-
aged to regularly screen for recent victimization among 
women with SMI and substance use disorders (Goodman et 
al., 2001). This investigation is recommended to be part of 
the intake assessment and be done in an ongoing manner, 
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including specific and behaviorally anchored questions that 
may elucidate whether women are experiencing coercive 
sexual or physical experiences or threats, which impinge on 
their feeling of safety (Goodman et al., 2001). If there is an 
experience of trauma, psychologists are encouraged to also 
treat that aspect of their current presentation and need for 
safety, while simultaneously addressing the concerns of 
their experience of SMI and substance use. For women with 
past or current histories of trauma, the treatments offered 
preferably are trauma informed (Fallot & Harris, 2008), as 
well as the systems in which they are offered

GUIDELINE 13
Psychologists strive to focus on the safety of 
women with serious mental illness to reduce the 
risk of suicidality and enhance coping strategies. 

Rationale. 
Among those with SMI, risk of suicide varies from 8.5 
(schizophrenia) to 15 (bipolar disorders) to 20 (major 
depression) times the expected rate, calculated by a stan-
dardized mortality ratio (Harris & Barraclough, 1997). 
Moreover, the presence of eating disorders, which are gen-
erally not considered a SMI, but which increase suicide risk, 
may be a pertinent consideration during provision of clinical 
care, given their prevalence among women. The risk of life-
time suicide attempts for eating disorders is extremely high. 
Findings indicate that for those people with anorexia-ner-
vosa binge-eating/purging type it can be as high as 44.1%, 
followed by 31.4% for bulimia nervosa, 22.9% for binge-eat-
ing disorder, and 15.7% for anorexia nervosa restricting type 
(Udo et al., 2019). As mentioned in the prior guideline 
women are at a 17-fold difference in mortality ratios for sui-
cide who have challenges with alcohol disorders compared 
to a 5-fold rate for men with an alcohol disorder who sought 
treatment (Wilcox et al., 2004). Furthermore, women with 
drug use and a history of suicide attempts are at an 87-fold 
increase in suicides.

There are some additional issues to consider regarding 
suicide and women with SMI. One is the comorbidity 
between SMI and Borderline Personality Disorder (BPD). 
Between 40% and 65% of individuals who commit suicide 
meet criteria for a personality disorder, the most common 
of which is BPD. A Borderline Personality Disorder diagnosis 
co-occurs in 46% to 56% of women diagnosed with PTSD, 
and in 10-20% of women diagnosed with bipolar disorder 
(McGlashan, 2000). BPD is more commonly diagnosed and 
treated in women versus men (approximately 70% versus 
30%, respectively) (Lieb et al., 2004). Estimates of the 
mortality rate from suicide of those with BPD are as high as 

10% (Paris et al., 2001). For individuals with BPD and suicid-
ality who enter treatment, it is suggested that the priority is 
to decrease suicidal behaviors by increasing behavioral 
control, during which the severity of suicidality may be 
actively and consistently monitored.

There is little data that pharmacotherapy reduces risk 
of suicide or attempted suicide, and pharmacotherapy or 
hospitalization may not be effective for women with BPD 
(Soloff, 2000). Rather, results from randomized controlled 
trials of Dialectical Behavioral Therapy (DBT), a form of 
structured outpatient psychotherapy that includes skill 
building in emotion regulation, mindfulness, interpersonal 
effectiveness, and distress tolerance, as well as intensive 
psychotherapy with coaching calls, indicate that an aggres-
sive, outpatient treatment, which rarely hospitalizes, shows 
lower rates of suicide attempts than standard treatment 
(i.e., emergency services and inpatient treatment) (for a 
review, Linehan, 2010). Thus, DBT reduces the risk of 
suicidal and self-harm behaviors.

Though women with SMI respond differently to medica-
tions than men little attention is paid to this in dosing and 
in guidelines (i.e., antipsychotic prescription guidelines; 
Anthony & Berg, 2002). Gender-specific factors such as 
smoking, exercise, substance use, hormonal transitions, 
body build, diet, and concurrent medications matter greatly 
in the experience and metabolization of such medications 
and also inherent safety factors (Seeman, 2004). Though 
men and women with SMI are at increased risk of comorbid 
physical health conditions and have a shorter life expec-
tancy than the general population, women with SMI, have a 
disparate rate of years of more years of life lost than men 
with SMI (Chang et al., 2011; Druss et al., 2018).

