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Abstract

Background The mental health of women is significantly shaped by gender-related issues stemming from social
and cultural disparities, which intensify female susceptibility and culminate in mental disorders. Despite a plethora
of studies delineating the effects of gender on mental health, there exists a conspicuous deficiency in research
investigating women'’s viewpoints regarding their own experiences of rehospitalization. Therefore, the principal aim
of our investigation was to assess the relationship between rehospitalization and the Quality of Life (Qol) among
women undergoing treatment at a psychiatric care institution.

Methods \We employed a mixed-methods research framework to examine the Qol and the variables pertinent to the
readmission of twenty women from a public psychiatric hospital situated in the interior region of Espirito Santo, Brazil.
The quantitative aspect evaluated QoL using the scores and analytical guidelines established by the World Health
Organization Quality of Life Brief Version (WHOQOL-BREF) questionnaire. The results from this phase were subjected
to descriptive statistical analysis. The qualitative data were derived from semi-structured interviews aimed at exploring
the factors associated with readmission; the insights obtained underwent narrative analysis. This study was approved
by the ethics committee. The interviews were only carried out after the patients were medically discharged.

Results Women who are readmitted do not have their problems viewed objectively and, consequently, are not
having them resolved, as the factors contributing to the mental health of these patients are complex and span across
the domains of physical, psychological, social relationships, and environment. There is a notably low overall QoL
(M=47.78) in the study population, with particularly poor scores in the environment (44.49), psychological (47.71) and
social relationships (48.54) domains. These findings align with participants'testimonies, which emphasize the role of
unstable living conditions, financial insecurity, social isolation, and family dysfunction in their ongoing struggles with
mental health.

Conclusions The mental health outcomes of women are shaped by a multitude of factors, encompassing social
support, access to resources, and individual coping strategies. Approaches to mental health care that are humanized
and that address these factors are imperative for enhancing Qol and mitigating readmission rates.
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Background

Women represent more than half of the Brazilian popula-
tion [1], yet they continue to face systemic prejudice and
discrimination, which significantly affects their mental
health [2]. Mental health disorders are among the most
pressing challenges in the modern world, driven by a
complex interplay of individual, social, and structural
factors that can either support or undermine well-being.
These determinants, ranging from physical health condi-
tions and psychological resilience to social support net-
works and environmental influences, directly impact a
person’s quality of life [3].

One critical factor in mental health care is hospital
readmission, particularly in psychiatric settings. Evi-
dence suggests that a decline in QoL scores following
hospital discharge is associated with an increased risk of
rehospitalization [4], a trend observed among psychiatric
patients as well [5]. Therefore, understanding the key fac-
tors influencing QoL is essential to developing person-
alized and effective prevention strategies that enhance
patient outcomes and reduce hospital readmissions [4].

Despite the availability of accessible and effective men-
tal health interventions, there remains an urgent need to
strengthen humanized, integrated, and multidisciplinary
approaches that provide sustained improvements in
mental health and QoL [3]. Recognizing this, the World
Health Organization (WHO) launched the Comprehen-
sive Mental Health Action Plan 2013-2030 to improve
global mental health care. However, preliminary reports
in 2020 revealed that progress has been insufficient in
meeting the plan’s objectives [3]. The COVID-19 pan-
demic further worsened this scenario [6], dispropor-
tionately impacting women and exacerbating existing
vulnerabilities [7, 8].

The female population needs to be aware of their rights,
as this awareness can foster empowerment and enhance
the quality of life across various domains, ultimately ben-
efiting mental health [9].

Women’s lived experiences are shaped by social, eco-
nomic, and structural inequalities [10]. Gender dispari-
ties affect multiple aspects of life, from restricted access
to employment and healthcare to stigma, social exclu-
sion, and violence, all of which contribute to poor men-
tal health outcomes [10, 11]. Women are also more prone
to internalizing disorders such as anxiety and depression
[11], and they bear greater burdens of domestic and care-
giving responsibilities, which further strain their well-
being [12]. Additionally, restrictive social roles, limited
educational opportunities, and gendered expectations
regarding motherhood negatively impact women’s men-
tal health [13]. For young mothers and those with low

incomes, these challenges are amplified, leading to higher
stress, anxiety, and depression rates, which highlight the
mental health burden associated with motherhood [14].

Although gender-related disadvantages in mental
health have been widely recognized, there remains a
gap in research on how these factors contribute to psy-
chiatric rehospitalization in women [10]. Notably, few
studies explore women’s own perceptions of the factors
influencing hospital readmission. Understanding these
experiences is crucial for developing public policies and
interventions that address gender disparities in mental
health care and hospital readmission prevention.

Thus, this study aimed to assess the relationship
between psychiatric rehospitalization and QoL among
women receiving treatment at a psychiatric care center.

Methods

Study design and setting

A mixed-method research design was employed to ana-
lyze the quality of life and factors associated with read-
mission in women at a public psychiatric hospital in the
interior of Espirito Santo, Brazil. This study utilized a
quantitative cross-sectional approach to assess quality
of life and a qualitative approach to explore readmission-
related factors. By integrating both numerical data and
personal stories, this study can capture the multifaceted
nature of mental health issues, including the emotional,
social, and psychological dimensions that are often
missed in purely quantitative studies.

The study was conducted at the Aristides Alexandre
Campos Psychiatric Care Center (CAPAAC), part of the
Public Health Network of the State of Espirito Santo,
located in Cachoeiro de Itapemirim, Brazil. This facility
serves as a regional reference for psychiatric emergency
care and short-term hospitalizations, supporting 26
municipalities within the Southern Region’s Psychosocial
Care Network and handling referrals from the Special
Internment Regulation Nucleus for eight municipalities
in the Metropolitan Region.

The study involved 20 women, there were no par-
ticipants who refused to participate in the study. The
data saturation process was also considered; during the
interviews, no new information or differing perceptions
emerged, indicating a saturation point where additional
data collection would not significantly enhance the
research.

Participants and eligibility criteria

A total of 20 women participated in both the quantita-
tive and qualitative stages of the study, with no refusals.
Participants were women over 18 years old who had been
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discharged from the hospital with authorization from the
attending physician and had a history of psychiatric read-
mission. Women with significant communication diffi-
culties that could impair their ability to understand and
respond to the interview or questionnaire were excluded.

Sampling was conducted based on the data saturation
principle for the qualitative component interviews con-
tinued until no new information or differing perceptions
emerged, ensuring that further data collection would not
significantly enhance the findings.

Recruitment and data collection

Eligible participants were personally invited to par-
ticipate in the study. Once they accepted, an individual
meeting was scheduled. At the beginning of the meeting,
the researcher explained the study’s objectives, scope,
and ethical considerations, including confidentiality and
voluntary participation. After receiving this information,
participants signed a free and informed consent form.

The data collection process of the study consisted of
two main components: Quantitative Component and
Qualitative Component.

The quantitative component involved the assessment
of Quality of Life (QoL). Participants first completed the
WHOQOL-BREF questionnaire, which evaluates four
QoL domains: physical health, psychological well-being,
social relationships and environmental factors [15]. The
WHOQOL-BREF is a validated instrument widely used
to assess QoL in individuals with mental illness. It is a
valuable tool for analyzing quality of life and contributes
to a better understanding of the subjective experiences of
individuals with mental illness regarding their well-being.
WHOQOL-BREF has demonstrated strong psychomet-
ric properties, including construct validity, predictive
validity, and internal consistency. Its applicability to both
inpatients and outpatients reinforces its utility in diverse
mental health care contexts [16].