Another relevant issue for women with SMI is perinatal 
suicide in mothers (Austin et al., 2007; Oates, 2003), with 
two-thirds of perinatal suicide among women with SMI in 
some reported studies. Female suicide, versus male suicide, 
is less associated with unemployment, adversity, single 
status, and divorce (Oates, 2003). Suicide is the leading 
cause of maternal death based on a national U.K. report 
(Oates, 2003). Among women with depression in the 
perinatal period, 1 in 3, thoughts to harm themselves and 
24% attempt suicide (Healy et al., 2013; Mauri et al., 2012). 
Maternal deaths due to psychiatric causes such as suicide, 
substance use, and homicide have been measured at 12%, 
with suicide accounting for the majority, at 10%. Among 
these deaths by suicide, 68% were related to an SMI such 
as psychosis or severe depression. That epidemiological 
report indicated that most maternal suicides were by violent 
means, such as by hanging or jumping, rather than from 
medication overdose. However, in contrast to previous 
studies on gender differences regarding the method of 
suicide, women were more likely to die by non-violent 
means such as overdose. Of women that have SMI and are 
housed in a psychiatric unit, without their child, for their 
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postpartum year their risk of suicide is 70 times greater than 
women in the general population (Appleby, et al., 1998).

Remarkably, in the cases of maternal suicide, it was rare 
that mental health or maternity professionals knew of the 
risk of suicide, and to an even lesser extent had implemented 
behavioral management plans, despite a previous history of 
SMI or post-partum depression among these mothers. Of 
the maternal deaths by suicide, 46% had documented 
mental health problems and were in contact with mental 
health services (Oates, 2003). Furthermore, oftentimes 
even when previous postpartum psychiatric history was 
recorded, postpartum depression was the diagnosis on 
record even when postpartum psychosis may have been 
more accurate and indicative that more intensive interven-
tions may have been warranted.

Application
Psychologists are encouraged to know the higher rates of 
suicide among clinical disorders such as major depression, 
bipolar disorder, schizophrenia, substance use disorders, 
and eating disorders. Furthermore, particular attention 
could be paid to outpatient outreach, evidence-based inter-
ventions, and psychiatric screening and behavioral manage-
ment for BPD, PTSD, substance use disorders, maternal 
perinatal and postpartum depression, anxiety, and psycho-
sis. It is vital to integrate sound professional judgment with 
gender-specific knowledge into decision-making regarding 
suicidality. For example, psychologists are encouraged to 
assess factors related to the hormonal process, impact of 
medications and their interactions, specific for each woman, 
and work within advocacy frameworks to address such con-
cerns with interdisciplinary teams and supports of women 
with SMI. Psychologists are encouraged to access resources 
dedicated to increasing the collective knowledge about the 
needs of women related to such concerns and use the liter-
ature to become more educated about how hormonal fac-
tors impact the side effects of medications, safety factors, 
suicide risk, and dosing needs (Mizock & Carr, 2021). 
Increasing this awareness could potentially help many indi-
viduals to get the appropriate level of services to meet their 
needs. Additionally, as the experience of pregnancy is a 
potentially distressing and an at-risk time in life, psycholo-
gists and others providing psychological services to women 
with SMI could try to connect expectant mothers to appro-
priate supports, which could potentially mitigate the likeli-
hood of perinatal and postpartum depression and psychosis 
(and thus mitigate suicide risk). Resources related to 
engagement in parenting, while also receiving support that 
more directly facilitates women’s own mental health recov-
ery, have the potential to make a life-altering difference for 
these women.

GUIDELINE 14
Psychologists strive to be aware of the unique risks 
to women with SMI related to their physical health, 
mental health, and overall well-being, during a 
global health crisis, such as Covid-19, as well as the 
intersectionality of concerns and advocate for 
appropriate support and services. 

Rationale. 
The Covid-19 pandemic hit the world in a traumatizing man-
ner across the globe. Not surprisingly, the disparities that 
individuals of marginalized identities face became even 
more challenging and showed the great divide between 
those that have different levels of power, privilege, and -isms 
on a daily basis. This great impact of Covid-19 was also felt 
by those who experience SMI. The literature shows that 
those with SMI have a higher risk of infection with Covid-19 
and a higher risk of hospitalization, morbidity, and mortality 
(Li L et al., 2020; Wang & Volkow, 2020). Concerns that 
make those with SMI more at risk include poorer prior phys-
ical health, reduced access to medical care, lower socioeco-
nomic status (which we know women with SMI are at 
increased risk), concomitant medications, overcrowding, 
obesity, and smoking. Given that individuals with SMI are 
less likely to also receive guideline appropriate care for can-
cer and cardiovascular health (other high-risk comorbidities 
for Covid-19) this is of increased concern.