The instrument has also been validated for use in the
Brazilian population and has satisfactory characteristics
of internal consistency, discriminant validity, criterion
validity, concurrent validity, and test-retest reliability. It
has good psychometric performance and is practical to
administer, making it a useful option for studies assess-
ing quality of life in Brazil [17]. It is also a robust instru-
ment for assessing quality of life in women with various
psychiatric diagnoses. It is sensitive to capturing the sub-
jective dimensions related to QoL, and is thus capable
of reflecting the multifaceted impact of these disorders
on the daily functioning and general well-being of these
women, including aspects such as functional impairment
and deficits in social support [18].

The qualitative component involved a semi-structured
interview. Following the questionnaire, participants
engaged in a semi-structured interview to explore their
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lived experiences, perceptions of psychiatric readmission,
and factors influencing their QoL. The COREQ frame-
work was used to structure the qualitative phase, ensur-
ing methodological rigor in study design, data collection,
analysis, and reporting [19].

The interviews were conducted by a male researcher,
a master’s student in Public Policies and Local Devel-
opment, with prior training in qualitative research
methods and interview techniques. He had no prior rela-
tionship with the participants, ensuring minimal bias.
The researcher communicated his background, motiva-
tions, and study objectives before conducting interviews.
Emphasized confidentiality to ensure participants felt
comfortable sharing their experiences.

Each interview lasted approximately 60 min, was
audio-recorded, and was followed by field notes to docu-
ment relevant observations. To ensure consistency while
allowing participants to express their experiences freely,
a semi-structured interview guide was used. The topics
covered were selected based on scientific evidence [4, 9,
10, 13, 15, 19, 20] and are available as Supplementary File
1. These topics included: factors influencing QoL post-
hospitalization; sources of mental health support; per-
ceived reasons for readmission; differences between first
and subsequent hospitalizations; experience with medi-
cal treatment and medication use; personal goals and
desires at the time of the interview.

Data collection took place between July and December
2022 in a private and neutral setting within the hospital,
outside the hospitalization area, to foster trust, security,
and serenity.

Before data collection, a pilot test was conducted with
three participants to assess the clarity, relevance, and
applicability of the semi-structured interview guide and
WHOQOL-BREF questionnaire. No major modifications
were required, confirming their suitability for the study.

Data analysis

Data analysis was conducted using methods appropri-
ate to the nature of the variables. The data were tabu-
lated and presented in graphs and tables using Microsoft
Excel® software. Descriptive statistics were applied to
analyze categorical variables, with results reported as
absolute frequencies (n) and relative frequencies (%).

For the analysis of WHOQOL-BREF scores, the vali-
dated tool developed by Pedroso et al. [21] was utilized
within Microsoft Excel® software. This tool facilitated
the calculation of scores for the physical, psychologi-
cal, social relationships, environment, self-assessment of
QoL, and total domains. The mean scores of the WHO-
QOL-BREF questionnaire were transformed into a scale
ranging from 0 to 100, with higher scores indicating a
better quality of life.
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The responses to open-ended questions were tran-
scribed and analyzed qualitatively using narrative analy-
sis. This approach followed a structured process [22],
including: Transcribing all interviews verbatim and thor-
oughly reading them for a comprehensive understanding;

« Identification of core themes and subcategories,
allowing themes to emerge from participants’
narratives rather than being predetermined.

+ Interpretation and contextualization of participants’
perspectives, to ensure that the identified themes
accurately reflected their social and experiential
contexts.

The coding process was conducted manually by two
researchers and underwent an iterative review to
enhance accuracy and consistency. The categorized data
were then analyzed and interpreted in relation to the
study objectives.

Table 1 Sociodemographic characterization of patients
readmitted to a psychiatric hospital in Espfrito Santo according

to age, ethnicity, marital status, level of education, municipality of
residence, and occupation

Sociodemographic variables Absolute Relative
frequencies frequen-
(n) cies
(%)
Age group
18a29 [§ 30
30a39 7 35
40a49 3 15
50a59 1 5
60 or more 3 15
Ethnicity
White 10 50
Mixed race 9 45
Black 1 5
Marital status
Single 1 55
Married 4 20
Divorced 5 25
Education level
Incomplete elementary school 8 40
Complete elementary school 7 35
Incomplete high school 2 10
Complete high school 3 15
Municipality of residence
Local residents 6 30
Non-local residents 14 70
Works outside the home
No 9 45
Yes 10 50
N/A 1 5
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Ethical aspects

This study was conducted in accordance with the ethi-
cal standards of the 1964 Declaration of Helsinki and
its later amendments, as well as the guidelines of the
Brazilian National Health Council (CNS) Resolutions
466/2012 and 510/2016. The Research Ethics Com-
mittee with Human Subjects at the Escola de Ensino
Superior de Ciéncias da Santa Casa de Misericérdia de
Vitéria-EMESCAM approved study under Certificate of
Presentation for Ethical Consideration protocol number
57700422.7.0000.5065.

Given the sensitive nature of the study, certain mea-
sures were taken to ensure participant well-being: Fol-
low-up for transcript validation was not conducted, as it
could impose an additional burden on participants. Con-
fidentiality was strictly maintained throughout the study.
Data collected included admission/discharge dates, hos-
pitalization history, diagnosis, sociodemographic data,
QoL measures, and perceptions of mental health and
readmission.

Results

Quantitative data: sociodemographic, clinical, and QoL
characteristics of participant

Most of the interviewed women (65%) were aged 18 to
39 years old, did not live with their partner (80%), self-
identified as white (50%), had incomplete elementary
education (40%), and self-identified as ‘housewives’ (45%)
(Table 1).

The clinical variables related to the participants’ last
hospitalization are illustrated in Table 2.

Most of the interviewees (45%) had bipolar affective
disorder, followed by depressive episodes (25%), and were
hospitalized (75%) for less than 30 days (Table 2).

The readmitted women had a total QoL score of 47.78,
presenting the lowest scores in the studied population
(Table 3).

Figure 1 describes the average score of each facet inves-
tigated on a scale from O to 100.

It was found that the facet of financial resources
(score =27.50), dependence on medication or treatment
(score=31.25), and sleep and rest (score=36.25) had
the lowest reported scores. The self-assessment of QoL
reported by the interviewees had a score of 49.84, mean-
ing approximately half of the maximum total on the eval-
uated scale (Fig. 1).

Qualitative data: women’s perceptions of mental health,
experiences, and aspirations

The topic under analysis presents multiple nuances,
requiring careful consideration given the vulnerability of
the interviewed participants. After a thorough examina-
tion of the narratives obtained from the in-depth, semi-
structured interviews, and following a consensus among
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Table 2 Diagnostic hypothesis and length of hospitalization
Clinical variables Absolute frequencies Relative
(n) frequen-
cies
(%)
CciD10
Mental and behavioral disorders due to multiple drug use and use of other psycho- 1 5
active substances — dependence syndrome
Paranoid schizophrenia 1 5
Acute psychotic disorders 1 5
Mania without psychotic symptoms 1 5
Bipolar affective disorder 9 45
Depressive episodes 5 25
Recurrent depressive disorder 1 5
Mild intellectual disability 1 5
Current length of hospitalization (in days)
Less than 30 days 15 75
30 days or more 5 25

Table 3 Average self-reported QoL scores by women
readmitted to a psychiatric hospital distributed across physical,
psychological, social relationships, environment, and total
domains

DOMAIN Score (0-100) *
Physical 5048
Psychological 47.71
Social relationships 48.54
Environmental 44.49
Total 47.78

*Score converted on a scale from 0 to 100.

the research team, four core concepts and their corre-
sponding subcategories emerged. These findings are sum-
marized in Fig. 2a. Additionally, Fig. 2 (b) illustrates how
these subcategories align with the WHOQOL domains—
Physical, Psychological, Social Relationships, and Envi-
ronmental—providing a clearer integration between the
qualitative themes and the quantitative findings.

Regarding the perceptions of the interviewees, when
women were asked about the conditions that could con-
tribute to improving their mental health and QoL, it
was observed that improving relationships with fam-
ily members was the perception reported by 40% of the
interviewees.

Overall, it was possible to observe in the women’s
reports that there is a practical desire for better family
interactions, but it also reveals deeper layers of meaning-
making associated with emotional support, stability, and
identity reconstruction within family dynamics, as repre-
sented by Regulus’s statement:

“‘My family, my family doesn’t have structure, my
father is someone who curses a lot, very rude, igno-
rant, and there’s a lot of fighting between my mother
and my father at home, you know? And before my

mother had had depression for five years, and hers is
real depression. But she took a long time to seek help;
she saw that she couldn’t handle it anymore and
went to see a doctor. Because back then she wasn'’t
retired yet, and you know, I'm from the rural area,
and everything depends on the husband’s money for
the woman to survive. Unfortunately, that’s how it
is at my house. So, after she managed to retire, she
started taking care of herself, and now she’s more
stable. And all the fights, everything that happened
there influenced me to end up here at CAPAAC, to
try to commit suicide eight times, like I said that
lady who brought me here. I don’t know if I'll leave
here and get better because my mind isn’t right.
What I need to get better is to have a more united,
peaceful family. Do you understand, Doctor? To
have a united, peaceful family, a family that under-
stands what you're feeling. Do you understand me,
Doctor?”

Regulus’s testimony demonstrates how ongoing family
conflict, domestic hostility, and economic dependence
shaped her subjective experience of mental distress and
directly contributed to feelings of despair. Her narra-
tive suggests that a supportive and understanding family
environment is perceived as fundamental to emotional
stabilization, as well as a basis for reconstructing a coher-
ent and meaningful personal narrative after psychiat-
ric crises. Thus, family unity and peaceful relationships
become symbolic of recovery, autonomy, and restored
self-esteem, transcending merely practical considerations
and pointing to deeper existential and social dimensions
of mental health recovery processes.

Observing the narratives of women who empha-
sized the significance of family in their QoL and mental
well-being, a common theme emerged: the challenge
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Fig. 1 Average QoL score of women readmitted to a psychiatric hospital distributed according to facets related to the physical domain, psychological

domain, social relationships, and environment

of relating to one or more family members. In two
instances, the desire to live alone was expressed, echoing
Betelgeuse’s sentiment:

“At the moment, I live with my family, so I don’t have
the right to be alone, and Id like to be alone in my
calm home. I don’t have any benefits, nothing, no
income, so I can pay rent and live by myself. Thus, I
depend on people’.

Further highlighted in Rigel’s account:

“My mental health would be very little if not for my
children. I love my children dearly, but if I didn’t
have them, it would help me a lot. Another thing
is living with my mother. I think I'm not fit to live
together. I'm more suited to living isolated in my own
space. Although I get along very well in groups, I feel
better alone’.

Betelgeuse’s expression of a desire to live alone reflects
not only economic dependence but also an underlying
need for autonomy and emotional control over her per-
sonal environment. Similarly, Rigel’s narrative reveals a
complex internal conflict, where love and responsibility
toward her children coexist with a profound need for iso-
lation as a means of preserving her mental health. These

narratives suggest that solitude, rather than merely repre-
senting isolation, symbolizes for these women a pathway
toward regaining stability, independence, and a sense of
identity often compromised within family relationships.

When individuals need to seek space to achieve balance
in mental health and QoL, the options for seeking help
reveal many perceptions. The narratives presented by
participants about seeking help reflect deeper meanings
attributed to healthcare services, drug use, freedom, and
spirituality. Rather than mere coping mechanisms, their
choices represent complex symbolic processes through
which they attempt to manage distress, regain autonomy,
or find existential comfort in their pursuit of mental bal-
ance and improved quality of life.

It'’s noted that the majority (75%) turned to healthcare
institutions, underscoring the importance of the Psycho-
social Care Network and its facilities, such as the psycho-
social care.

“I am undergoing treatment at the Psychosocial
Care Center for Alcohol and Other Drugs (CAPS
AD) because 1 am a former user and wanted to
quit. I undergo treatment there and here. At “CAPS
AD’ I seek help when... this time I came because I
was having suicidal thoughts and didn’t want to die,
you know? I didn’t want to die. So, I knew that here
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Fig. 2 Main Core Concepts and Sub-Categories Emerged from the Semi-Structured Interviews (a), and Distribution of Sub-Categories According to
WHOQOL Domains: Physical, Psychological, Social Relationships, and Environmental (b)

I wouldn’t die, and I would get treatment. There was
something wrong”.

Drugs were also reported as a source of support for men-
tal health, as described by Shaula:

“‘My son is 17 years old; I've known drugs for 17
years. I came to know drugs as an escape in my life,
and from this escape valve, I stopped, relapsed, was
hospitalized, returned, stopped. This is the fourth
time, the fourth hospitalization. And from here, I
was transferred twice to other clinics, where I stay
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longer, because of a three-day relapse, I'll have to
pay a very high price. I've been here for about three
weeks, and from here, I'm going to another clinic.
The escape valve I found in my life’

In the description of another interviewed woman, it was
observed that the fear of losing freedom scares her, fac-
ing the possibility of being hospitalized, and expressed by
Canopus:

“Actually, I don’t like to seek help because I don’t like
being hospitalized. I'm afraid, like, of those people
who help me improve. Because I need to have my
freedom because I know that in that life there, using
drugs, they will catch me sooner or later. I feel afraid
because they take away my freedom, and I like my
freedom. I might even stop using, right...? But I want
my freedom. I may try to get better out there, but I
want my freedom. I seek help when I'm feeling short
of breath, feeling like I'm almost losing it; I seek to
use drugs because when I use drugs, I feel satisfied, I
feel good, and that's it

Religion also demonstrated importance, as 10% of the
interviewees emphasized “God” as the main source of
support, as reported by Sirius:

“First of all, you think about God, so you already
enter solving the problem. The second is the doctor
who will prescribe me the medication’.

When asked about the reasons that led to the need for
rehospitalization, it was observed that suicide attempts
(30%), family conflicts (20%), and depression (15%) repre-
sented most of the reasons that required hospitalization.
These triggers for rehospitalization also reflect deeper
existential and symbolic dimensions related to their sub-
jective experiences, serving as manifestations of under-
lying struggles for autonomy, validation, identity, and
purpose amidst persistent emotional distress, as illus-
trated by the participants’ narratives below.

Suicidal ideation and suicide attempts were present in
Fomalhaut’s description:

“I can’t explain how. But I had a breakdown, and
when you have a breakdown, you have some flashes;
you don’t have the notion of what youre doing.
Understand? I'm here why? Because I tried to kill
myself. 1 stepped in front of the car, threw myself,
broke my teeth. Now, what does it mean? With the
accident, I get even more depressed until I finish the
treatment. And it goes on like this”
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Family conflicts were present in Capella’s and Hadar’s
statements, who described their perceptions of relation-
ships with their partners:

“Sadness. Very sad. Living with my husband is not
going very well. I was working, and he was getting
very lonely because I needed to work to help him
because we were building our little house, which also
helped. So, I came here. (cries)

I wanted to come because my husband was com-
plaining that I was disturbing him. I woke up at 5
a.m., and then I wanted to go out, and he wouldn’t
let me. I wanted to do things, and he wouldn’t let me,
and then he said I was bothering him. So, that’s what
was happening, Doctor. He wouldn’t let me take
care of the house. He thought I wanted to boss him
around and be the man of the house”.