Of great concern is also the intersectionality with 
disparities experienced by BIPOC individuals during the 
Covid-19 crisis, as Covid-19 cases and hospitalization rates 
are 2.5 to 4.5 times higher among Hispanic, Black, and 
Native American people than White people (U.S. Centers 
for Disease Control and Prevention, 2020). Additionally, 
Black individuals have died at twice the rate as White 
individuals and there are higher infection and death rates in 
socially disadvantaged counties in the U.S (Khanzanchi et 
al., 2020). Studies also indicate that the foundational impli-
cations of these inequities experienced in this pandemic 
include systemically racist policies, like historic racial segre-
gation and downstream effects on disparities such as trans-
portation, economic opportunity, housing, education, food, 
air quality, health care, and each of these factors are associ-
ated with Covid-19 exposure and severity through direct and 
indirect mechanisms (Laster, 2020).

People with SMI have historically already been over-rep-
resented in acute physical health care episodes which are 
addressed in emergency departments and hospital settings; 
thus, this has left them with less care during a pandemic that 
has demanded all the attention of acute medical settings 
(Davydow et al., 2016). As the trend is less access to care 
for other, non-Covid-19 related concerns, those with SMI, 
with less access to other specialty care providers are at 
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increased risk for falling through the gaps for provision of 
their physical health needs. Ironically, before the pandemic 
people with SMI received low quality of care in these settings 
for things such as acute coronary syndrome and chronic 
obstructive pulmonary disease, thus increasing their risk 
during a pandemic (Jorgensen et al., 2018; Mitchell & 
Lawrence, 2011). For women who are already less likely to 
have their coronary concerns addressed in comparison to 
men (Stehli et al., 2019), and who have an SMI, such 
concerns are understandably terrifying.

Concerns related to having to social distance and use 
technology, when poverty, access to technology, and mental 
health symptoms, which impede some to engage in technol-
ogy are also a concern. For example, remote forms of 
communication and telehealth could increase paranoia and 
delusions for some patients and intertwine the experience 
of the pandemic into psychotic symptoms (Gellar and Daou, 
2020). Furthermore, those with cognitive challenges may 
not understand the seriousness of the situation and may 
need close contact, for hygiene or behavioral concerns, with 
care providers. These care providers, who are in personal 
protective equipment (PPE), may be likely to spread infec-
tion or increase agitation or aggression with close contact 
and thus traumatization. Anxiety has impacted many people 
across the globe and women in China, specifically have had 
a significant increase in posttraumatic stress symptoms 
(Liu et al., 2020).

In hospital settings, essential restrictions are in place. 
There has been limited movement of patients within the 
building or outside the building, negating the rights of those 
with SMI to fresh air, visits, and other community outings 
meant to build wellness (Gellar and Daou, 2020). Restric-
tions and not being able to have outings and experiences of 
crowding can lead to increased behavioral challenges, more 
staff involvement, increased use of restraint, as well as 
increased patient and staff exposure. Patient’s rights are 
being violated in many ways and many times patients have 
to stay much longer in a hospital than necessary due to not 
being able to discharge to community settings (Gellar and 
Daou, 2020). Relatedly, as many women with SMI experi-
ence poverty and homelessness, many shelters have 
changed their capacity to house individuals therefore, 
placing women with SMI at increased risk for traumatiza-
tion if they are living out on the street. The social isolation 
expected in a pandemic can be especially harmful, when 
that is one of the recovery mechanisms that many women 
with SMI report as helpful to recovery (Mizock & Carr, 2021).

Application
Psychologists are encouraged to assess the experiences of 
women with SMI and the impact of the Covid-19 pandemic. 
Psychologists are urged to read the literature on inequities 
and the intersectionalities of inequities among women with 
SMI during this pandemic and as they work with this popu-
lation advocate for the rights of women with SMI for appro-
priate treatment, access to health services, and access to 
appropriate Covid-19 vaccination and treatment if needed. 
Since those with SMI are seen as a vulnerable group now in 
the pandemic and at increased need for the vaccine this 
right can be advocated for with urgency. As vaccination is 
explored in conversations with women with SMI, use of an 
education model that can help individuals understand the 
pros/cons of vaccination may be helpful. As increased mor-
bidity, mortality, and hospitalization of those with SMI is a 
risk, psychologists are encouraged to provide appropriate 
support during this time and follow the literature on creative 
and nuanced ways of providing support and mental health 
care. Access to telehealth and/or other ways of providing 
creative and quality care during this difficult time, even if 
that is a specific socially distanced method of service deliv-
ery is encouraged (Kopelovich et al., 2021; Smith et al., 
2020).