In the reports of perceptions regarding the main reason
for rehospitalizations, it was observed that there were
problems with medication adherence, as described by
Rigel:

“This is a complex question that involves a lot of
things. I was in a crisis, and I was refusing to take
the medications. Another doctor indicated to medi-
tate, but I continued to refuse and thus I was hospi-
talized. But I might not have come if I had agreed to
take the medications at home. This time I was forced
to be hospitalized, but on the way, I had an outburst,
and I wanted to break the ambulance, so the police
car came, the EMS came, and everyone gathered,
so what happened during transportation was what
made me stay hospitalized’.

Have you been hospitalized at another time? Do you
remember the reason for the first hospitalization?
The interviewer asked. “Yes, refusal of treatment. I
just wanted to die, to commit suicide. So why would
I undergo treatment? It didn’t make sense to me*.

Financial issues were also reported by Arcturus:

“Let’s say it was the lack of money. It was the tight-
ness of things missing and I wasn’t having dreams,
plans, projects for my life because I didn’t have the
means to have money to carry them out, that was
the biggest issue’.

Regarding the experience of several hospitalizations,
it was observed that they are perceived by women in
very diverse ways. Rather than being mere repetitions,
subsequent hospitalizations represent deeper layers of
emotional complexity, awareness, frustration, and inten-
sified vulnerability, reflecting an ongoing and increasingly
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critical process of self-reflection about treatment expec-
tations, personal failure, and familial bonds. The vast
majority (65%) perceive it to be different if they reiterate
other times and justify it as follows:

Rigel

[...] the first time you don’t know, you're completely
lost, the despair is ... absurd, right? You're going to
a place you don’t know what it's like, what kind of
person you'll meet, especially when it comes to a psy-
chiatric hospital, the second time you know.

Shaula

[...] the first time we think we’re going to get cured,
right? That it will be... but unfortunately, it'’s not the
hospitalization that will be worth it. It’s your mind,
psychology, being, and you who will change that. The
first time, there is this expectation. I'll go there and
get out of this...? [...] Yes, now that I've been hos-
pitalized, I'll never go back there again, but it’s a
mistake! Pure mistake! Illusion of the mind of those
who think that way. That'’s the fact of the first time.
And what’s the difference between the second, third
or fourth time here? I just regret it because I made
a mistake again. I wasn’t supposed to have made a
mistake.

Canopus

[...] there’s a reason why every time you're hospital-
ized... you're worse than the last time. And this time,
I got worse. This time, I entered worse and got even
worse because I missed my family more than the
other times.

The treatments reported in all interviews included con-
sultations with a psychiatrist, psychologist, and general
practitioner and participation in occupational workshops
and pharmacological therapy. Considering the focus of
this study on understanding, from each woman’s per-
spective, the real reasons for her rehospitalization, it was
observed that more than half of them were not undergo-
ing treatment at the time of their rehospitalization.

Archenar described what she was doing in terms of
treatment at the time:

[...] I wasn’t doing anything, doctor. They were forc-
ing me to take the medicine. I don’t need to take
medicine, because I don’t feel anything. I'm fine.

Breastfeeding and taking care of the child at night, and
household chores were reasons for not using the medica-
tions, as reported by Capella:
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[...] none. When the medicine ran out, I saw that I
was feeling better, so I stopped on my own. I went to
the doctor, and he asked me if I was taking the medi-
cines properly, and I said yes, but in reality, I was
afraid he would scold me. Because when I take the
medicine at night I feel very sleepy and I can’t take
care of my child. 1 felt like sleeping all the time, dur-
ing the day and at night. I had to stop breastfeeding
because the medicine was too strong. My husband
was also pressuring me because I couldn’t take care
of my children. He didn’t have much patience with
me and when I came back from the hospitalization, I
wasn’t 100% yet. I had difficulty walking and wash-
ing dishes.

The reduction in the use of prescribed medications,
consequent to their absence in the popular pharmacy,
and the impossibility of buying them, was reported by
Arcturus:

[...] I was taking the right medicine, but as it was
running out and the popular pharmacy didn’t have
it. I couldn’t afford to keep buying until the next
appointment, so that's when I came to the point
where instead of taking five medications, I was only
taking one.

Regarding the treatments being done at the time of
rehospitalization, some patients were using the pre-
scribed medication; however, they had not returned to
the prescriber for months, as reported by Betelgeuse:

“I was only using the medications. I just wasn’t going
to the doctor’s appointment. How long have you been
without a medical appointment? Nine months’.

After another hospitalization, already discharged and
authorized to return to their “modus vivendi’, each inter-
viewed woman could express her greatest desire at that
moment. Thus, we observed the intensity in the expres-
sion of various dreams, returns from detours or changes
in their realities, some of which were possible and oth-
ers that seemed to depend less on each of them in their
words and more on others for their goals to be achieved.
The interviewees’ narratives reflected symbolic aspira-
tions, conveying deeper existential needs such as belong-
ing, normality, autonomy, and recognition.

It was observed that the greatest desire at that moment
was to return home (40%) and to have good mental health
(30%). These wishes symbolize an attempt to reconstruct
disrupted personal identities, restore social connections,
and regain emotional stability.

Leaving, being at home with my husband, seeing my
children, missing home, having my family’s love, living
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with them were some of the desires expressed with emo-
tion and sometimes tears. That’s how Procyon’s account
went:

“Today, it would be to see my daughter. She’s 13
years old. She'll be 14 in December. And it’s been a
year since I last saw her”.

Arcturus’s perception was narrated as follows:

[...] my greatest desire is to be well psychologically,
mentally, and at home, doing my tasks as a wife,
mother, daughter, and taking my correct medica-
tions so I don’t have to come back, because I miss it
a lot here, sometimes it makes me sad. So I want to
do everything I can to not have to come back and be
well for them and especially for myself. For them to
be well, I need to be well.

Procyon’s yearning to reconnect with her daughter and
Arcturus’s wish to reclaim her role within the family
illustrates how these desires represent deeper processes
of identity reconstruction and emotional healing.

Among the reports of the desire to have good men-
tal health, the expression “to be a normal person” was
described by Shaula as follows:

[...] ah... to never have experienced this crap, to have
a normal life, to be a normal person, to live without
this amount of medication that I take, because I use
a lot of medication. I wake up and it’s medication,
ten and a bit more is medication, an hour is medi-
cation, all day long, my life is summed up in taking
medication. For me to have a dignified life, how dif-
ficult it is, how sad it is for me, very sad! (cries).

In the interviews, several topics were spontaneously
raised by the women, such as racial discrimination, social
injustice, having the physical and mental condition to
return to work, equal rights for all, social security, and
retirement. These elements reflect how these women’s
aspirations encapsulate broader struggles for meaning-
ful existence, acceptance, and social reintegration beyond
psychiatric hospitalization. Adhara said:

[...] my greatest desire is to go back home, build my
history, my structure, continue my work out there,
because I'm a micro-entrepreneur, I work for myself,
I have education, I'm very hardworking, my biggest
dream is to go home.

Pélux described her desires as follows:
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[...] there’s no going back, doctor! There’s no going
back! I wish so much that God would take me,
because I don’t like living here on Earth. (cries...)
Because it seems that nobody likes me back home.
And to tell the truth, I don’t think even the psychia-
trist cares about me anymore.