Since women with SMI experience disparities with 
trauma and poverty in the face of the Covid-19 pandemic 
psychologists are urged to pay attention to the safety and 
support needs of women with SMI. For example, if a shelter 
is closed due to a Covid-19 outbreak, where is a woman with 
SMI, who is also experiencing homelessness, with her child 
going to go for respite? It is important to think as advocates 
during this time that highlights the disparities of women 
with SMI and other intersectionalities even more. Addition-
ally, as women with SMI may have to stay in inpatient 
psychiatric hospitalization settings longer psychologists are 
urged to continue to provide trauma-informed care (Roger 
and Fallot, 2008) and recognize how the increased limita-
tions and negated rights may be affecting women. It may be 
possible that women may be at increased risk for trauma 
within sanctuary settings, as they will be there longer 
according to the literature (Gellar and Daou, 2020) and the 
literature indicates women with SMI are more likely to be 
traumatized within inpatient settings (Frueh et al., 2005).
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Appendix A

Definitions
There are many terms used throughout these guidelines, 
which may be used often in specialized work with women with 
SMI but there may be some who read the guidelines that may 
not understand the terms. Therefore, the following definitions 
are offered as a way to ensure that those reading the docu-
ment understand the use of the terms that are being conveyed. 

Culturally Responsive: an approach that aims to not only be 
sensitive or aware but be responsive to the element of cul-
ture and the unique experience of the client. From this per-
spective a few goals from the literature share that a culturally 
responsive approach attempts to engage in some of the 
following ways: not only be culturally-informed but provide 
person-specific assessment of the presenting issue, engage 
in education regarding specific cultural norms and consult 
the literature for culture-specific treatment techniques, 
ensure adequate and effective training has occurred for 
cross-cultural competency, explore client’s perspective on 
seeking treatment and of the therapeutic relationship, incor-
porate client’s strengths and resources into treatment, and 
use technique-specific cultural modifications as appropri-
ate (Asnaani & Hofmann, 2012).

Dynamic Sizing: understanding when to generalize and 
when to individualize a client’s particular experiences based 
on various cultural contexts and multiple identities (Sue, 
1998).

Empowerment Approach: an approach, which allows indi-
viduals, families, and communities to gain influence over 
sociopolitical factors that affect their health and well-being 
(Worell & Remer, 2003).

Intersectionality: is a theory that may enhance understand-
ing how various social identities contribute to compounded 
levels of stigma, oppression, and privilege (Crenshaw, 1993). 
Intersectionality demonstrates how constructs like race and 
class are not separate processes but intersecting social 
hierarchies that determine access to power (Collins, 2000).

People-first Language: use of language that shows respect 
by referring to an individual first by their name and then by 
their disability when needed such as “person with serious 
mental illness.” This approach demonstrates respect for the 
individual and that they are inherently a person first with 
capabilities, rather than naming them by what they are per-
ceived to have as a disability (Blaska, 1993).

Recovery: is a shift away from traditional uses of the word 
“recovery,” such as the absence of symptoms or substance 
use, but focuses on hope, self-determination, empower-
ment, and person-centered care (SAMHSA, 2012). The 
recovery-oriented care movement came out of the con-
sumer movement in the 1960s and 1970s in which individ-
uals in hospitals fought for their rights and the capacity to 
live autonomously in the community and to have a life that 
was more than just being a patient (Davidson, Tondora, 
Lawless, O’Connell, & Rowe, 2009). It means recovery 
occurs despite symptoms recurring or being in the hospital 
again. This perspective focuses on the rights of those with 
mental illness to be empowered, have a voice in their mental 
health experience, and ultimately live lives of meaning 
beyond the effects of mental illness. This perspective calls 
awareness to the reality that the experience of those with 
mental illness was as much about the sociopolitical experi-
ence of stigma, marginalization, and discrimination as it was 
about mental illness. 

Recovery-oriented Care: a systems approach to mental 
health care that looks at how to implement recovery-ori-
ented values and transformation so that mental health 
systems can partner with those in their recovery journey 
(Davidson et al., 2009).

Serious Mental Illness (SMI): refers to major mental health 
disorders that lead to serious impairment in at least one 
area of functioning, including social, academic/occupa-
tional, and daily living activities (Kessler et al., 2003; 
National Institute of Mental Health [NIMH], 2019). SMI 
typically includes bipolar disorder, schizophrenia spectrum 
disorders, severe depression, and posttraumatic stress dis-
order (PTSD).

Stigma: “the threats of diminished self-esteem and of public 
identification when labeled “mentally ill”” (Corrigan, p. 614, 
2004).

Trauma-informed Care: the provision of mental health ser-
vices that take into account the understanding of the impact 
of interpersonal violence and victimization on an individu-
al’s life and development (Fallot & Harris, 2001). This per-
spective has multiple goals, but they include such 
perspectives as offering choice, trustworthiness, empower-
ment, maximizing control, and providing a recovery process. 
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Appendix B

History of the Development of the Guidelines
The aims of the Task Force on Women with Serious Mental 
Illness in Division 35 were to represent and advocate for the 
needs of women who experience SMI from a multicultural 
feminist perspective. The task force was compiled of several 
feminist psychologists specializing in working with individ-
uals with SMI who were concerned about the dearth of 
formal attention and activism that was being pursued to 
represent this group of women. 

The feminist rationale for developing the task force was 
multifold. First, the group reflected on the fact that there is a 
substantial number of women that experience SMI (SAMHSA, 
2020). Secondly, women with SMI frequently experience 
other oppressive experiences putting them at disproportion-
ate risk of unique challenges (American Psychological 
Association, 2009; Mizock & Carr, 2021). Furthermore, this 
group was concerned that women of other minority social 
identities who experience SMI may endure an even greater 
experience of oppression and marginalization (Carr et al., 
2015; Mizock & Carr, 2021; Szymanski & Moffitt, 2012). As 
Division 35 seeks to be a leader in the field of psychology in 
advocacy for the rights of all women, the Task Force suggested 
that the multicultural feminist movement needed to become 
stronger in representing and advocating for the needs and 
rights of all women who experience SMI. Initiatives of the 
group included presentations at national psychological 
meetings to represent the unique needs of women with SMI, 
larger efforts to make contributions to the psychological liter-
ature on women with SMI, and the development of these 
Guidelines for Psychological Practice with Women with Serious 
Mental Illness. Division 35 was supportive of these initiatives 
and voted to transition the Task Force into a Committee on 
Women with Serious Mental Illness in January 2016 at their 
Mid-Winter Annual Meeting of the Executive Committee of 
Division 35, in order to provide a mechanism to continue the 
work of the original Task Force. 

The core group began its initial focus on the development 
of Guidelines in 2015, including discussions with representa-
tives from APA regarding guideline development and a review 
of the literature. The chairs of the Committee and Task Force, 
Erika Carr (Lead Chair) and Co-Chair Lauren Mizock, led the 
charge to develop guidelines joined by group member Shihwe 
Wang. Other psychologists were later assembled to provide 
additional edits and review of the initial draft that the core 
group developed. The second tier of psychologists, that joined 
the working group, at the end of 2017 and beginning of 2018, 
to edit the draft were included due to the following special-
izations: psychological guideline development, women’s 
mental health, SMI, women with SMI, and multicultural 
feminism. The core group initially met quarterly over confer-
ence calls in order to begin to develop the guidelines. The core 
group began to meet monthly over conference calls during 
2016, and specific writing deadlines were assigned, and 
feedback shared on the writing process. After an initial rough 
draft of the guidelines were developed the Lead chair, Erika 
Carr, provided a thorough edit and then next the other 
Co-Chair, Lauren Mizock, made an edit of the guidelines, and 
then the draft was edited a second time by Erika Carr, as well 
as reviewed by Shihwe Wang. Congruently the core group 
next provided another edit and discussion to address any 
outlying issues that remained. Other stakeholders and 
experts in psychological practice with women with SMI and 
in women’s mental health then provided additional edits to 
the guidelines. These psychologists included: (Marcia Hunt, 
Stephanie Lynam, Meaghan Stacy, Pamela Remer, and Viviana 
Padilla-Martinez). After their edit, the core group went back 
and provided additional revisions based on the suggestions 
of those who edited the core group’s draft of the guidelines.
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