Discussion

The experiences of readmitted women reflect the com-
plex and multidimensional nature of mental health chal-
lenges, as evidenced by both the quantitative QoL scores
and the qualitative narratives gathered through inter-
views. The QoL results indicate a notably low overall
QoL (47.78), with particularly poor scores in the envi-
ronment (44.49) and psychological (47.71) domains.
These findings align with participants’ testimonies, which
emphasize the role of unstable living conditions, financial
insecurity, and social isolation in their ongoing struggles
with mental health.

The core concepts that emerged from the interviews
emphasize the importance of addressing both immedi-
ate clinical needs and broader structural issues, such as
financial stability, family dynamics, and access to mental
health care. The following sections provide a comprehen-
sive perspective on psychiatric readmission in women
and underscore the interconnected nature of psychiatric
readmission in women.

Reasons for hospitalization and readmission: the
complexity of psychiatric readmission

Women who experience readmission to psychiatric hos-
pitals often face unresolved underlying issues, as their
problems are not fully addressed in a structured and
objective manner. The factors influencing their mental
health are complex, spanning across the physical, psy-
chological, social, and environmental domains.

The quality-of-life scores in this study (47.78) align
with findings from similar studies in India and Iran,
where scores ranged around 56.47. Notably, psychiatric
patients tend to report the lowest scores in the psycho-
logical, social, and environmental domains, with rela-
tively better performance in the physical domain, a trend
also observed in previous research [17]. These domains
with lower scores are also reflected in the testimonies
of the women interviewed, who revealed, for example,
experiences marked by emotional distress (psychological
domain), complex family dynamics (social domain), and
socioeconomic vulnerability (environmental domains).

Psychopathology, particularly anxiety and depres-
sive symptoms, has been strongly associated with lower
QoL [23]. Factors contributing to poor QoL in the psy-
chological domain were also evident in the interview-
ees’ narratives, which frequently included expressions
of hopelessness, mood instability, and suicidal ideation.
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Fomalhaut described attempting suicide by stepping in
front of a car, while Shaula lamented, “For me to have a
dignified life, how difficult it is, how sad it is for me, very
sad!” These narratives convey the depth of emotional dis-
tress behind the low psychological scores.

Suicidal ideation and psychiatric symptoms have
emerged as potential predictors of women’s readmission
to psychiatric hospitals, due to their profound impact on
mental health outcomes.

Studies suggest that factors such as negative affectiv-
ity, history of suicide attempts, and depression play piv-
otal roles in psychiatric readmission [24—26]. Specifically,
heightened levels of negative affectivity have been linked
to elevated readmission rates in psychiatric patients [27].

The qualitative findings reinforce this, as participants
frequently described mood instability, loneliness, and
family conflicts as major contributors to their worsen-
ing mental health and QoL. Additionally, medication
non-adherence emerged as a critical issue, with partici-
pants citing side effects, financial barriers, and caregiv-
ing responsibilities as reasons for discontinuation. This
pattern aligns with evidence indicating that irregular use
of prescribed medication is a major predictor of relapses
and readmission [28, 29].

Sources of support for mental health: healthcare, family,
and religion

Access to mental health services remains essential for
these women, yet many rely on informal support net-
works, such as family, religion, and even substance use.
The majority of participants (75%) reported seeking help
from healthcare institutions, mirroring findings from a
Brazilian study, where 76.2% of patients accessed public
mental health services [30]. However, barriers to care
persist, including stigma, gender norms, and a lack of
psychological support. These barriers are reflected in the
low scores for the psychological domain, particularly in
aspects related to emotional support and accessibility of
mental health services. For instance, while psychologists
play a crucial role in mental health maintenance, only
one participant explicitly mentioned receiving support
from a psychologist.

Adhering to societal gender norms, such as fulfilling
caregiving responsibilities, maintaining harmonious rela-
tionships, and adhering to fidelity, significantly influences
whether women seek psychological support [31]. These
dynamics align with participants’ narratives and help
explain the limited use of formal psychological services,
contributing to the low QoL scores in the psychological
and social domains.

Additionally, factors such as stigma, pessimism regard-
ing the future, reluctance to discuss emotions, skepticism
about healthcare professionals’ ability to address psycho-
logical issues during consultations [32], psychological
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costs, as well as intrapersonal and interpersonal threats,
act as barriers that deter women from seeking support
[33]. These factors collectively contribute to the intrica-
cies surrounding women’s access to psychological help,
underscoring the significance of addressing these barri-
ers to enhance accessibility to mental health support ser-
vices. Such difficulties were directly cited by participants
and are consistent with the quantitative findings in the
environmental domain, where access to healthcare and
availability of support services were among the lowest-
rated aspects.

Beyond formal healthcare, spirituality and religios-
ity were commonly cited as sources of mental resilience.
Previous studies have found that integrating spiritual
and religious considerations into patient-centered men-
tal health care can improve treatment outcomes [34, 35].
Conversely, some participants resorted to substance use
as a coping mechanism. This is a well-documented phe-
nomenon where drug use serves as a short-term escape
from emotional distress but ultimately exacerbates men-
tal health issues.

Family conflicts were among the most reported reasons
for hospitalization. Yet, paradoxically, many participants
expressed a strong desire to return home, highlighting
the dual role of family as both a source of emotional dis-
tress and a foundation of emotional security. This ambiv-
alence mirrors the moderate-to-low scores in the social
relationships domain, where participants’ lack of stable
and supportive interpersonal connections likely contrib-
uted to reduced perceptions of quality of life.

Similar findings have been reported in studies on
women’s empowerment and QoL, where family dynam-
ics emerged as significant predictors of well-being [9].
However, in the present study, many women experienced
inconsistent or absent family support, increasing their
vulnerability. Notably, 80% of the participants lived with-
out a partner. In this context, existing evidence [36] sug-
gests that single individuals are more likely to experience
depressive symptoms compared to those in partnered
relationships, whether through cohabitation or marriage.

Factors contributing to mental health improvement:
addressing medication adherence, social support, and
financial stability

Although the physical domain had relatively higher
scores, facets related to “sleep and rest” and “dependence
on medication” were among the lowest-rated aspects.
Poor sleep quality is common in individuals with mental
health disorders, and depressive symptoms are signifi-
cantly linked to sleep disturbances [37]. These results are
supported by participants, which frequently mentioned
fatigue, oversedation, and difficulty maintaining daily
routines, illustrating how these physical symptoms impair
their perceived quality of life. Therefore, incorporating
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sleep hygiene strategies into mental health interventions
may contribute to improved overall well-being.

Medication adherence was another major concern.
As one participant stated: “I stopped taking my medica-
tion because it made me too sleepy to care for my child”.
This narrative exemplifies how the burden of side effects
directly impacts medication use, a key issue reflected in
the low facet score for “dependence on medication or
treatment” within the physical domain. This highlights
the conflict between treatment adherence and caregiving
responsibilities, which is consistent with research show-
ing that medication non-adherence increases psychiatric
relapse and readmission risk [28, 29].

Socioeconomic factors: the impact of financial instability
on mental health

Financial insecurity was a dominant theme, with employ-
ment challenges, gender-based financial dependence, and
poverty acting as major stressors. “I want to work, but my
family doesn’t let me. They say it’s not my place”

Economic hardship has been widely recognized as a
risk factor for poor mental health, particularly among
unemployed women and those in low-income house-
holds [38]. Studies suggest that achieving financial inde-
pendence improves resilience and QoL [39].

These socioeconomic vulnerabilities were also reflected
in the quantitative data, particularly in the environmen-
tal domain of the WHOQOL-BREEF, which received the
lowest average score. Participants’ narratives about lack
of income, dependence on others, and limited access to
essential resources align with the low ratings in facets
such as financial resources, opportunities for leisure, and
access to health services.

Addressing these barriers requires accessible financial
counseling programs and public health interventions
aimed at reducing economic stressors for vulnerable
populations [38, 40].

Main desires and future aspirations: hopes, barriers, and
the path forward

Despite their challenges, many participants expressed
strong aspirations for the future, with family reintegra-
tion, mental health stability, and financial independence
emerging as primary goals.

40% of women cited returning home as their greatest
wish, while 30% hoped for improved mental stability.
However, some participants expressed hopelessness, feel-
ing that their circumstances would never change. “I don't
belong anywhere anymore. I don't even think my psychia-
trist cares about me”

These contrasting narratives, ranging from hope to
despair, are consistent with the low scores observed
in the psychological domain of the WHOQOL-BREF
(47.71), which includes facets such as self-esteem,
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negative feelings, and outlook. The participants’ long-
ing for family reconnection and emotional security also
reflects the challenges captured in the social relationships
domain (48.54), where lack of social support and per-
sonal relationships contributes to reduced quality of life.

This highlights the mental toll of chronic psychiatric
illness, where prolonged hospitalizations and repeated
relapses erode self-efficacy and hope.

Additionally, aspirations for financial independence
and the frustrations caused by economic dependence
align with the environmental domain’s low score, particu-
larly in areas related to financial resources and opportu-
nities for daily life improvement.

Beyond personal aspirations, participants also dis-
cussed broader social issues, including gender roles,
stigma, and the difficulty of reintegrating into society
after hospitalization. These findings emphasize the need
for targeted mental health interventions that address
the intersection of psychological, social, and economic
challenges faced by women experiencing recurrent
hospitalizations.

Study limitations and implications for public policy

The main limitation of the study is related to the sample
size, particularly in the analysis of factors related to QoL,
which limits the generalizability of the data and extrapo-
lation of the findings to other regions. The small number
of participants compromises the generalizability of the
findings, making the quantitative analysis descriptive and
limited. Thus, the quantitative data should be interpreted
as descriptive rather than inferential, as they only reflect
the characteristics of the population studied. Although
the WHOQOL-BREF is a well-validated and widely
used tool for assessing quality of life, its application in a
small sample reduces the statistical power of the findings.
However, it was chosen because it is a valuable tool that
can be incorporated as part of the routine clinical evalua-
tion, monitoring and an important indicator of treatment
outcome and research [16]. Future studies with larger
samples are essential to confirm these results, allowing
for more robust statistical analyses and the identification
of specific sociodemographic and clinical factors that
influence quality of life and readmission rates.

Given the complex factors involving QoL and men-
tal health, the findings of this study highlight the urgent
need for public policies that go beyond the immediate
clinical management of psychiatric crises.

Readmission to psychiatric hospitals is a recurring
event because it merely removes the woman from the
crisis that led to hospitalization and, after discharge,
places her back into the same routine. We cannot expect
different results by doing the same things repeatedly.
Drug treatment alone is insufficient to prevent readmis-
sion. Without a deliberate intervention in the quality of
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life of these women, the outcomes are likely to remain
unchanged. Interventions must not be limited to phar-
macological treatment or short-term hospitalization but
should prioritize actions centered on family support,
spirituality, personal development that promote educa-
tion and employment, and social integration.

Strategies should include the implementation of
Women’s Mental Health Reference Centers, capable of
offering multidisciplinary support, therapeutic services,
and assistance in areas such as employment, education,
access to medication, and family support. These services
should be integrated into primary care and tailored to the
specific needs of women in situations of vulnerability.

In this context, QoL assessment can serve as a strategic
tool to guide targeted interventions in the most affected
domains, particularly the psychological, social relation-
ships, and environmental domains. Intervening in these
areas may improve long-term outcomes, promote social
reintegration, and ultimately contribute to more inclusive
and effective mental health policies.

By addressing the complex intersection between rehospi-
talization and QoL among women readmitted to psychiatric
hospitals, this study contributes to a deeper understanding
of their needs and challenges. Exploring the nuances of this
relationship generates results with the potential to inform
more comprehensive and compassionate social and public
policies aimed at improving mental health care.

Conclusions

Being a woman already carries a strong stigma, as they
struggle to fit into a macho social and cultural model, and
prejudice is even greater when mental health hospitalization
is needed. After rehospitalization, readjustment becomes
necessary to cope with suffering, as plans for the future and
the stigmas associated with continuing work, motherhood,
and other everyday responsibilities can be impactful.

Enhancing mental health outcomes for women requires
collaboration across multiple sectors to get improvements
in the physical, psychological, social relationships, and envi-
ronmental domains. Intersectoral partnerships can address
the social determinants of mental health and improve access
to comprehensive care.

This study highlights significant challenges in the pro-
vision of mental health care for women, including the
disarticulation of services that fail to provide adequate
support. Women need consistent tools to address the
main challenges related to the hospital readmission pro-
cess, especially issues related to family conflicts, which
could be better addressed with increased access to psy-
chological monitoring.

Women’s mental health outcomes are influenced
by various factors, including social support, access to
resources, and individual coping mechanisms. Holis-
tic approaches to mental health care that address these
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factors are essential for improving QoL and reducing
readmission rates.

Abbreviations

CAPAAC Aristides Alexandre Campos Psychiatric Care Center
COVID-19 Coronavirus Disease 2019
CAPS AD Psychosocial Care Center for Alcohol and Other Drugs.

QoL Quiality of Life
WHO World Health Organization
WHOQOL-BREF World Health Organization QolL-BREF

Supplementary Information
The online version contains supplementary material available at https://doi.or
9/10.1186/540359-025-02687-z.

[ Supplementary Material 1 J

Acknowledgements
Not applicable.

Author contributions

CGA was involved in conceptualizing, designing the study, collecting the data,
writing the paper, and performing data analysis. BEGD, J de AP, and EPE were
involved in data tabulation, data analysis, and the review process. IMPB and
CES were involved in data analysis and the review process. TCM was involved
in project supervision, writing the paper, data analysis, and the review process.
All authors read and approved the final manuscript.

Funding

Funding for this research was provided by Fundagéo de Amparo a Pesquisa e
Inovagao do Estado do Espirito Santo for article translation (FAPES — n°04/2022
- Program to Support Emerging Graduate Programs in Espirito Santo -
Proapem), and for the article processing charges (FAPES — n°21/2023 — Women
in Science Program).

Data availability
The datasets used and/or analysed during the current study are available from
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

The study was approved by the Research Ethics Committee with Human
Subjects at the Escola de Ensino Superior de Ciéncias da Santa Casa de
Misericérdia de Vitdria - EMESCAM, Espirito Santo, Brazil, study under
Certificate of Presentation for Ethical Consideration protocol number
57700422.7.0000.5065. The participants signed the free and informed consent
form.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

School of Sciences of Santa Casa de Misericérdia de Vitéria (EMESCAM),
Vitoria, ES 29045-402, Brazil

2Laboratory of Studies Design and Scientific Writing, Postgraduate
Division, Centro Universitario FMABC, Santo André 09060-870, Brazil
3School of Medicine, University of Limerick, Limerick V94 TOPX, Ireland
“Department of Urban Planning and Community Development, School
for the Environment, University of Massachusetts Boston, Boston,

MA 02125, USA

Received: 10 June 2024 / Accepted: 2 April 2025
Published online: 10 April 2025


https://doi.org/10.1186/s40359-025-02687-z
https://doi.org/10.1186/s40359-025-02687-z

Alves et al. BMC Psychology

(2025) 13:361

References

1.

20.

22.

Brazilian Institute of Geography and Statistics -IBGE. Quantidade de homens
e mulheres. 2022. https://educa.ibge.gov.br/jovens/conheca-o-brasil/popula
cao/18320-quantidade-de-homens-e-mulheres.html#:~:text=0s%20resultad
05%20d0%20Cens0%20Demogra%C3%A1fico,da%20popula%%C3%A7%C3%A
30%20residente%20n0%20pa%C3%ADs. Accessed 29 may 2024.

Hackett RA, Hunter MS, Jackson SE. The relationship between gender discrim-
ination and wellbeing in middle-aged and older women. PLoS ONE. 2024. htt
ps;//doi.org/10.1371/journal.pone.0299381.

World Health Organization. Mental health. https://www.who.int/news-ro
om/fact-sheets/detail/mental-health-strengthening-our-response (2022).
Accessed 17 apr. 2024.

Struja T, Koch D, Haubitz S, Mueller B, Schuetz P, Siepmann T. QoL after
hospitalization predicts one-year readmission risk in a large Swiss cohort of
medical in-patients. Qual Life Res. 2021. https://doi.org/10.1007/511136-02
1-02867-5.

Shadmi E, Gelkopf M, Garber-Epstein P, Baloush-Kleinman V, Doudai R, Roe D.
Routine patient reported outcomes as predictors of psychiatric rehospital-
ization. Schizophr Res. 2018; doi: 10.1016/j.schres.2017.04.049. 4Souza ASR,
Souza GF de A, Praciano G de AF. Women's mental health in times of COVID-
19. BJMCH. 2020; https://doi.org/10.1590/1806-93042020000300001

Souza ASR, Souza GF, de Praciano A. Women'’s mental health in times of
COVID-19. BJMCH. 2020. https://doi.org/10.1590/1806-93042020000300001.
Jasrotia A, Meena J. Women, work and pandemic: an impact study of COVID-
19 lockdown on working women in India. Asian Soc Work Pol Rev. 2021. http
s://doi.org/10.1111/aswp.12240.

Chan XW, Shang S, Brough P, Wilkinson A, Lu CQ. Work, life and COVID?19: a
rapid review and practical recommendations for the post?pandemic work-
place. APJHR. 2022. https://doi.org/10.1111/1744-7941.12355.

Kundu P, George LS, Yesodharan R. QoL and empowerment among women. J
Educ Health Promot. 2022. https://doi.org/10.4103/jehp.jehp_433_21.
Hosang GM, Bhui K. Gender discrimination, victimisation and women’s men-
tal health. Br J Psychiatry. 2018. https://doi.org/10.1192/bjp.2018.24.

Bafios RM, Miragall M. Gender matters: a critical piece in mental health. Span
J Psychol. 2024. https://doi.org/10.1017/5JP2024.29.

Molarius A, Metsini A. The association between time spent in domestic work
and mental health among women and men. Int J Environ Res Public Health.
2023. https://doi.org/10.3390/ijerph20064948.

Abdillah A, Widianingsih I, Buchari RA, Nurasa H, Ahmadi Z. No Girl left
behind? Mental health and QoL. J Public Health. 2024. https://doi.org/10.109
3/pubmed/fdae194.

Lamar MR, Donovan C, Forbes LK. Maternal mental health in the USA. IntJ
Adv Counselling. 2024. https://doi.org/10.1007/510447-023-09534-z.
Skevington SM, Lotfy M, O'Connell KA, WHOQOL Group. The world health
organization’s WHOQOL-BREF QoL assessment: psychometric properties and
results of the international field trial. A report from the WHOQOL group. Qual
Life Res. 2004. https://doi.org/10.1023/B:QURE.0000018486.91360.00.

Oliveira SE, Carvalho H, Esteves F. Toward an Understanding of the QoL
construct: validity and reliability of the WHOQOL-Bref in a psychiatric sample.
Psychiatry Res. 2016. https://doi.org/10.1016/j.psychres.2016.07.007.

Fleck MP, Louzada S, Xavier M, Chachamovich E, Vieira G, Santos L, Pinzon V.
Application of the Portuguese version of the abbreviated instrument of qual-
ity life WHOQOL-bref. Rev Satide Publica. 2000. https://doi.org/10.1590/5003
4-89102000000200012.

Borges TL, Hegadoren KM, Miasso Al. Transtornos mentais comuns e uso de
psicofarmacos em mulheres atendidas em unidades basicas de satide em
um centro urbano brasileiro. Rev Panam Salud Publica. 2015. http://www.scie
losp.org/pdf/rpsp/v38n3/v38n3a03.pdf. Accessed 15 mar 2025.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int J
Qual Health Care. 2007. https://doi.org/10.1093/intghc/mzm042.

Salles MM, Barros S. Reinternagdo Em hospital Psiquiatrico: a Compreensdo
do processo Saude/doenca Na vivéncia do Cotidiano. Rev Esc Enferm USP.
2007. https://doi.org/10.1590/S0080-62342007000100010.

Pedroso B, Pilatti LA, Gutierrez GL, Picinin CT. Célculo Dos Escores e estatistica
descritiva do WHOQOL-bref Através do Microsoft excel. Rev Bras Qual Vida.
2010. https://doi.org/10.3895/52175-08582010000100004.

de Minayo MC. Qualitative analysis: theory, steps and reliability. Ciénc Saude
Coletiva. 2012. https://doi.org/10.1590/51413-81232012000300007.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Page 14 of 14

Uchoa E, Rozemberg B, Porto MFS. Between fragmentation and integration:
health and QoL in specific population groups. Inf Epidemiol Sus. 2002. https:/
/doi.org/10.5123/50104-16732002000300002.

Furnes D, Gjestad R, Mehlum L, Hodgekins J, Kroken RA, Oedegaard K,
Mellesdal L. Borderline personality disorder: what predicts acute psychiatric
readmissions? J Pers Disord. 2021. https://doi.org/10.1521/pedi_2019_33_45
9.

Berardelli |, Sarubbi S, Rogante E, Erbuto D, Cifrodelli M, Giuliani C, Calabro G,
Lester D, Innamorati M, Pompili M. Exploring risk factors for re-hospitalization
in a psychiatric inpatient setting: a retrospective naturalistic study. BMC
Psychiatry. 2022. https://doi.org/10.1186/512888-022-04472-3.

Cruess DG, Sullivan MC, Strainge L, Blackmon JE, Laumann L, Wheeler D,
Cruess SE. Personality predictors of 6-month readmission in adult psychiatric
inpatients. Int J Psychol. 2022. https://doi.org/10.1002/ijop.12839.

ZhuT, Jiang J, Hu'Y, Zhang W. Individualized prediction of psychiatric read-
missions for patients with major depressive disorder: a 10-year retrospective
cohort study. Transl Psychiatry. 2022. https://doi.org/10.1038/541398-022-019
37-7.

Cardoso L, Galera SAF. Quem S&o Os egressos de Internagdo Psiquidtrica??
Acta Paul Enferm. 2009. https://doi.org/10.1590/50103-21002009000600002.
Castro SA, Furegato ARF, Santos JLF. Sociodemographic and clinical charac-
teristics of psychiatric re-hospitalizations. Rev Lat Am Enfermagem. 2010. htt
ps://doi.org/10.1590/50104-11692010000400020.

Zanardo GL, de Moro P, Ferreira LM, Rocha GS. Factors associated with psychi-
atric readmissions: a systematic review. Paidéia. 2018. https://doi.org/10.1590
/1982-4327e2814.

Toribio-Caballero S, Cardenal V, Avila A, Ovejero M. Gender roles and women'’s
mental health: their influence on the demand for psychological care. Anal
Psicol. 2022. https://doi.org/10.6018/analesps.450331.

Holt C, Milgrom J, Gemmill AW. Improving help-seeking for postnatal
depression and anxiety: a cluster randomised controlled trial of motivational
interviewing. Arch Womens Ment Health. 2017. https://doi.org/10.1007/5007
37-017-0767-0.

Lim VKG, Teo TSH, Zhao X. Psychological costs of support seeking and choice
of communication channel. Behav Inf Technol. 2013. https://doi.org/10.1080/
0144929X.2010.518248.

Nunes-Reis AR, Da Luz RA, De Deus JM, Martinez EZ, Conde DM. Association
of religiosity with mental health and QoL in women with chronic pelvic pain.
Int J Psychiatry Med. 2020. https://doi.org/10.1177/0091217420906979.
Ramirez-Luzuriaga MJ, Ochaeta L, Ramirez-Zea M, DiGirolamo A, Waford R,
Wray C, Martorell R, Stein AD. Cognitive and socio-emotional correlates of
psychological well-being and mental health in Guatemalan adults. BMC
Psychol. 2021. https://doi.org/10.1186/540359-021-00654-y.

Staff J, Vuolo M. Time-varying correlates of adult singlehood: education, work,
living arrangements, and mental health. Res Hum Dev. 2024. https://doi.org/
10.1080/15427609.2024.2345543.

Aschbrenner KA, Naslund JA, Salwen-Deremer JK, Browne J, Bartels SJ, Wolfe
RS, Xie H, Mueser KT. Sleep quality and its relationship to mental health,
physical health and health behaviours among young adults with serious
mental illness enrolled in a lifestyle intervention trial. Early Interv Psychiatry.
2022. https://doi.org/10.1111/eip.13129.

Ryu S, Fan L. The relationship between financial worries and psychological
distress among U.S. Adults. J Fam Econ Issues. 2023. https://doi.org/10.1007/s
10834-022-09820-9.

Sharma P, Shekhawat K, Menaria P. Financial independence and maternal
mental health - A right balance. SAJHP. 2022. https://doi.org/10.18231/j.sajhp.
2022.002.

Santana OMML, Machado MMT, Gomes LGA, Rocha HAL, Correia LL, Sousa
LVA. Severe food insecurity and mental health among women living in
extreme. J Hum Growth Dev. 2023. https://doi.org/10.36311/jhgd.v33.15282.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://educa.ibge.gov.br/jovens/conheca-o-brasil/populacao/18320-quantidade-de-homens-e-mulheres.html#:~:text=Os%20resultados%20do%20Censo%20Demogr%C3%A1fico,da%20popula%C3%A7%C3%A3o%20residente%20no%20pa%C3%ADs
https://educa.ibge.gov.br/jovens/conheca-o-brasil/populacao/18320-quantidade-de-homens-e-mulheres.html#:~:text=Os%20resultados%20do%20Censo%20Demogr%C3%A1fico,da%20popula%C3%A7%C3%A3o%20residente%20no%20pa%C3%ADs
https://educa.ibge.gov.br/jovens/conheca-o-brasil/populacao/18320-quantidade-de-homens-e-mulheres.html#:~:text=Os%20resultados%20do%20Censo%20Demogr%C3%A1fico,da%20popula%C3%A7%C3%A3o%20residente%20no%20pa%C3%ADs
https://educa.ibge.gov.br/jovens/conheca-o-brasil/populacao/18320-quantidade-de-homens-e-mulheres.html#:~:text=Os%20resultados%20do%20Censo%20Demogr%C3%A1fico,da%20popula%C3%A7%C3%A3o%20residente%20no%20pa%C3%ADs
https://doi.org/10.1371/journal.pone.0299381
https://doi.org/10.1371/journal.pone.0299381
https://www.who.int/news-room/fact-sheets/detail/mental-health-strengthening-our-response
https://www.who.int/news-room/fact-sheets/detail/mental-health-strengthening-our-response
https://doi.org/10.1007/s11136-021-02867-5
https://doi.org/10.1007/s11136-021-02867-5
https://doi.org/10.1590/1806-93042020000300001
https://doi.org/10.1590/1806-93042020000300001
https://doi.org/10.1111/aswp.12240
https://doi.org/10.1111/aswp.12240
https://doi.org/10.1111/1744-7941.12355
https://doi.org/10.4103/jehp.jehp_433_21
https://doi.org/10.1192/bjp.2018.24
https://doi.org/10.1017/SJP.2024.29
https://doi.org/10.3390/ijerph20064948
https://doi.org/10.1093/pubmed/fdae194
https://doi.org/10.1093/pubmed/fdae194
https://doi.org/10.1007/s10447-023-09534-z
https://doi.org/10.1023/B:QURE.0000018486.91360.00
https://doi.org/10.1016/j.psychres.2016.07.007
https://doi.org/10.1590/S0034-89102000000200012
https://doi.org/10.1590/S0034-89102000000200012
http://www.scielosp.org/pdf/rpsp/v38n3/v38n3a03.pdf
http://www.scielosp.org/pdf/rpsp/v38n3/v38n3a03.pdf
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1590/S0080-62342007000100010
https://doi.org/10.3895/S2175-08582010000100004
https://doi.org/10.1590/S1413-81232012000300007
https://doi.org/10.5123/S0104-16732002000300002
https://doi.org/10.5123/S0104-16732002000300002
https://doi.org/10.1521/pedi_2019_33_459
https://doi.org/10.1521/pedi_2019_33_459
https://doi.org/10.1186/s12888-022-04472-3
https://doi.org/10.1002/ijop.12839
https://doi.org/10.1038/s41398-022-01937-7
https://doi.org/10.1038/s41398-022-01937-7
https://doi.org/10.1590/S0103-21002009000600002
https://doi.org/10.1590/s0104-11692010000400020
https://doi.org/10.1590/s0104-11692010000400020
https://doi.org/10.1590/1982-4327e2814
https://doi.org/10.1590/1982-4327e2814
https://doi.org/10.6018/analesps.450331
https://doi.org/10.1007/s00737-017-0767-0
https://doi.org/10.1007/s00737-017-0767-0
https://doi.org/10.1080/0144929X.2010.518248
https://doi.org/10.1080/0144929X.2010.518248
https://doi.org/10.1177/0091217420906979
https://doi.org/10.1186/s40359-021-00654-y
https://doi.org/10.1080/15427609.2024.2345543
https://doi.org/10.1080/15427609.2024.2345543
https://doi.org/10.1111/eip.13129
https://doi.org/10.1007/s10834-022-09820-9
https://doi.org/10.1007/s10834-022-09820-9
https://doi.org/10.18231/j.sajhp.2022.002
https://doi.org/10.18231/j.sajhp.2022.002
https://doi.org/10.36311/jhgd.v33.15282

	﻿Assessing quality of life and readmission rates among women in psychiatric care: a mixed-method study
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design and setting
	﻿Participants and eligibility criteria
	﻿Recruitment and data collection
	﻿Data analysis
	﻿Ethical aspects

	﻿Results
	﻿Quantitative data: sociodemographic, clinical, and QoL characteristics of participant
	﻿Qualitative data: women’s perceptions of mental health, experiences, and aspirations

	﻿Discussion
	﻿Reasons for hospitalization and readmission: the complexity of psychiatric readmission
	﻿Sources of support for mental health: healthcare, family, and religion
	﻿Factors contributing to mental health improvement: addressing medication adherence, social support, and financial stability
	﻿Socioeconomic factors: the impact of financial instability on mental health
	﻿Main desires and future aspirations: hopes, barriers, and the path forward
	﻿Study limitations and implications for public policy

	﻿Conclusions
	﻿References


